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Abstract

:

This study describes nurses’ experiences in identifying mental ill-health in older men in primary care. The aging population is growing in Sweden and life expectancy is increasing. Age is a risk factor for mental ill-health. Older men are over-represented in deaths from suicide. When older men seek primary care, it is often because of somatic symptoms and rarely for mental health issues. A questionnaire with five open questions was answered by 39 nurses from 10 primary care centres and subjected to inductive qualitative content analysis. The results revealed a main theme—capturing the unsaid—and two categories: (1) feeling secure in the role, with three subcategories (building trust, daring to ask and interpreting signs); and (2) the need for resources, with two subcategories (time and continuity, and finding support in collaboration). The results confirm that nurses in primary care play a key role in identifying mental ill-health in older men. There is a need for resources in the form of time, competence and collaboration with other professionals and patients’ relatives. This strategy will establish best practice and provide evidence-based care to facilitate improvements in older men’s mental health and prevent suicide.
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1. Introduction


The World Health Organization (WHO) defines health as “a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity” [1] (p. 7). Mental ill-health is described as a spectrum, from mild mental ill-health to severe mental illness [2]. The WHO states that mental ill-health will be the biggest global cause of illness for the world’s population by 2030 [3]. This is a growing challenge for society in general and especially for healthcare systems, including primary care.



According to the WHO, mental ill-health among older people is not sufficiently identified by either healthcare professionals or older people themselves [3]. Stigmas around mental ill-health can make people more unwilling to seek help for this disease compared with other kinds of diseases. This attitude makes it challenging for nurses in primary care to detect, support and treat mental ill-health in older persons. Primary care could be provided to many older people who experience mental ill-health more cost-effectively than specialist medical care [4].



A Swedish survey of a random sample of the Swedish population aged from 65 to 80 years showed that 25% of the cohort self-reported loneliness and 10% described depressive symptoms, and contrary to many other studies it revealed that depressive symptoms were more common in men than in women [5]. These findings highlight the importance of identifying loneliness and depressive symptoms to offer adequate support and treatment to improve well-being. Worldwide, the rate of depression among women is about twice as high as that among men [1,6]. However, far more men, especially older men, die from suicide [7]. In Sweden, older males have the highest suicide rates of all age groups [8]. Therefore, more research is needed in this group so that mental ill-health can be detected, and the required levels of support and treatment can be provided.



The difference between men and women regarding depression appears to relate to gendered expressions [9]. Men are also less likely than women to seek professional help or talk about mental health issues with family and friends [10]. Gender differences can also be seen in the prescription of antidepressants, where women are dominant. This observation is consistent with the fact that women are more often diagnosed with depression and may even be over diagnosed [10,11], whereas men risk being underdiagnosed. It is of note that these differences may be due, at least in part, to the screening tools used because they are designed for female expressions of depression, whereas men exhibit other symptoms [11]. Previous research suggests that symptoms in men might instead manifest through irritableness, anger, addiction, and flight behaviour [12]. Masculine norms can conflict with signs of depression, create feelings of shame that can inhibit help-seeking and reinforce maladaptive coping patterns [13].



During the transition to retirement, it can be difficult to both accept and adapt to new living conditions [14,15]. Older people in Finland and Sweden describe a life crisis that can cause deterioration or a poor quality of life (QOL) [16]. Older adults are vulnerable in society, which underlines the importance of a well-developed and inclusive welfare and social security system [17]. It is common that persons aged 65 years and older are not involved in digital society, which can lead to exclusion and affect everyday life [18].



Previous research has revealed that older people have limited trust when seeking help for mental ill-health and express a need for more knowledge from and better communication with healthcare providers [9]. Nurses in primary care are commonly the first in line to meet persons seeking treatment, and there is a need for nurses to increase their knowledge about mental ill-health so that they can identify, support, and offer treatment to such patients. An identified area of deficiency is a lack of education and/or experience in how to connect with patients with mental ill-health [19,20]. Nurses in primary care sometime lack communication skills and are insecure when caring for patients with mental ill-health [21,22]. In Sweden, there is no nationally developed or regulated conversational training during nursing education, so nurses may feel insecure about how to communicate with certain patients in a suitable way [23]. This is especially important for nurses in primary care. Nurses are uniquely situated to identify and provide care for persons with mental ill-health, and thus, should have the prerequisites necessary to identify mental ill-health, promote mental health and improve well-being and QOL [24]. The ability to identify mental ill-health and apply this knowledge in suicide prevention is of great importance. Nurse practitioners in primary care are ideally placed to recognize mental ill-health and use this knowledge successfully to prevent suicide [25]. As older men are overrepresented in suicide rates in Sweden, there is a need for greater knowledge about how to interact with this group to be able to identify, support and treat them. Therefore, the aim of the present study was to highlight primary healthcare nurses’ experiences identifying mental ill-health in older men in Sweden.




2. Materials and Methods


A qualitative descriptive design was used, where written narratives from nurses in primary care were subjected to qualitative content analysis.



2.1. Context


Primary care in Sweden supplies the population with healthcare for basic needs [26] and is responsible for the assessment and treatment of mild mental ill-health [27]. The participating nurses worked at one of 10 either urban or rural health centres located in a medium-sized region in the central part of Sweden.




2.2. Participants and Procedures


The deputy project manager in a county council in the central part of Sweden received oral and written information and approved participation in the study. Consequently, 11 nursing unit managers of public care centres were contacted, of whom, 10 agreed to participate. The unit managers provided the nurses’ email addresses, and subsequently, 134 nurses were contacted. Thirty-nine nurses (2 men and 37 women) participated (Table 1). The inclusion criteria were registered nurses, including undergraduates, and those with nursing degrees in primary care with experiences of meeting older men with mental ill-health.




2.3. Data Collection


A qualitative online survey was used as the data collection method in the Artologik software web tool [28]; the survey consisted of five open questions (Table 2). The nurses were instructed to share their experiences about identifying mental ill-health in older men in primary care settings by answering a few open-ended questions and with a clear information about the aim of the study, making the participants informative in their descriptions. The survey questions were originally in Swedish and later translated into English.



A total of 11 pages of text were collected and analysed.




2.4. Data Analysis


The written narratives were analysed following the steps for manifest qualitative content analysis as described by Graneheim and Lundman [29]. The analysis was performed by the first and the last authors (JK and BK), and in the first step, they separately read the narratives several times to get a grasp of the whole situation. Secondly, meaning units, such as words, sentences or sections related to the study aim, were identified in the text. Next, these were condensed, meaning that superfluous words were removed without changing the meaning of the text. The condensed text was then provided with a code that established the content of the text. Codes with similar content were then sorted into categories and subcategories. Categories have a higher level of abstraction than subcategories, and codes are more textual and concrete [29,30]. The authors that performed the analysis (JK and BK) then discussed their findings with the second authors to increase the trustworthiness of the analysis [31]. Any disagreement within the group was discussed until agreement was achieved. The content analysis was manifested, in the sense that it was mainly descriptive with minimal interpretation of the text except for the theme, which focused on the underlying meaning of the nurses’ experiences, in line with Graneheim and Lundman. During the whole analysis, discussions between the authors increased the level of credibility [31] so that the interpretations and abstractions revealed a red thread establishing the main theme [29], exposing the underlying meaning. Examples of the steps used in the analysis are provided in Table 3. Trustworthiness was increased by thorough data collection procedures and analytical steps, and credibility was achieved by using a semistructured instruction guide when developing the questions in the questionnaire. Trustworthiness was also increased by cooperation in the analysis, as described in the method section. Guidelines and rules were used to ensure that no misinterpretations arose. We strove to bridle our preconceptions during the work, which entails setting aside one’s own assumptions and preconceptions about a phenomenon while studying it [32].




2.5. Ethical Considerations


The nurses were informed by email about the study aims and procedures and of their right to withdraw from the study at any stage without explanation. They were also informed that they consented to participate in the study by answering the web-based questionnaire. Data were treated confidentially, with no identification of which nurse was related to each quote. This study follows Swedish law (2003:460) [33] and is in accordance with the Declaration of Helsinki [34]. The study, including the questioning tool, was approved by the local university ethical committee.





3. Results


The analysis resulted in an overall theme—capturing the unsaid—which was related to two categories: (1) feeling secure in the role, and (2) the need for resources (Table 4).



3.1. Capturing the Unsaid


The nurses’ experiences with identifying mental ill-health in older men highlighted several aspects that stemmed from feeling secure in the professional role, such as the importance of building trust, daring to ask questions, and interpreting signs. It also emerged that time, continuity and collaboration with other professions and relatives were important resources to identify mental ill-health. The nurses described that they needed a sensitive ear, as older men rarely explicitly stated that they experienced mental ill-health during nurse–patient communication. Rather, it was common for older men to present to primary healthcare for physical symptoms. The nurses were challenged to investigate by problematizing the symptoms the men described and at the same time being responsive to symptoms that were not clearly stated but could be the result of mental ill-health.




3.2. Feeling Secure in the Role


The data suggest that while identifying mental ill-health in older men was complex, experience and competence made it a bit less so. The findings revealed the importance of nurses feeling secure in the professional role, and this was linked to both formal and informal competencies that could be achieved through experience. Extensive clinical practice and competence were highlighted as essential for building trust and daring to ask questions, and the ability to interpret signs was described as crucial for identifying mental ill-health in older men.



3.2.1. Building Trust


The nurses highlighted the ability to create a trusting relationship in their encounters with older men as crucial for them to open up and talk about their feelings and inner thoughts. A trusting relationship helped men open up and let the conversation deepen, which facilitated the identification of the underlying reasons for the contact.




“It can happen in any patient encounter, if the contact is there and the patient feels confident to tell.” (D.10)





The nurses described that they tried to create a safe environment, for example, by talking about everyday things, not just the specific reason for the visit, and they needed to listen actively with interest.




“To try to create a safe climate where it is ok to tell. To listen to the unspoken and then curiously but respectfully continue to explore the mental health.” (D.33)





The nurses also identified the value of being emotionally present in the meeting by listening actively to both verbal and nonverbal communication. Not only to capture what was said, but also to pay attention to what was not said and thus be responsive to the men’s need for support. Establishing a trusting relationship also made it easier for the nurses to dare to ask questions about mental ill-health, even when it felt difficult and uncomfortable.




3.2.2. Daring to Ask Questions


The nurses described how older men rarely contacted primary care for pronounced mental ill-health issues. They identified that nurses needed to be responsive and dare to ask questions, while at the same time, being responsive to the older men’s way of communication when trying to detect mental ill-health.




“It’s rare for them to talk about how they feel emotionally. But it can often be noticed that there is something that “chafes”. By asking and daring to stay in the conversation and listen behind what is said, there is quite often a loneliness and difficulty sleeping. A sadness that his wife has fallen ill or died. But my experience is that it’s often difficult to formulate for many older men, so it is like you have to help them along the way.” (D.34)





It emerged that nurses’ experiences were that older men often had difficulty articulating their emotional health, which made it especially important to dare to ask questions about mental health even though it could feel uncomfortable as a sensitive topic for the nurses to bring up. Furthermore, it was recognised that when questions were asked, the nurses needed to stop and listen carefully to the answers and continue the conversation by asking supplementary questions, even if it felt awkward. “Fingertip feeling”, described as an intuition, helped the nurses determine how direct or gentle the questions should be. Equally important was how the nurses received the answers. Being exploratory in both posing the right questions and listening to the answers facilitated the ability to see behind the words.




“To try to listen to the unspoken, to look at body language and to dare to ask”. (D.3)





The nurses described earlier experiences with other older men as being of great value when meeting in caring situations. These experiences gave the nurses the confidence to discuss sensitive issues such as loneliness, alcohol and/or drug consumption and/or thoughts of not wanting to live.




3.2.3. Interpreting Signs


It was common for contact with older men to take place over the phone, where an assessment was required in a short period of time. The nurses described that interpreting signs over the phone was more difficult compared with an actual meeting. The physical meeting facilitated attention to nuances in expressions, both verbal and nonverbal language that were obscured in phone conversations consisting of only spoken words. The nurses indicated that it was more difficult to have a deeper conversation over the phone than when meeting face-to-face, which contributed to the complexity of recognising and interpreting elusive signs.




“I need to read between the lines.” (D.19)





It also emerged that mental ill-health in older men was often identified when the older men presented for a physical affliction. The nurses emphasised that mental ill-health often emerged in a vague way, and that they needed to be responsive to both the spoken and unspoken words. This requirement placed high demands on their competence and experience in identifying mental ill-health.




“Feel the need for competence to increase in all professions. That patients should not automatically meet a counsellor or psychologist when someone shows signs of mental ill-health. I think a nurse could do it quite well.” (D.20)





Several of the nurses pointed out the need for increased knowledge in this regard.




“Heard, noticeable, feels. The longer you work, the easier it gets.” (D.28)





Nurses needed to pay attention to older men’s changing search patterns; for example, that they were contacting the healthcare setting more often and for various diffuse symptoms, as it “could be” an indication of mental ill-health. Furthermore, the nurses described that older men sometimes found it difficult to identify and verbalize that their problem was mental ill-health. The nurses described that a suspended driving licence because of an examination of memory problems could be a major blow that could affect an older man’s mental health. The nurses emphasised that it was important to be sensitive to the older men’s reactions in connection with such changes.





3.3. The Need for Resources


Time, continuity and collaboration with other professions and relatives emerged as important prerequisites that facilitated the identification of mental ill-health in older men. To be able to identify underlying mental ill-health, the nurses needed to be curious in a process sometimes described as detective work, where time and continuity were emphasised as prerequisites and presupposed a stable collaboration with the older men’s relatives, as well as with internal and external professionals.



3.3.1. Time and Continuity


Time and continuity were described as important when identifying mental ill-health in older men. Above all, insufficient time was described as an obstacle that made it difficult to identify mental ill-health.




That they have difficulty talking but that they may need it just as much. That healthcare does not have time to wait. That we’re missing it because of a lack of time. (D.1)





The nurses emphasised that a lack of time could lead to patients avoiding questions about mental ill-health and instead just focusing on the specific physical complaint. Furthermore, they described that older men sometimes had difficulty talking about mental ill-health, and that time was a prerequisite to create the opportunity for men to dare to start talking about possible underlying mental ill-health. The nurses emphasised the importance of continuity, namely that meeting the same person several times created security in the relationship between the older men and the nurses, which facilitated talking about underlying mental ill-health.




“As a nurse in primary care, there is rarely so much time spent per visit and we are not expected to take that role, which I might find sad. I would have liked to have had more conversations about life in general.” (D.33)





Time and continuity in the contact with the older men helped the nurses identify life changes in the older men’s lives that could cause mental ill-health. The identification of underlying mental ill-health was described as detective work where time and continuity were highlighted as prerequisites.




3.3.2. Collaboration with Professions and Relatives


Collaboration with the older men’s relatives as well as with internal and external professionals such as psychiatrists was described as important throughout the care process.




“Seldom do the man describe how he feel emotionally, so I get information from the wife or the children about their interpretations of the man’s mental health.” (D.12)





This could include contact with professionals with greater experience of working with mental ill-health.




Psychotherapists have developed a cheat sheet to use in the work with patients with mental health problems. This has been extremely helpful. (D.1).





The nurses indicated that the most common arrangement after the identification of mental ill-health was that they referred the older men to another professional, such as a physician, psychologist, or counsellor. If signs of serious mental illness and/or suicidal thoughts were detected, the patient was referred to a psychiatrist. A contributing part of the ongoing care of older men in primary care was described as consisting of assessments, information, collaboration and referral to other professionals and levels of care. Relatives were important for facilitating the identification of mental ill-health. It was common that relatives contacted primary care nurses because they were worried about their husband or relative’s health and/or behaviour. Behavioural changes could include increased irritation, lack of appetite or a more general perception that something was wrong. The next of kin was an important resource describing the changes they had noticed. They could also be helpful and supportive in motivating the older men to seek help.




If I know through relatives that they (the older man) do not feel well, I usually start by asking how they feel and if they only talk about physical symptoms. I can approach the topic by telling them that it is common to feel depressed for various reasons, … but for the most part, they do not describe how they feel, so what I must go on is the wife’s or the children’s interpretations of the man’s mental health situation. (D.12)








4. Discussion


The aim of this study was to highlight nurses’ experiences identifying mental ill-health in older men in primary care. The findings stress the complexity of identifying mental ill-health, which is in line with previous research [5] suggesting that men’s symptoms can differ from standard classifications, which makes identification difficult [12]. The nurses described that men often presented physical symptoms even if the issue was psychological. They emphasised that mental ill-health often emerged in a diffuse way and was not communicated clearly, which can be seen in the light of the overall theme: capturing the unsaid. The nurses needed to be responsive and attentive to nonverbal communication and to have knowledge of the varying ways of expression of mental ill-health. Furthermore, the nurses described the importance of creating a trusting and open climate to make the men more comfortable to talk about mental ill-health issues. Thus, a trusting relationship was a prerequisite, as delineated in the theory of person-centred care. All care should be person-centred and this may be especially important when working with vulnerable persons [35], as it might prevent suffering and even suicide.



Our results revealed that enhancing a trusting relationship, being able to identify signs of mental ill-health, time and continuity were essential. Being able to have sufficient time and continuity in meetings was also described as a facilitator to deepen conversations and identify changes in a man’s sense and behaviour that may indicate mental ill-health. As the nurse–patient relationship is of utmost importance in person-centred care, continuity is crucial. This recommendation accords with previous research that highlights the problem with time pressure and low continuity in primary care as barriers when it comes to recognizing mental ill-health and preventing suicide [36].



According to our results, the nurses highlighted the importance of asking about mental health issues even if it was a sensitive topic for the nurses to ask about, especially if the man had been seeking help for a physical symptom. Having the courage to ask questions was linked to work experience and a sense of being confident in the professional role. This is in accordance with descriptions of the importance of nurses feeling safe when encountering patients with mental ill-health [37]. They also stressed the importance of general competence and training regarding mental health issues. This is consistent with a previous study [12] that described a need for professional competence and training to detect depression in older men, including the ability to identify signs of mental distress in body language and voice modes.



Overall, our findings emphasize that nurses in primary care are important for identifying mental ill-health among older men but are dependent on organisational conditions such as time and continuity. Age and normative gender patterns probably lead to underdiagnosing men’s mental ill-health, which confirms the findings of previous research [5,9,38,39]. Therefore, it is relevant to investigate further the impact that masculine norms may have on men’s mental health and help-seeking patterns. Based on the complexity of this focus, we suggest that nurses need to gain more knowledge about aging, gender and norms and also need training in communication, meeting and identifying people with mental ill-health as indicated in our results. This is in line with previous research [37] emphasizing that knowledge and training in mental health makes nurses more confident and positive in their role when meeting and treating patients with mental-ill-health. In addition, it is important to raise awareness of mental health problems in society in general to not only minimize any associated taboos, but also target older persons, with a specific focus on older men. Older men’s mortality may be related to poor mental health, including suicide [40], and be problematic to diagnose because they are not used to talking about their mental health problems, as described in our study.



The need for a greater knowledge of mental ill-health has been described in previous research [21,22], where it appears that nurses in primary care feel insecure regarding mental health problems and have little educational training in this regard. This is consistent with our findings, which revealed that several nurses felt insecure in identifying mental ill-health in older men and described a need for more knowledge and training regarding mental health issues. The Swedish National Board of Health and Welfare recognizes that healthcare professionals often need more knowledge when it comes to detecting, treating, responding to, and preventing mental health problems in older people [4]. A lack of knowledge can thus be a reason why mental ill-health is difficult to identify in primary care, especially since the symptoms of mental ill-health in older people can be diffuse. The results of our study increase this knowledge by shedding light on this matter, namely that older men may search healthcare for other reasons. Nurses usually have adequate knowledge to observe and assess a patient’s physical status [23], but they often perceive it as more difficult to detect mental ill-health. This accords with our findings, where several nurses found it more convenient to discuss physical issues because it was easier to focus on specific symptoms and more difficult to identify, ask and talk about mental health issues; this could be related to the lack of systematic conversational training during nursing education in Sweden [23]. Having a psychiatric team with mental health nurse specialists could increase competencies regarding mental ill-health in primary care settings, as suggested by Leavey et al. [36]. The Swedish government report Good and Close Care further states that primary care’s basic assignments are both physical and mental health. The report emphases the importance of specialist nurses in primary care for identifying mental ill- health and meeting patients’ needs [26]. Based on our results we also stress the importance of collaboration with other professions and patients’ relatives to identify mental ill-health in older men. This is in accordance with a Swedish study that states that identifying adult patients’ mental ill-health is time- and energy-consuming and requires teamwork [41].



Strengths and Limitations


There are several strengths and weaknesses in this study. A strength of the data collection procedures is the use of the written narratives, where there is no need to participate physically, facilitating more participation. However, in contrast to interviews, written text precludes further explorative questions, which probably would have made the data more in depth, as the interviewer then can encourage the participants to develop their answers. Credibility and robustness were also enhanced by the fact that the nurses independently expressed similar outlines in their descriptions. Dependability was increased as the narratives were independently read and analysed by the researchers with different backgrounds, such as a mental health nurse, a dementia nurse, and a primary care nurse, and the manuscript was discussed during a seminar where input of other researchers and nurse practitioners was considered.



A total of 39 nurses responded to the survey, which was a low response rate (29%). However, according to Graneheim et al. [30], the worth of research data is not determined by the number of participants, but rather, by its quality. The data was rich enough to be analysed. Another limitation was that most of the participants in our study were women (95%). However, the gender distribution in our study is in line with the gender distribution among nurses in primary care in Sweden, justifying our sample. The Swedish context should be considered regarding transferability. However, our results confirm other findings in this area and could be expected to strengthen the knowledge of nurses and other staff in primary care, as older men’s mental health is an urgent and important topic.





5. Conclusions


This study contributes to the awareness of nurses’ experiences identifying mental ill-health in older men in primary healthcare and highlights the complexity in this field. To identify mental ill-health nurses in primary care need competence, experience, to feel secure in the role, time, continuity, and the ability to collaborate. We emphasize that primary care nurses have a key position in identifying mental ill-health among the entire population, especially older men, who often visit primary care for a physical reason when there may be an underlying mental ill-health issue. Therefore, we recommend that primary care nurses be allocated sufficient resources in the form of more time during patient visits, the ability to maintain continuity and training to identify mental health issues in the entire population, including older men. This would ensure that older men’s mental ill-health is sufficiently identified by nurses in primary healthcare and that suitable treatment would ensue with a concomitant reduction in suicide. Primary healthcare is the foundation of the Swedish healthcare system and is therefore ideal for identifying mental ill-health and initiating the right interventions. Compared with specialist medical care, it is also a cost-effective care option for increasing the well-being and QOL of individuals and their relatives.
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Table 1. The nurses’ demographic data.
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Nurses N = 39




	
Component






	
Professional

	




	
District nurse n (%)

	
29 (74)




	
Nurse n (%)

	
9 (23)




	
Diabetic nurse n (%)

	
1 (3)




	
Sex

	




	
Female n (%)

	
37 (95)




	
Male n (%)

	
2 (5)




	
Age mean (SD)

	
50 (10)




	
Work experiences mean (SD)

	
21 (12)
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Table 2. Survey questions about the nurses’ experiences identifying mental ill-health in older men.
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	Survey Questions





	
	
What professional title do you have in your employment?



	
What experiences do you have as a nurse in primary care to discuss mental health issues with older men? (aged 65 years and older)



	
Describe how you as a nurse identify mental ill-health in older men.



	
Describe how you as a nurse continue to ask when you have identified mental ill-health in older men.



	
Do you have other experiences regarding older men and mental ill-health issues that have not been given space in the previous questions?
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Table 3. Examples of steps in the analysis.
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Condensed Sentence Unit

	
Code

	
Subcategories

	
Category

	
Theme






	
During health calls made when measuring blood pressure, they can start to talk about it, even if they are looking for sleep problems

	
During health calls when measuring blood pressure, they can talk about it

	
Emerges at meetings about physical symptoms

	
Interpreting signs

	
To feel secure in the role

	
Capturing the unsaid




	
Can really happen in any patient meeting if the contact is there and the patient feels confident to tell

	
Can happen in any patient meeting if contact and trust exist

	
If trust exists

	
Building trust




	
Time is needed, and it is easier if you have met on several occasions

	
Time needed, easier if met several times

	
Time needed and multiple meetings

	
Time and continuity

	
To need resources




	
Most often, relatives are the ones who make contact and are worried

	
Relatives get intouch for concern

	
Relatives get in touch

	
Finding support in collaboration
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Table 4. Overview of the subcategories, categories, and main theme.
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Subcategories

	
Categories

	
Main Theme






	
Building trust

Daring to ask

Interpreting signs

	
To feel secure in the role

	
Capturing the unsaid




	
Time and continuity

Collaboration with other

professions and relatives

	
To need resources
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