Q1. Critically discuss the effect of negative attitudes towards the elderly.
According to Nelson (2005), alongside ethnicity and gender, age is considered one of the unconscious aspects on which we categorise others. When someone is seen as elderly, there is an automatic assumption regarding their capability, views and competences across several areas (Cuddy, 2002). Once these assumptions have been made and are based on one of the adverse stereotypes regarding old people, the result of this can be ageism (Greenberg & Martens, 2002). Also, ageism can be aimed at younger people as well as older people (Abrams, Eller, & Bryant, 2006). Previous investigation has revealed that there are numerous different stereotypical opinions of old people (Cuddy et al., 2005) and these stereotypes can have acute personal outcomes on the way elderly people are seen and treated. 
Still, anyone at any age is susceptible to ageism and additional investigation is required to understand the effects ageism has on younger people. However, ageism is mostly aimed at elderly people (Bugental & Hehman, 2007), and presents some adverse outcomes for them. Such as depression, feeling useless and unwanted and feelings of loneliness and isolation (Garstka et al., 2004). Negative attitudes towards elderly people has shown to have psychological and physical well-being consequences. A few of these include; a reduced motivation to live, decreased motivation to practice a healthy lifestyle, a weakened immune from a previous ailment, heightened levels of stress and a reduced life period (Garstka et al., 2004). 
Negative stereotyping towards elderly people has been shown to have detrimental results on their quality of life. Erber et al., (2001) discovered that the elderly is being constantly reminded of negative labels connected with ageing in numerous different environments. For example, television and radio marketing of merchandise and facilities that focus on aspects of getting older such as retention loss, weakness, involuntary urination and decreased mobility (Erber et al., 2001). Elderly people are also susceptible to the effects of ageism in medical settings such as hospitals where they usually receive less intense medical treatment due to staff automatically assuming that their illnesses are related to their age. However, positive stereotypes can also influence how people are treated. For example, in legal environments elderly witnesses are believed to be just as reliable as younger witnesses in spite of elderly adult’s retention deterioration. Therefore, despite views of retention deterioration in older adults, they can still be seen are reliable. According to Pasupathi (2002), positive stereotypes in the media have portrayed elderly people are strong, energetic and healthy. 
Recent research has shown the psychological and physical well-being of elderly adults are affected by being subjected to ageist stereotypes. Levy et al., (2000) discovered that elderly adults who were exposed to the effects of ageism results in elevated blood pressure and heart rate to the stress of academic and vocal challenges, compared to elderly adults subjected to constructive labels concerning getting older (Levy, 1999). However, previous research has shown that elderly adults who do not experience age related stigma have higher self-esteem and perform suggestively better well-being activities e.g. physical exercise, than elderly adults who are exposed to negative age-related stigma (Levy & Myers, 2004). 
The elderly may also receive negative stereotyping in regard to employment. Previous research has shown that there is a connection between age labelling and gaining employment (Krings et al., 2011). Older adults are often seen as incompetent and unable to perform independently (Campion, 2009). Even though there is only a small amount of evidence to back up this idea. The elderly who want to gain employment or keep their current job might do this by highlighting their strengths by stressing their previous attainments and achievements. There is a chance however that this will not positively influence the employer’s decision. Evidence to support this is a study by Porcellato et al., (2010) who state that there are observations of on-going age prejudice by companies. Also, there is the idea that discrimination towards older adults in the United Kingdom is much acuter for females than males (Duncan and Loretto, 2004).
Q2. Critically discuss the efficacy of treatments available to older people with depression.

The prevalence of depression in the elderly can significantly affect their general well-being and increase the probability of being moved into residential care due to social issues (Lyketsos & Lee, 2004). Depression is labelled as key risk issue for suicide and is the rates of suicide are most prevalent amongst those who are aged 65 or over (Alexopoulos, 2004). 

[bookmark: _GoBack]Signs of depression include low mood, lack of interest in social activities, trouble sleeping, fluctuation in weight, fatigue, reduced energy, feelings of worthlessness, problems focusing or coming to a decision and common contemplations of death/suicide.  
Later life depression is common and is also curable with the antidepressant medication and therapy interventions (Charney et al., 2003). However, there are not many older adults who are able to access therapy interventions (Bartel et al, 2004). One of the main reasons as to why psychotherapy interventions are not used is due to the majority of elderly people go to their local practitioner to pursue support for their depressive symptoms (Arean, 1996). However, recent studies on the effectiveness for elderly people normally offer flexibility with regard to the place of the treatment e.g. their own household or in clinics. This improves access for elderly people or people with frailties and physical health problems (Stanley et al., 2003)
Numerous different types of psychotherapy have discovered to be successful in the care of late life depression however, these were; Problem solving therapy and cognitive behavioural therapy (CBT) (McGovern, 2014; Kiosses, 2014). 
Cognitive behavioural therapy is a concise, organised treatment that focuses on the main role that thoughts and actions have in the start and upkeep of psychological illness. It has also been shown to be successful in treating a varied array of psychological illness such as depression, apprehension, bipolar, drug misuse and restlessness (Howels, 1992). Cognitive behavioural therapy has also been shown to be just as effective as medication for depression, however, when used together, the effects are more effective then either treatment alone. It is also shown to be effective in older patients who are experiencing anxiety disorders. To improve the effectiveness of CBT, alteration is required to centre on the meaning of losses and change and adjusting cognitive decline (Mcray, 2001). 
Cognitive behavioural therapy is cognitive theory and behavioural theory mixed together to provide a better understand of the persons issues and to create a better approach that would be given if each component was delivered separately. However, some previous research proposes that CBT may not be as successful for the elderly as it is for adults who are younger. Stanley et al (2001) discovered reduced effect sizes when using CBT for adults who are younger. In CBT, cognitive theory and behavioural theory are blended to provide a more sophisticated understanding of clients’ problems and to develop a comprehensive treatment approach than would be provided by singly focusing on each component separately (Stanley et al. 2001).
Previous literature which has looked at the effectiveness of psychotherapy in the elderly who are experiencing depression shows that both cognitive behavioural therapy and behaviour therapy, which is the foundation of CBT, have shown a significantly better effect on depression than medication alone (Arean & Beck, 2002). 



