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and sensitive issue of abuse while a more specialised literature deal­
ing with that topic has developed. In the United Kingdom there are 
signs that this topic is now raising more public and professional con­
cern; media coverage, conferences and a national 'Action on Elder 
Abuse' network are beginning to arise. 

The reluctance to acknowledge elder abuse has clearly been ageist. 
It has not merited the same attention as has abuse of children. It 
needs, however, to be understood in the context of family relation­
ships rather than as an isolated phenomenon. Specifically, more re­
search is needed on the precipitating factors, the extent to which 
care-giver stress is a significant element or whether, as Homer and 
Gilleard have suggested, long-standing family or personal pathology 
lie at its rootS.25 Those who speak for carers have a delicate path to 
tread to ensure that the reality of abuse and its implications are hon­
estly faced while avoiding a climate in which' carers' are constructed 
as 'perpetrators'. 

The argument so far may be summarised thus: the feelings of those 
very old people who need social care are shaped by complex earlier 
relationships, in actuality and as now perceived, and by fundamen­
tally individualistic assumptions of 'independence'. These people are 
further affected by the lack of certainty about what they now have to 
give back. Ambivalence concerning increased dependency is normal 
and necessary, a fact to which those offering informal and formal care 
need to be sensitive. That ambivalence will often be shared by those 
providing care. The interaction of ambivalence creates tension and dif­
ficulty in the intergenerational negotiations around social care, which 
are becoming a common, if not normative, aspect of family life. Those 
responsible for formal care remain uncertain as to the status of infor­
mal carers and this affects the way in which relationships between the 
sectors are constructed. Of specific concern at present is the need to in­
tegrate the problem of elder abuse with general understanding of fam­
ily relationships. 

What then are the implications for family policy? Walker argues 
that 'the idea that the family is a private domain is a myth'. The 'nat­
urally negotiated' relationship between the old and the young in the 
family 'is . .. in fact socially constructed on the basis of prescriptive 
normative ideas and beliefs .. . Currently favoured community care 
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policies operate to reinforce the compulsory altruism of the family 
and female kin in particular.'26 He stresses the importance of a policy 
of 'shared care', between formal and informal sectors, in which em­
phasis is placed on 'social support networks' rather than a distinction 
between sectors. Fundamental to his argument is his belief that 'nei­
ther families nor female kin should be put under any external obliga­
tion to care for older relatives,?7 

That the state has a powerful role in defining and emphasising 
family roles, notably those of gender, is self-evident and is evidenced 
by the difference between Scandinavian countries and others in Eu­
rope in the expectations upon women to care. There is no indication in 
the United Kingdom of a social consensus in favour of weakening the 
obligations of informal carers; we see instead a complex and ambigu­
ous picture. On the one hand political rhetoric, linked to the constant 
reiteration of the need for restraint in public expenditure, stresses the 
morality of private family care. On the other, there are some strong 
voices and quite powerful coalitions of interests that emphasise that 
the 'burden' of care on the younger generations, above all on women, 
is unsustainable - that it is simply not realistically possible without 
substantial state support. There is little evidence from carers them­
selves of a desire to divest themselves of responsibility; whether that 
is a manifestation of internalised oppression is a matter of opinion. 
There is, however, considerable evidence of a desire to be more effec­
tively supported. The next decade will be a crucial time, during which 
the negotiation between state and family must take place, both at a 
macro political level and at the micro level of community-care 
services. 

Into this debate now comes the Law Commission, whose proposals 
on mentally incapacitated adults would give certain carers, for the 
first time, a legal status. The Commission does not propose that there 
should be a statutory authority to take decisions for an incapacitated 
person simply on the basis of a family relationship. This fits well with 
the implications of the Finch and Mason study discussed earlier, 
which rejects ideas of 'genealogical prediction' of the assumption of 
family responsibilities. However, 'anyone who has care of an incapac­
itated person . . . may do what is reasonable in all the circumstances to 
care for that person and to safeguard and promote his or her personal 
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welfare .. .'. In exercising this authority a carer must act in the best in­
terests of the incapacitated person, taking into account that person's 
ascertainable feelings and wishes, the need to encourage and permit 
the person to participate in decisions, and the general principle that 
the least restrictive course is likely to be the best.28 

The Commission proposes also that there should be a new jurisdic­
tion, enabling decisions to be taken about personal care and welfare, 
including the appointment of a 'personal manager' with administra­
tive authority when the immediate care provided by (for example) a 
relative is not available or is inadequate. All concerned are bound by 
the same principles as are articulated for the role of carer. These pro­
posals are potentially of great value in protecting a particular group of 
highly vulnerable adults (including those open to abuse). They also 
offer protection to carers who are accorded status or whose role is de­
fined, a matter of some importance if, as seems desirable, better pro­
tection is to be afforded against abuse. However, once formal carer 
status is assumed, the carer may find him- or herself with binding eth­
ical and legal obligations. 

These proposals are concerned not only with old people but with 
any adults who are mentally incapacitated. They do not, of course, 
apply to the large numbers of frail elderly people needing social care 
who are not mentally incapacitated, nor should they. However, the 
underlying philosophy of the proposals, emphasising the rights of the 
mentally incapacitated adult to be consulted and involved fits well 
with the ideals of 'empowerment' and user-led assessment so much 
emphasised in the guidance on community care issued by govern­
ment. Conversely, it can be seen as increasing the expectations that in­
formal carers should play a crucial role, by 'writing in' statutory 
responsibilities. 

What then of today's old people? The evidence from AlIen, Hogg 
and Peace29 is disquieting. For a start, in their study of people over 75 
(who were not suffering from senile dementia or a high degree of 
mental frailty), 40 per cent of the elderly people surveyed had no son 
or daughter living in the neighbourhood in which they were living. 
One-third (34 per cent) of the elderly people could not name an infor­
mal source who helped them most to manage at home. A quarter of 
carers interviewed were over 70 and 11 per cent were over 80. 'The 
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question ... "who is the client - the cared for or the carer?" - becomes 
somewhat academic in so many cases where it is quite difficult to sort 
out who is the elderly client.,30 Important as informal care is, as an 
overall strategy of community care, we delude ourselves if we min­
imise its uneven spread, substantial deficits and problematic aspects. 

The main focus of the study was to examine 'the ways in which el­
derly people exercise choice in the care services they receive .. . and 
the extent to which they participate in decisions about their care.'31 
The results are extremely discouraging. 

The question of how much 'choice' is really possible in the delivery of care 
services for elderly people should be examined. Few, if any, elderly peo­
ple interviewed had any choice in what went into their package of care 
and some did not have anything in their package at all. They usually had 
no choice about the time at which the service was delivered, the person 
who delivered it or how much they received. Services were generally ac­
knowledged to be in very short supply, access to them was usually con­
trolled by professional gate-keepers and, in the absence of considerable 
financial resources on the part of the consumer, they were not readily 
available in the form and at the time they were needed. 

Choice and participation by elderly people in the community usually 
took a negative form, with elderly people refusing services or discontinu­
ing them if they found them unsuitable to their needs. There was evidence 
of unmet demand for services among elderly people and their carers, and 
concern about a lack of discussion of their needs. 

A substantial minority of elderly people in residential care felt they 
had not had enough discussion or control over the decision to enter resi­
dential care. Most elderly people had had no choice over which home they 
had entered. Although many said they were happy to leave decisions on 
their entry to residential care to others, some were clearly under pressure, 
while most felt there were no alternatives. The only group to have made a 
clear 'positive choice' and to have behaved like active consumers had 
mainly entered private residential care at a time when they were still rela­
tively fit. 32 

As the authors comment, and is generally agreed, resource short­
ages severely limit choice and participation. However, this is not in 
my view a sufficient explanation. A radical change is needed in atti­
tudes to the assessment and provisions of care, one that combats 
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ageist assumptions and bureaucratic rigidities, and acknowledges the 
subtleties of the processes involved in interweaving formal and infor­
mal care. 

It is ironic that much of the advice and guidance emanating from 
government at the present time does in fact accord with this perspec­
tive, but is viewed by many with cynicism and scepticism partly be­
cause of the overriding resource shortages, partly because there is in 
many quarters a deep distrust of an ideology that stresses choice and 
independence without showing how this can best be facilitated in re­
lation to people who are particularly vulnerable, whether through en­
vironmental deficits or personal incapacity, or (most likely) both. 

Such considerations may lead us seriously to doubt the application 
of market principles to welfare provision. They will certainly lead us 
to a model of intervention that is time-consuming at the point of as­
sessment in its search for the 'right' solution for the individuals con­
cerned. This is not to deny that there are a fair number of very old 
people whose modest needs are easily assessed. (Many of those, how­
ever, are finding themselves 'screened out' as diminishing domiciliary 
care resources are directed to those needing more intensive personal 
care.) Yet the fact remains that the gap in formal care between the 
ideal and the reality is far too wide to be tolerable. I have been shown 
some examples both in the community and in residential care that ex­
emplify principles upholding the dignity of old people and their right 
to a significant degree of self-determination. I have seen descriptions 
of 'care packages' that show sensitive and painstaking work to pro­
vide a protective and acceptable environment.33 Yet, as the Policy 
Studies Institute study shows, these have touched relatively few peo­
ple. The reality for many, if not most, very old people is very different. 
The uncomfortable truth is that, in the way formal care is offered, we 
often do little to sustain the sense of engagement and involvement 
that gives life meaning and purpose, and are not sufficiently sensitive 
to the dynamic interplay of the informal care system. 

Formal care is an intergenerational activity. Younger workers look­
ing after older people are as affected as their contemporaries by pre­
vailing values and attitudes towards old people. Widespread ageism, 
a genuine social dilemma concerning the contribution of the very old 
to their society, and many individual situations in which mental inca-
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pacity plays a significant part, combine to produce a service response 
that bears little relationship to the ideals of 'partnership' between user 
and provider, now part of the rhetorical currency of social services de­
partments. Ultimately, the success or failure of the community-care 
initiative will be judged not only on its level of resourcing, but also on 
the evidence of principled and sophisticated activity in working 
towards such partnerships. We have seen the development of a 
'movement' in the field of learning disability that has led to deter­
mined efforts at partnership between workers and users. Can we now 
hope for a similar commitment in work with elderly people? 
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