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Abstract

In collaboration with Age Concern UK, older people were invited to participate
in action learning groups to explore how they adapt to change. Themes for
discussion were initially identified using a nominal focus method. Discussions
identified actual and desired methods of coping with changes in later life. A
series of weekly meetings with three cohorts of urban, rural and sheltered
accommodation participants with an average age of 81 years revealed that
they were concerned with having to cope with and adapt to a wide range of
experiences. These included the loss of sharing and reduced sociability,
reduced mobility, bereavement, physical changes, having to move house
and/or location, having to retire, and having to deal with outside agencies. In
order to cope with these experiences, participants engaged in a range of
activities that centred on aspects of communication and social networking.
Participants talked to each other socially and informally, exchanging
information and advice. When able, they also participated in more structured
but non-specific social events during which time they also had the opportunity
to support each other. Participants suggested that there was a role for
statutory and non-statutory bodies and professions such as mental health and
community adult nursing, occupational therapy and social work to provide

more formal social networking and information exchange opportunities.

Introduction

People in later life report sophisticated coping, adaptation and resilience in
response to the need to adapt to changes that might occur as a result of, for
example, declining functional ability 2. However, alterations in functional
ability, social networks, socioeconomic factors and other demographic
changes frequently have a negative impact upon the quality of life reported by

those in later life %> %78,

There is an extensive body of evidence to suggest that, for example, the loss

of a spouse may result in “lower levels of psychological wellbeing than

)9,10

married individuals” (page 265 and that issues related to having a limited



social network may impact negatively on mortality rates, particularly for men"".
Fear of crime and a threat to personal safety may lead to increased isolation
and a tendency to stay at home'? and loss of mobility’>. In particular the
cessation of driving'* was a strong predictor of increased depressive
symptoms. In an extensive review and meta-analysis of 148 papers, it was
reported’® that there is a “50% increased likelihood of survival for those,
particularly men, with stronger social relationships” (page 14). In addition, it
has been acknowledged that people in later life may conceal “dissatisfaction
with conditions that might otherwise be correctable” (page 1111)* and that
negative life events can be cumulative and can have an increasingly negative
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impact on quality of life ™ ® and health status ",

A review of the literature over the past 40 years revealed a range of strategies
found to positively impact on how older people cope with change and loss.

General strategies to minimise the negative impact that these changes might

have on quality of life include the individual use of reminiscence * '8,

19.20 ‘maintaining activity?', independence?, social relationships and

22.4.¢ and engagement with family>> ?*, ‘mainstream’ society®® and

dancing
affiliations

t23

by going out”". When this was not possible, having established primary or

secondary (cognitive adaptation)® control and influence over informal care®

3,6, 26

and/or external help and services was seen as an important component

of maintaining a good quality of life.

As adapting to change is often a complex and multi-faceted phenomena that
is dependent upon a wide range of confounding variables, it is difficult to
establish the evidence and support for any one of a range of possible
professional and voluntary body interventions. Whilst one author®’ asserted
that there is little evidence to support interventions designed to limit social
isolation, one change that people in later life might have to confront, another?®
maintained that a volunteer befriending scheme proved to be very effective in
reducing social isolation, was very positively viewed by the service users and
resulted in genuine new friendships being formed, with the volunteer
befriender often ‘doing extra’, that is, going beyond the formal remit of the

scheme. However, a systematic review of health promotion activities aimed at



reducing social isolation in later life revealed that whilst group educational and
social activities may be effective, the evidence to support the effectiveness of

individual home visiting and befriending services remains inconclusive®.

A review of the literature was performed in order to broadly explore the
subject of adaptation, change and related issues in later life. This revealed
that although there was a considerable body of work completed during the
1970s and 80s in Europe and the Americas'®, and that the subject is the
broad focus of inquiry for a number of recent or ongoing large scale projects
in the UK (such as the ESRC Research Program on Extending Quality of Life,
and the UK Research Councils’ collaborative New Dynamics of Ageing
program), there are few contemporary programs or research studies that have
specifically explored how those in later life positively adapt to change.

The nature and context of ageing and growing older can be considered to
have changed considerably since the 1970s?. There is now the expectation
that ‘good’ ageing means, among other things, the persistence of social and
cultural integration and the successful personal and practical management of
an “old body” (page 282)%. Given that there are a range of social, financial
and health issues that older people may be challenged by, there is a clear
need to further explore how people in later life deal with these changes in
order to maximise the ability to experience ‘good’ ageing. In addition, a
greater understanding of these adaptive needs will enable the health and
social care professions and statutory and voluntary bodies to plan assistive
services accordingly. With this in mind, the following research questions were
formulated.

Research questions

1. What changes do people experience in later life?
2. How do people cope with those changes?

3. What would help people cope with those changes?

Materials and method



In order to rigorously and comprehensively explore these questions, a
combination of two distinct but related methods across three groups of
participants who had experienced loss, change and a need for adaptation in
later life was used. Initially, a nominal group method™® was used in order to
generate ideas and responses to the initial research question. These ideas
and responses were then ranked according to the group’s perceived priorities.
This formed the basis of further discussions that were held during four
subsequent meetings of small cooperative learning groups or action learning
sets®! that used an action learning approach® to link the world of learning to
the world of action and sustainability through a reflective process. Finally, the
findings from these groups structured the format of a one-day community
information event, designed to meet the needs that were expressed through

the nominal group and action learning processes.

Procedure

A series of advertisements and notices were placed in local parish
magazines, and village, town and Age Concern publications inviting potential
participants from rural and urban situations who have experienced loss and
the need to adapt and change as a result of a range of later life events, to
attend an initial two hour meeting. At this first meeting, the nature of the
research and the program was explained, along with strategies that were
used in order to ensure the confidentiality and the anonymity of potential
participants. If the potential participants agreed to continue to take part in the
group activity they were asked to sign consent forms, and, before the end of
the meeting, to complete confidential forms asking for a range of basic
demographic details (name, age and contact details). In addition, it was
explained how the initial nominal group method of data collection and
generation would be employed in order to construct a prioritised list of a
number of issues that would form the basis of discussions held at four
subsequent action learning set meetings held at weekly intervals with each
lasting two hours. Data, in the form of field notes and flip chart summaries of
the proceedings were maintained throughout the process. A final sixth
meeting, an all day ‘surgery’ or community information event was held at a
central location in order for the findings of the initial meeting and the four



subsequent action learning group meetings to be summarized. At this
meeting, participants also had the opportunity to meet representatives from a
range of invited statutory and non-statutory bodies (such as public transport
representatives, the police and home security advisors, benefit advisors,
volunteer organisations, occupational therapists, home adaptation specialists
and religious bodies) in order to further investigate and suggest solutions to
the adaptation issues that had been identified.

Participants

The project aimed to recruit self-selecting potential participants from a
medium-sized market town in southern England, and the immediate
surrounding rural areas. At the initial meetings these participants would then
join either an urban, sheltered accommodation or rural cohort. As the
participants were self-selecting, there was no formal inclusion and exclusion
criteria beyond the initial request that participants had had some experience
of loss, change and a need to adapt to new situations in later life. There were
no specific age restrictions on those who could participate in the study, with
the concept of ‘later life’ being defined by the individuals themselves.

Ethical considerations

Although the initial potential participants were self-selecting, and participation
thereafter voluntary; a number of strategies were put in place to preserve their
integrity and wellbeing. Firstly, all the participant/demographic and project
data (including field notes and flip chart summaries) was kept in a locked filing
cabinet with access only being granted to research team members as
required. Pseudonyms were allocated to all participants at the first meeting,
and these would be used during data analysis and, where necessary, in final
written reports. There was the possibility that emotive subjects could have
been raised during the initial and subsequent meetings of the participants. If
this resulted in any of the participants becoming upset, then the group
facilitator/s, who all have considerable formal and informal counselling
experience, would discuss the issue in private with the participant, and if
necessary refer them to the confidential Age Concern Information and Advice
helpline. Following local procedure, a formal project proposal, which included



a full Health and Safety risk assessment, progressed through an initial ethical
screening process and, following this, was subsequently granted full ethical
approval by the Research Committee of Bournemouth University’s School of

Health and Social Care prior to the commencement of the study.

Results

Overall, 24 volunteers initially agreed to participate in the project. Eleven
participants were recruited to the first meeting of the urban-based cohort, 6
were recruited to the sheltered accommodation-based cohort, and 7 were
recruited to the rural-based cohort. In subsequent meetings, cohort size
varied, but on average was 8 (urban), 4 (sheltered accommodation) and 5
(rural). Participants were predominantly female in the urban cohort (9 women
and 2 men) and the sheltered accommodation cohort (56 women and 1 man),
and exclusively so in the rural cohort. Participant’s ages ranged from 66 to 96
years, with a mean age of 81 years.

Through the use of the nominal focus group method at the three initial
meetings, members of all three cohorts identified that they had experienced
similar changes in later life, although there were differences in the way that
these changes were expressed and, to some extent, prioritised. The urban-
based cohort identified these changes as (from most to least priority): losing
the ability to easily share aspects of life with another (often following the loss
of a life partner) and/or others; a decline in mobility; the experience of
bereavement and the need to learn new life skills (that had previously been
undertaken by the deceased); changes in health; reduced finances and finally,
the acknowledgement of the need to ask for advice and help. One participant
referred to being aware that ‘life shrinks’ as a result of altered financial status,
bereavement, an altered social network and reduced mobility — often in
combination. The sheltered accommodation-based cohort prioritised the
changes that they had experienced as: a reduction in the ability to socialise
(which perhaps emerged as a result of the threat, at that time, of their local
day centre closing); a reduced physical ability in relation to mobility; the
experience of bereavement (with the death of a pet, partner, twin, parent
and/or friend); a decline in personal confidence; having to or choosing to



move house and location; changes in the home (such as the installation of
mobility aids); and having to depend on public transport. Finally, the rural-
based cohort identified the following changes that they had experienced,
presented here again in order of descending priority: the dependence on
public transport; reduced levels of confidence; having increasing difficulty in
dealing with outside agencies such as utility companies; retirement; physical
changes such as a reduction in hearing acuity, sight, and mobility; isolation;
and bereavement. Although this study was not designed in order make
effective and valid comparisons between the three groups, these findings are
presented, for interest, in tabular form in Figure One.

The four subsequent action learning set meetings with each of the three
cohorts, (where participants explored this prioritised data in more depth and
shared experiences relating to what helped and how they managed to cope
with these adaptation needs), generated large amounts of rich data. For
example, during the first action learning set meeting of the urban cohort, the
participants discussed in more detail their experience of the loss of sharing,
which was the issue that they had identified as having highest priority. One
participant revealed that, in a relatively short period of time, he had been
made redundant and had subsequently lost the use of his company car and
on top of all this his wife, mother-in-law and then two of his pet dogs had died.
This prompted the cohort to identify that loss often has multiple consequences
(the loss of a job means reduced mobility), that loss of sharing meant
emptiness, loneliness, and the need to fill time, especially in the evenings,
when ‘you shut your front door’ and there is nobody to talk to or to eat with.
For this cohort, loss of sharing also meant being alone, especially when in
crowds (such as having to attend a wedding alone) and having nobody to
walk hand-in-hand with or to be intimate with, having nobody to bring them a
cup of tea in the morning, or to offer them comfort when they are feeling
unwell. In the words of one cohort member, loss of sharing meant missing
‘having somebody to discuss nothing with’. When asked how members of the
cohort managed to cope with all these issues, they replied that it helped to



have a reason to get up in the morning and that can be achieved by
developing and maintaining activities; by having faith and to have contact with
other people. For example, one participant said that her ‘daughter phones
each morning to see if I'm up’. When asked what could help with the loss of
sharing, they identified the significance of facilities and events where they
could meet and socialise with others, such as day centres, lunch clubs and a
hospice bereavement group. They also identified that participation in this
project helped them realise that they were not alone and gave them the
opportunity to share their concerns and find solutions to their problems.

These issues were clearly mirrored by the sheltered accommodation and rural
cohort, who, however, gave it less priority that the urban cohort. As a group
the sheltered accommodation cohort was still mourning the loss, over a year
previously, of a weekly social group. One participant thought that they had
been denied sociability and had deteriorated ever since. Outside facilitators
used to run an activity program and a lunch club where everybody ‘seemed to
enjoy themselves, it was lovely’. The sheltered accommodation cohort still
organised some of their own activities and trips, but it ‘wasn’t the same’.

As the meetings continued, it became clear that although the three cohorts
had been able to identify and prioritise specific challenges and needs that
require adaptation in later life, it also became clear that many of these issues
were very closely related. For example, some of the physical changes that
were experienced by some of the participants (such as loss of balance and
the need to use walking aids, a fear of falling, arthritis-related reduced mobility
and pain, reduced visual acuity) were often related to reduced mobility ‘I can’t
go to the restaurant because the toilets are up the stairs, which | can’t
manage’ and ‘the bus seats are too hard for my arthritis’. The result was a
tendency to feeling increasingly socially isolated ‘| yearned to go and see my
older sister who had Alzheimer’s disease but because of the length of the
journey, | couldn’t go before she died’.

Despite the multitude of problems that the participants expressed in relation to
becoming increasingly isolated and lonely, it was often small things that made
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a difference and helped them overcome these challenges. ‘There was a lady
who lived over the road, and we used to wave at each other. | miss her now
that she has died’, ‘The people in the village always say hello’, ‘I never miss
our fish and chip lunches’ and ‘I help out with the coffee mornings and run the
raffle’ were typical of the comments that were generated when the participants
were asked how they cope with adapting to changes such as moving into a

new area.

Although these and further findings were generated in considerably more
detail than can be recounted here, it is also important to acknowledge that the
research design was such that its prime objective was to encourage
participants to explore their own adaptation problems and find their own
solutions and methods of coping, as well as to identify what might help them
cope in the future. In general, participants were very enthusiastic about having
the opportunity to share their experiences of loss, change and adaptation and
the strategies that they had employed in order to cope with them. In many
instances, these issues were very private and often very emotive, but, in the
words of one participant ‘sharing our stories shows that we are not alone’, a
process that appeared to be beneficial in its own right. This was reinforced by
feelings that they were also ‘being proactive — taking charge of the changes
that they needed to be involved with'. Indeed, participants were often so
enthusiastic about this process, that individuals often left the project agenda
and prioritised issues behind, and explored issues that were a current priority.
However, at other times, the cohort facilitators reported a distinct lack of
clarity to the proceedings and cohort processes, with participants coming and
going at will, often talking over each other and dominating proceedings,
appearing to have no time to listen to others and having little faith that
anything would change, in the words of one participant ‘Nobody wants to
know. It's all been tried before’. However, as the meetings progressed, the
participants started to work together more, began active listening, information
sharing and problem-solving, and expressed enjoyment with having the
opportunity to do this. As a result, information was shared and advice given by
many participants in relation to both general and more specific topic areas.
One person was able, for example, to interpret a newly introduced local bus
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timetable, another was able to give directions to a nearby town, and give
advice related to being hard of hearing, someone else was able to relate her
experiences of internet shopping, while another described a telephone
conferencing scheme that enabled small groups of individuals to get together
on the telephone and talk about their troubles and concerns. The cohorts
acknowledged that mere attendance at these sessions ‘demonstrated our
commitment to adapt and cope with life events’ and could exist as an
‘example of our own success at coping’. Towards the end of the project, one
cohort facilitator observed that ‘It was evident that the group have found their
own way of supporting, sharing and problem-solving. This continues to be
evident as they continue to discuss ideas about fish and chip lunches and
hairdressers’. ‘We have really learnt a lot from each other’ was the response
from one participant on learning that a representative from the Citizen’s
Advice Bureau visited the local doctor’s surgery once a week. These sessions
gave one participant ‘the sense that they weren’t alone in having the feelings
that they have’.

Throughout, the project participants were asked to consider what strategies
and services should be in place to help people in later life cope with the
changes that they experienced. As the meeting series progressed, solutions
to individual’s problems were suggested as they arose. In addition to this,
more general ideas were generated that the participants felt would help them
cope with the changes that take place in later life. It became clear, from the
many hours of discussions that took place, that whatever the problem or need
for adaptation, the expressed solution was always related to social
networking. People needed to talk to each other to explain and exchange
information, needed to simply just greet each other in the street, wave from a
nearby window, or call on the telephone to talk about the day’s events or even
‘to discuss nothing’. But as well as this, the participants suggested that there
was a potential and significant, perhaps central, role for statutory and non-
statutory bodies in the promotion of social networking. They suggested that
although they would benefit from having a sense of involvement and
ownership of a wide range of group activities, they would also benefit from
having a designated and outside ‘organiser’ to take overall responsibility for
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organising activities such as regular telephone conferencing or calling each
other on the telephone, running lunch clubs, day centres and programs of
(arts and crafts) activities, events and outings, some sort of discussion forum
where information can be exchanged (perhaps in combination with lunch

clubs and social meetings).

Issues and topics that arose throughout all the initial meetings formed the
basis of the program for a final ‘surgery’ or community information event.
Participants from all three cohorts had the opportunity to meet together, to
further discuss the issues and they also heard brief presentations from
officials from welfare benefits organisations, a housing association, a legal
team (who were able to talk about, for example, last wills and testaments and
inheritance tax), and a supplier of telephone-based home safety and
communication equipment. Without exception, a final, informal project
evaluation received very positive responses, with all participants identifying
that they would like to see the project activity continue (through the medium of
organised meetings or individual telephone conversations), that they ‘found it
useful to learn about the various problems people have or have had’, and had
‘got lots of information from the weekly meetings’.

Discussion

Although the project participants clearly identified a wide range of changes
that they had experienced that required a variety of adaptation responses, the
effectiveness of actual or potential coping strategies seemed to centre on their
ability to communicate with others and engage in social networking. This
activity ranged from simply being able to share experiences with others, to the
exchange of advice or information, such as how to get to a nearby town, the
time of an up-and-coming coffee morning or at what time to expect buses; to
the requirement to find solutions to much complex issues such as the
availability of specific financial, housing or legal services. The former social
networking activity often appeared to occur spontaneously, through chance
meetings in the street, for example. However, there is also a clear need for
health and social care professionals and their respective statutory and non-
statutory bodies to provide, and carry on providing where the provision
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already exists, vehicles for informal social networking. Community nurses and
other such professionals are clearly in a position to organise coffee mornings,
lunch clubs, arts craft and dance'® groups and telephone conversations that
can provide those with adaptation needs with the opportunity to talk with
others and exchange information. Engagement with new media, in the form of
training in the use of computers, has been shown to “contribute to older
adults' well-being and sense of empowerment by affecting their interpersonal
interactions, promoting their cognitive functioning and contributing to their
experience of control and independence” (page 477)%, However, such a
positive response to engagement with the internet and communication
technology has not always been found*. There is also a clear need to provide
more formal discussion and information exchange meetings, specifically
designed to meet specific support and information needs. This would go some
way to avoiding the situation where there is a perceived lack of “...information
on what was available or who to approach” (page 281)35. It would also seem

to suggest that it could have a significant positive impact on quality of life® % |
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physical wellbeing and mortality’" and act as an “important buffer to the

stressors of later life” (page 497)°.

These findings and recommendations seem to go some of the way towards
ameliorating assertions that there is little evidence to support interventions
that might limit social isolation®”?’. They support other’s assertions that, for
example, “...family relationships, social contacts and activities are as valued
components of a good quality of life as general health and functional status”
(page 1444)?. It also supports the concept that group activities with
educational or support input, rather than one-to-one interventions, were
effective in reducing social isolation and loneliness®®. One example of such
group activities might include participation in dance circles, where it was found
“that older people are spontaneously finding their own ways of promoting their
own mental and physical well being through music and dance, without being
part of a planned health promotion intervention or a music and dance therapy
group” (page 14)?°, However, there is also a clear need for “further research
to examine how to provide professional intervention that can reduce...feelings

of loneliness...” (page 258)"", for “health care policies and public health
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initiatives” (page 15)'° to take these issues into account and, in order to
improve health, for social care organisations to facilitate access to social

networks 2.

Conclusions

It is acknowledged" that there is a “pressing urgency to increase the
awareness among health professionals that loneliness is a significant and
serious risk factor” (page 259) which can negatively impact upon the health
and well being of people in later life. This study has endeavoured to uncover
some of the challenges that face older people which, if ignored, may impact
on their quality of life. A nominal focus group and action learning set
exploration of the changes that those in later life experience, along with their
actual and desired methods of coping was performed. A series of weekly
meetings with three cohorts of urban, rural and sheltered accommodation
participants with an average age of 81 years revealed that they were
concerned with having to cope with and adapt to a wide range of experiences.
These included the loss of sharing and reduced sociability, reduced mobility,
bereavement, physical changes, having to move house and/or location,
having to retire, and having to deal with outside agencies. In order to cope
with these experiences, participants engaged in a range of activities that
centred on aspects of communication and social networking. A coping
strategy emerged as participants began to talk to each other and exchange
information and advice. When able, they also participated in more structured
but non-specific social events during which time they had the opportunity to
support each other. Participants suggested that there was a role for statutory
and non-statutory bodies and professionals such as community-based nurses
to provide more formal social networking and information exchange

opportunities

Recommendations for future practice are that statuary and voluntary bodies
work collaboratively to plan a range of social meetings in areas commonly
frequented by older people in their communities. This study concludes that by
empowering older people to meet, exchange information and advice and to
engage in social networking activities, health care professionals such as
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community-based nurses can help people to adapt to change and loss which
in turn positively impacts on the quality of life for individuals.
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Figure 1. Prioritised changes experienced in later life.
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