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Letter from the Chair
Steve Boddington

WELCOME TO THE SPRING
edition of the PSIGE Newsletter. 
I would like to remind you that now

is the time to book your place at the National
Conference in Nottingham on 4–6 July. Lynn
Sutcliffe and the conference organising
team have been doing a fantastic job in
putting together what looks like a fascinating
programme (check out the website for more
information – www.psige.org/). The overall
cost of attendance has been kept down,
which is good news for those of us working in
the cash-strapped NHS! Please note that
there is an exceptional (one-off) bursary
fund to help subsidise qualified PSIGE
members who have lost their usual training
budgets this year. This bursary will stand
alongside the usual fund that targets assis-
tants and trainees. It is anticipated that there
will be considerable interest in the bursaries,
and the scrutiny committee will do their best
to allocate the funds in a fair and equitable
manner.

Congratulations to Susan Pooley who was
selected to win the first PSIGE Research
Prize for her thesis work on ‘Maintaining
affectional bonds: The significance and
meaning of companion animals for pet
owners living in homes for older people’.
Susan has been asked to present her work at
the Nottingham Conference this summer.
The panel have also given a special commen-
dation to Paul Wendon for his research on
conjugal bereavement in older men, and to
Lucy Birch for her research on autobio-
graphical memory in depression. 

Steve Boddington
PSIGE Chair.
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CLEARLY, 2007 IS A BUMPER YEAR
for the PSIGE membership as this
edition follows hot on the heels of the

Special Issue on driving with dementia and 
I have it on good authority that the July issue,
which is being produced by the Essex and
Herts Geographical Group is shaping up 
brilliantly too.

Submissions continue to come in for the
Newsletter, which is wonderful. However, for
the incoming Editor, whoever they may
be(!), may I put in a special plea? When
submitting articles could you please make
sure you send the following information with
the manuscript:
Full name;
Affiliation (title, place of work);
Contact details (should you be willing to be
contacted by the membership);
Acknowledgements (as appropriate).

Finally, if you are reporting research,
please would you indicate whether or not
Ethics Committee approval was awarded,
and by which Ethics Committee, or whether
the work was carried out as an audit/service
evaluation project.

Many thanks, and keep writing.

Romola Bucks
Editor, PSIGE Newsletter.

Letter from the Editor



PRIMO LEVI is unfortunately not known
to many for his philosophical writings,
but rather for the traumatic events of

his life; his survival from a concentration
camp and later life suicide. Why his suicide
shocked many was the fact that here was a
well-reasoned and intellectually sober
thinker who appeared to have in his post-
camp survival, defied his tormentors only to
complete their work by taking his own life all
those years later. Of course, as I have argued
before (Duckett, 2006) drawing a line
directly from the past to the present is
misleading but that fact almost seems irrele-
vant to the general public who saw this man
as a beacon of death defying reasoned life.

Levi’s suicide has become romanticised
and somehow is viewed as a noble action. His
prominence has given permission to other
survivors to take their own lives; much in the
same way that the suicide of a family member
can somehow make suicide an acceptable
action amongst the surviving family. Perhaps
in the mind of some it is even stronger in
Levi’s case, in that it is almost to say, in the
distorted and destructive reasoning of his
romanticised death, that unless you take
your life the experience of the camp was not
genuine for you since clearly the pain was
not great enough. I found it quite shocking
to hear from some of my clients who had
survived the camps that there is something
of a ‘pecking order’ amongst survivors;
depending on which camp you went to and
whether you went to a camp at all or were
‘merely’ a refugee, whether you lost all or
any family members, and the ultimate sanc-
tion whether your experience was factual at
all. It somehow reminds me of the truly

shocking description that Viktor Frankl gives
of the continuous struggle for survival, which
took place within the camps. 

And, of course, here we come to the rub
of it, that Frankl himself spoke of – the guilt
of survival or, as Frankel put it, ‘there is always
a lingering question for a survivor of what they
did to survive’. When this arose once in a
group that I was running, one survivor
replied angrily that survivors’ guilt is a
cliché. The fact is, however, that the experi-
ence could and did differ enormously from
individual to individual despite the common
threads. Of course, the issue of what some-
body did or did not do in some larger sense
from an outsider’s point of view, appears
meaningless in that nobody but nobody
would be in a position to pass judgement on
a survivor unless you were able to speak from
the survivor’s point of view. Actions
committed within pathological environ-
ments do not define the individual, except
within that environment and that is what
allows us to speak of soldiers as soldiers and
not murderers in times of war unless their
targets are an unarmed populace. Context
appears to be everything and nowhere is this
more true than with respect to suicide.

Durkheim noted that in creating cate-
gories of suicide, some will take their lives to
affirm their membership of a select group
(altruism) and others will do so as a product
of anomie; that is the social isolation. Perhaps
this is where Levi’s suicide has crossed the
mark. It allows elderly and isolated survivors
to recast their death as an affirmation
rendering their action noble and not the act
of anomie, that it in fact is. It politely accom-
modates our sensibilities and relieves us of
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I am angry with Primo Levi
Stéphane Duckett

Although we may think of suicide as an intensely private act, its consequences are often anything but, and
nowhere is this more true than for public figures. I reflect on the impact that Primo Levi’s death has had
for some of my holocaust surviving clients.



our culpability in an ageist world where age
alone renders you superfluous. The irony of
course is that at no other time has the expe-
rience of this generation been more relevant
than now in helping us guide our way
through these very difficult times.

Correspondence
Dr Stéphane Duckett
Chartered Clinical Psychologist,
Royal Free Hospital,
London.
E-mail: Stephane.duckett@royalfree.nhs.uk
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Adapting CBT using a compassionate
mind approach with older people who
experience dementia and depression
Paul Green

IT IS POSSIBLE to adapt cognitive behav-
ioural therapy (CBT) in various ways to
meet the needs of older adults who are

depressed, particularly if due regard is paid to
the client’s pre-morbid functional belief
system and the cohort beliefs common to
particular age groups (James et al., 1999;
Laidlaw et al., 2004). The therapeutic
pessimism which has often inhibited older
people’s access to psychological treatments
(Hepple, 2004) is unwarranted as there is
considerable evidence to suggest that they
respond positively when offered a clear and
structured approach to resolving their difficul-
ties (Doubleday et al., 2002), and this is equally
true of clients with dementia. Charlesworth
and Reichelt (2004) suggest that using shorter,
more frequent and highly structured sessions,
which may be taped for review, can make
therapy more accessible for those with cogni-
tive impairment, 40 to 50 per cent of whom
experience depressive symptoms, with 17 per
cent meeting the criteria for major depression
(Lavretsky, 2003).

Since completing a secondment at the
Clinical Psychology Department, Dewsbury
& District Hospital, to develop intermediate
skills in CBT, I have been learning how to
adapt these to meet the needs of the older
adults who attend the Priestley Day Unit
where I am employed as a staff nurse. As part
of this process, I conducted a literature
review (Green, 2006). The following case
study illustrates how using a simple diagram-
matic formulation, and providing the client
with a summary of what has been discussed,
can help someone experiencing depression
following a diagnosis of dementia explore
his difficulties.

Case study
Roger (not the client’s real name) is an 
81-year-old retired plumber who has a diag-
nosis of Alzheimer’s disease. His wife
reported that he had been very low in mood
over recent months and reluctant to go out
or engage in any meaningful activity. Upon
exploration of these issues he described
feeling that he had lost his role in life due to
no longer being able to drive or perform
previously valued activities without assis-
tance, such as gardening and decorating.
Roger also acknowledged that he sometimes
stopped doing things because he worried
about his memory lapses being noticed by
others. When asked to give a specific
example of this the following formulation
was arrived at.

Spoke to a friend at the Conservative club
and forgot his name.

Thinks: ‘He’ll think I’m a real idiot.’

Feels embarrassed about his memory
problems.

Stays at home.

Feels fed up and ‘a waste of space’. 

Solutions
● I would be sympathetic towards another

person with memory problems.                 
● True friends will understand my memory

problems and respect me for trying to
lead a normal life.

● I participate in a reminiscence group at
the day unit and have recalled my

→
→

→
→



childhood, working life, holidays and
hobbies. This encourages other group
members to remember their own lives
and they value my contribution. 

● Continuing to go to the Conservative
Club, doing gardening with my wife and
keeping active will help me to think more
positively about myself and feel better.

The use of linear chains comprising an
event, the client’s appraisal of it and his
emotional and behavioural responses allows
complex experiences to be encapsulated
more succinctly than the five-item generic
model. It is easy for people who experience
cognitive impairment to follow and provides
a shorthand summary of problems for future
reference. This particular example also high-
lights how the experience of memory
problems can trigger feelings of shame and
embarrassment which result in a desire to
prevent deficits from becoming apparent to
others, leading to abandonment of activities
and avoidance of others. Cognitions such as
‘I am no good’, ‘I am a failure’ and ‘I am
useless’ are common, and the client also
believes that these thoughts will be shared by
others. Consequently, the urge to hide, avoid
exposure and run away predominates
(Higginson, 2006). The following diagram
outlines how a compassionate mind
approach, adapted by Gwyn Higginson from
the work of Gilbert (2005), can inform
therapy when supporting individuals facing
these difficulties.

Compassionate mind approach.

Help others to feel safe, not seek safety
through avoidance.

Identify ‘inner bully’. What is it saying to
the person? Explore impact of memory loss,
triggers, thoughts and images.

Encourage empathy for own distress.

Explore memory assets, strengths, hobbies,
skills. Identify positive image to help soothe
inner bully.

This approach was used to encourage Roger
to challenge his negative perception of
himself and make use of his abilities. Time
was spent visiting him at home and accom-
panying him on walks in his local area, visits
to shops and a café. He was surprised to
discover that he did not get lost, could
handle money and purchase items without
becoming confused and could enjoy
pleasant conversations with friends and
acquaintances. The benefits of doing this
became apparent when, during one such
outing, he found himself unable to
remember the name of a fellow member of
his club whom he happened to meet in a
café. Roger explained that he had memory
difficulties due to Alzheimer’s disease, asked
the man his name and continued to hold a
conversation with him, but he did not expe-
rience any negative thoughts or feelings
either at the time or following the
encounter.

During one therapy session Roger was
asked to imagine how he saw himself when
he thought about not being able to do
things. He responded by imagining that he
was gardening and being unable to perform
this task properly. When asked how he would
feel towards someone else in that situation
he said that he would “feel sorry for him and
want to help him”. Roger was then encour-
aged to be as compassionate towards himself
as he would be towards another person, to
imagine putting an arm around that image
of himself struggling to do the gardening
and accept comfort and support. He found
this soothing and was then asked to identify
a more positive image of himself.

Roger had spent 22 years in the Royal
Navy and was very proud of this so he imag-
ined himself wearing the medals he had
been awarded. The following week he
brought these medals with him to the day
unit and showed them to other clients and
staff.

Roger was subsequently able to identify a
number of memory assets such as his wide
general knowledge, ability to contribute to
group activities, social skills and his recollec-
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tions of all the places he had visited. He
began to speak more openly about both his
difficulties and his remaining abilities,
remarking that his good physical health
made him feel fortunate for a man of his age.

The Gentlemen’s Club
A compassionate mind philosophy is also a
useful framework to use when facilitating
support groups for people with memory
problems. The Gentlemen’s Club is an open,
informal group for men with memory
problems who attend Priestley Day Unit and
spend an hour at a café in the hospital
grounds on Wednesday mornings discussing
their thoughts and feelings. It started with
three members but two others have now
joined. Over the past eight weeks of its exis-
tence several themes have emerged.

Acceptance of losses
The loss of valued skills such as driving,
managing finances and decorating is an
important issue for all members. Expressing
feelings of sadness and worthlessness about
these things prompted them to share memo-
ries of using valued skills in the past. One
recalled driving buses on Sundays for £1
when he worked as a mechanic at a bus
depot. Being able to enjoy such memories
has led to expressions of ‘letting go’ and
phrases such as ‘You can still do a lot’ and
‘Well, at least we’re all here talking.’ These
reflect a process in which group members
see that they are valued by each other and
are able to value themselves more.

Acceptance of help
One member said his initial resentment at
‘the wife doing everything’ had led to rows
between them until he realised that ‘She’s
just trying to help and I’d do the same for
her.’ Discussing this theme enabled others to
see family members as intending to be kind
and caring rather than domineering, but it
was important for each of them not to let
people ‘take over’. It was suggested that
trying to negotiate boundaries with others
was more constructive than feeling threat-

ened and then becoming hostile, that it was
‘okay’ to be cared for by others since ‘Some
people don’t have anyone.’

Take it easy
‘You’ve just got to take it easy’ was a remark
made a number of times by one group
member when the issue of anger was
discussed. All agreed that frustration due to
forgetting things was a common problem
and practical solutions such as notes, lists
and the use of calendars were discussed.
However, talking to others who were having
the same struggles helped individuals to feel
better about learning to adjust their expecta-
tions of themselves, especially when told
‘You’re doing fine, don’t give yourself a hard
time over it.’

We’re normal
There was some discussion about different
types of dementia, as one member of the
group has vascular dementia and the others
have been given a diagnosis of Alzheimer’s
disease. The differences were explained but
all felt that their difficulties were primarily
due to old age. As one group member put it;
‘You don’t feel so bad when you see it’s just
normal’ and would point to himself and say
‘I’m normal’ when this was discussed. This
should not be seen as denial or lack of
insight but as a means of normalising
dementia and enabling group members to
make sense of what was happening to them.

Conclusion
The compassionate mind philosophy
provides an excellent framework within which
therapeutic interventions can be adapted to
meet the needs of individuals who experience
shame and self attacking as a result of cogni-
tive impairment. It enables practitioners to
help clients experience empathy for their
own distress and challenge the negative
thoughts which prevent them from contin-
uing to fulfil their potential as human beings.
When therapies are customised to meet the
needs of individual clients, however, the issue
of how to evaluate them in a meaningful way
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needs to be considered. This has been a
largely anecdotal account, drawing on my
own and others’ experiences, but if good
practice is to be established in using such
loosely adapted forms of CBT then research
will be needed which combines the richness
of qualitative accounts with the necessary
methodological rigour.

Correspondence
Paul Green 
Mental Health Nurse,
Priestley Day Unit,
Dewsbury & District Hospital,
Halifax Road, 
Dewsbury WF13 4HS.
E-mail: paul.green@btinternet.com

8 PSIGE Newsletter, No. 99, Spring 2007

Paul Green

References



MANY THERAPISTS SEE person-
centred care (PCC) as a clinical
aspiration to which to strive. They

believe that were person-centred approaches
used more widely by services, organisations
and in care homes, older people would
receive ‘quality’ care. Indeed, the concept
has now become synonymous with good
practice and is a goal outlined in the NICE
Guidelines for Older People (2006) and the
National Service Framework for Older
People (Standard 2):

Person-centred care: The aim of this standard
is to ensure that older people are treated as
individuals and that they receive appropriate
and timely packages of care which meet their
needs as individuals, regardless of health and
social services boundaries.
(NSF Older People, 2001)

Over the last 10 years, the notion of PCC has
become central to non-pharmacological
treatment strategies. Rarely can one attend a
workshop on psychological approaches for
people with dementia, without one of the
speakers referring to the concept in positive
terms. Why has it become so important? This
article will explore some of the reasons why
it has achieved this status, and then exam-
ines some of the problems associated with
the concept.

Putting the person before the disorder: One of
the reasons behind its popularity is that it
marks a change in focus from a medical to a
psychological philosophy. In particular, this
humanistic perspective can be contrasted
with pharmacological approaches. In the
case of challenging behaviour, there is a
marked contrast between the two treatment
philosophies. For example, unlike PCC,
medical treatments do not seek to explore or

understand the causes behind problematic
feelings or behaviours, rather they princi-
pally use powerful tranquillisers or sedatives
to try to alleviate the problems.

Good face-validity: A second reason for PCC’s
popularity is its face-validity. Indeed, it seems
logical when dealing with complex problems
that one obtains a lot of information about
both the nature of the client’s difficulties
and his/her experiences, including a
comprehensive description of the person’s
background and history.

Endorsements: A further reason for many
therapists supporting the use of PCC is that
important people in the field have advocated
its use (Kitwood, 1997; Stokes, 2002). Stokes
(2002, p.61) defines his person-centred
concept of care as follows:

Accepting a person is unique (e.g. having a
life history, fears, joys and habits).
Acknowledging a person with whom we share
much in common.
Recognising the subjective experience of
dementia – a world of not knowing.

Despite endorsements from acknowledged
experts, when one examines the concept in
more detail, major problems start to emerge
(Nolan et al., 2004). 

Lack of clarity: The first difficulty, and
perhaps the most concerning, is the lack of
clarity regarding the nature of the term
(McCormack, 2004). One of the obvious
consequences of this lack of clarity is that all
sorts of disparate, and perhaps dubious,
practices become ‘badged’ as PCC. For
example, I recall receiving a referral from a
care-home concerning a man described as
an aggressive thief (i.e. stealing food from
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muddled and misguided goal
Ian A. James



staff and fellow residents). An initial investi-
gation revealed that this life-long vegetarian
had recently shown an interest in eating
meat. The manager of the home, with the
agreement of the man’s family, had
instructed the staff not to give him meat.
This was under the person-centred pretext
of preserving the man’s dignity. Things came
to a head when he started taking food from
other people’s plates. Following further
consultation with the man’s family, it had
been decided to give him his meal in his
room. However, this resourceful chap then
started to take food out of the staff fridge in
the kitchen. As illustrated in this scenario,
the lack of clarity means that actions verging
on mistreatment may be justified under the
term PCC.  

Lack of an evidence-base: A further concern
about the use of PCC is the lack of an
evidence-base supporting its use. Indeed, in
many of the recent reviews of non-pharma-
cological treatments for people with
dementia (Verkaik et al., 2006), one will not
find reference to PCC as an approach. To be
fair, there are a few controlled studies that
have employed person-centred strategies to
good effect (e.g. Fossey et al., 2006).
However, due to the lack of precision
regarding the term, and its generic nature,
researchers have treated it as a philosophy
rather than a specific form of therapy.  This
clearly leaves PCC in a difficult position in
relation to establishing itself within the
scientific community and with our medical
colleagues. This is particularly important in
relation to the latter group, as they can quite
justifiably say ‘Neuroleptics might have their
problems, but where is the evidence-base for
your person-centred work?” 

Furthermore, our adherence to this
mercurial concept may be making us lazy
practitioners. Indeed, the concept may be
serving as our ‘emperor without clothes’ (i.e.
holding PCC principles may be an excuse for
us not holding an extensive knowledge of
the evidence underpinning our clinical
practice). For example, consider the

following Small Scale Research Project
undertaken in the North of England (Worm-
sley, 2006). The project involved asking a
group of 14 PSIGE members to provide the
evidence-base supporting an intervention
strategy they had designed to treat a chal-
lenging behaviour scenario. An analysis of
the interventions demonstrated that over 90
per cent of the strategies contained elements
of PCC. Yet, only three psychologists could
provide specific studies supporting the use of
the treatments they had suggested. Of those
who could not provide details, the names of
eminent workers in the field were suggested
instead (Tom Kitwood, Graham Stokes, Mike
Bender). Furthermore, less than 25 per cent
of the 14 participants were able correctly, ‘off
the top-of-their heads’, to give details of any
empirical studies (authors, description of
design and outcome) they could show to a
colleague in support of psychosocial inter-
ventions for people with dementia.

A further concern about the concept of
PCC relates to the fact that some of its
proponents can become too fixated on the
past. Before discussing the issue further, it is
relevant to state that I agree that it is impor-
tant to undertake life-stories, examine
previous coping strategies, and to see the
person’s current situation in relation to their
past. However, I think it is crucial to high-
light the danger of continually looking back
when one is attempting to meet a person’s
current needs. Being so retrospective some-
times blinkers us to the notion that people
with dementia continue to develop and
change during their illness. They will
develop new tastes (e.g. interest in music),
revise previous life preferences (vegetarians
choosing to eat meat), develop new hobbies,
etc. I think that we need to be open to the
possibilities of people changing and devel-
oping, and thus we should see dementia as a
further ‘developmental life-stage’ in the
person’s growth as an individual.

I also have worries about how useful bio-
graphical data can be. For example, a
number of care-homes in my locality attest to
using PCC due to the fact that the staff
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compile life-story books for every resident;
for them this is good practice. However, I am
currently in discussion with the managers of
the homes, suggesting it is only good
practice once one starts doing something
with the histories; the biographies have not
yet informed care-practices.

Our expectations of staff: Notwithstanding the
difficulties outlined above, there is a further
set of problems associated with getting staff
to adopt PCC practices (Woods, 1999). In
order to understand this aspect better, first
let us examine the staff’s perspective, and in
particular the care-workers’ situation. 

‘Until we have an understanding and hear
accounts of what it is like to be a care assistant
– the difficulties, frustrations, the motivations
and satisfactions – it is going to be difficult to
find psychosocial interventions that they will
happily use.’ 
(Jaques & Innes, 1998)

In truth, it is the care-workers who are with
the clients and residents 24 hours a day, who
need to be delivering the PCC. Thus, it is this
group of people whom we expect to change
from their rather task-focussed working
strategies (Sixsmith et al., 1993), to more
personalised, empathic ways of working.
Such a change is fraught with problems for a
number of reasons. To illustrate the reasons,
I will refer to my experiences of organising
services into the local care-homes in the
north-east of England

The first problem is the motivation and
ability of care-workers to adopt new ways of
working. One of the major issues in this
respect is the composition of this group of
staff: frequently they are poorly educated,
poorly trained and poorly paid. There is a
lack of a career structure within the homes,
leading to the existence of an unstable, tran-
sient workforce. A further problem stems
from poor leadership, both at the manage-
rial and organisational levels. This is partly
due to the fact that the homes are required
to make a profit, and thus there is often a
‘What do we need to do to get by?’ attitude from
management. In recent years, this has led to

a large number of foreign workers, with poor
English, entering the homes as both quali-
fied and unqualified members of staff. This
has created many communication difficulties
for residents, families and staff.

The present article reflects a growing
trend in the literature calling into question
whether PCC is either achievable or appro-
priate (Packer, 2000; McCormack, 2004;
Nolan et al., 2004). Nolan is particularly crit-
ical about PCC’s focus at the level of the
‘individual’, at the expense of the systemic
and interpersonal domains. In their well
argued paper, the authors advocate an alter-
native framework called the relationship-
centred (RC) approach (Mulrooney, 1997).
This approach promotes well-being by
encouraging greater interdependence
between residents and staff, and increased
levels of staff respect and caregiver invest-
ment. 

An alternative: While the latter approach has
many positive aspects, it (like PCC) places a
large number of demands on staff, requiring
them to invest cognitively and emotionally.
Owing to the lack of respect and training we
invest in staff, it is questionable whether such
an approach is tenable. It has been my expe-
rience that many of the features outlined
above militate against the likelihood of
getting staff to adopt humanistic care prac-
tices, even with training. This is because
PCC, and RC, requires engagement, plan-
ning, problem-solving, and effort, all of
which I think are often too demanding for
carers who are neither valued nor supported
sufficiently. Therefore, it is my opinion that,
at this time, we should not be training care
workers to become person-centred practi-
tioners in the hope that they will suddenly
adopt empathic and caring principles.
Rather we should be legislating for the use of
specific ‘positive’ ways of working with
people with dementia, and thus leave the
element of choice out of the matter. I have
termed this approach the ‘Fast food’
scenario. Here, I am highlighting the fact
that workers in fast food outlets are ‘drilled’
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in good customer care practices to respond
to all customers in a friendly and courteous
manner. They may not really be bothered
whether I have a nice day, yet the fact it is
said to me as I leave always makes me feel a
little better.

In Newcastle we are taking the above views
forward with the Commission for Social Care
Inspection (CSCI), and asking them to
endorse training aimed at improving
communication strategies, along the line of
customer care practices. This work is in its
infancy, but we feel that it is a useful way to
approach the difficult issue of how to
communicate with people with dementia, in
a way that leaves the person with dementia
feeling positive about his/her social
exchanges.

Finally, I admit I have been a little harsh
on the concept of PCC in this article.
Indeed, I feel somewhat guilty about the
stance, because PCC forms the cornerstone
of the formulation work the Newcastle Chal-
lenging Behaviour Team have been using for
a number of years in our local care-homes
(James, 1999; James et al., 2006). Neverthe-
less, as argued above, I think this concept
deserves to be defined better and in such a
way that it can be investigated empirically. In
this light, we are currently undertaking work
on the Newcastle Doctorate Course in
Clinical Psychology to examine the evidence
base for PCC (Fraser, 2007), hoping to refine
the concept and thereby increase its utility. 
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THE DSM-IV (APA, 1994) defines Post-
Traumatic Stress Disorder (PTSD) as
occurring when a person experiences

an extreme stressor that threatens life or
physical integrity along with the develop-
ment of three groups of symptoms – re-expe-
riencing the event, avoiding reminders, and
arousal on exposure to the event or
reminders of it. Stroke can be viewed as such
a sudden life-threatening event. 

Despite a great deal of research on
depression and quality of life after stroke
(e.g. Whyte & Mulsant, 2002), there has
been little attention given to PTSD as a
possible consequence of stroke.

Case studies have described delayed onset
PTSD in post stroke veterans where previous
coping strategies had become ineffective
(Cassidy & Lyons, 1992) or implicated a thal-
amic cortical disconnection (Duggal, 2002).
By using self-report measures and a structured
interview, Sembi et al. (1998) found a preva-
lence of 9.8 per cent in a sample of 61 patients
after first-ever stroke. The researchers did not
describe the range of time since stroke onset.
There was a weak correlation between intru-
sive thoughts and severity of post stroke
disability. The PTSD group reported signifi-
cantly higher premorbid scores for neuroti-
cism and more post-stroke problems (anxiety,
depression, somatic complaints, insomnia,
and social dysfunction).

Eccles et al. (1999) studied intrusive
thoughts and emotionalism within one
month of hospital admission. They
compared a sample of patients with emotion-

alism and those without by using a relatively
weak between-group design. Intrusive
thoughts and avoidance were significantly
higher for the emotionalism group but
emotionalism was not thought to be a direct
manifestation of PTSD. Sampson et al.
(2003) compared hospitalised stroke
patients with those admitted with other
physical problems such as falls, amputation,
and infections. A prevalence of 5.6 per cent
experienced PTSD following stroke was
reported in a sample of 54 and no significant
differences on the severity of mood was
found between the groups. The severity of
the condition did not appear to predict the
occurrence of PTSD like symptoms.

Bruggimann et al. (2006) reported that 31
per cent of a sample of 49, suffered significant
symptoms one year after a non-severe stroke
as measured by The Impact of Events Scale.
Symptoms were more frequent in those with
more negative appraisals of their stroke expe-
rience. Intrusions were more likely following
basal ganglia strokes, which may implicate
frontosubcortical pathways. PTSD symptoms
appeared independent of neurological
impairment, amnesia, long-term memory
impairment, psychosomatic preoccupation,
and physical pain during hospitalisation.

Despite utilising various measurement
methods, the research suggests that PTSD
may occur following stroke. This paper
describes a study investigating the preva-
lence and types of post-traumatic stress symp-
tomatology in a sample of stroke survivors
following their first stroke. It was anticipated
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This study investigates the prevalence and types of post-traumatic stress symptomatology in a sample of stroke
survivors following their first stroke. The results reveal that the stroke was not distressing for most of the
sample, and it is possible that some natural recovery may have taken place since stroke onset. However, a small
proportion of the 34 stroke patients experienced post-traumatic stress symptomatology following their stroke.



that stroke survivors who reported post-trau-
matic stress symptoms would also report
poorer quality of life.

Methods
Following ethics committee approval, 34
stroke patients agreed to participate from
two North Yorkshire NHS trusts of which 14
were female and 20 were male. The mean
age was 73.4 years (SD = 10.7) and the mean
time since stroke onset was 62 weeks 
(SD = 26.3). The average length of hospital
stay was five weeks (SD = 5.5) and five partic-
ipants were still receiving rehabilitation
treatment. Those who suffered severe
communication and cognitive impairments
were excluded from the study. 

A multi-modal assessment of PTSD was
conducted using a structured interview
(Clinicians Administered PTSD Scale
(CAPS); Blake et al., 1992) and two self-
report measures – Penn Inventory of PTSD
(Hammaberg, 1992) and the Impact of
Events Scale (IES; Horowitz et al., 1979). An
independent rater screened 10 per cent of
the audio taped interviews and good inter-
rater reliability was achieved (kappa = .85).
Co-morbidity was assessed with the Hospital
Anxiety and Depression Scale (HADS;
Snaith & Zigmond, 1994). The Stroke –
Specific Quality of Life Scale (SS-QoL), a
self-report measure was used to assess stroke
specific health – related quality of life
(William et al., 1999a; Williams et al., 1999b).
A cross-sectional design was used with corre-
lational analysis and Independent Samples
T-Tests. Given the small sample reporting
PTSD, analysis concentrated upon using
continuous rather than categorical measure-
ments of PTSD.

Results
One individual achieved a diagnosis of PTSD
and scored above cut-off points on PTSD
measures. Three individuals indicated sub-
threshold PTSD using guidelines derived
from Blanchard et al. (1995). Table 1 (over-
leaf) presents the frequency of the three
main symptoms groups as rated by the CAPS. 

A total of seven reported re-experiencing
symptoms. Three to six months marked the
onset of symptoms for six of this group. The
symptom profile indicated more avoidance
and numbing symptoms. Most of this group
(13) described symptoms three months from
the onset of the stroke. Exactly half the total
sample reported hyperarousal symptoms
and 12 indicated that symptoms where
present by six months post-stroke. 

Older age was correlated with lower Penn
scores (r = –.56, p = .01). Fear of another
stroke was significantly associated with the
Penn (r = .34, p = .05) and feeling horrified
immediately after the time of the stroke was
significantly associated to the IES (r = .38, 
p = .03). Four participants reported receiving
treatment for mood disorders prior to their
stroke and their Penn scores were higher
compared to those who did not report
problems (t = 2.35, p = .03). This trend may
indicate that a pre-trauma history of
psychopathology may predispose people to
higher rates of PTSD symptoms. More
frequent PTSD symptoms on the Penn 
(r = –.43, p = .01) and IES (r = –.35, p = .04)
was significantly related to poorer quality of
life (SS-QoL). Two participants scored above
the clinical cut off for anxiety and two scored
above the cut-off for depression. Higher
depression scores were significantly related
to lower quality of life (r = –.59, p < .01).

Discussion
Most of this sample seemed to have coped
relatively well and it is possible that some
natural recovery may have taken place since
stroke onset. A small but clinically significant
proportion experienced post-traumatic
stress symptomatology following first stroke.
There are a number of methodological limi-
tations with this study such as sample size,
selection bias, and design, thus the results
cannot be easily generalised. However, there
are a number of implications for practice. As
not everyone exposed to a trauma will
develop PTSD, we are left with some
questions. What is the symptom profile and
what are the factors that may predict symp-
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tomatology following stroke? Future longitu-
dinal research is required that also includes
stroke survivors with communication and
cognitive impairments. 

Assessment and management protocols
for PTSD are lacking for stroke survivors but
early screening and monitoring of mood will
lead to better identification. 

Developing PTSD measures that are stan-
dardised with people following neurological
impairments will help this process. However,
PTSD and stroke have several symptoms in
common as well as overlapping with other
mood disorders. Therefore, it is necessary to
consider the relevant contribution of the
neuropsychological consequences, coping
styles, idiosyncratic appraisals of the stroke
and its impact on PTSD symptoms. This
highlights the importance of individualised
psychological formulations in developing an
understanding of the psychological distress
experienced by stroke survivors. 

The recognition of PTSD symptoms as
occurring following stroke can enable stroke
services to target appropriate support and

interventions to assist adjustment and reha-
bilitation. The efficacy and timing of
psychotherapeutic strategies used in the
treatment of PTSD remains unproven with
stroke survivors. There is limited evidence of
the effectiveness of post-stroke psychological
interventions (Kneebone & Dunmore, 2000)
with other mood disorders. However, case
studies such as Lincoln et al. (1997) have
reported improvements for some depressed
stroke patients using CBT. A role for Clinical
Psychology would focus on facilitating
training on the emotional needs of stroke
survivors to patients, relatives, staff, and
other agencies.

My clinical experience has demonstrated
that providing timely information to stroke
survivors and relatives around their
emotional experience helps to reduce the
negative appraisal of their symptoms. Most
participants described experiencing their
symptoms by three to six months post-stroke,
which usually coincides with the withdrawal
of health care services. PTSD symptoms,
similar to depression are associated with
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Table 1: Frequency of three main symptoms groups.

PTSD Symptoms N

Re-experiencing symptoms 7
Intrusive recollections of the stroke 3
Psychological distress at exposure to cues 7
Physiological reactivity 1 

Avoidance and numbing symptoms 21
Avoidance of thoughts, feelings or conversations 5
Avoidance of activities places or people 2
Inability to recall important aspects of trauma 12
Diminished interest or participation in activities 7
Detachment or estrangement 3
Restricted range of affect 4
Sense of foreshortened future 10

Hyperarousal symptoms 17
Difficulty falling or staying asleep 7
Irritabilty 7
Difficulty concentrating 12
Hypervigilance 1
Exaggerated startle response 1



poorer quality of life. It is possible that the
behavioural manifestation of poor physical
health is a reminder of the traumatic aspects
of the stroke, thereby eliciting PTSD
symptoms. Tedstone and Tarrier (2003)
argue that the presence of PTSD symptoms
can lead to adverse health effects such as
increased morbidity, mortality, and non-
compliance. The Royal College of Physi-
cians’ (2006) national audit of stroke
services stated that ‘psychology remains a
virtually extinct species’. Despite the cost
implications and the current economic

climate within the NHS, we need to continue
the struggle for longer-term service provi-
sion to enhance the well-being of stroke
survivors and carers. 
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THERE IS A STRONG AND CONSIS-
TENT relationship between weight loss
and hospitalisation amongst older

people. For instance, in a systematic review
of randomised controlled trials of oral
protein and energy supplementation, Milne,
Potter and Avenall (2002), noted that 55 per
cent of elderly patients were undernour-
ished on admission to hospitals and that
increased length of stay was associated with
further weight loss. 

Weight loss amongst older people is also
associated with dementia (Wolf-Klein &
Silverstone, 1994). For instance, Cronin-
Stubbs et al. (1997) found that people with
dementia of the Alzheimer’s type (DAT)
were more likely to lose weight than
controls, even control subjects with coronary
heart disease and cancer. Amongst older
people with dementia, weight loss tends to
be associated with a deteriorating clinical
picture, including a shorter life span, and is
often viewed as an inevitable consequence of
the neurological changes associated with
dementia. Unsurprisingly, then, weight loss

amongst people with dementia also seems to
be more common when people have been
hospitalised. Thus Burns, Marsh and Bender
(1989) found a relationship between
decreased BMI and length of stay in hospital,
while White et al. (1996) found that func-
tional status and severity of dementia corre-
lated with weight change. In the latter
report, results from a six-year longitudinal
study showed that compared to a control
group, weight gain and weight loss of five per
cent or more was more common in DAT
patients. The degree of weight loss predicted
mortality, while weight gain was protective
(White, Piper & Schmader, 1998).

However, there does not seem to be an
inevitable relationship between these
factors. Thus Wang et al. (1997) compared
two groups of institutionalised patients, with
and without dementia, and controlled for
levels of independence. They found no clear
association between dementia and weight
loss even when participants experienced
feeding problems.
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Weight change and in-patients with
dementia: A preliminary study
El-Awad Hamid, Richard Cheston & Rebecca Watkins

Objectives: The aims of this study were to identify those nursing, psychiatric and psychosocial aspects of
care which predicted changes in BMI and body weight amongst people with dementia in the first six and
12 weeks after admission to hospital.
Participants: 33 patients with moderate or severe levels of cognitive impairment who were admitted to three
NHS assessment wards for people with dementia in the South-West of England were recruited. Twenty-one
patients were re-assessed after six weeks, with measures repeated again 12 weeks after admission with 15
patients. 
Findings: A forward stepwise regression model indicated that weight change between admission and six
weeks was predicted by the use of anti-psychotic medication, while weight change at 12 weeks was predicted
by factors which impeded the patients’ capacity to eat (including physical illness). Increases in BMI were
related to higher levels of ill-being. 
Conclusions: The care of people with dementia on in-patient wards should be concerned to identify both
those physical and psychological or psychiatric factors which act to prevent individuals from eating, and to
develop effective means of intervening with those patients who are at risk of weight loss.
Keywords: dementia; weight loss; obesity; ill-being.



Yet, the association between dementia,
weight loss, hospitalisation and mortality
suggests that this is an important area for
clinicians to be concerned about. In partic-
ular the shift in dementia care that has
occurred over the last 10 years or so in the
UK, towards an increased awareness of
person-centred care (e.g. Kitwood, 1997),
suggests the need to establish whether
psychosocial aspects of care, in addition to
neurological and other factors are impli-
cated in patterns of weight change. The aims
of this study were to look at the nursing,
psychiatric and psychosocial aspects of care
which predict changes in BMI and body
weight amongst people with dementia in the
first six and 12 weeks after admission to
hospital.

Methodology. 
Design: The design of this study involved a
repeated measures opportunity sample with
participants being recruited over a four
month period from three NHS assessment
wards for people with dementia in the south-
west of England. Data relating to a variety of
psychosocial, nursing and medical factors
was collected in the first week after admis-
sion, and then at six and 12 weeks after
admission. 

Subjects: 41 participants were admitted to
the three wards during the course of the
study. Patients were excluded from the study
if: consent could not be established (three
patients); or if they suffered from a physical
disability which prevented measurements
from being taken (five). In all 33 patients
were assessed in the first week after admis-
sion. Six weeks after admission, 10 patients
had been discharged while a further two
patients unfortunately dying, and, therefore,
data was collected from only 21 patients. At
12 weeks a further six patients had been
discharged, with all 15 patients who
remained being included in the study.

Background information was collected
from the patients’ notes concerning: their
diagnosis; medication; mobility levels; and
level of cognitive functioning using the Mini-
Mental State Examination (MMSE; Folstein,
Folstein & McHugh, 1975). In addition data
were collected during the study on:

Height and weight. Patient’s heights were
recorded on admission. This allowed the
patients’ Body Mass Index (BMI) to be
calculated (Centre for Disease Control
website, 2005). Participants were always
weighed using the same machine. Scales
in each of the three facilities were
calibrated at each time of use against a
portable, electronic set of scales.
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Table 1: Demographic details of patients.

Measure Admission Six weeks Twelve weeks
(N = 33) after admission after admission

(N = 21) (N = 15)

Gender 17 F, 16 M 14 F, 7 M 9 F, 6 M

Mean age 79.12 (SD = 8.23) 80.79 (SD = 8.59) 81.73 (SD = 8.64)

Mean MMSE 15.71 (SD = 6.05) 15.85 (SD = 5.41) 17.25 (SD = 4.881)
on admission (N = 27)

Diagnosis DAT – 18 DAT: 12 DAT: 7
Vascular: 9 Vascular: 6 Vascular: 5

Other: 6 Other: 3 Other: 3

Mobility 75.8% mobile 75% mobile 66.7% mobile

Weight 63.41kg 62.01kg 62.14kg
(SD = 13.44) (SD = 11.13) (SD = 11.54)



Well-being and ill-being. Using the Bradford
Dementia Group (1997) profile of well-
being and ill-being, nursing staff were
asked to rate patients according to 15
indicators of well-being and 13 signs of
ill-being. 
Affect. Levels of depression were
measured using the Cornell Scale for
Depression in Dementia (Alexopoulous
et al., 1988), a well-established interview
based measure which is designed for
assessing the level of depression of
people with dementia. Levels of anxiety
were measured at each time point using
the Rating Anxiety in Dementia or RAID
(Shankar et al., 1999), an interview-based
measure again designed specifically for
people with dementia. 
Behaviour. Nursing staff were asked to
assess the patient’s physical health and
behavioural factors that might impede
his or her ability to eat, in terms of being
at a low, medium or high level. Factors
which could affect a patients’ capacity to
eat included disability, illness or
psychiatric functioning.

Findings
Data were analysed using S-plus Version 2000
for Windows. In order to determine the
factors that may help to predict weight
change, we created a response variable equal
to the change in weight for each patient.
Fitting a forward stepwise linear regression

model, the only variable that was found to be
significant in predicting weight change at six
weeks was the use of atypical anti-psychotic
medication in the two weeks before admis-
sion (df = 1; R = .569; p = .021). The esti-
mated intercept for this model was not
significantly different from zero, and the
estimated weight after six weeks for patients
taking atypical anti-psychotics at admission
compared to those who did not was 3.4kg. At
12 weeks, weight change was predicted by
the patients’ physical health and other
behavioural factors that impeded his or her
ability to eat (df = 1; R = .959; p = .041).

It was not possible to calculate BMI for 2
of the 21 in-patients at the six week stage and
for 3 of the 15 patients at the 12 week stage.
In the case of the 12 week follow-up this
reduction in numbers precluded a mean-
ingful statistical analysis. Change in BMI in
the first six weeks after admission was best
predicted by levels of ill-being on admission
(df = 1; R = .641; p = .034) with overweight
patients (those with a BMI of above 25)
having higher levels of ill-being. 

Discussion
This research has been a preliminary
attempt to identify those nursing, psychiatric
and psychosocial factors that may predict
weight change amongst patients on three 
in-patients wards for people with dementia.
Yet is important to note that the results
obtained in this preliminary study may be
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Table 2: Weight change of in-patients with dementia.

Six weeks Twelve weeks
after admission after admission

(N = 21) (N = 15)

>5% decrease
4 5

in body weight

No change 13 6

>5% increase 4 4
in body weight



unreliable due both to the relatively small
number of patients included in the study
and the number of covariates that we exam-
ined. While the models that we produced
provide a good fit to the data that we had
here, the models are relatively sensitive to
outlying values and thus may be of limited
use in estimating weight or BMI changes in
other settings.

Nevertheless, despite this caution, this is
clearly an important area for clinicians not
least because of the association between
weight loss and higher rates of mortality. The
average weight of the 15 patients for whom
data were available across the 12 weeks of
this study declined from 63.4kg on admis-
sion to 62.1kg after 12 weeks. The strongest
predictive factor for weight loss at 12 weeks,
concerned the presence of physical health
and behavioural factors that impeded a
person’s ability to eat. Those 10 patients in a
good state of health with no physical or
psychological difficulties that might impede
their eating lost an average of 1.03kg.
However, those five patients who were either
physically unwell, for instance suffering from
unstable diabetes or a chest infection, or
who consistently declined the chance to eat,
lost over twice as much weight (an average of
2.18kg).

Yet, the results also indicate that there
seems to be a complex interaction between

psychosocial, nursing and other factors and
weight change. For instance, not all patients
lost weight – and in many ways, this popula-
tion is characterised by changes in weight
maintenance and stability, rather than by a
simple weight loss. Thus almost as many
patients at 12 weeks had gained more than
five per cent in body weight as had lost the
equivalent proportion of body weight. This
increase in body weight can partially be
explained by medication use and in partic-
ular by the use of atypical anti-psychotics.
This is consistent with known side-effects of
these drug treatments which have shown
they can cause moderate weight gain in
older people. Moreover, those seven partici-
pants who at 12 weeks could be defined as
either overweight or obese, had higher
average level of ill-being than those patients
who were either underweight or within a
normal range. It may be that those patients
who showed more overt signs of ill-being
may be more likely to turn towards food as a
source of comfort or were more likely to
receive psychotropic medication.

Patient care, therefore, on these in-
patient wards should look to identify both
those physical and psychological or psychi-
atric factors which act to prevent individuals
from eating, and also higher levels of ill-
being. For both groups it is important to
prioritise appropriate interventions.
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Table 3: relationship between ill-being and healthiness of patients’ weights 
six weeks after admission.

Six weeks Mean levels
after admission of ill-being

(N = 19)

Underweight
2 6.00

(BMI less than 18.5)

Within
10 7.80

healthy range

Overweight
or obese 4 4

(BMI above 25)
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IN A RECENT RADIO INTERVIEW,
Harry Cayton, National Director for
Patients (BBC News, 3 October, 2006)

argued that phrases such as ‘frequent flyers’
for patients who make regular trips to
hospital, ‘bed blockers’ or ‘DNAs’ (patients
who don’t turn up) are demeaning. 

‘Frequent flyers implies that somehow these
people want regular trips to hospital, that they
are collecting points and that they enjoy the
health and life-threatening roundabout of
continual admissions, treatment and
discharge’. 

What Mr Cayton is highlighting here is how
the use of language from professionals
contributes towards stigmatising all patient
groups but in particular older patients. 

Goffman (1976) defines stigma as any
overtly identifying aspects of an individual’s
presentation that categorises that individual
as somehow separate from the general
‘norm’. Goffman specifically speaks of three
categories of stigma. The first are what he
calls the ‘abominations of the body’ or
‘physical deformities’, the second are ‘blem-
ishes of individual character’, i.e. ‘domi-
neering, unnatural passions, treacherous-
ness, or dishonesty’ – qualities that would be
inferred from having a conviction for a
violent crime, addiction or mental disorder
and, lastly, ‘tribal stigma’, that is the charac-
teristics which identify you as forming part of
a particular group such as based on race,
religion or as Cayton notes, age. 

‘By definition of course we believe the person
with a stigma is not quite human. On this
assumption we exercise varieties of discrimina-
tion through which we effectively, if often
unthinkingly, reduce his life chances. 

We construct a stigma theory and ideology to
explain his inferiority and account for the
danger he represents … We use specific stigma
terms such as ‘cripple’, ‘bastard’, ‘moron’ in
our daily intercourse as a source of metaphor
and imagery typically without giving thought
to the original meaning.’
(Goffman, 1976, p.15)

Goffman goes on to differentiate between
what he terms ‘virtual’ and ‘actual’ social
identity.  Virtual refers to what we as
onlookers or ‘the other’ understand of a
given individual prior to contact as opposed
to what may be the case. I remember once
attending a case conference in which a
group of professionals attempted to brow-
beat a client into accepting residential place-
ment. The client in question had full
capacity to make that decision for herself
and she responded very much in kind that is
assertively. In this instance her virtual social
identity, that of being frail and disenfran-
chised, did not accord with her actual social
identity, which was as an accomplished
retired academic who knew her mind.
However, very clearly this is not always the
case and more often than not our elderly
clients may indeed find themselves intimi-
dated into taking decisions that they may not
necessarily want since: 

‘The stigmatised are tactfully expected to be
gentlemanly and not to press their luck; they
should not test the limits of the acceptance
shown them, nor make it the basis for still
further demands.’
(Ibid, p.141)

Goffman talks about the stigmatised subject
attempting to ‘manage the information’,
surrounding their stigma in a way of
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reducing the tension that emerges from the
discrepancy between virtual and actual social
identity. For instance an elderly subject may
attempt to wear clothes that are more likely
associated with a younger person. They may
wear make-up or alter their appearance in
various ways so as to attempt to ‘pass’. The
other method of information management
that Goffman refers to is ‘covering’. 

Whereas ‘passing’ refers to actually
altering one’s appearance so as to deceive
the onlooker, ‘covering’ refers to an attempt
to minimise the presence of stigmata. 

‘It means that the unfairness and pain of
having to carry a stigma will never be
presented to [normals]; it means that normals
will not have to admit to themselves how
limited their tactfulness and tolerance is; and
it means that normals can remain relatively
uncontaminated by intimate contacts with the
stigmatised, relatively unthreatened in their
identify beliefs.’
(Ibid, p.148)

This is illustrated by a client whom I recently
saw; an elderly man who was again quite frail
in presentation coming to me and
requesting help with managing his commu-
nications with professionals, specifically on
the phone. He now finds that it takes him a
bit more time to generate a sentence. When
he knows that he is not responding quickly
enough, for instance in a telephone conver-
sation with a public utility representative or
the bank, his interlocutor will attempt to fill
the apparent void in the conversation by
either trying to anticipate his response or
simply bringing the conversation to an
abrupt end. My initial response to the
client’s request was to provide him with some
pat phrases to allow him to take better
control of the situation. For instance, when
he knows that he has a difficult conversation
to write down the points that he feels he
needs to make in bullet points ahead of time
so that he is reading from a text in front of
him at the phone. Or, if caught unexpect-
edly, with a simple automatic phrase such as
‘let me think about that and I’ll call you
back’. 

However, there is a larger question here
that Goffman highlights. Part of my client’s
anxiety around his delayed communication
results from his feeling ‘stupid’ or that he is
going to be dismissed as ‘an old fool’. When
he becomes more anxious this actually exac-
erbates his performance. In a sense my
providing him with recommendations to
‘cover’ his stigma, which in this instance is a
quavering voice and slowed speech produc-
tion in fact aids and abets an ageist world
which is failing to accommodate my client’s
needs. The issue here, therefore, is two-fold.
In the first instance it has to do with the lack
of accommodation mentioned by the profes-
sionals providing a service for my client and
in the second instance has to do with the
extent to which my client identifies with the
values expressed by adults, that is if you have
the stigma of a quavering and slowed voice
you are ‘old, foolish and ‘stupid’. 

‘The in-group [stigmatised] and the out-group
[normals] then, both present an ego identity for
the stigmatised individual, the first largely in
political phrasings, the second in psychiatric
ones. The individual is told that if he adopts
the right line …, he will have come to terms
with himself and be a whole man; he will be an
adult with dignity and self-respect.
And in truth he will have accepted a self for
himself; but this self is, as it necessarily must
be, a resident alien, a voice of the group that
speaks for and through him’.
(Ibid, p.149)

Goffman notes how much more difficult
stigma are for individuals who have devel-
oped the stigma in question later in life
when they have had time prior to their actu-
ally falling into the stigmatised category to
form ‘normal views’ around what constitutes
the stigmatised group such as, in this
instance, older people. He/she has there-
fore internalised the views of an ageist world
and seen them as justified such that he/she
attempts to cover the evidence of his/her
age. Our role as psychologists in this instance
becomes more difficult in that we can
become tacitly complicit to the intolerance
of a wider society.
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Is the problem here first and foremost a
psychological problem or rather is this not a
social problem with psychological conse-
quences? Maybe David Smaill (1993) had it
right when he writes ‘In order to develop a view
of emotional distress which is both helpful and
true, one has, I believe, to turn prevalent under-
standings inside out. Instead of looking inward to
detect and eradicate within ourselves the products
of ‘psychopathology’, we need to direct our gaze out
into the world to identify the sources of our pain
and unhappiness. Instead of burdening ourselves
with, in one form or another, the responsibility for
‘symptoms’ of ‘illness’, ‘neurotic fears’, ‘uncon-
scious complexes’, ‘faulty cognitions’ and other
failures of development and understanding, we
would do better to clarify what is wrong with a
social world which gives rise to such forms of
suffering.’
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THERE HAS BEEN CONSIDERABLE
debate in recent years concerning
whether or not patients deemed to be

suffering from Alzheimer’s disease should be
told their diagnosis. A number of studies has
shown that physicians are, in fact, reluctant
to tell patients their diagnosis and that many
such patients are, therefore, not informed
(e.g. Rice & Warner, 1994; Vassilas &
Donaldson, 1998). 

Researchers have adopted various
approaches to tackling this question. For
example, some studies have sought the views
of relatives caring for a person with
Alzheimer’s disease. These have typically
produced mixed findings, with some indi-
cating that the majority of carers are opposed
to the idea of disclosing the diagnosis to their
relative, while others suggest a more
favourable attitude (e.g. Barnes, 1997;
Maguire et al., 1996). In contrast, studies that
have sought the views of older adult peer
groups indicate that many would not want to
be told of a hypothetical diagnosis of
Alzheimer’s disease should they later develop
it (Erde et al., 1988; Holroyd et al., 1996). 

It is only recently that studies have begun
to address the perspective of the patient.
Marzanski (2000), for example, found that
21 of the 30 patients whom he interviewed
would like to have known what was wrong
with them or wished to obtain more infor-
mation if they already knew. Ten of these
patients specified that they would like to
know their diagnosis. Similarly, Pratt and
Wilkinson (2001) interviewed 24 people, the
majority of whom knew their diagnosis, and
reported that participants identified a
number of opportunities gained from

learning their diagnosis and comparatively
few limitations. All of those who knew their
diagnosis agreed that patients should be
informed of their diagnosis. 

There do not yet appear to be any
published studies that have specifically
sought the views of older adults presenting
with memory difficulties regarding their
desire subsequently to be informed of a
possible diagnosis of Alzheimer’s disease.
The present study has, therefore, been
designed to address this. 

Method
Participants were recruited from two NHS
Trusts within South Wales and comprised a
consecutive sample of patients aged 65 and
over referred for investigation of memory
complaints. Prior to more formal assess-
ment, they were interviewed concerning
their memory difficulties. They were specifi-
cally asked whether or not they were
suffering any memory problems and, if so,
what they considered to be the possible
cause and whether they would wish to be
informed of the cause if a memory problem
were identified. A brief discussion then took
place concerning the causes of memory
problems in older people, and Alzheimer’s
disease was mentioned as one of the most
common. It was emphasised that this is a
progressive disease for which there is
presently no cure. Patients were then asked
whether or not they would wish to be
informed if they were subsequently to be
diagnosed with Alzheimer’s disease and what
were the reasons behind their choice.

26 PSIGE Newsletter, No. 99, Spring 2007
© The British Psychological Society 

Do older adults with early memory loss
wish to be told if subsequently diagnosed
with Alzheimer’s disease?
Paul Elson



Results
A total of 95 patients were referred for inves-
tigation of their memory complaints. Of
these, 59 denied suffering any difficulties,
leaving 36 (38 per cent) patients who were
then interviewed (22 women, 14 men). The
mean age of participants was 75.9 years 
(SD = 5.8). Twenty-nine patients were later
clinically diagnosed with dementia, three
with mild cognitive impairment and four
were discovered to be cognitively intact and,
therefore, non-dementing.

Two-thirds of patients interviewed were
uncertain of the cause of their memory
problems. However, the remaining patients
attributed their memory problems to a
variety of causes, the most common being
those related to physical health (e.g. stroke;
nutritional deficiency), mental health (e.g.
stress; depression) and ‘old age’. 

The majority of patients (31, 86 per cent)
stated that they would like to be informed of
the underlying cause of their memory
problems in a general sense, while slightly
fewer (25, 69 per cent) wished to be told if
specifically diagnosed with Alzheimer’s
disease. Participants shared a variety of
reasons underlying their decision to be or
not to be informed of a diagnosis of
Alzheimer’s disease. Among those who
wished to be told their diagnosis, the most
common reason related to the desire to
develop advance plans, a wish to be kept
well-informed, the facilitation of psycho-
logical adjustment and the consideration of
treatment. In contrast, the most common
reason cited by those people who did not
want to be told their diagnosis is that it
would cause anxiety or distress.

Discussion
A number of findings emerged from the
present study. First, it is clear that many
patients were presenting to services without
having formulated a clear understanding of
the underlying cause of their memory diffi-
culties. It is, therefore, important that any
subsequent conversation that the physician
may have with the patient concerning the

issue of Alzheimer’s disease as a possible
cause of memory difficulties, and certainly
any intention to disclose the diagnosis, must
be conducted with the utmost sensitivity.

Another finding to emerge from the
study is that the majority of patients wished
to be informed of the overall underlying
cause of their memory problems although
slightly fewer wished to be told if specifically
diagnosed with Alzheimer’s disease. This
could suggest that some patients only wish to
know the cause if it is more benign and the
comments made by these people seemed to
support this. Nevertheless, the majority of
patients did express a desire to know their
diagnosis, and therefore the current
tendency of practitioners frequently to
disclose the diagnosis to carers but not to
patients can no longer be justified. However,
it is important to recognise that a significant
minority of patients did not want to be told
of a possible subsequent diagnosis of
Alzheimer’s disease. This highlights the
need to consider each case individually and
not routinely to disclose a diagnosis of
Alzheimer’s disease to patients deemed to be
suffering from this disorder. 

The present study represents a first step
towards ascertaining the preferences of
patients presenting with memory complaints
subsequently to be informed of their diag-
nosis and also illustrates the value of
discussing these issues with patients prior to
conducting investigations. The study also
demonstrates that a significant proportion of
patients (in this study, nearly 4-in-10) are
willing and capable, both cognitively and
emotionally, of engaging in discussion
around what is a highly sensitive and emotive
issue. Further research is now needed to
build on these findings.
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Media Training Courses 2007
Working with the media?  Want to gain some valuable tips and experience? 

Whether you are a complete beginner or looking to update your skills, 
you will find our training sessions stimulating and enjoyable.

An Introduction to Working with the Media
A one-day immersion in the media – newspapers, magazines, radio and television – with lots of hands-on experience. 
This course is designed to give a general introduction to how the media operates, as well as introducing some of the skills
necessary in media liaison. e.g. press release writing and interview techniques.

Members’ Cost: £126 (inc. VAT) Dates available: 19 February 07; 14 May 07; 17 September 07; 3 December 07.

Broadcast Interview Skills
A one-day course that covers everything required for speakers to feel confident about taking on 
broadcast interviews. It will focus on radio interviews, but will also cover TV interview techniques.

Delegates will be provided with plenty of practical opportunity to get in front of the microphone 
and to gain experience of actually being interviewed.

Members’ Cost: £179 (inc. VAT) Dates available: 5 March 07; 24 September 07; 10 December 07.

All courses take place in London and include lunch and course materials.

Registration form and further details from:
Dawn Schubert
Administrator, Publications & Communications Directorate
Tel: 0116 252 9581; E-mail: mediatraining@bps.org.uk



IN THE UK, THERE IS A GROWING
awareness that the population is ageing,
with an estimated over 50 per cent of the

population being 60+ in the next 10 years.
This has been highlighted, on the political
stage, by the recent pensions crisis.

With more people ageing there will,
inevitably, be the need for more relatives to
become carers of older adults due to
shortage in services. Indeed, the only option
may become private nursing homes for indi-
viduals who require additional help or have
full time care needs. Furthermore, relatives
needing to become carers puts additional
strain on their employment responsibilities.
Starrels, Ingersoll-Dayton, Dowler and Neal
(1997) carried out a study on 1585
employees in America who were caring for
an elderly relative whilst working. They iden-
tified cognitive and behavioural problems as
the strongest predictors for stress in adult
caregivers. This has direct effects in terms of
the emotional, physical and financial strain
that resulted as well as indirect effects on
their personal and working lives. This led in
some cases to increased staff absenteeism,
reduction in work hours, and caregiver
refusing promotion. Therefore, the increase
in people entering the caring role has impli-
cations for the economy and employers, as
well as for the carers themselves. 

In conjunction with these changes,
recent media campaigns have highlighted
that older people are more vulnerable to
abuse. Indeed, around 1-in-5 older people
are abused by people in a caring position.
Therefore, one area that is key is carers’
needs, and how stressful they may find the
situations they are in caring for a relative and
how these stressors can be supported from a
service point of view. 

As part of the NHS services provided by
an older people community mental health
team, there is a need for psychological
support to be offered to carers of clients who
have dementia. This is because of the
inevitable impact this may have in terms of
the client being admitted onto an in patient
ward – should care at home break down. The
importance of psychological approaches has
only increased with the withdrawal of phar-
macological treatments that may slow the
dementia process, due to a proposed lack of
cost effectiveness in the NHS. 

It is important to consider what are the
primary stressors for carers according to the
current research. Starrels et al. (1997) high-
lighted that emotional or cognitive behav-
ioural difficulties in the older person
appeared to be more associated with
increased levels of emotional, physical and
financial stress. A further study that examines
if clinical diagnosis and disability are predic-
tors of stress in carers was carried out by
Cullen, Grayson and Jorm (1997). Cullen et
al. (1997) focused on including detailed
clinical measures of the severity of cognitive
impairment in the older person in 90 older
people living in the Australian community
with a carer. They also examined the level of
disability in the older person by asking their
carers information on the older person’s
behaviour and personality, as well as
reporting on their own well-being. They
found that the carers’ rating of disability in
the older person, and of disturbed behaviour,
were the strongest predictors for carer well
being, in comparison to the relationship
between the carer and older person, or the
sociodemographic characteristics of the
older person or carer. In addition, the
further social and work implications are also
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stressful (Starrels et al., 1997) to adult care-
givers, which can result in feelings of
emotional and physical exhaustion. 

A study that examined the carer role and
their relationship to the older person more
closely was carried out by Lyonette and
Yardley (2003). These authors examined the
influence of work related, carer related and
personal factors on carer outcomes in 204
female carers who were working. The authors
created two specific measures relating to the
personal factors of caring. They examined
the external pressures of caring such as guilt,
the older person’s expectations of care, and
perceived disapproval of others. They also
examined both intrinsic and extrinsic moti-
vations for caring, as well as the relationship
the caregiver had with the recipient in terms
of respect, admiration of the older person, or
if their was a struggle for power, and if the
older person was resistant to caring efforts.
The authors highlight several key areas that
may make caring more stressful for the care-
giver. For example, the carer living with the
care recipient, and having a closer relation-
ship with the care recipient were associated
with increased carer stress. The authors
found that greater extrinsic motivations to
care and poorer quality of the relationship
with the older person were the most signifi-
cant predictors of carer stress. The percep-
tion of carers towards external pressures,
such as feelings of guilt, duty, responsibility,
etc., was in turn associated with increased
levels of carer stress. Carers who had more
intrinsic motivations towards care, such as
having admiration for the older person and a
better quality relationship with the older
person were likely to experience lower levels
of stress. 

Braekhus, Oksengard, Engedal and
Laake (1998) conducted an in-depth study
with dementia patients and their carers,
which examined social and depressive stress
suffered by 92 spouses of patients with mild
dementia who attended a memory clinic.
The results showed that 25 per cent of
spouses highlighted always or often having
problems with the following: being

depressed by the situation; having difficulties
in getting away on holiday; social life being
affected; household routines being upset;
and, sleep being interrupted. They also
found that social stress was significant and
was associated with the patient’s level of
activities in daily living. Furthermore, they
found that carer depressive stress was associ-
ated with low mood and behaviour in the
client, and that low levels of social support
related strongly to depressive complaints in
the carer. 

Both of these studies highlight the
complexity of the carer – client relationship,
and how depression in the client can
increase carer stress (Braekhus et al., 1998).
In addition, disability in the client strongly
affects carer well being (Cullen et al., 1997).
Beyond the client-carer dyad, the carer’s
cognitive appraisal of the older person’s
disability, and the reduction of social roles
for the carer in work and personal life (Star-
rels et al., 1997) were also strong predictors
of carer stress. What has not been addressed,
to my knowledge, it any additional contribu-
tion of cultural factors.

Nonetheless, this research may give
services insights as to how to help improve
carers’ coping. 

One such study sought to prevent carer
stress and to identify service needs (Nankervis,
Schofield, Herrman & Bloch, 1997). The
authors sought to identify unmet needs in
families of clients, and included 67 carers.
Most participants were married, middle aged
women looking after parents or husbands of
whom half were aged 80+. The authors found
unmet needs in most of the families visited,
and that service barriers often prevented some
needs being met. The authors highlighted
carer stress and burden as key unmet needs
and recommended more counselling and
service supports being available. 

Another study, examining the carer-
client reciprocal relationship from a service
perspective, was carried out by Hoskins,
Coleman and McNeely (2005). This was an
uncontrolled evaluation of the effectiveness
of interventions offered by a community
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mental health team (CMHT) to carers of
clients with dementia over a two-year time
period. The authors used the Carer Strain
Index to compare scores of carer stress from
initial assessment, to three- and six-month
follow up. After initial assessment, the team
offered a range of interventions to carers
including, providing care workers, providing
specialist workers in order to improve
memory functioning for clients in their own
homes, offering respite care, a carers group
and the input of the multidisciplinary team.
The authors particularly emphasised the
carers group, which provided psycho educa-
tion, peer support, and goal orientated solu-
tions. Furthermore having strong lines of
communication between the team and the
carer were also important factors providing
practical support quickly. The results showed
the interventions the CMHT offered were
effective at reducing carer stress from 9.23 in
the initial assessment to 6.63 after three
months of interventions to 4.12 after six
months of intervention. The authors advo-
cate regular use of the Carer Strain Index by
CMHTs in order to see if carer needs are
being met. 

An important consideration for a service
is to consider the current services that are
available and if they are effective in reducing
carer stress. One type of service that is on
offer is a day centre that offers treatment,
assessment and respite care for older people
with dementia and mental health problems.
A study carried out in Ireland by Fell, Kenny
and MacLachan (2001) examined the bene-
fits to carers of 40 older people. They asked
carers to complete measures of carer
burden, psychological distress, perceived
social support and coping styles. They found
that older people’s attendance to a day
centre did not alleviate carer burden or
distress. Furthermore, carer burden and
support satisfaction were independently
related to psychological distress, whereas
coping styles and the number of social
supports were not related to carer burden.
This research indicates that satisfaction with
social support is important. 

Another study examining the effective-
ness of particular coping methods was
carried out in the UK by Graham, Ballard
and Sham (1997). They wanted to see if
there was an association between 109 carers’
knowledge of dementia and levels of physical
and psychological distress, and whether
knowledge would a carers’ cognitive
appraisal of the situation. The authors found
that more knowledgeable carers experi-
enced lower levels of depression but higher
rates of anxiety, and that high levels of
knowledge did not affect physical health.
Furthermore, carers were more likely to have
reduced expectations of the older person,
and would make positive comparisons with
other people as well as feeling more compe-
tent and confident as care givers. 

These two research studies examine
particular interventions that services have
offered in terms of increasing carer know-
ledge of dementia and offering day care
services to older people, which may as a result
reduce carer burden. The offering of a day
service appears to be ineffective in reducing
carer stress (Fell et al., 2001) and increasing
carer knowledge may reduce depression in
carers but potentially increase anxiety
(Graham et al., 1997). However, one consis-
tent theme appears to be the importance of
cognitive appraisal of the carer’s situation to
how much stress they experience. 

Most research has used quantitative
methods, with questionnaires and rating
scales examining specific aspects of the
carers’ experience, stress levels and coping
mechanisms. However, it may be possible
that a qualitative approach based on open
ended questions about carers’ current expe-
riences might reveal different results. 

One such study looking at spouse carers
of people with Alzheimer’s disease was
carried out by Murray, Schneider, Banerjee
and Mann (1999). They interview 20 carers
from over 14 different countries in the Euro-
pean Union using a semi-structured inter-
view. The most common difficulties
expressed were a loss of companionship
through diminished quality of communica-
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tion, loss of reciprocity as carers experience
their partners’ growing dependency on
them, and deterioration in their partners’
social behaviour. Satisfaction from carers
came from continued reciprocity, mutual
affection, companionship, feeling job satis-
faction and the fulfilment of a sense of duty.
The authors argue that the responses given
from carers from 14 countries express a
commonality of experience in the role of
caring. Consistent with Lyonette and Yardley
(2003), a better quality relationship with the
older person was linked to reduced carer
stress. 

In summary, a number of important stres-
sors have been highlighted by this research,
including depressive symptoms in clients
(Braekhus et al., 1998), the behaviours of the
older person and perceived disability in the
older person from the carer (Cullen et al.,
1997; Starrels et al., 1997). These stressors
can result in reduction of social and work
roles in the caregiver, and exhaustion both
emotionally and physically (Starrels et al.,
1997). In terms of mediators for these stres-
sors, cognitive appraisal has been high-
lighted as an important area (Cullen et al.,
1997) as well as increased psycho-social
support and counselling for carers (Lyonette
& Yardley, 2003; Nankervis et al., 1997;
Hoskins et al., 2005). The mediator stress
and coping model (Taylor, 1998) may be a
helpful theoretical framework to consider
researching or intervening in these areas.
Clearly, more research is needed. This could
combine quantitative and qualitative
approaches, sampling carer stress and
psychological distress, and assessing the
effectiveness of different psychological inter-
ventions.

(Editor’s note: This article has been edited
for length.)
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THE PSIGE NATIONAL COMMITTEE
is delighted to announce the winner of
the PSIGE Research Prize, 2007. 

Trainees who completed a research thesis
relevant to the needs of older people and
who graduated between 2004 and 2006 were
invited to submit a 3000 word paper. The
prize is registration at the PSIGE Conference
in Nottingham, 4–6 July, 2007, and an invita-
tion to present the winning research at the
conference (bursary value £500). The
winning paper will also appear in the Confer-
ence issue of the PSIGE Newsletter (October,
2007).

We received some excellent submissions
so that it was with difficulty that we selected
a winner. Please join us in congratulating 
Dr Susan Pooley. Susan graduated from
Salomon’s Course in 2006 where she
conducted her research under the supervi-
sion of Dr Sue Holttum, Dr Paul Camic and
Dr June McNicholas. Her research title was:
‘Maintaining affectional bonds: The signifi-
cance and meaning of companion animals
for pet owners living in homes for older
people’. 

In addition, the committee would like to
commend Lucy Birch and Paul Wendon for
their papers. Lucy’s work has been accepted
for publication in the British Journal of
Clinical Psychology, and Paul Wendon’s article
will also appear in a forthcoming issue of the
PSIGE Newsletter. 
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Geographical Group web pages on psige.org
Yorkshire and Humberside have led the way with taking ownership of their web page on the
PSIGE website. This has been spearheaded and co-ordinated by Clare Hilton. The National
Committee applauds Clare and her colleagues for their hard work. We could encourage other
Geographical Groups to follow this great example by increasing their input to the website,
perhaps beginning with their own web pages.  This can be done in liaison with Patrick 
McGuinness, Tel. 020 8663 8124 (direct) or 020 8663 8137 (admin) or at 
patrick.mcguinness@slam.nhs.uk.
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News of Members

What older people want from community health and social care services –
research paper
Age Concern (National Council on Ageing, supported by the Department of Health) commis-
sioned Age Concern Research Services to carry out a series of focus groups with older people,
and older carers in order to identify what older people want from social care and health
services. A White paper describing the results of this process, What older people want from commu-
nity health and social care services, issued 30 January, 2006, can be downloaded from
http://www.ace.org.uk/AgeConcern/Documents/community-health-paper0106.pdf.

Updates for Members



In her latest book, MacKinley covers: 
● ‘Latest research’ on the study of ‘ageing,

spirituality and religion’;
● A summary of the research that forms the

basis of this book;
● A spiritual assessment tool developed by

the author via her studies;
● ‘Spiritual tasks of ageing’ including ‘the

search for ultimate meaning’ and
responding to life’s meaning;

● ‘Spiritual reminiscence’ including
suggested topics for six weekly group
sessions;

● ‘Mental health and dementia’;
● ‘Worship and use of ritual’;
● ‘Vulnerability and transcendence’;
● ‘Relationship and intimacy needs’;
● ‘Grief, death, dying and spirituality’;
● ‘Main ethical issues of later life’;
● MacKinlay’s ‘model of spiritual growth

and care in the fourth age of life’.
Every chapter has an introduction, conclu-
sion and summary, sometimes compli-
mented by a list of further readings. It has
really touched me at times, e.g. when talking
about existential or spiritual pain, or when
exploring Tornstam’s ‘gerotranscendence’
(1999/2000) as ‘a move to a more reflective
life’ (p.161). 

It is a book
that may take
the psychologist
by surprise, e.g. when MacKinlay includes
psychological activities such as ‘listening to a
patient’ or ‘facilitating reminiscence’ in her
list of spiritual behaviours and actions. When
reading on, however, the overlap between
the psychological and spiritual functions
becomes apparent. In addition her, at times,
ethnocentric wording, both in the text and
in her assessment tool, make it uncomfort-
able to read.  

It is a good book for nurses and minis-
ters; which comes as no surprise given that
the author is a nurse and Anglican priest
herself. Patients and carers may benefit from
it. For psychologists, it may serve as a starting
point for further reading or research, or
both. Taking her message, that there are
spiritual tasks in ageing, to heart will be
helpful to psychologists.

Dr D.D.S. Fabry
Doctorate in Clinical Psychology,
Newcastle University.
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Spiritual Growth and Care in the Fourth Age of Life
Elizabeth MacKinlay
Jessica Kingsley Publishers. 2006.
272 pages. Paperback. £17.99. ISBN: 978-1-84310-231-1



Depression in Later Life summarises a range of
key issues in relation to this problem specifi-
cally as it may affect older people. As such, it
differentiates a range of different presenta-
tions of depression, such as major, minor,
dysthymia, etc., and their defining features,
using older adult case scenarios and recom-
mended action plans. The focus of this book
is on medical treatment options as opposed
to more therapeutic interventions. There are
clearly presented chapters that explain the
differences between depression and
dementia as well as the overlap with anxiety
and/or psychosis. The issues of suicide and

self-harm are discussed and the importance
of a careful risk assessment stressed. The
wider social and familial contexts of depres-
sion are included in chapters regarding the
importance of carer support and health
promotion/prevention. This book provides
a clear, readable overview to this area and as
such could be recommended as an introduc-
tory text for practitioners or as a resource for
carers and sufferers.

Angela Kent
Derbyshire.
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Depression in Later Life
Jill Manthorpe & Steve Illiffe
Jessica Kingsley Publishers. 2005.
160 pages. Paperback. £13.95. ISBN: 978-1-84310-234-2

The book is written to aid mental health
professionals when working with individuals
with OCD. It describes the conceptualisa-
tion, assessment and treatment approaches
for OCD from a cognitive behavioural
perspective, this being the empirically
supported approach.

In terms of content, this book begins with
definitions of OCD and describes diagnostic
procedures, reviewing the diagnostic tools
available and providing details of how to
access them. It presents a brief but clear
overview of a number of theoretical models
used to understand OCD, with the main
focus on CBT. The final chapters on assess-
ment, formulation and intervention cover
practical considerations for working with
people with OCD, for example what should
be included in the assessment, how to
present the formulation and rationale for a
CBT approach to OCD, treatment plans, and
intervention techniques. A useful addition to

the book is an appendix consisting of tools
and resources that can be reproduced for
client work.

The book is clearly written, concise and
easily accessible. The use of vignettes and
‘clinical pearls’ help to illustrate and bring
to life the use of practical techniques in
clinical work. Sections are well sign posted
and easy to find, with markers at the side of
the text to help direct to the relevant section.
The main strength of the book is the combi-
nation of the cognitive-behavioural theoret-
ical understanding of OCD with an emphasis
on practical considerations and techniques
for the application of this model. It is a really
useful and accessible practical resource for
both clinicians and trainees working with
individuals with OCD. 

Katherine MacKinnon
Trainee Clinical Psychologist,
University of Southampton.

Obsessive-Compulsive Disorder
J.S. Abramowitz
Hogrefe & Huber. 2006.
104 pages. Paperback. £16.45. ISBN: 978-0-88937-316-7
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As promised, this book provided a ‘judicious
range of references suitable to readers from
different backgrounds’, making it widely
accessible as an introduction to gerontology.
The depth and breadth of this book was
quite astounding; it is difficult to think of a
perspective of gerontology which has not
been covered. Moreover, by means of good
humour and an easy style, the author has
skilfully ensured that this extensive volume
of research is an easy and pleasurable read.

As a teacher of psychology, I was
impressed by the clear, straightforward way
the text was written, making clever and effec-
tive use of analogy throughout to easily
explain some of the more difficult concepts
of gerontology and indeed, Psychology in
general. Such clarity makes the book under-

standable and a valuable resource to both
those with no familiarity with gerontology as
well as those with a more extensive know-
ledge of the subject. I am sure that I will be
quoting text from Prof. Stuart-Hamilton’s
book to my students in future psychology
classes.

The extensive range of research captured
and used throughout the book led to a
thought-provoking conclusion, which visibly
demonstrated the author’s passion for the
subject and left me hungry for further
reading. 

Sarah Large
Teacher of Psychology,
St. Augustine’s College, Trowbridge.

The Psychology of Ageing (4th edition)
Ian Stuart-Hamilton (Ed.)
Jessica Kingsley. 2006.
352 pages. Paperback. £19.99. ISBN: 978-1-84310-426-1
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Division of
Clinical Psychology
Annual Conference
2007
13-14 December 2007;
Congress Centre, 28 Great Russell Street,
London WC1.
Keynote Speakers
Prof. David Alexander, Director, Aberdeen Centre for Trauma Research.

Prof. Simon Baron-Cohen, Director Autism Research Centre, 
Professor of Developmental Psychopathology, University of Cambridge, 
and Fellow at Trinity College Cambridge.

Baroness Susan Greenfield CBE, Director of the Royal Institution, 
and Professor of Pharmacology, University of Oxford.

Prof. Alan Marlatt, Director, Addictive Behaviors Research Center; 
Professor of Psychology, University of Washington; 
Adjunct Professor, School of Public Health, University of Washington.

Call for Papers
The Conference Committee welcomes submissions from both academics and
practitioners. The quality of the scientific programme depends on your
submissions.

Deadlines for receipt of submissions

Symposia and Individual Papers: 2 July 2007.

Posters: 1 October 2007.

For full information about the conference, to access the submission
guidelines and to submit online, visit the conference website:

www.dcpconference.co.uk
Registrations now open
See the Conference website or call 0116 252 9555
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Geographical Group Convenors
as at 5 March, 2007

EAST ANGLIA
Kathryn Sams 
Chatterton House, Goodwins Road, King’s Lynn, Norfolk PE30 5PD.
Tel: 01553 815117; Fax: 01553 815181;
E-mail: Kathryn.sams@westnorfolk-pct.nhs.uk

Cath Burley 
Older People’s Mental Health Services, The Bungalow, Gables Drive,
Peterborough District Hospital, Thorpe Road, Peterborough PE3 6DA.
Tel: 01733 318186; Fax: 01733 318180; E-mail: cath.burley@cambsmh.nhs.uk
or
E-mail: Samantha.wilson@cambsmh.nhs.uk

HERTS & ESSEX
Sara Banks
Department of Psychology and Psychotherapy, Derwent Centre, Princess Alexandra Hospital,
Hamstel Road, Harlow, Essex CM20 1QX.
Tel: 01279 827276; Fax: 01279 827282; E-mail: Sara.Banks@nemhpt.nhs.uk

NORTHERN
Louisa Shirley
Psychological Services Directorate, Northumberland Locality, St. George’s Hospital,
Morpeth, Northumberland NE61 2NE.
Tel: 01670 501747; E-mail: louisa.shirley@nmht.nhs.uk

NORTH THAMES
Geraint Price
Older Adults Psychology, Chamberlain House, St. Charles Hospital, London W10 6DZ.
Tel: 020 8206 7140; E-mail: geraint.price@nhs.net

NORTH WALES
Fiona Sanders 
Glan Traeth Day Hospital, Royal Alexandra Hospital, Marine Drive, Rhyl,
North Wales LL18 3EA.
Tel: 01745 443384; Fax: 01745 330250; E-mail: Fiona.Sanders@cd-tr.wales.nhs.uk
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NORTH WESTERN
Sylvia Dillon 
Senior Clinical Tutor – Older People, Clinical Psychology, Community and Behavioural
Sciences, University of Liverpool, The Whelan Building, The Quadrangle,
Brownlow Hill, Liverpool L69 3GB.
Tel: 0151 794 5534; E-mail: s.c.dillon@liverpool.ac.uk

Polly Kaiser (from Summer, 2007)
E-mail: pollykaiser@f2s.com

NORTHERN IRELAND
Brenda Carney-Gallagher 
Consultant Clinical Psychologist, Department of Elderly Medicine, Lagan Valley Hospital,
Hillsborough Road, Lisburn, Northern Ireland.
Tel: 028 906 69475 (Home); 028 926 65141 x 2639 (Work); E-mail: mandbgall@aol.com

OXFORD
Candy Stone 
Moorview, 2–8 Moorland Road, Witney, Oxon OX28 6LF.
Tel: 01993 202100; E-mail: candy.stone@obmh.nhs.uk

SCOTLAND
Liz Baikie
Consultant Clinical Psychologist, Royal Victoria Hospital, 13 Craigleith Road,
Edinburgh EH4 2DN.
Tel: 0131 537 5096/7; Fax: 0131 537 5141/0; E-mail: elizabeth.baikie@luht.scot.nhs.uk

SOUTH THAMES
Elizabeth Field
Temple Ward, St. Martin’s Hospital, Canterbury CT1 1TD.
Tel: 01227 812340; E-mail: Elizabeth.Field@ekentmht.nhs.uk

Helen Foster
Coleman House, Brookfield Avenue, Dover, Kent CT16 2AH.
Tel: 01304 216671; E-mail: Helen.Foster@ekentmht.nhs.uk

SOUTH WALES
Sarah Morgan 
Resource Centre, Tonna Hospital, Neath SA11 3LX.
Tel: 01639 862869 
E-mail: Sarah.Morgan@bromor-tr.wales.nhs.uk
E-mail: psychology.tonna@bromor-tr.wales.nhs.uk
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SOUTH WESTERN
Philippa Wilson 
Poplar Unit, The Coppice, Callington Road Hospital, Brislington, Bristol BS4 5BJ.
Tel: 0117 9195800; Fax: 0117 9195809; E-mail: Philippa.Wilson@awp.nhs.uk

P.F. Joyce 
Templer House CMHT, Newton Abbot Hospital, 62–64 East Street, Newton Abbot,
Devon TQ12 4PT.
Tel: 01626 362179; E-mail: pf.joyce@nhs.net

TRENT
Rhona Nicol (Convenor)
West Leics CMHT, Hynca Lodge, Tudor Road, Hinckley, Leicestershire LE10 0EW.
Tel: 01455 443600; Fax: 01455 443636; E-mail: rhona.nicol@leicspart.nhs.uk

Catherine Nicholl (Secretary)
11/12 Keresford Close, Off Broadway, Barnsley S70 6RS.
E-mail: catherine.nicoll@barnsleypct.nhs.uk

WESSEX
Paul Whitby
CMHT, 2nd Floor, Bewley House, Marshfield Road, Chippenham SN15 1JW.
Tel: 01249 707987; E-mail: paul.whitby@awp.nhs.uk

WEST MIDLANDS
Ian James
Head of Psychology Specialty for Older People, Bloxwich Hospital, Reeves Street,
Walsall WS3 2JJ.
Tel: 01922 775402 (Secretary); 01922 775404 (Direct); E-mail: Ian.James@walsall.nhs.uk

YORKSHIRE/HUMBERSIDE
Michael Jubb
Clinical Psychologist, Leeds Older People's Psychology and Therapies Service,
The Mount, 44, Hyde Terrace, Leeds LS2 9LN.
Tel: 0113 30 55587; Fax: 0113 30 55659; E-mail: Michael.Jubb@leedsmh.nhs.uk
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Journals 2007

British Journal of Psychology
Volume 98 (2007). Quarterly. ISSN 0007-1269 www.bpsjournals.co.uk/bjp

British Journal of Clinical Psychology
Volume 46 (2007). Quarterly. ISSN 0144-6657 www.bpsjournals.co.uk/bjcp

Psychology and Psychotherapy: Theory, Research and Practice
Volume 80 (2007). Quarterly. ISSN 1476-0835 www.bpsjournals.co.uk/paptrap

British Journal of Health Psychology
Volume 12 (2007). Quarterly. ISSN 1359-107X www.bpsjournals.co.uk/bjhp

British Journal of Educational Psychology
Volume 77 (2007). Quarterly. ISSN 0007-0998 www.bpsjournals.co.uk/bjep

British Journal of Developmental Psychology
Volume 25 (2007). Quarterly. ISSN 0261-510X www.bpsjournals.co.uk/bjdp

British Journal of Mathematical and Statistical Psychology
Volume 60 (2007). Biannual. ISSN 0007-1102 www.bpsjournals.co.uk/bjmsp

British Journal of Social Psychology
Volume 46 (2007). Quarterly. ISSN 0144-6665 www.bpsjournals.co.uk/bjsp

Legal and Criminological Psychology
Volume 12 (2007). Biannual. ISSN 1355-3259 www.bpsjournals.co.uk/lcp

Journal of Occupational and Organizational Psychology
Volume 80 (2007). Quarterly. ISSN 0963-1798 www.bpsjournals.co.uk/joop

Journal of Neuropsychology
Volume 1 (2007). Biannual. ISSN 1748-6645 www.bpsjournals.co.uk/jnp

View online sample copy, content pages and abstracts free of charge at: 
www.bpsjournals.co.uk

Discounted subscription rates for BPS members (includes online access)
2007 journal rates: £20 member / £15 student member (per journal per year)

For further information, please contact:
Subscriptions Department, The British Psychological Society, St Andrews House,
48 Princess Road East, Leicester LE1 7DR, UK.
Tel: +44 (0)116 252 9537; Fax: +44 (0)116 247 0787; 
E-mail: subscriptions@bpsjournals.co.uk

www.bpsjournals.co.uk



CHAIR
Steve Boddington
Felix Post Unit, Maudsley Hospital, Denmark Hill, London SE5 8AZ.
Tel: 020 7919 2832; Fax: 020 7919 2109; E-mail: steve.boddington@slam.nhs.uk

VICE-CHAIR
Sinclair Lough
Psychology Service, North Dorset PCT, 10 Cornwall Road, Dorchester, Dorset DT1 1RT.
Tel: 01305 266011, Fax: 01305 266720; E-mail: Sinclair.lough@northdorset-pct.nhs.uk

HONORARY SECRETARY
Don Brechin
17 Blenheim Terrace, Leeds LS9 9HN.
Tel: 0113 343 1949; Fax: 0113 343 1961; E-mail: Donald.brechin@leedsmh.nhs.uk

TREASURER/MEMBERSHIP SECRETARY
Alice Campbell Reay
Department of Older Adult Psychology, Lea Hurst Day Unit, Walton Hospital, Whitecotes
Lane, Chesterfield S40 3HW.
Tel: 01246 515576; E-mail: alice.reay@chesterfieldpct.nhs.uk

MEDIA OFFICER
Chris Allen
The John Hampden Unit, Stoke Mandeville Hospital, Mandeville Road, Aylesbury,
Buckinghamshire HP21 8AL.
Tel: 01296 565016; Fax: 01296 399791; Mobile: 07766 763245;
E-mail: chris.allen@bmh.nhs.uk

NEWSLETTER EDITOR
Romola Bucks
E-mail: romola.bucks@soton.ac.uk

GEOGRAPHICAL GROUPS LIAISON AND WEBSITE CO-ORDINATOR
Patrick McGuinness
Psychological Therapies Service, Morland Lodge, 4 Morland Road, Croydon CR0 6NA.
Tel: 020 8663 8137; E-mail: Patrick.mcguinness@slam.nhs.uk

CHAIR OF TRAINING SUB-COMMITTEE
Catherine Dooley
Barnes Hospital, South Worple Way, London SW14 8SU.
Tel: 020 8878 4981 ext. 8327; Fax: 020 8876 5471; E-mail: catherine.dooley@swlstg-tr.nhs.uk
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Liz Baikie
Department of Clinical Psychology, Royal Victoria Hospital, 13 Craigleith Road, 
Edinburgh EH4 2DN.
Tel: 0131 537 5096/5097; Fax: 0131 537 5141; E-mail: elizabeth.baikie@luht.scot.nhs.uk

WALES REPRESENTATIVE
Janice Rees
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Cath Burley
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Tel: 01733 318186; Fax: 01733 318180; E-mail: cath.burley@cambsmh.nhs.uk

COMMITTEE MEMBER
Sarah Dexter-Smith
Older Adult Inpatient Services, Wells Villa, St. Luke’s Hospital, Marton Road,
Middlesbrough TS4 3AF. 
Tel: 01642 516135; Fax: 01642 852822; E-mail: Sarah.Dexter-Smith@tney.northy.nhs.uk 
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Lyndsay Royan
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The British Psychological Society and
Blackwell Publishing’s unique 
partnership – BPS Blackwell – delivers
an essential range of books for those
seeking information on the latest 
psychology practices, research and
methodology.

Recent titles include:

Continuing Professional Development for
Clinical Psychologists
A Practical Handbook

LAURA GOLDING & IAN GRAY

MARCH 2006 - 232 PAGES - ISBN13: 9-781-4051-2397-6 PB 

Health Psychology
AD KAPTEIN & JOHN WEINMAN 

The book provides students with a critical, thought-provoking 
introduction to this rapidly expanding discipline, covering health,
illness and healthcare. 

2004 - 440 PAGES
ISBN13: 9-780-6312-1442-7 PB  -  ISBN13: 9-780-6312-1441-0 HB

Educational Testing
A Competence-Based Approach

JAMES BOYLE & STEPHEN FISHER

Educational Testing acts as a ‘course text’ for those undertaking
training in, and provides support for training providers of, the 
Certificate of Competence in Educational Testing (CCET) (Level A). 

DEC 2006 - 240 PAGES - ISBN13: 9-781-4051-4659-3 PB

As a BPS member, you are entitled to a
20% discount on any BPS Blackwell title.
[As a BPS student member, you are entitled to a
30% discount on any BPSBlackwell title.]

Visit the website for further 
information 
www.bpsblackwell.co.uk
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Notes for Contributors
Articles
Contributions in the form of short articles on any aspect of psychological theory or practice
with older people are always welcome. As the Newsletter aims to cover a broad, cross section of
work with older people, we are happy to consider academic, descriptive, discursive, or review
articles for publication.

Articles should be submitted three months before publication (i.e. October for the January issue,
January for the April issue, April for the July issue, and July for the October issue).

Research Updates
The Newsletter is particularly keen to publish contributions concerning ongoing research.
These can reflect any stage in the research process, e.g. ideas for discussion or early stage
results, which are not ready for formal publication. Try to keep them below 500 words.

The Editorial Board reserves the right to make minor changes to any submissions.
Where major editing is necessary, the authors will be informed. All contributions must be typed.

Submission Procedure
Please submit articles as a Word file via e-mail to romola.bucks@soton.ac.uk.
Language should be inherently respectful to older people and consistent with the
British Psychological Society’s guidelines. Formatting should be consistent with BPS guidelines.

When submitting articles please send the following information:
Full name
Affiliation (title, place of work)
Contact details (should you be willing to be contacted by the membership)
Acknowledgements (as appropriate).

Finally, if you are reporting research, please indicate whether or not Ethics Committee approval
was awarded, and by which Ethics Committee, or whether the work was carried out as an
audit/service evaluation project.

Letters to the Editor
The Editor welcomes correspondence which combines brevity with rational argument. 
Letters may be edited if more than 250 words in length.
All contributions should be sent to: romola.bucks@soton.ac.uk



St Andrews House, 48 Princess Road East, Leicester LE1 7DR, UK
Tel 0116 254 9568  Fax 0116 247 0787 E-mail mail@bps.org.uk www.bps.org.uk

© The British Psychological Society 2007
Incorporated by Royal Charter  Registered Charity No 229642

Contents
1 Letter from the Chair

Steve Boddington

2 Letter from the Editor
Romola Bucks

3 I am angry with Primo Levi
Stéphane Duckett

5 Adapting CBT using a compassionate mind approach with older people who experience
dementia and depression
Paul Green

9 Person-centred care: The Holy Grail or a muddled and misguided goal
Ian A. James

14 Post-traumatic stress symptomatology following stroke
Maire Sharkey

18 Weight change and in-patients with dementia: A preliminary study
El-Awad Hamid, Richard Cheston & Rebecca Watkins

23 Tribal stigma
Stéphane Duckett

26 Do older adults with early memory loss wish to be told if subsequently diagnosed with
Alzheimer’s disease?
Paul Elson

29 What are the stressors of carers for older people with dementia: A literature review
Jonathan Hutchins

34 PSIGE Research Prize, 2007
35 News of Members
35 Updates for Members
36 Book Reviews
40 Geographical Group Convenors as at 5 March, 2007

44 PSIGE Committee 2006/2007



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


