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Is there an evidence base for intuition and
empathy? The risks and benefits of inviting
an older person to discuss unresolved loss

Ed Peile Aston Clinton Surgery, Aston Clinton, Buckinghamshire, UK

This paper relates a common problem in community practice. A client chose to share
information with a support worker who was unsure of her competence to deal with
the disclosure. An innovative and reflective approach to finding evidence for potential
benefit or harm is described, together with an interpretation of this evidence, and
finally recommendations for clinical practice based on ‘best available evidence'.
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Introduction Should we take the opportunity to invite the
patient to talk about it? Or could we do more harm
This paper arose out of a case discussion in whithan good by lifting the lid off the can of worms
a support worker, who had recognized that an olderhen we don’t know what to do with the worms?
client might still be grieving about something thaBringing a problem to the surface is not the same
had happened a long time ago, invited her client @s resolving it, but is the process more likely to
talk about this ‘unresolved loss’. A long, emotionahelp the patient to move forward, or to increase
description of the event and the pain it had causekeir emotional burden?
was shared between the patient and the supporfThese are important questions for a holistic care
worker. It seemed to be helpful but, quite appropriapproach. Randomized controlled trials are
ately, the helper was concerned: ‘I've not beeunnlikely to provide an answer. We therefore have
trained as a counsellor. Should | have done that? look broadly at the health and psychosocial
Could | have done more harm than good?’ literature in order to inform our practice.

The problem An approach to ‘best evidence’

Counsellors and psychotherapists are trained Tdere may not be a satisfactory answer to this type
help patients and clients to talk through painfubf question in the literature (I certainly could not
past experiences, and there is good evidence of tired one), but that does not mean that an evidence-
potential therapeutic benefit of this. Howeverbased approach has to be abandoned. Indeed, far
without formal counselling training, what shouldfrom it, as the approach has to be somewhat innov-
primary care workers do when they encounter ative if one is going to find and interpret ‘best evi-
patient with a painful memory that may be detridence’. | shall describe here the approach which
mental to health? | adopted.
My question was eventually formulated as fol-

lows. ‘Does an opportunity to talk about unre-
Address for correspondence: Dr Ed Peile, Chiltern Water§,0|ved IQSS to an empathic caregiver (un.tramed In
1 Stablebridge Road, Aston Clinton, Bucks HP22 5ND, ukCounselling) change health or psychological well-
Email: edpeil&@msn.com being in older depressed patients?’ | searched
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Medline, Embase, Psyclit, Cinahl and Sociofillhave examined each segment in turn is to have

using both Winspirs and Ovid, for the followingtaken a tour around the central question, getting

search terms: reminiscence; life review; commungver closer to a ‘best answer'.

cation; listening; empathy; depression; counselling;

psychotherapy; social support; caregiving; confit) A confidant is an important element of a social

dant; bereavement. In addition to the references | support system (Murphy, 1982; Oxman al.,

found through searches, discussions with col- 1992; Potts, 1997).

leagues led me to a number of other useful bool®y A social support system is important for elders

and sources, all of which were critically appraised. to progress healthily through bereavement
| then employed a process of deduction, first (Hayset al., 1994, 1998).

constructing the relevant assertions which | feB) Unresolved loss may contribute to depression

were supported by the available evidence, and then in older people (Glasst al,, 1997).

linking these assertions into a circuit around thé) Depression adversely affects health and well-

central question. | picture each assertion as a seg- being in older people (Hayst al., 1997; Smits

ment which never quite reaches the central core et al, 1997).

(see Figure 1), but each segment provides a diffés) Psychotherapy and counselling can be

ent angle of approach to the core question, and to beneficial for depressed elders (Brodaty and

Unresolved loss may contribute to

depression in older people

Figure 1 Assertion steps individually supported by evidence.
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Andrews, 1983; Scogin and McElreath, 1994are initially suppressed and pushed to the back of
Landreville and Gervais, 1997). the mind. They may only become apparent because

6) Successful psychotherapy and counsellingf physical symptoms such as muscle tension and
involve the use of empathy (Olson, 1995). pain, or perhaps as disturbances of behaviour, or

7) Empathic listening may aid reminiscencdlashbacks. When these symptoms occur it is often
(Solomon, 1974; Maguire, 1985). too painful to talk about the experiences, but

8) Reminiscence can assist life revieveventually, with help, people can begin to sort out
(McMahon and Rhudick, 1964; Thornton andeven painful experiences in their minds, and start
Brotchie, 1987). to look at the experience from a safe distance.

9) Life review is usually beneficial, but can be The psychotherapeutic term ‘assimilation’ refers
harmful (Butler, 1963; Gillies and Jamesto the situation where a person is eventually able
1978; Pennebakest al., 1988; Parkes, 1997).to look back on and discuss a painful experience

in their past in a healthy way which acknowledges

that ‘this happened to me but I've now moved on’.

When the process is not going very well the suf-

ferer tends to ‘ruminate’ about their pain. To dwell

on it consciously and unconsciously, and the very
passage of time itself, can make the situation more

® How do (older) people deal with| painful (Pennebakeet al, 1988; Rinie 1995;
emotional traumas? Stiles, 1995).

e What is the role of talking about past paint
ful experiences?

®* Who is the appropriate confidant fof What is the role of talking about past
someone who needs to talk? painful experiences?

e \What harm can talking cause?

Box 1 A selective look at some of the
relevant evidence

There is good evidence that talking helps. Scien-
tific experiments have been conducted in which

people were encouraged to write or talk about the
The evidence which | found supports the premigeainful experiences in their past, and the evidence
that it is generally helpful to encourage an oldefug9ests that when they discussed their feelings in
person to talk about unresolved loss, even if orfe Meaningful way this helped to promotﬁ well-

is not a trained counsellor, but there are importa gmg and reduce depression. However, there is a

caveats that life review may be harmful k that for some people ‘rehearsing’ or endless
v e review may ul. repetition of their grief out loud may just be like a

form of unhealthy rumination. They may talk about
their pain to others in the same unhelpful way as
they ruminate internally (Rimel995).

Individuals differ greatly, and Coleman (1986)

. . has identified four different ways in which older
Colin Murray Parkes (Parkes, 1997) reminds ugeople reminisce. y

that, following the death of a close loved one, th

world of the griever is an upside-down world. It* Group 1 enjoy reminiscing, and it helps to keep

looks familiar but feels unfamiliar because the per- their spirits high.

son who has died was a central part of the ‘moded’ Group 2 reminisce compulsively because they

of the world which we all unconsciously carry in have a past full of troubles, and this increases

our heads. This explains why older people may their depression and anxiety.

become confused in their grief and may withdraw Group 3 have no need to reminisce, as they are

from a world which now seems strange to them. already quite positive, and they prefer to talk
Psychotherapists have debated the notion of aabout the present and the future.

healthy grieving process, and have looked at whatGroup 4 do not like to talk about the past

can go wrong if painful, unresolved experiences because it reminds them of what they have now
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lost, in the sense that the present seems muitte social worker. Thus closeness of contact
less fulfilling than in days gone by. becomes important (Keith, 1996).

It is important to remember that Coleman’s work
concerned the topic of general reminiscencet hat harm can talking do?
talking about painful memories or unresolvetyv )

losses. However, if we bear his categories in mingy... 1 of the different ways in which people remin-

it may help our intuition as to whether talking-Sce see Coleman’s aroupinas above). Pressin
about pain is likely to be helpful. Fortunately, most ose(who dislike remin%scinpg (?.e., grou;a)ﬁf) to talk ’

patients are likely to be of the group 1 type, an bout the past can do more harm than good

giving them an opportunity to talk is probably o 4en and Woods, 1988). Reviewing our past
hglpﬂtjl as, okr; ttet Wt?]OI?’ thety gre co?for;[_ablﬁfe as we get closer to death can be very helpful
about going back to their past. Lroup s palieniy o can reorganize our past experience to give

are unlikely to need a listening ear for past pain,q, ) anq significant meaning to our lives, but there
so it is the group 2 and group 4 patients whom w

need to worry about. We should try to avoid eith gre times when this process goes wrong. Under

reinforcing. Someone’s anxiety by vet anothg{hose circumstances, thinking back to past pain just
Inforcing XIety by ¥y Increases our sense of chaos, disorder and feeling

rehearsal of already well-vented painful experipog ) quote from Gillies and James:
ences, or encouraging people to return to their pascf, ' '

if in so doing, we serve to remind them of all that Recalling painful memories may be thera-
they have lost, and thus make the present less toler-peutic and sustain the self-esteem of some
able for them. old people if they can be helped to remember
the ways that they coped in trying situations
in the past. However, for those who have
It may help to talk to someone, but who deep and unresolved scars, very sensitive

should be the confidant? handling and personal counselling may be
needed. Even in old age unresolved grief can

| be worked through but psychiatric advice
should be sought if there is any doubt
about this.

There is a great deal of information in the socia
sciences and psychology literature about the social
networks of older people and the individuals they
choose to be their confidants. It appears that this
is an area where there is a very real change with
age. In younger age and in mid-life we are often
fortunate enough to have many friends and famil$uggestions on how to help someone
members, and from this wide circle we choose spee talk
cial people whom we trust as our confidants. When
we reach very old age, the circle narrows, manfn American ‘Nursing Standard of Practice Proto-
people will have died, and it is not so easy to getol' has recommended:
out and about or to keep up with old friends. Fam- Nurses should provide emotional support to
ily may still be important, but they are often not ; o

: : . depressed elderly patients by providing
used by older people as their confidants (Connidis . d : : .
and Davies, 1990, 1992; Hags al, 1997). empathic, supportive listening, encouraging

‘In this network of friends a new class of friends patients to express their feelings in a focused
becomes important. These are the helpers — thosegggr?eguon (l)srﬁﬁesazl;c?ivaes Cgor'?:] orstrr%l;ae trigg-
who provide paid or volunteer services to typically identifyi PP dg : fp : ping h 9 d
house-bound or bed-fast adults’ (Johnson and ' entifying and_reinforcing sfrengths an
Troll, 1994). This has been examined in detail in capabilities, maintaining privacy and respect

an in-depth UK survey of older people. In total, and instilling hope. (Kurlowicz, 1997)

82% of those who had a home help named that '

person as their confidant. Next in order of prefer- These are lofty objectives, not always easy for
ence as a confidant was the district nurse, and thieained nurses to achieve, and | think there is scope
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Box 2 Key points

e Unresolved grief can be harmful if the
patient is unable to move towards a hea
thy ‘assimilation’ of the emotional pain.

remove the block to progress.

e People differ in their use of remi-
niscence — it may help some and hinde
others.

e At different stages in life, people tend tg
have different confidants — in old age, i
is often a professional carer who is chose
as a confidant.

e Sometimes talking about the pain can

-
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tomorrow so that we can chat about it together?’
Rimés work suggests that 45 minutes is about the
length of time that is often needed.

The patient needs safety nets
1) Sensitivity If you show someone that you
really listen and you really care you are
unlikely to do harm, and it is usually possible
to check back with them later — for example,
‘Do you think it helped to talk about...?’.
Gillies and James expressed it thus:

The old people themselves will almost cer-
tainly make it plain if they do not want to be

involved even if they no longer find it easy

to express themselves clearly. It may become
apparent that they don’t want to talk about
the past when it seems natural to do so, or
they may convey their reluctance by their

for some practical advice, which is intended for all behaviour or attitude.

health-care workers, regardless of their training.

Check out the objectives

We need to make sure that we are really focu
ing on the needs of our patient and client, and that
we are not just asking out of our own curiosity,
but because we believe it may help the patient to

talk about past pain.

Centre the conversation on feelings

When inviting others to talk about their pain, we
should help them to feel secure and safe, knowing
that we will respect their confidentiality and make
it comfortable for them to show their pain, because
we are not frightened of the emotions which are

so powerful for them.

Time is all important

(Gillies and James, 1978)

2) Referral Miller (1989) asks: ‘Why is a psycho-

therapist necessary in a world that is literally
full of free empathy?’ Some people do have a
need for in-depth counselling or psychotherapy,
and if after having taken the lid off the can of
worms, you feel that there is something going
on which is really proving damaging to your
client or patient, | think you have a duty to refer
them for more qualified assessment, perhaps
after consulting with your supervisor about a
counselling or community psychiatric nurse
referral.

You need safety nets
An important part of your safety net is that you

Experimental evidence backs up what we probiever restrict yourself by impossible guarantees of
ably all know — that it is unhelpful to get someoneonfidentiality. All professional counsellors have
talking about a part of their life which is veryconfidential supervisors, and their clients often
important and occupies much of their thoughts ibenefit from a ‘second look’ at the problem.
we will need to cut them off before they have had\though the patient who is divulging sensitive
time to work it through. The helpful aspect of talkinformation needs to feel confident that you will
ing is the way in which, as a person talks to somexot tittle-tattle, never give an undertaking not to
one else, they begin to organize their own thoughtalk confidentially to a supervisor or the patient’s
and make order out of chaos. This cannot be doxector. Otherwise you may be put in a very diffi-
in 5 or 10 minutes. If someone needs to talk, itult situation. Your client's burden may become
may be better to say something along the lines gbur burden, and you maweed supervision to
‘Would it help you to talk about this? Shall | makestraighten out your concerns. Your client might
sure that I've got plenty of time when | come baclalso reveal suicidal thinking which it is your clear
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