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It is a pleasure to have been asked to provide a foreword for this excellent book
edited by Carolyn A. Chew-Graham and Mo Ray.

Mental health in older people is an important part of everyone’s life. With an
increasing age of the population and an increased number of older people (a great
success story) come the challenges to maintain health and wellbeing as we age.
Mental health is arguably the most important component of that. The explosion of
interest recently in dementia is welcome, and Carolyn and Mo’s contribution is a
timely reminder that the important issues are not just around those organic demen-
tias but the whole range of mental health difficulties which can affect older
people.

This book attempts a lot but succeeds. It covers the full range of mental health
difficulties in older people, it provides up-to-date evidence to support clinical deci-
sion-making, it offers specific guidance on clinical issues and, if that was not
enough, it succeeds in emphasising the importance of integrating health and social
care. In older people this is a priority. The eclectic nature of the choice of the authors
strengthens the book considerably, and the range is impressive spanning details of
the scale of the challenge, through detailed analyses of depression and anxiety to
psychotic disorders and delirium and dementia. The range from early diagnosis to
end of life care is covered admirably. With the increasing importance of care of
older people and their mental wellbeing, this contribution is a landmark publication,
and Carolyn and Mo are to be congratulated at bringing it together.

Alistair Burns

Professor of Old Age Psychiatry, University of Manchester

National Clinical Director for Dementia, NHS England

Consultant Old Age Psychiatrist, Manchester Mental Health and Social Care
Trust, Manchester, UK






We hope that this book will be a useful resource for anyone who works with, or is
interested in, the mental health of older people.

We have attempted to adopt a broad approach, recognising the complexity of
older people’s lives, the interplay between the physical, psychological and social,
and the need for integration between primary and specialist health care, specialist
health care and social care and the voluntary (‘third’) sector.

Our aim is that this book will appeal to students in health and social care profes-
sions, general practitioners and primary care nurses, social workers, clinicians in
specialist care and practitioners in the voluntary sector.

We, and our contributors, have drawn from their professional experiences in
writing the chapters. We have used ‘cases’ to illustrate the concepts and topics,
which reflect contributors’ work and expertise. We have also included suggestions
for personal reflection and audit, in order to challenge the reader into thinking how
what they have read will impact on their practice.

We hope that this text will contribute to increased recognition of mental health
problems in older people and an improvement in their care.

Keele, Staffordshire, UK Carolyn A. Chew-Graham, MD, FRCGP
Mo Ray, PhD
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Carolyn A. Chew-Graham and Mo Ray

1.1 What Is Older Age?

‘Older age’, although lacking a clear definition, represents an important period of
life in which health and social care needs rise substantially and in which multiple
mental and physical health problems are common and interacting, often com-
pounded by social isolation.

‘Older age’ generally encompasses two broad transitions [1]:

* The predominantly social transition from working life to retirement — not only
capturing a constellation of potential life changes, e.g. in a person’s perceived
role, daily routine, income level and social environment, but also reflecting a
time when patterns and lifestyles are set up which may have important longer-
term implications, e.g. financial planning, patterns of family and social
relationships and choice of housing.

* The potential transitions of later ‘old age’, which include the accumulation of
health conditions and increasing physical frailty, the consequent or threatened
loss of independence, social isolation potentially accompanying loss of
independence, compounded by bereavements and movement to institutional or
other supported accommodations.

C.A. Chew-Graham, MD, FRCGP ()

Research Institute, Primary Care and Health Sciences,
Keele University, Keele, Staffordshire ST5 5BG, UK
e-mail: c.a.chew-graham @keele.ac.uk

M. Ray, PhD

Gerontological Social Work and Programme, School of Social Science and Public Policy,
Keele University, Keele, Staffordshire, UK
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1.2  The Ageing Population

According to demographic statistics, the population of the United Kingdom is
becoming increasingly older [Office for National Statistics (ONS), 2010]. At the
turn of the twentieth century, only 5 % of the UK population, then totalling 32.5
million people, were aged 65 years or more. In contrast, the equivalent data for the
turn of the twenty-first century estimated that 16 % of a population, which by then
accounted for 52 million, was over 65 years of age (Census, 2001). Current pro-
jections for the year 2050 suggest that 25 % of the UK population, which by then
is estimated to be in excess of 75 million, will be aged 65 years or more [2].
Moreover, the life expectancy at birth for the UK population is now around
82 years of age for females and 78 for males; over a century ago, life expectancies
for women and for men were below 50 years of age. The population trend in the
United Kingdom is also occurring on an international scale in developing and
developed countries.

When the National Health Service was founded in 1948, 48 % of the population
died before the age of 65; that figure has now fallen to 14 %. Life expectancy at 65
is now 21 years for women and 19 years for men, and the number of people over 85
has doubled in the past three decades [3, 4]. By 2030, one in five people in England
will be over 65 [5].

This success story for society, and for modern medicine, has transformed
our health and social care needs. Many people stay healthy, happy and indepen-
dent well into old age, and there is mounting evidence that tomorrow’s older
people will be more active and independent than today’s [6]. However, as peo-
ple age, they are progressively more likely to live with complex co-morbidities,
disability and frailty. People aged over 65 years account for 51 % of gross local
authority spending on adult social care, and two-thirds of the primary care
prescribing budget, while 70 % of health and social care spend is on people
with long-term conditions. There is evidence that mental health services for
older people are underfunded. Achieving parity in service provision for adults
aged 55-74 with those aged 35-54 would require a 24 % increase in NHS men-
tal health spending [7].

1.3 Health and Social Care

In the United Kingdom, primary care services are an integral part of the National
Health Service (NHS) in which general practitioners (GPs) work as independent
contractors. People are required to register as patients with a general practice; cur-
rently a practice determines its boundaries and only accepts patients who reside
within this area. The GP is a generalist and provides personal, primary and continu-
ing care to individuals, families and a practice population, irrespective of age, gen-
der, ethnicity and problem.

GPs increasingly work with a range of healthcare professionals in a multidisci-
plinary primary healthcare team. The team includes a practice manager and
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administrative staff, practice nurses and nurse practitioners or specialist nurses.
Community nurses, such as district nurses, active case managers and McMillan
nurses, and health visitors may be co-located or linked with a group of practices.
Increasingly social workers are also linked with a group of practices. Multidisciplinary
team working is essential in order to manage the complex demands placed on gen-
eral practice, which are partly due to caring for an increasingly ageing population
with chronic and multiple health problems. The greater emphasis on preventative
care, the transfer of clinical responsibility for some chronic diseases from secondary
to primary care and the shift in service provision in order to deliver care closer to
patients’ homes have contributed to these demands [8].

The implementation of a new General Medical Services (GMS) Contract in
2004, which is updated each year, [9] fundamentally changed the way in which
general practitioners work in the United Kingdom. The Contract defines essential
primary care services and optional enhanced services that are additionally remuner-
ated. The Contract links achievements in clinical and non-clinical care quality to
financial rewards, through a Quality and Outcomes Framework derived from evi-
dence-based care, and encourages the delivery of optimum care in clinical domains,
with emphasis on chronic disease management [10]. The recently published Primary
Care Workforce Commission [11] recommends that practices should develop a
stronger population focus and an expanded workforce. Many existing healthcare
professionals will develop new roles, and patients will be seen more often by new
types of healthcare professional such as physician associates, practice nurses with
special interests and pharmacists. It is suggested that such roles would specifically
support the management of older people and those with complex problems.
Integrating third sector services within the broader primary care teams suggested by
the Commission document would provide innovative, accessible services, again,
particularly relevant to older people.

Social care covers a range of services and support to help people maintain their
health and independence in the community. Such services may include home care
(personal care, meals, laundry, shopping), day services and respite care. The current
direction of social care policy suggests that funded residential or nursing home care
should only be available for those people with the most complex needs who cannot
receive adequate care at home or in alternative forms of housing, such as extra care
housing [5]. In England, the Care Act (2014) highlights the expectation that care is
integrated and personalised [12]. Initiatives include a continued emphasis on devel-
oping integrated care and identifying good practice examples, coordinating care and
support effectively and providing clear information about health and care needs.
The role of personal budgets in personalised care, whereby people who require
social care can opt to receive payments directly and purchase services themselves,
continues to have a central role in care policy. Positive outcomes such as promoting
independence and choice, in the use of personal budgets, have been reported for
younger adults with physical or learning disabilities [13], but evidence relating to
positive outcomes for older people is less clear. The national evaluation of pilot sites
highlighted a negative impact on psychological well-being and little evidence of
heightened levels of control amongst older people in receipt of personal budgets
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[14]. The ability of direct payment arrangements to be responsive to fluctuating and
uncertain conditions also remains an issue. Social work and social care services
have a key safeguarding role with older people, and this is likely to be especially
relevant when those people lack decision-making capacity.

1.4  Inequity of Access to Care

Health and care services have failed to keep up with the dramatic demographic shift.

The NHS has designed hospital medical specialties around single organ diseases.
Primary care consultations and payment systems do not lend themselves to treating
patients with multiple and complex conditions [15, 16]. Common conditions of
older age receive less investment, fewer system incentives and lower-quality care
than general medical conditions prevalent in midlife [17]. Local governments have
experienced significant funding cuts over the past 4 years which has impacted on
adult social care with an estimated funding gap of 4.3 billion by the end of the
decade [18].

There is substantial evidence of ageism and age discrimination in health and care
services, ranging from perceived patronising attitudes and behaviours to poorer
access to treatment [19-21]. Older people may have access to primary care, but their
mental health problems may not be recognised or addressed [22, 23].

1.5 Recent Policies to Address Inequity of Access

The strategy ‘No Health Without Mental Health’, published in 2011 (HM
Government 2011) [24], perfectly captures the ambitious aim to mainstream mental
health in England, with a clear statement that there should be so-called parity of
esteem between mental and physical health services. The document emphasises the
importance of addressing mental health problems in older people, particularly when
there are co-morbid physical health problems, and the importance of social inclu-
sion in this population.

Similarly, the publication ‘No decision about me, without me’ [25] stressed the
governing principle that people who use services should be at the centre of every-
thing that is done in the health services and that care should be personalised to reflect
the person’s needs, not those of the professional or the system. The need for people
to have access to information and support to make informed choices about both pro-
vider of care and treatment or management is central to this policy document. In
addition, the aim was to empower local organisations and practitioners to have the
freedom to innovate and to drive improvements in services that deliver support of the
highest quality for people of all ages and all backgrounds and cultures.

The Health and Social Care Act 2012 [26] profoundly altered the structure and
management of the National Health Service in England, putting patients ‘at the
centre of the NHS’ and changing the emphasis of measurement to clinical outcomes
and empowering health professionals, in particular GPs who would play a key role
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Table 1.1 Parity of esteem

Parity of esteem means that, when compared with physical healthcare, mental health care is
characterised by:

Equal access to the most effective and safest care and treatment

Equal efforts to improve the quality of care

The allocation of time, effort and resources on a basis commensurate with need
Equal status within healthcare education and practice

Equally high aspirations for service users

Equal status in the measurement of health outcomes

in commissioning local services for local populations. One main stated aim of this
Act is to facilitate health and social care services to work more closely together,
with responsibility for health promotion activities, and commissioning, given to
health and well-being boards.

The Health and Social Care Act also secured explicit recognition of the Secretary
of State for Health’s duty towards both physical and mental health. In conjunction
with a clear legislative requirement to reduce inequalities in benefits from the health
service, these place an obligation on the Secretary of State to address the current
disparity between physical and mental health.

The Department of Health therefore asked the Royal College of Psychiatrists to
establish an expert working group to consider the issues in detail, to develop a defi-
nition and vision for ‘parity of esteem’ and to produce recommendations for how to
achieve parity of esteem between mental and physical health in practice.

The published report [27] makes key recommendations for how parity for mental
health might be achieved in practice and includes a set of commitments to actions
they will be taking to help achieve parity of esteem. In essence, ‘parity of esteem’ is
best described as ‘Valuing mental health equally with physical health’ (Table 1.1).

So, it is against this background that older people with symptoms which may
suggest mental health problems negotiate the health and social care systems in order
to access care.
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Jane C. Richardson and Carolyn A. Chew-Graham

The world breaks everyone, and afterward, some are strong at
the broken places.

(Ernest Hemingway, A Farewell to Arms, 1929)

2.1 Introduction

The need to improve the treatment and management of long-term conditions is one
of the most important challenges facing the NHS [1]. The idea of ‘resilience’ repre-
sents a paradigm shift to a treatment model that promotes positive adaptation, using
an asset-based model of resilience, in the context of long-term health issues [2].

2.2 What Is Resilience?

In 2002, Ganong and Coleman suggested that we have entered the ‘age of resil-
ience’ [3]. Indeed the term appears to have proliferated over the last 10-15 years: a
quick Internet search reveals, for example, psychological resilience, ecosystem
resilience and resilience in relation to peak oil, to the ability of a city to resist a ter-
rorist attack and to a number of organizations dedicated to promoting resilience of
individuals, cities and systems. A search for well-being produces similar, although
perhaps not as prolific, results. Resnick et al. draw attention to the value of resil-
ience as espoused through traditional adages and mythology [4], and, we would
add, through now ubiquitous phrases that have entered popular culture (e.g. ‘Keep
calm and carry on’), that also espouse resilience.

Resnick et al. suggest that the popularity of the concept is due to the prospect that
resilience can be fostered. (In fact, they go one step further and suggest that foster-
ing of resilience can be used for primary prevention of chronic illness in at-risk
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populations.) [4] It is also likely that the proliferation of interest in resilience and
well-being, at least in the developed world, is linked to demographics: larger num-
bers of people living longer, with greater expectations of their health, coupled with
a decrease in public services, makes an emphasis on resilience and well-being very
timely. A critical approach to resilience and well-being, however, means that there
must be caution about blaming victims if they do not exhibit resilience and resisting
the romanticization of resilience:

How can we celebrate an individual’s accomplishments and well-being in adverse situa-
tions without either blaming those whose lives show less cause for celebration, or dropping
the critique of the contextual structures that promote the adversity. [5]

Given this background, the remainder of this chapter aims to provide a brief
overview of resilience and well-being in the context of older people in primary care.

2.3  The‘Disability Paradox’

Many older people with chronic conditions describe themselves as healthy. General
Household Surveys in the UK, for example, have found that although 60 % of those
aged over 65 report some form of chronic illness or disability, less than a quarter
rate their health as poor [6], sometimes referred to as the ‘disability paradox’ [7]. At
the same time, doctors are generally working within a pathogenic paradigm, which
emphasizes burden, disease and decline [8]. This tension has the potential to
adversely influence consultations between doctors and older patients [9].

A salutogenic approach enables these paradoxes to be explored [10]. In the salu-
togenic approach, wellness (absence of morbidity) and illness (presence of morbid-
ity) are seen as a continuum rather than a dichotomy; the focus is on factors that
support health rather than factors that cause disease, and questions such as why
some people manage better than others can be explored. Research adopting this
perspective sometimes uses the idea of people ‘beating the odds’ or ‘punching
above their weight’ (metaphors also used for resilience) [11-13]. Previous studies
exploring why some people do better than others have compared, for example,
healthy and unhealthy ‘agers’ in deprived areas (where no differences were found in
terms of life histories and current circumstances) [14] or people whose self-reported
health status differed from that predicted by a model derived from questionnaire
responses [15]. The salutogenic approach thus has great potential for exploring
health in later life [6].

An assumption is often made that resilience contributes to well-being; however,
‘The Wellbeing and Resilience Paradox’ report [16] suggests that this relationship
is not always straightforward. The authors make a useful distinction between well-
being as a complex concept that captures a ‘psychological state at a point in time’
and resilience, while no less complex, as being more dynamic and incorporating
aspects of the past and future. Well-being is strongly related to resilience, and there
is overlap in the factors that influence both, but there are also individuals and
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communities for whom well-being is high but resilience is low. Communities with
high well-being but low resilience tend to have larger numbers of older people. The
authors suggest that the individuals and communities who exhibit this paradox are
particularly vulnerable but perhaps not so easily identifiable as other groups, which
has implications for health care for older people.

24 Definitions and Dimensions of Resilience
and Well-Being

The ‘salutogenic umbrella’ incorporates a number of resilience-related psychologi-
cal and sociological concepts, including resilience and well-being, for example,
hardiness, assets, inner strength and coping [17]. The concept of resilience is
increasingly used in the field of gerontology but lacks consistency in definition and
use [18]. It has had numerous meanings in the literature, but generally refers to a
pattern of functioning indicative of positive adaptation in the context of significant
risk or adversity [19]. But beyond that common understanding, there are different
views on (a) whether resilience is a personality trait or a process, (b) the dimensions
of resilience, (c) the validity of resilience as a concept and its consistency over time
and (d) the relationships of resilience with adaptation and whether it adds some-
thing new in developmental and life course theories [20]. Research into resilience
was originally developed in the domain of developmental psychology, dealing with
childhood and adolescence, and has only recently been extended to other periods of
the lifespan, including old age.

Looking in more detail at the construct of resilience, two dimensions have been
proposed — exposure to adversity and showing signs of positive adaptation to this
adversity [20, 21]. According to this definition, identifying resilience requires two
judgements: is there now or has there been a significant risk of adversity to be
overcome and is the person ‘doing okay’? In many studies, ‘doing okay’ is mea-
sured by assessing mood, well-being or quality of life before and after being
exposed to adversity [22-24]. Maintained or increased psychosocial well-being
and quality of life are indicative that the person is doing okay and is therefore
resilient.

Those with resilient outcomes to adverse situations have been reported to draw
on a broader range of social and individual resources than those with vulnerable
outcomes. As a consequence, these people were better able to maintain continuity
of their previous lives and were more in control and, therefore, more able to trans-
form an adverse event into a benign one [25]. Drawing on previous experiences of
loss and coping to create a sense of oneself as resilient has been found to help
women deal with challenges from current ill-health [26].

Kuh makes a case for studying not only physiological but also social and psycho-
logical resilience alongside frailty in older people, raising the prospect of being able
to be physically frail but psychologically and socially resilient [27]. This suggests
that resilience may offer an appropriate framework for understanding wellness and
well-being in the context of older age and/or chronic conditions. This also comes



12 J.C. Richardson and C.A. Chew-Graham

across in Windle’s proposed definition of resilience, developed from a review and
concept analysis:

Resilience is the process of effectively negotiating, adapting to, or managing significant
sources of stress or trauma. Assets and resources within the individual, their life and
environment facilitate this capacity for adaptation and ‘bouncing back’ in the face of
adversity. Across the life course, the experience of resilience will vary. [28]

In this definition, ‘bouncing back’ and adaptation are both seen as part of resil-
ience, which, I would suggest, make it more appropriate to older people. Adaptation
also distinguishes resilience from stoicism, which, although often lauded as a posi-
tive response, has no elements of flexibility, which are key to resilience [29].

However, the notion of bouncing back, at least in the context of older people with
chronic conditions, could also be seen as flawed. Chronic conditions, by definition,
persist and might get worse rather than better, and resilience here may mean that a
person ‘keeps going’ despite the adversity, rather than returning to a pre-adversity
state. Some research uses comparison of measures such as well-being and quality of
life before and after adversity to determine resilience, with the focus on bouncing
back rather than keeping going. It is difficult to measure adversity ‘objectively’, and
people may experience the same adversity differently. This demonstrates the impor-
tance of looking at older people’s own definitions of adversity, well-being and resil-
ience [18]. These are important because they will shape the actions they take, and
have taken, over their lifetime. It is important for healthcare professionals to con-
sider older people’s own definitions of resilience (or perhaps rather ‘keeping going’)
as part of a patient-centred approach.

2.5 Measuring Resilience

The measurement of resilience is problematic: a recent review of resilience scales
found no current ‘gold standard’ amongst 15 measures of resilience [30]. This review
reported that a number of scales are in the early stages of development, but all require
further validation work. The authors identify the lack of attention paid to family and
community resources as a major weakness of existing attempts to create a valid mea-
sure of the concept. A further problem, particularly for those wanting to adopt a
salutogenic approach, is that measures for older people often focus on deficits, such
as challenges of living with chronic illness, pain, loss and loneliness [31]. The grow-
ing literature on optimal ageing [32] yields more positive measures, for example,
Wagnild and Young developed a resilience scale measuring positive attributes
(including equanimity, perseverance, self-reliance, existential aloneness and spiritu-
ality/meaningfulness) through interviews with ‘resilient’ individuals [33].

Other examples of measuring resilience include Martens et al., who used ‘mas-
tery’ as a proxy measure, or marker, of resilience [34] and measured it using the
‘Personal Mastery Scale’ [35]. They suggest that having a high level of mastery
helps older people to cope with and adapt to living with a chronic condition. They
also suggest that further longitudinal research is necessary to unravel the long-term
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effects of mastery, income and social support on ‘relatively successful functioning’
in chronically ill patients. Lamond et al. suggest that the CD-RISC is an internally
consistent scale for assessing resilience amongst older women and that greater resil-
ience as assessed by the CD-RISC related positively to key components of success-
ful ageing [36]. The strongest predictors of CD-RISC scores in this study were
higher emotional well-being, optimism, self-rated successful ageing, social engage-
ment and fewer cognitive complaints. Janssen et al. conducted a qualitative study
and suggest that the main sources of strength (‘to improve resilience’) identified
amongst older people were constituted on three domains of analysis; the individual,
interactional and contextual domain and thus proactive interactions need to help
older people build on the positive aspects of their lives [37].

This resonates with Wild et al.’s [18] model (Fig. 2.1) of the different levels of
resilience, including individual, family and community [18].

2.6 Alternatives to Resilience

The salutogenic umbrella can also be referred to as an ‘asset-based approach’ —
identifying the protective factors that create health and well-being and in contrast
with the deficit-based approach described earlier. Resilience can be seen as an asset.
Clearly in health care, a deficit model is necessary to identify need, priorities and so
on, but an asset-based approach would seem more acceptable as a complement to
this deficit-based approach. However, as with resilience, the focus of much research
in this area has been personal factors and cognitive resources, and there is a need to

Societal resilience
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Family resilience o~
resilience

Household resilience
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Fig.2.1 Levels of resilience
resilience (From: Wild

et al. [18] with permission)
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extend this further. The scales of resilience (individual, household, family, neigh-
bourhood, community, societal), seen in Fig. 2.1, can also be applied to an asset-
based approach, as can the different domains of resilience, shown in the second
model above, for example, financial, environment, physical, social, psychological,
mobility and so on.

2.7 Thelmportance of Resilience in Context

Wild et al. acknowledge the potential for applying the concept of resilience to older
people, acknowledging as they do that it can incorporate and balance vulnerability
alongside strength across a wide range of contexts [18]. Locating resilience within
these broader contexts removes the focus from individual characteristics and the
associated blame for those who do not ‘achieve resilience’ [18]. The model also
acknowledges that people may be resilient in one area but not in others (Fig. 2.2).

Older people, particularly those with chronic conditions, might not consider
themselves to have a medical condition but simply to be getting older; nevertheless,
they have to face up to changes in their physical abilities and their perception of
themselves. Being ‘resilient’ (in the sense suggested by Wild et al. [18] and Windle
[28] above) means being able to accommodate and adapt to physical changes and
fluctuations in health and well-being in order to sustain what is important in life and
for a valued sense of self.

Windle draws attention to the ‘normal, everyday’ nature of resilience, echoing
Masten’s evocative phrase ‘ordinary magic’ and suggesting that ‘the opportunity for
positive adaptation should be an option for everyone’ [28]. Perfect physical health
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resilience

Financial
resilience

Mobility

" Social
resilience

resilience

Areas of

Psychological resilience Cultural
resilience in later resilience
life

Fig. 2.2 Areas of resilience (From: Wild et al. [18] with permission)
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is neither necessary nor sufficient for successful ageing as defined by the older
adults themselves. Their holistic self-appraisal involves strong emphasis on psycho-
logical factors such as resilience, optimism and well-being, along with an absence
of depression.

2.8 Implications of Taking Account of Resilience

Most of the public discourse on population ageing involves dire predictions and
negative stereotypes. This negative view of old age has been contrasted by empirical
research on older adults who continue to function well and are ageing
‘successfully’.

Health and welfare services may be part of the environment of many older peo-
ple, particularly those with chronic conditions, but those who provide care need to
appreciate that a frail body is not indicative that the cared-for person lacks a resilient
sense of self or is not able to draw on other domains or levels to achieve resilience.

Clinicians can help reduce societal ageism through their optimistic approach to
the care of seniors. Treating the frail body should not come at the expense of under-
mining an older person’s sense of self. In order to balance professional perceptions
of an individual’s ‘frailty’ with an individual’s embodied and lived experience, we
suggest that health and social care providers take an individual’s own approach to
managing their condition as the starting point for any support.

Further research on how older adults develop and maintain positive self-
appraisals in the presence of biological decline may also inform similar adaptations
across the lifespan.

29 Suggested Activity

Think about a particular patient using a salutogenic approach and using the models
shown above. Is it possible to identify different levels of resilience that the patient
can draw on/could be helped to draw on, outside of his/herself? Are there other
domains in which the patient is resilient that can be used to support an area of dif-
ficulty? Does the patient have valued activities? How can they be supported to con-
tinue with these? How could any treatment given to a patient be used to support
rather than undermine a positive sense of self? Are there opportunities for fostering
resilience in older people with current high levels of well-being?
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