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Summary    Draft health needs assessment for older people with mental 
health problems 

Summary 
What are the drivers for change? 

National, Regional and Local Policies: The government’s white paper ‘Our 
health, our care, our say: a new direction for community services’ has specific aims 
for promoting health and well-being in old age. These include reducing barriers to 
increased levels of mental well-being and social engagement among excluded 
groups of older people and to continue to increase uptake of evidence-based 
disease prevention programmes among them. The seventh standard of the Older 
People’s NSF covered the mental health of older people. Its aim was to promote 
good mental health in older people and to treat and support those older people with 
dementia and depression. But progress has been patchy. The government is 
intending to build on the progress through a programme supporting system redesign 
for older people in five key areas: early intervention for old age conditions; 
streaming to specialist care in crisis situations; early transfer to the community for 
rehabilitation in intermediate care; multidisciplinary assessment prior to care home 
placement; and partnership working across health and social care. ‘Everybody’s 
business’ is a development guide that sets out the key components of a 
comprehensive mental health service for older people. It aims to assist health and 
social care commissioners and practitioners to shape effective older people’s 
mental health services at a local level. ‘Securing better mental health services for 
older adults’ is a government initiative which provides a vision for how all 
mainstream health and social care services, with the support of specialist services, 
should work together to secure better mental health for older adults. The key 
priorities in mainstream services are to change attitudes and improve skills in 
detection and assessment of mental illness, and equip staff with guidance on initial 
management and referral pathways to appropriate other services. Age 
discrimination in mental health services needs further attention, so that services 
developed for working adults are available to older adults on the basis of need, not 
age and vice versa. ‘Let’s Respect’ is a campaign aimed at better meeting the 
mental health needs of older people, focusing initially on generic secondary care 
settings and the three most prevalent presentations – depression, delirium and 
dementia. The strategic aim of the 'Partnerships for Older People Projects' is to test 
and evaluate innovative approaches that sustain prevention work to improve 
outcomes for older people. The new Equality and Human Rights Commission is 
working to eliminate discrimination, reduce inequality, protect human rights, and to 
build good relations, ensuring that everyone has a fair chance to participate in 
society. The Office for Disability Issues was established so that by 2025, disabled 
people should have the same opportunities and choices as non-disabled people, 
and be respected and included as equal members of society. The Mental Capacity 
Act 2005 provides a much clearer legal framework for people who lack capacity and 
those caring for them by setting out key principles, procedures and safeguards. The 
Dignity in Care Campaign aims to eliminate tolerance of indignity in health and 
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social care services through raising awareness and inspiring people to take action. 
The Healthcare Commission set out questions in 2007-08 that it wanted B&NES 
PCT to answer in their special data collection exercise for new national targets. Five 
of these questions covered a health care needs assessment of older people with 
mental health problems. The Safeguarding Vulnerable Groups Act 2006 introduces 
a new vetting and barring scheme for those who work with vulnerable adults. The 
government’s Carers Strategy sets out the Government's short-term agenda and 
long-term vision for the future care and support of carers. It is underpinned by £255 
million to implement some immediate steps alongside with medium and long-term 
plans. The National Framework for Continuing Care sets out the way forward for 
delivering continuing care. 

Partnerships: The South West Care Services Improvement Partnership's older 
people's mental health programme aims to support mental health and mainstream 
and specialist services to: improve people's quality of life; meet complex needs in a 
co-ordinated way; provide a person-centred approach; and promote age equality.  

Concerns: The South West Care Services Improvement Partnership's regional 
consultation on dementia brought out three themes from carers, users, and the 
general public. These were improving information and raising awareness, promoting 
early diagnosis and intervention, and improving care for people with dementia. The 
B&NES Care Network facilitated recently a focus group for carers of people with 
dementia in B&NES. This highlighted the early signs of dementia that the carers 
noticed (confusion, forgetfulness); the benefits for the carers and the person they 
care for of earlier diagnosis (being able to plan and prepare for the future better, 
treating the affected person better); what the carers thought of current services and 
support and how they could be improved (access to information on services and 
support, awareness raising); and what carers thoughts about the kinds of early tests 
or indicators that would be useful (better earlier communication from GP would have 
been better, likely to be unhelpful). 

Demography 

Comparator areas: the population of B&NES is very similar to those of York, 
Chester, Warwick, and Harrogate (‘Prospering smaller towns group’). Only York is a 
unitary authority. The next most similar unitary authorities are Solihull, North 
Somerset, Stockport, Trafford, Poole, Warrington, Isle of Wight, and South 
Gloucestershire. We have used these as appropriately as possible. 

Population matters: In 2008 there are roughly 13,500 men and 17,400 women 
living in B&NES. The sex ratio increases with advancing age such that after 85 
years of age there are over twice as many women as men alive. In ten years time, 
the over 85s will number around 6,800 in Bath and North East Somerset compared 
with 4,300 in 2007 – an increase of about 50%. At the same time as the very older 
age group will grow, the younger age group will fall as a percentage of the total 
population.  The Parent Support Ratio was 4 in 2007 but by 2050 it will have trebled 
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again to 12. The number of older people aged 65 and over living alone in B&NES in 
2008 is 11,166. It expected to increase by about nearly 3000 by 2025 and to 
steadily increase until then. The number of older people from B&NES living in a 
care home in 2008 is 1,170. It is expected to increase by about nearly 440 by 2025 
and to steadily increase until then. 

Deprivation: B&NES is in the top third of ranks of districts nationally for lack of 
overall deprivation but does less well on the income and employment components. 
There are no areas in the bottom 10% of the country and 4 in the bottom 20%; 
these 4 areas are in Whiteway, Kingsmead, Twerton West, and Fox Hill North.  

Vulnerable groups: The prevalence of elder abuse in B&NES is 4% of older 
people. They suffer four types of abuse: psychological, physical, sexual abuse, and 
financial abuse. These included neglect and acts of omission and discriminatory 
abuse, including racist, sexist, and that based on a person’s disability. The problem 
of neglect stood out as the predominant type of mistreatment, followed by financial 
abuse. There are about 140 older people aged over 50 years in B&NES who are 
homeless currently. For all the population aged 65 years and over the ethnic 
minorities make up about 1% with only 13 people aged 85 years and over. These 
small numbers may mean their needs are overlooked. Rates of disability are higher 
among older adults are very common (about 60%).  The numbers of those with 
learning disabilities aged 50 years and over in B&NES is predicted to be 1,359 in 
2008. About 8% of men and 10% of women had had a sexual experience with a 
partner of the same sex. Presumably these sexual prevalences would feed through 
into older age. Five of the older prisoners nationally are likely to come from B&NES. 

Prevalence of mental health problems of older people 

Dementia: Dementia is an organic disorder due to various degenerations of the 
central nervous system. There are several types and various ones can also co-
exist. Alzheimer’s disease is the commonest. The type is less important than the 
severity of the dementing disease and the actual needs of the sufferers and their 
carers. 7.7% of people over 64 years in B&NES have dementia in 2008. The 
prevalence of dementia among people in institutions varies little by age or gender, 
increasing from 56% among those aged 65–69 years to 65% in those aged 95 
years and over. The numbers of cases of dementia will increase since the 
population is ageing. The total number of people aged in B&NES over 64 years with 
dementia in 2008 is 2,332. People with dementia living alone without a live-in carer 
can only continue to live alone with input as long as three welfare and assistance 
checks each day are sufficient to keep them safe. Once "the interval of care" is 
down to under 4 to 5 hours then a move to a care home environment becomes 
inevitable. The needs of carers must be considered when thinking of those with a 
dementing illness who live with someone. Many of the patients with mental health 
problems the secondary care and specialist services encounter will often need to be 
managed under the Mental Health Act and under the Mental Capacity Act. 
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Depression: Depression in adults over 65 years is sometimes difficult to recognise 
as the symptoms are often similar to problems of ageing. About 10-15% of the 65 
years and over population in B&NES have depression and 3-5% of older people 
have severe depression. 

Personality disorder: Personality disorder in older people is relatively common with 
a prevalence probably between 5% to 8%. 

Alcohol-use disorders: The prevalence of alcohol-use disorders in elderly people 
is generally accepted to be lower than in younger people. But alcohol-use disorders 
in elderly people are still common and associated with considerable morbidity. 
Community based studies have estimated the prevalence of alcohol misuse or 
dependence as 2-4%,1 with much higher rates of 17% (men) and 7% (women) when 
looser criteria such as excessive alcohol consumption are used. 

Substance misuse: Substance misuse among the older population is largely 
overlooked and underreported. Older people may respond at least as well as 
younger people to treatment. Prevalence rates for sedatives, tranquillisers and anti-
depressants were higher among older people and women than younger ones in 
most areas in Ireland. 

Delirium: Delirium is the most frequent complication of hospital admission for older 
people. It develops in up to half of older patients postoperatively; especially after hip 
fracture. A systematic review reported delirium occurrence rates of between 11% 
and 42% for medical inpatients. Delirium is very uncommon outside of acute care 
hospitals (prevalence <0.5%) but is associated with reduced survival. 

Psychotic disorders: Schizophrenia onset is quite rare for people over 40 years of 
age. Depression is the most common psychiatric mood disorder of old age. About 
half of the 15% of those aged over 65 years old who are clinically depressed are 
new onset illnesses. Late-onset bipolar disorder is uncommon and the community 
prevalence of bipolar disorder in people aged 65 years and over is 0.1%. The 
incidence of psychoses increases with age with a number of disease factors leading 
to an increase in vulnerability and expression. More people with chronic 
schizophrenia are living into old age. People who survive into late life with chronic or 
relapsing psychotic illnesses, which had their onset in youth or middle age, have 
special needs. Psychotic major depression is found to be a relatively common 
psychiatric condition that affects between 15% to 20% of patients with major 
depression in the US. Bipolar disorder occurs in all cultures and the lifetime risk is 
thought to be in the order of 0.6 – 1.1%. The lifetime course of bipolar affective 
disorder is unpredictable. People who carry there bipolar affective disorder into old 
age need a full range of services for their needs. 

Dual diagnosis: The prevalence of older adults with co-morbid substance abuse 
and mental disorders varies from 7% to 38% of those with psychiatric illness with 
substance misuse and from 21% to 66% of those with substance abuse with 
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psychiatric illness. Depression and alcohol use were the most commonly cited co-
occurring disorders in older adults. 

Vulnerable groups: Nearly all the risk factors for abuse are also risk factors for 
suffering mental health problems. Thus there is vicious circle established of poor 
mental health causing abuse causing poor mental health. A substantial minority if 
not majority of those 1,228 older people being abused in B&NES will have mental 
health problems. Homelessness is associated with a history of significantly higher 
rates of alcohol and substance use and psychiatric illness, as well as social 
isolation, infectious disease, and rates of emergency department utilisation. We also 
estimate that a majority of those 145 older people who are homeless in B&NES will 
have mental health problems. There are only slight increases in the prevalences of 
common mental health disorders and psychotic disorders among the non-white 
ethnic group. But the minority ethnic groups are less likely to have their mental 
health problems detected by a GP. An older person belonging to a minority ethnic 
group may find accepting old age in Britain difficult because of racism experienced 
in earlier years. The prevalence of older people with common mental disorders was 
strongly associated with disability. Up to 60% of older people in acute hospitals 
experience mental health problems in some form. The estimated 1,359 people aged 
over 50 years in B&NES with learning disabilities will have substantially more health 
needs and worse access to services than those without learning disabilities. Gay 
men, lesbian and bisexual people are usually discriminated against. Gay men, 
lesbian and bisexual people have increased rates of mental health disorders, 
including suicide risk and may have difficulty in having their needs met. The same 
issues are facing older gay men, lesbian and bisexual people but to a lesser extent. 
There is a need to provide culturally-competent mental health services that may 
address their concerns. More than half of elderly prisoners have a psychiatric 
diagnosis. The most common diagnoses were personality disorder and depressive 
illness. The prevalence of depressive illness was five times greater than that found 
in other studies of younger adult prisoners and elderly people in the community. 

Services for older people with mental health problems and their 
availability and use 

Health: People with common mental disorders are more likely than those without to 
have consulted a GP about a physical complaint or a mental problem. Local Mental 
Health Services are provided by Avon and Wiltshire Mental Health Partnership NHS 
Trust along with the Local Authority in Bath & North East Somerset. There are two 
Older Adults Community Mental Health Teams based in Bath and Midsomer Norton 
and Community Teams for Rapid Response, Facilitated Discharge, and Community 
Rehabilitation for Older People. There is a Mental Health Liaison Service to the 
Royal United Hospital, Bath for Adults of Working Age and Older Adults that 
operates Monday to Friday, plus two weekends each month, between 9 am – 5 pm. 
There is also a Home Support Service that operates 7 days a week 7 am - 10 pm 
and takes referrals from Care Coordinators to this service. It provides a range of 
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practical and emotional support to people in their own homes. There is also an 
Approved Social Work Service with Specially-trained Mental Health Social Workers 
who undertake assessments under the Mental Health Act. The local psychiatric 
service sees people with dementia at an early stage to consider the diagnosis and 
use of anti-Alzheimer medication. But the majority of people with a dementing 
illness are not cared for by specialist services but managed in primary care and by 
generic social work teams. There were 71 hospital admissions older people to Avon 
and Wiltshire Mental Health Partnership Trust in 2007-8. But there were also 76 
admissions of older people with mental health problems to the Royal United 
Hospital, Bath, 2 to a B&NES PCT hospital, and 2 to the United Bristol Hospitals 
Trust in 2007-08. The commonest cause of these admissions for a mental health 
problem was dementia with over half of the admissions being for this. The next 
commonest reason for admission was depression. There were 107 admissions 
where a patient developed or declared a mental health problem to St Martin’s 
Hospital and to Paulton Hospital in 2007-08. This was about 1 in 8 of all admissions. 
In all these cases the diagnosis was established after admission which was for 
another problem. The commonest mental health diagnosis was dementia. In 2007-
08 there were 620 hospital admissions of older people with mental health problems 
to other hospitals for another reason than their mental health problem with 86% of 
these admissions being to the Royal United Hospital, Bath. There was no 
information available on mental health service availability or use by vulnerable 
groups. 

Social services: Social services in B&NES may be able to arrange or provide the 
following range of services for older people in need: social work services; someone 
to help look after people at home; meals delivered to a person’s home; day 
services; support for carers, including respite - short breaks from doing the caring - 
or sitting services; help for leaving hospital or after a serious illness; advice, 
equipment and adaptations to help people continue living at home; residential care 
or supported living schemes; a ‘drop-in’ service for the Deaf Community; and 
information and advice about other services. For older people with mental health 
problems: 

•	 B&NES has much higher rate of assessment of new clients than North 
Somerset but a slightly lower rate of assessment than Solihull 

•	 B&NES has a much higher rate of assessment of existing clients than York, 
Solihull, and North Somerset 

•	 B&NES assesses new clients much more quickly than York, Solihull, and 
North Somerset 

•	 B&NES is assessing, planning and delivering services to all clients at a 
higher rate than York, Solihull, and North Somerset 

•	 B&NES is delivering community-based services to all clients at a much higher 
rate than York, Solihull, and North Somerset 

•	  B&NES is delivering services to new clients more slowly than York, Solihull, 
and North Somerset (but at twice the rate) 
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Models of good service provision 
Mental health problems: The Care Services Improvement Partnership service 
development guide sets out the key components of a modern older people’s mental 
health service: patient/user and carer support services, memory assessment 
services, integrated health and social care community mental health team, 
specialist support to care homes, day services, inpatient assessment beds, liaison 
psychiatry (psychiatric services to the general hospital), intermediate care services 
(or support to generic intermediate care services), psychological services, and 
services for young onset dementia, black and minority ethnic groups, and people 
with terminal illness. 

Dual diagnosis: Substance misuse is already part of mainstream mental health 
services. This is the right place for skills and services to be. Mental health services 
must work closely with specialist substance misuse services to ensure that care is 
well co-ordinated. All clinical staff in mental health services should have the skills to 
assess and manage service users with a substance misuse problem. Substance 
misuse and mental health services should become more integrated. There are 
many best practice examples available for front-line managers to help them improve 
services. 

Vulnerable groups: Intervention when older people are being abused is complicated 
and should always be interdisciplinary. It is seldom appropriate for only one person 
or agency to tackle the problem. Effective intervention will probably involve local 
authority social services, the primary care trust, police, and private and voluntary 
agencies. A sequence of identification, assessment, and action is usually followed. 
Identification is usually through warning signs. The final care package will vary from 
case to case but is likely to include some of the following: health information and 
support, respite care, day care, home care including nursing, provision of aids and 
appliances, continence advice, financial advice, advocacy, legal or police 
intervention, re-housing, and institutional care. Removal of an older person from 
their home should be seen as a last resort and should not be done without their 
consent. Authorities should review the supported housing options available to older 
homeless people and consider improving the delivery of advice and advocacy; 
linking into and forming partnerships with homelessness services; developing 
mechanisms for early intervention to prevent older homelessness; offering specialist 
outreach services; offer resettlement and tenancy sustainment; and the role of 
homelessness day centres for vulnerable older people. The local authority needs to 
work with the primary care trust to improve access to health care services for older 
homeless people and develop and improve hospital discharge policies. The local 
authority needs to ensure that assessments of older rough sleepers are done by 
qualified mental health workers; mental health services support older people living 
in hostel accommodation; drug and alcohol services to older homeless people are 
developed and extended. Authorities should review supported housing options for 
older homeless people. The PCT and local authority need to explore flexible funding 
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models and develop new approaches to assessments. There are already a range of 
excellent resources for Bangladeshi, Irish, Chinese, Caribbean, and Gypsy elders 
from the Care Services Improvement Partnership produced by BME elder 
community groups. The specialist health and social services need to take the lead 
in ensuring that elderly people with learning disabilities are receiving the services 
that they need. The needs of older prisoners may be more appropriately met in 
health care rather than criminal justice services. Neither health care nor criminal 
justice services, however, have yet made adequate specific provision for this group. 
Of paramount importance is their placement in the community when they leave 
prison and/or health care. There were no models available for older gay men, 
lesbians, and bisexual people with mental health problems nor for people with 
disabilities with mental health problems. 

Evidence base for services and interventions 
All older people: Physical activity and enhanced fitness do improve cognitive 
function in older people. Blood pressure lowering in patients without prior 
cerebrovascular disease; the treatment of Type II diabetes mellitus; 
dehydroepiandrosterone supplementation; statins; folic acid with or without vitamin 
B12; vitamin B6; and omega 3 fatty acids do not prevent dementia or cognitive 
impairment. 

Older people with dementia: People with dementia should not suffer discrimination. 
Securing valid consent should always be secured for any intervention. Carers 
should have their needs assessed and met. Health and social care should be 
coordinated and integrated and delivered accordingly. Memory services should be 
the single point of referral for all people with a possible diagnosis of dementia. 
Structural imaging for diagnosis should be used in the assessment of people with 
suspected dementia. Behaviour that challenges should be helped early and 
systematically. All staff working with older people in the health, social care and 
voluntary sectors should be trained for dementia care. Acute hospitals should 
ensure the mental health needs of dementia users are catered for. Donepezil, 
galantamine and rivastigmine are recommended as options for the treatment of 
moderate Alzheimer’s disease only. Acetyl-l-carnitine, aspirin, folic acid with or 
without vitamin B12, ibuprofen, indomethacin, nimodipine, hormone replacement 
therapy, thiamine, vitamin B12, vitamin E for Alzheimer's disease and mild cognitive 
impairment, Yizhi capsule, Zhiling decoction, and Huperzine A do not prevent 
dementia or cognitive impairment. There is some evidence that cholinesterase 
inhibitors, cytidinediphosphocholine, memantine, nicergoline, nimodipine, and 
propentofylline interrupt the disease processes of dementia or cognitive impairment 
to a limited extent. Acetyl-l-carnitine, alpha lipoic acid, metal protein attenuating 
compounds, D-cycloserine, ginkgo biloba, homeopathy, lecithin, melatonin, 
metrifonate, nicotine, piracetam, selegiline, shunting for normal pressure 
hydrocephalus, velnacrine, and vinpocetine do not interrupt the disease processes 
of dementia or cognitive impairment. Cholinesterase inhibitors for dementia with 
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Lewy bodies and galantamine and rivastigmine for vascular cognitive impairment do 
not interrupt the disease processes. There is no evidence that valproate 
preparations and thioridazine for aggression benefit people with dementia. There is 
some evidence that atypical antipsychotics (aripiprazole, clozapine, olanzapine, 
quetiapine, risperidone) for agitation benefit people with dementia but the risks of 
adverse events may outweigh the benefits. There is no evidence that valproate 
preparations, thioridazine, haloperidol, music therapy, reminiscence therapy, 
trazodone, and validation therapy work at managing agitation in people with 
dementia. There is no evidence that music therapy, reminiscence therapy, and 
validation therapy work at managing anxiety in people with dementia. There is no 
evidence of efficacy for respite care for people with dementia or for their caregivers. 
There is no evidence that amitriptyline, amoxapine, citalopram, dothiepin, doxepin, 
fluoxetine, imipramine, lofepramine, mirtazapine, nefazodone, nortiptyline, 
paroxetine, reboxetine, sertraline, and sulpiride work for managing depression in 
people with dementia. The atypical antipsychotics (aripiprazole, clozapine, 
olanzapine, quetiapine, risperidone) for psychosis benefit people with dementia but 
the risks of adverse events may outweigh the benefits. There is no evidence that 
thioridazine works at managing psychosis in people with dementia. There is no 
evidence that light therapy works at managing sleep problems in people with 
dementia. There is no evidence that non-pharmacological interventions for 
wandering of people with dementia in the domestic setting or subjective barriers to 
prevent wandering of cognitively impaired people work at preventing wandering. 
Acupuncture, aroma therapy, cognitive rehabilitation and cognitive training, light 
therapy, music therapy, reminiscence therapy, validation therapy, respite care, 
snoezelen, massage and touch, and transcutaneous electrical nerve stimulation are 
not proven to work for the rehabilitation and care of people with dementia. 

Older people with depression: Pharmacological treatments for older people with 
depression work. Tricyclic antidepressants, selective serotonin reuptake inhibitors 
and mono-amine oxidase inhibitors proved effective in both institutionalised and 
community patients. Tricyclic antidepressants (classical and tricyclic-related) and 
selective serotonin reuptake inhibitors (SSRIs) are equally efficacious. However, 
when comparing the two tricyclic groups with SSRIs tricyclic-related antidepressants 
were similar to SSRIs for overall withdrawal rate, and classical tricyclic 
antidepressants were associated with a higher withdrawal rate due to side effects. 
Antidepressant treatment for depression in stroke patients lead to a reduction in 
scores on mood rating scales, but not to a reduction in the frequency of clinically 
diagnosable depression. There was insufficient evidence to establish the 
effectiveness or disadvantages of antidepressants, especially in the longer courses 
(four to six months) that are usually prescribed in clinical practice. No evidence was 
found for the benefit of psychotherapy in stroke patients with depression. There is 
currently little evidence that psychotherapeutic treatments for older people with 
depression work. There is relatively little research in this field and care must be 
taken in generalising what evidence there is to clinical populations.  
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Older people with alcohol-use disorders: Inpatient detoxification is recommended for 
elderly people. Alcohol treatment for elderly people may be more appropriate among 
their peers. 

Older people with substance misuse disorders: No research evidence on 
interventions for older people with substance misuse disorders could be found. 

Older people with acute and sub-acute confusional states (delirium): Antipsychotics 
work for people with delirium. Haloperidol, risperidone, and olanzapine were equally 
effective in treating delirium, with few adverse effects. There is no evidence that 
thioridazine and cholinesterase inhibitors work for people with delirium or that 
multidisciplinary team interventions for preventing delirium in hospitalised patients 
work. 

Older people with psychosis: Antipsychotic medications for people with 
schizophrenia work. But there are concerns about their side effects in older people. 
There is currently no evidence that antipsychotic medications for older people with 
schizophrenia convey net benefits. Treatment of the elderly population with bipolar 
disorder represents a distinct challenge, especially as the number of older patients 
continues to grow. Although bipolar disorder is more prevalent in younger 
populations, elderly patients with bipolar disorder account for the same proportion of 
diagnoses in psychiatric emergency room visits and inpatient psychiatric hospitals 
as younger patients. Elderly patients and veterans with bipolar disorder have longer 
hospital stays than younger patients and are more likely to use outpatient services 
emphasizing this population's increased utilisation of healthcare resources. The 
drugs used for younger patients with bipolar disorder may all have a role but 
monotherapy is the ultimate goal in treating elderly patients. 

Older vulnerable people: No research evidence on interventions for older people 
with mental health problems who are abused or homeless or disabled or have 
learning disabilities or gay, lesbian, or bisexual or prisoners could be found. 
Translated and/or culturally adapted versions of screening tools for cognitive 
impairment among older people in black and minority ethnic groups exist for a 
number of tests. But none can be validly used currently since cut-off points in target 
populations are not known and they are not culture-free tests.1 No other research 
evidence on interventions for older people from black and minority ethnic groups 
with mental health problems could be found. 

Conclusions 
Older people: Men are outnumbered 2:1. 

There will be very large increases in the numbers of the very old. 

There will be large increases in the numbers of the older people living alone. 

There will be fewer carers available 

There are pockets of deprivation among wealth in B&NES. 
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Summary Draft health needs assessment for older people with mental health 
problems 

Older people with mental health problems: Dementia is a very big problem and 

getting worse. 

Depression is also a major problem for older people. 

Alcohol-use disorders are also a major problem in older people. 

Personality disorder is common in older people. 

Delirium in older people is common in hospital. 

Substance misuse is ignored in older people. 

Some psychoses are forever and need lifetime services. 

There is a reasonable range of specialist mental health services for older people but 

with gaps. 

Social services are doing well in meeting the needs older people with mental health 

problems. 

The evidence base is patchy. 

There is national evidence and local concerns that the mental health needs of 

vulnerable older people are not being met? We do not know if the mental health 

needs are being met locally of: 

• older people who are abused 
• homeless older people 

• older people from black and ethnic minorities 

• older people with disabilities 

• gay men, lesbian and bisexual people 

• older people with lifelong learning difficulties
 
• older prisoners 


Carers do not receive enough guidance, support and information. 

Organisation matters: There is not enough planning for the future and resource 

need. 

The lack of information needs improving. 


Commissioning of mental health services for older people needs improving. 


Analysis of gaps between availability/use and models of good provision 
and evidence base 
Older people with mental health problems: Age discrimination in mental health and 
social care services in B&NES needs further attention, so that services developed 
for working adults are available to older adults on the basis of need, not age and 
vice versa. 

Socially-excluded older people groups in B&NES include the homeless, the abused, 
the black and ethnic minorities, those with life-long learning difficulties, and gay 
men, lesbians, and bisexual people. These groups usually do not have their mental 
health needs met well. We need to investigate their situation in B&NES. 
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problems 

Not all of the staff in mainstream health and social services have the right attitudes, 
knowledge and skills to detect and assess mental illness among older people and to 
inform the initial management and referral pathways to appropriate other services. 

There are gaps in local dementia services. The NICE Clinical Guideline on 
dementia needs full implementation. 

Full partnership working across health and social care needs securing.  Staff need 
to work together to ensure complex needs are met in a co-ordinated way, early 
intervention for the conditions of old age is available, and there is streaming to 
specialist care in crisis situations. 

Hospital admissions need organising better. The hospital admission of older people 
with mental health problems does not always seem to be to a specialist hospital. 
The needs of all older people with mental health problems who are admitted to 
hospital for another reason need to be anticipated, planned for, and met. 

Mental health services and substance misuse services need integrating better. All 
older people with mental health problems should have seamless access to 
substance misuse services in any setting and vice versa. All clinical staff in mental 
health services should have the skills to assess and manage service users with a 
substance misuse problem. Inpatient detoxification should be used for elderly 
people. Alcohol treatment for elderly people undertaken should be undertaken 
among their peers. 

All carers should receive guidance, support and information. The launch of the new 
national strategy for carers with associated funding should help to rectify this and 
should be used to ensure that carers’ needs are met well. 

Commissioners and providers should check out clinical practice for the 
management of older people with mental health problems against the evidence 
reviewed. This could be through assessment by managers and clinicians and 
clinical audit. 

Organisation matters: There does not seem to be enough planning with funding to 
overcome the problems caused by the large increase in the numbers of older 
people and people with dementia plus the continuing reduction in the numbers of 
carers. 

There is a lack of readily-available information of any sort to be better able to judge 
the needs of local older people with mental health problems and how well services 
are performing. 

There is no specific strategy for mental health services for older people that is 
complementary to the older people’s strategy and mental health strategy nor is 
there a commissioning service specification for mental health services for older 
people. 

Priorities for improving the mental health of our older people 
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Summary 	 Draft health needs assessment for older people with mental health 
problems 

The priorities in order for the development of clinical services are: 

•	 Ending age discrimination 
•	 Improving mental well-being among those socially excluded 
•	 Improving care for people with dementia 
•	 Improving attitudes, knowledge and skills among mainstream health and 

social services 
•	 Securing full partnership working across health and social care 
•	 Organising hospital admissions better 
•	 Integrating mental health and substance misuse services better 
•	 Carers receive guidance, support and information 
•	 Assessment and audit of clinical practice against the evidence base 

The priorities in order for the development of commissioners are: 

•	 Planning for the future and resource need 
•	 Improving the lack of information 
•	 Improving commissioning 

Recommendations 
Recommendation 1: The commissioners and providers with clinicians should 
develop specialist psychiatric services for people with complex, physical, mental 
and social needs of any age that could also run the memory assessment services 
and provide advice and support to other specialised services, hospital services, 
primary care, and other agencies. 

Recommendation 2: The commissioners and providers with clinicians should ensure 
that there is no automatic transfer of patient care based solely on age. 

Recommendation 3: The commissioners and providers should investigate the 
situation of how well access to services is among vulnerable older people with 
mental health problems. 

Recommendation 4: The commissioners and providers with clinicians should 
assess the gaps against the NICE Clinical Guideline on dementia and redress these 
as soon as possible. 

Recommendation 5: The commissioners and providers with clinicians should audit 
in local hospital services the attitudes, knowledge, and skills of staff for dealing with 
older people with mental health problems. 

Recommendation 6: The commissioners and providers should assess the gaps 
against the national policy guidance on partnership working looking at specifically 
whether complex needs are being met in a co-ordinated way, early intervention for 
old age conditions is available, and streaming to specialist care in crisis situations is 
available and if so for each of these are all staff aware how to do it. 
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problems 

Recommendation 7: The commissioners and providers with clinicians should ensure 
that hospital admission of older people because of a mental health problem is 
always to a specialist hospital. 

Recommendation 8: The commissioners and providers with clinicians should 
investigate whether the needs of all older people with mental health problems who 
are admitted to hospital for another reason are anticipated, planned for, and met.  

Recommendation 9: The commissioners and providers with clinicians should ensure 
that all older people with mental health problems have seamless access to 
substance misuse services in any setting and vice versa. 

Recommendation 10: The commissioners and providers with clinicians should 
ensure that all clinical staff in mental health services have the skills to assess and 
manage service users with a substance misuse problem. 

Recommendation 11: The commissioners and providers with clinicians should 
ensure that inpatient detoxification for alcohol-use disorders is used for elderly 
people and that treatment for them is undertaken among their peers. 

Recommendation 12: The commissioners and providers should produce a local 
action plan for carers with service and welfare developments, timescales and 
funding included.  

Recommendation 13: Commissioners and providers should assess the clinical 
practice for the management of older people with mental health problems against 
the evidence reviewed. 

Recommendation 14: The commissioners should produce a delivery plan for 
addressing the clinical service developments and other priorities identified in this 
needs assessment along with the associated funding and timescales. 

Recommendation 15: The commissioners and providers should improve the 
information for service availability and use and users and carers’ views to be able to 
assess how well services are performing. 

Recommendation16: The commissioners should produce a specific strategy for 
mental health services for older people that is complementary to the older people’s 
strategy and mental health strategy. 

Recommendation17: The commissioners should produce a commissioning service 
specification for mental health services for older people. 
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Chapter 1: What are the drivers for change? 
Draft health needs assessment for older people with mental health problems 

What are the drivers for change? 

Chapter 1 summary 
Policies: The government’s white paper ‘Our health, our care, our say: a new 
direction for community services’ has specific aims for promoting health and well-
being in old age. These include reducing barriers to increased levels of mental well-
being and social engagement among excluded groups of older people and to 
continue to increase uptake of evidence-based disease prevention programmes 
among them. The seventh standard of the Older People’s NSF covered the mental 
health of older people. Its aim was to promote good mental health in older people 
and to treat and support those older people with dementia and depression. But 
progress has been patchy. The government is intending to build on the progress 
through a programme supporting system redesign for older people in five key areas: 
early intervention for old age conditions; streaming to specialist care in crisis 
situations; early transfer to the community for rehabilitation in intermediate care; 
multidisciplinary assessment prior to care home placement; and partnership working 
across health and social care. ‘Everybody’s business’ is a development guide that 
sets out the key components of a comprehensive mental health service for older 
people. It aims to assist health and social care commissioners and practitioners to 
shape effective older people’s mental health services at a local level. ‘Securing 
better mental health services for older adults’ is a government initiative which 
provides a vision for how all mainstream health and social care services, with the 
support of specialist services, should work together to secure better mental health 
for older adults. The key priorities in mainstream services are to change attitudes 
and improve skills in detection and assessment of mental illness, and equip staff 
with guidance on initial management and referral pathways to appropriate other 
services. Mental health and social care service provision for adults should be based 
on need and appropriateness of intervention for that need, not on age alone. ‘Let’s 
Respect’ is a campaign aimed at better meeting the mental health needs of older 
people, focusing initially on generic secondary care settings and the three most 
prevalent presentations – depression, delirium and dementia. The strategic aim of 
the 'Partnerships for Older People Projects' is to test and evaluate innovative 
approaches that sustain prevention work to improve outcomes for older people. The 
new Equality and Human Rights Commission is working to eliminate discrimination, 
reduce inequality, protect human rights, and to build good relations, ensuring that 
everyone has a fair chance to participate in society. The Office for Disability Issues 
was established so that by 2025, disabled people should have the same 
opportunities and choices as non-disabled people, and be respected and included 
as equal members of society. The Mental Capacity Act 2005 provides a much 
clearer legal framework for people who lack capacity and those caring for them by 
setting out key principles, procedures and safeguards. The Dignity in Care 
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Chapter 1 summary (continued) 
Campaign aims to eliminate tolerance of indignity in health and social care 
services through raising awareness and inspiring people to take action. The 
Healthcare Commission set out questions in 2007-08 that it wanted B&NES PCT 
to answer in their special data collection exercise for new national targets. Five 
of these questions covered a health care needs assessment of older people with 
mental health problems. The Safeguarding Vulnerable Groups Act 2006 
introduces a new vetting and barring scheme for those who work with vulnerable 
adults. The government’s Carers Strategy sets out the Government's short-term 
agenda and long-term vision for the future care and support of carers. It is 
underpinned by £255 million to implement some immediate steps alongside with 
medium and long-term plans. The National Framework for Continuing Care sets 
out the way forward for delivering continuing care. 

Partnerships: The South West Care Services Improvement Partnership's older 
people's mental health programme aims to support mental health and 
mainstream and specialist services to:  improve people's quality of life; meet 
complex needs in a co-ordinated way; provide a person-centred approach; and 
promote age equality. 

Concerns: The South West Care Services Improvement Partnership's regional 
consultation on dementia brought out three themes from carers, users, and the 
general public. These were improving information and raising awareness, 
promoting early diagnosis and intervention, and improving care for people with 
dementia. The B&NES Care Network facilitated recently a focus group for carers 
of people with dementia in B&NES. This highlighted the early signs of dementia 
that the carers noticed (confusion, forgetfulness); the benefits for the carers and 
the person they care for of earlier diagnosis (being able to plan and prepare for 
the future better, treating the affected person better); what the carers thought of 
current services and support and how they could be improved (access to 
information on services and support, awareness raising); and what carers 
thoughts about the kinds of early tests or indicators that would be useful (better 
earlier communication from GP would have been better, likely to be unhelpful). 

1.1 National, Regional and Local Policies 

1.1.1 Our health, our care, our say 
The UK government’s white paper ‘Our health, our care, our say: a new direction for 
community services’ was published in January 2006.1 It outlines proposed changes 
that seek to secure four main goals. 

1 Department of Health, England. Our health, our care, our say: a new direction for community services. London; Department of 
Health, 2006. http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4127453 
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I. 	 Health and social care services will provide better prevention services with 

earlier intervention 


II. 	 People will be given more choice and a louder voice 
III. 	 More will be done on tackling inequalities and improving access to community 


services 

IV. 	 There will be more support for people with long-term needs 

The government’s specific aims for promoting health and well-being in old age are: 

•	 to promote higher levels of physical activity in the older population; 
•	 to reduce barriers to increased levels of physical activity, mental well-being 

and social engagement among excluded groups of older people; 
•	 to continue to increase uptake of evidence-based disease prevention 

programmes among older people. 

Work by a new National Reference Group for Health and Well-being will provide a 
sound evidence base for commissioning, including evidence from the Partnerships for 
Older People projects. A cross-government group is taking the broad health and well-
being agenda forwards with the involvement of key stakeholders from the National 
Coalition for Active Ageing. 

Mental illness and stress-related conditions are now the most common cause of 
sickness absence and are a common cause of social exclusion among older people. 
Older people living alone are particularly vulnerable to isolation and loneliness. Severe 
mental illness is defined as having a mental disorder diagnosed by a mental health 
professional with either very severe symptoms or recent psychiatric service use.2 

Improving community services for older people is a particular stated priority. 

1.1.2 Older people’s NSF 

1.1.2.1Standard Seven - Mental health in older people 

The Older People’s NSF was published in 2001.3  Its seventh standard covered the 
mental health of older people. The aim of the standard was to promote good mental 
health in older people and to treat and support those older people with dementia and 
depression. Older people who have mental health problems should have access to 
integrated mental health services, provided by the NHS and councils to ensure 
effective diagnosis, treatment and support, for them and their carers. 

Progress has been patchy. There are serious shortages of suitable care homes in 
some areas, for example, and few local authorities have yet developed sufficient 
services to help people with dementia continue living at home. The extra support for 
carers has provided a boost to all those looking after people with dementia. The three 

2 Department of Health, England; London, 1999. NSF for Mental Health. 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4009598 
3 Department of Health, England. NSF for Older People. Department of Health, England; London, 2001. 
http://www.dh.gov.uk/en/SocialCare/Deliveringadultsocialcare/Olderpeople/OlderpeoplesNSFstandards/index.htm 
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year progress report concluded that more needed to be done for older people with 
mental health needs. The Department of Health is funding a variety of important 
projects. The ambition is to ensure that older people and their families will have 
confidence that in all care settings, older people will be treated with respect for their 
dignity and their human rights. 

1.1.2.2NSF for Older People and system reform 

The government is intending to build on the progress achieved since the publication of 
the NSF through a programme supporting system redesign for older people.4 

Demographic trends point to the fact that as a society we are getting older and to meet 
the needs of this ageing population it is important that health and social care are able 
to work in partnership. This is particularly vital when one considers that many older 
people have complex needs, requiring both health and social care, and they account 
for most of the current spend on health and care services. 

The key outcomes for older people with complex needs are: improved health and well 
being, improved experience, and care delivered closer to home.  

In order to deliver improved lives and greater value for money, work to redesign 
services and systems incorporates five key areas: 

• early intervention for old age conditions 
• streaming to specialist care in crisis situations 
• early transfer to the community for rehabilitation in intermediate care  
• multidisciplinary assessment prior to care home placement  
• partnership working across health and social care. 

1.1.3 Everybody’s Business 
This service development guide was published in 2005 and set out the key 
components of a comprehensive mental health service for older people.5 It aims to 
assist health and social care commissioners and practitioners to shape effective older 
people’s mental health services at a local level. 

1.1.4 Securing better mental health for older adults 
‘Securing better mental health services for older adults’ provided a vision for how all 
mainstream health and social care services, with the support of specialist services, 
should work together to secure better mental health for older adults.6 Mental health 
problems in older adults are common: present in perhaps 40% of GP attendees, 50% 

4 Department of Health, England. NSF for Older People and system reform. London; Department of Health, 2008. 
http://www.dh.gov.uk/en/SocialCare/Deliveringadultsocialcare/Olderpeople/NSFforOlderPeopleandsystemreform/index.htm 
5 CSIP. Older People’s Mental Health. 2005. http://www.olderpeoplesmentalhealth.csip.org.uk/everybodys-business/download
documents.html 
6 Department of Health, England. Securing better mental health for older adults. London; Department of Health, 2005. 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4114989 
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of general hospital patients, and 60% of care home residents. The key priorities in 
mainstream services are to change attitudes and improve skills in detection and 
assessment of mental illness, and equip staff with guidance on initial management and 
referral pathways to appropriate other services. 

A key function of specialist older people’s mental health and social care services 
therefore should include the support of colleagues in the development and 
implementation of guidance for the detection and initial management of mental illness 
in later life in mainstream settings, and assisting with the elucidation of referral 
pathways to specialist and generic support services for older people with mental 
illness. This will have significant education and training implications. In addition, 
specialist services are required for the early diagnosis of dementia, where the 
diagnosis of any mental illness is in doubt (particularly in the context of ageing-related 
multiple co-morbidities), where psychotic symptoms are present, for treatments that 
require their involvement due to national guidance (e.g. NICE), or where the Mental 
Health Act is being considered. 

Mental health and social care service provision for adults should be based on need 
and appropriateness of intervention for that need, not on age alone. There should be 
no automatic transfer of people from younger adult to older adult services at the age of 
65 years. Intermediate care services, whether institution or home-based, should not 
exclude people with mental illness. Rather they should be able to provide person-
centred, needs-based care that holistically manages all of the physical and mental 
health needs, whether provided by the rehabilitation staff or through input of specialist 
Older People Mental Health service personnel. 

Older people with mental illness and their carers often have complex needs that cross 
service boundaries. Truly person-centred services, and health promotion activities, will 
necessarily span health and social care, local authority housing, specialist and 
mainstream, statutory, independent and not-for-profit sectors. We must ensure that 
service developments in one sector do not have unintended consequences for the 
individual using services in another sector. Such complexity requires a whole-systems 
response, both from Government and from local health and social care communities. 

Let’s Respect is a campaign aimed at better meeting the mental health needs of older 
people, focusing initially on generic secondary care settings and the three most 
prevalent presentations – depression, delirium and dementia.7 

Telecare is as much about the philosophy of dignity and independence as it is about 
equipment and services.8   Equipment is provided to support the individual in their 
home and tailored to meet their needs. It can be as simple as the basic community 
alarm service, able to respond in an emergency and provide regular contact by 
telephone. 

7 Let’s Respect. http://www.olderpeoplesmentalhealth.csip.org.uk/lets-respect.html 
8 Telecare. http://www.dh.gov.uk/en/SocialCare/Deliveringadultsocialcare/Olderpeople/DH_4116208 
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1.1.5 Partnerships for Older People Projects (POPPs) 
The Department of Health's Older People and Disability Division is leading a project 
called 'Partnerships for Older People Projects' (POPP).9 The strategic aim of the 
project is to test and evaluate (through pilots established during 2006-07 and 2007-08) 
innovative approaches that sustain prevention work in order to improve outcomes for 
older people. The results of these pilot projects will impact on services for older people 
with mental health problems. 

1.1.6 Disability 

1.1.6.1The Equality and Human Rights Commission 

A milestone along the road to a fairer, more equal Britain, the new Equality and Human 
Rights Commission opened on 1 October 2007.10 The new commission is working to 
eliminate discrimination, reduce inequality, protect human rights, and to build good 
relations, ensuring that everyone has a fair chance to participate in society. 

The previous commissions – the Equal Opportunities Commission, the Commission for 
Racial Equality, and the Disability Rights Commission – had made enormous 
advances, changing Britain into a fairer place. The new commission is building on their 
legacy to achieve change to benefit some of the most disadvantaged and voiceless 
people in our society. 

The Equality and Human Rights Commission is a non-departmental public body 
(NDPB) established under the Equality Act 2006 – accountable for its public funds, but 
independent of government. 

1.1.6.2The Office for Disability Issues 

The Office for Disability Issues (ODI) was established to help government deliver on 
the promise they made in the report, ‘Improving the Life Chances of Disabled People’ – 
that by 2025, disabled people should have the same opportunities and choices as non-
disabled people, and be respected and included as equal members of society.11 

Published in early 2005, the Prime Minister’s Strategy Unit report: ‘Improving the Life 
Chances of Disabled People’, sets out the government’s key aims on how to improve 
equality for disabled people in Britain. There are four key aims, all of which apply to 
children and young people: 

•	 Helping disabled people to achieve independent living by moving 
progressively to individual budgets for disabled people 

•	 Improving support for families with young disabled children by ensuring 
families of disabled children benefit from childcare and early education 
provided to all children 

9  Department of Health, England.  Partnerships for Older People Projects POPPs. London; Department of Health, 2006-08. 
http://www.dh.gov.uk/en/SocialCare/Deliveringadultsocialcare/Olderpeople/PartnershipsforOlderPeopleProjects/index.htm 
10 The Equality and Human Rights Commission. http://www.equalityhumanrights.com/en/aboutus/pages/aboutus.aspx 
11 The Office for Disability Issues. http://www.officefordisability.gov.uk/about/ 
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•	 Facilitating a smooth transition into adulthood by putting in place improved 
mechanisms for effective planning for the transition to adulthood and the 
support that goes with this 

•	 Improving support and incentives for getting and staying in employment by 
ensuring that support is available well before a benefit claim is made 

1.1.7 Mental Capacity Act 2005 
The Mental Capacity Act 2005 was fully implemented on 1 October 2007.12 Overall the 
Act provides a much clearer legal framework for people who lack capacity and those 
caring for them by setting out key principles, procedures and safeguards. Associated 
guidance sets out how to identify an appropriate consultee for the purposes of section 
32 of the Mental Capacity Act. The Act requires the researcher to take reasonable 
steps to identify a person who, as a result of an existing relationship with the person 
who lacks capacity, can advise the researcher about that person’s participation in the 
project. Where no such person can be identified, the Act requires another person who 
can provide this advice to be appointed in accordance with guidance. 

1.1.8 Dignity in care within mental health 
The Dignity in Care Campaign, launched on 14 November 2006, aims to eliminate 
tolerance of indignity in health and social care services through raising awareness and 
inspiring people to take action.13  To date the campaign has focused on older people; 
but from August 2007, the campaign was extended to include people with mental 
health needs. The Dignity Challenge lays out the national expectations of what 
constitutes a service that respects dignity, based on the learning of the last nine 
months. It focuses on ten different aspects of dignity. These are the things that matter 
most to people. 

1.1.9 Healthcare Commission 
The Healthcare Commission set out questions in 2007-08 that it wanted B&NES PCT 
to answer in their special data collection exercise for new national targets. Five of 
these questions covered a health care needs assessment of older people with mental 
health problems. 

They were: 

(a) Has the PCT carried out an assessment of older people's mental health needs 
and services? 

(b) Is this assessment up-to-date (i.e. relevant to the 2005-2008 planning round 
and taking account of any recent changes to local service provision)? 

(c) Does the assessment cover the full geographic area of the PCT? 
(d) Does the assessment include: 

12 Mental Capacity Act 2005. 
http://www.dh.gov.uk/en/SocialCare/Deliveringadultsocialcare/MentalCapacity/MentalCapacityAct2005/index.htm 
13 Dignity in Care. http://www.dh.gov.uk/en/SocialCare/Socialcarereform/Dignityincare/DH_065407 
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a. 	 local epidemiological information on the prevalence of older people’s 
mental health problems forecast over the next 10 years? 

b. an audit of services provided, based on the service mapping exercise 
where available? 

c. 	 a gap analysis of services against the elements of service recommended 
in Everybody’s Business and the National Service Framework for Older 
People (specifically including, but not limited to, memory assessment 
services, psychological therapies and inpatient care)? 

d. an analysis of service usage? 
(e) Have the views of service users and carers been considered? 
(f) Is the needs assessment part of a completed multi-agency OPMH strategy 

(agreed with local NHS providers, social care and with the independent/ 
voluntary sector as appropriate)? 

This needs assessment intends to meet all these criteria. 

1.1.10 Vulnerable adults 
The Safeguarding Vulnerable Groups Act 2006 introduces a new vetting and barring 
scheme for those who work with vulnerable adults. The scheme is due for introduction 
from Autumn 2008 and will replace the Protection of Vulnerable Adults Scheme. The 
scheme will cover health and social care services. 

1.1.11 New Deal for Carers 
The programme of work entitled New Deal for Carers was a commitment in the 
Department of Health’s 2006 White Paper ‘Our Health, Our Care, Our Say’. It includes 
a revision of the Prime Minister’s 1999 Carers Strategy, setting up a help/advice line, 
provision of cover in emergencies, and an expert carers programme. The strategy 
covers the whole area of government responsibilities where these impact on carers, 
and is being reviewed as a partnership between a number of government departments. 
Four work streams and associated task forces will be established covering income, 
employment, health and social services and equalities (including equality of 
opportunity). To support carers’ need for accessible, comprehensive and reliable 
information to enable them to access services and support for themselves and the 
person they care for, Government is establishing a national information 
service/helpline. Under new provisions launched in October 2007, £25 million was 
made available to local authorities in England to help them to provide cover for carers 
when an emergency strikes. To support carers to undertake their vital responsibilities, 
Government is establishing the Expert Carers’ Programme. The programme will 
provide training to carers, empowering and enabling them. It will inform them of their 
rights; the services available to them; develop their advocacy skills and their ability to 
network with other carers to support their needs. The first training to carers is expected 
to take place in August 2008. Government is making £4.7 million a year available to 
fund the Programme. 
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1.1.12 Carers Strategy 
The government’s Carers Strategy published 10 June 2008 sets out the Government's 
short-term agenda and long-term vision for the future care and support of carers.14 It is 
underpinned by £255 million to implement some immediate steps alongside with 
medium and long-term plans. 

New commitments in the carers’ strategy include: £150 million towards planned short 
breaks for carers; £38 million towards supporting carers to enter or re-enter the job 
market and £6 million towards improving support for young carers. Other schemes 
include the piloting of annual health checks for carers to help them stay well and 
training for GPs to recognise and support carers.  A more integrated and personalised 
support service for carers will be offered through easily accessible information, 
targeted training for key professionals to support carers, and pilots to examine how the 
NHS can better support carers. 

1.1.13 National Framework for Continuing Care 
The National Framework for Continuing Care document published in June 2007 sets 
out the way forward for delivering continuing care. Local authorities and NHS bodies 
are encouraged to work together for implementation.  

It sets out the main responsibilities for the NHS and LAs that are in primary legislation, 
and explains the influence of key court cases. The Coughlan judgment examined the 
responsibilities of NHS and LAs, particularly in the provision of nursing care. The 
Grogan judgment examined the interaction between NHS continuing healthcare and 
NHS-funded nursing care. It points to other areas of law and policy that may be 
relevant to this framework, especially around mental health. 

It describes how the phrase a ‘primary health need’ has developed and how this idea 
helps to make the decision about when someone should receive NHS continuing 
healthcare. 

It sets out the main things to remember when assessing somebody and deciding 
whether they should receive NHS continuing healthcare. The individual, the effect their 
needs have on them, and how they would prefer to be supported, should be kept at the 
heart of the process. Access to assessment and provision should be fair, consistent 
and free from discrimination 

At its heart is the process for deciding whether someone is eligible for NHS continuing 
healthcare or NHS-funded nursing care. Assessments should be carried out by a multi-
disciplinary team in line with the core values and principles section and taking into 
account other existing guidance. 

14 Carers at the heart of 21st century families and communities: a caring system on your side, a life of your own. Department of 
Health England, June 2008. 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085345 
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The PCT should identify and arrange all services required to meet the needs of all 
individuals who qualify for NHS continuing healthcare, and for the health care part of a 
joint-care package. The key principles in both cases have been set out in the 
judgements. 

Regular reviews should be carried out, no later than three months following the initial 
decision, and then at least once a year after that. Some people will need more frequent 
reviews. 

If there is a disagreement about a decision, or about who pays for necessary care, the 
PCT’s “local resolution” process will usually be the first step. It also describes the other 
possible steps, if this does not provide a satisfactory solution, or if the person wants to 
complain separately using the relevant complaints procedure. 

Both PCTs and SHAs have roles in overseeing the process, as they do in other areas. 

1.2 National, Regional and Local Partnerships for Older People 

1.2.1 South West Care Services Improvement Partnership (including NIMHE) 
The Care Services Improvement Partnership's older people's mental health 
programme aims to support mental health and mainstream and specialist services to: 

•  improve people's quality of life 
• meet complex needs in a co-ordinated way 
• provide a person-centred approach 
• promote age equality 

There is a CSIP national programme website dedicated to older people’s mental 
health.15 

1.2.2 AWP’s Older Adults Forum (clinical group) 

1.2.3 AWP Mental Health PPI Forum 
There has been a B&NES AWP Mental Health Patient and Public Involvement Forum. 

1.2.4 South West Old Age Psychiatrists Forum 

1.2.5 B&NES Older People’s Network Forum 
There is a B&NES Older People’s Network Forum that meets from time-to-time and 
can consider mental health matters. 

1.2.6 B&NES Older People’s Core Strategy Group 
There has been a B&NES Older People’s Core Strategy Group but this is under 
review. 

1.2.7 Older People’s Mental Health Steering Group 

15 http://www.olderpeoplesmentalhealth.csip.org.uk/resources/site-index.html 
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1.2.8 B&NES Voluntary Sector Mental Health Network 
There is a B&NES Voluntary Sector Mental Health Network Group that meets from 
time-to-time. 

1.3 Local concerns 

1.3.1 Statutory agencies 
Both B&NES PCT and B&NES Council recognise that services need expanding and 
improving for older people with mental health problems. 

1.3.2 Voluntary agencies 

1.3.3 Local people and groups 

1.3.3.1Care Services Improvement Partnership South West – Feedback from South West 
Dementia Listening Events 

The South West Listening and Engagement Events talked with 200 people in 8 
meetings across 5 locations, including 3 groups exclusively of carers and people with 
dementia.16 The key themes that emerged from these meetings, relevant to the 
development of the National Dementia Strategy were the following. 

1.3.3.1.1 Theme 1: Improving Information and Raising Awareness 

• Training and awareness for professional staff in health and social care 

Major challenges were identified around awareness raising about people with 
dementia - both for those staff coming through basic training and for existing 
professional staff. Particular groups highlighted were ward-based acute hospital 
staff, GPs/primary care teams, acute based MH services, NHS community-
based services and domiciliary care staff. One positive example was in Cornwall 
where training was provided for staff in managing challenging behaviour in care 
homes. There was a feeling that it needs a stronger central drive, via the 
Dementia Strategy, to make this happen and/or become compulsory. Stronger 
co-ordination, perhaps via a Dementia Tsar, would offer some accountability. 

• Media campaign to raise awareness 

This needs to be a long term campaign, as per breast cancer or smoking, to get 
people talking about dementia. It needs to be widely seen as a life event, with 
some positive dimensions and “less of a negative experience”; highlighting the 
core truth that people still have a life with dementia. For example, one of our 
events was attended by a lady of 82 with dementia who surfs, and the Swindon 
Forget Me Not Group, for people with advanced dementia, was very inspiring. 
The campaign needs to emphasise that dementia impacts on the whole family 
but equally life does not stop. Awareness amongst wider community groups 

16 Information provided by Nye Harries, Older People’s Lead, CSIP SW 
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also needs to be considered - eg police, shop assistants, children/schools – to 
ensure that dementia is not seen as a taboo. On interesting example we heard 
about was a mini-mental quiz test available on a card in German supermarkets 

• Access to information about dementia and support services 

This needs to be of an appropriate quality, including key messages (e.g. can 
affect people aged 40 years and over) and as such needs to be more co-
ordinated nationally. Any information campaign needs to equip people to ask 
the right questions locally; however, this needs particular effort for 
people/groups who are hard to reach. Locally, it would help to have a liaison 
person for the family as well as the individual with dementia, with whom one can 
talk at any point. Technology – need to exploit different ways of information. 
Within enhanced information, there is a need to publicise existing services, e.g. 
Alzheimer’s Society helpline and to improve the quality of the NHS Direct 
website information. 

• Leadership 

Locally each area needs a leader and enthusiast to drive these changes, 
thinking and linking across whole systems partners, including from the 
Commission for Social Care Inspection and the Public Health Team. Links need 
to be made with the wider agenda to improve health and wellbeing for older 
people. 

• Joint Strategic Needs Assessment 

This local process has huge potential for a data-driven analysis by local 
authority/PCT to highlight in which areas early diagnosis is taking place and 
where carer support groups have been created, in which areas relatively little is 
being referred by GPs to memory services and where carer support 
arrangements may be limited. Voluntary sector partners need to play into it.  

• Dementia cafes and carers’ courses 

Feedback was that well-run dementia cafes can offer an excellent support 
mechanism, and carers’ courses can be well received. However, these were 
both patchy geographically, and also there were some comments about a lack 
of support for people with dementia themselves. One positive example was the 
Think Again group in Swindon, offering access to support as soon as 
diagnosed. It was acknowledged that after death local groups lose expertise as 
carers move on/away; we need to try and retain this expertise if possible. 
Overall these support measures locally need to be driven by local health and 
social care commissioners, working together though joint commissioning. 

1.3.3.1.2 Theme 2: Early Diagnosis and Intervention 

• Principle of early diagnosis 
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There was strong support for the idea that people should have a right to be 
assessed promptly when they have certain symptoms, and that far too often this 
was not happening at present. Our conversations regularly highlighted that it 
has proved very difficult for many people to get a clear diagnosis, though some 
– more likely to be people with dementia themselves  - did not always welcome 
the labelling that a diagnosis brought. People we spoke to commonly reflected 
that it was a relief to know: “early diagnosis helps understanding ; without it I 
had no explanation for [my partner’s] behaviour” 

• Immediate support service 

It was universally identified that a diagnosis needs to be accompanied by a 
support service for what was described as a “traumatic event”, which is required 
the same day, wherever the diagnosis takes place. This means someone in the 
building available to talk with the person concerned and the immediate family; it 
need not necessarily be a professional. Carers want the same person available 
for them to be able to come back to for some time as “diagnosis is not an 
event”, ideally to act as a navigator around support services and further advice.   
Too often support is only available at a prescribed time. However, if the current 
level of knowledge of dementia was improved, the news of a dementia 
diagnosis would be less crushing. It was strongly identified that there are 
categories of carers whose status in terms of inclusion and access to 
advice/diagnostic conclusions is compromised, notably if they are sons or 
daughters rather than the spouse. 

• Memory Services 

We heard positive experiences of Memory Services but problems of access, in 
the South West there are clearly not enough of them. Immediate support 
following diagnosis was not always present, and there was a strong view that 
memory clinics need to be more than just diagnosis and prescribing services, 
but should be one-stop shops providing signposting, interventions and 
strategies for supporting people with dementia and their carers. This means 
including counselling, rehabilitation for recovering skills, financial benefits 
advice, planning and making choices for the future. It was proposed there is an 
unambiguous standard for memory services and for access to these services 
within the national dementia strategy. In the South West the Strategic Health 
Authority has agreed a maximum 8 week wait by 2008, 6 week wait by 2009, 
and a 4 week wait by 2010 respectively, which will apply to memory services.   

• Care pathways 

Post diagnosis there should be an entitlement of a clear pathway pointing out 
what options for support exist. For carers it is important to have knowledge 
about available choices. At present the only statutory care pathway is if you go 
through mental health services, with a care co-ordinator and a care 
management plan, which is not necessarily available if the diagnosis is via GP 
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or a neurologist. There is a need to give people with dementia and their carers a 
right to see their care plan. 

1.3.3.1.3 Theme 3: Improving care for people with dementia 

• Acute general hospital care 

There is still a significant problem of poor experience of people with dementia in 
acute hospitals once their physical needs are met. Experiences can be 
characterised as poorly co-ordinated and misunderstood, reflecting a generally 
low level of understanding about dementia amongst acute care staff. The 
consequences of this were identified as prolonged lengths of stay, frightening 
experiences for people with dementia, and stress for staff and other patients. It 
was also noted that hospital admission can lead to diagnosis of dementia by 
default. 

• Mental health liaison for older people 

Need to rebrand mental health liaison for older people on as Acute Dementia 
Care, highlighting the key role that acute hospitals have, as outlined in Who 
Cares Wins. Need more consistency from the Dementia Strategy about how 
liaison services should be run, staffed, commissioned and what functions they 
fulfil, i.e. the balance between education and support for individual cases.  

• Care experience in hospital 

The care experience is too often poor in acute hospitals – basic care 
compromised due to lack of staff understanding and communication issues 
associated with dementia – toileting, meal-times, nutrition for example. There 
were suggestions from carers that they should be able to stay in hospital with 
people with dementia, as they know the person best.  It was noted that good 
services will help people achieve what they need, not take over from the 
family/carer. Concern was expressed that people with dementia were being 
excluded from treatment for other conditions e.g. heart disease. 

• Community NHS services 

There continues to be a challenge of poor awareness amongst some NHS 
(physical health) community services about the needs of people with dementia, 
and exclusion from access to services on the basis of cognitive impairment. 
Equally some services had made efforts to overcome this, though by a range of 
means – for example, allocating Community Psychiatric Nurses to intermediate 
care and rapid response teams, or looking to integrated physical and mental 
health teams for older people. There was a feeling that too few community 
teams were sufficiently staffed to appropriately meet the needs of people with 
dementia who could be promptly discharged from hospital – for example 
needing 24/7 support initially.  

• Respite care 
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There was strong representation from carers about the need for respite. 
Organised rolling respite care where someone comes into your home for 48-72 
hours would help carers cope with/avoid a crisis. This needs flexibility, e.g. may 
not need a week at a time in a care home. There was a feeling however, that 
respite is “ever diminishing” and needs a strong focus about its value and an 
entitlement for carers in the strategy, and concern about limited availability of 
respite able to cope with extreme behaviours.  

• Community mental health teams 

Feeling that within the strategy the remit of CMHTs needs to be more 
prescribed centrally about their role, skill base, scope of practice, and activity 
norms to help commissioners enhance and measure their effectiveness. 

• Extra-care housing 

The extra-care housing model is seen as having considerable potential to offer 
an appropriate form of independent living, as an alternative to institutional care,  
though generally there were thought to be too few examples of actual extra-care 
supporting people with dementia; in the same vein small scale housing 
schemes for supported living were also seen as another model. 

• Care homes 

A major concern for carers is about quality of environment and care, with a 
concern they may be priced out of the best choices of homes if local authority 
funded. However, in some places the range of choices for all funders was very 
limited. There is a feeling that dementia care in care homes needs to be 
boosted as a career option. Where possible, the option of a care home should 
be enhanced as a positive choice alongside other models of accommodation, as 
part of a spectrum of care, with a more communal form of living being attractive 
too. There was felt to be a risk that dementia care training within care homes 
becomes a “tick-box” exercise; need to use Commission for Social Care 
Inspection influence to a greater extent to guard against this. 

• Technology 

People liked the idea of assistive technology devices in the home as an enabler 
to carrying on living independently for longer; but all groups did not know much 
about it. The concept of a tagging bracelet was seen as an option for supporting 
independence and managing risk. 

• Self directed support 

Those who were using direct payments or individual budgets were generally 
very positive about the opportunities for enhanced choice and control of quality 
of support services they offer to sustain independent living.  However, many 
carers were unaware or unclear about them and how they worked. Direct 
payments were also perceived as having extra responsibility as an “employer”. 
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•	 Funding and standards 

There was a strong concern about what new funding and universal 
standards/entitlements for dementia care would accompany the strategy, to 
ensure it was effective in not only raising but sustaining the commissioning and 
performance profile of whole systems care for dementia amongst SHAs, PCTs 
and adult social care departments. 

•	 Very vulnerable groups 

There are several key groups that statutory services need to help identify: 
people living alone with dementia and BME groups where uptake of services 
can be variable. There needs to be a way to help identify this group; once linked 
into a navigator they can be helped in terms of their own assessment of their 
needs. 

1.3.4 Views from carers of people with dementia 
The Care Network facilitated a focus group for carers of people with dementia in 
B&NES in May 2008. 

The early signs of dementia that the carers noticed with the people they cared for 
were: 

•	 forgetfulness of recent activities and speech – e.g. ““Putting saucepans or frying 
pans on the cook and forgetting about them, boiling the kettle to make tea and 
getting food out of fridge to make a sandwich and not completing the task.” 

•	 repeating the same activities, speech, and questions – e.g. “Repeating what 
they had said.” 

•	 confusion – e.g. “Total confusion when attending a function away from home – 
could not remember the journey (train) + didn’t understand where the car was (at 
home).” 

•	 Decline in ability and common sense – e.g. ““Decline in his DIY capabilities – in 
which he was a star before (shelf's uneven, wouldn’t have happened before)”, 
“Diminishing of common sense! What seemed like straightforward tasks were 
approached in a very strange way.” 

•	 Loss of interest in life, e.g. “He had his own gym and trained 3 times a week up 
until 81 years of age. Then one day he just said I’m not going in the gym again. 
He never has”. 

 The benefits for the carers and the person they care for of getting an earlier diagnosis 
were: 
• securing information, understanding and knowledge about dementia earlier – 

e.g. “Knowing that I wasn’t imaging things” 
•	 being able to plan and prepare for the future better – e.g. “It would have been 

realistic to discuss with other people, and make plans for improving life for H. 
and me” 
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•	 treating the affected person better – e.g. “Understanding their behaviour is due 
to an illness and not being awkward”, “An earlier diagnosis for my mother would 
have involved a referral “some-where” where my father could have learnt how to 
deal helpfully with the changes in her rather than control and dominate her” 

•	 alleviating the fear of the unknown – e.g. “Someone to tell me what to expect. 
Fear of the unknown” 

•	 carer’s health – e.g. “My own health may not have suffered so badly” 

One carer thought that earlier diagnosis would have worsened her mother’s well-being 
since she was an anxious person and her cognition improved when she was not 
anxious. 

Carers thought current services and support for early stage dementia patients  
and their carers could be improved through: 

•	 access to information on services and support – e.g. “A DVD of a family’s 
problems would highlight the kind of things likely to be an issue”, telephone 
helpline – e.g. “By having a central contract point to answer questions (e.g. 
police 08454567000) and publishing it (e.g. Poster at GP’s surgery) so people 
can tackle the first steps to seeing if they do have a problem.” 

•	 sheltered housing – e.g. “More sheltered housing” 
•	 support and consideration from GP and primary care team – e.g. “Since my 

husband was diagnosed the GP has never ever mentioned dementia again, 
since years.” 

•	 access to mental health team – e.g. “One-off link in to Mental Health team even 
if the person does not meet the criteria to come under that team. It may mean 
some advice or pointers could help. How about a mental health worker based in 
surgeries, couple of hours to see people individually?” 

•	 assurance that services will be there – e.g. “Giving people hope that there are 
services that can help family & carers.” 

•	 memory clinic – e.g. “Perhaps memory clinics for patients” 
•	 awareness raising – e.g. “Raising awareness about dementia to help families.” 

Carers thoughts about the kinds of early tests or indicators that would have been 
helpful for them were: 

•	 better earlier communication from GP would have been better – e.g. “When I 
told the doctor about his memory loss he said I will make an appt. for the 
memory clinic RICE. I was thinking what nonsense. If he had called me aside 
and said I think its dementia it would have helped.” 

•	 web-based questionnaire may have been helpful – e.g. “Knowing that the 
Alzheimer Society had a questionnaire on their website might have been 
helpful.” 
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•	 GPs could offer a questionnaire-based approach – e.g. “An early test of 
indicators could be gone through in a questionnaire form for concerned relatives 
to fill in. GP or community nurse could offer this as a screening process” 

•	 annual MOT health check – e.g. “Good information available at annual MOT 
health check.” 

•	 likely to be unhelpful – e.g. “GP carried out a MMSE and then referred us to 
consultant; who arranged for a scan which confirmed the diagnosis. If I’d known 
much earlier it wouldn’t have made much difference.” 

B&NES PCT and B&NES Council        34 



Chapter 2: Demography          Draft health needs assessment for older people with 
mental health problems 

2 Demography 

Chapter 2 summary 
Comparator local authority areas: the population of B&NES is very similar to those of 
York, Chester, Warwick, and Harrogate (‘Prospering smaller towns group’). Only 
York is a unitary authority. The next most similar unitary authorities are Solihull, 
North Somerset, Stockport, Trafford, Poole, Warrington, Isle of Wight, and South 
Gloucestershire. We have used these as appropriately as possible. 

Population matters: In 2008 there are roughly 13,500 men and 17,400 women living 
in B&NES. The sex ratio increases with advancing age such that after 85 years of 
age there are over twice as many women as men alive. In ten years time, the over 
85s will number around 6,800 in Bath and North East Somerset compared with 
4,300 in 2007 – an increase of about 50%.At the same time as the very older age 
group will grow, the younger age group will fall as a percentage of the total 
population.  The Parent Support Ratio was 4 in 2007 but by 2050 it will have trebled 
again to 12. The number of older people aged 65 and over living alone in B&NES in 
2008 is 11,166. It expected to increase by about nearly 3000 by 2025 and to steadily 
increase until then. The number of older people from B&NES living in a care home in 
2008 is 1,170. It is expected to increase by about nearly 440 by 2025 and to steadily 
increase until then. 

Deprivation: B&NES is in the top third of ranks of districts nationally for lack of overall 
deprivation but does less well on the income and employment components. There 
are no areas in the bottom 10% of the country and 4 in the bottom 20%; these 4 
areas are in Whiteway, Kingsmead, Twerton West, and Fox Hill North.  

Vulnerable groups: The prevalence of elder abuse in B&NES is 4% of older people. 
They suffer four types of abuse: psychological, physical, sexual abuse, and financial 
abuse. These included neglect and acts of omission and discriminatory abuse, 
including racist, sexist, and that based on a person’s disability. The problem of 
neglect stood out as the predominant type of mistreatment, followed by financial 
abuse. There are about 140 older people aged over 50 years in B&NES who are 
homeless currently. For all the population aged 65 years and over the ethnic 
minorities make up about 1% with only 13 people aged 85 years and over. These 
small numbers may mean their needs are overlooked. Rates of disability are higher 
among older adults are very common (about 60%).  The numbers of those with 
learning disabilities aged 50 years and over in B&NES is predicted to be 1,359 in 
2008. About 8% of men and 10% of women had had a sexual experience with a 
partner of the same sex. Presumably these sexual prevalences would feed through 
into older age. Five of the older prisoners nationally are likely to come from B&NES. 
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2.1 Comparator local authority areas 
According to the ONS area classification system the population of B&NES is very 
similar to those of York, Chester, Warwick, and Harrogate. These belong to Sub-group 
B of the classification called ‘Prospering smaller towns group’ which is itself part of the 
Prospering UK cluster. Only York is a unitary authority. The next most similar unitary 
authorities are Solihull, North Somerset, Stockport, Trafford, Poole, Warrington, Isle of 
Wight, and South Gloucestershire. We shall use these if they are available as 
comparator areas and populations in our analyses as appropriately as possible. 

2.2 Population matters 

2.2.1 Population projections 
Table 2.1 sets out the predicted population change in people aged 65 years and over 
until 2012. In 2008 there are roughly 13,500 men and 17,400 women living in B&NES. 
The sex ratio increases with advancing age such that after 85 years of age there are 
over twice as many women as men alive. 

Table 2.1 The predicted population change in older people 
Population 
age-groups  

Current 
estimate Mid-
200617 

000’s 

2008 
Projection18 

000’s  

2009 
Projection18 

000’s  

2010 
Projection18 

000’s 

2011 
Projection18 

000’s 

2012 
Projection18 

000’s  

M F M F M F M F M F M F 

65 – 69 years 3.6 4.1 3.8 4.1 3.8 4.3 4.1 4.5 4.3 4.7 4.6 5.1 

7.7 7.9 8.1 8.6 9.0 9.7 

70 – 74 years 3.1 3.7 3.4 3.8 3.4 3.8 3.4 3.9 3.4 3.8 3.4 3.8 
6.9 7.2 7.2 7.3 7.2 7.2 

75-79 years 2.7 3.6 2.7 3.5 2.7 3.5 2.7 3.4 2.8 3.4 2.8 3.4 
6.3 6.2 6.2 6.1 6.2 6.2 

80-84 years 2.2 2.9 2.1 3.0 2.1 2.9 2.1 2.9 2.1 3.0 2.1 3.0 
5.1 5.1 5.0 5.0 5.1 3.1 

85+ years 1.4 3.0 1.5 3.1 1.6 3.1 1.7 3.2 1.8 3.2 1.9 3.3 
4.5 4.6 4.7 4.9 5.0 5.2 

Total aged 65+ 30.5 31 31.3 31.9 32.2 33 

In ten years time, the over 85s will number around 6,800 in Bath and North East 
Somerset compared with 4,300 in 2007 – an increase of about 50%. 

At the same time as the very older age group will grow, the younger age group will fall 
as a percentage of the total population. The so-called Parent Support Ratio (the ratio 
of the percentage of the population aged 85 years or more to the percentage aged 50-

17 Resident Population Estimates Mid-2006: Quinary Age Groups by Sex. Population Estimates Unit, 

ONS: Crown Copyright 2005. 

18 2004-based Sub-national population projections. ONS.
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64 years – the age range in which people often care for ageing relatives) in 1950 was 
2 and has doubled to 4 in 2007. By 2050, this ratio will have trebled again to 12. 

2.2.2 Living alone 
The number of older people aged 65 and over living alone in B&NES in 2008 is 11,166 
(Table 2.2). It expected to increase by about nearly 3000 by 2025 and to steadily 
increase until then.19 

Table 2.2: Projections of the numbers of older people living alone in B&NES 
Year 2008 2010 2015 2020 

Males aged 65-74 predicted to live alone 1,190 1,258 1,428 1,445 1,428 

Males aged 75 and over predicted to live alone 1,764 1,820 1,960 2,212 2,576 

Females aged 65-74 predicted to live alone 2,607 2,706 3,102 3,201 3,102 

Females aged 75 and over predicted to live alone 5,605 5,605 5,723 6,077 7,021 

Total population aged 65-74 predicted to live alone 3,797 3,964 4,530 4,646 4,530 

Total population aged 75 and over predicted to live alone 7,369 7,425 7,683 8,289 9,597 

Figures may not sum due to rounding 
Crown copyright 2007 

2.2.3 Living in a care home 
The number of older people from B&NES living in a care home in 2008 is 1,170. It is 
expected to increase by about nearly 440 by 2025 and to steadily increase until then 
(Table 2.3).20 

Table 2.3: Projections of the numbers of older people from B&NES living in care homes 
Year 2008 2010 2015 2020 2025 

People aged 65-74 living in a LA care home with or without nursing 17 18 20 20 20 

People aged 75-84 living in a LA care home with or without nursing 64 63 65 71 82 

People aged 85 and over living in a LA care home with or without nursing 131 140 151 165 188 

People aged 65-74 living in a non LA care home with or without nursing 66 69 79 81 79 

People aged 75-84 living in a non LA care home with or without nursing 244 239 246 269 313 

People aged 85 and over living in a non LA care home with or without nursing 649 691 748 818 931 

Total population aged 65 and over living in a care home with or without 1,170 1,220 1,309 1,425 1,614 
nursing 

Figures may not sum due to rounding 
Crown copyright 2007 

2.3 Deprivation 

19 POPPI (Projecting Older People Population Information System). Older people living alone in B&NES. CSIP, 2008. 
http://www.poppi.org.uk/index.php?pageNo=324&areaID=8309 
20 POPPI (Projecting Older People Population Information System). Older people living in a care home from B&NES. CSIP, 
2008. http://www.poppi.org.uk/index.php?pageNo=326&areaID=8309 
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The Index of Multiple Deprivation has just been updated to a 2007 version.21  The 
ranks for the overall IMD score, the income score and the employment score for 
B&NES and similar districts are shown in Table 2.4. The ranks are out of 354 districts. 
High rank means less deprivation. Thus B&NES is in the top third of ranks of districts 
nationally for overall deprivation but does less well on income and employment. 

Table 2.4: The ranks of the IMD score and key domains for B&NES and similar districts 2007 
Local authority Rank of Average 

Score 
Rank of Income Scale Rank of Employment 

Scale 
Bath and North East Somerset 272 136 149 
North Somerset 215 101 98 
South Gloucestershire 308 111 112 
Chester-le-Street 140 297 238 
Harrogate 310 209 190 
Warwick 262 206 201 

The most significant changes within B&NES since the publication of the previous index 
in 2004 are observed in areas ranked with low levels of deprivation. In many of these 
cases very small shifts in domain scores can have a very large impact on ranking 
changes. But for the most deprived areas in B&NES, Fox Hill North (Combe Down 
Ward) area has moved from bottom 30% of the country to the bottom 20%. 

There are no areas in the bottom 10% of the country and 4 in the bottom 20%; these 4 
areas are: 

- Whiteway (Southdown ward) - (Rosewarn Close/Haycombe Drive)  
- Kingsmead (Kingsmead Ward) - (Kingsmead Square, Rosewell Court area)  
- Twerton West (Twerton Ward) - (Redland Park, Camely Green, Shaws Way)  
- Fox Hill North (Combe Down Ward) - (Queens Drive, Sedgemore Road) 

There are 26 areas in the top 10% of the country. These include Stowey Sutton, High 
Littleton, Claverton Down, and Lansdown North. 

Table 2.5 shows the worst ten areas (Lower Super Output Areas [SOAs]) in B&NES for 
health deprivation and disability. Areas in Kingsmead, Twerton, Whiteway, and Central 
suffer the most health deprivation and disability. Table 2.6 shows the best ten areas in 
B&NES for health deprivation and disability. Areas in Bathavon South, Lansdown 
North, Lyncombe & Widcombe, Bathwick, and Chew Valley North suffer the least 
health deprivation and disability. 

21 IMD 2007. http://www.communities.gov.uk/communities/neighbourhoodrenewal/deprivation/deprivation07/  
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Table 2.5: The worst ten SOAs for health deprivation and disability in B&NES from IMD 2007 

Neighbourhood Health Deprivation and Disability Score 
Rank of Health Deprivation and Disability 
Score (Where 1 is Most Deprived) 

1 .Kingsmead 1.43 1858 
2. Twerton West 1.11 3626 
3. Twerton Village 0.72 7058 
4. Whiteway 0.65 7775 
5. Central 0.60 8330 
6. Fox Hill North 0.45 10079 
7. Whiteway West 0.41 10548 
8. Lansdown South 0.36 11125 
9. Victoria Park 0.28 12200 
10. Southdown East 0.27 12292 

Table 2.6: The best ten SOAs for health deprivation and disability in B&NES from IMD 2007 

Neighbourhood Health Deprivation and Disability Score 
Rank of Health Deprivation and Disability 
Score (Where 1 Is Most Deprived) 

1. Bathavon South -1.94 32114 
2. Lansdown North -1.94 32103 
3. Lyncombe & Widcombe -1.85 31996 
4. Bathwick -1.53 31218 
5. Chew Valley North -1.48 31046 
6. Combe Down East -1.45 30895 
7. Saltford West -1.44 30827 
8. Hinton Blewett -1.43 30775 
9. Claverton Down -1.41 30721 
10. Bear Flat -1.40 30655 

2.3 Vulnerable groups 

2.3.1 Older people who are abused 
The prevalence of elder abuse in the UK has been uncertain and contentious until 
recently. Estimates of 5% of older people were quoted to House of Commons Health 
Select Committee on Elder Abuse in 2003.22 However the UK Study of Abuse and 
Neglect of Older People, carried out by the National Centre for Social Research and 
King’s College London commissioned by Comic Relief and the Department of Health 
was published in 2007.23 Over 2,100 people in England, Scotland, Wales and Northern 
Ireland took part in the survey between March and September 2006. The survey 
included people aged 66 and over living in private households (including sheltered 
accommodation). The report reported four types of abuse: psychological, physical, 
sexual abuse, and financial abuse. These included neglect and acts of omission and 
discriminatory abuse, including racist, sexist, and that based on a person’s disability. 

22 House of Commons Health Committee. Elder Abuse: Second Report of Session 2003–04. Volume I; London; The Stationary 
Office, 2004. www.publications.parliament.uk/pa/cm200304/cmselect/cmhealth/111/111.pdf 
23 O’Keeffe M, Hills A, Doyle M et al. UK Study of Abuse and Neglect of Older People: Prevalence Survey Report. London; 
National Centre for Social Research & King’s College London, 2007. www.comicrelief.com/docs/elder-abuse/ComicRelief
ElderAbuse-Full.pdf 
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Overall, 2.6% of people aged 66 and over living in private households reported that 
they had experienced mistreatment involving a family member, close friend or care 
worker (i.e. those in a traditional expectation of trust relationship) during the past year. 
This equates to about 227,000 people aged 66 and over in the UK who were neglected 
or abused in the past year. When the one year prevalence of mistreatment is 
broadened to include incidents involving neighbours and acquaintances, the overall 
prevalence increases from 2.6% to 4.0%. This would give a figure of approximately 
342,400 older people subject to some form of mistreatment. Using this broader 
definition, mistreatment by neighbours and acquaintances was reported in 33% of 
cases, which is comparable with mistreatment by partners (35%) and other family 
members (33%). The problem of neglect stood out as the predominant type of 
mistreatment, followed by financial abuse. 

This would mean that there are 1,228 older people in B&NES who are being abused 
currently. 

2.3.2 Homeless older people 
Based on a variety of sources of statistical information the UK Coalition on Older 
Homelessness has roughly estimated that up to 42,000 older people aged 50 years 
and over were unofficially homeless in England and Wales.24 This was made up of 
5,000 older people living in inappropriate hostel accommodation, 12,000 older people 
self placed in Bed and Breakfasts or other boarded accommodation, and 24,000 older 
people staying with friends or family in overcrowded conditions. It is estimated there 
are, at any one point in time, 500 older people at imminent risk of eviction. The number 
of older people due for discharge from hospital with no appropriate home to go to is 
unknown.24 

In 2002-03 there were 4,420 households that were accepted as statutorily homeless in 
England because of vulnerability related to old age.24 This represented 3% of all 
acceptances in England. However, guidance to local authorities suggested that 'old 
age' should be defined as people aged 60+, although some local authorities may 
consider people aged 50+. This meant that most older people over 50 years may not 
be accepted as homeless due to old age depending on the interpretation of individual 
local authorities. 

This would mean that there are about 140 older people aged over 50 years in B&NES 
who are homeless currently. 

2.3.3 Older people from black and minority ethnic groups 
There are only small numbers of older people from the ethnic minorities living in 
B&NES (Table 2.7). Thus in 2005 it was estimated that from the ethnic minorities there 
were 349 people aged 65 years and over and only 13 people aged 85 years and over. 
For all the population aged 65 years and over the ethnic minorities made up about 1%. 

24 UK Coalition on Older Homelessness. Information: Facts and Figures. http://www.olderhomelessness.org.uk/?pid=106 
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Table 2.7: Numbers and percentages of the ethnic groups in B&NES 
People People People 
aged aged aged 
65-74 75-84 85+ 

White (this includes British, Irish and Other White) 14,498 11,376 4,089 
(98.42%) (99.09%) (99.68%) 

Mixed Ethnicity (this includes White and Black Caribbean; 31 19 4 
White and Black African; White and Asian; and Other Mixed) (0.21%) (0.17%) (0.10%) 

Asian or Asian British (this includes Indian; Pakistani; 52 24 3 
Bangladeshi; and Other Asian or Asian British)  (0.35%) (0.21%) (0.07%) 

Black or Black British (this includes Black Caribbean; Black 105 42 3 
African; and Other Black or Black British) (0.71%) (0.37%) (0.07%) 

Chinese or Other Ethnic Group 44 19 3 
(0.30%) (0.17%) (0.07%) 

All people 14,730 11,480 4,102 

Figures may not sum due to rounding 
Notes 

 Crown copyright 2007 

Figures are taken from Office for National Statistics (ONS) Table PEEGC047, Ethnic group of older people by age group, mid-
2005, and percentage of total population for each age group applied. This table is a commissioned table from the Population 

Estimates by Ethnic Group. 

The most recent census information is for year 2001 (the next census will be conducted in 2011). Projections are not available by
 
ethnic group. 

The wording used for ethnic groupings are as used by ONS. 

Figures in this table have not been projected forward as the figures would not be reliable 


2.3.4 Older people with disabilities 
Rates of disability are higher among older adults who also have higher rates of chronic 
diseases and are very common. In Australia more than half (56%) of older people had 
a disability in 2003.25  In Wales, between the ages of 65 and 74, 45% of men and 42% 
of women are disabled.26 For people aged over 75 years the figures are 62% of men 
and 64% of women. Figures for England are slightly lower. 

2.3.5 Older people with lifelong learning difficulties 
The percentages of middle-aged and older people with a learning disability are 
estimated to be 2.37% of 50-54 year olds, 2.33% of 55-59 year olds, 2.20% of 60-64 
year olds, 2.01% of 65-69 year olds, 2.34% of 70-74 year olds, 2.07% of 75-79 year 
olds and 1.89% of people aged 80 and over.27 The above prediction rates have been 
applied to ONS population projections of the population aged 50 years and over for 

25 Australian Bureau of Statistics. Year Book Australia, 2006: OLDER PEOPLE WITH DISABILITIES. 
http://www.abs.gov.au/ausstats/abs@.nsf/Previousproducts/1301.0Feature%20Article132006?opendocument&tabname=Sum
 
mary&prodno=1301.0&issue=2006&num=&view= 

26 Patient UK. http://www.patient.co.uk/showdoc/40000147/
 
27 Eric Emerson, Chris Hatton of the Institute for Health Research, Lancaster University. Estimating Future Need/Demand for 

Supports for Adults with Learning Disabilities in England, June 2004. 
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B&NES for the years to 2025 in Table 2.8.28 The numbers of those aged 50 years and 
over is predicted to rise from 1,359 to 1,622 by 2025. 

Table 2.8: The predicted numbers of older people in B&NES with a learning disability 
Year 2008 2010 2015 2020 2025 

People aged 50-59 predicted to have a learning disability 

People aged 60-69 predicted to have a learning disability 

People aged 70-79 predicted to have a learning disability 

People aged 80 and over predicted to have a learning disability 

Total 

496 496 544 579 558 

389 404 409 401 446 

292 292 317 364 373 

182 187 196 216 245 

1359 1379 1466 1560 1622 

Figures may not sum due to rounding 

2.3.6 Older gay men, lesbians and bisexual people 
As of 2008, the most recent statistics regarding numbers of gay and lesbian people in 
Britain come from a survey done in 2000.29 Between 1999-2001, a National Survey of 
Sexual Attitudes and Lifestyles (NATSAL) of just over 11,000 people was undertaken 
in Britain. The survey examined a cross section of people throughout the country, and 
looked at their sexual attitudes and behaviour, including people's same sex sexual 
experiences. About 8% of men and 10% of women had had a sexual experience with a 
partner of the same sex. Presumably these sexual prevalences would feed through 
into older age. 

Among men the results are shown in Table 2.9.  

Table 2.9: Prevalence of gay men and male bisexuality in UK in 2000 
 (%) 
Ever had a sexual experience, not necessarily including genital contact, with a 8.4partner of the same sex? 
Ever had sex with a same sex partner, including genital contact? 6.3 
Have you had a same sex partner in the last five years? 2.6 

And among women the results are shown in Table 2.10. 

Table 2.10: Prevalence of lesbians and female bisexuality in UK in 2000 
 (%) 
Ever had a sexual experience, not necessarily including genital contact, with a 9.7partner of the same sex? 
Ever had sex with a same sex partner, including genital contact? 5.7 
Have you had a same sex partner in the last five years? 2.6 

2.3.7 Older prisoners 

28 POPPI (Projecting Older People Population Information System). Middle-aged and older people with learning disabilities in 
B&NES. CSIP, 2008. http://www.poppi.org.uk/index.php?pageNo=374&areaID=8309 
29 AVERT: Averting HIV and AIDS. http://www.avert.org/hsexu1.htm 
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In 1993 there were 450 sentenced prisoners aged 60 and over nationally.30 In 2003 
this number had increased to 1,440. 20% of older prisoners were aged over 70. Five of 
these older prisoners are likely to come from B&NES. It is estimated there are, at any 
one point in time, 100 older people nationally due to be released from prison with 
nowhere to go.24 

30 The Howard League for Penal Reform. Number of older prisoners has trebled in last decade - spectre of prison cemeteries. 9 
February 2005. http://www.howardleague.org/index.php?id=225 
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3 Prevalence of mental health problems of older people 

Chapter 3 summary 
Dementia: Dementia is an organic disorder due to various degenerations the 
central nervous system. There are several types and various ones can also co-
exist. Alzheimer’s disease is the commonest. The type is less important than the 
severity of the dementing disease and the actual needs of the sufferers and their 
carers. 7.7% of people over 64 years in B&NES have dementia in 2008. The 
prevalence of dementia among people in institutions varies little by age or gender, 
increasing from 56% among those aged 65–69 years to 65% in those aged 95 
years and over. The numbers of cases of dementia will increase since the 
population is ageing. The total number of people aged in B&NES over 64 years 
with dementia in 2008 is 2,332. People with dementia living alone without a live-in 
carer can only continue to live alone with input as long as three welfare and 
assistance checks each day are sufficient to keep them safe. Once "the interval of 
care" is down to under 4 to 5 hours then a move to a care home environment 
becomes inevitable. The needs of carers must be considered when thinking of 
those with a dementing illness who live with someone. Many of the patients with 
mental health problems the secondary care and specialist services encounter will 
often need to be managed under the Mental Health Act and under the Mental 
Capacity Act. 

Depression: Depression in adults over 65 years is sometimes difficult to recognise 
as the symptoms are often similar to problems of ageing. About 10-15% of the 65 
years and over population in B&NES have depression and 3-5% of older people 
have severe depression. 

Personality disorder: Personality disorder in older people is relatively common with 
a prevalence probably between 5% to 8%. 

Alcohol-use disorders: The prevalence of alcohol-use disorders in elderly people is 
generally accepted to be lower than in younger people. But alcohol-use disorders 
in elderly people are still common and associated with considerable morbidity. 
Community based studies have estimated the prevalence of alcohol misuse or 
dependence as 2-4%,1 with much higher rates of 17% (men) and 7% (women) 
when looser criteria such as excessive alcohol consumption are used. 

Substance misuse: Substance misuse among the older population is largely 
overlooked and underreported. Older people may respond at least as well as 
younger people to treatment. Prevalence rates for sedatives, tranquillisers and 
anti-depressants were higher amongst older people and women than younger ones 
in most areas in Ireland. 
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Chapter 3 summary (continued) 
Delirium: Delirium is the most frequent complication of hospital admission for older 
people. It develops in up to half of older patients postoperatively; especially after 
hip fracture. A systematic review reported delirium occurrence rates of between 
11% and 42% for medical inpatients. Delirium is very uncommon outside of acute 
care hospitals (prevalence <0.5%) but is associated with reduced survival. 

Psychotic disorders: Schizophrenia onset is quite rare for people over 40 years of 
age. Depression is the most common psychiatric mood disorder of old age. About 
half of the 15% of those aged over 65 years old who are clinically depressed are 
new onset illnesses. Late-onset bipolar disorder is uncommon and the community 
prevalence of bipolar disorder in people aged 65 years and over is 0.1%. The 
incidence of psychoses increases with age with a number of disease factors 
leading to an increase in vulnerability and expression. More people with chronic 
schizophrenia are living into old age. People who survive into late life with chronic 
or relapsing psychotic illnesses, which had their onset in youth or middle age, have 
special needs. Psychotic major depression is found to be a relatively common 
psychiatric condition that affects between 15% to 20% of patients with major 
depression in the US. Bipolar disorder occurs in all cultures and the lifetime risk is 
thought to be in the order of 0.6 – 1.1%. The lifetime course of bipolar affective 
disorder is unpredictable. People who carry there bipolar affective disorder into old 
age need a full range of services for their needs. 

Dual diagnosis: The prevalence of older adults with co-morbid substance abuse 
and mental disorders varies from 7% to 38% of those with psychiatric illness with 
substance misuse and from 21% to 66% of those with substance abuse with 
psychiatric illness. Depression and alcohol use were the most commonly cited co-
occurring disorders in older adults. 

Vulnerable groups: Nearly all the risk factors for abuse are also risk factors for 
suffering mental health problems. Thus there is vicious circle established of poor 
mental health causing abuse causing poor mental health. A substantial minority if 
not majority of those 1228 older people being abused in B&NES will have mental 
health problems. Homelessness is associated with a history of significantly higher 
rates of alcohol and substance use and psychiatric illness, as well as social 
isolation, infectious disease, and rates of emergency department utilisation. We 
also estimate that a majority of those 145 older people who are homeless in 
B&NES will have mental health problems. There are only slight increases in the 
prevalences of common mental health disorders and psychotic disorders among 
the non-white ethnic group. But the minority ethnic groups are less likely to have 
their mental health problems detected by a GP. An older person belonging to a 
minority ethnic group may find accepting old age in Britain difficult because of 
racism experienced in earlier years. The prevalence of older people with common 
mental disorders was strongly associated with disability. Up to 60% of older people 
in acute hospitals experience mental health problems in some form. 
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Chapter 3 summary (continued) 
The estimated 1,359 people aged over 50 years in B&NES with learning 
disabilities will have substantially more health needs and worse access to services 
than those without learning disabilities. Gay men, lesbian and bisexual people are 
usually discriminated against. Gay men, lesbian and bisexual people have 
increased rates of mental health disorders, including suicide risk and may have 
difficulty in having their needs met. The same issues are facing older gay men, 
lesbian and bisexual people but to a lesser extent. There is a need to provide 
culturally-competent mental health services that may address their concerns. More 
than half of elderly prisoners have a psychiatric diagnosis. The most common 
diagnoses were personality disorder and depressive illness. The prevalence of 
depressive illness was five times greater than that found in other studies of 
younger adult prisoners and elderly people in the community. 

3.1 Dementia 

3.1.1 Types of dementia 
Dementia is an organic disorder due to various degenerations the central nervous 
system. It is either late onset (common) or early onset (uncommon). There are three 
major types of late-onset dementia – Alzheimer’s disease, vascular dementia, and 
Lewy-body dementia but there is also dementia arising from Huntington’s disease, 
Parkinson’s disease, persistent brain trauma, excessive alcohol use, HIV infection, 
Jacob-Creutzfeldt disease, and others. Various forms can also co-exist. Alzheimer’s 
disease is the commonest type accounting for about two thirds of cases. 

The type is less important than the severity of the dementing disease and the actual 
needs of the sufferers and their carers. 

3.1.2 Prevalence of dementia 
The prevalence in those aged over 65 years varies around 7.5% depending on the 
exact age structure of the over 75s population.31 The prevalence of early-onset 
dementia (under 65 years old) was adjudged to be higher in men than in women for 
those aged 50–65 years, while late-onset dementia was considered to be marginally 
more prevalent in women than in men. The prevalence of both early-onset and late-
onset dementia increases with age, doubling with every five-year increase across the 
age range. The prevalence of dementia among people in institutions varied little by age 
or gender, increasing from 55.6% among those aged 65–69 to 64.8% in those aged 95 
and over. The numbers of cases of dementia will increase since the population is 

31 Dementia UK. A report into the prevalence and cost of dementia. Personal Social Services Research Unit (PSSRU), London 
School of Economics, the Institute of Psychiatry at King’s College London. London; Alzheimer’s Society, 2007. 
http://www.alzheimers.org.uk/downloads/Dementia_UK_Full_Report.pdf 
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ageing, that is the numbers of people is increasing in the 80 years plus group, where 
dementia is common. 

The population aged over 65 years along with the estimated dementia age-specific 
prevalences from the national survey31 for B&NES in this older age range are shown in 
Table 3.1 for 2008. 7.7% of people over 64 years have dementia. The prevalence rises 
quickly with advancing age as do the numbers per 5 year age-band up to 84 years. 
The total number of people aged in B&NES over 64 years with dementia in 2008 is 
2,332. 

Table 3.1: Estimated prevalence of dementia in older age groups in B&NES in 2008 
Age in years 65–69 70–74 75–79 80–84 85–89 90–94 95+ Total 
Population 
numbers 

7,700 6,900 6,300 5,100 2,900 1,032 468 30,400 

Dementia 
prevalence* % 

1.3 2.9 5.9 12.2 20.3 28.6 32.5 7.7 

Dementia 
numbers 

100 200 373 623 589 295 152 2332 

* = Prevalence from Dementia UK 2007 Report31 

The B&NES projected population growth rate in the over-64 year olds from 2008 to 
2025 is 28%. The incidence of mental health problems in the older people will increase 
in line with this growth. The best estimates of the growth in the numbers of men and 
women from B&NES with dementia is shown in Table 3.2.32 Thus the 2,332 older 
people in B&NES with dementia in 2008 will rise steadily to 3,079 by 2025.  

32 POPPI (Projecting Older People Population Information System). Projections of older people with dementia in B&NES. CSIP, 
2008. http://www.poppi.org.uk/index.php?pageNo=334&areaID=8309 
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Table 3.2: Projected prevalences of dementia in older age groups in B&NES 
Year 2008 2010 2015 2020 2025 

Males aged 65-69 predicted to have dementia 56 62 71 63 68 

Males aged 70-74 predicted to have dementia 102 102 115 133 121 

Males aged 75-79 predicted to have dementia 138 138 148 168 194 

Males aged 80-84 predicted to have dementia 214 214 214 235 275 

Males aged 85 and over predicted to have dementia 296 335 394 453 532 

Total males aged 65 and over predicted to have dementia 805 851 941 1,052 1,190 

Females aged 65-69 predicted to have dementia 41 44 53 47 50 

Females aged 70-74 predicted to have dementia 91 91 98 120 106 

Females aged 75-79 predicted to have dementia 228 221 228 247 299 

Females aged 80-84 predicted to have dementia 386 386 386 399 452 

Females aged 85 and over predicted to have dementia 781 806 832 882 983 

Total females aged 65 and over predicted to have 1,527 1,548 1,596 1,695 1,890 
dementia 

Total population aged 65 and over predicted to have 2,332 2,399 2,538 2,747 3,079 
dementia 

Figures may not sum due to rounding 
Crown copyright 2007 

One of the Quality Outcomes Framework (QOF) registers in general practice is for 
dementia. The estimated prevalences of dementia for B&NES, the South West, and 
England in 2007-07 are shown in Figure 3.1. The prevalence of dementia from the 
QOF databases for B&NES is about 0.4% and was less than those for the South West 
and England. The differences between B&NES and the South West and England were 
not statistically significant at the 5% level. These national, regional and local dementia 
prevalences are only about a third of the true underlying population prevalences of 
about 1.1%. 
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Figure 3.1 Quality Outcomes Framework register for dementia 

3.1.3 Associated social problems 
Social circumstances are important. People living alone without a live-in carer can only 
continue to live alone with input as long as three welfare and assistance checks each 
day are sufficient to keep them safe. Once "the interval of care" (i.e. how long a person 
can be safely left alone) is down to under 4 to 5 hours then a move to a care home 
environment becomes inevitable. Only significantly more investment in care services in 
a person's own home (i.e. enough to have someone on hand 24 hours a day) is going 
to reduce dependency on places in care homes. This level of funding is usually only 
available to private funders with large sums of income and capital at their disposal. 

3.1.4 Carers’ needs 
The needs of carers must be considered when thinking of those with a dementing 
illness who live with someone. It is not only the live-in family relative to whom this 
applies. The residents of care homes have a high prevalence of dementia, often 
unrecognised and poorly managed. Ensuring that this group of patients and the staff 
who care for them are adequately supported is essential. 

Many of the patients with mental health problems the secondary care and specialist 
services encounter will often need to be managed under the Mental Health Act (about 
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one third to one half of inpatients are or have been subject to the Act) and under the 
Mental Capacity Act. 

3.2 Depression and/or anxiety 
Depression in adults over 65 years is sometimes difficult to recognise as the symptoms 
are often similar to problems of ageing. Symptoms can include unexplained physical 
symptoms, memory loss, and various behavioural changes. In comparison with 
younger people, older people under-report depressive symptoms and may not 
acknowledge being sad, down or depressed. Whether this is due to age itself or a 
reflection of the generation in which they were raised — where stoicism was a virtue — 
is unknown. Diagnosis can be difficult. 

One in ten people aged 60 to 74 years living in private households in Great Britain 
(10%) had a common mental health disorder (such as anxiety, depression and 
phobias) according to a survey undertaken in 2000.33 As well as dementia, depression 
is also common in older people and often co-exists with anxiety. In Norway depression 
affected 1 in 5 older people living in the community and 2 in 5 living in care homes.34 

The growth in the estimated numbers of older people from B&NES with depression is 
shown in Table 3.335 based on 10-15% of the 65 years and over population having 
depression.36 The numbers grow steadily in line with the growth in the numbers of 
older people. 

Table 3.3: The projections of the numbers of older people with depression in B&NES 
Year 2008 2010 2015 2020 2025 

People aged 65 and over predicted to have depression: 
lowest estimated level of prediction 

3,070 3,160 3,460 3,650 3,900 

People aged 65 and over predicted to have depression: 
highest estimated level of prediction 

4,605 4,740 5,190 5,475 5,850 

Figures may not sum due to rounding 
Crown copyright 2007 

The growth in the estimated numbers of older people37 from B&NES with severe 
depression is shown in Table 3.4 based on 3-5% of the 65 and over population having 
severe depression.36  Again the numbers grow steadily in line with the growth in the 
numbers of older people. 

33 The Mental Health of Older People. The Stationery Office. 2003. ISBN 0 11 621660 3. 
http://www.statistics.gov.uk/pdfdir/men0603.pdf 
34 Jacoby R, Oppenheimer C. Psychiatry in the Elderly. (3rd edition) Oxford University Press (2002) 

35 POPPI (Projecting Older People Population Information System). Older people with depression in B&NES. CSIP, 2008. 

http://www.poppi.org.uk/index.php?pageNo=332&areaID=8309 
36 Baldwin, R. (1996) Depressive Illness, in Jacoby, R. and Oppenheimer, C. (eds) Psychiatry in the Elderly, Oxford University 

Press. 

37 POPPI (Projecting Older People Population Information System). Older people with severe depression in B&NES. CSIP, 

2008. http://www.poppi.org.uk/index.php?pageNo=333&areaID=8309
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Table 3.4: The projections of older people with severe depression 
Year 2008 2010 2015 2020 2025 

People aged 65 and over predicted to have severe depression: lowest 921 948 1,038 1,095 1,170 
estimated  level of prediction 

People aged 65 and over predicted to have severe depression: highest 1,535 1,580 1,730 1,825 1,950 
estimated level of prediction 

Figures may not sum due to rounding 

Women aged 60 to 74 years were more likely than men to have a common mental 
disorder (12% of women compared with 8% of men).33 The likelihood of a common 
mental disorder decreased with age, but this was much more pronounced in men than 
in women.33 Among men, 13% of those aged 60 to 64 years, compared with just 5% of 
those aged 65 to 69 years, and 6% of those aged 70 to 74 years had a common 
mental disorder. Among the women the corresponding figures for each age group were 
13%, 12%, and 11% respectively. The likelihood of a common mental disorder 
increased steadily with decreasing household income. While just one in fifty people 
(2%) with a weekly income of £500 or more had a disorder the prevalence increased to 
about one in seven respondents (15%) with an income below £200. Being in receipt of 
the types of state benefit that are either means tested, or contingent upon disability, 
was associated with a greatly increased likelihood of having a mental health problem.  

3.3 Personality disorder 
The prevalence for any personality disorder in adults aged 16 to 74 years was 54 per 
1,000 men and 34 per 1,000 women in the National Psychiatric Morbidity Survey,38 

with obsessive-compulsive disorder being the most common. In Sweden the 
prevalence of any ICD-10 defined personality disorder was 11.0% and 11.1% when 
using DSM-IV criteria39 and in a community sample in the United States using DSM-IV 
it was 9%.40 The prevalence of personality disorder is probably lower in old age than 
middle age, but it is associated with a higher psychiatric referral rate. 

Early studies of personality disorder in old people found a community prevalence of 
4% for ‘character disorders’ including paranoid states41. A more recent review of 23 
studies published between 1980 and 1994 concluded that the overall prevalence rate 
for personality disorders in the over 50 age group is around 10%.42 A qualitative review 
of the recent literature concerning personality changes and disorders in older people, 
their prevalence and possible amelioration has just been published.43 It estimates that 

38 Office of National Statistics, United Kingdom. Psychiatric morbidity among adults living in private households, 2000. 
http://www.statistics.gov.uk/downloads/theme_health/psychmorb.pdf 
39 Ekselius L, Tillfors M, Furmark M, Fredrikson M. Personality disorders in the general population: DSM-IV and ICD-10 defined 
prevalence as related to socio-demographic profile. Personality and Individual differences 2001;30(2):311-320. 
40 Samuels J, Eaton WW, Bienvenu OJ, Brown CH, Costa PT, Nestadt G. Prevalence and correlates of personality disorders in a community 
sample. The British Journal of Psychiatry (2002) 180: 536-542.  http://bjp.rcpsych.org/cgi/content/abstract/180/6/536 
41 Kay DW, Beamish P, Roth M. Old age mental disorders in Newcastle-upon-Tyne. Part I: A study of prevalence. British 
Journal of Psychiatry 1964;110:146–158. 
42 Abrams R.C. Personality disorders in the elderly. International Journal of Geriatric Psychiatry 1996;11:759–763. 
43 Mordekar A, Spence SA. Personality disorder in older people: how common is it and what can be done? Advances in 
Psychiatric Treatment 2008;14:71-77. 
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the prevalence of personality disorder among older people in the community is about 
10%. It is often associated with other co-morbid conditions such as depression and/or 
substance misuse. 

From all these sources it would seem that personality disorder in older people in 
B&NES is relatively common with a prevalence probably between 5% to 8%. 

3.4 Older people with alcohol-use disorders 
The prevalence of alcohol-use disorders in elderly people is generally accepted to be 
lower than in younger people. But alcohol-use disorders in elderly people are still 
common and associated with considerable morbidity.44 The ageing of the B&NES 
population means that the absolute number of older people with alcohol use disorders 
is on the increase, and health services need to improve their provision of age 
appropriate screening and treatment methods and services. Alcohol-use disorders in 
elderly people are under-detected and misdiagnosed for various reasons.  

Most prevalence studies have been carried out in North America, and results may not 
be generalisable to other cultures.45 Rates of alcohol-use disorders also vary 
depending on the restrictiveness of diagnostic criteria used, with higher rates for 
"excessive alcohol consumption" and "alcohol abuse" than "alcohol dependence 
syndrome." For example, community based studies have estimated the prevalence of 
alcohol misuse or dependence as 2-4%,46 with much higher rates of 17% (men) and 
7% (women) when looser criteria such as excessive alcohol consumption are used.47 

In one recent London study, alcohol consumption was assessed in 60 English and Irish 
men and women aged 65 and over living in an inner-city area in 2007.48 English 
subjects showed greater changes between lifetime and last year drinking patterns. 
Irish subjects had a significantly higher mean alcohol misuse score and were 
significantly more likely to have a family psychiatric history. Irish subjects were more 
likely to drink at least once a week, showed a higher mean alcohol intake over the 
previous year and were more likely to show binge drinking and drinking above sensible 
limits. The main implication is that closer attention is required in screening for alcohol 
use in older Irish men in the UK. 

3.5 Older people with drug misuse 

44 O'Connell H, Chin A, Cunningham C, Lawlor B. Alcohol use disorders in elderly people—redefining an age old problem in old 
age. BMJ 2003;327:664-667 . http://bmj.bmjjournals.com/cgi/content/full/327/7416/664 
45 Johnson I. Alcohol problems in old age: a review of recent epidemiological research. Int J Geriatr Psychiatry 2000;15: 575
81. 

46 Adams WL, Cox NS. Epidemiology of problem drinking among elderly people. Int J Addiction 1995;30: 1693-716.  

47 UK National Digital Archive of Datasets. General household survey, UK, 1994. 

http://ndad.ulcc.ac.uk/CRDA/28/DS/1/detail.html.
 
48 Rao R, Wolff K, Marshall EJ. Alcohol use and misuse in older people: a local prevalence study comparing English and Irish 

inner-city residents living in the UK.  Journal of Substance Use 2008;1(I):17 – 26. 

http://www.informaworld.com/smpp/content~content=a782742332~db=all~jumptype=rss 
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Substance misuse among the older population is largely overlooked and 
underreported.49 Many factors contribute to this, not least the fact that presentation 
may be atypical and hence easily missed by the medical practitioner. There may be 
many clues to its existence, provided the doctor remains alert to these. Despite this it is 
quite comforting to know that once identified, the evidence to date suggests that older 
people may respond at least as well as younger people to treatment. 

Prevalence rates for sedatives, tranquillisers and anti-depressants were higher 
amongst older people and women than younger ones in most areas in Ireland in 
2003.50 

3.6 Older people with acute and sub-acute confusional states (delirium) 
Delirium is the most frequent complication of hospital admission for older people.51 It 
develops in up to half of older patients postoperatively; especially after hip fracture. A 
systematic review reported delirium occurrence rates of between 11% and 42% for 
medical inpatients.52 

A prevalence study of psychiatric symptoms was performed in Mid-Sweden 1997.53 In 
total 717 patients, aged 75 years and above, who were receiving care in an emergency 
hospital, three nursing homes, five old people's homes and two home medical care 
districts were studied. Delirium was very prevalent (44%) and although there were 
differences between the four care settings, its prevalence was high in all types of care 
settings for the elderly. The study demonstrated the need for psychiatric medical and 
nursing competence in all types of care for the elderly. 

While delirium is common among older adults in acute care hospitals, its prevalence in 
other settings has been less well studied.54 In a recent Canadian study, delirium was 
very uncommon outside of acute care hospitals (prevalence <0.5%) and was 
associated with reduced survival, similar to that of moderate-to-severe dementia. 

3.7 Psychotic disorders 

3.7.1 New onset illness 

3.7.1.1Schizophrenia 

49 McGrath P, Crome P, Crome IB. Substance misuse in the older population. Postgraduate Medical Journal 2005;81:228-231. 
http://pmj.bmj.com/cgi/content/abstract/81/954/228 
50 The National Advisory Committee on Drugs (Ireland). First Drug Prevalence Survey in Ireland. Research on drug prevalence 
in health board areas launched. 19 April 2004. http://www.nacd.ie/news/launch_event16042004.html 
51 Young J, Inouye SK. Delirium in older people. BMJ  2007;334:842-846. http://www.bmj.com/cgi/content/short/334/7598/842 
52 Siddiqi N, Horne AO, House AO, Holmes JD. Occurrence and outcome of delirium in medical in-patients: a systematic 
literature review. Age Ageing 2006;35:350-64. http://ageing.oxfordjournals.org/cgi/content/abstract/35/4/350 
53 Sandberg O, Gustafson Y, Brännström B, Bucht G. Prevalence of dementia, delirium and psychiatric symptoms in various 
care settings for the elderly. Scandinavian Journal of Public Health 1998; 26(1): 56-62. 
http://sjp.sagepub.com/cgi/content/abstract/26/1/56 
54 Andrew MK, Freter SH, Rockwood K. Prevalence and outcomes of delirium in community and non-acute care settings in 
people without dementia: a report from the Canadian Study of Health and Aging. BMC Medicine 2006, 4:15doi. 
http://www.biomedcentral.com/1741-7015/4/15 
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Schizophrenia onset is quite rare for people over 40 years of age.55 In a Swedish study 
in 1993 of 277 affected individuals only two had developed schizophrenia after the age 
of 65 years, about 1 in 140 cases.56 The number of people who will be diagnosed as 
having schizophrenia in a year is about one in 4,000.57 Given that the B&NES 
population numbered 169,040 in 2006, there would be about 44 new cases of 
schizophrenia yearly. So only every three years or so (= 140/44) in B&NES will there 
be a new case of schizophrenia diagnosed in an older person. 

3.7.1.2Affective psychosis 

3.7.1.2.1 Depression 

Depression accounts for the loss of an average of 4 years of active life for every 
person in the world. The incidence and the prevalence of depression both rise 
markedly in those aged over 55 years. It is the most common psychiatric mood 
disorder of old age. About 15% of those aged over 65 years old are clinically 
depressed at any one time. This compares with a population lifetime prevalence of 5-
10%.58 Thus half of cases of depression in older people may be new onset illnesses. 

3.7.1.2.2 Bipolar affective disorder 

Late-onset bipolar disorder is uncommon and the community prevalence of bipolar 
disorder in people aged 65 years and over is 0.1%.58,59 Even if this percentage remains 
constant, the absolute number of elderly patients with bipolar disorder will continue to 
increase as the number of over 65 years of age grows during the next few decades.  

3.7.1.3Organic psychoses 

The incidence of psychoses increases with age with a number of factors leading to the 
increase in vulnerability and expression.60 They include co-morbid physical illnesses, 
social isolation, sensory deficits, cognitive changes, polypharmacy, and substance 
abuse. Chronic and persistent psychotic symptoms may be due to a primary psychotic 
disorder (chronic schizophrenia, late-onset schizophrenia, delusional disorders, and 
affective disorders), psychosis owing to neurodegenerative disorders (Alzheimer’s 
disease, vascular dementia, dementia with Lewy bodies and Parkinson’s disease) or 
chronic medical conditions. 

3.7.1.4Other psychoses 

Other more short-lived new-onset psychoses in older people may be due to 
organically-caused delirium and substance-related psychoses (alcohol, drugs, and 

55 Schizophrenia Facts and Statistics. http://www.schizophrenia.com/szfacts.htm 
56 Sham PC, MacLean CJ, Kendler KS. A typological model of schizophrenia based on age at onset, sex and familial morbidity. 
Acta Psychiatr Scand. 1994 Feb;89(2):135-41. http://www.ncbi.nlm.nih.gov/pubmed/8178665?dopt=Abstract 
57 http://www.schizophrenia.com/szfacts.htm 
58 The American Geriatrics Society. Syllabus – Geriatric Medicine in Clinical Practice. Geriatric Syndromes; Psychoses and 
Mood Disorders, Epidemiology. http://cat.inist.fr/?aModele=afficheN&cpsidt=2003584 
59 The Treatment of Elderly Patients With Bipolar Disorder . http://www.medscape.com/viewarticle/537393 
60 Targum, S. D. & Abbott, J. L. (1999) Pyschosis in the elderly: a spectrum of disorders. Journal of Clinical Psychiatry, 60 
(suppl. 8), 4–10. http://cat.inist.fr/?aModele=afficheN&cpsidt=2003584 

B&NES PCT and B&NES Council        54 

http:4,000.57


Chapter 3: Prevalence of mental health problems of older people 
                Draft health needs assessment for older people with mental health problems 

psychotropic medicines). The onset of mania in people older than 50 years should lead 
to an investigation for medical or neurological disorders such as cerebrovascular 
disease. 

3.7.2 Lifelong illness 

3.7.2.1Schizophrenia 

A systematic review of the prevalence of schizophrenia found that the median 
prevalence of schizophrenia was 4.6/1,000 for point prevalence, 3.3/1,000 for period 
prevalence, and 7.2/1,000 for lifetime morbid risk.61 The course of the disease is 
variable. About a quarter of the people diagnosed with schizophrenia will have one 
episode of illness, make a good recovery and have no further problems.62 A further 
25% will develop a long-term chronic illness with no periods of remission. The 
remaining 50% of those diagnosed will have a long-term illness that comes and goes 
with periods of remission and relapse. More people with chronic schizophrenia are 
living into old age. 

People who survive into late life with chronic or relapsing psychotic illnesses, which 
had their onset in youth or middle age, have special needs. In the past, those most 
severely affected often lived out their lives in mental hospitals.63 The mental hospital 
closure programme led to discharges to alternative care, and the successes and 
failures of these have been monitored by some services. Subsequent generations are 
at risk of falling between the care of general psychiatry, rehabilitation psychiatry and 
old age psychiatry. These patients are uniquely disabled by a combination of personal, 
social, mental and physical health disadvantage.  

3.7.2.2Affective psychosis 

3.7.2.2.1 Depression 

Psychotic major depression is found to be a relatively common psychiatric condition 
that affects between 15% to 20% of patients with major depression in the US.64 

The prevalence of chronic depression among 203 outpatients seen for depression 
assessed in an Italian study in 1997 was 46.7%, which was higher than previously 
reported. 65 Thus these 47% of people will carry their illness into old age. The number 
of depressive episodes for those with chronic depression was higher, the presence of 

61 Bhugra D. The Global Prevalence of Schizophrenia. PLoS Med. 2005 May; 2(5): e151. Published online 2005 May 31. doi: 

10.1371/journal.pmed.0020151. http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1140960
 
62 The Net doctor. Schizophrenia: What is the course of the disease? 

http://www.netdoctor.co.uk/diseases/facts/schizophrenia.htm 
63 Jolley D, Kosky N, Holloway F.  Older people with long-standing mental illness: the graduates. Advances in Psychiatric 
Treatment 2004;10:27–3. 
64 Flores BH, Kenna H, Kelle J, Solvason HB, Schatzberg AF. Clinical and Biological Effects of Mifepristone Treatment for 
Psychotic Depression. Neuropsychopharmacology (2006) 31, 628–636. doi:10.1038/sj.npp.1300884; published online 14 
September 2005. http://www.nature.com/npp/journal/v31/n3/abs/1300884a.html#aff1 
65 Benazzi F. Chronic depression: a case series of 203 outpatients treated at a private practice. Psychiatry Neurosci. 1998 
January; 23(1): 51–55. http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1188895 
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psychotic symptoms was more common, and the duration of illness was longer in 
patients with chronic depression than in those with non-chronic depression. 

Another US study in 1997 compared the clinical, demographic and social 
characteristics of psychotic and non-psychotic depression in the elderly and younger 
age groups. 674 depressed patients meeting DSM-III-R criteria for major depressive 
episode were classified into two groups, psychotic and non-psychotic, based on the 
presence of delusions or hallucinations. Analyses revealed that younger age, 
psychomotor retardation, guilt, feelings of worthlessness, history of delusions in the 
past, and increased suicidal ideation and intent were found more commonly in 
psychotic as compared to non-psychotic depression. A fully adjusted logistic 
regression model also confirmed younger age, history of past delusions, and increased 
feelings of worthlessness to be associated more with psychotic than with non-
psychotic depression. 

3.7.2.2.2 Bipolar affective disorder 

Bipolar disorder occurs in all cultures and the lifetime risk is thought to be in the order 
of 0.6 – 1.1%.66 The one-year prevalence for bipolar I disorder has been estimated 
from various studies at 0.72 per 100. The lifetime course of bipolar affective disorder is 
unpredictable. There are 10% of people with bipolar affective disorder who suffer only 
one manic episode. 90% have at least one recurrence and 10-15% may have more 
than three episodes a year with partial or full remissions in between.67 People who 
carry there bipolar affective disorder into old age need a full range of services for their 
needs. 

3.8 Older people with dual diagnosis 
The short-term prevalence of psychotic disorder and substance misuse in UK studies 
varies between 24% and 36% among adult people with psychosis.68 Roughly 50% of 
adults with severe mental disorders are affected by substance abuse.69 

A comprehensive critical review of studies reporting the prevalence, characteristics, 
outcomes, and service utilization associated with co-morbid substance abuse and 
mental illness in older age found that the prevalence of older adults with co-morbid 
substance abuse and mental disorders varied by population, and ranged from 7% to 
38% of those with psychiatric illness and from 21% to 66% of those with substance 
abuse.70 Depression and alcohol use were the most commonly cited co-occurring 

66 Corporate Medical Group, Department for Work and Pensions. 

http://www.dwp.gov.uk/medical/med_conditions/major/bipolar/prevalence_bipolar.asp 

67 SIGN Guideline on bipolar disorder. http://www.sign.ac.uk/guidelines/published/index.html
 
68 Sarah A. Afuwape. Where are we with dual diagnosis (substance misuse and mental illness)?  Rethink 2003. 

www.rethink.org/document.rm?id=1927 
69 National Alliances on Mental Illness. 
http://www.nami.org/Template.cfm?Section=By_Illness&Template=/TaggedPage/TaggedPageDisplay.cfm&TPLID=54&Content 
ID=23049 
70 Prigerson HG, Desai RA, Rosenheck RA. Older Adult Patients with Both Psychiatric and Substance Abuse Disorders: 
Prevalence and Health Service Use. Psychiatric Quarterly 2001;72(1):1-18. 
http://www.springerlink.com/content/tr43w142p30r8uk3/ 
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disorders in older adults. Dual diagnosis in older adults is associated with increased 
suicide risks and greater inpatient and outpatient service utilization. Individuals older 
than 65 years make up 11.2% of the dual diagnosis population served by the 
Provincial Psychiatric Hospital system of Ontario.71 The prevalence and service use 
among older adults with concurrent psychiatric and substance abuse disorders (the 
dually diagnosed) was examined in a cross-sectional survey of a representative 
national sample of Department of Veterans Affairs mental health program patients (N = 
91,752) in the USA.72 Rates of dual diagnosis declined significantly as the age of the 
respondents increased (26.7% of patients < 65 years; 6.9% of patients >65 years). 
Dually diagnosed older adult patients had longer inpatient stays for substance abuse 
and more outpatient substance abuse visits than did non-dually diagnosed elderly 
patients, and more outpatient general psychiatric visits than all the contrast groups. 

In summary about 10% of older people in B&NES with mental health problems are 
likely to have substance misuse ones as well. 

3.9 Vulnerable groups 

3.9.1 Older people who are abused 
The prevalence of mistreatment of older people increased with declining health status. 
The level of mistreatment was higher for people with: a self-reported health status of 
bad or very bad, a limiting long-term illness, a lower quality of life, and for those 
suffering from depression. 

Risk factors for neglect include: being female, aged 85 and over, suffering bad/very 
bad health or depression and the likelihood of already being in receipt of, or in touch 
with, services. 

The various forms of abuse can themselves all cause mental health problems. 

Nearly all the risk factors for abuse are also risk factors for suffering mental health 
problems. Thus there is vicious circle established of poor mental health causing abuse 
causing poor mental health. 

We estimate that a substantial minority if not majority of those 1228 older people being 
abused in B&NES will have mental health problems. 

3.9.2 Homeless older people 
In the UK there are three main groups of homeless people: homeless families, rough 
sleepers and hostel dwellers - the single homeless, and those who live against their 
will in shared or inadequate accommodation. There is little data available on the third 
group. Various studies have indicated that homeless people have disproportionately 

71 Lunsky Y, Bradley E, Durbin J, Koegl C, Canrinus M, Goering PJ. Dual Diagnosis in Provincial Psychiatric Hospitals: A 
Population-Based Study, Year 1 Summary report-June 2003. http://ddc.ohio.gov/Pub/dual.htm 
72 Bartels SJ, Blow FC,  Van Citters AD, Brockmann LM. Dual Diagnosis among Older Adults Co-Occurring Substance Abuse 
and Psychiatric Illness. Journal of Dual Diagnosis 2006;2:3):9-30. 
http://www.haworthpress.com/store/ArticleAbstract.asp?sid=AM7S74W1FFG38KLH8G5FCS54F0C49C5E&ID=79146 
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more mental health problems.73,74,75 In a US study population homelessness was 
associated with a history of significantly higher rates of alcohol and substance use and 
psychiatric illness, as well as social isolation, infectious disease, and rates of 
emergency department utilisation.73 The proportion with schizophrenia was 27% 
against 7% in controls, depression was 70% against 15%, and alcoholism was 81% 
against 15%. 

The UK review found that homeless families (and people in inadequate 
accommodation) are more likely to experience mental, physical and obstetric problems 
than comparable housed groups.74 Single homeless people are prone to a wide 
spectrum of physical illness and are more likely to have serious mental illness than the 
general population. All are likely to have difficulty in gaining access to appropriate 
health care. 

The excess of mental health disorders is also found in homeless people in hostels.75 

We estimate that a majority of those 145 older people who are homeless in B&NES will 
have mental health problems. 

3.9.3 Older people from black and minority ethnic groups 
After adjusting for the differences in age structure, national research has found only 
slight increases in the prevalences of common mental health disorders and psychotic 
disorders among the non-white ethnic groups, which could have arisen by chance.76 

But the minority ethnic groups are less likely to have their mental health problems 
detected by a GP.77 An older person belonging to a minority ethnic group may find 
accepting old age in Britain difficult, perhaps because of racism experienced in earlier 
years. Racism may also be a reality in their life now. They may have had to use mental 
health services which differ from their lifestyle and do not take their culture into 
account. Some people have experienced racism within these services and may not 
feel 'safe' using them. 

73 D'Amore JO, Hung WC, Goldfrank L. 2001.The epidemiology of the homeless population and its impact on an urban 

emergency department." Acad Emerg Med 2001;8(11): 1051-5. 

74 Connell J, Crown J. Homelessness and ill Health: Report of working party of the Royal College of Physicians. Royal College 

of Physicians; London,1994. 

75 Bhugra D. Homelessness and Mental Health. Cambridge; Cambridge University Press ,1996. 

http://books.google.com/books?hl=en&lr=&id=rvhRZykYpRoC&oi=fnd&pg=PA133&dq=connolly+crown+homelessness&ots=sh 
Mrpe4rl8&sig=ata12QbXLz9UPDPFJB8h0VS_VQY#PPA139,M1 
76 Ethnic Minority Psychiatric Illness Rates: EMPIRIC. Joint Health Surveys Unit of the National Centre for Social Research 
(NatCen) and University College, London. 
http://www.dh.gov.uk/en/Publicationsandstatistics/PublishedSurvey/ListOfSurveySince1990/Surveylistmentalhealth/DH_400157 

77 MIND Factsheet. Older people and mental health: Black and minority ethnic older people. 
http://www.mind.org.uk/Information/Factsheets/Older+people/Older+People+and+Mental+Health.htm#Black_and_minority_eth 
nic_older_people 
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The key findings of the Social Care Institute of Excellence Practice Guide Number 2: 
Assessing the mental health needs of older people from the black and minority ethnic 
communities were that:78 

•	 The mental health needs of older people from black and minority ethnic 

communities have been particularly neglected 


•	 There are small but significant differences in the incidence of particular health 
problems among different ethnic groups 

•	 There are lower levels of awareness of problems such as depression and 
dementia within black and minority ethnic communities 

•	 Older people and their families from black and minority ethnic communities have 
problems accessing help from services 

•	 There is insufficient evidence to date on whether integrated or separate services 
are more effective, but there is a need for more culturally appropriate and 
sensitive services 

3.9.4 Older people with disabilities 
In the national British research study in 2000, older people with common mental 
disorders were strongly associated with disability.33 Over a third of people interviewed 
(37%) had difficulty with one or more of seven common activities of daily living (ADLs), 
(for example, personal care, household work, or getting out and about), and the 
likelihood of reporting difficulties rose steadily with increasing severity of symptoms of 
common mental disorder. Older people with disabilities and chronic conditions are 
more likely to end up in hospital and care homes. At least 30% of older people in acute 
hospitals and 40% of those in care homes meet the clinical criteria for depression.79 

Overall, up to 60% of older people in acute hospitals experience mental health 
problems in some form. Older people with disabilities are in a position of double 
jeopardy with a much increased risk of mental health problems. 

3.9.5 Older people with lifelong learning difficulties 
Most people with learning disabilities have greater health needs than the rest of the 
population.80 They are more likely to experience mental illness and are more prone to 
chronic health problems, epilepsy, and physical and sensory disabilities. As life 
expectancy increases age-related diseases such as stroke, heart disease, chronic 
respiratory disease and cancer are likely to be of particular concern. 

78 SCIE Practice guide 2: Assessing the mental health needs of older people: Black and minority ethnic communities. 
http://www.scie.org.uk/publications/practiceguides/practiceguide02/minority/index.asp 
79 Community Care Archive: Mental health problems in old age.  Improving Services and Support for Older People with Mental 
Health Problems. The second report from the UK Inquiry co-ordinated by Age Concern into Mental Health and Well-Being in 
Later Life. 27 September 2007. http://www.communitycare.co.uk/Articles/2007/09/27/105917/mental-health-problems-in-old
age.html 
80 Valuing People: A New Strategy for Learning Disability for the 21st Century. White Paper Presented to Parliament by the 
Secretary of State for Health by Command of Her Majesty. March 2001. http://www.archive.official
documents.co.uk/document/cm50/5086/5086.htm 
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Surveys have highlighted shortfalls in primary care and hospital provision. Facing the 
Facts, for example, found inconsistencies in the provision of health care in different 
parts of the country.81 When people with learning disabilities approached health care 
providers for assessment or treatment they often found difficulties in gaining access to 
the help they needed. The health needs of people with learning disabilities may not be 
recognised by doctors and care staff who have no experience of working with people 
who have difficulties in communication. Health outcomes for people with learning 
disabilities fall short when compared with outcomes for the non-disabled population. 
We know that for people with learning difficulties: 

•	 Few people access health screening services with uptake rates for breast and 
cervical screening being especially poor 

•	 Research has highlighted inadequate diagnosis and treatment of specific 
medical conditions, including heart disease, hypothyroidism and osteoporosis 

•	 Studies of the management of people with challenging behaviour has shown an 
over-dependence on the use of psychotropic drugs with poor outcomes as a 
consequence 

•	 Doctors and care staff can fail to recognise the potential health complications of 
many of the conditions that cause learning disability 

These service shortfalls are also likely to be present for older people with learning 
difficulties and mental health problems as well. 

Thus the estimated 1,359 people aged over 50 years in B&NES with learning 
disabilities will have substantially more health needs and worse access to services 
than those with learning disabilities. 

3.9.6 Older gay men, lesbian and bisexual people 
Gay men, lesbian and bisexual people are usually discriminated against. This may 
then predispose them to suffering more mental health problems. They may also suffer 
discrimination in accessing health services. Theoretical writings and research suggest 
that the onset, course, treatment, and prevention of mental disorders among lesbians 
and gay men differ in important ways from those of other individuals.82 There is little 
research that shows the experiences of older gay men, lesbian and bisexual people. 
From the research on younger people we know that gay men, lesbian and bisexual 
people have increased rates of mental health disorders, including suicide risk and may 
have difficulty in having their needs met.83,84,85,86 We can only presume that the same 

81 Facing the facts: Services for people with learning disabilities - a policy impact study of social care and health services. 
London; Department of Health, 1 November 1999. 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4122515 
82 Cochran SD. Emerging issues in research on lesbians' and gay men's mental health: does sexual orientation really matter? 

American psychologist 2001; 56(11): 931-47. 

83 Meads C, Buckley E, Sanderson P. Ten years of lesbian health survey research in the UK West Midlands. BMC Public 

Health 2007;7(251): eISSN: 1471-2458. 


84 Wang J, Häusermann M, Ajdacic-Gross V, Aggleton P, Weiss MG. High prevalence of mental disorders and comorbidity in 

the Geneva gay men's health study. Social Psychiatry and Psychiatric Epidemiology , 2007; 42(5):414-420. 
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issues are facing older gay men, lesbian and bisexual people but to a lesser extent. 
There is a need to provide culturally-competent mental health services that may 
address their concerns. 

3.9.7 Older prisoners 
A national study has found that among male and female prisoners, the prevalence of 
following mental health problems were much higher than in the general household 
population:87 

• personality disorder 
• functional psychosis 
• neurotic disorder  
• suicide ideation 
• self harm 
• suicide 

A large proportion of all prisoners had several mental disorders. There is no reason to 
believe that these problems are any less common in older prisoners. 

The prevalence of personality disorder among older prisoners aged over 59 years in 
England and Wales has been estimated at about was 30% (in total), with avoidant and 
antisocial categories contributing most (8.3% each), followed by anankastic (7.9%), 
schizoid (6.4%) and paranoid (3.4%).88 More than half of the elderly prisoners had a 
psychiatric diagnosis. The most common diagnoses were personality disorder and 
depressive illness. The prevalence of depressive illness was five times greater than 
that found in other studies of younger adult prisoners and elderly people in the 
community. Under-detected, undertreated depressive illness in elderly prisoners is an 
increasing public health problem. 

85 Paul JP, Catania J, Pollack L, Moskowitz J, Canchola J, Mills T, Binson D, Stall R. Suicide attempts among gay and bisexual 

men: lifetime prevalence and antecedents. American Journal of Public Health 2002;92(8):1338-45.
 
86 Cochran SD, Sullivan JG, Mays VM. Prevalence of mental disorders, psychological distress, and mental health services use 

among lesbian, gay, and bisexual adults in the United States. Journal of Consulting and Clinical Psychology 2003; 71(1):53-61. 

87 Singleton N, Meltzer H, Gatward R, with Coid J & Deasy D. Psychiatric morbidity among prisoners: Summary report. A 

survey carried out in 1997 by the Social Survey Division of ONS on behalf of the Department of Health. London; GSS, 2007. 

http://www.statistics.gov.uk/downloads/theme_health/Prisoners_PsycMorb.pdf 
88 Fazel, S., Hope, T., O’Donnell, I., et al (2001) Hidden psychiatric morbidity in elderly prisoners. British Journal of Psychiatry, 
179, 535–539. 
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4	 Services for older people with mental health problems and their 
availability and use 

Chapter 4 summary 
Health: People with common mental disorders are more likely than those without to 
have consulted a GP about a physical complaint or a mental problem. Local Mental 
Health Services are provided by Avon and Wiltshire Mental Health Partnership NHS 
Trust along with the Local Authority in Bath & North East Somerset. There are two 
Older Adults Community Mental Health Teams based in Bath and Midsomer Norton 
and Community Teams for Rapid Response, Facilitated Discharge, and Community 
Rehabilitation for Older People. There is a Mental Health Liaison Service to the Royal 
United Hospital, Bath for Adults of Working Age and Older Adults that operates 
Monday to Friday, plus two weekends each month, between 9 am – 5 pm. There is 
also a Home Support Service that operates 7 days a week 7 am - 10 pm and takes 
referrals from Care Coordinators to this service. It provides a range of practical and 
emotional support to people in their own homes. There is also an Approved Social 
Work Service with Specially-trained Mental Health Social Workers who undertake 
assessments under the Mental Health Act. The local psychiatric service sees people 
with dementia at an early stage to consider the diagnosis and use of anti-Alzheimer 
medication. But the majority of people with a dementing illness are not cared for by 
specialist services but managed in primary care and by generic social work teams. 
There were 71 hospital admissions of older people to Avon and Wiltshire Mental 
Health Partnership Trust in 2007-8. But there were also 76 admissions of older 
people with mental health problems to the Royal United Hospital, Bath, 2 to a B&NES 
PCT hospital, and 2 to the United Bristol Hospitals Trust in 2007-08.  The commonest 
cause of these admissions for a mental health problem was dementia with over half of 
the admissions being for this. The next commonest reason for admission was 
depression. There were 107 admissions where a patient developed or declared a 
mental health problem to St Martin’s Hospital and to Paulton Hospital in 2007-08. This 
was about 1 in 8 of all admissions. In all these cases the diagnosis was established 
after admission which was for another problem. The commonest mental health 
diagnosis was dementia. In 2007-08 there were 620 hospital admissions of older 
people with mental health problems to other hospitals for another reason than their 
mental health problem with 86% of these admissions being to the Royal United 
Hospital, Bath. There was no information available on mental health service 
availability or use by vulnerable groups. 

Social services: Social services in B&NES may be able to arrange or provide the 
following range of services for older people in need: social work services; someone to 
help look after people at home; meals delivered to a person’s home; day services; 
support for carers, including respite - short breaks from doing the caring - or sitting 
services; help for leaving hospital or after a serious illness; advice, equipment and 
adaptations to help people continue living at home; residential care or supported 
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Chapter 4 summary 
advice about other services. For older people with mental health problems and 
access to social services: 
•	 B&NES has much higher rate of assessment of new clients than North 


Somerset but a slightly lower rate of assessment than Solihull 

•	 B&NES has a much higher rate of assessment of existing clients than York, 

Solihull, and North Somerset 
•	 B&NES assesses new clients much more quickly than York, Solihull, and North 

Somerset 
•	 B&NES is assessing, planning and delivering services to all clients at a higher 

rate than York, Solihull, and North Somerset 
•	 B&NES is delivering community-based services to all clients at a much higher 

rate than York, Solihull, and North Somerset 
•	  B&NES is delivering services to new clients more slowly than York, Solihull, 

and North Somerset (but at twice the rate) 

4.1 Health 

4.1.1 Primary care 
Health care professionals in primary care offer a frontline service for older people with 
mental health problems that consists of assessment, diagnosis, therapeutics, 
rehabilitation and care. Unfortunately routine statistics on this activity are not routinely 
collected. The only information that is collected is under the Quality Outcomes 
Framework is for dementia (see Section 3.1.2 Prevalence of dementia) and 
depression. Unfortunately this data is not broken down by age. 

In the national British research study in 2000, older people with mental health 
problems were more likely to use most services, whether the consultations were 
ostensibly for physical or mental health problems.33 People with common mental 
disorders were more likely than those without to have consulted a GP about a physical 
complaint in the year prior to interview, (90% compared with 70%), or a mental 
problem, (30% compared with 5%). 

4.1.2 Community 
There is a range of community nursing staff that provide nursing care in the community 
for older people with mental health problems who are not designated as specialist for 
this client group. 

4.1.3 Hospital 
The hospital acute services should provide a full range of services for older people with 
mental health problems. We know from national research that this is not always so. 

4.1.4 Specialist Mental health 
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Local Mental Health Services are provided by Avon and Wiltshire Mental Health 
Partnership NHS Trust in conjunction with the Local Authority in Bath & North East 
Somerset (B&NES). The local service provides care and support through teams, some 
based in community settings and others based on hospital wards and day hospitals. 
The Team/Ward care is given from is often determined by where the person lives as 
well as their age. Outpatient clinics take place both in community-team bases and in 
hospitals. 

There are two Older Adults Community Mental Health Teams – the Bath Older Adults 
Community Health Team based at St. Martin’s Hospital, Clara Cross Lane, Bath BA2 
5RP and the North East Somerset Older Adults Community Mental Health Team 
based at The Hollies, High Street, Midsomer Norton BA3 2DP. 

Older adults can also benefit from the 

• Community Team (Older People) Rapid Response Team 
• Community Team (Older People) Facilitated Discharge Team 
• Community Team (Older People) Community Rehabilitation Team 

There are Older Adults In-Patient Wards (24 hour care) at St. Martin’s Hospital and a 
Day Hospital Unit, the John Plass Day Hospital also at St Martin’s Hospital. 

There is a Mental Health Liaison Service to the Royal United Hospital (Bath) for Adults 
of Working Age and Older Adults that operates Monday to Friday, plus two weekends 
each month, between 9 am – 5 pm). The service provides specialist assessment and 
interventions for those people admitted to the General Hospital who have mental 
health needs as well as a physical problem or illness. 

There is also a Home Support Service that operates 7 days a week 7 am - 10 pm and 
takes referrals from Care Coordinators to this service. It provides a range of practical 
and emotional support to people in their own homes, working alongside people to help 
them to maximise their independence, working towards agreed objectives as agreed in 
the care plan. 

There is also an Approved Social Work Service with Specially-trained Mental Health 
Social Workers who undertake assessments under the Mental Health Act, possibly 
leading to compulsory hospital admission or Guardianship. Access is through the 
Social Services’ Adult Duty desk. 

The services are provided by a range of professionals, including, Nurses, Social 
Workers, Psychiatrists, Psychologists, Occupational Therapists and others. They offer 
a wide range of services & treatments, based on individual need including: Medication, 
Talking Therapies, Practical Support, Family Work, Occupational Therapy, Art 
Therapy, Psychotherapy, & others. 

The local psychiatric service for older people usually takes on younger people with 
dementia (often after initial diagnosis elsewhere, e.g. neurology). There are currently 3 
inpatients at SMH who are under 65 years. 
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The local psychiatric service sees people at an early stage to consider diagnosis and 
use of anti-Alzheimer medication. Later in the illness when the care plan is complex, 
there are significant risks for the sufferer. Behavioural problems or psychological 
symptoms may have developed, or the sufferer may be difficult to help because they 
refuse help and/or do not recognise their problem and associated need. Many of the 
patients the secondary care and specialist services encounter will often need to be 
managed under Mental Health Act (approx one third to one half of in-patients are or 
have been subject to the Act) and under Mental Capacity Act, and the majority of 
cases that we see fall under enhanced level Integrated Care Programme Approach. 
The majority of people with a dementing illness are not cared for by specialist 
services but managed in primary care and by generic social work teams. Therefore 
equipping these services to manage dementia sufferers well is very important.  

There is evidence that educating carers enables them to cope better and possibly 
longer, delaying admission to a care home. Adequate respite in the form of day care 
and residential care needs to be available to this group. 

Medication for Alzheimer’s Disease if it is effective probably on average delays 
progression by about 6 months (some do better some do worse). Effectively for the 
patient this may mean being able to live independently for longer (which is what most 
patients do want to do), but does not stop the inevitable progression of the disease, 
and therefore the need for services and ultimately care home admission. Unlike 
depression which is an illness that can with time and/or treatment can get better a 
dementing illness does not at present offer any chance for arresting or reversing the 
process once started. 

4.1.5 Admissions to St. Martin's Hospital and Paulton Hospital 
In 2007-08 there were 47 admissions where a patient had a mental health problem to 
St Martin’s Hospital and 60 admissions to Paulton Hospital (Table 4.1). In all these 
cases the diagnosis was established after admission which was for another problem. 
These consisted of 1 direct admission, 96 emergency admissions and 321 transferred 
admissions to St Martin’s Hospital and 69 direct admissions, 92 emergency 
admissions and 230 transferred admissions to Paulton Hospital. There were between 
25 to 41 total admissions monthly to St Martin’s Hospital and 22 to 39 total admissions 
monthly to Paulton Hospital. The commonest mental health diagnosis was dementia. 
In about 1 in 8 admissions to these two hospitals a mental health problem has 
declared itself or developed in the patient. 
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Table 4.1: Diagnostic categories of admissions to St Martin’s and Paulton Hospitals in 2007-08 
Hospital St Martin’s Paulton Total 

Dementia 25 41 66 
Anxiety 4 1 5 
Depression & mixed anxiety/depression 13 11 24 
Developmental Disorder 1 1 2 
Disorders due to substance misuse 1 4 5 
Psychoses 3 2 5 
Other diagnoses 371 331 702 

418 391 809 

4.1.6 Admissions to Avon and Wiltshire Mental Health Partnership Trust 
Avon and Wiltshire Mental Health Partnership Trust is the specialist provider of mental 
health services for people from B&NES. In the 12 months from March 2007 to 
February 2008 there were 71 hospital admissions of older people where the primary 
diagnosis was a mental health problem to the Trust with between 5 and 10 admissions 
monthly. There were 76 such admissions to the Royal United Hospital, Bath, 2 to a 
B&NES PCT hospital, and 2 to the United Bristol Hospitals Trust. The commonest 
cause of admission for a mental health problem to a specialist hospital for older people 
was dementia (Table 4.2), with over half of the admissions being for this. The next 
commonest reason for admission was depression. 

Table 4.2: Primary diagnostic categories of admissions of older people from B&NES to specialist mental health 

Dementia 82 
Depression 33 
Psychosis 12 
Anxiety  12 
Delirium 8 
Substance misuse 4 
Total 151 

hospitals in 2007-08 

4.1.7 Admissions to other hospitals 
In the 12 months from March 2007 to February 2008 there were 620 hospital 
admissions of older people with mental health problems to other hospitals for another 
reason than their mental health problem with between 40 and 60 admissions monthly 
(Table 4.3). About 86% of these admissions were to the Royal United Hospital, Bath. 

Table 4.3: Diagnostic categories of admissions of older people with mental health problems from B&NES to 
hospitals for another reason in 2007-08 

Dementia 316 
Depression 80 
Psychosis 28 
Anxiety  48 
Delirium 60 
Substance misuse 79 
Other 9 
Total 620 

4.1.8 Vulnerable groups 
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There was no information on mental health services availability or use for vulnerable 
groups available. 

4.2 Social services 

4.2.1 Types of service 
Social services in B&NES may be able to arrange or provide the following range of 
services for older people in need: 

•	 Social work services 
•	 Someone to help look after people at home 
•	 Meals delivered to a person’s home  
•	 Day services 
•	 Support for carers, including respite - short breaks from doing the caring - or 

sitting services 
•	 Help for leaving hospital or after a serious illness  
•	 Advice, equipment and adaptations to help people continue living at home  
•	 Residential care or supported living schemes 
•	 A ‘drop-in’ service for the Deaf Community at Lewis House in Bath 
•	 Information and advice about other services 

4.2.2 Assessments 
Data from local authorities with social services responsibilities is submitted centrally 
each year. From this comparative statistics are produced by the Health and Social 
Care Information Centre.89 The rates of assessment of new clients for B&NES and 
comparators for 2006-7 are shown in Figure 4.1. Solihull has a higher rate of 
assessment and North Somerset a much lower rate of assessment of new clients. 

89 Health and Social Care Information Centre. Home Statistics & data collections: Social care; Adult social care information 
 Community Care Statistics 2006-07: Referrals, Assessments and Packages of Care for Adults, 
Englandhttp://www.ic.nhs.uk/statistics-and-data-collections/social-care/adult-social-care-information/community-care-statistics
2006-07:-referrals-assessments-and-packages-of-care-for-adults-england 
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Figure 4.1: Rate of assessing new clients aged 65 years and over with mental health problems in B&NES and 
comparators 

The rates of assessment of existing clients for B&NES and comparators for 2006-7 are 
shown in Figure 4.2. B&NES has a much higher rate of assessment of existing clients 
than York, Solihull, and North Somerset. 

Figure 4.2: Rate of assessing existing clients aged 65 years and over with mental health problems in B&NES and 
comparators 

The proportions of new clients who are assessed in two weeks or under for B&NES 
and comparators for 2006-7 are shown in Figure 4.3. B&NES assesses new clients 
much more quickly than York, Solihull, and North Somerset. 
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Figure 4.3: Proportion of new clients aged 65 years and over with mental health problems assessed in 2 weeks or 
under in B&NES and comparators 

4.2.3 Receipt of services 
The rates of assessing and delivering services to all clients aged 65 years and over 
with mental health problems in B&NES and comparators in 2006-07 are shown in 
Figure 4.4. B&NES is assessing, planning and delivering services to all clients at a 
higher rate than York, Solihull, and North Somerset. 

Figure 4.4: Rate of all clients aged 65 years and over with mental health problems who are assessed receiving 
services in B&NES and comparators 

The rates of delivering social services to all clients aged 65 years and over with mental 
health problems in B&NES and comparators in 2006-07 are shown in Figure 4.5. 
B&NES is delivering social services to all clients at a higher rate than York, Solihull, 
and North Somerset. 
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Figure 4.5: Rate of all clients aged 65 years and over with mental health problems receiving services in B&NES and 
comparators 

The rates of delivering community-based social services to all clients aged 65 years 
and over with mental health problems in B&NES and comparators in 2006-07 are 
shown in Figure 4.6. B&NES is delivering community-based services to all clients at a 
much higher rate than York, Solihull, and North Somerset. 

Figure 4.6: Rate of all clients aged 65 years and over with mental health problems receiving community-based 
services in B&NES and comparators 

The rates of delivering community-based social services to all clients aged 65 years 
and over with mental health problems in B&NES and comparators on 31 March 2007 
are shown in Figure 4.7. This snapshot gives a very similar picture to that from the 
analysis of the year-long data; that is B&NES is delivering community-based services 
to all clients at a much higher rate than York, Solihull, and North Somerset. 
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Figure 4.7: Rate of all clients aged 65 years and over with mental health problems receiving community-based 
services in B&NES and comparators at 31 March 2007 

The proportions of new clients who receive services in two weeks or under from 
assessment for B&NES and comparators in 2006-7 are shown in Figure 4.8. B&NES is 
delivering services to new clients more slowly than York, Solihull, and North Somerset. 
But it must be remembered that B&NES are delivering services to twice as many as 
people as the others. 

Figure 4.8: Proportion of new clients aged 65 years and over with mental health problems receiving services in 2 
weeks or under in B&NES and comparators 

4.3 Transport 

4.4 Leisure and recreation 

4.5  Housing 

4.6 Safeguarding and protecting older people 
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4.7 Volunteering services 

4.8 Partnership services 

4.8.1 Drug and Alcohol Action teams 
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5 Models of good service provision 

Chapter 5 summary 
Mental health problems: The Care Services Improvement Partnership service 
development guide sets out the key components of a modern older people’s mental 
health service: patient/user and carer support services, memory assessment services, 
integrated health and social care community mental health team, specialist support to 
care homes, day services, inpatient assessment beds, liaison psychiatry (psychiatric 
services to the general hospital), intermediate care services (or support to generic 
intermediate care services), psychological services, and services for young onset 
dementia, black and minority ethnic groups, and people with terminal illness. 

Dual diagnosis: Substance misuse is already part of mainstream mental health 
services. This is the right place for skills and services to be. Mental health services 
must work closely with specialist substance misuse services to ensure that care is well 
co-ordinated. All clinical staff in mental health services should have the skills to assess 
and manage service users with a substance misuse problem. Substance misuse and 
mental health services should become more integrated. There are many best practice 
examples available for front-line managers to help them improve services.  

Vulnerable groups: Intervention when older people are being abused is complicated 
and should always be interdisciplinary. It is seldom appropriate for only one person or 
agency to tackle the problem. Effective intervention will probably involve local authority 
social services, the primary care trust, police, and private and voluntary agencies. A 
sequence of identification, assessment, and action is usually followed. Identification is 
usually through warning signs. The final care package will vary from case to case but 
is likely to include some of the following: health information and support, respite care, 
day care, home care including nursing, provision of aids and appliances, continence 
advice, financial advice, advocacy, legal or police intervention, re-housing, and 
institutional care. Removal of an older person from their home should be seen as a last 
resort and should not be done without their consent. Authorities should review the 
supported housing options available to older homeless people and consider improving 
the delivery of advice and advocacy; linking into and forming partnerships with 
homelessness services; developing mechanisms for early intervention to prevent older 
homelessness; offering specialist outreach services; offer resettlement and tenancy 
sustainment; and the role of homelessness day centres for vulnerable older people. 
The local authority needs to work with the primary care trust to improve access to 
health care services for older homeless people and develop and improve hospital 
discharge policies. The local authority needs to ensure that assessments of older 
rough sleepers are done by qualified mental health workers; mental health services 
support older people living in hostel accommodation; drug and alcohol services to 
older homeless people are developed and extended. Authorities should review 
supported housing options for older homeless people. The PCT and local authority 
need to explore flexible funding models and develop new approaches to assessments. 
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Chapter 5 summary (continued) 

There are already a range of excellent resources for Bangladeshi, Irish, Chinese, 
Caribbean, and Gypsy elders from the Care Services Improvement Partnership 
produced by BME elder community groups. The specialist health and social services 
need to take the lead in ensuring that elderly people with learning disabilities are 
receiving the services that they need. The needs of older prisoners may be more 
appropriately met in health care rather than criminal justice services. Neither health 
care nor criminal justice services, however, have yet made adequate specific 
provision for this group. Of paramount importance is their placement in the community 
when they leave prison and/or health care. There were no models available for older 
gay men, lesbians, and bisexual people with mental health problems nor for people 
with disabilities with mental health problems. 

5.1 Mental health problems 
The Care Services Improvement Partnership service development guide sets out the 
key components of a modern older people’s mental health service.5 Components of a 
comprehensive specialist service might include: patient/user and carer support 
services, memory assessment services, integrated health and social care community 
mental health team, specialist support to care homes, day services, inpatient 
assessment beds, liaison psychiatry (psychiatric services to the general hospital), 
intermediate care services (or support to generic intermediate care services), 
psychological services, and services for young onset dementia, black and minority 
ethnic groups, and people with terminal illness. In many areas this will require new 
investment in addition to modernisation of services.6 

5.2 Dual diagnosis 
The Department of Health for England issued guidance on dual diagnosis and inpatient 
and day-care services for all ages in October 2006.90 It focuses on the assessment 
and clinical management of patients with mental illness being cared for in psychiatric 
inpatient or day care settings who also use or misuse alcohol and/or illicit or other 
drugs. It also covers organisational and management issues to help mental health 
services manage these patients effectively. It makes a number of recommendations for 
NHS mental health services. These include: 

•	 that all clinical staff in mental health services have the skills to assess and 
manage service users with a substance misuse problem 

•	 that substance misuse and mental health services should become more 

integrated 


•	 ideas and best practice examples for front-line managers to help them improve 
services 

90Department of Health, England. Dual diagnosis in mental health inpatient and day hospital settings. October 2006. 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_062649 
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The Department of Health had previously issued more general guidance on dual 
diagnosis four years earlier.91 Supporting someone with a mental health illness and 
substance misuse problems - alcohol and/or drugs - is one of the biggest challenges 
facing frontline mental health services. The complexity of issues makes diagnosis, care 
and treatment more difficult, with service users being at higher risk of relapse, 
readmission to hospital and suicide. One of the main difficulties is that there are a 
number of agencies involved in a person's care - mental health services and specialist 
rehabilitation services, as well as organisations in the statutory and voluntary sector. 
As a result care can be fragmented and people can fall into the gaps. The guidance 
provides a framework within which staff can strengthen services so that they have the 
skills and organisation to tackle this demanding area of work. The key message is that 
substance misuse is already part of mainstream mental health services and this is the 
right place for skills and services to be. Mental health services must also work closely 
with specialist substance misuse services to ensure that care is well co-ordinated. This 
guidance and the services mentioned, demonstrate the importance of effective 
leadership at a local level and rigorous training programmes to help staff maintain high 
standards of service delivery. 

5.3 Vulnerable groups 

5.3.1 Older people who are abused 
Intervention when older people are being abused is complicated and should always be 
interdisciplinary.92 There is no correct way of managing elder abuse. It is seldom 
appropriate for only one person or agency to tackle the problem. Effective intervention 
will probably involve local authority social services, primary care trusts, police, and 
private and voluntary agencies. These agencies should have policies and guidelines for 
dealing with suspected cases of elder abuse, along with support and training. 

A sequence of identification, assessment, and action is usually followed. Identification 
is usually through warning signs. Warning signs could be spotted by anyone, 
professional or otherwise, caring for an older person. Assessment should be done by 
an interdisciplinary team, which should assess both the caregiver and the patient, 
focusing on the suspected abuse and its likely cause. A more extensive care planning 
meeting may be required for complex cases. Action will result in provision of a care 
package designed to deal specifically with the situation, ideally allowing the abused 
person to remain in their own home. All cases of proved or suspected abuse should be 
kept under regular review. 

Clearly the final care package will vary from case to case but is likely to include some 
of the following: health information and support, respite care, day care, home care 
including nursing, provision of aids and appliances, continence advice, financial advice, 
advocacy, legal or police intervention, re-housing, and institutional care. Removal of an 

91 The Department of Health, England. Mental health policy implementation guide: Dual diagnosis good practice guide. 2 May 
2002. http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4009058 
92 Bradley M. Caring for Older People: Elder abuse. BMJ 1996;313:548-550. 
http://bmj.bmjjournals.com/cgi/content/full/313/7056/548 
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older person from their home should be seen as a last resort and should not be done 
without their consent. Support services that are provided should aim to deal with 
specific problems and should not simply be offered in an attempt "to do something." It 
should be remembered that most cases of abuse are due to caregiver stress and that 
intervention will often need to be aimed at helping caregivers to overcome the problems 
that they themselves are facing. Most caregivers would wish to care in a loving and 
sensitive way. 

5.3.2 Homeless older people 
The UK coalition on older homelessness believe authorities should review the 
supported housing options available to older homeless people and consider the 
following areas in developing homelessness strategies that are relevant to them: 

•	 Advice and advocacy services: Improving the delivery of advice and advocacy 
by: 

o	 taking proactive steps to deliver advice services to vulnerable older 
people 

o	 ensuring all housing advice services are accessible to older people 
o	 linking into and forming partnerships with homelessness services 
o	 developing mechanisms for early intervention to prevent older 

homelessness 

•	 Outreach services: Offering specialist outreach services that: 
o	 take a long term approach to older clients 
o	 build up the trust and confidence of older clients 
o	 deploy specialist workers who understand older people’s issues 
o	 accurately identify and assess age-related issues 
o	 facilitate access to the right services & housing options 

•	 Resettlement and tenancy sustainment: Resettlement and tenancy sustainment 
services that: 

o	 recognise the need for long term support and continuity 
o	 acknowledge the role of day centres in offering ongoing support 
o	 facilitate the development of meaningful occupation schemes 
o	 provide a sensitive and accurate assessment of the needs of older 

people 
o	 deliver the right package of care and support for older people 

•	 The role of day centres: Authorities need to consider: 
o the role of homelessness day centres for vulnerable older people 
o resourcing and encouraging day time services for older people 
o working in partnership with day centres to deliver specialist services 
o locating and delivering some mainstream services through day centres 

• Primary health care: Local authorities need to work with primary care trusts to: 
o	 improve access to health care services for older homeless people 
o	 develop and improve hospital discharge policies 
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•	 Mental health services: Many older homeless people experience mental health 
problems — local authorities need to ensure: 

o	 assessments of older rough sleepers by qualified mental health workers 
o	 mental health services support older people living in hostel 

accommodation 

•	 Drug and alcohol services: Authorities should: 
o develop and extend drug and alcohol services to older homeless people 
o offer counselling services and day time activities 
o	 ensure a flexible approach to funding schemes for multiple needs 
o	 develop and extend schemes that do not require abstinence as a 

condition of use 

•	 Supported housing: Authorities should: 
o	 review supported housing options for older homeless people 
o	 examine the use of sheltered housing schemes 
o	 deliver appropriate housing and care packages 
o	 ensure the availability of long term support 

•	 Community Care Authorities need to: 
o	 explore flexible funding models 
o	 develop new approaches to assessments 

5.3.3 Older people from black and minority ethnic groups 
Care Services Improvement Partnership is running a one year national project that 
aims to promote the mental health and well being of black and minority (BME) ethnic 
elders and to improve access to mental health services.93 There are already a range of 
excellent resources produced by BME elder community groups who worked on the 
project for Bangladeshi, Irish, Chinese, Caribbean, and Gypsy elders. 

5.3.4 Older people with disability 
No models of good service provision for older people with disability could be found. 

5.3.5 Older people with lifelong learning difficulties 
Elderly people with learning disabilities have greater psychiatric morbidity than younger 
individuals, but previous reports have suggested that the majority of the former do not 
receive treatment.94  One study assessed all people with learning disabilities aged 65 
years and over living in Leicestershire, England were assessed for psychiatric 
disorders and service use.94 Elderly people received less day care, less respite care, 
and were less likely to have a social worker and receive input from most health 
services than the younger group. Chiropody was an exception. The specialist health 

93 CSIP Older People’s Mental Health. Mental Health and Well-being of Black and Minority Ethnic Elders. 2008. 
http://www.olderpeoplesmentalhealth.csip.org.uk/mental-health-and-well-being-of-black-and-minority-ethnic
elders/introduction.html 
94Cooper A. Deficient health and social services for elderly people with learning disabilities. Journal of Intellectual Disability 
Research 1997;41(4):331–338. 
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and social services need to take the lead in ensuring that this client group is receiving 
the services that they need. 

5.3.6 Older gay men, lesbians, and bisexual people 
There are NHS briefings for health and social care staff for reducing health inequalities 
for older lesbian, gay, bisexual and trans people or for those with mental health 
problems but not for older ones with mental health problems.95 

5.3.7 Older prisoners 
There has been no upsurge of offending among people of 60 and over, but there has 
been an increase in their representation in the prison population.96 Older prisoners 
tend to have more mental and physical health care needs than younger prisoners and 
than their similarly-aged peers in the community. Their needs may be more 
appropriately met in health care rather than criminal justice services. Neither health 
care nor criminal justice services, however, have yet made adequate specific provision 
for this group. Of paramount importance is their placement in the community when 
they leave prison and/or health care. 

95Department of Helath, England 2007. Reducing health inequalities for lesbian, gay, bisexual and trans people - briefings for 
health and social care staff. 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_078347 
96 Yorston GA, Taylor PJ. Commentary: Older Offenders—No Place to Go? J Am Acad Psychiatry Law 2006;34:3:333-337. 
(2006) 
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6 Evidence base for services and interventions 

Chapter 6 summary 
All older people: Physical activity and enhanced fitness do improve cognitive 
function in older people. Blood pressure lowering in patients without prior 
cerebrovascular disease; the treatment of Type II diabetes mellitus; 
dehydroepiandrosterone supplementation; statins; folic acid with or without vitamin 
B12; vitamin B6; and omega 3 fatty acids do not prevent dementia or cognitive 
impairment. 

Older people with dementia: People with dementia should not suffer discrimination. 
Securing valid consent should always be secured for any intervention. Carers 
should have their needs assessed and met. Health and social care should be 
coordinated and integrated and delivered accordingly. Memory services should be 
the single point of referral for all people with a possible diagnosis of dementia. 
Structural imaging for diagnosis should be used in the assessment of people with 
suspected dementia. Behaviour that challenges should be helped early and 
systematically. All staff working with older people in the health, social care and 
voluntary sectors should be trained for dementia care. Acute hospitals should 
ensure the mental health needs of dementia users are catered for. Donepezil, 
galantamine and rivastigmine are recommended as options for the treatment of 
moderate Alzheimer’s disease only. Acetyl-l-carnitine, aspirin, folic acid with or 
without vitamin B12, ibuprofen, indomethacin, nimodipine, hormone replacement 
therapy, thiamine, vitamin B12, vitamin E for Alzheimer's disease and mild cognitive 
impairment, Yizhi capsule, Zhiling decoction, and Huperzine A do not prevent 
dementia or cognitive impairment. There is some evidence that cholinesterase 
inhibitors, cytidinediphosphocholine, memantine, nicergoline, nimodipine, and 
propentofylline interrupt the disease processes of dementia or cognitive impairment 
to a limited extent. Acetyl-l-carnitine, alpha lipoic acid, metal protein attenuating 
compounds, D-cycloserine, ginkgo biloba, homeopathy, lecithin, melatonin, 
metrifonate, nicotine, piracetam, selegiline, shunting for normal pressure 
hydrocephalus, velnacrine, and vinpocetine do not interrupt the disease processes 
of dementia or cognitive impairment. Cholinesterase inhibitors for dementia with 
Lewy bodies and galantamine and rivastigmine for vascular cognitive impairment do 
not interrupt the disease processes. There is no evidence that valproate 
preparations and thioridazine for aggression benefit people with dementia. There is 
some evidence that atypical antipsychotics (aripiprazole, clozapine, olanzapine, 
quetiapine, risperidone) for agitation benefit people with dementia but the risks of 
adverse events may outweigh the benefits. There is no evidence that valproate 
preparations, thioridazine, haloperidol, music therapy, reminiscence therapy, 
trazodone, and validation therapy work at managing agitation in people with 
dementia. There is no evidence that music therapy, reminiscence therapy, and 
validation therapy work at managing anxiety in people with dementia.  
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Chapter 6 summary (continued) 
There is no evidence of efficacy for respite care for people with dementia or for their 
caregivers. There is no evidence that amitriptyline, amoxapine, citalopram, 
dothiepin, doxepin, fluoxetine, imipramine, lofepramine, mirtazapine, nefazodone, 
nortiptyline, paroxetine, reboxetine, sertraline, and sulpiride work for managing 
depression in people with dementia. The atypical antipsychotics (aripiprazole, 
clozapine, olanzapine, quetiapine, risperidone) for psychosis benefit people with 
dementia but the risks of adverse events may outweigh the benefits. There is no 
evidence that thioridazine works at managing psychosis in people with dementia. 
There is no evidence that light therapy works at managing sleep problems in people 
with dementia. There is no evidence that non-pharmacological interventions for 
wandering of people with dementia in the domestic setting or subjective barriers to 
prevent wandering of cognitively impaired people work at preventing wandering. 
Acupuncture, aroma therapy, cognitive rehabilitation and cognitive training, light 
therapy, music therapy, reminiscence therapy, validation therapy, respite care, 
snoezelen, massage and touch, and transcutaneous electrical nerve stimulation are 
not proven to work for the rehabilitation and care of people with dementia. 

Older people with depression: Pharmacological treatments for older people with 
depression work. Tricyclic antidepressants, selective serotonin reuptake inhibitors 
and mono-amine oxidase inhibitors proved effective in both institutionalised and 
community patients. Tricyclic antidepressants (classical and tricyclic-related) and 
selective serotonin reuptake inhibitors (SSRIs) are equally efficacious. However, 
when comparing the two tricyclic groups with SSRIs tricyclic-related antidepressants 
were similar to SSRIs for overall withdrawal rate, and classical tricyclic 
antidepressants were associated with a higher withdrawal rate due to side effects. 
Antidepressant treatment for depression in stroke patients lead to a reduction in 
scores on mood rating scales, but not to a reduction in the frequency of clinically 
diagnosable depression. There was insufficient evidence to establish the 
effectiveness or disadvantages of antidepressants, especially in the longer courses 
(four to six months) that are usually prescribed in clinical practice. No evidence was 
found for the benefit of psychotherapy in stroke patients with depression. There is 
currently little evidence that psychotherapeutic treatments for older people with 
depression work. There is relatively little research in this field and care must be 
taken in generalising what evidence there is to clinical populations.  

Older people with alcohol-use disorders: Inpatient detoxification is recommended for 
elderly people. Alcohol treatment for elderly people may be more appropriate among 
their peers. 

Older people with substance misuse disorders: No research evidence on 
interventions for older people with substance misuse disorders could be found. 

Older people with acute and sub-acute confusional states (delirium): Antipsychotics 
work for people with delirium. Haloperidol, risperidone, and olanzapine were equally 
effective in treating delirium, with few adverse effects. There is no evidence that 
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Chapter 6 summary (continued) 
thioridazine and cholinesterase inhibitors work for people with delirium or that 
multidisciplinary team interventions for preventing delirium in hospitalised patients 
work. 

Older people with psychosis: Antipsychotic medications for people with 
schizophrenia work. But there are concerns about their side effects in older people. 
There is currently no evidence that antipsychotic medications for older people with 
schizophrenia convey net benefits. Treatment of the elderly population with bipolar 
disorder represents a distinct challenge, especially as the number of older patients 
continues to grow. Although bipolar disorder is more prevalent in younger 
populations, elderly patients with bipolar disorder account for the same proportion of 
diagnoses in psychiatric emergency room visits and inpatient psychiatric hospitals 
as younger patients. Elderly patients and veterans with bipolar disorder have longer 
hospital stays than younger patients and are more likely to use outpatient services 
emphasizing this population's increased utilisation of healthcare resources. The 
drugs used for younger patients with bipolar disorder may all have a role but 
monotherapy is the ultimate goal in treating elderly patients. 

Older vulnerable people: No research evidence on interventions for older people 
with mental health problems who are abused or homeless or disabled or have 
learning disabilities or gay, lesbian, or bisexual or prisoners could be found. 
Translated and/or culturally adapted versions of screening tools for cognitive 
impairment among older people in black and minority ethnic groups exist for a 
number of tests. But none can be validly used currently since cut-off points in target 
populations are not known and they are not culture-free tests.1 No other research 
evidence on interventions for older people from black and minority ethnic groups 
with mental health problems could be found. 

6.1 All older people 

6.1.1 Cognitive function 
From a Cochrane Systematic Review there is currently evidence that physical activity 
and enhanced fitness to improve cognitive function in older people without known 
cognitive impairment do work.97 Aerobic physical activities which improve cardio-
respiratory fitness are beneficial for cognitive function in healthy older adults, with 
effects observed for motor function, cognitive speed, delayed memory functions and 
auditory and visual attention.at interrupting the disease processes of dementia. 

From Cochrane Systematic Reviews there is currently evidence that the following 
interventions do not work at preventing dementia or cognitive impairment:97 

97 Cochrane Library 28 May 2008. Dementia and Cognitive Improvement Group. Enhancement of normal cognitive function. 
http://www.cochrane.org/reviews/en/subtopics/56.html 
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•	 Blood pressure lowering in patients without prior cerebrovascular disease for 
prevention of cognitive impairment and dementia 

•	 Effect of the treatment of Type II diabetes mellitus on the development of 

cognitive impairment and dementia 


•	 Dehydroepiandrosterone (DHEA) supplementation for cognitive function in 
healthy elderly people 

•	 Statins for the prevention of Alzheimer's disease and dementia 
•	 Folic acid with or without vitamin B12 for cognition and dementia 
•	 Vitamin B6 for cognition 
•	 Omega 3 fatty acid for the prevention of dementia 

6.2 Older people with mental health problems 

6.2.1 Dementia 

6.2.1.1Clinical guidelines 

There is a NICE Clinical Guideline for supporting people with dementia and their carers 
in health and social care.98 This guideline makes specific recommendations on 
Alzheimer’s disease, dementia with Lewy bodies (DLB), fronto-temporal dementia, 
vascular dementia and mixed dementias, as well as recommendations that apply to all 
types of dementia. The dementia guideline incorporates recommendations from 
NICE’s Technology Appraisal of donepezil, galantamine, rivastigmine and memantine 
for the treatment of Alzheimer’s disease. This covers:  

•	 Non-discrimination: people with dementia should not suffer discrimination 
•	 Securing valid consent 
•	 Carers should have their needs assessed and met 
•	 Health and social care should be coordinated and integrated and delivered 

accordingly 
•	 Memory services should be the single point of referral for all people with a 

possible diagnosis of dementia 
•	 Structural imaging for diagnosis should be used in the assessment of people 

with suspected dementia 
•	 Behaviour that challenges should be helped early and systematically 
•	 All staff working with older people in the health, social care and voluntary 


sectors should be trained for dementia care 

•	 Acute hospitals should ensure the mental health needs of dementia users are 

catered for. 

Health and social care staff should ensure that care of people with dementia and 
support for their carers is planned and provided within the framework of care 
management/coordination. 

98 NICE & SCIE Clinical Guideline CG42. Dementia: supporting people with dementia and their carers in health and social care. 
London; NICE, November 2006. http://www.nice.org.uk/guidance/index.jsp?action=byID&o=10998 
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People with mild-to-moderate dementia of all types should be given the opportunity to 
participate in a structured group cognitive stimulation programme. This should be 
commissioned and provided by a range of health and social care staff with appropriate 
training and supervision, and offered irrespective of any drug prescribed for the 
treatment of cognitive symptoms of dementia. 

6.2.1.2Prescribed drugs 

There is a NICE Technology Appraisal for donepezil, galantamine, rivastigmine and 
memantine for the treatment of Alzheimer's disease that updates previous guidance. 
Donepezil, galantamine and rivastigmine are recommended as options for the 
treatment of moderate Alzheimer’s disease only.99 Memantine is not recommended as 
an option for people with moderately severe to severe Alzheimer’s disease unless it is 
being used as part of a clinical trial (research).  

When using the Mini Mental State Examination (MMSE) to assess the severity of 
Alzheimer’s disease, healthcare professionals should make sure that people from 
different ethnic or cultural backgrounds and people with disabilities have equal access 
to treatment. In some cases, healthcare professionals should not rely on the MMSE 
test – or not rely on it alone – to assess whether someone has moderate Alzheimer’s 
disease. For these people, healthcare professionals should use a different method to 
judge whether the person has moderate Alzheimer’s disease when deciding about 
starting or stopping treatment. 

6.2.1.3Interventions aimed at the cause of the disease 

From Cochrane Systematic Reviews there is currently evidence that the following 
interventions do not work at preventing dementia or cognitive impairment or no 
evidence or insufficient evidence that they do100: 

•	 Acetyl-l-carnitine for dementia 
•	 Aspirin for vascular dementia 
•	 Folic acid with or without vitamin B12 for cognition and dementia 
•	 Ibuprofen for Alzheimer's disease 
•	 Indomethacin for Alzheimer's disease 
•	 Nimodipine for primary degenerative, mixed and vascular dementia 
•	 Hormone replacement therapy for cognitive function in postmenopausal women 
•	 Hormone replacement therapy to maintain cognitive function in women with 

dementia 
•	 Thiamine for Alzheimer's disease 
•	 Thiamine for Wernicke-Korsakoff Syndrome in people at risk from alcohol abuse 
•	 Vitamin B12 for cognition 
•	 Vitamin E for Alzheimer's disease and mild cognitive impairment 

99 NICE Technology Appraisal TA111. Alzheimer's disease - donepezil, galantamine, rivastigmine (review) and memantine. 
London; NICE, September, 2007. http://www.nice.org.uk/guidance/index.jsp?action=byID&o=11600 
100 Cochrane Library 28 May 2008. Dementia and Cognitive Improvement Group. Interventions aimed at the cause of the 
disease. http://www.cochrane.org/reviews/en/subtopics/56.html 
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•	 Yizhi capsule for vascular dementia 
•	 Zhiling decoction for vascular dementia 
•	 Huperzine A for Alzheimer's disease 

6.2.1.4 Interventions aimed at interrupting disease processes 

From Cochrane Systematic Reviews there is currently some evidence that the 
following interventions work at interrupting the disease processes of dementia or 
cognitive impairment:101 

•	 Cytidinediphosphocholine (CDP-choline) for cognitive and behavioural 

disturbances associated with chronic cerebral disorders in the elderly 


o	 Some evidence that CDP-choline has a positive effect on memory and 
behaviour in at least the short/medium term in elderly people with 
cognitive deficits associated with chronic cerebral disorders of the brain 

•	 Cholinesterase inhibitors for Alzheimer's disease 
o	 Cholinesterase inhibitors, donepezil, galantamine and rivastigmine are 

efficacious for mild to moderate Alzheimer's disease 
•	 Cholinesterase inhibitors for Parkinson's disease dementia (PDD) 

o	 Rivastigmine appears to moderately improve cognition and to a lesser 
extent activities of daily living in patients with PDD 

•	 Donepezil for dementia due to Alzheimer's disease 
o	 Donepezil is beneficial for people with mild, moderate and severe 

dementia due to Alzheimer's disease 
•	 Donepezil for vascular cognitive impairment 

o	 There is evidence of efficacy of donepezil for people with mild or 
moderate vascular cognitive impairment 

•	 Galantamine for Alzheimer's disease and mild cognitive impairment 
o	 Galantamine improves global and cognitive symptoms at doses of 16 

mg/day or greater, in people with mild to moderate Alzheimer's disease, 
for at least 6 months 

•	 Memantine for dementia 
o	 Some evidence of efficacy of memantine for dementia 

•	 Nicergoline for dementia and other age associated forms of cognitive 

impairment 


o	 Nicergoline may improve cognition and behavioural function of people 
with mild to moderate dementia 

•	 Nimodipine for primary degenerative, mixed and vascular dementia 
o	 Evidence of some short-term benefit of nimodipine for people with 

dementia 
•	 Propentofylline for Dementia 

101 Cochrane Library 28 May 2008. Dementia and Cognitive Improvement Group. Interventions aimed at interrupting the 
disease processes. http://www.cochrane.org/reviews/en/subtopics/56.html 
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o	 Limited evidence that propentofylline benefits cognition, global function 
and activities of daily living in people with Alzheimer's disease and/or 
vascular dementia 

•	 Rivastigmine for Alzheimer's disease 
o Rivastigmine is beneficial for people with Alzheimer's disease 

From Cochrane Systematic Reviews there is currently evidence that the following 
interventions do not work at interrupting the disease processes of dementia or 
cognitive impairment or no evidence or insufficient evidence that they do:101 

•	 Acetyl-l-carnitine for dementia 
•	 Alpha lipoic acid for dementia 
•	 Metal protein attenuating compounds for the treatment of Alzheimer's disease 
•	 D-cycloserine for Alzheimer's disease 
•	 Donepezil for mild cognitive impairment 
•	 Galantamine for vascular cognitive impairment 
•	 Ginkgo biloba for cognitive impairment and dementia 
•	 Homeopathy for dementia 
•	 Hydergine for dementia 
•	 Lecithin for dementia and cognitive impairment 
•	 Melatonin for cognitive impairment 
•	 Metrifonate for Alzheimer's disease 
•	 Nicotine for Alzheimer's disease 
•	 Piracetam for dementia or cognitive impairment 
•	 Rivastigmine for vascular cognitive impairment 
•	 Selegiline for Alzheimer's disease 
•	 Shunting for normal pressure hydrocephalus 
•	 Cholinesterase inhibitors for dementia with Lewy bodies 
•	 Velnacrine for Alzheimer's Disease 
•	 Vinpocetine for cognitive impairment and dementia 

6.2.1.5Interventions aimed at the manifestations of the disease 

6.2.1.5.1 Aggression 

From Cochrane Systematic Reviews there is currently no evidence that the following 
interventions work at managing aggressive behaviour in people with dementia:102 

•	 Valproate preparations for agitation in dementia 
•	 Thioridazine for dementia 

6.2.1.5.2 Agitation 

From a Cochrane Systematic Review there is currently some evidence that atypical 
antipsychotics (aripiprazole, clozapine, olanzapine, quetiapine, risperidone) for 

102 Cochrane Library 28 May 2008. Dementia and Cognitive Improvement Group. Interventions aimed at the manifestations of 
the disease. http://www.cochrane.org/reviews/en/subtopics/56.html 
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agitation benefit people with dementia but the risks of adverse events may outweigh 
the benefits, particularly with long term treatment.102 

From Cochrane Systematic Reviews there is currently no evidence that the following 
interventions work at managing agitation in people with dementia:102 

• Valproate preparations for agitation in dementia 
• Thioridazine for dementia 
• Haloperidol for agitation in dementia 
• Music therapy for people with dementia 
• Reminiscence therapy for dementia 
• Trazodone for agitation in dementia 
• Validation therapy for dementia 

6.2.1.5.3 Anxiety 

From Cochrane Systematic Reviews there is currently no evidence that the following 
interventions work at managing anxiety in people with dementia:102 

• Music therapy for people with dementia 
• Reminiscence therapy for dementia 
• Validation therapy for dementia 

6.2.1.5.4 Carer burden 

From a Cochrane Systematic Review there is currently no evidence of efficacy for 
respite care for people with dementia or for their caregivers.102 

6.2.1.5.5 Depression 

From Cochrane Systematic Reviews there is currently no evidence that the following 
drugs work for managing depression in people with dementia:102 

• Amitriptyline 
• Amoxapine 
• Citalopram 
• Dothiepin 
• Doxepin 
• Fluoxetine 
• Imipramine 
• Lofepramine 
• Mirtazipine 
• Nefazodone 
• Nortiptyline 
• Paroxetine 
• Reboxetine 
• Sertraline 
• Sulpiride 

6.2.1.5.6 Psychosis 
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From a Cochrane Systematic Review there is currently some evidence that atypical 
antipsychotics (aripiprazole, clozapine, olanzapine, quetiapine, risperidone) for 
psychosis benefit people with dementia but the risks of adverse events may outweigh 
the benefits, particularly with long term treatment.102 

From a Cochrane Systematic Review there is currently no evidence that thioridazine 
works at managing psychosis in people with dementia.102 

6.2.1.5.7 Sleep problems 

From a Cochrane Systematic Review there is currently no evidence that light therapy 
works at managing sleep problems in people with dementia.102 

6.2.1.5.8 Wandering 

From Cochrane Systematic Reviews there is currently no evidence that non-
pharmacological interventions for wandering of people with dementia in the domestic 
setting or subjective barriers to prevent wandering of cognitively impaired people work 
at preventing wandering.102 

6.2.1.6Rehabilitation and care 

From Cochrane Systematic Reviews there is currently no evidence that the following 
interventions work in for the rehabilitation and care of people with dementia:103 

•	 Acupuncture for vascular dementia 
•	 Aroma therapy for dementia 
•	 Cognitive rehabilitation and cognitive training for early-stage Alzheimer's disease 

and vascular dementia 
•	 Light Therapy for Managing Sleep, Behaviour, and Mood Disturbances in 


Dementia 

•	 Music therapy for people with dementia 
•	 Reminiscence therapy 
•	 Validation therapy 
•	 Respite care 
•	 Snoezelen for dementia 
•	 Massage and touch for dementia 
•	 Transcutaneous Electrical Nerve Stimulation for dementia 

6.2.2 Older people with depression and/or anxiety 

6.2.2.1Pharmacological interventions 

From Cochrane Systematic Reviews there is currently evidence that pharmacological 
treatments for older people with depression work.104,105 Tricyclic antidepressants, 

103 Cochrane Library 28 May 2008. Dementia and Cognitive Improvement Group. Rehabilitation and care. 
http://www.cochrane.org/reviews/en/subtopics/56.html 
104 Wilson K, Mottram P, Sivanranthan A, Nightingale A. Antidepressants versus placebo for the depressed elderly. Cochrane 
Database of Systematic Reviews 2001, Issue 3. Art. No.: CD000561. DOI: 10.1002/14651858.CD000561. 
http://www.cochrane.org/reviews/en/ab000561.html 
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selective serotonin reuptake inhibitors and mono-amine oxidase inhibitors proved 
effective in both institutionalised and community patients. Tricyclic antidepressants 
(classical and tricyclic-related) and selective serotonin reuptake inhibitors (SSRIs) are 
equally efficacious. However, when comparing the two tricyclic groups with SSRIs 
tricyclic-related antidepressants were similar to SSRIs for overall withdrawal rate, and 
classical tricyclic antidepressants were associated with a higher withdrawal rate due to 
side effects. These findings are reflected in the differing side effect profiles when 
comparing both tricyclic groups with SSRIs. The findings of the review must be 
interpreted with some caution in view of the relatively low patient numbers and lack of 
side effect data. Depression is common after stroke and may be treated with 
antidepressant medication or psychological therapy. A Cochrane Systematic Review of 
treatments for depression in stroke patients found that antidepressants appeared to 
lead to a reduction in scores on mood rating scales, but not to a reduction in the 
frequency of clinically diagnosable depression.106 There was insufficient evidence to 
establish the effectiveness or disadvantages of different antidepressants, especially in 
the longer courses (four to six months) that are usually prescribed in clinical practice. 
No evidence was found for the benefit of psychotherapy. 

6.2.2.2Psychotherapeutic treatments for older depressed people 

From a Cochrane Systematic Review there is currently little evidence that 
psychotherapeutic treatments for older people with depression work.107 The review 
showed that there is relatively little research in this field and care must be taken in 
generalising what evidence there is to clinical populations.  

6.2.3 Older people with alcohol-use disorders 
Inpatient detoxification is recommended for elderly people.44 Information on the use of 
abstinence medications in elderly people is limited. Alcohol treatment for elderly people 
may be more appropriate among their peers. 

6.2.4 Older people with substance misuse disorders 
There is very little research evidence that relates to older people who misuse 
substances. 

6.2.5 Older people with acute and sub-acute confusional states (delirium) 

6.2.5.1Pharmacological interventions 

105 Mottram P, Wilson K, Strobl J. Antidepressants for depressed elderly. Cochrane Database of Systematic Reviews 2006, 
Issue 1. Art. No.: CD003491. DOI: 10.1002/14651858.CD003491.pub2. http://www.cochrane.org/reviews/en/ab003491.html 
106 Hackett ML, Anderson CS, House AO. Interventions for treating depression after stroke. Cochrane Database of Systematic 
Reviews 2004, Issue 3. Art. No.: CD003437. DOI: 10.1002/14651858.CD003437.pub2. 
http://www.cochrane.org/reviews/en/ab003437.html 
107 Wilson KCM, Mottram PG, Vassilas CA. Psychotherapeutic treatments for older depressed people. Cochrane Database of 
Systematic Reviews 2008, Issue 1. Art. No.: CD004853. DOI: 10.1002/14651858.CD004853.pub2. 
http://www.cochrane.org/reviews/en/ab004853.html 
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From a Cochrane Systematic Review there is currently evidence that antipsychotics 
work in for people with delirium.108 There is some evidence from RCTs that 
antipsychotics are effective, in varying doses, for different presentations of delirium. 
Haloperidol (<3.5 mg/d), risperidone, and olanzapine were equally effective in treating 
delirium, with few adverse effects. 

From Cochrane Systematic Reviews there is currently no evidence that the following 
interventions work in for people with delirium:108 

• Thioridazine 
• Cholinesterase inhibitors 

6.2.5.2Non-pharmacological interventions 

From a Cochrane Systematic Review there is currently no evidence that the 
multidisciplinary team interventions for preventing delirium in hospitalised patients 
work.109 

6.2.6 Older people with psychosis 

6.2.6.1Schizophrenia 

We know from the NICE Clinical Guideline for schizophrenia110 and the NICE 
Technology Appraisal Guidance on newer atypical antipsychotic medications 111 that 
antipsychotic medications for people with schizophrenia work. But there are concerns 
about their side effects in older people. From a Cochrane Systematic Review there is 
currently no published evidence that antipsychotic medications for older people with 
schizophrenia convey net benefits.112 

6.2.6.2Bipolar disorder 

Treatment of the elderly population with bipolar disorder represents a distinct 
challenge, especially as the number of older patients continues to grow. Although the 
overall percentage of elderly patients with bipolar disorder is relatively small, these 
individuals have a disproportionate impact on the healthcare system. Although bipolar 
disorder is more prevalent in younger populations, elderly patients with bipolar disorder 
account for the same proportion of diagnoses in psychiatric emergency room visits and 
inpatient psychiatric hospitals as younger patients.59 Elderly patients and veterans with 
bipolar disorder have longer hospital stays than younger patients and are more likely to 

108 Cochrane Library 28 May 2008. Dementia and Cognitive Improvement Group. Delirium: Pharmacological interventions. 
http://www.cochrane.org/reviews/en/subtopics/56.html 
109 Cochrane Library 28 May 2008. Dementia and Cognitive Improvement Group. Delirium: Non-pharmacological interventions. 
http://www.cochrane.org/reviews/en/subtopics/56.html 
110 NICE Clinical Guideline CG1. Schizophrenia: core interventions in the treatment and management of schizophrenia in 
primary and secondary care. London; NICE, December 2002. http://www.nice.org.uk/guidance/index.jsp?action=byID&o=10916 
111 NICE Technology Appraisal TA43. The clinical effectiveness and cost effectiveness of newer atypical antipsychotic drugs for 
schizophrenia. London; NICE, June, 2002. http://www.nice.org.uk/guidance/index.jsp?action=byID&o=11460 
112 Cochrane Library 28 May 2008. Antipsychotic medication for elderly people with schizophrenia. 
http://www.cochrane.org/reviews/en/ab005580.html 
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use outpatient services emphasizing this population's increased utilisation of 
healthcare resources. 

A narrowing of the drug therapeutic index often occurs with age, and co-morbid 
disease states are a factor as well. Also, the concomitant use of other drugs can lead 
to pharmaco-dynamic drug-drug interactions. However, the drugs used for younger 
may all have a role but monotherapy is the ultimate goal in treating elderly patients.59 

6.3 Vulnerable groups 

6.3.1 Older people who are abused 
No research evidence on interventions for older people who are abused with mental 
health problems could be found. 

6.3.2 Homeless older people 
No research evidence on interventions for homeless older people with mental health 
problems could be found. 

6.3.3 Older people from black and minority ethnic groups 
Translated and/or culturally adapted versions of screening tools for cognitive 
impairment among older people in black and minority ethnic groups exist for a number 
of tests. But none can be validly used currently since cut-off points in target 
populations are not known and they are not culture-free tests.113 No other research 
evidence on interventions for older people from black and minority ethnic groups with 
mental health problems could be found. 

6.3.4 Older people with disabilities 
No research evidence on interventions for older people with disabilities and mental 
health problems could be found. 

6.3.5 Older people with lifelong learning difficulties 
No research evidence on interventions for older people with lifelong learning difficulties 
and mental health problems could be found. 

6.3.6 Older gay men, lesbians, and bisexual people 
No research evidence on interventions for older gay men, lesbians, and bisexual 
people with mental health problems could be found. 

6.3.7 Older prisoners 
No research evidence on interventions older prisoners with mental health problems 
could be found. 

113 Parker C, Philp I. Screening for cognitive impairment among older people in black and minority ethnic groups. Age and 
Ageing 2004 DOI: 10.1093/ageing/afh135. 
http://scholar.google.co.uk/scholar?hl=en&q=Older+people+from+black+and+minority+ethnic+groups&spell=1 
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7 Conclusions 

Chapter 7 summary 

Men are outnumbered 2:1. 


There will be very large increases in the numbers of the very old. 


There will be large increases in the numbers of the older people living alone. 


There will be fewer carers available 


There are pockets of deprivation among wealth in B&NES. 


Dementia is a very big problem and getting worse. 


Depression is also a major problem for older people. 


Alcohol-use disorders are also a major problem in older people. 


Personality disorder is common in older people. 


Delirium in older people is common in hospital. 


Substance misuse is ignored in older people. 


Some psychoses are forever and need lifetime services. 


There is a reasonable range of specialist mental health services for older people but 

with gaps. 

Social services are doing well in meeting the needs older people with mental health 
problems. 

The evidence base is patchy. 

There is national evidence and local concerns that the mental health needs of 
vulnerable older people are not being met? We do not know if the mental health 
needs are being met locally of: 
• older people who are abused 
• homeless older people 

• older people from black and ethnic minorities 

• older people with disabilities 

• gay men, lesbian and bisexual people 

• older people with lifelong learning difficulties
 
• older prisoners 


Carers do not receive enough guidance, support and information. 


There is not enough planning for the future and resource need. 


The lack of information needs improving. 


Commissioning of mental health services for older people needs improving. 
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7.1 All older people 

7.1.1 Men outnumbered 2:1 
The sex ratio increases with advancing age such that after 85 years of age there are 
over twice as many women as men alive. 

7.1.2 Very large increases in the numbers of the very old 
In ten years time, the over 85s will number around 6,800 in Bath and North East 
Somerset compared with 4,300 in 2007 – an increase of about 50%. 

7.1.3 Large increases in the numbers of the older people living alone 
The number of older people aged 65 and over living alone in B&NES in 2008 is  
11,166. It expected to increase by about nearly 3000 by 2025 and to steadily increase 
until then. 

7.1.4 Fewer carers available 
At the same time as the very older age group will grow, the younger age group will fall 
as a percentage of the total population. The Parent Support Ratio was 4 in 2007 but by 
2050 it will have trebled again to 12. 

7.1.5 Pockets of deprivation among wealth 
B&NES is in the top third of ranks of districts nationally for lack of overall deprivation 
but does less well on the income and employment components. But there are still 
pockets of deprivation. 

7.2 Older people with mental health problems 

7.2.1 Dementia is a very big problem and getting worse 
About 8% of older people in B&NES have dementia. It is about seven times commoner 
in institutions. The numbers of cases of dementia will increase markedly since the 
population is ageing. People with dementia living alone without a live-in carer can only 
continue to live alone with input as long as three welfare and assistance checks each 
day are sufficient to keep them safe. Once "the interval of care" is down to under 4 to 5 
hours then a move to a care home environment becomes inevitable. The majority of 
people with a dementing illness are not cared for by specialist services but managed in 
primary care and by generic social work teams. Specialist services are needed to 
confirm the diagnosis, deal with the more complex cases, and support the other 
agencies cope with their cases. Dementia is the commonest cause of hospital 
admission for older people with mental health problems. It is unlikely that the NICE 
Clinical Guideline for dementia is being followed fully for all patients. 

7.2.2 Depression is also a major problem 
About 12% of older people in B&NES have depression and 4% of older people have 
severe depression, 14% in total. 
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7.2.3 Alcohol-use disorders are also a major problem 
About 11% of older people in B&NES misuse alcohol and risk the considerable 
associated morbidity. Inpatient detoxification is recommended for elderly people. 
Alcohol treatment for elderly people may be more appropriate among their peers. 

7.2.4 Personality disorder is common 
About 7% of older people in B&NES have a personality disorder. 

7.2.5 Delirium is common in hospital 
Delirium develops in up to half of older surgical patients postoperatively with 
occurrence rates of 26% for non-surgical medical inpatients.  

7.2.6 Substance misuse ignored 
Substance misuse among the older population is largely overlooked and 
underreported. The prevalence of older adults with co-morbid substance abuse and 
mental disorders in B&NES is 22% of those with psychiatric illness and from 43% of 
those with substance abuse. All clinical staff in mental health services should have the 
skills to assess and manage service users with a substance misuse problem. 

7.2.7 Some psychoses are forever and need lifetime services 
People who survive into late life with chronic or relapsing psychotic illnesses, which 
had their onset in youth or middle age, have special needs. People who carry there 
bipolar affective disorder into old age need a full range of services for their needs. 

7.2.8 Hospital admissions are problematic 
There are sizeable numbers of admissions of older people with mental health problems 
to non-specialist hospitals, with dementia causing over half of them. There are sizeable 
numbers of hospital admissions where an older patient developed or declared a mental 
health problem. Again the commonest mental health diagnosis was dementia. Are all 
these admissions appropriately planned for and anticipated? There are many more 
hospital admissions of people with mental health problems to other hospitals for 
another reason than their mental health problem. 

7.2.9 Reasonable range of specialist mental health services but with gaps 
There seems to be a good range of specialist mental health services for older people 
but evidence to their comprehensiveness and completeness is lacking. When 
assessed against the model for such services produced by the Care Services 
Improvement Partnership the gaps seem to be support to care homes and services for 
black and minority ethnic groups and people with terminal illness. Some essential 
services are not available 24 hours a day every day, such as the hospital liaison 
service or not fully accessible such psychological services and memory assessment 
services. 

7.2.10 Social services are doing well 
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Access to a range of social services for older people in need in B&NES is much better 
than in other comparable areas. 

7.2.11 Patchy evidence base 
The evidence base for the management of older people with mental health problems is 
not complete. But there is evidence on many interventions that do not work or 
knowledge for many interventions that there is no evidence of effectiveness. 
Commissioners and providers should check out clinical practice against the evidence 
reviewed. 

7.3 Vulnerable groups 

7.3.1 Are the mental health needs of older people who are abused being met? 
Nearly all the risk factors for abuse are also risk factors for suffering mental health 
problems. The extent of the detection and satisfactory resolution of elder abuse and 
whether mental health services are engaged in B&NES is unknown. We need to 
investigate the situation. 

7.3.2 Are the mental health needs of homeless older people being met? 
Homelessness is associated with a history of significantly higher rates of alcohol and 
substance use and psychiatric illness, as well as social isolation and rates of 
emergency department utilisation. We also estimate that a majority of those estimated 
145 older people who are homeless in B&NES will have mental health problems. We 
need to ensure that assessments of older rough sleepers are done by qualified mental 
health workers; mental health services support older people living in hostel 
accommodation; drug and alcohol services to older homeless people are developed 
and extended. The numbers of homeless older people with mental health problems in 
B&NES and the extent of their problems are currently unknown. We need to 
investigate the situation and review supported housing options for older homeless 
people. 

7.3.3 Are the mental health needs of older people from black and ethnic 
minorities being met? 

There are probably mental health and service problems facing older people from black 
and ethnic minorities in B&NES but the exact situation is currently unknown. We need 
to investigate this. 

7.3.4 Are the mental health needs of older people with disabilities being met? 
There are probably mental health and service problems facing older people with 
disabilities in B&NES but the exact situation is currently unknown. We need to 
investigate this. 

7.3.5 Are the mental health needs of gay men, lesbian and bisexual people 
being met? 
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There is a need to provide culturally-competent mental health services that may 
address the concerns of gay men, lesbian and bisexual older people. There are 
probably mental health and service problems facing older gay men, lesbian, and 
bisexual people in B&NES but the exact situation is currently unknown. We need to 
investigate this. 

7.3.6 Are the mental health needs of older people with lifelong learning 
difficulties being met? 

The specialist health and social services need to take the lead in ensuring that elderly 
people with learning difficulties are receiving the services that they need. There are 
probably mental health and service problems facing older people with lifelong learning 
difficulties in B&NES but the exact situation is currently unknown. We need to 
investigate this. 

7.3.7 Are the needs of older prisoners being met? 
More than half of elderly prisoners have a psychiatric diagnosis. Of paramount 
importance is their placement in the community when they leave prison and/or health 
care. The most common diagnoses are personality disorder and depressive illness. 
There are probably mental health and service problems facing older prisoners from 
B&NES but the exact situation is currently unknown. We need to investigate this. 

7.3.8 Carers do not receive enough guidance, support and information 
The national, regional and local information we have suggest that carers’ needs are 
not being met well. The launch of the new national strategy for carers with associated 
funding should help to rectify this. 

7.4 Organisation matters 

7.4.1 Planning for the future and resource need 
Given the large increase in the numbers of older people and people with dementia plus 
the continuing reduction in the numbers of potential carers, there were no detailed 
plans evident for expanding services in key areas with funding and timescales.  

7.4.2 Improving the lack of information 
This needs assessment has suffered from a lack of readily-available information of 
every sort – services available, service use, and user and carers needs and views. In 
most cases there has been no comparative information either to judge how well local 
matters are. 

7.4.3 Improving commissioning 
The lack of information and priority given to services for older people with mental 
health problems has meant that commissioning has suffered. There is now a renewed 
impetus to improve this. 
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8	 Analysis of gaps between availability/use and models of good 
provision and evidence base 

Chapter 8 summary 

Older people with mental health problems: Age discrimination in mental health and 
social care services in B&NES needs further attention, so that services developed 
for working adults are available to older adults on the basis of need, not age and 
vice versa. 

Socially-excluded older people groups in B&NES include the homeless, the abused, 
the black and ethnic minorities, those with life-long learning difficulties, and gay 
men, lesbians, and bisexual people. These groups usually do not have their mental 
health needs met well. We need to investigate their situation in B&NES. 

Not all of the staff in mainstream health and social services have the right attitudes, 
knowledge and skills to detect and assess mental illness among older people and to 
inform the initial management and referral pathways to appropriate other services. 

There are gaps in local dementia services. The NICE Clinical Guideline on 
dementia needs full implementation. 

Full partnership working across health and social care needs securing.  Staff need 
to work together to ensure complex needs are met in a co-ordinated way, early 
intervention for the conditions of old age is available, and there is streaming to 
specialist care in crisis situations. 

Hospital admissions need organising better. The hospital admission of older people 
with mental health problems does not always seem to be to a specialist hospital. 
The needs of all older people with mental health problems who are admitted to 
hospital for another reason need to be anticipated, planned for, and met. 

Mental health services and substance misuse services need integrating better. All 
older people with mental health problems should have seamless access to 
substance misuse services in any setting and vice versa. All clinical staff in mental 
health services should have the skills to assess and manage service users with a 
substance misuse problem. Inpatient detoxification should be used for elderly 
people. Alcohol treatment for elderly people undertaken should be undertaken 
among their peers. 

All carers should receive guidance, support and information. The launch of the new 
national strategy for carers with associated funding should help to rectify this and 
should be used to ensure that carers’ needs are met well. 

Commissioners and providers should check out clinical practice for the 
management of older people with mental health problems against the evidence 
reviewed. This could be through assessment by managers and clinicians and 
clinical audit. 
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Chapter 8 summary (continued) 

Organisation matters: There does not seem to be enough planning with funding to 
overcome the problems caused by the large increase in the numbers of older 
people and people with dementia plus the continuing reduction in the numbers of 
carers. 

There is a lack of readily-available information of any sort to be better able to judge 
the needs of local older people with mental health problems and how well services 
are performing. 

There is no specific strategy for mental health services for older people that is 
complementary to the older people’s strategy and mental health strategy nor is 
there a commissioning service specification for mental health services for older 
people. 

8.1 Older people with mental health problems 

8.1.1 Ending age discrimination 
Age discrimination in mental health and social care services in B&NES needs further 
attention, so that services developed for working adults are available to older adults on 
the basis of need, not age and vice versa. There are still psycho-geriatric services in 
B&NES. This implies age discrimination. There should be specialist psychiatric 
services for people with complex, physical, mental and social needs of any age that 
could also run the memory assessment services and provide advice and support to 
other specialised services, hospital services, primary care, and other agencies. There 
should be no automatic transfer of patient care based solely on age. 

8.1.2 Improving mental well-being among those socially excluded 
Socially-excluded older people groups in B&NES include the homeless, the abused, 
the black and ethnic minorities, those with life-long learning difficulties, and gay men, 
lesbians, and bisexual people. Barriers to increased levels of mental well-being and 
social engagement among these excluded groups of older people must be reduced.  
The uptake of evidence-based disease prevention programmes should continue to be 
increased among them. We need to investigate the situation of how well access to 
services is among older people with mental health problems who: 
•  are abused 
• are homeless 
• are from the black and ethnic minorities 
• have disabilities 
• have lifelong learning disabilities 
• are gay men, lesbian, or bisexual people 
• are prisoners 
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8.1.3 Improving attitudes, knowledge and skills among mainstream health and 
social services 

The key priorities in mainstream health and social services are to change attitudes and 
improve knowledge and skills in detection and assessment of mental illness among 
older people and equip staff with guidance on initial management and referral 
pathways to appropriate other services. This is particularly relevant to hospital services 
where detecting mental health problems early in patients admitted is poorly done. Up 
to 60% of older people in acute hospitals experience mental health problems in some 
form. There is a need to audit this in local hospital services. 

8.1.4 Improving care for people with dementia 
We need to assess the gaps against the NICE Guidance. Specifically for dementia 
suffers and their carers: 

•	 Is health and social care should be coordinated and integrated and delivered 
accordingly? 

•	 Do carers have their needs assessed and met? 
•	 Are memory services the single point of referral for all people with a possible 

diagnosis of dementia? 
•	 Is structural imaging for diagnosis used in the assessment of all people with 

suspected dementia? 
•	 Is behaviour that challenges helped early and systematically 
•	 Are all staff working with older people in the health, social care and voluntary 

sectors be trained for dementia care? 
•	 Do acute hospitals ensure the mental health needs of dementia users are 

catered for? 

8.1.5 Securing full partnership working across health and social care 
We need to assess the gaps against the national policy guidance on partnership 
working: 
•	 are complex needs being met in a co-ordinated way? 
•	 is early intervention for old age conditions available? 
•	 is streaming to specialist care in crisis situations available? 
•	 and if so for each of these are staff aware how to do it? 

8.1.6 Organising hospital admissions better 
Hospital admission of older people with mental health problems does not always seem 
to be to a specialist hospital. 

Are the needs of all older people with mental health problems who are admitted to 
hospital for another reason anticipated, planned for, and met? This situation needs 
investigating. 

8.1.7 Integrating mental health and substance misuse services better 
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All older people with mental health problems should have seamless access to 

substance misuse services in any setting and vice versa. 


All clinical staff in mental health services should have the skills to assess and manage 

service users with a substance misuse problem. 


Is inpatient detoxification used for elderly people? 


Is alcohol treatment for elderly people undertaken among their peers? 


8.1.8 Carers receive guidance, support and information 
The launch of the new national strategy for carers with associated funding should help 
to rectify this and should be used to ensure that carers’ needs are met well. There 
needs to be a local action plan for carers with service and welfare developments, 
timescales and funding included. 

8.1.9 Assessment and audit of clinical practice against the evidence base 
Commissioners and providers should check out clinical practice for the management of 
older people with mental health problems against the evidence reviewed. This could be 
through assessment by managers and clinicians and clinical audit. 

8.2 Organisation matters 

8.2.1 Planning for the future and resource need 
The large increase in the numbers of older people and people with dementia plus the 
continuing reduction in the numbers of carers all mean problems will become worse 
and funding will be short. Today is the time to start planning to overcome these 
problems and to then prioritise the funding to expand and develop services. Our local 
older people deserve this. 

8.2.2 Improving the lack of information 
This needs assessment has suffered from a lack of readily-available information of 
every sort. To be better able to judge the needs of local people and how well services 
are performing this needs rectifying. 

8.2.3 Improving commissioning 
There should be a specific strategy for mental health services for older people that is 
complementary to the older people’s strategy and mental health strategy.  

There should also be a commissioning service specification for mental health services 
for older people. 
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9 Priorities for improving the mental health of our older people 
9.1 Older people with mental health problems 

The priorities in order for the development of clinical services are: 

9.1.1 Ending age discrimination 


9.1.2 Improving mental well-being among those socially excluded 


9.1.3 Improving care for people with dementia 


9.1.4 Improving attitudes, knowledge and skills among mainstream health and 

social services 


9.1.5 Securing full partnership working across health and social care 


9.1.6 Organising hospital admissions better 


9.1.7 Integrating mental health and substance misuse services better 


9.1.8 Carers receive guidance, support and information 


9.1.9 Assessment and audit of clinical practice against the evidence base 


9.2 Organisation matters 

The priorities in order for the development of commissioners are: 

9.2.1 Planning for the future and resource need 


9.2.2 Improving the lack of information 


9.2.3 Improving commissioning
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10 Recommendations 
10.1 Older people with mental health problems 

10.1.1	 Ending age discrimination 
Recommendation 1: The commissioners and providers with clinicians should develop 
specialist psychiatric services for people with complex, physical, mental and social 
needs of any age that could also run the memory assessment services and provide 
advice and support to other specialised services, hospital services, primary care, and 
other agencies. 

Recommendation 2: The commissioners and providers with clinicians should ensure 
that there is no automatic transfer of patient care based solely on age. 

10.1.2	 Improving mental well-being among those socially excluded 
Recommendation 3: The commissioners and providers should investigate the situation 
of how well access to services is among vulnerable older people with mental health 
problems who: 
•  have been abused 
• are homeless 
• are from the black and ethnic minorities 
• have disabilities 
• have lifelong learning disabilities 
• are gay men, lesbian, or bisexual people 
• are prisoners 

10.1.3	 Improving care for people with dementia 
Recommendation 4: The commissioners and providers with clinicians should assess 
the gaps against the NICE Clinical Guideline on dementia and redress these as soon 
as possible. 

10.1.4	 Improving attitudes, knowledge and skills among mainstream health 
and social services 

Recommendation 5: The commissioners and providers with clinicians should audit in 
local hospital services the attitudes, knowledge, and skills of staff for dealing with older 
people with mental health problems. 

10.1.5	 Securing full partnership working across health and social care 
Recommendation 6: The commissioners and providers should assess the gaps against 
the national policy guidance on partnership working looking at specifically whether 
complex needs are being met in a co-ordinated way, early intervention for old age 
conditions is available, and streaming to specialist care in crisis situations is available 
and if so for each of these are all staff aware how to do it. 

10.1.6	 Organising hospital admissions better 
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Recommendation 7: The commissioners and providers with clinicians should ensure 
that hospital admission of older people because of a mental health problem is always 
to a specialist hospital. 

Recommendation 8: The commissioners and providers with clinicians should 
investigate whether the needs of all older people with mental health problems who are 
admitted to hospital for another reason are anticipated, planned for, and met.  

10.1.7 Integrating mental health and substance misuse services better 
Recommendation 9: The commissioners and providers with clinicians should ensure 
that all older people with mental health problems have seamless access to substance 
misuse services in any setting and vice versa. 

Recommendation 10: The commissioners and providers with clinicians should ensure 
that all clinical staff in mental health services have the skills to assess and manage 
service users with a substance misuse problem. 

Recommendation 11: The commissioners and providers with clinicians should ensure 
that inpatient detoxification for alcohol-use disorders is used for elderly people and that 
treatment for them is undertaken among their peers. 

10.1.8 Carers receive guidance, support and information 
Recommendation 12: The commissioners and providers should produce a local action 
plan for carers with service and welfare developments, timescales and funding 
included. 

10.1.9 Assessment and audit of clinical practice against the evidence base 
Recommendation 13: Commissioners and providers should assess the clinical practice 
for the management of older people with mental health problems against the evidence 
reviewed. 

10.2 Organisation matters 

10.2.1 Planning for the future and resource need 
Recommendation 14: The commissioners should produce a delivery plan for 
addressing the clinical service developments and other priorities identified in this 
needs assessment along with the associated funding and timescales. 

10.2.2 Improving the lack of information 
Recommendation 15: The commissioners and providers should improve the 
information for service availability and use and users and carers’ views to be able to 
assess how well services are performing. 

10.2.3 Improving commissioning 
Recommendation16: The commissioners should produce a specific strategy for mental 
health services for older people that is complementary to the older people’s strategy 
and mental health strategy. 
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Recommendation17: The commissioners should produce a commissioning service 
specification for mental health services for older people. 
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