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The Bldeely at Mowoy A Longiiudinal Study

The 20th contury hag seen o modor ohasge in the age struoture in
m@ﬂ% comntvion of thy wvoestora world, Due 16 doproved medical oare
the econgssgquont decrpase in portalily rates bhas xﬁﬁui%@ﬁ in an Anereaso
in the populstion in general; and in the aped dn pavtiouloy, The
rogont mprocsdented intorost in the bealth and walifore of the elderly
ot howe iv dus do perd to the ropliostion that the padical snd pocial
anre of eldorly wnfid people will contlonve 40 mabo ever-ingreasing
domands on our resouress of aopey, time ongd professicnnd sbiil,

The present work voports dn a ourvey (I969«1071) and its follow-up
thrae years later (A9¥2«ID74) of 300 olderiy mwople aged siunty-Tive
yvoars and over, living in their oon hopos. It vas inteonded that this
investipption wvould conplensnt and supplenoni information fyom pravious
studios:  that this suyvey would provide detells of the psychintyla
sintus of the subjects as well as normasive date regefding thelr
ﬁ@xfuwmmncﬁ on siople peychowedrie tosts and that the Lfollow-up survey
would indicate vhioh charaoiovisiies. of the subjects at first survey
wwﬁ@ assecinted with mortality within a three your povioed.

Sin generval practioes wore ohoson bl rendon rom two adjacont
postal areas In Glasgow wiieh wore in sogio~acononic controst o goch
othar, From tho Ilsits miintained by the Bxocuiive Cownedl, Glacgoy
of nares and addrosses of eldevly National Bealih Sewvico pationts, a
atrttified voamlon soanple was drawn af threo monthly iotovvals until
300 subjeois had coeoparated dn the savvoy. Modieal, npoyohiatrio and
gociod histories wowe token during g@aﬁmatruaéﬁ%diﬁ%@wviews contdueted
by the guthor in the oubjocts own hones end complete phyaienl oxominations
.ﬁﬁﬁ gosossnonts of auiriticonsl ioteke siodus woro wede in tho courso of
the parent suyvey by survey collespres. The suthor’s psyohiatele
assesaunnt of oach of the %00 subjects wes mode in tho conpideratlen of
ail avallohls data,  This date wos monenlily onalysed,. The sounle

strsotured intovview fechnioun was used in tho copllection of data in

ix
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the follaw-up suvvey., The data from this part of the study vwas
annlvaed by the sssistance of o eonputer.

The vesulis suggested that thove wes a high provalence rate od
congpiousus pﬁyaﬁiaﬁwia Lilness dn the elderdy, with an increnss in
the prevalence of these diseases with iﬁéﬁé&ﬂimg QIO .

Those subjects wildly sffected by ozganie brain syndrone wera

cable o cops with th@i@lafﬁairg wiarnas those podovately affccted

wers in various ﬁﬁ&g@&_@ﬁ dopandenoy.  fevers indtellcotunld dupaipe-
mant was raxoly @ﬂﬁ@ﬁﬁ%@ﬁ@@ sines zné m@ﬁ@mﬁéﬂying deterioration in
pehavionr 40 less tolerated by o honschold and Rore oasily rocognised
by medical practitionors.

Hormative datn ore glven foy the periormnncs soores on the
poychopotrdc tonls of the Colouved Progrosvive Hotrices (Raven 1965},

the Hil1 Hill Voeabulovy (Shpvd Vercien) { Raven 1958 } and a sisple

Hemery and Infovmation test. These date ave disployed in quinguennial

e prouns.

% wan found that golf-roport inventories sueh as tho Nouvdsley
Porsonslity fnventery regulre some adapiation in the wording for the
eldoriv in ovder 0 avoldd esbignity lo interproiation.

Thano ﬁmmjaeﬁﬁ currently mavrieé ob the time of dnterview provided
information with regard to %h@&w“a%ﬁiguﬁﬁm e parrioge, theiy sleoping
avrangenants and ﬁfeauana@ma‘éﬁ coltitn.

1% wen found ot the follow-up that 194 subjects weve avallable for
re~interview at home snd of these 181 (930) vere re-visited by the suthor.

Mo difforonce in the proportion of those subjonts surviviez and those
asubjects not surviving afteor three yoars was found when salloving for
axe, sow, pordtel ototus, social glasa, the prosence of inedeguuclies ian
distary intalio of onlovies, protein, potosoiun, conlolum, thispine,
viboflavine, nlootinie acld, vitomin €, vitamin U, witaain D12 and folate
deficiency, bul silgnificant difterenceswili found in the proportion of L
those ﬁuhjmaéﬂ not survivieg after threo yeors vhen the following

charactevistios wore considered: omoling hablis, liamdtation of wmobllity,

X




the presence of physical disability, arteriosclerotic, nervous gystemic
or posychilatric disease, and low soores on the shori term and calculation
items on the Memory and Information test. The comuen factor in these
significant choaractexristies appears to be arteriosclerotic in origin,

Foamlly doctors are known to he aware of about 50 per cent of the
psydhiatric dAlaorders in their elderly patients and very few of the
milder cnses rocoive any form of treatment ov suppori, which means that
elderly patients tend to be sent for specialist care only late in their
11lness with requosis for inwpatient care vather than curatiive treatment.
This survey supports those findings.

The fact that the health ¢f the elderly pevson concerns not only
the immodiate clrcle of relations and close scquaintances but also the
wlder community has important consequences for our medical and socigl
servicas.,

Lines of enguiry such as follow-up studlies may provide some guidance
in delineating the conditions vnder which the slow, subtile change from

normplity to abnormality tokes place.
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INTRODUCTION

Aims and V'Perspective

We live in a éboiety wﬁere, in the field of geriatrics,
high expectations are inev;tably replaced by deferred hopes.
,Oﬁ‘fhe one hand there is arcoﬁmén desire to provide appropriate '
madical carve, effacti&e parsonal social seérvices, and extensive.
assistance by vqluntar§~agencies for the eldérly”in the commnity
.and, on the other, an acute awaéénsss‘bf the limitationé>0f oﬁr
resources of mbhej, time anq professional skills. The gap
between what istdesirable and that which éan he reasonabl& ful-
- filled will always remain wide. ' This is especially the case
of the.eidérly'person hecause 6f the comprehensive and conplex
character of his.éituation.' ‘Nevertheless, this gap‘can be
ndfroW@d ét all lovels of community cave for the elderly by a
Aproqess ofldecisionmmakinnghich is based on a combination of
“empirical knowledge, rational judgementis, intuition and the
ﬁersonai and group experience of those involved in such care,
Even theséiformidabie rogquirements are not sufficient if there
is'an abgance'of péoper réspect for persons and a compassionate
apﬁroach to the si%uétion of the élderly upon which any medical
or éocial enﬁérpriséﬁmﬁst ultimately depend. Given the presence
.of such respect and'qompaééion it is still necessarvy to base our
decisions upon the ﬁeéﬁ knowledge available because it is now
recognised that theAstudy of hospital populatioﬁs, fof oxample,
is an incompiﬁté metﬁqd of‘discovéring‘ﬁﬁ@)meaiaal and soclal
neéds of either the éqmmunity as a whole or, iﬁ particular, of
elderly poople (i.e@ those of 65 years and over)-whb are viftuully

the '

'retived" part of our population, owingﬁto the selection factors
which occur. o |

Such knowledge is essential, since without such information we
arve ignorant of thé'extent of the problems in the elderly community

and impotent to plan rationally or utilise existing services to cope:



with the problems. This knowledge must rest on the basic dato
available about the number of people -at risk and the incildence
and prevalence of the medical and psycho~social problewms facing
the aged.

Such data i1s usually survey-based. It is possible to
elicit'epidemiological information and normative data for a
problematic area which can be of considerable assistance in an
effort to understand basic pathological processes and their
relation to social factors with obvious relevance to the prohlens
of ageing in a community. This, in turn, may help us to solve
those problems associated ﬁith late middle 1ife, pre- and post
retivement and establish some gitide lines for action towards
the establishm@nt of o comprehensive and preventive geriatric
service for the future.

| ‘Turthermore it is not unrealistic to suppose that early
diagnosis of these problems associated with ageing may lead to
further investigations as to how the affected elderly person
might best be supyérted within his own home ov how his problems
whether bhysical, psychiatric oy psycho-social, wight bhe alleviated
and halted by the intervention of various agencies at a particular

critical stage of the disordering process.



ORIGINAL STUDY (1969 -~ 1971)

in 1969 the Department of Geriatric Medicine of the University
of Glasgow conducted a survey of fouw aspects of the healih and
welfare of elderly peoplé which consisted of the examination of
thedr physical and wmental health togoether with a dietetic and
goecial evaluation of 300 elderly persons living at home, The
present study is focﬁssed on those aspects of mental healih
related te the suvvey as a whole. '

The aims of this part of the study of these elderly people
at home were firstly to investigate the_mental health of a random
sample of 300 elderly living in their own homes. Socondly, to
determine the prevalence rate for psychiatric disturbance and
relate it to the findings of other researchers in studies of the
ovef sixty~fives. Thirdly, to test and assess the efficiency of
various psychometric, psychological and psychiatric tests which
might be of use in large scale scresning procedures of aelderly
pgople in the community. TFourthly, to examine thé relationship
between ménfal state and various aspects of health and diet of

these elderly people.
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FOLLOW-UP STUDY (1971 - 1974)

in the longitudinal part of the study the aim was rta mvissii
these subjects not less than thre}@ years after the os:‘ii.g.;i.nai inter-
view and oxamination, This was in order to note méi*taiity,
morbidity, psycho-soclal alterations and;changes’. in performance

on the psychometric {es*c battery of the original .ssaniplﬁ.
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REVIEW OF RELEVANT PAST WORK

Histqrically, the mal-functioning in any parameter whether

'physical,'mental or socianl, of elderly porsons has been ascribed . .

to 'senility' (senile change or process) or simply 'old age®.

This has been @spedially true, in the past, of the psychiatric

disorders as they occur in old age.
Morbid changes which occur in the mental faculties in old

age blend so imperceptibly with the senescence of all poraons

_Whobhaye survived"intb old age that it is not surprising that .

the .literature upon this subject is cdﬁpératiVely~meagre.

“ Among the ancient phyéiéians whose att@nﬁion>was directoed
ﬁo thogamental phenomena . attending the clpse of life, Aretaecus
(30 a'96 AD) remarks that "mental decay is a calamity of old
age which is wiﬁhogt intermittance aﬁd_inqurable".

:Rhazes (860 - 930 AD) faférs'to a melancholy which is an.
inéviﬁabl@ event in the iivesvof old and d@crepit persons.

Several centuries later Plater:(lssé ~ 1614) noted the
defoctive recont nemory of sSome of his eiaerly patients.

Bsquirol's 'Traite deés Malsdies Mentales'® (1838) appears to

) be‘therfirst publication in which a conprohensive description of

the psychiatric deviations aésociated with senile dementia was

attempted, Bven thon, "demence senile" emerped as a very vague,

_all-embracing concept-ﬁﬁibh'ipcluded a miscellany of disorders

found in\the agoed, A Turither descriptive’@prsitionﬂqf the
ﬁeriod was that of Prifqhgrdi(lsdz) whé'éléo made note pf these
égefrélated changes in montal function.énd refe?réd éo them as
"seﬁile decay" . B

During the next 50 yeays occasional studies of senile

psychoses presented additional details which made the clinical

picture more complete but no real advance was made in the under-

- sianding of theso disorders until the egd.of the 19th contury.



. ¥ T

As it will have been observed, the concept of 'senile

dementia' has seen long service both in the elinical and

literary fields. It has been onployed in an ill-~defined
and over-inciusive fashion, and its development has often been
shrouded by the use of ambiguous and smotional languape.

The harbinger of the formal classification of mental
disorders (Griesingey, 1845: trans., 1862) included under =a
general label of ‘states of mental weskness', a sub-classifi-
cation of 'apaﬁhetic dementia' and considerved senile dementia
to he an example of this.

Initially, psychiatric reference to this disorder was
purely descriptive as the comprehensive review of Alexander
(1971) has shown but with the important advances in neuro-
pathology ﬁt the bheginning of the preéent contury, aetiological
considerations agsumad a preponderance.

However, as far bachk as the wmid~ 19th century Griesinger
{1845) and the pioneers of neuropathology, Binswanger (1894) and
Alzheimer (1906) showed that it was possible to differentiate
between senile psychoses, arteriosclerotic psychoses and neuro-
syphilis, Diszease of the corebral arteries was thus considered
to be the aetiological factor in the production of dementia.

Such a well validated basis of differentiation allowed.
Kraepelin (1899) +to incorporate in his model oclasgificatory
system clinically viable differentiations among cases of arterio-
sclerotic dementia, senile dementia and Alzheimer's disease.
Maudsley (1895) described the various losses experienced in ageing
and describes well the involutional depressive psychoses.

The affective and nourotic disorders as they are known today
ware not considered then as entities separate from the general
picture of senile dementia. Mirstly because of the over-
inclusive nature of the term "senilo dementia', and secondly
bocause it was undersiandably difficult to determine whether or

not neurotic or affective disorders arose de novo in the senium.
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Texthooks from Bsquirol (1833) to Henderson and Gillesple
(1930) though dealing with psychotic and neurotic disorders
extensively, neither explicitly nor implicltly consider the
quastion of neurosis in old age. Abyrpham (1920) recognised
naurotic reactioné-manifesting themselves in 1ater life.
Analytical psychiatrists Paul Schilder (1940) and Raufman (1940)
dyscﬁssad analytical concepts which were applicable to the
psychologienl processes connected with ageing.r Kaplan (1945,
1956) had for the first time a specific chapter entitled,
‘Neuroses of ilater maturity’, and.Mayer, Gross, Slater and Roth
(1960) recognised ﬁhe‘existence of nourotic diserder in old age.

The majoer advance in the imposition of order on the confusion
of classification of psychiatric digease in the aged has been made

by Roth and his. colleagues (1952, 1855, 1960, 1963) who have

‘described diapnostic criteria which allow the majority of elderly

psychiatric patients to be accommodated conveniently within five
diapnostic categories: affective psychoses, senile psychosis,
late paraphrenia, acute‘ccnfusion,‘and arteriosclerotic psychoses.
Roth's operational definitions distinguish between senile and
arteriosclerotic psychoses mainly according to the course of the

disease; in arteriosclerotic psychosis the disease changes course

roften, on its way towards toital demontia, and in senile psychosis

it proceeds uwnrenittingly as though along a sﬁraight Line to the
end,

Added impetus to the movement towards more précise classi-
fication was given by various social, cconomic and demographic
influence and over the last several decades a new interest in all
aspocts of the"payohiatry of old age has been necessitated by a
number of faciors. Advances in neurology, biochemistry, clinical
psychology and reiated disciplines, e.g. D.E.G. and B.C.T., have
made deotailed and techinical investigation of psychiatric disorders

of old age a more fruitful proposition than bhefore.



Changes in the Populatlon and Its Age Structure

The 20th century has seen a large change in age structure
in most countries of the western world. Due to the improved
medical care the consequent decrease in mortality rates has
resulted in an increase in the population in general, and in

the aged population in particular.

"WLES & FEWAIES
450| 65 & (Scotland

350-

250-

Men
o 150
1901 21
Legend to Figure 1 : Increase in numbers of Males and Females
of 65 years and over (Scotland) during the period 1901-1971
and the forward population projection to 2001. (Register
General Census 1971. Forward population estimates 1973.

Edinburgh HMSO) .



During the last 160 vears the population of Scotland has
grown alt a fairly stéaﬁy rate and the olderly population has
also similarly increased. One hundred ysars ago five par
cent of this population was 65 years of ape or over and by
1971 this proportion of the population had rvisen to 12 per
cent. In the elderly group the numbers have risen from just
over 100,000 pﬂrsons:at that time to well over 600,000 people.

As shown in Tigure 1 uhe.uteepestgrlse 1n the numbeug

J ~ Tt b“ g ‘.‘ . "& . {;:... Wk . .._; et |\* _“_.?. b .‘3 }"." .
10 @lder lgahﬂu,HQKGD plaee 1n the lasgt do%gd qnanmn n
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Office (1571) this r;se will continue for a further ten years.
 The population increases together with the unprecedented
interest in both the‘working capacity of old people and their
financioal and sopialcsupport have meant that the problems of
the elderly have demanded systematic and sustained attention.
As a consequence the aforemsntioned change in the population
structure and the knowledge that psychiatric disorders of the
aged‘have replaced séhizophrenia as the most common causa of
mental hospital admigsion (first mooted by Dayton in 1840)
éhe proevalence of such disorders in the aged has become a
‘matter of considerable concern. For example, half of all
hospital beds on any given day are occupied by the elderly
(D.H.8.5. Repoxrt, 1972) and Just under half of the residents
in psychiatyric units (D,.H.S.8. 1972a) are old people, and that
in general practice the elderly (C.5.0. 1972) have the highest
consultation ratesApf all age groups., Large numbers of old
paople with brain syndrome are found in acute medical and
surglcal wards, 1n annexes of general hospitals ("chronic sick"
wardv),gand 1? geg1dent1vl and nursing hogeq It is estimated
that probably at any time one 10 two per ceni~of .the. aged
population are in these institutions suffering from brain
syndromes. Admissioh to such an institution is often the
result of a combination of medical, psychiatric and soeial

factors (such as poverty or childlessness) and gives little




indication of the prevalence of the disorder in the community
at large.-

’Thﬁs it has come to be appreciated that a paycho-social
study of fhe elderly cannot be properly oriented from those
‘elderly patients admitted to hospital. IT there is to be a
~useful increase in our knowledge regarding mental abnormality
in the e1der1y‘it nust come from a study of the developrent
of psychiatric abnormélity and the faétors contributing to
thaﬁldevalopmen% in the individual - a process which must be
seen as océurring in the complex environmental setting of the
patients own home. Such a study, then, obviously must not be
hospital focussed. Investigations of the aetiology and
prevalence of psychiatiic disorders have therefore, rightly,
not remained only in the province‘of-the psychiatrist, physician
or pathologist working in hospital as may be seen when opne con~

siders the epidemiological studies of the past 20 years,

Introduction to Surveys
The prevalence of psychiatric disorders in the elderly has

hean investigatéd in a number of community surveys, general
pracitice studies, and by means of hpspital statistics. The
World Health Organisation (1959) pointed out that "First and
second or more admissions of old peoplé into mental hospitals
are taking place at an imdreasirg:s vate in many countries',
-Figures presented by the Registrar General {(1964) for Ingland
and Wales also show a progressive rise, e.g. the number of
people over G5 years of age increased by one per cent between
1951~1960 but first adwmission to hospital rates rose by over
35 per cent over the same period.

' The relative incidence of various wmental disovders in old
age is indicated by these hospital admission rvates, but the
picture rémains incomplete as far as the total inecidence and

distribution is concerned.
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In this respect populationlsﬁrveys héve made a considerable

contribution, ‘ A

- Bpidemiological surveys which inélude poople living outside
hospitals are confronted by the usual problems of case definition
and identification. ‘The carly surveys summavised by Lin (1853)
are now of historic interest only. Iin these early surveys )
relatively low vaies Tox menﬁal {llness in the aged were reported
pregumably because only the nost Sévére;mases were identified;
families often do ﬁot'coﬁsiﬁef théir‘ageing membars as 11l unless
they becoiie hallucinated, exéited ox violent, Later studies
aimed exclusively at‘old{peoplé havé generally yileldad much higher

estimates ol mantal illness, The wide measure of agreemont

non

 x‘b3tw®eh different authoré, often working in vastly differsnt cul-
'tures, gugﬁéSts that aggwrelated biological phenomena are being
recorded. ﬁngﬁell (iQGG)'has suggestied that such differences
as exist may bg due to‘diffgrenbes in cyiteria or method of
collection and processing. 1{Thé ﬁethodo1ng employed tends to
iefleot the interests and skills of the investigators, whether
psychiatrist, physician, geﬁeral practitioner, goriatrician,
epidemiologist or sociologist, with the vesult that ofien these
findinﬁs»by varvious researchers are difificult to comparse, not
only with regard to the prevalence rates for the various disorders
but that there ﬁay‘beldifferences in diagndgtic’cfiteriﬂ which are
inot always specifically stated at the commsncenent of ﬁﬁe report
of {herqtﬁdy.

‘ Investigafions of the mental health of the elderly in the
comhunity have also been governed by the kind of sample studied,
the aims and‘objectives of the inﬁ@sfigation, the mathods of

collecting the information and its analysis.

The Methodology, Aims and Problems encountered by various researchers
The methodology of the investigation provides a useful
anchoring device in order to groupmsels of studies into manageable

‘areas for discussion, Only methodology will be considered in this
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section. The results, where appropriate, of the cited surveys
together with those of the present study are veported at the end
of each sectibn of the findings.

Sheldon (1948) a Wolverhampton physician, who is considered
to be th@ pioneer of such studies, investigated 470 subjectis of
a sample of 583 people of pensionable age (men of 65 and over and
wonen of 60 and over). These subjects had been interviewed prior
to the medical investigation by a different team of researchers
in the course of a survey of social conditions. The subjects

were obtained by a random selection of every thirtieth name and

address from Ration Book registers which were maintained during
} 2

World War II. The 106 non co-operators were feared‘to be dead,
removed from the area, or untraceable. Thirvteen refusals were
received mostly due to the intervention of relatives.
The aims of the survey were to~ob£ain accurate information
on (a) physical and mental state of those elderly persons,
(b) to ihvestigate the management of the illnesses of old age at
home and its effect on the younger caring velatives, and (c¢) to
outline a comprehensive pattern of old age in socieiy and the
corrélation of medical and social factors, _
Sheldon invited the general practitioners to assist him with
details of thelr patients but does not sitate how much detail was

received, The structured interview was conpleted at a single

in 1951, Bremer, a Norwegian general practitioneﬁjconducted

‘during World War II, when any geographical movement of the

Norwegians was prevented by Nazl occupation, a five~year period
prevalence of a general population of 1,080 in a small rural
comumunity in Noxthern Norway. Of thi&xgroup‘119 subjects were
aged 60 years of age and over, His aims were to investigate the
interaction of social and psychiatric factors, .

The investigation by Hobson and Pemberion (1955) in Sheffield
followed in the wake of a social survey made by the Sheffield

Council of Social Serxvice in 1948, The selection of the original




sampie,was similar to that of Sheldon's in that one ih thiriy
names and addreéses were drawn from Social Service and Food
Office records.

The. aims of the survey were . to investigate #nd descpibe'tha

state of health and diet of those of pensionable age (men aged

more than 65 years and women aged nore than 60 years) living alone

at home or with thelr spouse. Seven hundred and thirty-six perséns
were found to satisfy this criterion but of the 736, 118 were uncon-
tactabie for unstated reasons, and 138 refused. 'In a furiher fcﬁfi
cases the generai practitioner refused to give the rosearch team
access to his patients.

The 476 were interviewed 13rst1y by a qOClﬂl vorker who com~
pleted a quaotlonnaire dnd_ then they were phvsically examlncd by a
survey doctor. = Only six per cent were actually examined by.the
authors themselves. A

Essen~lMoller (1956), together with three othew Swedish
psychiatrists, examined 99 per cent of the 2,550 subJecgs‘of.a
delineated rural area in Southern Sweden. Four hundred and forty-
three subjects were aged 60 years hnd over. ‘VThe data obﬁained
from a single psychiﬁtfib‘interview were supplemented by- information
from various individuals who knew the subject weil, from reéords Qf
their generval practitioners and hospital records where - these weré
appropriate. No information was>availab1e on any difficultieé'
encountered with régard to incomplete case vecords.

In oxrder to'cdnduct a mental health survéy of elderly people
in an urban area, 1,592 subjects aged 65 yoars and over rosiding in
six selected census tracts of Syracuse (U.S.A.), in hospitals, hoﬁes
and at home, were interviewed by a research team of 11 interviewers
under the dirvectorship of Gruenberg (1961). These 11 intérvieﬁers
received a short induction course prior to the data collection,

(The field toam was bomposed of undergraduate medical, social case—
work and history students on vacation f£rom UﬂlVGrSlLy and’ Collewe )

The comp]eted sheet with protocol was rov1ewed and a3aes¢ed by a.



i team of psychlatxlstv and pgychGLOg;stu.

In contrast to the large scale qtudy, Prinvose (1962), a general
praetitloner to a rural community of 1,701 (222 weve nove than 65
years) cona%dereﬁ hls ovmn practlce list with o view to psychlairlc
-assesément 6f each patiént, Only 56 long, fréeutypa of psychiqtric
interviews were ééught in" the study beecause of the author's extonsive -
personalgknawlgdge‘of'the area and its inhébitants{ .

The féliowing year (1963) Miller, a rural generai practitioner
in Shropshire; reviewed hiq practice iist of pensioners (ﬁmnfof\more .
"than 65 years and women of more than 60 years) No questionhaiﬁe’
was applied but 328 wevre perscnally -examined by - hlm. Only seven>:

, _refufed~Lhe‘medlcal enam;natiﬁn and one was untraced. | '
~With the alm of investigatingyto whaf extent a geographically
delineated population would make uﬁe'0§ a psychiatric sefvice; Neilsen
‘ -(1965) a Danigh psychiaﬁri$t, collectied data on the incidence and
prevention oiypsydhiatric illness in the mainly rural community of a
’ Danish ialand and elucidated the extent of need for psychiatric
vtreatmentrin‘the population ﬁbhcerned. The -total population of the
Surﬁeyedfisiaﬁd was 6,189 and bf these 994 were move than 65 years
‘affage.:\ This period prevalence stgdy was carrvied out 6ver a six~
monthly pefiod. 'Infofmation was collected from varioué gources,
Two hundred and fiftynsix qubJQGta had pérsonal 1nterv1ews with the
psychiat1lﬂt 260 subjects had infarmnuion glven about them by their
general prﬁetiiloner and. diqtrict nurae, and the remwlnder of the
population (478) were psychlatricaliy ﬂSaB sed by reference to reports
from a previous communltv utudy. A o
- The classic study of Kay et al., (1964q) investigated the prevalence

of mental disorderS‘in\the urban elderly of Newcastls"upon"Tyne.

ampllng was made of 1ive elactoral wards oi total population of 9,031,
in order to asoertamn age of those 1 780 vubgects drawn from the .
olectoral .roll and, lf suitably aged,\theiv consani to partloipate in
the survey, @hplanauory requeot 1ettars were sent to those 1nd1v1duals

. selected. ' quy'%hreerlndividuala refused outright to be interviewed
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'and three others did not complete the entirve interview. Three
hundred and nine subjects were seen at home by one of iwe social
workers who collected social and domestic arrangement details and -
then each subject .was seen by one of two psychiatrists who completed
nedical and psychiatric inventories.

A Scottish team comprised of geriatricians, a psychiatrist, and
a soqial worker (Williamson et al., 1964) investigated the unreported
needs of elderly pevsons at howe, A random sample which consisted
of 200 subje¢ts was tvaken from those patients of 65 years and over,
whose names appeared on the practice listis of three general
practitioners in Edinburgh who had agreed to co-operate with the
reseavechers.

Many problems occurved in the derivation of fhis sample.

Some potential subliecls were found to be dead or untraceable, 1l were
omitted and 48 refused examination. These inevitable problems which
recur in properly documented surveys of this lype were described in
sone detail when a similarly constituted team attempted to select a
cohort representative of the elderly population (Milne et al., 1971).
A medical social worker visited each howe. Physical examination was
carried out by one of‘two geriatyicianS‘in the general practitioner's
surgexry and a sami»structured'iuterview wag conducted by the survey
psychiatrist.

A psychigtrist in Swansea, Waleif(Parsons 1965) reported a study
of 271 community elderly aged 65 and over, each one of whom he had
personally interviewed in their own homes. Twenty=-seven of the
original sample were dead and 16 vefused or were uniraced. The -
examnination consisted of a semi-structuved interview during.which
qﬁestionnaires were completed on the psychiatric and physical health
aspects of the co-operative individuals. The Maudsley personality
invéntory and the paired agsociation learning test were also applied.

A prospectivée study of the incildence of mental disorder was
carvied but by Hagnell (1966, 1970), a Swedish psychiatrist who
followed up the study sample of Essen Moller (1956) ten years later
and interviewed 238 of the suvviving 244 of the original 443 elderly
people of GO yenis oi age and ovey in 1957, Information rogarding

the subject's life, health and personaiity was collected from the
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subjects thensolves, from their goeneral préctitioneréi and other
records, The incidence and diseass sxpectancy of mentél~illness
were calculated from two different indicators of mental illness;
(i) admission to mental hospital, and (ii) the ysychiaéric

impression formad aftor interQiew.

Paychiatiric illneas in gén@ral praciice was studied in a
comprehensive survey (Shephord et al., 1866) of 46 general practices
in London, and a one~in-egight repvessntative sample»qf the p:actiee
lists. The participating doctors wore ﬁsked to record every
consulintion wmade by the selected pafien%, on cards, over a one
yaar p@riod. - The aim of the survey was to investigate patient
consuliing fates for psychiatric morbidity (i.e. the one year
prevalence rate or the number of pationts with pgychiétric éondition
who‘consulted the generpl practitioners on at,leamtAone oqéasion
during the survey year per 1,000 patients at visk). In tﬁe sUrvey
sample 15.9 per cent of the populntion of 14,69? were aged 65 yoars
and over.

Using the census nethod and réferring to arca-gtatiatics for
the poriod lst November 1964 to lst Noﬁémher 1967, Akesson (1969),

a psychiatvist, investigated the frequency and ethér demographic
features of senile and arierio-scleroiilc psychosis in Swedish island
populations, Tho surveyed population was 4,198 porsons of 60 years
of age which constituted 24.3 per cant of the total population. 

Key inférmanﬁs gave information vegarding the location of possibie‘
dementing ©lderly persons. The author interviewed most of these

78 individuanls; 37 of those poople lived at home and the remainder
were in old people's homes or haspifal care.

The study of psychisiric morbidiﬁy in his general practice in
London by Kessel (1860) and the soclomadical study odf 342 patients
ovor 75 years of age on tho lists of a,Manchasteg group practice '
(Williéms, 1972) aré indicative of the importance of.the-comtfibution
to epidemiological field study which may be made by geheral

practitioners. Both these studies are descriptive in character
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and nessure the patterns of déﬁahd and need for medical cave,
It is usual that guch surveys achieve preater co-operation and
smélier refuaalArates becpuse of the previous patient/peneral
practitioner relationship. For examplé, in ﬁh@ Manches ter study
in the general practice satﬁing-oﬁly 40 af the 342 persons invited
to ‘take part in the survey refused full medical examination. Four
were in hogpical and thus exempt from the’ auLdv. l
’ k0110w~up qtudies of samples Of men and womnen are ezsential
to a propar apmreciailon of age changa mnd the outcome of clinlcal
ayndp@me groups since the usual crasswseat¢onal gsampling fails to
fbflact fully the full speetrum of life styles. Dynamics of the
ﬁgéing.proceSB, and outcome of diseasé atates arve better understood
by referencé t0 the‘longitudinaz gtudies of the aged although feow
exist bﬁgauwa such studies olien prasent problens in that subject.
0~opexation is dlfficuli to Becure and maintain and losses
qfubath.subjecis‘and ohgervers occur by.dea;h and_migratlon.,.
E;éauae'af.t@@aa inherénﬁ-difficultieé there are comparatively few
stﬁdies’w@ich consider the chgngesfwhich qdcur in the physical and
psychiatyic health and social 1iie_situatian'hetween aéed'subjects
interviewed at ﬁwé points in tiwe and those lost through death.
Certain fclioﬁ*up studies ﬁave bheen publiﬁhed {Poat, 1951;
;Rﬂb‘rertsen and Browne, 1953; Kay et al., 1956) bLut these have been
méinly eoncérned with the differences in‘mortality beotween hospital
1n~patlent groups with predominantly funct;onal organic mental symptem@,'
In o further atudy by Koy (1962) in Skockholm the hospital ad-
mission racorﬁs of patients over the age o£ GO (far the years 1931 -~
1940) ware. examined and a follow~ip stuﬂy was conducted in respect
of survival, mnrialtty rates and CAUSeS o1’ death. These findings
were comparad with those ‘of the general population, standardising the
&ata for age and sex. The-period of follow~up Eanged from 16 to 25

years.“



Some othef follow—-up studies are availﬁble in groups of
gubjects tested in early or adult life such as these reported
by Owens (1959, 1966) and by Bayley and Oden (1955). These
were limited in scope, since they focussed mainly on intellectual
functioning and offered 1itt19 that could be appliéd wi%h con~
fidence beyond 6B years of age. Mqre vecently the work of
Jarvik and her associates (1962, 1963) which dealt with
intellactual performance of agad twins; as well as the reports
of Kloemeioyr (19625 and of Berkowits and Green (1963) whichlare
also devoted to intelligence, ave more p@rtinaht to the problems
of traéing the Longitudinal pétterns of functioning in the apged,
Interdisciplinary studies are vepresented by the work of Reipel
et al., (1967a,b) and the Duke Univorsity investigation led by
Busse (Bussé, 1267 Palmore, 1969) which focussed on the inter-—

. velationships ambng factors such as inﬁelligence, attitudes,
personality functioning and health status, as individuals moved
Trom the middle years into lator lite.

In 1963, the results of a study of volunteers consisting of a
group of 47 elderly men who were living iq the commmity, free of
sigﬁificant physical and mental patholegy, was described and dis-
cusaed by Birren et al. Those elderly men who constituted the
group werve followed up eleven years after the original study and
intensive behavioufal examination was performed togother with medical
and physinbgicsl studies by an int@rdisciplinary team (Granick and
Patterson, 1971).

in this countiry the many publicatiens of the Newcastle group of
the f6110w~up of the Newcasitle-upon-Tyne rondom samples of the elderly
(Kay ot al., 1964a,b) indlcate aon intovdisclplinary approach in that
studies include date from psychiatric asaassmant (Xay et al., 1966,
1970),»p5ychom@tric toat performance {(Britton ot al., 1967; Hall
et al,, 1972), and socinl assessment (Kay and Borgmonn, 1966).

In 1972, Bergmann reported his follow-up studies of two samples

of old people living in Newcastle-upon-Tyne. His aim was +to examine



early, doubtful or incomplete cases of dementia in order to discover
song indication as to the significonce of various types of impairvment
in the penesis of chronlc progressive ovganic psychosyndromes.

Five pev cont of the cases could naet be traced after approxiﬁately.
four years had elapsed.

A nuiritional survey of an agoing population with 14 year follow-
up was conducted by Steincamp et al. (1965). Since their original
survey in 1948, nutrition, dietary habits, morbidity and mortali%y
data have bsen collected a{ ihree follow-ups but only 283 of the
577 community residents wér@ 65 and oyer., in 12562 the subjecis were
seen and had again a p@yaicai exomination with record of their nutritional
intakes made. In 1954 a public health nurse completed a one day record
of f_ood, intake. However, by 1962 only 95 subjecis wore availablo for |
re~stﬁdy; Mdrbidiﬁy and mortality changos were noted but no attempt"
was made fteo investigale aﬁy posﬁibility of an assoclation bétw@en the
dietetic,findings and phyéical state,

A diligent search of the literatur@ by this author was unabl@lto
produce reforence to any study in which physical, mentol, psycho-social,
and nutiitional components have baen oxamined and evaluatod and con~
sidered on a longitudinal basis.

In conclusion it can he saidhthat the improveménts in diagnosis
and classification have encoﬁraged a multi-disclplinary interest in
this field with the vesult that wmany different facets of the physical
and mentni disorders of old agé are nov beihg gzplored. However it
is thought that a multi-disciplinary study would greatly advence
knowledge in the said field since mental disorders in the senium can
only be undersiood fully by conaldering not only symptomatological
criterin but by examining also aetiological factors and clinico~
pathological changes, and tﬁén relating these to the changes(consequentj

upon so~called normal biclogical senescence.
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DESIGN OF THE SURVEY

THE SAMPLE AND ITS DERIVATION

The Sampling Frame

It was decided that the initial sampling frame would consist
of two adjacent postal areas *8T the North West and West 2 areas
of Glasgow. These are known to be well contrasted with regard
to the economic indices of town rateable value and district and
amenity rating (General Register Office 1967a,b; 1968; 1969).

The North West area with many old tenement blocks is pre-
dominantly working class. The ocoupations of the inhabitants
are found to be consistent, in the main, with Registrar General
Social Class III - V (General Register Office 1960).

Illustration 1: A main thoroughfare (North West Glasgow)
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Illustration 2; A residential side street of tenements
~ (North West Glasgow)
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Illustration 3; Older substandard tenements (North West Glasgow)

Most of the older tenements in the North West district

were built in the late 19th century or early part of the 20th
century and although some are well maintained, the majority are

in varying states of disrepair.
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Illustration 4: Partially derelict tenement and cloaa Entrance
(North West Glaagoe)

A 72 year old woman subject was interviewed”in her second
floor flat of the partially derelict tenement (above). The ground
floor oriel window is blocked with corregated iron. The subject
has been rehoused since this photograph was taken.

The ground floor of these tenements may be utilised as housing
or by small shops, and these tenement buildings may rise to two or

three stories in height above the main close* from the street.

ConoBon unpenned access corridor.



24

The close is often windowless and consequently extremely dark.
A few closes still have gas lighting and the 'Leerie'?* could be
seen on his rounds at dusk and dawn in the area until the last

few years.

Illustration 5: Tenement block showing shops at street 1level and
and close entrance (North West Glasgow)

Elen cidsiT Is" used by between six and eleven households.

The number of households in the building is dependent upon the
height of the tenement and the size of each dwelling house. The
end of the close, opposite from the close mouth or street opening,

leads to access stairs and back yard area.

Gas lighter with his torch.
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Illustration 6: Typical tenement backyard. Three rear close
entrances may be seen to the right of the back-
ground. Subject is indicating the inadequacy

of the ground surface (North West Glasgow) foreground (R)

Moat of these tenements contain two or three apartment flats
The two-apartment flats consist of one room, one kitchen/living

room and either an inside or a shared outside water closet.
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Illustration 7: Floor plan of typical tenement in North West Glasgow
(K = kitchen: R m room: Cl m closet-cupboard:
BR & bed recess (a form of open cupboard with just

enough room to accommodate a bed) WC m water closet.)

TYPICAL TENEMENT IN NORTHERN GLASGOW

Divisions between tenements-------

Individual houses
Stairs and landings A

Note outside toilet for use of middle housa

There still remain a few 'single-end* apartments, so-called
because they are invariably located at the end of the tenement
block. These consist of one all-purpose room with cold water
only and shared outside water closet.

Two aspects of such a single-end are shown in Illustrations
8 and 9. The occupant is a 72 year old unmarried retired taxi

driver who had had his right leg amputed.
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ij“on 8: _L1 fire pUcei. ke *arW e*lnk wtji

cold water *nl”
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Illustration 9: Sleeping area in the room to the left of fireplace

These photographs also illustrate many of the accident hazards

which result from living in such a small area in poor circumstances.

(a)

Open unguarded fire.

(b) Trailing electric coils.

(c) Electric kettle at sink at window hidden by hanging towels.
(d) Use of gas cooker as side table for spectacles, papers etc.
The subject had considerable difficulty with his walking. This

disability was further complicated by some residual weakness as a

consequence of a cerebral vascular accident, and considerable exertional

dyspnoea from chronic congestive cardiac failure which was also present.
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Several types of Council housing tenements are also to be
found in the area. Some are badly kept with many broken windows

and neglected gardens.

Illustration 10; One of the many streets of deteriorated Council
tenements (North West Glasgow)
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Illustration 11; Deteriorated Council tenement showing boarded-up
windows, untended front garden and close (North
West Glasgow)



Small groups of pre-war Council housing which are well kept
are found in this area as well as in the West 2 areas.

Illustration 12: Pre-World War II Council housing with well
kept garden etc.

| 111

There is also a new Council scheme built on the site of a

demolished army barracks in the North West area which is excellent

both in design and in community spirit. (Illustration 13)
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Illustration 13; Wyndford Housing Estate,

Special Housing.

and “raf fit*.

built by Scottish
Note absence of 1litter

The west of Glasgow (W.2.)

area consists by contrast with the
Noeth West area (N.W.)

of many owner-occupied houses,

flats,

tenements
and terraces,

similar in design to those of northern Glasgow but
larger (three or four apartments with bathroosu and hot and cold
water) but here they are well kept and in good repair. (Illustration 14)
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Illustration 14; Typical early 20th century tenement (W.2.)
Note ornamental railljigs, coach lamps etc.

Some large Victorian mansions in the W.2. area have been

subdivided into bed-sitting rooms and flatlets. (Illustration 15)
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Illustration 15: Typical Victorian mansion house in Glasgow W.2,
containing 10 flatlets.

In general, the owner-occupied housing and the rented Council

houses with gardens in the W.2. area are extremely well cared for.
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Illustration 16: Modern Council housing occupied, in the main,

by retired people (West Glasgow)

Although every category of the Registrar General's class

divisions is represented in this area.

predominate.

Social Classes 1 and II
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Solection of the Sample

1t was considered that selecting at random six general
pracﬁicasJWhose main surgeries wore. to be found within %ﬁése two
areas}‘i.@. three géneral practitioner sqrgeriearrandqmly s@lecﬁéd
£r0m tho°e of the postal districts wf *he-ﬁofth West avea and three .
from the West 2 &rea, woqu pvov1dc a satlgfactory crossesection oi"
urban practice areas in Glaagow and. a consequent distrihution'af
subjects fTrom all social groups wqulé am@rg® from random sanpling
of these practica lists and would censtitute the stﬁdy sanple.,

Th@ rasearch cl;nié in which these elderiy subjects were to be
examined, the X-Ray fﬁciliﬁi@s, the office accommodation and the two
othor hospitals wherein laboratory, haematology and biochem Latry
sample analysis woeve to bhe made, weve located in the Norih West area
focilitating the logistics of the o tudy. ‘

Thmrty“two general practitioners have Lhe;r aurgeries Within‘the
Novth West and W.2, arm&a in Glasgow and service 16,839"@1d9r1y people
according to-Nationallﬁealth Service City of Glasgow Executive Council -
Liéts (1969). Trom thess 32 practices a sauple of six genoral J J

'practlcoa was drfwn.' ’ A
The total numbor of e]derly people, i.e. those patients of G5 years R
" of aga and over on allygmn@ral practice lists are &hown on Tablw 1 “$or

-

@ﬂch of the two posial areas sampled.

TABLE 1
.8, N,
lat February 1969 10 practices 29 praciices

(23 doctora) (43 doctors)

Number of eldorly
patlents 6,120 10,719
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The number of només and addresses of olderly poople appearing

on these general practitionors'. lists is shown in Table 2.

TABLE 2

W.2. L MWL

pr. 1| Dr, 2| Dr. 3| Dr. 4| Dr. 5 | Dr. 6

(3'6Ps | (1 GP) | (1 GP) [ (3 GPs)| (2 GPs) [(2 GPs)
1969 S

9
o]
[é3]

499

580 F33% 368 444

‘l(Dr; 1 was'found“tovhav@ ﬁwo’sur@eri@s « gne in the‘ﬁ.z.
area and one in_ the W.3. arca of Glasgow).

The total number of elderly poopls appearing on the Executlve
rCmunci] lists*for these praat1c99'was 2,687 A random J@Iection
of 900 names and addresses of those aged 65 yoars and over was made

by lottery method from the combined lists of all six practices.
‘ ~As the lottery process vwas conducted every second'ném@‘in the
younger age group wwb'diécarded @o that a 1 S ratic of those under
75 and thoso of 75 yearq of age and over was Obtdin@d, wi Lh tue
ovontual result that an age"utratlfled block of 707 names and
addfesséa was formed. .

in ovder to minimise drop+out frbm’dqﬂth and moving-houma,
'groups of 100 nangs wers chosen Gv@ry_thr@@ months for 27 months,
and not in onoe block. ‘

The following flowegram indicates the dervivation of the

sample.
32 GPa 8 GPs - .
16,339 st Randnq‘q go7  2nd Randﬂn»Qoo Ape SLTQLiIiGd‘7OI

elderly Sanpling* eﬁderﬂv Sampling “ elderly Procedure olderlg
subjects - snbjncts , Jub4§g§3 . . _subjecis
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“The Summary (Table 3) shows in column (i) the practices;
(11) the numbéerf elderly'heaple listed on N.H.S. Executive Council
lista;” (iii) the number of nanes and addvesses selected by lotievy
nethod irdﬁ each practice by Executive'cduneil; (iv) the number of
elderly subjegts aambled per practilce expressed in percentage;
(v)“number found 10 be dead prior to'thé survey; (vi) numbef of
subjects uﬁtraced by health visitor; (vii) total number unavailable
for study; (viii) the proporiion of (iii) unavailable expréssed as
a percentage ;3 (dx) the number available for survey, and the last
column (x) shows thé proportion of those available for survey from
(iii) expressed as a percentage.

" Of the 707 namesrgnd addresses received irom the Executive
_Council, it was found that 58 (8%) were dead and 132 (19%) were
untraceable by dodr,tp door survey and by other means. These
statistics were unknown to the Ixecutive Council and in a few caseé

were unknown to the general practitioners themselves (see Table 4).

PABLE 4

Unavailable Subjects expressed per general practice as a peroentagéu B

of the total names and addresses received ifrom Uxecutive Council
‘Lists (Gilmore & Caird 1972.) :

% Dead | % Untraced
Practice 1 4 10
o w.2, Prackice 2 8 15
Practice 3 14 13
Practice 4 8 13
N.W. Practice 6 14 8
Practice 6 2 . 51

0f the vemaining B17 prospective subjects, 67 were omitted

Tor various reasons (see Table 5).
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No.
Ineligible because of :
Living in care, residential howes
or in hospitals o 45
Nuns 5
Recent removals o other towns 3
No longer on GP's list — 3
On GP's recommendation
(GP's vrelatives, vecent un- .
pleasant hospital experience,.
recent bereavement) . 7
Incorrect date of birth (apes: 20,
25, 62, 60, instead of G5 plus) 4
TOTAL | 67

0f the 450 who qualified for inelusion in the sample and were
invited to participate, 150 refused,

Since the proposed examination was lengthy and of fair intensity,

a refusal rate of 33% is fairly easily understood.

The Tefusals

Refusals fell into two categories; the straightferward direct
refusal and the delayed refusal. Oiten a procrastinﬁtion or other
avoidance tactic was employed, e.g. "Could you call again after the
summer holidays ... Christmas, Easter, next year ... ". After three
such refusals the subject waS'cbnsidered fo‘have definitely refused."

Table 6 shows the nﬁmber and percentages of available subjects
who cowoperaﬁeﬁ and those ﬁho refused to co-operate in the survey of
1969, (1) Practice number; (ii) numbers of subjects availabie;
(iii) those omitted for various reasons; (iv) number of subjec@s
apﬁroached; (v) number of co~operators; (vi) is (v) expressed as
percentage of (iv); (vii) number of refusals; (viii) .is (vii)

expressed as percentage of those available (iv).
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_ Table 7 gives the various reasons for refusal with the number

. of non- co~-operators.

TABLE 7

Analysis of Refusals

Delayed Refusals ~ 49 No.
Divect Refusals - 101
" No reason given 16
Could not he bothered 17
Afraid of doctors (disliked doctors
. and strongers) 16
Afraid of findings of survey doctors 7
Too busy (still employed, caring
- for others) 11
In attendance at out-patients or
recently discharged from hospital 7
Relatives or others objected 7
“Felt f£it, therefore considered it
UNnNecessary 4
Over~anxzious about everything 4
The survey's veputation 4
Did not want to be experimented on 3
About to move outwith the area 4
Felt privacy was being trespassed 1
TOTAL 101
ALL REFUSALS 150

It was decided to investigate the bias factors on refusal
‘fate;by considering the practices and the age aﬁd sex of the

:aVailabie~suhjects.



- Total on
. : ] Executive |
Nos. who| | Nos. who . Total | Council
Practice co~on, % refused | % | available | List
P1 ‘
| (2 .surgs) 68 73 .25 |27 93 580
P2 : a7 62 29 38 C 76 331
P3 50 - 62 31 38 81 : 358
P4 53 62 25 31 78 444
P5 54 69 24 31 78 495
PG 28 64 16 136 a5 479
I . ‘ \
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P

TABLE 8

Percentage of Co-operative and Non Co=operative per Practice

As can be seen from Table 8 there was no significant difference
between the co-operation and refgsal rates of subjects arising from
each of the six practices. There was, however, a significant
difference in the proportion of untraced subjects origiﬁating From
Practice 6 and the othex practices (see Table 3). The complement
of-thié phenomenon was to be found in the difference>betweén this ’
practice and the others of the nunber of patients whose names and
addresses appearved on Bxecutive Council lists but were found in
actual fact to be dead (see Table 3). Proctice 6,‘howaver, was in

an_ aven in which rapid radévelopment and éonsequent population flux f

was oceuring.
TABLE 9

Distribution of Co-operative and Refusals by Age

T e
L

CO-0OPERATORS REFUSALS

Practice 65=74 754+ | Total 6574 | % ) 15+ | % | Total

p—— [N .

P 35 33 68 14 | 11 25
P 2 24 23 47 18 11 29
P 3 23 27 50 15 | 16 31
P4 29 24 53 17 8 25
P 5 35 19 54 16 | 8 24
PG 15 13 28 7 9 :

16

161 139 300 87 |56 63 |44 1.50
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Table 9 giveS'the”numbers of those available for survey
distributed by age, in order to investigate o possible tendency of
the oldérﬂsubject to réfuse; Eighty~seven of the possible 246
sﬁbjeots refused (aged between 65 and 74 yoars) equivalent to 33
por cent refusal rate‘in this group. Sixty=three of the 204
possible subjects aged 75 years and over refused -~ a percentage

“of 3;'(x2 = 0,98, d.f. 1, N.B.).
. Thus the aa;a refutes this hypothesis and there was no

gsignificant difference found between the two age groups.

FABLE 10

Distribution of Co-operative and Refusals by Sex

Co-operative Refusals Total numboy
Practice Mmoo iy M F M r
Pl 10 58 0 25 10 83
P2 14 33 8 23 20 56
» 3 7 43 3 285 10 Ty
P4 17 36 5 20 22 56
P5 - 28 ' 31 7 17 30 43
P a6 12 ig G 10 i3 26
- TOTAL 83 217 | 27 123 110 340

Table 10 shows that significantly more wonen than men refused

to take‘part in the survey, viz 123 of 3840 women (36%) and 27 of
116,men (25%) (%2 = 5,44, d.f.1, p) 6.81). The greatest number of

"delayed refusals" were from women. Similar high refusal raies were
made bﬁ"@artﬁrightv(lsss) in her study.on néh’ca-oyeraiors and their
families in a éqcial 300Vey. In pexsons of 65 and over the noh*
co~operation rate was 26 per cent and it must be pointed ocut that
Cartwriéht's study was by interview alone, without clinical examination.
A probable reason for s0 many refusals, in this ingtance, was that such
an intensive examination waz unacceptable and acted as a deterrent to

the co~operation of all those appfoachad.
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FProm the Executive Council's f£iles, nones, mddresses;'age aﬁd-'
sex arve generally available, but marital state is not always feéorﬂed
g0 that comparison ;f refusals and cq-OperatOrs was limited £o the
aforementioned considerations.

Thé 300 subjects of the research sample consisted, therefore, of
217 women and 83 males. One hundred and sixzty-one oﬁ these subjects
wvere aged beltween 65 and 74 years and 139 weve aged 75 vears and over -

(see Table 11).

TABLE 11

Distribution of Sample by Age and Sex

Age Male Female Malé & Temale
65 = T4 50 111 . 161
75 33 106 139
83 217 300

S0 that 53.7 per cent of the sample was in the younger age group.
and 46.3 per cont of the sample consisted of the older age group of ¢

75 years of age and over, producing an almosi L : 1 relationship
between the younger and older age groups of the sample, andvbéars
sSome rélation to the distribﬁtion of the younger to oider ageléroups f’
in the general population of those sixty-five years and over whiéh
is caleulated as being 2 : 1 (Census 1966).

The proportion of males to females up until the age of 80 was
approximately 1 : 2. 'Affer 80 years of age there was a greater
difference in the proportions which was an expected phenoménon
vesulting from the unexpléined but well docunented differencé in
longevity of men and wouen (Census 1966). In this country %he
average expectation of life is about 69 years for men and 75 yéara

for women (Registirar General 1964).




TABLE 12

Distribution of Subjects by Age and Sex (n = 300)

Age M ¥ Total M+F Percentage
65 - 69 T 25 - 52 77 25.6)

- ) 52.9
70 - 74 . 24 58 82 {1 27.3)
7w .79 | 24 | 53 77 25.6)
)

80 = 84 9 37 46 35.3) 47.1
. o )
85+ 1 w7 : 18 6.0)
-All ages 83 - | 217 300 100.0

A social and occupational history was takén Lrom each subject.
Men and singla women wore classified¢acgording‘to the océupation
at which they had been employed the longesé,vmarried ﬁomen and
widows by their husbands® dccupaﬁiéna. Socio*economic grQups
(8.8.G.) were determined from the cimasification of occupations

(General Register Office 1966).

TABLE 13

Socio~economic Groups in Sample and Population

i

N : . Registrar |. Sample
8.JB.G. S.E.G.'s in General's e % of % of
Category Category Social Clags* | M ¥ WP Total ) Population
A i, 2, 3, 4, 13 I end 11 15 .32 47 16 10
"B 5, 6 IIT N.m. i7 69 &6 29 20
Cc 8, 9, 12, 14 Iix M. 34 70 104 35 .| 36
D 7, 10, 11, 156 IV and V 15°38 583 18 29
E 16, A7 - - 2 8 10 3 5

w Approximate correspondence; category I contains Arired Yorces and
© unclassified occupations.

NB N.,M, = non=-manual
- M. = manual



The S.5.G.8 were coﬁbinéd into five cétegories (A t0o B) as shown
in Table 13, in order io compare mhe dis»r;bution of these categorleu
in the sample wlth the bagt eatlmqme Tor the population from which the
gsample was drawmn. Thls a&tlmatc is derived from data at the 1966
consus for retired men in the parlismentary constituencies of Hillhead,
Maryhill, Scotstoun and Wuodsida (General Reglstor O0fTice 1969). The

sample containsg an excess 0f subjects in 5.8,G. cgtegories A and B and

a deoficit in éakegOry D, conmpared with the population.

 3Marita1 Status : Males
Age Grbup Married' Widowed Single Other Total
6574 32 10 6 2 50
T 19 13 1 0 33
TOTAL 51 23 7 2 33
% 61,4 27.7 8.4 2.4 100.0

0£ the 217 fema‘es (Table 15) 48 (22.1%) were married, 104 (47 9%5
were wmdowed,'ﬁs (29%) were single and 2 (0.9%) were apart from their
hquaﬁds but not 1ega11y seﬁara%ed.'

Invthe-younger“age group 33 of the'111 fonmales (29.7%) were mnrried
asnépposed to the 15 of‘the 1GG fémales-in the’@ldor age group {(14.2%).

6$.tﬁe 83 males (Table 14) 51 (61.4%) worp married, 23 (27.7%) were
vidowed,;7~(8.4%) were single and 2 (2 4%) were livxng apart from their'
wives but not legallv sepurated. ‘

There was a higher percentage of married men in the &ounéar group,
64% as opposed to the 57.6% of the older group. A smallerﬂpiOportion
of younger men were ﬁidéwed, 20% a8 Oppoéed to 39.4% of the older age .
group and 16% of the younger age group were unnarried or living apari
from their ﬁives. Az to be éxpeeted there were higher percentagos
of wjdowed and oing]e women in the older ase groups, 50 9% and 34%

‘ respactlvely, as compared with the 45% aud 24 3% of the younger group

‘ol females.
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TABLE 15
Marital Status: Females
Age Group Married Widowed Single Other Total
65-74 33 50 27 1 111
75+ 15 54 36 1 106
TOTAL 48 104 63 2 217
% 22.1 47.9 29.0 0.9 100.0

There were proportionally more married men than married women
(61.4% and 22.1%) and more widows than widowers (47.9% and 27.7%).
There were proportionally more single women than unmarried men and *
proportionally more men living apart from their spouses than women

(2.4% v. 0.9%).

Illustration 17: Schematic map of Glasgow

oPractice1 APractice4 (
*Practice2 SPracticeg \
APracticeS OPracticeB >

SURGERY
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The sqgﬁgatic map of Glasgow ghowa the river Clyde iﬁ dotted .
relief and Amin avterial roads in the north of the cify. .
- Illustration 17 shows the locgtion'&fifh@ ébo gsubjects' homes in,
relation to the ppsition of the eix‘pradtice surgeri&s.: Eadh éubjeét's
home is represented by a small symbol which idantifiés with the larger red

gymbol of the appropriate surgery.

Appraigal of Sample
The aim was to obtmin a siratified random sample repféﬁentative Gf
the elderly population Living at home in Glesgow, but how well has this
aim been achioved and hpw‘diq.it comparé with other similar studies.
1. The mean 25 per cent error of Executive Council lists; '(This
finding is c@rroﬁorata& by further work in the Glasgow area by
Hannay, 1972).
2. The 9.4 por cent overall omission rate which is too infrequenily
montioned in other similar studies. |
3. The 33.3 per cen{ refusal rate of the avaiiabl@ subjects approached.‘
Williamson (1964) of BEdinburgh, citeq a vefusal rate of 20% in a
sample of 936 names ond addvesses and aﬂfﬁrther paper (Milnéfet.al., 1971)
qualiiied remarks in his original paper With regard {o the loss of pbs;iﬁie
subjects because of death before selection procedure and inaccuracy of
Executive Council lists. Further, of ﬁhose svailaoblie for examination in
tha'Edinﬁurgh sample, 28.5 per cent refused. Other survey suthors arve
loss explicit with regard to the method of finding subjects, but'mqre
optimistie_in theiyr success rates. Parson's (1965) pOpulation was the
offapring of a dietetic survey. Kay et al., (1264a,b,c) apparvently met
with so few inaccuracies that these were not heedead. Pr}mxdse’s study
in 1962 was psychiatric survey by a geneval practitionéé of his own
practice liét. Hobgon and. Pemberton (1955) zperienced some unspecifie d
difficulty in the examination of women patients at home and even the t
pioneer (Sheldon, 1948)‘of this type of hoeme survey with the élderly wet -

with refusals.
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‘suppbrt 6f the sample, certain procedures worked satisfaciorily.
~The’agefstrati£ied procedures resulied in equal numbers of
tﬁose aged bélow—74 and 75 years of age and above.
Thoéevwho agreed to participate, pavticipsted fully and
: cQWp1et@1y.
Thé random nature of the sample with rogard to the practices
1&@5 satiéfpctory. (
:A MBanjpercentage of 27.4 was sampled from the gix practice

lists by the Executive Council.

Howeﬁer; a study of a sample of old people such as this, since it

. canﬁotfbe regarded as a true random sample, cannot he the hasis for

conclusions ahout old people generally; but neither cen it be

‘fegarded;asa&iﬁldingfinformation only about the individuals who took

part iﬁ.thé'exémipationé.

'The'authbr made a retrospective contributlon ta'the sanpling

3w4procpdur97ih’that'data was collected regarding general practice

“statistlcs and random sampling methods £rom Bmecutive Council

Registrar, when preliminery evaluation of results from tho survey

began some eighteen months aiter the first data collection had

~ commenced in main survey.
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Methods

Tab;e 16 shows the degree of involvement of the ﬁrasent
investigator in the larvger survey of the el&erly living at home
during the period 1969-1971, and also in the lnvestigation during
the years 1972-1974 = the latter investigation being conducted

single~handed by the guthdr.

Survey 1969 - 1971

As part of the drigina} survey 19692 = 1971 aspeécts of mental
health wevre studied. In addition, the following faciors were talen
into account.

(a) Cognitive functioning
(b)) Personality
- (c) Mental status
" (d) Social class

(e) General social background

- The information was obtained by the following methods.

1.5. ﬂocumentati9na, General practice and hospital records were
wsfudied'for‘each subject
2. Iﬁtérviews;_ anéral practitioners were asked briefly about
those of their elderly patients who had agreed_to take part in the“
suf§ey." Nuch additipnal helpful information was gained during
these interyiéws, e.g. "watch out for the over~friendly hig black

" dog" or "the husband drinks and{@ets:aggreésive_about students”.

3, Semi-struotured.interviewa were conducfed by the investigator both
':,at home and initﬁe survéy clinic, in oider to obiain the following

“information. h | _

“{a) General medical and social history. (Proformas 1 - 5 were
giveh orally and were complefed by the investigator on behalf
of the subjeét). |

(b) Psychiatric impression

(e) Attitudes to marriage
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4, Test Battevy. A battery of tosts was adm1nisterea in oxder R

to obtain a psychometric agsessment of the elderly person.
8. Obgggggiigy. The elderly person was - observed in tha setting

of his own home 1n order that an impraq51on should be formed

- of his. family and social relntionships.

Survey 1972 - 1974

In the follow-ﬁp study of the surviving elderly persons4who had
token part in the original study the following informatlon was obtained"
by nbservation, interview and puychometrlc testing.

(a), Changes in psychiatric status

- {b) - Changes in cognitive funciioning
(c) Other relevant changes

Methnd of Approach

In surveys of this type praat care must be taken with the 1nitia1
approach to the prospective subjeet especially when the subject 15 f
elderly, _

A letter on Universitiy headed Qotépaper signed by .the. Professor
of Geriatric Medicine was sent to each subject explaining thé_ﬁurpéses
of the survey and asking whether or not a health visitor-mighérééll"‘
and give an outline of the proﬁq&eﬂ examination to the subject; :

Thexe were no'refusals at this staga. The health visitor attacbed
to the vesearch team called on each of the elderly personép'~-The health
visitor was a matuve person with considerable experience of elderly
people in these diatricts. In all cases save one she waslinvited
into the prospective subject's house. It is thought thatlher ﬁanner
and uniform greatly fééilitated entry to the household.‘,_Appointments

wvere made at this time 6 if the subject agreed to co-operate, for the

survey doctor to call and to interview the subject at a time most
convenlent to the subject during the following week, which gave the
old person ample opportunity to refuse immediately or to ask a

relative or other to refuse on his/her hehalf. For the most peart
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appointmenté were made for weelk dayq but a few were made for
avenings and weekends, 4

The consistent cémposition of the investigatory research group
pergsonnel meant that thé managenent of the interviews, and the physicai
and psychometfic examination ofythe subjéeks becane easier, more rvelaxed,
and ihcreasingly efficient. y A

In any psychiatric interview the degree and quality of ‘rapport’
established hetween thé doctor and subject is of peramount importance.
Careful attention to several points assisted in the achievement of
Optimal conditions, _

Calls were made to the old person's_hqme after 1% a.m. since it
was soon found that elderly retired people tended not to start their
day as early as the rest of the community. A furither approach
technigue employed was that the inter&iewer, after ringing the doorbell
or knocking, stood well back from the front door in order to provide the
subjeét &ith ample psycho-social space to control and decide upon the
most appropriate response to the caller when the door was opened.

Pive out of the six stages in patxent/ research team contact took
place in the elderly perqon s own hone- (Table 16) whlch helped to promote
feelings of confidence, relaxation and psychologlcal ease in the subject.

Coﬁtinuity was maintained as far ns possible with the same health
visitor in atltendance in s#ages 1, 3, 5, and the same doctor (the author)
in stages 2, 3, § and 6.  As can be seen, these slderly people were in
conditions of direct observation by one or other member of the research
;eam for pevicds varying between six and a half hours to ten hours

spread over two 10 three weeks,

Psychiatric agssessment

Table 17 shows the stages in the original and follow-up shrveys in
which the sources of information, location and type of information -
obtained are summariséd.

The prospactive ubjects' histories were discussed with their

general practitioners and their medical 1edord were examined in the
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' surgeries. A note was made of velevant

general practitionexrs
medical history and if physical or psychiatric illnessAhéd been
previousiy diagnosed, the diagn@sis, duration of illness, and the
hospital at which patient had attendéd was noted, and the apprbpriata
hospital records forAéach patient were obiained and scrutinised.

Since the subject wés éssessed both within his or her home, an
asgessment of the domiciliary background could he made, together with
the psychiatric asseéément of the patient within the clinical situation.

As well as the immediate completion of the proforma, (see Proforma 2)
reports of interviews from the paychiairic.standpoint were written up
immediateiy following the encauﬁter. AvInformation from the general
practitioners and hospital records, and also the scofes,on the psycho=-
metric test battefy, aithough carefully noted, was not considered until
the final diagnosis was made at ihe eﬁd of the total examination, since
it was thought that this prior knowledge might influence the initial
paychiatric impression,

As has been indicated a full medical, soclal and psychiat%ic history
was taken from each subject within hia own hamé; save for a few cases when
the subject was unable to answer for hﬁmself. in these:céses as complete
a history as possible was taken from the cariﬁg relative or'atiendant who
acted as the key informant. ‘ . -

In summary, the collection of data in order to provide a basis for an
evaluation of what waé to be considered a "case" included :

i. A “present“ state examination which was vepeated several times
in various settings aﬁd under various conditions in ordef to discover
whether or not any morbid phenomeﬁa were experienced by the patient
together with simultanedus observation oi’thpir behavioﬁr‘for abnormﬁlityt

2. A clinical history, taken from the subject and other'sourceé,A..
Whichlindicated what symﬁtoms, if any, had occurred during the preseht
and ﬁrevious phases of life of the subject.

I 3. Other historical information, most!': commonly frqm geﬁerél

practitioner and hospital records.




4, Information from the laboratory investigations which
occurred as the consequence of the compleie physlcal examination
and infermatibn_from'the physical examination itself.

For each pérscn who exhibited paychiatric symptomatolozy the
following points were considered:

(a) The dlsease which made him 113.

" (h) The extent to whiohvhis personal functioning was
limited by his illness.

(c) The symptows he was experiencing.
(d) The lengih of time he had had the disease.

(o) The length of time he was likely to have it in
the future.

(£) The cause of his illness;  whether it was chronic
and dizsabling, Its intensity, whether progresqive,
remitting or recovering.

(g) The prognosis or outlook for the patient.

1. Organic Brain Syndromes

| (1) By definition arterio-sclerotic brain gyndrome is diagnosed
when impairment of memory and intellect is found in subjects who have
a history of a 'stroke' or of recurrent epileptiform seizures or cone
fusional eﬁisodes or who show‘ﬁcéal éigns or aypmptoms indicatlive of
cerebrovascular disease. ‘JMOQt commonly, the dementing process is
linked to or observeble after a cerebro~vascular accident. The
following case exémplifieS»aftypical situation.

Case No. 202 : examined May 1970

Mrs. R. aged 70 wos living with ber husband in a comfortable, custom~built
penéioner's'fiat. . She was well dressed and extremely polite, smoked
incessantly and.freguently fell into reveries during the interviews, the
clinienl exdmination, and psychometric testing. She had been active, well,
and housekept compebently for herseli and husband wntil she sustained a
cerebro—vasculnr accideut the previous year which had caused sone leilt-
sided weakness in her arm and hand. Left exiensor plantar response was

. @licited. Her huaband had noted deterioration in her wemory and habits

'slnce the event and now carved for her and the house entirely on his own,

‘These reports of her intellectual deterioration were confirmed in the
psychiatric examination andoccasional restless behaviour and disorientation
for event were then also observable.

The dramatic onset of this change in her behaviour and intellectual function
was directly velated to the 'stroke' episode which had caused o previously

. eaving, resppnsible individual to. become dependent for gratification of

' essential needs on others,




was diagnosed“
(ii) Senile brain syndrome pyhen there was evidence of

prag?essiﬁe mental deterioration characterised by an "organic" mental -
ayndrome (diso*;enfatien, fallure of memory and intellect) provided
that this was not due io specific causes such as nae-plaama; chronic

intoxication or arvierio~vascular disease.

Cnae Nw.715 H éxaminedfMérch 1969

Mra. 8., ond 87 year 81d widow, was mobile aud tended to wander and
thevefore was rvéstrained in an armchair with toble. She was cone-
tinuously tended by é housekeeper thrcughout the day in an immaculatelyj'?
kept three~apﬂrtment fiat on the top floor &f an old tenement. Night-
care was provided by her. two ﬁpinstaa school~teacher daughters who, on
alternate nights, slept in her room. These elaborate arvangements fov
her care had been developed during some ten yeaws as deterioration in
her mental state had increased. Mras. 5. was placed regularly on a
commode but was occasionally incontinent of both urine and faeces.

She was incapable of feeding herself and generally was described as A
being totally inept at indicating bher wishes by those looking after her,
The iﬁterviéwer was unable to make any contact whatsoever with Mrs. S.

No daramatic precipitating physical cause could be found for the present - .
condition of this subject. Her daughters maintained that their motber -
had always been well until her gradual forgetiulness{which they assoc~
iated with 'hge chenges in intellect) had worsened and deterioration in
. personal habits accurred., -

(iii) Other organic conditions comprised acute confusional states

associated with known physical. illness; and acute or chronic conditions
»conaidered to be due to crganié bzain disease other tgan senile ar'
arﬁerio—écleratic,‘ | ‘

Thé‘following caze recoyds illustfate how some aﬁaes ot nfgénic
ayndrame might b sub~classitied as-senile oréanic brain syndrome unless
clinical method¢ other than psychiatric interview are employed in the

determlnqtiun of the diagnosia.

Casé No. 135 : oxamined Docember 1969

© Mrs. R, aged B84 was a fiﬁancially affluent widow who had lived alone
since the death of her husband some 30 yaears previously. During con~
versation she had frequent lapses in atiention and memory which wevre
gubstantiated by scoves on the memory and information test, . Clinical
oxemination showed evidence of anmyo=-trophic lateral sclerosis and spinal
¥-Ray showed extensive cervical spondylitis. ’

Case No. 87 ¢ examxned September 1969

Mr. MoF.,aged 71, 11ved with hisg sacond wife on the second floor of an

old tenement. He rarely leifti the houge and only in the company of his
wifte. He was able to communicate for brief intervals ond indicate his
needs. He took ne intorest in peraonal appearance and did not vespond
to hig wife for small services done for him during the interview.
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Mrs. McF. was the subject's second wife, His first wife died three
years earlier. This marriage had been childless (as had the first).
Mr, McF. wes described by his present wife, aged 55, as being of
extremely guiet personality, She frequently went out at night to
'visit'famiiy and’ friends and had rvecently taken a pavi~time job which
left the subject alone for long periods of time.

At ihterviaw he was poorly’oriented for peradnal snd public events and
‘his memory for recent events was also very poor, It was discovered that

- Mr. McF. was currently being maintained on unsuiteble barbiturates and had

beon so for the previous two years. Hypertension was confirmed by blood

- pressure esfimation and it was conglidered that altervnative therapy was
‘desirable. ‘When it wns'éUggested ©0 his wife that the general practiticner
should be asked to review the therapy, the suggestion was rejected although
it had hecome apparent at interview that the genernl practitioner had not
seen-the subject for a number of years. A letter from the survey doctor

to the general practitioner suggested that a review of the situation

" midght be in order,

A diagnosis was made of moderate/severe dementin of iatrogenic ovigin in
asoociation with generalised arterlio-sclevosis and hyperiension.

Roth (1955) in his classification says nothing of how demented the
;patient must be for-fheAdiagnosis to be épplicable. When should one
v:consider‘that the psychosis has begun? Failure of momory may he con-
sidered bﬁ gsome to he the first sign but others consider this to be a
sign“of normal sensscence. 5¢ it was considered that some gualifi-
cation of Roth's criteria might bo in order, i.e. a criterion for the
amount of intellectual deterioration necessary for the diagnosis.

"It was éiso necessary to decide on the degree of dementia present
in oxder that fhé frequencies of psychiatric disorder in different
popqlations might he compared. The assessment 0f degree of deterior=
atiéﬁlwam assisted in the organic brain syndrome by the use of a simple

1meﬁ5ry and information test (see Appendix.l).

Degree of déﬁentia encountered .

| (2) .@iiﬁ Subje¢t5 exhibiting mild dementia showed variability
1n'conceﬁtratioﬁ, &esembling_a state of preoccupation often encountered
ini&qungér age groups in combination with some recent memory loss of
tri#idl tyﬁe with occasional "personal and geographical® orientation
difficulties. - Godd rapport was easily established and maintained;
these patients were fully co~operative with all tests and procedures

‘during examination,
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Such a mild case is illustrated by reference to the following
example.

Case No. 291 : examinad Novewmbexr 1970

Mrs. C. was & 72 year old widow of the manse who lot one room of her top
floor itenement flat to a wniversity student, She went out daily, cooked
for herseli and looked after her alfairs, although the house was untidy
and unkenmpt, She had some wenory lapses and persistent lapses in con-
“cemtration of short duration, was able to talk easily and sociably.

It will be appreciated that this subject,; although showing intelleciual
deficit was still well Iniegrated into society. There was no great

deterioration in habits and Mra. C. was ahle not only to cdre for herself
but to organise her own affaivs with some efficiency.

(L) Moderate A subject was congidered t0 have dementia of moderate
degrge when as well as somo loss of recent memory, there appeared Lo he
some obvioﬁﬁ difficulty in concentration. Such a subject also showed
fluetuating orientation for time, place and event, Rapport could be
established easily but because of the variability of concentration its
maintenance was difficult, 1 These subjects could be persuaded to co-
operate on physiclogical tesks'of raespirvation, and in the clinical
examination theoy obeyed instructions well pnd could co-oporate in psycho-
metric testing 1f considerable patience was shown and the instructions
to the subjects regarvding the teat in hand was reitevated unitil test
completion, |

17 addregsed ilmpatlently or abruptly these subjects itonded to
bocowms confused. if there was no difficulty with their mobility these
elderly people frequently exhibited restlessness and could not remain
soated for long.

Case No., 21 : oxamined April 1969

Mrs. G., sged 80, was o sprightly, well dregsed woman with a good social
reaponse on conirontation. However, alter a fow guestions her loss of
momory and gross intellectual deficit becams apparent. She had totally
no awareness of the interview situation,; the time, the date or her age,
and also showed an exiremely shoxrt conceniration span, Many family
probléms arose bacauge of noaﬁurnal wanderings and incontinence which ¥was
denied or ignorved by the subject. i

Mrs., G.'s three married daughters have formed a six to eight week "duty
rota" for the cave of their mother who stays with each in turn.  Although
it was suggested that this might have contributed further to her geo-
graphical disorientation, her family felt they could not cope with her for
any longey intervals ol time,



61

Cage Nd,.201 ;. examined NMay 1970

Miamvﬁ}, aged 84, an elderly spinater of imwaculate social decency

who was unable to hoid thread of conversation longer than two to three
minutes., - Bhe was attfactivelv dressed and her smiling and socially
'highly acceptable wanner concealed gross intelleciuval deficit.

She lived with a thin, arthritic older sister who monaged the household
with the ﬂu$iutan00 of a daily home help and daily visits from a niece.
The two sisters.lived in a well~kept four—-apartment tenement flat which
they jointly ownedand which was located in o respectable middle class
district.

Miss J. had no anti=social tendency nor any groass behavioural defocts.

A great simllarity in the managemenf of these suﬁjects by their
relatives was evident. Thia managemén{ appoared itseli to be a product
of the persistent non~responae of those moderntely denemted subjects in
the usual social exchanges. 1T another room away from the hub of the
household wasvavailable they ware 'cbnfined'lto its limits, incremsing
the amount of their gsocinl isolation and permitting the rest of the
household to fﬁnctipnxncfmallya |

None of the subjeéta in the category of moderate dementia was able
toslive alone, None wéé'able to att@nd}to his ox her own essential
needs and a}l wgro dependénﬁ on others aﬁd other's tolerance of tho
deterioratioﬁrip soclal habits which invariably was present. They all
had such o degree of intelleciual impairﬁaut as Lo render themselves
incapable of caring For themselvea without aitmost constant supervision

and assistence from friends or relatives.

(¢) Severe These subjects were obsorved te be incapable of
coherent or sustnlned apeech, of indicating ihejr ‘nesds, or of reapandu
ing to commands. No rapport of tithe usual type could be established with
these'putiehts, although they would édﬁetim@é respond tG & voics. by
turning the head or to touch stimuli by body movement.  These people led
0 totally'dependehﬁ‘éxistence.

These points arve illustrated by reference to the two following cases.

Cage No. 7 : examined Tebruary 1969

Miss H, was an 88 year old woman of ‘considerable private foriune who had
~ been tended by an ageing housekeeper and various staff in roiaiion for
the previous Pifteen years. ' She was ablé to sit in a chair with fixed
table but was not able to indicate needs. There was still present the
posoiblility of some little social interaction and the interviewer was
able to elicit some co-operation in the Raven's Progvessive Maktrices by
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continuing to ask “What fits in here?” to the astonishment of her
attendant who denigd being able to make any contact with hew,

Caze No. 171 : ezamined March 1970

Mrs. B., aged 83, lived in a comfortable thres=npartment ground floor

tenenent f£lat in mixed avea. She had had innumerable cerebral vascular

accidents and was severely immobilised due to her parvalysis. Her day was.

apent in her chaix in various vooms in the fiat, Her sister, two years

younger and disabled with rheumatolid arthritls caved for her well with

the assistance of district nurse and home help., Mrs. B. responded as

well as she was physically able. Attempts at conversation with her were

discontinued since it was evident that she was unable to sugtain any verbal
int8rcourse., On testing she showed ovidence of groass intellectual deficit.

Such severe casés as these are generally found in mental hespitals or
in the long~stay wards of gerintric units and rarely in the community in
their oym homes, npartly becéuﬁe there is never any dubiety in the minds

of the medical practiticnérs about the émount of attention and time which

must he afforded to them by the caring atitendant ox relative.

1. Functional Syndromes

(i) The diapnosis of schizophrenia was considered on the usual basis

of presence of thought disorder, hallucinations in clear consclousness,

paranoid delusions, emotional flattening, and incongruity of atffect.-

Case No, 280 : exzamined November 1870

My, McQ., aged 78, lived with hisg wife in a well~kept iwo~apartment flat in
a popr area. He hed recently vetired foxr the second time from a firm of
solicitors in whose employ he had been for 50 yearsa. He was well dressed
and welcomed the interviewer with appropriate but very formal greeting.

At interview he exhibited signs of porseveration, confabulation and echolalia.
He spoke of hearing voices.which told him to '"make up his mind" and "go to ‘
hed", etec. These volces were never unpleasant. He had recently seen a
heautiful vision of & woman in black garmentis floating towards him during.

a walk in the local park and was eager to see this again since he helileved
that this vision was a saint. (Eostacy or olation has been said to be

less comuon at this age (Post, 1265) thon anwiety or depression.)

My, McQ. was a small, obese man with some occasional angina.  Although he
had married outwith his religion he still attended the Romun Catholic church
and {took full communion, His wife adamantly denied any history of alco-
holism or of previous mental disturbance. No history of aberrant

bhehaviour was known to the general practitioner,

Typical features of ideas of solf reforence and a porsistent
peréeéufory state wmay be seen in the followlng subject who also was un-

‘known to her general practitioner,
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Cose. No, 179 : examined April 1970

Mrs., G., aged 74, lived alone since the death of her husband three
yoears previnusly. Bhe ‘was susplcious ‘and. hostile in interview and
had obvious deficlt of recent memoxry. She repeatedly ‘reminded the
interviewer that her partlcupation in the survey was voluuuary but
could not he convinced that social security had not given her name for -
investigatory purposes. The following day she did not recognise the
interviewer at the clinic'during ihe course of the physical examination
but appeared to be moxe'relaxed and telkative. She was concerned with
vaguely philosophical problems. '"Religion is needed." "This space
business is going too far." Many veferences were made to "they" nd
"them" whom she thought to be unknown people who were plotiing again&t
hexr, Hallucinations were denied. Her two married song had always
found her Qifficult and described her present state as an ayten31on

of her previous porsonnllty.

Tho general pructltnener ‘and . the home help sorvice waxe natlfled
rvegarding this subjeci's condiilon.

Such a person as Mrs. G. might well have hecowe the type:of'
slderly person whd-is,increasingly caﬁtankeraus and sugspicious, wh§
withdraws from society often after guarraling w1ih tho remaining few
reiations or intérested neighbours, and who never reachos the psychiatrist
or other therapeutic agency until the negl@dt of theiw-property endangers
the interests of n@&ghbouvs. | o ' | _ |

in bhoth cases ih@ general practitionarﬁ had not besn aware of théir

‘patient's wental state prlar to the survey.

(ii) Paranoid stotes refer to markedily suspicious, hostile or wiﬁhf

drown individuals from_whom;definite'degusiona@”ideas could not bhe -
~ olicited. |
Cage No. 183 : owamined April 1970

My, M., aged 75, was s plausible, pleagant and atiractive old man, He
ountlined to the investigetor 'a luvid history of attempted and successiul
iitigation against the Glasgow Corporation "gian%s". The depariments
of Housing oand Transpdrt were curvently defending law suits brought by
him,Mr, M. had heen a bﬁi)der's labourer until the age of 55 when he had
fallen on a Corporation bus and never worked again, He still wore a
solled cervical collar. His preseni projects included a suiti againgi
the Departmont of Soclal Security and the National Health Serxvice.

There was some change in his ambitions to "take on Goliath" in that he
was now divecting his attentions and complainis against spocific indi-
viduals in Socinl Security (d.e. OfAloer)*and‘the National Health Bevvice
(i.e. a notable Professor of Medicil ine) .. - Thero was a recent development
in the eor’eqpondence of” a more miachjefwmakmng and vituperative element.




With the sliphtest eﬁcourvnement he displayed cuphoards and drawers
filled with carbon copies of letters of complaint which he had written
to Her Masjesty the Queen, the Prime Minlsters of the previous twenty
years, his Member of Parliament,(on whom he had a separvate dossier)
Aneurin Bevan,- Brnest Bevin, Mﬁrgaret Horbison, Richard Creogsasmean and
Dickson Mabon. Some of the loss notab]e had visited him and a list
was kept of distinguished visitors whe had interviewed him at home.

The general praciitioner found him an "agreeable old chap" whom he
had treated infrequently over the previous 30 years with analpesics
for backache and antibiotics for upper vespirvatory infections. His
precceoupations were uvnknown o his general practitioner and there was
ne veference to any behavioural diffleuities in any of his many ovtho-
paedic or general medical records.

(i1i) Affective Disovders and Neurosis Cases showing ong or

nore of the Ffollowing were1assigned to this category. Persistent ov
frequently occuring spellshgf depression, anxiety, tension and lrrita-
bility, inbapacitating phobias or panic attacks, hypochondriacal pre-
occupations and/or a co»exiétence of a subjective awareness afymalaisé
which the subject was able to distinguish from hlm normal condition,
hysterical conversiog_symptoms or exaggeration of a physiecal disability.

It is suggested by Both (19555 fhat the term 'endogenous' should
bé applied also to . those cases which exbibit marked retardation,
agitotion of mantal'fﬁnction agccompanied by depressive or hy@ochondriacaln
ideas which ave held with delusional or quaéi deluzional force or thosé
who are experienéing sustained depressive mood change accompanied by
eayly morning wakening, diurnal varistion of mood, and show lack of
responses to envirvonmental Ln£1uenced.

Further sub=divisions wore wade accnxd:ng te the duration of the
iliness and ibs ueveriiy but since it was ofien impossible in practlce
to differentiate betweon regcuive and endogenous depression . These
terms were omittedxboéﬂuse there wera invarviably so mony valid physical
and social reasons for depression in the elderly poople. Furﬁher,ﬂan'
attempt haé haen made to classify the degree of depression present
whether mild ovr moderate/seveée.

In differontiating neurosls from pervsonalily disorders the interviewer
tried to establish that there existed a subjective awaveness of the
malaise whicﬁ the subject was able to‘distinguish from his normal con-

dition.
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'An-attempt was made also in the Tunctional disorder cia&sifi”‘
cation to group by degree,

(a) Mild Psychiatric abnormnlity wes present, i.e. subjects
ware noted as having signs or symptcma.but those werd e@asily
contidﬂable without recourse ito drugs or doctors. Often these
subjects required social support of ono kind or ancother.

Those who were depreassed were ju&ged to be either mildly or
moderately/severely deprossed. Thos mildly depressed were ohserved
to have o persistent disorder of affect but wore not thought to
reqguire aﬁy therépgutic in%ervention of any kind,

Such d@preésiou was commonly seen in active elderly people who
had retired during the year prior to int@yview and who had begun to
tive of the "holiday" feeling associated with their new status and
‘aanseddinstead feelings of boredom, loss, usolessness and futility.
Such factoxrs wére oagsily discernible as in the following caso.

Case No. 48 : examined May 1969

Mes, B., aged 72, was a local character, well known in hor district
‘for hor commonsenge and baby linen shop which she ran for 40 years

with considerable flair and success. Originally of Polisi extraction,
she married a Scot and setitled in Scotiand. She had beon a widow for
nany . years. Her twe daughters whom she reared without assistance of
any kind were morried and lived in Canada. Hear grandchmld lived with
hor whilst at University but had embarked on a world tvip which co=
incided with Mrs. B.'s vetirement From her business, three months prior
to survey. .

Although surrounded by bits and pieces of hand work, tapestry etc., she
Telt very useless and was introspoctive and depressed. She seldom
gmiled which was noi typical of her &ince she had been known previously
to the intefviewer from contact with her as a customer over the years.

The dlagnggjs of dO?Tﬁﬂuiﬂn during a state of raadJuﬁtmenu to retirement
was made. In iight of her nrevioua good personality it was thought that

' she would recover spontanQOuuly. This prognosis was confirmed at the

interviow conducted three years later when the adjustment hkd been mede.
Mrs. B. seemed happier and more conient than in 1969. She wasz slover
then in hey movemenis but_appeared more affable and interested,

A further case shows how such vetirvement depression of mild degree
can be complicated by intra~marital difficulties as a result of the
spouse's intolerance to the new gtatus of the reitired person and his

continuous presence at home.
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Case No. 89 : examined Soptembsr 1269

Mr, A, was a fastidious 66 ygar old, highly intelligent and recently
retired man. He held a position of responsibility as the despatch
‘manager of a lavge depavimental storve in the city, He had retired
in the year prior to the survey interview and had intended during
his retivement to sit back and take up "some hobby or other", He
was interviewed in the same room with his wife who maintained a
continual barrage of abuse and deprecatery comments, cbviously
oblivious to the presence of a third party. "I'd never lend

myself for a survey". "I am the one who is 111", etec. ete.

At the clinical intorview Mr. A. said that his wife had found it
tlresome to have him axound all day although he appeared ito do wmore
thaﬁ his share of household chores. He experienced frequent attacks
of dyspnoea and occasional vertigo, lassitude and feelings of hope-
legsness. There was no evidence of blocd pressure or elegiro=-
cardiograph abnormality. All physical examinations were negative.

It was found at ve~interview three years later that Mr. A. had
clrcumnavigated this domestic conflict situation by petting another
Jjob. ' i

(h) Méderate/Severe The functional disorder interfered with the
normal pattern and quaiity of life and caused distress to the individual
or tﬁose involved with him or heyr or gravely affected their ability to
associate. with oéhars. These subjects lnvariably required therapeutic
intervention of some sort and the subjects' goneral practitioners were
appropriately informed.

' Mndéraﬁé to severe depressive sintes were coften seon to accompany
or herald,éerious physical illness.

Case No. 86 : examined September 1969

My, W., aged 70, was a very ill-looking, obese man who was in great
psychological need. He was drinking more than he ever has done before
in-his 1ife and felt that the "feelings of wental anaesthesia" which were
the result of alecohol dampened his feelings of desolatlon, anxiety and
loneliness. He had few social contacts other than "bar-flies". He was
very depressed, feared death snd illness or the onset of some lncapacitating
disease which would meapftctal dependency, and he said he would prefer to
"snuEi it myself". [His next door neighbour cooked his mid-day meal twice

a week put served it to him in his own house. He had several coughing
attacks and smoked incessantly.

At the murvey's'f@asseﬁsmant in September 1972 it was found that Mr, W.
had died in the Chest Unit of a local hospital on 15th Januery 1971,
Caune of death wes listed as lung mestastases from carcinoma of bladder.
Complex, almost insoluble problems ariso when a combination of social
cirecumgtances, physical ilineas and familial disharmony cccur together.

Poor socinl circumstances need not always be the result of lack of finance.
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Case No. 85 : oxamined Septonber 1969

Mra. 8. aged 72. Thig widowed lady with gross osteoarthritis of both
knees and obasity lives w1th unmarri@d obaesq1onnl brothor=in=law in
the;r Jjointly owned four. apuv;menu immaculate tenemant Tlat. Bhe has
not bean out for five or so years due 1o her lack of mobility. | (There
wore 48 gsteps betwesn the close mouth and siveet level, and a further
60 steps to the froni door. She sat lmmobile, depressed and continually
oating from a large box of chocolates. She sald that ghe had lost
interest in things and that xhe was "awailting the end". Although a
home~help was present, the brother-in-law was scrubbing the floor afier
the departuve of the coal nan. He maihtained a persistent harangue’of
abuse about the coalman and Myes, S. As the intevviewer left Mr. 8.
asked if it was possible that Mrs. . might beAremoved to hospital.

1t was pointed out'to'him_that“épar%'from depramsion;,immobility,
hypothyroidism which was controlled therapeutically, and'inappropriaie
acnommodduiﬁn, she appeared to be not in neod of hosplialis ation but

"in neod of a new flat. This advice was adamantly rejected,

At the survey's reasaéssmént in 8 epuember i972 it was found that Mrs s,
had been admitted to a long-stay geriatric ward in April 1971 becauae

of "social” ressons and because her brother=in-law had required a ‘minor
surgical operation. Mrs. 8. died on &th GoptemberV1971 of broncho~
pneunonia, . imwobilisation, left hemiparesis and hypothyroidism,
Most of tho subjects who were diagnosed as ha&ing depmeséiog had
mized affective states, L.e.valso showed anxiety, but nh@ predéﬁiméht
diognosis deLermlned the £Jna1 clasmuficahion. |
Occasxonally, weltmmeaanﬁ relmt;vma compomnd?gniolarable social
gituation with ill-placed abuse and compla;an, and the elderly person
is incapable of eﬁtricating him or herseif from the resultant chaotic.
situation, Depresgian, agitation, and ﬁh@ comupnly seen elderly
parson 8 d:lemmq a8 to which. agency to turn to £01 helg are all

113uairabed in the Tollowing case.

Case No. 264 : oxamined October 1970

Miss W., aged 66, was o brightly dressed lady in trousers, living in
appalling slum tenement conditiona in an aged building with evidence of
rat lnféqtaiion, ﬁémgneus, holes in the walls due to roiting plaster,
One room had its celllnv down on the floor which exposed electric cables.
This lady knelt with one- leg on a chaiy during interview in order to
rolieve the severe pain she experienced in her right groin. She also
kept her hand over her left ear because of earache, The room she
occupied was clean, garishly bright with innuwerable gaudy, Roman
Catholic 1mpad1m§nta all of which had been manufactured in the Unliad
States of Amexvica. ‘There were piles of veligious magazines, and books
on yoga and spivitualism, Al this llteratuve also had emanated from
the United States of America, Co

Miss W. was very rational despite the rathor histrionic presentation,
although she appeared very anxious and wept a groat deal. Sixteen
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nanmhs praor to 1nterv;ew she had slipped and sustained a frxctured
fomuyr which had resulted.in a lengthy period in hospital. A soliciltous

but aggressxve sister had come from the United Statez of America for a
short while to care for her after her discharge from the orthopaedic
ward, and was appalled at her sistor's living conditions. Unifortunately
the American sister fell foul of Miss W.'s general practitioner who had,
after an,aluﬁ:cqiion,'remaved the comparatively havmless Migs W. from

the practice list, designating her as a nuisance patient. The pationt's
sigter returned to Americo and Miss W, had been without a genoral
praétltlonﬁr for nine montha. On examination she appeared to have
severe osteoarthritis of the vight hlp,-puruTQnt otitqﬁ madia, vulvitis
and urlnay tract infection., Misc W. had autempﬁad to get trveatment from
local doctors who, once they heard she had been designated a nuisance .
paiient (which she de not appear to have the perspicacity to conceal)
told her their ]1stg were comp!eue.

Tha depregsion and. agitaLaom was re]ated to the untrented chronic physical
illness and to the soc\al 111s which impinged on her, The aituation

raguirad soms dctlve :nierventlon by the intovviewer who informed the
locnl Executive Council This resulted in the treatment of the diagnosed
illness and the placenent of her nameé on the lists of a neighbouring general
practitioner. The uocial Work Departwent were also informed.
Anxiety States

Mild phobic anxzety is examplified by the following cese.
Case No., 151 : éxtamined February 1970

Mxea. H.; sgéd 67, living in comfortable circumstances with her husband

and unmarried daughter, was. gredtly incapscitated by feelings of claus»ro»
phobia aond agoraphobia Whlch dated from a myocardial infarction sustained
while attending a Church Seryvice the previous yoear. She experienced'the
usual psychosomatic qenéatioas of palpitations and sweating, acoompanied -
by feelihg ‘of dread ‘and 1mpending doom, and was unable to go out of the
houze alone. The general practitioner was unawaxre of this dev910pment
and when informed, sultable {randuillisers woere prescrihed.

Threo years later at reassesswent Mrs. H. had no recurrence of thms
phenomena. .

Whereas, acute severe anuiety states are shown in the following two

' casec of femqle uubJerq who had enperianccd distressing physical signs

“hut had concealed theae from the general practitioner. Both these
individuals saj zed . the Opportunluy of the survey for the emxamination of
their complaints, On@ woman had g breast tumor and the other case is

sited below.

Cése No. 292 : examined Decembexr 1970

Meas, G., a financially«secure widow of 66 years, was extrenely agltated.
She dppenred at her deoor wearing only a dressing gown and wasg extremely
‘aggressive and antagonis tic towards the interviewer, brushing aside the

proferred evidonce of identluy ond utatement of intent and insisting
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upon the examination of her abdomen. On examination a discoloured
tumor in the xight upper quadrant indicative of thrombesed incisional

hemmia was observable. The patient was reassured and iold to make an
immediate appointment with her general practitioner. It was felt that
because of her anxiety rapport could not be fully established at that
time, At the second interviow, eight days after the original interview,
she was siunned and deproessed, She wos tearful and had flatitened affect.
She had been informed two days previously by the police that her only son,
a University studoni, had attempted suicide after bheing Jilited hy his girl
friend and had DbDeen adwmitted to a mental hospital in Rdinburgh, She had
visitgd'him there but was unable to toke in what either he or the dectors
told her because of her greai agitotion. She was tearful, itremulous and
incapable of action. The general praciitioner was made aware of thig
development in his patient's situation and became immediately therapeuti=
cally involved, '

Other Disorders of Function

(iv) Other disorders wewe mental subnormality, marked personality

deviations or hypochobdriasis without overt anxiety.

Mined Pathology

~Only two of the 300 subjects exhibited unequivocal mixed pathology
having two distinct diagnoses but these were listed only once on the

Table of psychiatric morbidity.

Case No. 1 : oxamined FPebruary 1969 e

Mrs., K., aged 67, lived with extrogveried husband and shared|three-apartment
Corporation houss and ‘garden with her widowed sister, She was examined
one month afier she had sustained a cerebro-vascular aceident and had been
in bed since the epﬂsode, although thers appeared to be no residual hemi=~
plegia. Her hushand did a greatl deal of talking, spsaking of her previous
incapacity to walk, and failing mewmory. By contrast he was exceptionally -
fit, did all the housekeeping and had many interests one of whlich was
playing tho s xi@hona. Mra., K. remained xoticent until husband left her
alone and then she talked freely. She was of a diffident, introverted
rersonality and on close questioning had a litile loss of recent memory.
She also had Feelings of inadequacy and described hersell as depressed.

A diggnosis was made of mild dementia followlng cerebral insufficiency
episode but that also tho patient was depressed.

This subject was found o exhibit two types of psychistric abnormality
and theve was difficulty in appropriately listing this case according to
the previauély determined'prinoipla of predominant diagnosis, since it was
not clear whieh of the two diagnoses was the most dowminent. The decision
was taken to list ﬁhisiﬁubﬁect as an arierviosclerotic dementiz of mild

typ@ in view of the physlcﬁl history.
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Case No. 238 : examined Aupust 1970

Mpﬁl MeD., aged 80, lived with bachelor son in three-aponviwment renited flat

in poor avea. Flat was exceptionally well furnished and tended on aliternate. -

days by each of two merrieddaughters. Mrs. MeD, was very atill and £lat in
afféct, responding slowly to questions and romaining impassive throughout
interview. The4two'married daughiers ingisted on being present at all
stages of examination except for a short time in the clinic at hospital when
no change in Mrs. MeD.'s demeanocur was noted. From the general practitioner's
account and records Mrs. MeD.'s daughters vesponded in o highly hysterical =
and abugive wmanner to their mother's needs which had for many years become
varied and inereasing in domand and froquency to all who associated with

her including the general practitioner who had therefore instituted o vary
/hlgh dosage of Valium, ond so had istrogenically depressed her mood in the,
course of domping down her hysterical emotional denands.

A diagnosis was made of iatrogenic depression in a psychogenic psychotic
peyvsonality. This ubJect was listed as a Jong~standing hysterical

pargonality.

it is of interest that when in December 1973 an pitempt was made to e
interview Mrs. McD., @0 letiers were veceived by the tnveailgapar £rom

Mrs. McD.'s daughters strenuously refusing re-interview access.
Subject/Interviewer Relationship ) )
Two points are worth making. FPirstly, these community vesgildents

were neither an instltutionalised population nor a group of volunteer
subjects, They were individually invited to co-operate. Secondly,
under normal circumafahces, the glinic or doctor's surgery is the place
where the patient is the one who zppeals for help but in this study the

relatlonship was reversed.,

As Hagnell (1966) has obgerved in similnr situptions, the interviewer-

doctor is an unfamilimr phenomenon,  Here the doctor is the intruder and.
the subject is fvee to collgborate oy withdraw at any point in the inter-
_ viewv or examiﬁaﬁion.n

in this reversal situation problems may occur, apgrequlve Ieallngs
may be ovoked résulcing in withheld information which defsats the
- purpoge of the interview. These eifects mozt commonly arise frOm
tension in interfamily relatibﬁshipa.

Privacy was sometimes difficult to achieve in the home infarviewr 4
becouse of the smaliness of the houses, It was also difficult‘%q suggesﬁ
tactfully the displacement of a yxelative of the subject from his/her own
living roomn, although in most cases at the firset hint the suggestiom wan

willingly cowplled with. Distresaful DEETLESIvVe reactions were rareiy
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encounterad and although when theoy did ocour the interviewsr was tewpted
to terminate the interview earviier ithan usual, the possibility of obgerxrving
conflicts and their expression, tensions, habits, inter-veaction with
others and attitudes to the community and sociotly at large amply rowarded
the int@rviewar'a peraaverence during such ewxchanges. Ample time and

the avoidance of abrupt questioning proved rewvarding in admost all coses.

Marital Attltudes and Practices

An 6pen"ended structured interview (see Proforma 2) was included in
the collection of psychiatrie and social data and conducted with a gsub-
sample of %hosé subjects who were thought to be cUrrentiy married.

Thore wers three groups of quésiions, the flrst group being concernad
with the subjects' appraisal of their marviage, the second group with
sleoping arrangomenis, and the third with sexual pfactices, The

rasponses were recorded verbatum on the interview schedules.

Social and Personal History

A proforma (Proformn 3) was constructed in order to elicit the
following information. Family background and marital history, education,
pravious and present occupaiions, veligious beliefs, occupsnts in the
houaehold, social confacts, housing, inceome, hobbies and pastimes.

The eldefly person vesponded orally to these questions and the

reaponses were racorded by tho investigator.
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'Materials

Psychbmetric Test Battery

At ‘the olinic tha followlng tests were applied.
5. Raven s Colmured Progresqive Matrices’ A, Ab B.
2.. The Mill Hill Vocabulary Test (Short Form).

3. ' A Memory and Information Test,

4, A Personality Inventofy'(MPI short versionv(Eyaenck)."

Raven 8 Ooloured Progressive Maurlceq (1965)

, ThlS measure consists of 36 percepLua11y presented tests. Z Eabh"‘ ‘“
test consists of a design or ‘matrix' from which part has.bean~removed;'
The ;ndividualfbeing'tested has to examiné the matrix énd;dééidé whiéh
of six pleces given below is the right oho to complete the matrix..
Twalve‘itéﬁs make up a set and theferare three sets letteved A,'Ab; Bi;i‘
The first problem in the first of.tﬁe three is intended to be sélf¥
evident and it 1s succeeded by thirty-five problems of increasing |
difficulty.; The themes employed are (a) continuous patterns, (b)
analogies bef@een figures, (c) progressive alﬁerations of patterns,
{(q) ﬁarmutations of figures and (e) resolution of figures.into.con~

stituent parts. They are designed to attract and hold the attenﬁionf’ ‘

of the individual to be tested who may be a child or an-elderly person,

Each probiem is printed‘on a brightly. coloured backgréunq. This makes

the nature of the probleﬁ'tOvbe solvod more obvious without in any way.

contributing to its soluiion, ‘ _ o
Statementis by Raven, op cit., auggqst:ﬁhat theyAaéé?a mgéns of

estimating a person's innate educative ability, es a test'of a peréon'éi ;

present capacity to form comparisons, reason by analogy, and'de?alop a.

logical method'of'thinking‘regardless of previously acquited 1ﬁforméfion;
Spearman and Vernon (Vernon, 1960) consider the Raven's Coloured
Progreasive Matrices éltest;for measuring education or "g" facter of

ihteliigence.
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The Mill Hill Vocabulary Scale (Short Form) Raven, 1058,

Vocabulary is now generally regarded as a useful test for dementia,
not because of the indication it provides for basic intellectiual
ability, but because of the gualitative differences noted hetween the
performance of normal old people and those suffering from organic
brain syndrome,

The Mill Hill Vocabulary Scale assists in the rvecord of a person's
present vecall of acquired information and ability for verbal communi?

cation,.

The atahdard scale consisis of 88 words divided into two parallel
sevies of 44 words known as Set A and Set B, Fer qualitative and
elinical work it is advised (in the extended guide to the use of the
M1l Hiil Vocabulary Scale with the Progressive Maitrices Scales (op cit.)
that the individual under test should attempt to explain every fifth
word on the listits which wox®d iz suitably indicated by asterisk for this
purpose,. and the reaulﬁiﬁg replies noted in verbatim, This manney of

application is referred. to as the deflinitions foxm of the test and

consists of 17 words which present the subject with increasing
definition difficulty. Bach of the 17 words of the short vacubulary
scale, if cavefully explained by the subject, is said to be equivalent
to a score of five on the whole Mill Hill Vocabulary Scale. It has
been sald (Mayer-Gross, 1969) that among non-verbal tests "Raven's
Matrices Test im standardised fov .the British pdpulation of all ages
ond can be applied to children and adults of any nationallty, whatever
their native tongue; that it can be combined with Raven's Mill Hill
Vocabulary Scale and from the two together an asséssment can be made
of the native intelligence of knowledge acquired by education and

of intellectual deterioration".

The Memory and Information Test (Appendix 1)

Thig brief, objeciive method of determining.the preosence of
organic brain syndrome was derived from three clinical tests of the
sensorium, viz, Roth~ﬂopk1ns Information Test (Roth and Hopkins, 1953;
Hopkins and Roth, 1953); the Intellectual Rating Scale (McAdam and

Robinson, 1956; Robinson, 1965} and the Mental Status Questionnaire
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, (thn et al. 1960) in the absence of a staendardised, well-validated,

nodern British memofy and information test with known and well-
documented vetest reliability.

These relatively simple tests have heen seen to be of great value
in recent years and are applicable in the clinical situation, Such
questionnaires héve been found in & number of inquiries to differentiate
with some degree of reliability betiween patlenis with cevebral disease
and those who ave suffering from functional disofder (Hopking end Roth,
1953) and also between demented and nbn»dementedAsubjects. These tests
provide an index of impalred ofientation»and memory for recent evenis
and are uselul as screening tools for the detection of confusional and
dementing atates. o |

This derived questionnaire was useful in providing a quick; simple
method of infcrmation and memory testing and also acted as an aid to
diagnosig in e]derly pﬁtientq. | It consists of 31 questions of maﬁimum
score of 35 poinas, concerned wiLh personal temporal and geographical
orzentatlon, elementary caleulation function of the tested subject, and
his recognition of familiar pqople, knowledge of curvent affairvs and

his shori-term memory recall for simple information.

. 'The Maudsley Personaliiy Iinventory (8hort Version) Eysenck, 1958,

'Pr0£0rma 2.

This anenLory is of a questionnalre typo designed to measure two

_'personallty dimensions, il.e. neurotipiam {or emotional lnstability) and

.eﬂtraversion/inbroverslon. Its developnent oveyr several years on ‘the

basis of 1arge soale experimental and statistical studies and its
standarﬁiuation on larpe gamples of "the British population have led it
to be régardedlas qne of the best validated and décumented tests of
these personality factors. .

Although. the inveniory is $uitable-for,Aand has besn wideiy used in

“clinibal investigation, theie‘haé been little normative data derived from

’ aged populations.

Instructlonq in tha manual for thls 1nventor (BEysenclk, 19259) state
ﬁhat the invenﬁories must be completed by the test subjects themsolves
but 1t was deuided in this study to ask the questions orally, and for

the interviewer to. record the responses on Lhe inventory forms during

the course af the test administration because many old people show
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physical disabllities such as defects of visual acuity, difficulty
in co~operating in a paper and pencil test due to finger joint
immobility due to osteo~ and rhewmatoid arthritis, Dupuytren's
contracture or parnlysis most commonly of hemiplegic origin, or

the presence of senile trewor, or Parkinsonism,

g&asaifieation of Social Class

The cldssification of social class was based on the Registror
General's Classification of Occupntions (1960) which distinguishes

five 'social classon’.

I Professional occcupations
IX Internediate oéqupations
I1Y Skilled occupations
v Partly skilled occupntions
A Unskilled occupations

These classes ave intended to reflect 'fhe general standing within
the community of the occupations concerned', Occupstions in Classes
11, IIT =and 1V are also further divided into such aubnélasmificatious
a8 'manual’, non-monual' or 'agricultural’. in the annlysis here
the main differences that emerge are between what can be described as
the 'middle class' ond 'working class', the former being the most of
the non~manual occupations ~ the Registrar General's Social Classes
I, 11, and III pon-manual and the latter almost entirely manual - ITI
meanual, IV and V. Mon and single women are customnrily classified
on the bagis of their main occupation. Maryried and widowed women are

classified according to their hushand's main occupation.
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Data Analysls

Data from the first survey was manually analysed. ‘In:19?4,
foliowing the completion of tﬁe second 'fclloWéubf survey, the
psychiatric impressions of eéch of these 300 gubjects were coded andf
loaded on to a computer disk (IDBM system 813) and the Social Serviéea
Statistical Package was utilised in order to examine the results from
the 1969 survey with regard to their relatibnship to 32 variobles
avallable from material gatherved exclusively by the author and from -
that ofﬂébileagueé in the suvvey.

Variables (from Proformas 1 ~ 5).

1. Ape
2. Sex
‘8.  Marital Status
4, Social Clags
5. Vocabulary Score (abbreviated (@r;chton Vocabulary Test)
G, Raven's Coloured Progressive Matriced
7. -Calculation Ability
8. Temporal Orientation
9., Pergonal Orientation
10. Geographical Orientation
11, Interview Appreciation
12, Memory for Distant Events
13. General Knowledge
14, TFolate Status
15, Bl12 Status
16, Physical Disability
17. Mobility
18, Bmoking :
%19, Central Nervous Systenmic Disease
%20, Arterio-scleretic sipgns, angina, 1. c. G. abnormalitjes,
claudication, etc.
$%g$ggég¥0g£egieteticWIntake

¥22, Protein ~ potassium

%93, Iron '

%24, Calcium

*25, Potagsium

#26, Vitamin D

w27, Vitamin C

%28, Thiamine

#2909, Riboflavin

#30, Nicotinic Acid

%31, Number of hot meals por week
32. Bocinl circumstances, i.e. living aleone or not

* Data collected by vesearch dietitian and other medical colleagues.



Some Problems

V‘The problems in wethodology encountersd in the'applibation
of variocus scresnlig procedures to'ﬁhé’elderly nre occasionally
- mentioned in the literature but seldom discussed in any detail.
Little has been written on the performance of normal elderly
persons on iesps'of Extraversion and Neu§oticism as a recent
voview of the literature indicates (Savage 1972). The aim of
thia pa#t of the study is to deéeribe the difficulties met with
in an aitempﬁ'to appiy the Maudsley Personality Inventory (Short
Versioq) Eysenquy;gﬁa) to a sub~sample of 100 eldexly people, i.e,
part of the fééearch sample of the 300 elderly people.

It is not'uauaily ppsﬁib}e Lrom inspéctioh oi seli-completed
forms to judge‘whether or ﬁot difficuitiés in wnderstanding the
"-items_ﬁere expefienced.by the sﬁbjoét, but in this study because
of %hetmefhod adopted;“which»was to read the items of the
qﬁestionnaire individually to the éubjects and mark them in
aacqrdénce with.theifléﬁSWQrs, it was obgerved that hesitancy and
somaldifficﬁlty was bolng expericenced by the subjects in answering
the items, and it socon becane Qﬁ#ioua that there was lack of
conprehension of aAnumber of items, Thesge items were noted, together
with the case number;éf,fhe sﬁbject. After the Original 12 itens
had begen compl&ted,?tﬁgaé items which had 6ausad difficulty to the
subjéc£ wer9 rebeated,'the;Subjecﬁ being. asked to.éive his or her
m-terpfé‘tation?af the item. The interpretation was also noted
verbatim. Each item was then expléiﬁed to the subject in a pre~
deﬁerﬁined sé&t monner. Answers and comments were again noted.

fhe‘study éample of 100 subjects was found tﬁ consist of four
groups. |
‘Alﬁ .“Twovpeople outAof*fhé,loo tested could not complete the inventory
~at aii despite explanation. One was'an‘gxtremely garrulous man and

the other was a woman with poor visual aculty who was also vory deaf.
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2. Twenty-threse poople showéd psychiatric abnormality. Comments
and scores of these individuals were digcarded for the purposes of
the present study. .

3. Torty people completed %he‘invenforyAwithoﬁt difficulty.

This group in the future will be veferred to as Group A.

4, Thirtyufiﬁe people could not complete the inventory originally
but menaged to do so after the get explanation. Thig group will
be referred to in the future as Group B.

Table 18 compareos the two tested groups by age, performance
scorves on Progressive Matrices, Mill Hill Vocabulary and on the
3b-point Memory and Informatipn Test (the research questionnalre
devised in the department to assist diagnosis in orgenic brain
syndrone) , |

L ‘_ ' TABLE 18

[ . Short M, P.I., : comparison of two tested groups (Scores on

Raven's Matrices, ML11l Hill Vocabulary (Shori Form), Memory
and Information Test) ‘

| Difficultiy A B
‘ Numbex 40 - - 35
" Mean S.D. Mean S5.D.
1 Age . 73.9 5.9 5.3 4,1
Progressive Matrices
A. Ab, B, 21.3 7.9 20,05 5.1
#Mi11l Hill Vocabulary
(abbreviated) 10.4 2.8 7 8.3 2.5
‘Memory and Information :
Te;"’::’t i ' 31-5 ' ‘ 8-3 2917 4.9

* Difference significant at five per cent level.

t Only the Mill Hill Vocabulary Test Scoves. showed o significant
difference étvthe Tive per ceni level. This suggasfed that those
exporiencing ﬁifiicultz’might be less verbally intelligent than those
who did not.: | | |
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Figure 2 shows individual questions of the M.P.I. (Short
Version) considered in terms of percentage of elderly subjects

who experienced difficulty in answering them.

ABC DEFCH IJ KL
Questions

Legend ; Figure 2 Striped blocks IL

I
Open blocks
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Tigure 2 considers the individual questlons in terms of the
‘percentage of subjects exp@pieneing difficulty in mnéwering'ﬁhem.
The items B, D, G, H, J, L, refer to the Bxiraversion/Introversion
dimensions of Personality. The other items, A, C, I, F, I, K, refer
to the Neuroiicisn/Siability Personality.dimansion. The suggestion
thot the ih;tial Eailure to answer some of these items might lie in
the vacﬁbulary being used woas supporied hy.ahalysis of the énter—
preatations given by the subjects. i

Question D : "Ave you happlest when you get involved in oome
project which calls for rapid action?"  Thirty-two per cent of
paople in Group B, that is those who experienced difficulty in
answering this questicn, confused the word>'project' with "protest’.-

ggggﬁgggwgkz "Do you usually take the initintive in waking new"
friends?"  The word 'initiative' was not understood by all those
in Group B,

Question J : "Would you rate yourself a lively individual?"

The word 'rate' was misunderstood by the subjects who tended to
vestrict its meaning to logal authority wrates. (In Glaégow.the
citizens pay their ‘ratea'; they do not use the word as o measure
of their own activiiies).

gggggiggﬁg ¢ "Would yéque very unhappy if you were prévented
from making DU ous social contacts?' ‘Thé phrése 'numerous sociali
contacts' was not understood by any of the subjects within Group B.

Question H : "Are you inclined to be quick and sure in your
actions?" All those in Group B could not comprehend this item,

One old lady said it was "too highfalutin” a question.

Question B : "Do you prefer action to planning for action?"
Th&se in Group B.said they could not get the poiht‘of this questicn,

Question B : "Are you inclined to be moody?"

The hypothesis that the initial failure to answer these items
might lie in the vocabulary being used, was supporied hy the definitions

‘of fmuody' given hy the 11 per cent who experienced difficulty with this
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question. These ranged from 'very difficult to get on with',
'one who doesn't care for others', 'can't be bothered putting
on a front'. None of these definitions corresponds precisely

with every-day usage south of the border or with the definition
given in the Oxford English Dictionary ( 1969 ) but these
definitions certainly do correspond to local usage of the word.

An attempt was made to simplify the vocabulary of the
inventory so that the items causing difficulty would be under-
stood by everyone interviewed.

Figure 3 shows individual questions of the modified M.P.I.
(Short Version) Eysenck, S. and Eysenck, H., 1964) considered in
terms of percentage of subjects who experienced difficulty in

answering them.

40-1
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s 30

f 20H
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ABCDEFGHIJKL
Questions

Legend ; Figure 3 Striped blocks
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Another inventory - Eysenck Personality Inventory (W) (Eysenck,
Bybil B,, 1869) which used simpler language and had been used as
the 'set explanation' in the orviginal testing, was used as a trang-
1ﬁtion key in order to. reword the Maudsley Personglity Inventory
'difficult’ items to ﬁgke them easier of comprehensilon but without
changing in any way tpé gsense of the item, ‘

Thio magific&tion;of the Maudsloy Personality Inventory was then
given to a further group of 75 normal elderly people from the parent
sUrvey wi%h the feolliowing results,

There appeaved to be no difficuliy in comprehenzion of thigs
inventory. Howaver, a furthér compllication which had been hinted
at in the initial investigatlion appeared much more clearly. A
different type of difficulty was exporienced when answering questions
D, G, H, J, L (vefer to Figure 3). Here again the main problem
cccurred with those items divected to measure the degree of |
Extraveraion/iﬁtra?ersiou of thb}individual.

Question D (with which eight per cent experienced difficulty):
The subjects gualitied their answers by the following comwments.

"I used o but not now"”, "Can't stand excitement now". "I have
no pressure to be like this now". "Can't act quickly since I've
slowed down". "Not many opportunities like that come my way'.
responses such as "I never make new friends now". "{ used to be
very outgoing but not now", and "I con't trust anyone nowadays".
Alsd, "These questions sre not really rolevant to my situation”.

Question I eveked answers "{ never get the chance to", and
"That question is not relevant to me and mine".

Question I (with which 11 per cent experienced difficulty) evoked
replies ~ "Not since 'the arthritis', 'the tremor', 'the stroke'" etc,

There are difficulties in the use of personality inventories, and
these difficulties vory with the differvent kinds of pérsons to whom they
oye ndministered (Eysenchk and Eysenék, 1964), However, even with
subsequent siwplification and vewording, five out of the six questiong
which were directed to the measuremsnt of Bxtraversion/Introvorsion

Personnlity dimensicns caused difficulty to various members of the
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reseérch sub;sémple df elderly subjecis, because of‘the irrelevancy
and inappropriateness of these items(tb the elderly pexson's
icuat.mn. K » .
The Maudqley Dersonality Inventory and other Eysenck Personality

Inventgries ave consirneted to draw conclusions about an.ind1v1dual

‘on the basis of his ceifndescripﬁion on a numher of items, The

questions ésked that deitermine 1he degree of Extraversion arve partly

dependent on the extent to which on individual is with and enjoys being

. with other people, and gquestiéns that influence the Neuroticism score

are partly depsndent upon the extent to which the individual commonly
exﬁeriences physical distress. It is unfortunate that many of the

Extraversion/Introversion quostions in the Maudsley Personality

~ Invehtcry, Short and Full Versions, should be inappropriate to the

old person's personal and social contexts, since this would he an

o extremely valuable screoning procedure in medical and psycho-gocial

a;xuatlon&,

It is prefeqﬁié$te of the transiforence of a diagnostic measure
from'bnevage Broup ﬁo:another, be it physical or psychologleal, that
an inventigatioh should be- carried out to examine the axteht to which
the original neasure and its subjecy matter are commonly undersitood
by, and appllcable t0, the secend age group.

It is.thereiore suggested that the NMaudsley Personality Inventory

~oand the other Eysenck Inventories in use at the present moment are in
- the position of diagnogstic measures which require some adapiation in

’ t}:(eziz"use wi't:h' the elderly. Beoause of the intringic prob:lems in

the methadology and in the applmcatlon of this test (MPX Short Version)
its amiasien was conswdeved advusable since results obtained in this
uudy could not conE:dent¢1lly be correloted with those values given

in the manuals for the' assegsméent of these dimensions of personality.

!
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PREVALENCE OF PSYCHIATRIC ILINESS
AMONG THE PIDERLY AT HOME

Introduction

Each of the aoo‘subjecfs who, after the comblete exzanination
wns found to héve psychiatric disorder, was assigned to the
appropriate diapnostic group. '

Some cases were of mixed presentation but wevre classified
according to the bredominant and primary diagnosis.

The follow:ng Table 19 of psychiatry morbidity shows
'.(1) the main diagnostlc groups, with (i1) the severity of the
disease according to criteria previously defined { p.57)

(iii) the numbers of males and (iv) females between the ages of
65 and 74 years and of 75 years of age and over who exhibited
conspicuous psychiatric disorder during the first survey 1969;1971.
The final column shows the total numbers of males and females of

all ages who were considered psychiatrically abnormal.
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The initial sampling procedure (the discard of every second,
randomly~drawn nawe ifrom the Lxecutive Councll lists of potential
subjects in the 65 to 75 years of age group was designed to obtain
an equal number of subjects in the 75 and over age group) necessitated
the use of a correction for the age sitratification procedure when
report Qf;the research findings‘was made, in order to permit valid
comparison with those findings of other authors.

The numbers were thus corrected. The numbers in the younger
age groups were doubled and summed with the numbers in the older age

group as shown in Table 20.

'TABLE 20

Population and Correction Table for the Age Stratification
Sampling Procedure

Actual | Corrected [Total esti-
number of nunbey  |mated numbex
subjects | of subjectis {of subjects
Males 65~74 50 100 133
275 | 33 | 33
Females 65~74 111 222 328
275 106 106 -
Males & )
Females G5-74 ' 161 322 461
2?5 139 139

The actual numbers of psychiatrically abnormal males and females

were corrvected separately. The nmuwmbers in the younger age groups were

_doubled and summed with the numbers in the older age groups and percent-

aée prevalence for each dlagnostic category was calculated.

'Thus the following three Tables (20, 22, 23) show the actual number
of cases encountered in the sample, the corrected number, and the
regulting estiﬁated percentage‘prevalenéal

Table 20 shows that the actual number of male subjects seen was
83. Of this number, 10 subjects had organic brain syndrome and 14
subjects had functional disorder:,'AIn all, 24 were found to have
psychiatric disorder. But witﬁ the application of the correctioﬁ
procedure 14 of 133 Qere estimated to be likely to have organic brain -

syndvome - a prevalence percentage of 10.52, and 23 (17.29%) had
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ﬁ’u%m'@;iﬁ:fml'aii a:n*ﬁfzsa giving a totnd of w? {09,550 of tho 134

sm*imzm with Gone ﬂwmamwm amzwmlmm

TABLE 21

Avtuu:@. sﬂwl Lm‘mcmal* nuebors of Male opcsen abowing
3 I *;&ui,m%*.iv mnam‘zmléts

fm ua’! Corvected
fpher of naynber o

P rmm‘&

Organia Hrain

© . Byadvore - 0 34 NI PR3
PFanctionnl
- Disorders L CO 23 17,28
| ALY Disovders ‘ 24 < /7.8

[

# Corrention for 2 1 1 age stratification sampling
procodure, s

Similorily in Toble 2B the actual nusber of females seen was 217,
0f this nenber 16 hod organic brein :s%?r;e;imm and 29 had funetionnd
disorder, in olli 47 of the 217 Temnles had pesychintyric disovdex,
The correction proceduve corrests these nunbers and vefers to o
popalation of 228 with 24 founle subjects having ovgpanic brain
ayndrone, o prevalence ixmc;eenta;m of 7.3%%, 45 (13,763%) subjeets A
having functional dio mm’)m, arnd the total mubor of subjects with

payohiatric abnornglity being 69 (21,19,

TOADLE B2

Aotunl and (’m'wnw&m nunbors of Fewale cases showing
CONSL i,w.mua i’mgenﬁ atric Mmm*rs&l ity

Adtuel mwmm:ma
muaber of | ounbey of
gsubleots DBRES Eyovalenod
Orpanica Drain - _
C Syndrowe 1% B T.33
CFunceiional :
Disordevs 20 48 - 13.906
Al m m*aium 47 ) 6o 2%.3

: *{“:mwmim For 2 ¢ 1 age. stratification savpling
procedure. '
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The total sample of males and females is considered in Table 23.

Organic brain syndrome affected 28 of the 300 subjects actﬁally
seen, Tunctional disordeys affected 43, which gave a total of 71
psychiatrically abnormal subjects.
‘k With correctlion these figures expressed as a percentage of a
population of 461 ave 38 (18,24%), 68 (14.75%) and 106 (22.99%)V
respectively. '

TABLE 23

Actual and Correctedk numbers of Male and Temale cases showing
Conspicuous Psychiatric Abnormality '

Actual - | corrected
number Of | pumber. of
subjeots cases Prevalence
300 461 Percentape
Orgenic Brain _
Syndyone 28 38 . 8.24
Functional
Disorders 43 68 14,95
All Disorders 71 106 22.9.

* Correction for 2 : 1 age stratificatlon sampling
procedure.

Prevalence rates per cent of ocases with psychiatric disorder

among subjects living at home are shown on Table 24.




89

‘pageTnoTeo Aisnotasad se

sio8fqns gy IO Joqunu oy st N pue ‘(d -~ QOI) = D pue ‘IIT ArIBotagetucdisd N ro uvorzxodoxd ayy st d axous
SUOTIBJOUUCO TBNSn 9y} UITA Posn ses wmmmmwxa FS eeInmacl auy ‘seSeiuaczed Jo sicrie piepuels SUTIBIBOLRD VI  gEN
— ‘ganpadoad UOT}BOTFTiIRILS afe s,o1dmes 8Ul JIOT PIIOALIOD %

86°T 766°38 gz2'g 3 I'1Z 28°S3 B8°L% SUEGHOSIC TIV '8

. A3 TOTIIUSTOT

foustotFep TejueH
. Z8pIOSTP L31TRUOSISG

8°2 | '6°C.3 8L°Z 2 Ix 92°2 : : zoH10 {(°) .
. 80°1 -16°0 gez a8g/polL | A
ggto 1870 - . PTWl - smoxpuls prousxeg (G)
80'T | 160 g1 : zopiosTp esTsserdep oTuwy «
ge'y | . 8% gL°s ae5/pox
Ly'e go'e 18°% PITH uotsssadeq
€1 (e 'g8°8 . | . ARg/poy]

120 L0 : . PITH £reTzuy .
. : STSOINeu pue SIOPIOSTP PATIVVTIV. (B)

C8P T ESLPT 6T F 84781 13°8 3 €721 o SIOPIOSTG [EUCTICUNT °g
e9°C , '66°0 ) . o sianes
88°TF ¥8°8(89°¢ | v T 7 e8°4(89°¢ 9°% § ¢'0T(8L°s . @1BI8pOy
, {6°¢ (cL°z RCIA- RN PIIH

[SEOIPBAY UTIBAE OTUBEAG 'Y
TVIOL SEIVIE SEIVH

- QUOH 1¥ maﬂwwm.mwomwaﬁw Euowe IOpIOSTE OTIIPTUDASS ULITA S8s8) wo 3ua0 aad «Seqvy SoudIRADILT




90

Qg@anic»Brain Syndrome

Twenty-eight of the 300 subjects were found to have some type of

organio hrain Syhdrome. Of the men, 4 (8%) of the younger group of

50, aubjacts aged 65-?4 and 6 (18%) of the older group of 33 subjects
aged 75 years of age and over exhibited signs consistent with this
diagnosis, and of the women, 6 (5.4%) of the 111 younger subjects
and 12 (11.3%) of the 106 older fqma}e subjects were diagnosedAés

having organic brain syndrome. So:that in both males and .fenales

. & greater proportion of thé,elderly gruupyWefe alfected than of the

_younger group.

The numhers of men and women of both age groups shuwing the various
degrees of organic brain syndrome are shown on Table 25, together with
the type of urganic brain syndrome diagnosed. -

There were 13 ‘subjects in the milad, 12 subjects in the moderate
and 3 subjects in the severe categories of organic brain syndrome. '

) There was an equal prevalence rate (3.69%). for mild and moderate
degrees of dementia and only 0.65% wexe considered to have severe

dementia. Wlthin»thevprecise limits of the definition of arterio=

" sclerotic brain syndrome six such cases were found and senile dementia

was diagnosed in 11 subjects. _

In all, 11 of the 28 cases of organic brain syhdrome showed the
presence of other cnnfrib@tory factors whether physiéal'or social.
A006rding1y these cases were grouped in a category "other" in which
dementia was associated with known physical’ 111ness and acute or chronic
conditions due to organic brain disease other than senile’ or arterio-
sclerotic; | ‘

“

‘Table 26 ghows the same figures, only displayed to show more clearly

the prevalencespites per. cent of arterio-sclerotic syndrome (1,74%),

sehiié'org#ngc brain syndrome (3.3%) and the miscellaneous group of other

-tyﬁééAof bfain‘Syndrome as discussed (3.25%).
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functional Disoyders

The prevalence rate per cent of 14.75 * 1.65 was found for all

functional disorders. The functional disorder group referved to
affective mood disorders, manic depressive psychoses, paranoid
ayndvome and personality disorders, mental deficiency and eccentricity
of life style.

Actual numbers and percentage of subjects found to have these
disorders, the type of each disorder and its degree together with
the appropriately corrected population number and the corrected
prevaienée per ceﬁt is shown in Tablé 27.

0f the malies, more in the older group'were affected (15.1%) than
in the younger gvoup (10,8%) and of the females both age proups were
similarly affected; 14.4% of the younger age group and 12.2% of the
. older age group. More men (17.3%) had symptoms of psychiatric
disorder than women (13.76%).

Depression of both mild and wmoderate to severe severiiy was most
commqnly‘giagnosed and accounts for 3.47% and 4.33% of the population.

No étfqmpt was méde to sub-divide depression into exogenous oOr
endogenous types because invariably there appeared io be sufficient
social or wedical reason to induce & depressive reaction in the
affected subjects. A _

Anxiety was less often found than depression in this elderly

population and accounted for only 1.51% of the psychiatric disorders. .
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Manic depressive psychosis accounted for 1.73% of the population.

Two of the three subjects with the condition were in a recessive stage
of the illness and would have beennconsidered normal had it not been -
for the extensive past history of the disorder which was uncovered by

perusal of general practice and hospital records,

Case No. 147 : examined February 1970

Mrs. O'B., aged 72, was a long-widowed Irish lady living alone in a
Corporation flat. She was well liked and frequently visited by her

family and Triends. She had Jjust been discharged from mental hospital.
Since the onset of her severe depressive mental symptoms in the 1950's

she had been admitted on iwelve occasions for electro~convulsive therapy

to hospital. General practitioner's notes and hospital records confirmed
her account of a life-long twenty*yéar history of manic depressive psychosis.
She engaged in the survey full heartedly and was embullient throughout.

‘Only one male subject was found to have manic depressive illness and
he was in greal need of assistance.

Case No. 54 i examined June 1969

Mr. K., aged 66, was very depressed and tearful when interviewed at home.
He complained of lack of concentration and inability to cope. He admitted
1o having sttempted suicide several tinmes, Althouph he was alone at the
time of interview, his married sister lived close by and visited him
frequently. Mr. K. lived in a comfortahle three-apartment flat. His
wife died ten years prior to interview and his only.child, & daughter, was
married and living in Dundee. lie was well oxiented in time and place and
was a person with good memory for recent and remote events. His recall
was accurate and he had fair insight intd his condition. He was often
tearful during the interview, telling of his freguent suicidal attempts"
and hospital admissions. His first experience of severe depression was
in 1933 when, after the death of his father, he had been forced to manage
the family butcher's business., This proved to be too much responsibility
and after selling 1t he took a job in a chain store group as a flesher's
assistant. He did well but when offered promotion became anxious and
then depressed and sought psychiatric treatment after an attempt to '
commit suicide. :

Interview with his general practitioner and examination of the general
practitioner's and mental hospital’s records showed that Mr. K. had had
several such episodes, and in the years 1949 and 1967 had been admitted

to mental hospital for L.C,T., which had proved to be successinl in
altering his depressive state. He had been seen by a number of
consultant psychiatrists who had made the diagnosis of manic depressive
psychosis,

His state at the time of survey interview was unknown to the general
practitioner but once made aware of the situation the family doctor
referred him once again for psychiatric treatment. His sister had sus-
pected him to be ill again and was intending contacting the general
practitioner but instend had encouraged her brother to take part in the

survey in order to facilitate hospital sdmission.
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' Other Paychiatric Illness

Paranoid syndvome was found in 1.73% of tho ﬁotal population and
included two cases of late paraphrenia, subjects with paranoid states,
and thome of paranoid personality.

Late onsei schizophrenia or o schizophrenin defect state was found

in ong man (Caso No., 280, p.62 ) and.oné woman (Case No. 179, p. 63 )
In neither did theré appear to bhe any previcus histoxry of mey%al disorder
and therefore might well he ccnsidered to be late poraphvenia which is
well described by Post (1968).  Janzarik (1é57) 03 quoted by Felix Posot
descyibes a typlcal case of paraﬁhreﬁiﬁ; 'ona of pyknilc habitus, who has
een capable énd involved lcng'after refirement with no volitlonnl changes
nor lncongruﬁuv o£ aI?ect.

Paranecid states were seen in two other @ubjeuta. One, a widow of
20 yearsg (Case No. 92,aged 80) was mildly affected and although co-
oporative and pleasanﬁlin the early stages of the survey she became sus-—
picious ond hostile when routine questions were -asked about hor pavents'
Llives, her educatlan, and when asked the gquestions on the Memory and
Information Test (Appendi“ 1). No type of veassurance as to oilther ‘the
necessity for such quéétions in the usual assessment or the absolute
confidentiality of thim:informatiun was acceptable to her ond after the
completion of the survef'she subsequontly made slanderous remarks about
the interviéwer, the sUXvVey, fﬁe department, ote., it several people in
hor nelghbourhooed, - | ‘

Only one litigious subject was dlscovered (Cnge No.183, p. 63 ).

01 the populatiou 2.6 pér,cent ware found to have one of the final

sub~divigions of disorders which consisted of:

(i) one case of an eldexrly high grade montal defective
' who lived with her iwo unmarried middle-aged children;
(ii) three separate cases of eccentric subjects who alihough
difficuls to 1ntervﬁew were agreeable and co-operative
in etamlnation.
' Bleuler (1955) describes ﬁheiegcpntric os "the only veprosentative

ef congtitutional aberraﬁions in whbmiaffeotivity ic appsrently not
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preponderatingly disturbed". Here they are defined as those

individuals whose life-style is in some way in sympathetic discord
with the others eof their soclal intellecitual group. These people
Invariably havo good intact positive drive mechanisms and exhibit
no aigns of paychiatric abnormality or distress, »
(1ii) Two women who gave unusual seiual higtoyriles appe#red
to bo otherwise paychiatrically competent zo that some
difficulty was gxpérienced-in their classifieation,
These two subjects ave grouped under the category
"othex".
(iv) Two cases of personality disordexs. .
Pergonnlity disorders are genérallj a¢knowledged t0 be charactex-
iged by unduo preponderance of certain features in the personality
structure which may eifher pregent a disability to the pewson himself
oxr may largely be a probklem to olhevrs. Two such cases were seen.
One cese (Ne. 238, p. 70) was treated by the general practitioner in
an exceasively authoritarian manner, She meintained the subject in
o constant istvogenic depressive stat@,wheréaa the other subject
appsared to have been éucces&ful in obtaining gratification of her

paychological needs over the three years of ohsexvation.

Case No. 252 : exanined September 1870

Mrs. P., aged 68, was married to a leading Trade Union official.

Her recently married 41 year old University graduate daughter had

hought a house 200 yavds away from her mother's home in case her

mother needed her. Mrs. P. was visited daily by this daughter and

by her nephew who was the local veterinary surgeon. She also had a
marvied gon of 36 years who lived in Aberdeen,

Mrs. P. nevexr smiled. She remained dour, uncooperative and disgruntled
throughout the interview. Once when some rappert was established she
gpoke fearfully of hor vecent "heart condition" and the altered 1life she
had had to adapt to. She had been especially upset that her dauphter,

a taécher, had chosen to marry the local irommonger the previous year,
foeling that this was unnecessary since Mes. P, had . given her doughter

& good profession. Mrs, P.'s E.C.G. was normal and no other abnormality
was detected at clinical examination. She refuted sny optimistic
diagnosis, The general practitioner describked the sublect as heing a
tearful, demanding and agpressive woman. ' '
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I3

At veassessment in December 1973, Mrs. P. was slightly more agreeahle.
Her hushband had vetived. Hex son~in=law had died leaving her daughter

his business and wealth. Mrs. P. now looked after the two yoay oid
grand-daughter whilst¢ her daughtex looked after the ironmonger's
business. The changes in her social life have meont that Mrs. P.'s
family has veturned almost entirely Lo the home and she contemplates
with pleasure the proposed sale of the business and the daughter's

return t¢ teaching. The "tived heart" syndrome had been cured for
the present without therapy. '
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Discussion Organic Brain Syndrome

it haé beén stated (Pearce 1973) that our knowledge of epidemlology
of dementin is inéomplete becauge of the difficuliies involved in matching
results and that an iﬂtélligible comparison between different studies
caﬁnot bb'made wiﬁhout keeping in mind that the criteria may be diiferent.
it is eséen%ialxto:state‘the eriteria explicitly. Unfortunately, in
‘geneiai;“édmparétive rates deriving frem different surveys are of
1imitad value becauseibf the differing stondards of methodology, diagnésis
‘,‘andAof>sgﬁrces of information, Howeﬁef, an attempt igs made here 1o
-assémbie'ihosa 5tudie§ which have used similar methods and similar
,diagnosiic criteria.

.x'tharous epidemiological studies have been wade, Table 28 is a
summary of the wore imporitant studles which have taken place since 1948,
and\ahaws the authcrs"ﬁames, the years of publlicstion of the results,
fhé number in the sémple’sfudied, the ages of the sampled subjects, .and
ihe'éoungxy af'origin,'dhd”also an attempt has been made to evaluate
thq'ekténf of enquiry._ The scope and aims of the investigations are

iﬁdiéated'by the figures in the last column.

TABLE 28

" 8tudies of psychiatricrillness in elderiy community residents

: Age Type of
Name Year | No. Group | Country nvestigation
. Shelden 1048 470 (p.a.* U.X. 1, 2, 3.
Bremer 1951 112 | 60+ Norway |1
Hobson and |
Pemberton 1986 | 467 [p.a.* | U.K. 1, 2.
Essen Moller | 1956 443 | 60+ Sweden |1
‘Gruenberg 1961 | 1,592 | 65+ U.S.A, |1, 3.
Primrose . 1962 222 | 65+ UK. 1, 3.
Miller 1963 328 [p.a.* U.K. 1, 2, 3.
Nei.lsen | 1963 994 | 65+ Denmark | 1
Kay et al. 1964 309 | 65+ U.K. 1, 3.
‘Williamson 1964 200 | 65+ U.K. 1, 2, 3, 4.
. Parsons - |1965 [ 271 |65+ UK. |1
Akesson 1969 | 4,198 | GO+ Sweden |1
Hagnell 1970 441 | 654 Sweden |1
Williams - | 1972 342 | 754 U.K. 1, 2.
_ Present study | 1971 300 | 65+ T UK. 1, 2, 3, 4.

1 = psychiatriec :* 2 = physical : 3 = soclological : 4 = dietetic
% = pensionable age : Males 65, TFemales 60. :
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.

The prevalence rate of 8.24% for all types of orgenic brain
gyndrome in this study agrees well with those observed by Neilson
(1963) in Denmayk, who recognised that 6.8% of hi@ sample had
ovganic brain syndrome and by Gruenbkerg (1961) in the United States
of America who found that 6,8% of a communiﬁy'éample of 1,592 elderly
people of 65 years of age and over had enough manifest symptoms of
ageing to he judged unable to care for themselves or to he a danger to
themselves or others. | '

The rate of 6,7% of Bremer (1951) the Norwegian géneral practitioner
is more difficult to evaluate since the author includes "constitutional
and psjchogenic psychoses" ag well-aa organle brain syndrome in this
percentage. Similar rates to the present author's findings at,Q.Q%
are given hy Williams et al. (1972) in a survey of géneral précﬁice,
although the gsample population was aged 75 years of age and ovef.

Perhaps the most satisfactory agreement is to be found wifh thg
classic study of Kay et al. (1964) of community vesidents when it was
Tound thatrlo% of the sample of elderly people liﬁing at homne aged 65
yoars and over exhibited symptoms of organic brain syndrome, ‘

Even studies which rates at first perusal seem unrelatéd, on
closer inspection appear to have sowe similarity. Fox example,
Akeason's (1969) fipure of 0,95 per cent in his carefully collected
point prevalence study referred only to subjects who were classified
according to a4 strict nodiZication of the Roth classification of
dementias in that only cases who weve severely‘demented (boing defined
as those who were constantly disorientated as to time and place) were
included in the morbidity rates, and so this figure comparves well with
the vate of 0,65 for those with severe intelieetual impairment in the
pregent study.

The results of several other studies do not appear to relate,
hovwever, e,pg. Sheldon (1948) gtates that of his sawple 14,0 pexr cent
were ¥ those whose faculties are slightly iwpaired, ave forgetful,
childish and elther difficult or very diifficult to live with", and
Parsons (1965) found 14 per cent of his sample to be "intellectually
impaired' and included those with mild mental deterioration., Neither

authors attempted to elucldate the diagnostic criteria used.
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In 1956 Essen Mollex conducted a survey of an entirve Swedish
ruralpopulation and found 15.8 per cent of the elderly poople to have
orvpanic brain syndrome -~ 5 per cent bhaving wmoderate to severe dementia.
Dementia in this context was defined as being o "pathologlcal mental
delusional state that most naychletrists would have attributed to

pathological interierence".

Discussion : Functional Disorder

Bergmann (1972) comments that "growing old itself has seemed to
many people a sufficlent cause for depression end fear", "Perhaps this
has inhibited the seavch for neuvotic disorder in this period @f life".
Certainly there seem to be fewer studies which are concerned with the
prevelence of neurotic disorders in the elderly, the bulk of the
literature being concerned with organic brain syndrome (sees Table 29).

Shepherd and Gruenberg (1957) investipated the age specific incidence
and prevalence of neurosis using recoxds of hospital admissions and dis-
charges, and "new cases" regilstered with a Health Insurance plan as &
"Service for Psych@neuroéis". A rapid decline in prevalence® from the
agé of forty on suggested that neurosis did not exist as e major problem
in old age or lessened in severity. Howover they themselves were
sceptical as to these explenations and suggested that elderly patients
might complain less or ithat physicians mightrbe less vesponsive to
nourotic disorders in old people. 7

Arie (1972) hes made the point that "practically all psychiatric
disorders which are recognisaed in younger people occur also in the
elderly”, and that the myth that "neurosis burns iiself out with age"
is false. Certainly, surveys which have included in the wesulis of
their investigations psychlatric illness other thon that of organic
brain syndrome, have not suggested a decline of neurotic disorder in
old age.

The rate of 14.7 peor cent (Table 29) for functional disorders in
this study agrees well with the findings of Primrcose (1962) and Sheldon

(1948) hoth of whom found 12.6 pex canf of their sample to he thus affected.



TABLE 29

The Prevalence of the Main Psychletric Syndrouwes of
01d Age, sceording to. various suthors

Organic Brain Fﬁnotional

Author ) Year | ~ Syndrome ' | Disorder
Fercenfages
|
‘Sheldon - 1948 14,0 12.6
Bremey | 181 | 6.7 92, 7%
4,0 25.0 Males

. Hobson & PembercOn 1985
: ' : 50.0 Pemnles

Essen Moller 1956 1

5.8 15,3
Gruenberg 1961 - 6.8 LA ek
- Primrose 1962 ‘ 4.7 12.6
Miller | 1963 5,4 21.0 Males
o i . . 53.0 Fenales
Neilsen _ 1963 - . 8.8 - 6, 7T
Kay et al ‘ 1264 10.0 25.2
Willsamson 1964 24.0 19.5
Parsons - - 11965 . 4.4 32.0
Akesson (o1 1969 0.95 NLA o
Hagnell : 1970 16.1 N Ak
Williams - ‘ 1972 9.9 5.85

Present study 1971 8.24 14,7

¥ = Includes "coﬂétitutional"Aand "ﬁsychogenis" psychoses.
w0 w Not applicable. Invesiigation was limited only to
prevalence of organie_brain syndrome,

Commundty surveys eondﬁc%ed by Eosen Moller {l@SG),anﬂ Nodlsen (1963)
dlsa confirmed ithe high prevalence of neurotic disorder in-.old nge, though
neandinavian diagnoatic t@wwinology = the claasifﬂcati@n of §jobring (1923)
wag used =~ which nakes dlrect comparison with oﬁh@r studies difficult, ‘

‘ Some authors pré&er ‘higher ?atas (Table 39) for functional disorder.
Miller (1963) in 2 survey of elderly patienfs in his rural géneral
: practlce stated that 21 per cent of men and 53 per cent of women whom he
had examined had evidence of functional psychiatrlc diqorder and Hob
‘and4pemberton {1955) in their survey found 25 per cent of women and ao

per’cent of men to be sinllarly afdected, although the latter fresults
axe qualified by the ﬂuthars admission that difficulty was experienced

in qvaluating abnormallaieb of function and that the paychiatric results
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of the gstudy were to be cdonsidered only tentative. Parsoﬁs (1968)
in a random ﬁaﬁple of 228 elderly persons in Swansen omitted cases
of coghitive impalvmont and found that appromwimately one third of
the sample (32%) were experiencing or had experienced a coﬁéition of
interest to a psychiatvrist, whereas previously Bremer (1951), in a
goneral practice study in Norway, found 22.7'par cent of the elderly
to he similarily affected. In the study by Willianson et al.”(1964)
depressive disorders alone represented 19.5 per cent of the study
population, '

The dlsegnostic classification of the neuroses was noxve détéiled'
in the Newcastle survey of Kay et al. (1964n) than that of general
practitioner suvveys (Bremexr 1951; Primvose 1962; Watts ét alg 1964),
The main disgnostic groups employéd were nsuvotic depreassion, ahxiety
state, hysteria, ahnormal personalities and paranodd stétes. The
prevalence of all functional disorders in the 3090 NewcasilefuponﬂTyné
subjects living at homo was 30.7%. | | -

The difference in rates for functional disorder betwéén the present
study and that of the Newcasile-upon-Tyne study is accounted for:by'the"
greater prevolence of affective .disordexys and neurosis in the Newcastle
study. Of their subjects living at home, 26.2 per cent were diagnoséd
as having mingr_functional disorder and § per cent appearved to have
neurotic disorder, which could not bhe con&ider@d_a racrudesence or
exacerbation Of‘lohg~sﬁanding neurotic traits.

They also fgiled to encounter flovid poychoitic stete, whether
schizophrenic or affective, in the field survey snd suggested fhaﬁ céaes
with severe primary functional disorders are uncommon at this age.
"Those which do occur appear prompily o be removed to hospital,

These findings are jin contrast with the present survey, vim. cases
Nos, 84 (p.95 ) 1792 (p.63 ) 183 (p.63 ) 280 (p. 62) 202 (p. 68) and
208 (p. 68).

Table 24 ghows that for this study depression accounted for 7.8 pér
cent and anxiety 1.4 per cent reapectivel& and these figures closely
relate to the combined percentage of 5.8 given by Williams et al. (19?2)

for these affective disorders.
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There is‘a'neéd to distiﬁguish between nminor depressive
'f;uctuéting moods of the cyclothymic personality and the frank
'depyebsive illness as well as the normal tension during stress

and the unrelenting disabling anxiety stiate.

| 1t was Tound. that mild forms of disability which rarely present
fof advice or attention at the survey, much less at the psychiatiic
oliﬁic, were often sépnﬂin this field stﬁdy. However, because of
the numbér of times the interviewér‘met these subjects in o variety
of‘situafions it waé possible to nate‘whather or not the disturbed
affective mood was persistent or transient. Tourteen subjects might

well have been diagnosed after one encounter or interview as having

a mild psychiatric disorder but were nol so because a full appreciation
“of fhe'temporary quality of tﬁe inltial mood was made possible by the
longitudinal nature of the assessment. |
The discovery, diagnosis and evaluation of minor mental symptoms
roquires frequent face to face contact with the subject under study

(Hagnell, 1970).
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POYCHOMEIRIC 7TEST PERFORMANCE OF THE ELDERLY AT HOME

As previously described in the Dealgn of Survey the subjects
were given three psychometric tests,

1. The Coloured Progressive Matrices A, Ab, B, (R.C.P.M,)
Raven 1965.

2. The Mill Hill Vocabulary Scale (Short Version) (M.H,V.S.(SV)
Raven 1958, ' '

3. A 35-point Memory and Information Test (M.I.T.)
Appendix 1.

The tests were applied to all subjects who were examined in the
course of the main survey. The M.H.V.S.(8V) and R.C,P.M. were given
at the time when the physical examination, medical, familx, and social
histories had been completed. The M.I,.T. was given by the author
durihg the extensive home interview when optimal rapport was established.

Although physical abnormalities such as visual defects, dysphasia,
deafness and various degrees of dementia and psychiairic disorder were
encountered, very few subjects showed reluctance to attempt one or other
of the above tests. The R.C.P.M. engendered intervest and a certain'
anount of enthusiasm. The M.H.V.8.(8V) was, in general, accepted un-
complainingly but the M.I.T. provoked suspicion, firstly because the
subject felt 'on trial' and secondly it was more socially apparent when
intellectual deficit was present which created embarrassment in the
subjeot if mildly impaired, invarigbly because the subjeect had con-
siderable insight. This test also provoked one paranoid reaction ‘
ﬁhieh, althoughrit did not result in the abandonmeni of the subject's
co~operation in the 1969 survey, resulted in the non co-operation of the

subject at a later date in the 1972 survey (Case No. 92) . ¥,

Results

Coloured Progressive Matrices (Raven, 1965)
rThis test, as has heen indicated, was readily accepted and easily
explainea to the elderly subjects, Two hundred and ninety=two subjects,-{
attempted the test. |
With reference to Table 30 {he mean score of the 50 younger males
was 23,38 (SD 6.27) and the mean score of the 33 older male subjects was"
22,21 (SD 11.47). Temale subjects had lower mean scores ~ 20.77 (SD 6.55)
for the 108 younger females and 19.05 (SD 10,78) for the 101 older females.
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TABLE: 30 -

Raven's Coloured Progressive Matrices

N Score 8.0,
Means | ‘
Males 75 50 23.33 6.27
— 75+ 33 22,21 11.47
Total - 83 22,91 8,67
TFemales % 108 | .20.77 8.55
, . 754 101 19.05 10.78 -
Total | 209 | 19,94 8.87 | , )
Total population | : , ‘ ¢
- (Males & Females) | 202 20.78 | . 8,90

(Means and Standard Deviations of Scores made by
male and female subjecis living at home)

o : : The meaﬁ scores a§pear-tovbeirgmarkably‘uniform. while the

} stanéafd’deviatians of. the older agé-greups for both sexes are greater
than the standard deviations £or the younger age groups. Thé overall
mean ‘score of the total pOpulation males and females considered to=

- gether was 20.78 (8D 8.,%0).

Mill Hill Vocabulary Scale (Short. Version)(Raven. 1958)

Two hundred and ninety*two subjects. made an attempt to complate the

- M.H.V.S.(SV) test. The values obtaxned for this test expressed in mean

scores witﬁ-fheir respective ‘standard deviations are shown in Table 31f

TABLE 31
Mill Hill Vocabulary Scale (Short Version) .

N | Score - 8.D.
Mesns | - '
Males . 75 . | 50 9,96
A . 75+ 33 9.67
Total . 83 | 9.84
FPemales 75 108 8,408
75+ 101 | 9.13
Total - 209 8,79
Total population o
{(Males & Females) 292 2.09 : 4,83

(Means and Standard Deviations of Scores made - by Male
and Temale 6ubjeots living at home)

foo [ 20
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Theve Was no variation of gignificance in. the mean scores which

for the 50 younﬁer and 33 older males weve 9.96 and 9.67 respectively;

ahd for the 108 jounger and 101 older females were 8.48 and 9.13

respectively. The overall mean scorve of the total population, males

and females consldered together, was 9.09 (SD 4.83).

It is of intarest that the standard deviation of the scores of
the older females at~7.22-is_much greater than for the younger at 2.69,
indicating the absolute variability of the scores i1s much greater in
the older women. “

_ The performaﬁce on the R.C.P.M. and the M.H.V.S. (Svj‘cf elderly
patients admitied to péthiatric hospitalé has been studied (Kendrick
end Post, 1967) but these”inveétigatiohs have been concerned with‘the
difference in perforimance on these and other teéts hetween péfienﬁs
diagnosed as having elther ofganid brain syndrome as the primary

diagnosis or as having disorders of affect. Results from this last

" study snd others whose populations are drawn from in-patient. hospital

wards and admisslon records are not compavable with the results of

the present study for which the population was a randomly selected

sample of community residents.

‘Table 32 shows the recent studies of normal elderly subﬁécts in
the community by various autﬁafs who have used the R.C.P.M. and the
M.H.V.S. (SV). .

The mean scores on the R.C.P,M. and the M,H,V.S.,(SV) in the present
study appear to be, in general, greater than the results of éﬁheruauthors.
However, comparison with the mean scores of this study and the worls of
other authors is somewhat complicated in that as Savage (1972) has |
observed investigators frquently publish incomplete data, some presenting
total scépes whilst others present Qualitat1Ve differences. Complexity
also arises in that often male and female combined scores are given
instead oflthe presentation of separate results for males and females.
Further, few give adequate age group data; samples aie small and'the

derivation of the sample i1s incompletely described.
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A diligent search of the literature hes failed to produce any
study comparable with the present one which has used the R.C.P.M,

together with the M.H.V.S.(8V).
Tables 33 and 34 show the means and standard deviations and
varviances of the mnle and femnle subjects distributed by five=year

age groups in respect of the R.C.P.M,

TABLE 33

Raven's Coloured Progressive Matrices

T —— [R————

Age Group 65/9 70/4 T5/9 | BO/4 85+ |Total

N 26 | 24 22 10 1 83
Score Means | 23.42 | 23.33 | 22.40 |23.00 [10.00 |22.91
| 8D 6.85 | 5.73 | 13.77 | 2.82 | 0.0 8.67
Variance 46,97 | 32.92 189,68 | 8.00 | 0.0 |75.24

RS wobeacuan e % i e e i e A i - B A A St R b et et

(Means and Standard Deviations of Scores wmade by HMale
Subjects living at home by quinquennial age groups)

In men the scove meaﬁﬂ are remorkably consistent. A single
subjécﬁ aged over 85, although giving & low result, is not relevant.
(The'iﬁéiQidual concerned was diagnosed aé having arterio~gclerotic
dementia). The greatest abaoiute variability and vaviance involved

the 75-79 age group.

TABLE 34

Raven's Coloured Progressive Matrices

Age Group 6579 | 70/4 | 75/9 80/4 85+ |Total
=

N LB 57 50 33 18 209 |
Score Means | 21.47! 20.15 | 19.48 16.93 | 21.72119.94
8D 5.91 7.07 6.17 6.47 | 21.87| 8.87
Variance 34.931 50.10 | 38,17 41.93 [478,68(78.79

(Means and Standard Deviations of Scores made by Fenale
Subjects living at home by quinquennial age groups)

With women the score means show & downaward trend with age from
65 years to 84 years but the 21.72 scove mean in the 856+ years age

group goes against this 'tyend'. This vesult in the oldest age
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group is probably not fortuitous and the sbsolute variability of
21.87 hears no relationship to the others,
‘ Tables 35 and 36 show the means, standard deviations and variance

of the male and female subjects distrihuted by ifive-year age groups.

TABLE 38
Mill 1ill Vocabulary Scale (Shoxrt Version)

Age Group { G5/9 | 70/4 | 75/9 | 80/4 | 85/9 |Total

N 86 | 24 | 22 | 10 1 83
Score Neans | 10,00 | 9.91 | 9.27 | 11,10 | 4,00 | 9.84
SD > ' 3.13) 2.68 | 2.76| 2.37]0.0 | 2.85

' Variance | 9.84] 6.68| 7.63| 5.65 0.0 | 8,15

(Means and‘Staﬁd#rd Deviations of Scores made by Male
Subjocﬁa4living at home by quinquennial age groups)

There is a suggestion of a slight decrease in male meen scores

with age but this decline is sﬁopped“by-the highest mean score of allf‘ -

groups occuring in the 80-84 age proup. The absolute variapilitias
do ﬂot4vafy_materially with age but are all less than the corresponding

values for the R.C.P.M. of the same men.

Mill Hill Vocabulary Scale (Short Version)

-
el

. K
ormpetap e s S e —

Age Group | 65/9 | 7074 | 75/9 | 8074 | 85/9 | 90/4 |Total

N 52 | 68 | 51 | 33 19 1 214
Score Means | 8.67 | 6.318.58 | 7.97| 12.78| 6.0 | 8.79
sD 2.62 | 2.76 | 2.72 | 2.32 | 15.83| 0.0 | 5.39

Variance 6.89 ] 7.65 | 7.40 ) 5,40 | 250.84 | 0.0 [20.09

(Means and Standard Deviations of Scores made by Female
Suhjects living at home by quinguennial age groups)

The ‘score means of the female subjects show a downward trend with
a high value in age group 85~89 yearé., In this group absolute
variability is exceptionally great and bears no relationship to the

standard deviations of the othér age groups, which .indicates greater
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distribution of ccores and consequently should be 1nterpréted with

coution.

To vecapitulate with regard to the data available from the
R,C.P.M. on Table 33 the means hardly decrease with age but the

variance is considerably increased in the 75-79 age group and
further in the 80~84 age group the mean has increased and the
variance decreased. Of the female group performance on R.C.P.M.
(Table 34) the means appeay to decrease with age until the 854 age
group when both' the wean and the variance increases.
The resulis from the M.H.V.8.(8V) (Taeble 38) indicate that the
- means decrease with age uniil the 80-84 spe group accowpanied by a
little change in the variance. The female scores (Table 36) show
an}apparent decrease in means with ne change in variénae until the
654+ age groups when both mean and variaﬁcé greatly iﬁcrease.
Considéring mental tests in abstract for a moment, if an
ability drops.off with age.one woﬁld naturally expect that samnples
of several different age groups would show the mean decreasing.
1f people deteriorated‘at different rates the variance of the gioups
would differ, Inerease in variance would be explained by the fact
that the less able deteriorated nore rapidly. Beariﬁg in mind
Tisdorfer's (1963) warning that normative déta foyr intelligence
collecied via ithe method of crosé-section&l sampling may distort
the true pattern of age-related changes, the differences beiween
thesé groups may not be due to ageing but to changes in the population.
That is to say death must be iIntervening and affecting the resulté.
In the comparxison which has already been made between men and
.womeﬁ ons notices that heitween the 70~74 and 75-7% age éroups the
male score means fall offf slightly in R.C.P.M. hut the variance
incfeases. The ﬁ.C.P.M. means recover between the 75-79 and 80-84
age groups but the variance Qecreases. That is to say the scores
are most widely dispersed in the 75=79 age group. This might be

due to the lowest scovers being removed by death asomewhere around
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fhe>1a£e sévanﬁi@s. Thereaiter dédth.expectancy is fairly
indeﬁendént of intellectual level. Wowen are known to bé iiving
longer (té within the 85+ age grguﬁ) but thereafter ihe lower
in%eilecﬁs are beginning ﬁq diéaﬁp&ar and paralliel the trends which
have made thelr appearancéjwith men ten years eavlier,
C It is anﬂgaaaptable hypothesis, théreiore, that these two aspects,
ageing and death, must bhe combining t0 produce the scove changes.
;‘Thus, in maﬁ,-R.C.P.M. performance deteriorates fairly uniformly
until’about«?ﬁ when tﬁose_men 1éast able to_think productively die.
Theveafter, &eteriarnfi&n éontinues, the'léss:able deteriovating
diightly faster than the nore able, and death 1s removing people in
a more random fashion. '

With women, d@terioration is again slow but loss uniforﬁ, the less
nble probably rather more rapidiy than the others, The women, however,
siay alive almost irrespective of their intellectual level up to about
the eighth déeade. Then deterioration continues rather more uniformly,
‘overlaid with death removing thp_leaat'abiéﬂ ' . ‘

Sémquprt-of ﬁeﬁrologigai_quei night clarify the position. If one
nay assume that in ageing‘thé cortical cells ara-loéing their efficiency,
and ma?@ partigular;y the iﬁterconnections‘are beconing worn out, the
thiﬁkiﬁg processes required to solve the R.C.P.M. depend on a large .
number of interplays and intercomections, and therefove one mipght
expéét &eterioraﬁ;vn. l ‘ _

‘The most able indiv;duals‘héve 8 large_nuﬁber of methods of solving
the probiems,va;g,.by gpsfélf:formatipﬁ,.pictoéial thinking, verbal
reasoning, and 80 oh,:fhua.thgy have more alternatives available as
‘deteriorations in the éésouiéiion fibres sets in. The less able have

less vérsgtility and woulﬁAiherefore drop off faster,
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Memory and Information Test

A1l 300 subjects were assesased on this test, even the wmost

severely demented subject encountered in the survey.

TABLE 37

Menory and Information Test (35 poinias)

SEove
N Means 8.D.
Moles. <75 50 | 81.14 4.18
275 33 31.94 3.26
Females <75 111 31,50 7.9
25 106 30.43 9.9
Total Population
{Males & TFemales) 300 31.02 7.90

(Moans and Standard Devictions of Scores made by
Male and Female Subjects living at howe)

" Table 37 shows the moans and standard doviations of the 50 younger
and the 33 older male subjects to be 31.14 (8D 4.18) and 31.94 (8D 3.26)

respectively, and the scores of the 111 females of the younger age group
resulted in a mean of 31.50 (SD 7.9) and of the 106 older Ffemale subjocts
30.43 (SD 9.9). |

 The overall wean score of the total population of 300 on this test
wag 31.02 (8D 7.90).

Tables 38 and 39 show the score neans and standard deviations of the
male and female subjects living at home distributed by five-yesr age
groups.

BEEBERET XA TR FO X X X P SOCRIRTY 00 KR X XXX RARCK KRR X RO xkma iRt is
Fox xbrockbe X K Xk X R X Bk XXl FRreckx X
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Memory end Information Test (35 points)
N = 83 5/3 70/4 | 95/9 | sosa | eo+
: 26 a4 22 10 i
Seove Neans  |32.60 |31.12 | 30.83 |26.20 |18.00
Sp | 2,24 | 3l90 | 4.66 | 4.87 | 0.0
Variance 5.02 18,94 | 21,77 | 23.73 | 0.0

© (Meons and Stonderd néﬁimiiana 6f Boores made by
Tale Subjecid living a& hame by guinguennial age F?GLﬂS)

TADLE 89
Memory and Information Teot (35 points)

FEMALES

A A Sx iy deen

6879 | 7os4 | 1879 | -80/a | esse | so

Now 237 |88 88 | 81 34 20 1
Scora Meens | 893,11 |30.08 | 32.84 |20.94 |26.30 |37.00
5D 6,47 | £.83 | 10,04 | 9,54 | 8.5 | 0.0

- Varianco 41,94 ?&;GB 1&8.9?'ﬁ93n14 73.16 | 0.0

P .

(Means and Standard Deviations of Scores made by Female Subjects
living at home by qu1nquenn1a1 age groups)

The M.I.%. had heen,uaaﬂgxnvth@ acute assesswment wards of the
Umivgésiﬁy Dopertmont of Geyrdatric Medicine in order to examine on

sldorly nationt's ari&aiatiankfef tim&, placa, pevason, and his/hex
ability %o €011aw Qiﬂpi@ &n&trumtiona nna @a on,  Boutinely it is
given at initial assogsnent ov priar to admi@mian when a patient's

wontnl status is Lo be es »ab!aﬂhed. , Puil normative data for the

_ @}ﬁerly waa not, haw@var, avaiiabla for purposes af campawiqon,

. although "eut off Jvaraa“ had hean emgxriea'lv dotermined to give

optimmmn aﬁr&@m&nt with poyehiatric &iayng is of various degrees of
orgauie brain syndrone (see Appondix 1) ‘

MeLennan (1972) usod thia M.I VB, dn cbnjunoﬁian with the RO, P,
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on 100 chfaﬁicaliy sick young subjects and found that although there
.was a aignificant corrvelation between the resulis 6£ the two tests
(cootfficient of correlation 0,64, SE = 0,083) the relationship
between the two tests was far from periect. "Low scores on M.I.T,
ave associated mainly with low score for R.C.P.M. but a high M.X.T,
test score could Ee associated with a very wide range of values for
R.C.P.M." These aomments ave appropriate to the present study also.
Bettef,cdrrelatiqn between the itwo groups of scores is not to be
ekpeétedlbetﬁeén twe tests which weasured different aspects of
inte;lectual ability. R.C.P.M. were found to be wmore discriminant
in fheseﬁmubjectm at the upper end of the lntellectual scale and
prediétably in a- test which had been devised in ordev to identifly
those affected by organic brain syndvome, the M,.XI.T. was of more value
in the lower iranges of écares and ﬁot only assisted in disgnosis but
also in estimatlon of the degves of brain syndroms when present.

Similar tests have been evaluated (Qureshi and Hodkinson 1974,
Varney et al. 1973; Wilson and Brass 1973) for their discriminative
value and are thought to have practical clinical value in paycho-
geriatyric disgnosis. 'The relisbility of such tests has also been
investipated by Withers and Hinton (31971) who found a congistency
in their results that was independent of the tester and that soores,
means and signiflcant diffevences correlated moderately well when
patients werse re-tested, |

It is~regre£ﬁable that so many éuch invalidated tests ave iﬁ use
{(Gilmore 1973) for this means that comparigson with the work of %ﬁgiiix
is difficult, However it is veasopable io continune to experiment with
the design of such tests in order to find those that are most acceptable
and practicable and might be adopted uwniversally by the various screening

and therapeutic agencies dealing with the elderly.
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THE FOLLOW-~-UP SURVEY OF THE TLDERLY AT HOME (1972~1074)

This part of the study consisted of the review of each case vecord
and the re~contact and interview at the howe of each of the participants
in the original study (1969-1971). The same method of a seml-structured
interview was used in this part of the study (Proforma 5). The mean
time interval bhetween the firat interviéw of the 19269 survey and the
review home visit of the 1972 survey was 3.34 years (minimum ¢ime
interval heing 2.17 years and maximum tiwe interval 4.33 years).

Sixfy»five of the 800 subjects had died during the period between
the itwo surveys.

TABLE 40

Follow-up Survey: Male Deaths

Total number [Total number %
Age Group oi subjects of deaths
75 50 : 15 30.00
25 33 9 27.3
TOTAL 83 24 25.9

Table 40 shows that the deaths had occurred of 15 (30%) of the

younger males and 9 (27.3%) of the oldexr wmales, There is no significant
difference between the twoe age groups in the expected numbers dead at the

second interview (X~ = 0.04, d.f. 1, p<0.1).

TABLE 41

Follow-up Survey; Temale Deaths

Total nunber [Total number
Age Group of subjects| of deaths %
<75 111 17 15.3
275 106 24 22.6
TOTAL 217 41 18.9

Table 41 shows that 17 (15.3%) of the 11l women under 75 years of

age and 24 (22.6%) of the 106 older women had died by the time of the

follow-up study.

The differences in deaths in the itwo age groups do

2.
not differ significantly (X = 1.2 d.f£.,1p<0.1) although the percentage

dead in the older age group is somewhat greater than in the younger group.




117

Social Situation

Changes were noted also with regard to the life-styles and

social situations of the surviving 235 subjects.

TABLE 42

Follow~-up Survey
Changes in social gituation (Males)

Outcome 65-74| % |76+ | % |Totall %

Mo change - 27 54.0 17| 61.56 44 53.0

In hospital ' 1 2.0 2| 8.1 3 3.6

In 'care' 0 0 i| 3.0 1 1.2

Rehoused by Council 3 6.0 o] O 3 3.6

Moved house 3 6.0 1] 3.0 4 4,8

Otheyr 1 2.0 3 2.1 4 4,8
Death 15 | 30.0 91 27.3 24 | 28,9

TOTAL : 50 | 100,0 33 (100.0 83 [100.0

Fifty-four per cent of-the yvounger men and HY pexr cent of the
older wen had experienced no change whatscever in thelr lives ox
social situation.

_ ‘There was 1ittle difference in the two nge groups bhetween the
numbers of these hospitalised and put 'in care'.

The unexpectedly large numbexr of seven male subjects who had
moved house was partially due to the Glasgow Corporation policy of
housing development in that nearly half of these subjects had been
compulsorily rehoused. by the Glaspgow Corporation because of the

inadequate structural condition of their tenement dwellings.
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TADLE 43

Follow-up Burvey
Changes in social situation (females)

Outcone G5~74 % 754 % Total %
No change T2 64,9 532 56,7 131 60,4
In hospital 3 2.7 G 6.7 9 4,1
In 'care' 1 0.9 5 4.7 G 2.8
Rehoused by Council- 6 5.4 1 0.9 (i 3.2
Moved house 4 3.6 4 3.8 8 3.9
Other 8 1.2 T 6.6 15 6.8
Death 17 15.3 24 22,6 41 18.9
TroTAL. 111 | 100.0 | 106 | 100.0 | 217 | 100.0

. Sixty~five per cent of the younger women had experienced no
‘change 1n'their iives ér gocinl situations and 55.7 per cent of
the éidér female group were similarly placed.

A greater prépurtion of the older women than the younger women
had required hoaspitalisation and had gone into 'care'.

As with the males, a rather surprising number of 15 (6.9%) of
the total group of women had moved house; half of these had been

rehouzed by the Corporation of Glasgow.
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TABLE 44

Follov—up Surveay
Availability of subjects for re-interview

Percentage of
‘Males Females loriginal sample
Reassessed in full [L6) 65) 27.0)
in part B2) 2| es) 198 | g3g,3) 60.3
Deceased | 24 41 21,7
In Institutions 4 15 6.3
Omittied 2 4 2.0
Untraceable ] i4 5.3
Refused 3 10 4.3
TOTAL &3 217 100.0

In summaxry, ond with reference to Table 44 which shows the
availability of subjects for re=-interview, of the original 300
subjects G5 (21.7%) had died, 12 (4%) were in hospital for treatment
df acute or chronic diaeaag and 7 (2.3%) had entered hospital or
other instituiion, the most COMEONn reasons for this being respectively
careilnomnn or dementia,

8ix (2.0%) were 6mitted from the study by the author for a varviety
of reasons and 16 (5.3%) were untraceable and misging. = Of the
vemaining 194 (64.7%) subjects available for interview 13 of them
refused %o be interviewed. Thus 181 (93%) of those 194 available
for interview were seen which is a high completion rate fox community'
studies in the apged (ﬁowera and Bultena, 1972). These 181 re-interviewed

gubjects co~operated fﬁlly with the intexrviewer.
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It has been well documented (Kay et al. 1956) that the

diagnosis of organic brain syndrome is one of the most unfavourable
prognosticators of early death in an elderly person and it has also
been estimated (Kay, 1962) that the mortality rate in demented subjects
ig at least five times as high as that of the populati;n in general.
Bexgmann et al, (192792) found in their follow-up study of two samples

of elderly community wvesidents (N = 294, 466) in Newcastle at intervals
of four years and three years later, vespectively, that even minoxy

and apparvently benign memory disorders in the elderly were of un-
Tavourable prognosis,

Similar conclusions may he drawvn from the results of the present
study which are shown on Tables 45 and 46 which show the actual numbers
and percentages of the elderly men and women aubjects grouped according
to their psychiatric diagnosls at the 4ime of the first interview
{1969-1271) and the'médical or social conditions which prevailed at

the time of the follow-up survey (1972-1974) some three years later.
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0f the 10 males who were thought to have ovganic brain syndrome
7 (70%) bhad died and 1 male subject was in hospital. Whereas, of

the 18 women subjects diagnosed as hoving organic bhrain syndrome
only 8 (44.4%) had died, alihough 2 (11%) had been taken into
poychiatric hospltal and 1 other fomale subject was in a long stay

goviatyvic ward,

The nuwber of subjects in each of the functional disorderxr
groups are in geneval too foew for comparison, the excepition being
the group of depressed women subjecis of which one third had died

by the time of the follow-up survey.

OFf the three subjects (I man and -2 women) whe had lifelong
histories of manic~depressive psychosis all bad been admitied to
ingtitutions on o permanent basis, In one cagse, at the apecific

request of the individual himself.

Kay et al. (1966) have shown that certain wmediocal, soclal and
psychiatric features are significantly corvelated with death within
four years in elderly subjects,

Because of the extensive nature of the 1969=1971 paventi survey
and the research data available fyom i+, 1t was possible to select
a nunber of variables which were both representative of the original
survey findings and of special interest!to this 1nvastigation and
consider them in velatlion to the survival and non~survival of the

300 elderly subjects of the survey.

The following hypothesls was posed: tThat the subjects who had
died during the interim between surveys would in some way be more
deprived with vregard to tholyr status in the 1969-1971 survey than
those subjects who had survived intact the three year period. Thig
part of the study would concexn itself with the veview of social elass,‘
marital atatus, soclal habit, psychiatric and phyaieal health, and

dietary intoke data.




124

This data was grouped into fiﬁe main categories,
1. Social: Age, sex, marital status, social class

and smolking hablts.

2. Pgychiatric: Psychiatric diagnosis whether normal,
non~functionally or Functionally

disovdered.

3. Psyéhomatric: Shoxt term momory scoxes, calculation

test scores., (The short~term memory
and calculation tests weve werely
intepral sections of the Memory and

Information Test (Appendiz 1).

4, Physiocal: Arteriosclevoiic disease, central nervous
syastemic disease, Vitamin B12 nnd/ox folate
deficiency states, The limitation of
mobility ond the extent of physical disability.
(Mobility and physical disability weve rated
on an Assessment and Daily Living Scale

(Akhtar ot al, 1273).

5. Dietetic Agsesswent record of whether or noi the subjects'
Intake ,
g;;;;g dietary intakes wers adequate according to the

stated and recommended levels of TAQ/WHO (1973)
and DHSS (1962). (For methodolegy involved
Meieod et al. 1974).

-Thege items were suitably coded and inpuit to an IBM 370-~158
compﬁter in order to facilitate analysis,

The significance test used for each of the items was the
usual chi-gguare, .

The specific items ave lisied on Table 47.
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TABLE 47
Follow-up Study

List of Comparative Chavacteristilcs
between Survivors and Non-Survivors

Social Aceo
Sex

Maxital State
Bocial Class
Smolring Habits

Psychiatric Organic Brain Syndrome
Other Psychiatric Disorders

Poychomgtyic Short Term Memory Scorves
Calculation Teat Scores

Physicel Avteriosclervotic Disease
Central Nervous Systemic Disease
Vitamin B12 Deficiency
Folate Deficiency
Limitation of Mobility
Physical Disability

Dietetic Intake Calories
Status Protein

Potassium
Calcium
Iron
Thiamine
Riboflavine
Nicotinic Acid
Vitamin C
Vitamin D
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Results -
Age and Sex
?ABLE 48

Tollow-up Survey

.  Age and Sex
Comparizon betwean survivors and nop-survivors

Significance Test Results
Age Group N
s 240 X* = 1,003
Not sig.
Sex
Males 240 27 % 2,685
Pemales d.f, = 1
Not sig.

N is the number of subjects for whom full detalls
ware aviailable,

Not sig. = not significant at the 5 per cent
significance level.

There was no difference in the proportion of those surviving
. ) . . 2,
and those not surviving when allowing for either age (X = 1.003
with 1 d.f. at.the 5 per cent significence level) or sex (X~ = 2.68%,

a.f. 1 ot the 5 per cent significance level).
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Maritel Status and Social Cilass

TABLE 49

Follow~up Survey

Marital Status and Boclpl Class
Comparison between survivors and non=survivers

Significancs Test Resulis

Marital Status N
irs
Married 181 X = 0,08
Widowed d.f, = 1
Not sig.
HSocial Claass
2.
eg.Gen, I & IZ 240 ¥ = 1,562
11T . d, 2. = 2
ivav Not sig.

N is the number of sublects for whom full details
were availlable

Not sig. = not significant at the 5 per cent
aignificance level

Neither differences in marital status nor seocial class was found
to be significantly different with regard to the survival and non-

survival of the subjeocts.




-Dietary Intake Adequacy Status

There was no difference in the proportions of those aurﬁiving and -
thoge not surviving when sllowing for the status of adaquacyvor inadegquacy

of dlietary intokes. ,
: TABLE 50
Follow-up Survey: Nutritional Intake
Comparison between survivors and non-survivors

o N Significence Test Results

Nutritional Intske N
Celorie Intake 240 xr = 1.246
Adequate ' d.f. =3
Inadequate Not sig.
Pr. Intake 240 X* = 0,394
Adequate d.f. = 1

. Insdequate ot asig.
Poitassium Intake 240 X* = 026
Adequate d.f, = 1
Inadoguatie Not sig,
Ca. Dietary Intake 240 X* = 0.02
Adequate d.£f, = 1
Inadequate Not sig.
Iron Dietary Intake . 240 X* = 0,302
Adequate dof. = 1
Inadequate Not sig,
Thigmine Intake 240 X* = 0.015
Adequate d.f, = 1
Inadequate Not sig. -
Riboflavine Intake 240 X* = 3.957
Adsquate | d.f. = 1
Ingdequate Not sig.,
Nicotinic Acid Intake 240 X% = 0,026
Adequate d.f. = 3
Inadequatoe ‘ Not sig.
Vitamin C Intnke 240 7{1 = 0,042
Adequato . d.f?, = 1
Inadequate Not sig.
Vitamin D Intake 240 X* = 0,409
Adequate d,f, = 1
Inadequate Not sig.

Deficiency Sintes
Vitamin B12 Deficiency 240 X* = 1,767
Notdeficiont d.2, = 1
Deficient Not sig.
Folate Deficiency 240 X = 0,716
Not deficient d.f. = 1
Dedicient Not sig.

-N is the number of subjects foxr whom full dotails were available.
Not sig. - not significant at the 5 per cent si@nificance level,
Inadequate ~ dietary iniake below stated and recommended levels

of WHO (1973).and DHSS (1969)
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Several commonts must be made in lipght of these appavently
negative findings. Firmtly, as Durnin (1973) states: "the
nutrient requirencnts for man are set out in tables which at
present tims lovolve variable amounts of guess work, which
means thot perhaps the recommeondod lovels of these nutrients
tend to bo at the least over-cautious, the standavds beiné
higher than wost othor national standards”. So, although
many of these elderiy psople appearsd Lo have inadeqguate
nutrient and energy intake it must ho realiéed that most surveys
done on even young, healthy adult populations with "and 1ib" food
aceess, show similar distribution of "apparent® inndequacies of
diet,. Perhaps it is not surprising, therefore, that ithe level
of gipnificance for the comparison hatween survivors and non~
survivors with regard to the consideored individual nutrients
of their diets in this instance supporis the coniention that

the null hypothesis is corvect.
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Characteristics Association with Non-Survival

All results sre significant at 0,05 (ox 5%).

TABLE 51

Follow-up Survey

Compavison between survivors and nON-survivors

Significance Testvﬂesults

N
Smolting Habits 240
. Non~amoker
Moderate smoker
1~14 cigarettes/day
Heavy smoker
Mobility 238
Unlimited
Limited
Severely limited
- Physical Disability 240
Wone or Minox
Major

Presence of Physical Disease
Presence of Artericsclerogis a9
Yo abnormality
Definite abnermality detected
Presence of C,N.3, Disease 220
No abnovmality
. Detinite abnormality detected
Presence of Psychiatric Disense 224
Normal
Ovganic Brain Syndrome

218
Normal
Other Psychiatric Disease
Psychometry
Short Term Memory 240
Paor -
Tair
Good
Calculation Ability 236
Paor '
Falr
Good

= 10,471
= 2
<0.008

= 2
{0.00}

=l
{0,005

= 14,094
= 1
< 0.001
= 8,193
= 1
< 0.005

20.358
1
0.001
5.312
i
0.025

]

AL B.AL

7.469

2
0.036

FANE B

G.461

H

A8

0.05

N is the number of subjects for whom full details were avallable.
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in summary it cen be seen from Table B2 that for each of the
items the level of significance for the association between ihe

sorvivors snd the non-survivors was less than 0.1'per cent for
items 1, 2 and 3, and less than 0.5 per cent for items 4, 5 and

6, and less than 5 per cent fof items 7, 8 and 9,

TABLE 52
SUMMARY OF RESULTS SIGNIFICANT AT 0.05 (5%)
1. Arteriosclerotic Disease 0,001
2, Organic Brailn Syndrome 0.001
3. Limitation of Mobility 0.001
4, Central Nervous Systemic Disense 0.008
$. Physical Disability 0.005
6. Smoking Habits 0.005
7. TPoor Recent Memory 0.025
8. Other types Psychiatric Disease 0.026
9. Poor Calculation Ability 0.05

When these characteristics associated with non-survival are
considered it can be seen that each 1s in some way associated with
arteriosclerotic disease bearing some relationship to either the
retiology, the presence, or the oubtcome of the disease. The
predominarice of avteriosclerotic disease in the genesis of organic
brain syndrone and central nervous systemic disease has been well
decumented (Hagnell, 1970) as has the assoclation bhetween cigarette
guolking, cavcinoms of the bronchus and arteriosclerosis which was
shown in the clessic paper of Doll and Hill (1954), and more recenily -
by Dyer, Stamler et al., 1975, Physieal disablility and the limitation
of mobility are often furiher consequences of the disease. Ihdéed

only category 8 of Tablie 52 appears to escape this obvious relationship.

There are comparatively few studies which consider differences in

the 1ife situations hetween aged subjects. interviewed at iwo points

in time and those lost through death.
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0f those available the most useful in the consideration of
this part of the present siudy ave those of Bultena et al. (1971)

nt %he University of Iowa and the series of papers by Riegel et
al. (1267) of Hamburg and Michigan Unilversities which make detailed
examination of the implications of "drop out" in longitudinal samples
of subjects over the age of G4 years.

The findings of Kay et al. (19G6) in the follow-up of the
Newcastle-upon~Tyne random samples of the elderly (Kay et al. 1964)
are in accord with the findings.aﬁ the present study in respect of
items 3 (lmmebility), 7 (poor mewory) and 5 (physical disability)
(Table 52). The Newcasile~upon-Tyne studies were inter-disciplinary
in that data from psychintrvic assessment (Kay et al. 1966 and 1970),
payahometric iest porformance (Britton et al, 1967; Hall et al. 1972),
and gocial a@sesémant {Kay snd Dergmann, 196G} ave considered.
Similarl& items=g (organic brain syndrome) and 8 (otheyr psychiatric
digorders) are in accord with those of Kay (1962).

The follow-up study (Granick and Patterson, 1271) of Human
Apgeing Project begun iﬁ;laﬁs in Philadelphia by Dr. James Birven in
the United States of Americq is move comparable to this part of the
preseﬁt study in that data from extensive physical examination was
available for consideration on a longitudinal basis, Mindings
rogarding items 1 (arvteviesclerotic disease), 4 (central nervous
systemic disease) and 6 (amaking) are in accord with thowe published
by these two groups. In none of these studies, however, has cognisance
been nade of the nutritional status of the elderly subjects and a search
of the literature was uneble to produce any comparable study in the field

ol nufrition.
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DISCUSSION

" Medawar (1955) hgs stated that "nothing is clearer evidence of
ﬁhé:immaturity of gerontcidg*cal science than the tentative and
probationary character of the systems and measurvements". if this
18 the case, then it 18 necessary in ana]ytlcn] survey research of
thg,glderly‘to pay particular attention to such concerns as the
deriuqtioﬁ of the sample , the design and methociology of the study,
and qua11y¢to state ﬁnequivocally the rationale for the use of the
obsé}&afibngliand mgasﬁring inatrumen%s. Above all, the concepts,
,definitions, and deacriﬁiions employed must stand up to close
infelleétual écrutiny. Bven if these rigorous conditions are met
the information ellcited will, in itself, provide only a silhouette
of the reality of the elderly person' s situation.

i_wnen attempts are made to define or nsgess normality or ab-
normaiity in the scientific observation of the elderly in the
,COhmunity, two main prqblems present themselves.
| Firstly, normative data is unavailable on many mwedical, psycho-
1ogi¢él, behavioural. and nutritional variables and secondly mental
disorders in tpg seﬁiumkcannot be comprgﬁensively classified according

to éetioloviéal fdctorg alone. On'thiS‘last point it would seen that

‘a viabla classmfication nmst be hased upon an approPriate blend of

: symptoms and oausea.' ' 4

f,ff7g': : . " The application of & purely objective selection of relevant
L,;V  ’\A; criteria ‘for the study of mental health'qf the elderly living at hone,
| | therefore, is 1ﬂlely to provo 1nadequate, yeﬁ a purely subjective

appxoach is equally unacceptable, An aJLernatmve approach, the one

s .

o.adopted in the present study, -is a holistlc one combining both the
. clinlcal ewaminatlan of the e]dezly peraon qnd a series of in—depth
semi~structured interviews conducted in the elderly verson's own home.
In such anﬂhﬁproaoh the role of the inﬁeatigator in this particular
study was a éamplex‘one. VOn the one hand the investigator's lengthy

" ond- close personal knowledgaiaf the area and lts inhabitants provides
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an understanding of the social milieu of ithe elderly pevson. On

the other hand, familiarity could lessen the investigator's awareness

of salient poinis in the elderly perscn's social and mental aituat;on.’
Nevevrtheless, on balance, such an approach can yield certain informatidn
which may elude the genefal'pracfitioner and hospitnl doctor hecause of
the constrainis 1mposed‘upou thon by the nature of their Ffunction in

the care and managenent of the eldarly peraon,

Although general practice studies’hava made a vital:contribution
to the understanding of old age mental disorders, Kessel (196ﬁ) and
Kesgel and Shepherd (1962) suggested that minor psychiatric illﬁésé
tends to remaln unrecognised by general practitioners and this was B
confirmed in further investipgations by Williamson &t al..(léeéj.
Shepherd et al. (1966) pointed out that family doctors were.ﬁware of
about 60 per cent of the psychiatric disopders in their elderly ‘
patients and that very fZew of the mllder cases were receiving any
form of treatment ox suppori, _ ' .

Shepherd and Gruenberg (1957) investigated the age apeciéié
incldence and prevalence of neurosis using hospiitnl recordsz and "new
caées" rvegistered with Health Insurance plan as a'"éeyvice for paycho-
neurosis". They showed a peok of onsei in early maturity followedi

by a rapid decline in prevalence from the foriies onward.  Thelwr

rosults tend to suggest that neurosis did not exist as-a major problemflﬁ:‘»

But they themselves cast doubt on the‘péopositions, for instﬁnce, that
neurésis may lessen in severity, that.patients may compldiniless, or .
that physicions may be less wvesponsive to neurotic disorder in old age.
Whichever of these explonations is correct, it suggesﬁé that the
hospital clinic was not the place where old age neurotic disorders could
be readily found and the many community studles aimed exclusively at the
elderly and often basad on personal-interviéws with them ﬁave yielded
high estimates of ail mental diseases in the senium. There is a wide
measure of agreement between different asuthors, often working in vastly
different culiures.

- These community investigetions suggest that between 20 and 30 per

cent of persons ovexr 60 years of age exhibit psychiatric symptoms or
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psychological deviations (Kay,‘1972) with fuﬁctional, particularly
affective, disorders predominating up to the age of 70 years and
thereaffer psycho~organic states inereasingly apcounting Ffor the
rising morbidity.

It is usual for the elderly patlent to first come under oafe,
whether psychiatric or geriatric, as a result of an acute social or
madical crisis which may have al?eady rendered the situation un-
favourable for treatment or vehabilitation.

As Post (1951, 1962a,b., 1965, 1866, 1968) and Slater and
Roih (19695 suggested, this meons that elderly patienis tend to be
sent for.speciélist care only late in theiy illness, with requests
for in~pati8nt,care rather than curative treatmont which is
ragrettable since o great deal can be done to treat succasafully.
functional mental illness in the eidarly and to alleviate the burden
of thoge suffering from organically based senile disorders, and
assist relatives and friends in the suppoxt of the ailing aged in the
community.

The importance of preventive tactics was recognlsed as early as
1955 by Anderson and Cowan who observed in a study of 500 old people
atteﬁﬁing thelr experimental consultative health centre for older
poople in Rutherglen, that 25 per cént‘were in‘a state of mentalx
dis«@aée of whom 48 per cent lived alane; Pogitive and ultimately
successful measures were adopted by this {eam to improve morale and
pramofe mental health im this community. '

The facet that the mental health of the elderly person concerns
not only the immediate circle of relations and closo acquainiances
but also the wider comwmunity, has important consequences for our
modical and soclal services. A lino of enquiry as g follow-up of
the present study méy provide some guldance in delineating the
conditions under which the glow, subtle change from novmality to
abnormality takes place.

Adelstein ot al. (1968) has commented that “the speed and
duvation of The process which transforms an individual inte a

psychiatric patient is partly governed by cummulative pressure being
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built up around the individual by others, among whom may be household

members, kin, neilghbours, collsagues and social asgencies"., But it
also may be argued that this type of social structure with its
expectation of the individual as a memberlof the group also'may
prevent mental illness, The elderly becouse of their disengagement
Eron the economically productive communlty and by dint of ape itaelf
are no longer bound'in this supportive Lramewoxlk.

Nevertheless Kay, Beamish and Roth (Jaﬁéb) aftor an extensive
study of individuals with dementia both in and out of hospitalA
sugpested that Yehronological age is the most importent astiological
factor although impoverishbed diet, sensory impairment and social
isolation also probably contyibute to the deteriloration in some cases".
Lven if one accepts this view point and, on the basis of the evidence
it would be difficult to demur, there is a difficulty as to which
factor or combination of factors, other thon age, is the ecrucial
determinant in the deterioration of mental health.

Rvery effort muét bé made to ddentify snd diagnose those elderly
people in need and improve the peneral quality of life in old age.

There appears to he a considerable period hofore the "erisis®
situation during which the early vecopnition of sympioms, possibly
by suitable screening procedures, might be capable of ldentifying
those among the aged who ave wost Lilely to make demends on the
Health and Welfare services.

Certaln entities are regquived. The full range of techniques
and methodology of clinical psychology must be applied and simplified
whenever nossible ito cleay up the diffewvences helween the patho-
logical dementing processes and the changes consequent upon normol
5101&@10&1 AENOSCENCS .« Biftores must be continued in the exploratieﬁ
of psydhological and physical weans of alieviating the symptoms of
mental disease in the geniuw, Follow-up studies of samples of men
and women are essential Lo a proper appreciation of age change and

the outcome 0f clinical syndrome group, alﬁhaugh such siudies present
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speclal probloms of subject co-operation which is difficuit to
_s@cure,and ﬁaintain and 1osées:df'subjects and observers which
ocouy ﬁ&Adeﬁﬂh'mnd migration. 4 .

',Furthgr,.ainca inuch remains to he known aboui'ihe stratepies
and‘ncn“cagnitiﬁe fac&orﬁ which may campenéate for :even markéd
degrees of c@r@bfgl damage{;aitemgtd should . he madé to undeorvsiond
how‘soma.ald@rly individuals manage to function in a well adjusted
fasiilon within the community while their pprfofmaneas on clinical
&nd'psychological neasures suggast a marked degroe of'gognitive
iﬁpairm@nt.. - 7

Ab praganﬁ'the-gréater burden of the respsnsibility for the care
of the 61der1y falls on their families ﬁhera these exisﬁ‘buf this
responsibility is tending to shift from the famlly to'tﬁe State and
voluntary agencics ns a result not only of increased demographic
'_chaﬂges in mobili%y in the aconomically active portion of the
papﬁlmtion who woﬁldzin thé uaual circumsﬁﬁnces provide this support,
but alsd in the reovganisation of aitiitudes in patterns of caring
amoné éll elncses ond age groups in ﬁhe commmity. This trend means
that.n new resdponse to the preventative and curativé problemé of tﬁe
mental health of the elderly is iequiréd,

A highly relevant suggestion is made by Bergman (1971) when he
states‘that."the‘psychiatfist and the geriatrician will have to move
>qway>from hig beds wherever they are iocat@d and interest himself in
thﬁ problems of the family doctor, the'gen@ral physician, and the
surgeon, & coroliary to this being that the future gevintrician will
no longer be conient to be descfibedras a physician concerned with
the diseases of the»eléerly but will attempt, as sowme do alramdf, to
consider alsé all fh@ltypes of probléms’which affect elderly people
ouﬁsidé hbspital? " The ﬁrénd\éhould néﬁ be towards o.total community'
based‘health care sysﬁéﬁ of.which the. hospital hecomeé but one compoﬁent;
. Whaf ave the alternatives to hospital care? '

Already various schemes are being tried out or have been proposed.
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Conditions vary gréat;y from one régiOn to another and as sugpgested
by Gzad aﬁd Sainsbury (1965) operationai research both on a veglonal
basis end on a limited scale is needed to assess the merits and
demerite of various p%ogrammes, and assess feaslbility of such
programues in terms of cost and manpower and the elfects they

have on the quality>of lifé of the old people themselves and on
their famllies,.

It_maYabe necessary for the non-physician or non~psychiatrist,
in the form of a henlth.nurse or other trained person, to concern
themselves responsibly with the early detection of 1llnesses since
the very great bulk of elderly patients do not seek medical o
physical advice.

Perhaps‘éocial cagsework support of vulpbdorable families wmay in
future be o further means of preventing'ar'dalaying the admission
of patients witﬁ'hfganic brain syndrome to institutional care.
Goldfaxb (1968) has presented & scheme to help nursing attendénts
and other membors of care glving agencles to‘understand‘the
appavently inexpliéable behavioural disturbonces of the elderly but
little hﬁs'been done in this couniry to institute and evaiuate a
s#stematié attempt in this direction, ’

The converse of such_policies of deliberately involving and
éctively assisting the family in caring for their elderly is that
the'aventual trensfer to hospital or othex aceommodationlmay he
attended by greater risks, i.0. the rapid deterioration in old
people following psychiatric admissions is well kanown (MacMillan and
Show, 19G6). However this is to aniicipate the policy issue of the
.appropriate balnnca between community ﬂnd'inﬂﬁiﬁutional care.,

'Whaﬁover the ultimate declsion is to bé it must be made in the
awaroﬁeéé of all the avallable reievanﬁ information on the status and
needs of.%hevelderly in the community but it must be said, in con~
clusion, ihat the practice of periantric medicine, although vesting on
vinggeasing scientific and systéﬁﬁfic knowledge, both bilomedical and
social, must_alsa ke hased,as it lways has beon, on the interpretive
skills of the medical practitioner and para-medical staff, In short,

goriatric medicine is both an art and a sclence.
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CONCLUS IONS

SAMPLE

L. The Bxecutive Council lists of the names and addresses of
elderly pevsoms are frequently not up to date because of the
difficulties involved in the édjustment of these lisis with
regard to the following items.
(a) Notifiecation of death.
(b) Change of amddress,
This makes the lists not»wholly suitable for'salecﬁing
representative samples of elderly people for survey research

PUXPOSEes.

2. There appears to bo some vaviation in the way the medical

- records of some elderly people are updated in goneral practice.

3. The relationships between general practitioners and theilr
eldorly patients are good; most elderly persons interviewed
pevcoived their‘general practitioner more as a fomily friend

than just another professional person,

4, Thers was no significant difforence between the younpger elderly
ago group (65~74) and the older elderly age group (275) with

raegard to their refusal to co-oporate in the survey.

5, Significantly more women than meon refused to participate in

the survey.

6. The cholce of postal districis as sampling frames for the study
of the cldorly living at home made it difficult Lo contrast

findings with other official data.

METHODS )
7. A criterion for the amount of intellectual deteriovation is
necessary to ascertain the degree of dementia before tho

fraquencies in difforent populations can be compaved.
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MATERTALS
3. Self-report lnventories for personality assessment require

some adapiation in thelr wording for the elderly in order
to avold ambiguity in interpretation and to obtain on
accurate account of the performance of the elderly on this

type of test.

FREVALENCE RATES

9.

10.

125

One in flve elderly poersons was Ffound to exhibit conspicuocus

psychiantric morhidity.

There was an equal provalence rate for mlld and moderate depree
of organic braln syndrome which accounted for less than 10 per

cent of the population.

Less than L per cont of the eldorly population living at home

showead signs of severe organlc byrain syndrome.

About ono in seven of the elderly people living at home showed

features of functional psychiatric disorder.

PSYCHOMETRIC TEST ADMINISTRATION

3'.3 L4

The elderly subjects co=operated woll in this part of the survey

when care was taken to establish good rapport before testing.

EﬁVEN’S COLOURED FPROCRESSIVE MATRICES

14,

Raven's Coloured Progressive Matrices wers well reocelved by the
elderly subjects and there was no difficulty in obtaining full
and sensible co~operation on this test, even in those subjecis
who were found to have mild or moderate but not severe organic

brain syndrome.

Thoe mean score on R,.C,P.M, of the younger males woags £3.38 (8D 6.27)
ad of the older males the mean score was 22.2 (8D 11.47).

The mean score on R, C.P.M. of the younger females was 20.77

{8D 6.55) and of ithe older fomales the m2an score was 19.05

(Sh 10.78).
The wmeen score of the total sample on R,.C.P.M., was 20.78 (SD 8.20).
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14, The weons, significant diffeorences and variancg oFf scoros on
R.C.P.M, made by melos distvibuted by fivosyoay age groupo
show that there is little altoveiion in the moans but that

the varionee incroases in the 75~79 pgo group.

1%, ‘The meang, signillicant diffevencos snd vervliance of scores on
B.C.P.M, made by femalen distributed by fivo-yenr age groups
shoy a 1ittlie docrosse aver the age groups untll thoe 85+ age

grouy when both the mean and the variance increase.

MiLl, HILL VOCABULARY SCALI (SHORT VERSION)

13, This test was loss well accogptoed than the R,0.P. M,

19, The mean score on M H.V,.9,.{8V) of the younger males was .96
(8D 2.85) and of the older malos tho weon scove was .67 (8D 2,89),
The woan score on MJHLV.S.(BV) of ihe younger femalos was 8,48
(8D 2.69) and of iho oldeor femnles the nean score was 9,13
(8D 7.22).
The noan seove of the total sample on MV.8.(8V) was D.09

(8D 4,83),

20. ‘The noons, sipnificant differences and variance scoras on
MJHLV.B.(SV) made by mnles distributed by five-year age proups
ghow that there is 2 littlo docoresse in these sceoxes vwniil the
80-84 pge group in which there is a higher mean ascove than any
of the youngey groups.

The meons, significant diffevences and vavdance of gcores made
on M.H.V,.S8,(8V) by fomalos distributed by five-yaar oge prouns
show that %hére i a little decrosse in meons until the 85-09

age group whmn the mwans, sipnificant dlffervences and vaviance

increase greatly,

juv]
pr

An attenpt has bean nade to compare the rosulis of other studies
in vhich {he R,C.P.M. ond MJH.V.B.(8V) haveo bson wsed with the

resulis from the presont study. Accuraic comparison was idwpessible
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due to the insuifficlency of detall given by the authors of
other studies and the inadequacy of the presentation of

their results,

MEMORY AND INFORMATION TEST

22. DBowe hostlility was encountered whon this tost was applied
since o deficit in memory recall was cbvious which caused
anxiety in certain subjects when thelr attemptis to

compensate were frusirvated by ihe deficit itself.

23. Thé.mean scove on the M.I.T. of %hé younger nalos was
31.14 (8D 4.18) and of the older males the mean gcore was
31,94 (8h 3.26).

The mean score on the M,I.T. of the younger fomales was
31,50 (8D 7.9) and of the older females 30.43 (SD 9.9).
The overall mean scorve of the total sample wag 31.02

(8D 7.90).

24, The weans, significant differences and variance of scores
made by the ﬁubj§cts distribuied by five-year age groups
and sex show that there is a decrease in porformance scores
across tho age groups in both male and fomale subjects with
the excoption of the 7579 group of females when there is an
increase in mean, significant diff@rénce and variance of

those scores.

THE FOLLOW=UP SURVEY OF THE DIDERLY AT HOME (1972-1974)

25. Deathg: Tt was found that 30 per cont of the 50 younger male
subjects and 27.3 per cent of the 33 older male subjects had
dled over the period of three yoars. It was aleo found that
15,3 por cont of the 111 younger female subjocts and 23,6 per

. cent of the 106 older femnle subjecia had died over the poriod

of thyee years.
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26. Change in siato: Fifty"four per cenlt of the younger wmales and

Bl per cent 0f‘the older mole gubjects had not experienced any
change whatsoever in their lives or social situation,

Sixty=five per cent of the younger female subjects and §5.7 per
cent of the Qldér female subjeocts had not experienced any change

whatseever in their lives or socinl situation,

27. Co-opeoration: 0f the original sample of 300, 1924 (64.7%)

wore available for re-interview and examination but 13 refused
to co-operato. Thus 181 (923%) of thoso 194 subjects from the

original sample were ve-interviewed.

28, There was ne difference in the proporticon of those subjectis
surviving and these subjects not surviving afier three yoars
when allowing for age, sox, mnarital status, social class, the
presence of inadequacies in dietary inteke of calories, protein,
potassium, caleium, iron, thiamine, ribeflavine, nlcotinic acild,
vitamin C, vitamin D,/ggtamin B12 cgg‘folate deficlancy.

29, ‘Therve was a significant différence in the proporiions of those
subjects surviving and those subjects not surviving afier three
yoars who were found to have been 3m0keré, have limitation of
mobility and/ox physical disability, to havo shown physical
signs oy had symptoms of arteyiosciarosig, contral nervous systemlc
disease or psychiairic disoOrder, or had low scores on the short

torm memory and calculation items of the M,I,T.

30, The common factor in these characterxistics which were found to he
significant with regard to non—-survival aiter three years anpparaed

to be arteriosclerotic diseaso,
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. Memory and Information Test -

- LOEYee 0L uementia-« " @oores

154 Severe . O~ T

R : Severe/Moderate - 8 ~ 17
. APPENDIX ‘1 ~ o Moderate/Mild 18 - 25
T Mild . '26 ~ 31
Normal 32 - 35

?reamb}e t . X am going . to give you a name ‘and address.

Later I will ask you to repeat them to me.
. James Andeyson,
.4 Kings Road,
Perth.

Possible |Actual

el
B

27

|29

31

5“jSer1al 7 s (100*93*86'79-72)
:1d in 1/—-
3d in- 1/-'<

‘What day ‘of the month is it? =
- What month is it?

R R N N S S

~_What year is it?.

e}
G

13 _What date is your birthday? -
What is the name of the next street?

jWhat sort of work do I do here? '
What did you have for breakfast this morning?

. ‘Wnat school did you attend?

- . What was your teacher's name?

 What is the name of the present. Prime Minister?

-What were the dates (years) of the First

28 -

30.

‘Questions. - . . ., Seove Score

Sd in 39
What day of the wveek is it today?

What season is it?

What age are you? (allow 1 year error)
What yesr were you born? - '
In what month is yqur‘birthday?

What is the name of this district?

Where did you see me last?
Where were you. born?

Who is on the British throne?
Who was on the throne before her?

Who was the Primé Minister before him?

World War? Start? ceveevevens
Finish?..ve0neveen
What were the dates (years) of the Second
World Waxy? Start? ciieeecanae
S . Tinish? seceieeeas
How long have you been at your present address?
Can you remember the name and address I gave
you at the heginning? »
Can you vemember fy name?
Can you remember Sister's name?

Subject's vérbatim reply ‘ . Possible Score
to Question 29 : ' Actual Score

ar a0

3% -
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APPENDIX 2

The . docfor as 'Doctor' and the doctor as 'Reseerch Interviewer':
‘Some problems in the doctor/patient velationship,

-

It is usual in medical practice that the patient approaches or
calls upon the doctor to seek profeﬁslonal assistance and to co~
operate with the doctor in order to recover from the presenting
phyaicai dr psyhholdgical disorder, Out of this situation
develops the normative prlnciples of consistency' from which’ may
he derived some regularlty of the role expectations arising out of
the therapeutic situation between doctor and patient.

This principle, however, can be disturbed in the interviewer/
interviewee relationship in survey research where the interéiewer
himself is a dooctor. | How does the subject (in this study an
elderly person often living alone) react to a comparativéiy
'emotionélly dninvolvéﬁ étrahger who 6n the one hand engages the
subject in a series: of lenghhyvdiscussidna'ioauéaed on the eldariy
perSOn'S'social and'mentai state, culminétﬁng in a physiaal exaﬁ;,
*ination in the clinical situation, end on the other hand by posse331ng
that’ medical 9xpertise which might alleviaie symptoms or solve pressing
social or nmedical problems being experienced by the intervlewee and
uncovered in the éoursa of the axaﬁin@tion. '

Although phia study wgs‘QSSeﬁtiélly cdncerned_with the coiiection
of data, it was noted even in the vqry‘éarly stages how much comfdft
could be given to the elderly by éven'an unknown person expres%ingr
some interest. WithinAthg limits af.fhe parent survey theré:was no
direct rémit to alleviate any distfesé-or diffibulty in any of'thé
studied parameters but ﬁecause of the depgree of eme?gent involvemgnfi o
it ﬁas.&n impossibility to avoid this medico-social fespongibility;j
“ Lach general practitioner received arfﬁll but abbréviated repoxrt of
’thé survey‘findings, and sugpestions as to management. Direét contact
was made to the depaftment of social work, home helps, hospital out~ '
ﬁatiént gliﬁical departménta, house factors, coﬂnﬂil'ofﬂiceg; and

voiuntafy sérvices. Suggestions nade by the survey team were well
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received by uhe geneyral practitioners and other agenczes and the
ﬂubjects themselves were appreciative.

' The»p01nt to be made heve is that no enquiﬁy of this naturq
in“ﬁhé coméuniﬁy should be conducted without the careful conéiderm
ation that these enquiries will raisg‘the expectations for help of
these elderly éubjéets who 9articipaté in such an enquiry. An
attempt should be made to pra%ide soma“sefvice to deal with this
a&eﬁtuality ‘in the early planning stages of any such project.

This nead not ke an expenslve feature of the project if -
appropriate 11nas of communicatlon and managemant for the
alleviation of ﬁhe human problems discovered are made hy utilising
exiating services in the ares and that communication‘between the
ﬁurVey team and tﬁcse services should be as efﬁiciemt a8 that
considered aﬁproprlaie hetween the team and Iabnratcry for the
management and analysis of bioehemical. haematolcglcal and rad10“

logical rasearch data,



ATTITUDES OF THE FELDERLY TO MNARRIAGE

In the course of this survey it was found to be feasible to
ask ol the elderly participéuts sets of guestions pertaining to:
theiyr marriages énd sexual lives,

The questions (Proforma 2) were in three groups, The first
Eroup was concarned‘ﬁith the subjects' appraisal of thelr marrisges.
The second group was concerned with their sleeping arrangements, and
the th;rd_with sexual practices.

It was decided to bmit the unmarried and the widowed in the
pavent survey‘from the survey oflmarital attitudes and 89 of the
300 subjects were i&und to be listed as being currently married.
However, when the éurvey conmenced it was decided not to continue

with this line of questioning in 23 cases (Table 1),

TABLE 3

Reasons for discontinuing mearital inventory

Number

of caseg
Physical ill health 3.
Mental 111 heslih 8
Paranoid reactions 3
Marital difficulties 4
Embaryasswent 5
23

~ As can be seen this line of questionlng was discontinued in
three cases where gross incapacitating ill healith was present.
These were due to recent stroke, incomtinence and vecent
prostatectony. In eight other marriapges either the subject or the
subject's spouse was psychiatrically abnormal, the most common .
diagnosis being that of dementia, Three subjecis reacted adversely

to this line of questioning. One subject had bheen consis&ently



paranoid throughout the entlre survey, one female subject became
aggressive when the subject of marriage was introduced, and it was
found at a laterlvisit following the death of her husband that she
had been distressed at the time of survey and emblttered by her
partner's chronic alcoholism, ?et another subject, following the
ugual straightforward medical history takiﬁg and the social assess-~
ment ot the first interview, produced at the second interview the
front page of 8 national daily newapaper of wide clirculation hearving
g veport concerning confidential information which had been gathered
Cfrom a Pamily Plannlnp Clinic in London and sent cross—country to

a compuier terminal in Birmingham, which thus constituted in the
opinion of beth the popular press and the subject & breach of
professional secrecy. It was consideved that it was advisable to
omit this subject.

Two subjects were found to be living apart from their spouses
bhut were not divorced or legally separated. This had not been
discovered at previous interviews, Two further subjects had
unconsumnated marriages., A further five subjects became rather
embarrassed and to avold the nossible distress, for after all these
people wexe not volunteering primarily for a survey of thelr sexual
hablts, the structured part of the interview was discarded.

This section of the survej was only presented to the subjects
when as complete a rapport as possible had been established hetween
the survey doctor and the subject. Usually the investigation, both
structured and unstructured components, took place within the framework
of the psychiatric sssessment and at that part of the examination which
was 80t in the cliniec.

| Complete answers to the structured part of the interview were
obtained from 66 individuals, Table 2 shows the ape snd sex of

these subjects.
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TABLE 2

" Age and Sex of Subjects who completed "marital
o attitudes’ inventory ' :

Agg Group (vears) A Females |Males
65 ~ 69 12 12
TO = 74 7 10
. 79 9 11
B0~ 84 2 3
TOTAL , 30 | 36

For£y~one-of the subjects were in the younger age group, that
is aged 74 and helow and 25 were in the older age groﬁp sged 75 and
above. There were 30 women and 36 men. There aré more men than
woménlhecausefmen in ihis age group‘are more likely to have living
épouéé$ ¥han are women. _ Informetion was obtained, therefore, on
.soﬁé i30'marrigges; not 132 as might be supposed, since on two

occasions bdth~partner5 of two marriapes were intexviewed.

Appraisal of Marrisge . .
.'Subjects were asked to indicate which term of qualification best
described their feelings towards their marriages.

- Q1. Do you”féei.yﬁu gain eny comfort {rom your relaiionshiip
' with your husband or wife?

Q2. Hag your marviage been satisfactory?
The méjority’offtheae people found that they gained congiderable
comfort from their marital state and also in reply to the second question

the mgjofity coﬁside?ed their martiage to have heen successful (Table 3),.

TABLE 3

“Table of qualified replies to questions 1 and 2
of the marital attitudes inventory

“_ Subjects Ansver
Question 1
1] ' o lot
"17 (11 females + 6 males) 50Me
3 ( 2 females + 1 male) - none
Question 2 |
- g0 : yes
3 ( 1 female + 2 malean) 1 doubts
3 ( females) 7 no
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Sléeping arvrangementis. The guestions asked were as follows.
Q3. Do you sleap in the same room as your husband or wife?

Q4. Do you sleep in & aingie or double bed?

. o TABLE 4

Sleeping arrangementg of the group

Subjects ‘ ‘ ‘Answer

Question 3 ,

51 o same room

3 (males) S separate room always

12 (8 females 4 4 males) separate room later life
Question 4 ' :
47 C double bed

2 (males) single hed always

17 (10 females 4+ 7 males) gingle bed latey life

. Table 4 shows the resultg from the second group of questions
éﬂncerning sleepling arrangements, The majority slept in the same
rooin and only three men slept in separate rooms always. Twelve
subjects slept in‘seﬁarate rooms in later life. Porty-seven out
of 66 subjecis siept ia deubla'béds. two men slept in single beds
always, and 17 (10 women and 7 wen) slept in single heds in later
- life. One man, thaﬁ is the wan who appears to be absent from
- category 2 in the secand question in this table gtated that hoth he
and his wife had'ﬂlways slept in separate double beds throughout
their entire married lives. The majority of people, therefore,
_slept:in the same raam)in a double bed though there was a tendency.
to adopt a single bed in later life which appeared not to be

“incompatible with a happy marriage.

These iwo introductory groups of questions lead to the third

group of cquestions on sexual habits and practices (Table 5).
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Sexmal lntercourse. _
Q5. Ave you still intimatevwith your husband/wife?

QG. How often ave you intimate with your hushand/wife now?

TABLE 5

Desire for intercourse and its frequency

Subjects . Ansver
" Question § ;

16 (3 fomales 4 13 males) yes/needed

11 (8 females + 3 males) yes/not neaded
32 (18 females + 14 males) no/not needed

7 ( 1L female + 6 males) no/needed
Question 6 .

9 ( 2 females 4+ 7 males) not applicable

2 ( female) .Y weekly/weekly/monthly
17 ( & Ffemales + O nales) monthly/ "y 6/12
38 (19 femalea < 19 males) < 6/12

Sixteen oif the 66 replied that they were stlll intinate and
needed this side of marriapge. Eleven saild they weve still intimate
but that this part of their relationship was not needed. Thivty~two
weve not intiwate and did not reguire to be intimate, and seven
. (predominantly male) were not intimate but desired to be,

Thirty-nine out ol the 66 ststed that they weré no longer
sexually intimate and although 27 stated that they were still intimate,
further inspection of the data showed that 12 of the 3G men gnd 4 of
the 30 women stated that sexzual inievcourse still gratified a paycho=-
logical need, and these numbers differ highly significantly
‘(XZ = 10,98, d.f. = 1, p <0.01), indicating that far more men and
less women than expected find in older years a persistipg need for
soxual relatlonships which, however, may not be engaged in as
frequently as in ybuth.' |

Quegtion 6 which was concerned with the frequency of intercoﬁrse
elicited the folliowing repliesf In nine cases the question was non~
applicable. Two (1 & 1 4 O) had frequent intercourse and 17 (6 + 9 + 2)

had intervecourse at sizx-month or less than six-month intervals. The
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obvious discrepancy in the data heve - a total of 39 replying in
the negative. to question 5 and only nine subjects selecting reply

'not applicable’ from the possible alternatives in reply to
guestion G -~ may be due to the fact that many considered that being
intimate less often than once every six months was equivalent to

not being intimate ot all.

Q1. How does this compare with when you were voungen?

Q8. Tor how long would you be comforitable without
intimacy with your husband/wife?

The majority in veply to question 7 said "much less often"
{Table G), tuestion 8 attempted to assess the need for intiwecy.
Bight wen sald that they would not give an opinion because it no
longer matiered ito them. Two subjects said between & week and &
month, and nine (predominantly male) said boeitween one #nd six months.

Forty~seven subjects (predominantly male) said "six wonths or longer”.

Subjects' appraisal of sex behaviour patierm changes gince
vouth and estimaie of "comfort interval"

Subjects Annwer

Question 7

2 ( 1 fenmale <+ 1 male) SOnNe

11 (30 femules + 1 wals) less often

53 (19 females ¢+ 34 males) mich less oiten
Question 8

8 ( males) , no opinion

2 ( 1 female + 1 male) ?week/week/>month

9 ( 8 females + 1 male) wontlh/ > 6 months
47 (19 females < 28 males) 6 months/longer

Lastly, the subjects were asked to wate thelr own health.
Sixty-three of the 66 rated their health as being good to falr and
only three (two women and one man) considered themselves to he in

i1l health,
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In summary, the majority of these subjects found comfort in

a satisfaﬁtory maryriage., The majority aslept in the same room and

" hed, élthough there was some tendency to adopt separate rooms and
geparate beds in later life. Thirty-nine oui of the GG stated that
they were no longer sexually intimate, and although 27 stated that
.they were still intimate, 11 participated only in ovder to gratify
needs of their spouses, The majority(38) were intimate less ofien
théu once every six months, Two had weekly intercourse and 17 had
intercourse at least every six months. In nine cases as previously
explained, the guestion was lnspplicable, The vast majority also
agréed that the frequency of intercourse lessened with age and had
reduced nead for intercourse with only nine vequiring intimacy more
f?gquently than at intervals of one wmonith. Simty~three out of 66
considered themzelves in good/fair heglth, and only three thought

‘thamselves unvell,

DISCUSSTON

There is 1ittle in the British literature regarding what is
normalAsexual response in the elderly, and although there are review
articles'(Amulree 1954; Past 1267) on the subject thewve is little
with which to compare the present study. in the United States of
Auwerica, however, coné@derabla work has been done although in the
two classicel North American studies in sexology, those of Kingey
et al,, (1948 & 1953) and Masters and Johnston (1966) one finds the
elderly are poorly represented, with <0,3 per cent oi the males in
the Kinsey research sample being over 65 years of age and the
investipgation of women's sexual lives in Rinsey's later study the
regsearch sample was limited in this age proup to 0,.5% and only 0.1%,
i.e. six women were currently married.

In 1226, Pearl interviewed (by postal questionnaire) 257 post~
prostatectony males and found that 4P per cent of males aged G0~G9

yeors stated that they had intercourse at least once a week ond also



of the males aged TO-T79 years 13 per cent ﬁad intercourse weekly.
Both results seem rather optimistic in gomparison to the 3 per cent
o the present.study. ‘

Surveys of this kind tend to uncover sexual problems and
repeatedly these quastions evoked the airing of many life-long
dissatisfactions with the sexual side of marriage, although it
must be stated that these dissatisfactions did. not appear to
influence the individual;s response as to whether or not they
had found marriage as o whole a satisfactory and spivitually
conforting convention. Meny other questions developed from those
posed, and the anount of dats veceived iz enormous, This paper,
hovever, 1é restricted to reporiing what appeored té bernormal
hehaviour in novmal healihy subjects on the basis of o structured
interview and gquestionnaire. |

Fach individual had a personal avray of sexual capacities
but the general trends with apeing arve those of reduced incentive,
legsened abilities and fewer opportunities with reasonable acceptance
of'the senéscent situation, although these aittitudes gﬁd performances
must be congidered with regard to psycho-social conéitioning and the
customs of {the geographical aren.

‘The identification of average patterﬁa of sexusl abilities as
part of thelfull pﬁychciogical and physiological changes with ape
is necessar§ 1f underatanding and observation about sexual drives,
capacities ahd»axpr@sﬁiamm in the elderly are to be made and

undersiood,
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Addregg_:_
Date of Rirth: Age: Sewx:
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MEDICAL TINFORMATION

Surname Naome
Date of
Ape Birth
Provious Hogpital Admissions
Date Hoapital | Address at Lime Heagon Cage No. |Notes seen

Hotes from G.P. records at Sucgery premigos
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Hospital Case Sheet Notes
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Samplo oxbract from H50-page proforma

Section A

PHYSICAL IRBALLH AT PRESINT

Drugs and Medloine

General Practice Records

Additional Comments

Lexativen

Analeegics

Hypnotics

Other,

O,
Le
2.
De

0.
1.
e
D

0.
1.
2
Ba

0,
1.
2
B

Not known
Never
Occaglonally
Regulorly

Not known
Never
Occeglionally
Regularly

Not knowm
Never
Occaglonally
Regulexly

Npt known
Never
Ocoaslonally
Regulavly
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Svatematic Clinlgal Higbory-taling

PHYSICAL

L.

2

N
°*

4

Druge 0.
1.
2
B
4o
Majox 0.
discnosis 1.
Hosls, 2
3 3.
4e
He
6.
T
8.
Oe
Major Qe
diagmogig L.
Jo. 2., 2
e
4,
He
6.
T
8.

e

Dlgability O

Yo, 1. 1.
2e
e

Digability O.

Noe2e 1.
' 24

5.

Vigion 0.
1.

2.

3e.

Not known
None
Unprescribed
Prescribed
Both

None
General
Skin

G. I.

G’.U.

CQVOS‘

R. S.

CelluSe
Locomotoy
Combinatlon

None
General
Skin

Gele

G,U.

CoeVels

R.d.

C.l\]‘. L'.
Locomotor
Conbination

Not known
None
Minor
Major

Not known
None
Minoxr
Major

Nobt known

Hone

Minor disability
¥Major disability

Details
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5. Heering 0. Not lknown
g 1o Not deaf
2, Minor deafness
%« Severe deafness
4e Total deafness

6. Blood levels l'~ ‘Values _
0 ¥ux | Na | BxK. |

Oholes%eiol

Nav

)i

Cat

Hb.

\ - | Yes |} No. N"K .
Deficlent in Folate ) '

mbefioiﬁnt in B12

T« Dvidence of Central Nervous System_Diéease
A O . N one

l. Parkinsonism

2. Disseminated Sclerosls
. Be Cerebro=vescular accident
~ 4o Ixtensor plantars

5« Other abnormalities

6. Combination -

8+ Ividence of Apterio Sé;erotic Dinecase

O« TNone 7

1. Hypertensive heart disease
2. _ Ischaemic heart dlsease

3. Peripheral vascular disease
4. Claudication .

5. . Gombination

6. Other

Deballs

Syﬂt01ic B.Pe

Diastolic B.P.

- . - ; o e st s o b e o M L AT o g SO
T e T R D T S
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THE - TIDERLY - AT HONME

Names Serial Number:
Address:
Date of Birth: ‘ Age: Beus

Date of Interview:

General Practitionexr:

1969 ~ 1970 - 1971
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12.
13.
1.
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7.

MILY, HILL VOCABULARY

SCORM

Cruel
Near
View
Shrivel

Libewty

- Mingle

Blevate
Verify
Bombastic
Virile
Perpetrate
Congtrue
Criterion
Pemer Lty
Specious
Reiondite

Adumbrate

(Abbreviated Version)

BOORE
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2
1 1 1
2 2 2
3 3 13
4 4 |4
5 5 5
6 6 16
7 7 7
8 g 8
9 9 2.
10 IQ 1O
11 11 .1
12 12 LQ

seore




MEMORY AND INFORMATION TEST

Preamble 3 I am golng to give you a name and address. Léter
I will ask you to repeat them to me.
James Anderson, 9 Kings Road, Pexthe
QUES'TIONS SGQRE
1.  Serial T's (100=93-86~79=72)
2. 1d. in 1/~
30 3d, in 1/w
4o  3de in 3/9
B¢ What dey of the week is it today?
6. Vhat day of the month im it7
Te VWhat month is it?
8. Vhal season lg 1t?
9«  What year is 1%7
10, Vhat age are you? (allow 1 year error)
li. VWhat yesr were you born?
12, In what month is your bicthday?
13. VUhat date im your birvthday? '
14. Vhat is the neme of this district?
15, What is the name of the next street?
16. Vhere did you see me last?
17e What sort of work do I do here?
18, What did you have for breakfasht this morning?
19. Vhere were you born?
20, What school did you attend?
21, VWhat was your teacher's name?
22, VWho is on the British throne?
234 Who was on the throne before her?
24. VWhat is the name of the present prime minister?
25« Who was the prime minister before him? _
26, UWhat were the dates (years) of the First World Wer?
Stert 7
Pinish?
27. VWhat were the dates (yesrs) of the Second World War? '
Start 7
I"inish?
28+ How long have you been at your presgent address?
29, Can you vemember the name and addfg;s I goave you ot
the beginning?
%0. Gan you rvemember my name?
31. Can you remember Sister's name?

Total XB Teat Score:
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MAUDSLEY PIRSONALLTY INVIENTLORY

(Abbrevisted Veraion)

1.

4e

s

8.

9

10.

1l.

12,

Ape you happiest when you geb involved -

in some project thelb calls for rapid
actlon?

Do you sometimes feel happys, sometimes
depressed, without amy apperent reason?

Does your mind often wander while you
are btrying to ooncentrate?

Do you usually teke the inmitiative in
making new friendaeT

Are you inclined to be quick and sure

in your actiona?

Are you frequently "loet in thought"
even when supposed to be taking part
in a conversation?

Are you sometimes bubbling over with
energy and sgomeitimes very sluggish?

Would you rate yourself as a lively
individual?

Would you be very unhsppy if you were
prevented from meking numerous social
contacts? :

Are you inclined to be moody?
Do you haeve frequent ups and downs in
mood, either with or without apparent

cause? :

Do you prefer actlion to planning for
action?

o
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VAUDSLEY PERSONALITY INVENTORY (ADBREVIATED VERSION)

Simplified Version

L
2,
Je
4e
50
6.
Ta
8s
9

10.

11.

12.

Do you like doing things where you have
to act quickly? |

Do you sometimes feel heppy, sometimes
depressed, withoult any appavent reason?

Does your mind often wander while you axe
trylng to concentrale?

When you meke new friends do you ugually
make the Ffirst move?

- Are you :I,nclinéd to be quick and gure in

your actions?
Ave you ofben lost in thought?

Ape you sometimes bubbling over with
energy and sometbimes very slugglsh?

Are you a lively person?

Would you be very unhappy If you were
prevented from seeing and balking to a
lot of people?

Do you sometimes sulk?

Does your mood often go up and doun,
elther with or withoult reason?

Do you prefer doing something, rather
than thinking about how to do 147

YES

NO
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PEYCHOLOGY

ATTITPUDES
le Do you feel you are a hapyy Ou Not known
person or would you mey you 1. No opinion
are very happy, unheppy, or 2s Very heppy.
very unheppy? %« Happy ’
, , . 4. Unhappy
If unhappy, why do you feel " o \
thet way? De Very unhappy
2e Do you haeve any broubles
at present?
Details
S Do you ever feel lonely 0. Mot known
occaglonally, often, ow e No opinion
a2ll the time? 2. Hever
If lonely, why do you Se 0§9asionally
feel that way? 4+ Often
5« ALl the time
4. How do you get on with
youm famlly and fyriends?
2%) Spouse
b) Offspring
¢) Siblings
d) Parents if/when alive
e) Friends
£) Neighbours
Details
5, Is your family a comfort 0. Kot known
to you now that you ave 1. Hot appliceble
older? 2s No opinion
oo 3» No, too distant
Eixggiéwgz?do you feel 4« Bo, no contact
¢ 5« No, other reason

e
Te

some
A lot
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always

life

PSYCHOLOGY APTTTUDES
6s  Are your other relatives O« Not known
a comfort to you now that 1. Hot spplicable
you are glder? 2« No opinion
: 5. Noy too dlgtant
" Je y |
iﬁ}%ﬁiswgi?do you feel 4, Nog no contact
S 5« No, othor reason
6.’ Some
Te A lot
J'oir Married ox Previously Morried People
7. (o) Has (was) your merriage 0. Not known
been sabisfactory? l. Not applicable
2« No opinion
(b) What aifficulties have 3. Satisfactory
there been (were there)? 4. Doubts
5. Unsatisfactory
8. Do you feel you galin ony 0: Not known
confort from your relatlone 1. No opinion
ship with yowr husband/wife? 2. HNone
Would you say none, SOme, Fe Bonme
or a lot? 4e A 1ok
5« Not epplicable
G Do you sleep in the gpame 0. Not known
room as your husband/wife? 1. Hot applicable
. ' i 2« Same room
22 B Do Jng heve ou 5. Seperate roons
) © 4+ Separate rooms later
If seme room g life
10 Do you sleep in a gingle 0. Nt known
or a double bed? L. Not sppliceble
2+ Double
3« Single always
4o Single in later
1l. (a) Are you still intimate 0. Mot known
with your husband/wife? 1. Not applicable
(b) Do you Ffeel you still 2. No gpinion .
- . %« Yos/mot needed
need this part of your
relationship yourself? 4o qu/needed
* - 5« Ho/not needed
6. No/nceded
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PSYCHOLOGY APTLIUDES
l2. If yes to Q.11l, how Os Not known
often are you Intimate 1. Not applicable
with your husband/wife 2¢ No opinion
now? « More then weekly
4o Weckly
5¢ More then monthly
6¢ Monthly
T« More then every
sgix months
8. Livery. six months
9« Leass often
13, How does thig compsare 0. Not known
with when you were 1, Not applicable
younger? 24 o opinion
3s Move often
4. Sawe
5. Leass often
6. Much less often
14, Can you tell me for 0, Not known
how long you would be 1. ot spplicable
comfortable withoub 2« No opinlon
being intimate with 3e Lesg than & week
your husband/wife? 4o Voek
5. Less then a month
6. Month
Te Less then siz months
8. Six monthe
9. Longer
15, How would you rate your 0. Not known
physical health? Good, 1. Mo opinion
fairy poor, or very 2. Good
poor? ‘ % Tair
4. Poorm
5¢ Very poor
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PSYCROTOGY _ PSYCHIATRIC QUESTIONNAIRE

G

Te
8.

9

10,

1i.

12,

140

15,

16.

Ave there times when you feel. anxious
without knowing the reason?

bwre you afrald of being in a wide open
gpace or in an enclosed spaceT

Have you any difficulty in getting off
to sleep (without sleeping pills)?

Have you lost interest in things?

Bave you found 1t difficult 1o
concentrate recently?

Are you more abgent-minded recently
than you used to be?

Are you plower recently in dolng things?

Are people tbalking ebout you end criticizing
you bthrough no fault of your owan?

Are there people who are trying to harm you
bhrou gh no fault of your own?

A:ee you distressed by silly, pointless
thoughts that keep coming into your mind
agedingt your will?

Are you umecessarily cereful in doing simple
things like folding up clohhosg reading
notices, and so on?t

Do you feel you have to check things agsein and
again -~ like turning off taps or lights,
shutting windows at night, and so on, although
you know there is really no need to?

Do you ever hear voices without knowing where
they come from?

Arve you troubled by walddug in the early hours and
being vnable to geb off to sleep again (if you

“don't have sleeping pills)?

Ave you ever so low in spivits that you just sit
for hours on end?

Do. you ever go to bed feeling you wouldn't care
if you never woke up?

TES

o

RBLEVANT PSYCHIATRIC HIGTORY




181 : SOCIAL PROFORMA 3

UNIVERSITY OF GLASGOW
DEPARTMENT OF GERIATRIC MEDICINE

THE BTIDERLY AT HOME

Name: Serial Numbex:
Address:
Date of Births Age: Bex:

Date of Interview:

General Practitioner:

1969 ~ 1970 - 1971




Serial Ho.

182

Date of Birth

Awe Date of Interview

Gl Sex

Swmeanme Porensnes

Sectlion A GINERAL INFORMATRION

Oivil State (Pest and Present)

Additional Comments

- bge of Gponse

0. HNot known

1. Single

2e¢ Pirst merrisze

3¢ Gubsequent marrviage
4o  Vidowed
- By Divoroed

6. Sepavated

Ta Common Law

8e Qther

Section B

BRUCAPLON/AMPLOYHENT/RER IR EMIND

le A% whet school(s) were you educated? e  Hot known

Additional Gouments

1. Leas thon primnery
2e Prinmery only
3e  Secondery/Junion
4o Secondary/Senior
5. Teclhnical College
Diploma
6e Technical College
No Diploma
7. University/Degree
8, University/No Degrec
D Other
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2. Have you ever served in the Forces? . 0. Hotl known
' 1. No
2, Yen
Additional Comments

%« Wain Occupation

Regislrar General (lasslfication

: Reason Reasons for Uneme
Neme of Job Years | Training | for leaving | ployment if 22/12

4o Occupa,tion of spouse

Registrad General Classification

52. Are you employed at present?

éb. Are you retired? ' Date of retiral

5e¢. What is the reason for your unemployment/retiral?

5d. Is your spouse employed al presentT

50 Iz your spouse rebired? , Date. of retiral

5f. What is the reason for your spouse's unemployment/retiral?




6o Did you see much of your workmates soclally?

'6b. Have you geen much of your workmates since ceasing to work?

‘Section C RELIGION
1. VWhat religion are youf? 0. Not known
o E " l. Refuses to divulge
: 2¢ None
Additional Comments 3¢ Church of Scotland
: ' ' 4« Other Protestant
5 I'ree Church
6. Roman Catholic
T. Jewish
B8e Other
2, How would you describe your O. Not known
religlous beliefg? l. DNone
2. Agnostic
. ) B Atheist
Additional Commentbs 4« Belief in God but
- not Chrigtion
Be Christian bul not
organised religion
6. Oxthodox Christian
Te Other organised
religion
3, Do you believe there is a life Oe ¥ot known
after death? 1. 1o opinion
2. Yes
e No
Additional Comments 4« Uncertain
4de Do you fear your own death? Oe HNot known
. 1. Uneguivocal No
2. Uncertain
" Additional Comments 3. Yesn



Section D FAMILY HISTORY

le Humber of Siblings

|
Alive Dead, Don't know |

2. Bubjeot's position in the family

3¢ Por eoch pibling

r%.‘ o Sigailicent
0 S “'ﬁ Qocupabion Medlcal on
g R © 9 | or Oce. of |Plave off |Pgychiamtric
Kame S8 ReE) s d Spouse  |Residence| History
L s = =HORR=R &

* Qode socording o g O« Hot known
. 1. Spme house

2e Within % ninutes welk
3o Within one mile
4o Same sxea (doy visit Teasible)
5« Rest of Scotland
6o United Kingdom
Te COvermeas
8, Not applicable

4o - Kumber of children

Alive Daad Don? i: himow
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5 For each child

o Significant
& e %,g Ocoupation Medical or
H :5.% Ol or Occe of |Place of#* [Paychiatric
Neme Pl e 1 HB) s Spouse  |Residence | History
EHEREIRELE

¥ Qode according to ¢ Q. Not known
1., Some house ‘
2, Within 5 minutes walk
3e Within one mile
4, Seme ares (day visit feasible)
5. Rest of Seotland
6. United Kingdom
Te QOverseas
8, Not applicable

6e For cach of subject's parents

FATHER
Relevant
,g Medlcal or
2108 4 Place of* | Cause of [Psychiatric
Neme B Occupation |Residence Death - History
MOTHER
! # (ode according tos 0. Bot known

i

l. Same housge

2, Within 5 minutes walk

3¢ Within one mile

Ao Ssme area (day visit feasible)
5« Rewnt of Scotland

6. United Kingdom

Te Overneas

8. Not applicable
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T« In_the case of married subjeets

Is your hugband/wife in good health? 0. Not known
1. Not epplicable
If not, to what degree iam 2, Good health
he/she disebled? Be Minimal disab]cment/

- 0o gpecial cave needed

4. Disebled/neceds minimal

"~ help :

5 Needs help- with.daily
living

6s Needs help with -
personal care

Te Needs nursing

Section B | ~ HOUSTHIOLD

l. HNumber of occupantsg

LU

Age Lless then B years No, of generations

B o= 15 years

15 =« 20 yeavrs No. of relatives
21 and over

Total _ No. of non~relabtives

2 If living in velative's home state which relative,
3« Who iz usually in the house during the day other than yourself?

Addltional Commentg

4 If the subject liveg alone
How long have you been living alone?

5 How frequent are you in contact with friends/relatives?

Telephone |Letter [Paying Visite [Recelving Visite

Daily
Weekly
Monthly

Longer
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6a, What extra help do you receive? 0. Not known
; le Not appliceble .
2+ None
6be Wiy do you need this help? 3« Spouse
SR 4+ Relabtive in household
5. Relative outgide home
Additional Comments 6, TFriend in household
" Te Triend oubside household
8., Home help
9. Digtrict Wurse
10 . Other
Section F HOUSING
le Type of bullding 0, DNot known
: . i le 0ld sandstone
Deseription snd general state 2¢ 4dein-o=block flat
3e  Pre-wor rough cagh
: de Pogt war rough cagt
Additional Comments 5 Detached house
' ' ' 6 Semi-detached house
7« Hew flat ( 3)
8, New flat ( 3)
9. Other
2. No. of floors No. of floors up No. of apbs.
. 3e Method of ocoupation O. HNot known
o : 1. Owner/spouse of owner
2+ Corporation tenant
%«  Othexr tenant
4o Relative of CGorporation
tenent
e Relative of owner
6. Lodger
Te Other
4. Length of ocoupancy
B« Do you hove sccess Lo o telephone? Q.. Not knowm
' 1. No
2. Yes/own phone
3. Yes/shared phone
4+ Yes/neighbours
5« Not applicable
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Section ¢ | TINCOME

R Vhat is your total income per week? |

2« BSources of income

Does the bulk of your income come from 3

28, Govermuent Pension 0. Not known
: : 1. Yes
2. Mo
2be Social Seourity Benefits 0. Not knoun
’ 1. Y@ﬂ
2« No
2c. Relatives 0. Not known
1+ Regulex
2. Occasional
50 No
2d. Other O« Not known
Detail l. XNo

2. Employment pension
5« Disability pension

de Charlty
5- Other
Section H o HOBRIES
l. Vhat hobbies do you have?
Comments
2+ Vhat other ways do you pass your time?
Gommnents
section T . HABITS
1. Do you smoke? Ce Not known
‘ 1. Yes
2. No
If a smoker, how much? 3« Not at present
(2 oz. pipe = 28 cigs. = 20gnms/day) 1. ¢5 gus.
' 2 . 5 -~ 14 EiSe

3¢ 15-= 24 gms.
4e 25 gmg. +

T B e AT M A O A AP A AL N R ST A i e oyt e o B T b bt S ]
LSt b et e S st e s RS e P S e Bitien b oo st b bl gt Bty oo B bbb il
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o 120 ‘ SUMMARY OF NUTRITIONAL INFORMATION

UNIVERSITY OF GLASGOY

DEPARTMENT OF GERIATRIC MEDICINE

THE RIDERLY AT HOME

Names _ Serial Nunbes:
Address:
Date of Birth: ) Age: Sex:

Date of Interviéw:

General Practitioner:

1969 - 1970 = 1971
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O.

1. State of nuteition )e  Not known
1. Adeguate
2. Borderline
3¢ Inadequate overall
4. Inadequate protein
5 Inadequate vitamin
6e Inadequate mineral
Te Inadequate other
B8, Therapeutic diet
9. Combination
2. Number of hot meals per week
3« Alcohol intake 0. Not known
le HNon=drinker
2+ Occasional
%« Ragulat
de Heavy
5« Alcoholic
6. Ix=heavy drinker
4. Dietetlc intake for gpecific nubrients
Under Re~ | Under~ Not
Adequate | commended | stated Othex known
Cals.,
Pr/K
e
Cart-t
K-t
Vit. D
Vit,e O
Thiamine
Riboflavine

Wicotinic Acid




192 THRER YEAR TOLIOW-UP PSYCHIATRIC PROFORMA

(e}

UNIVERSITY OF GLASGOYW

DEPARTMENT OF GERIATRIC MEDICING

THE EILDERLY AT HOME

Nonme: . Serlal) Number:
Address:
Dete of Birth: Ape: Sess

Date of preseont lnterview;

Date of previougs interview:

Initinl diagnostic category:

ggggggg_giggnoﬁtic category?

ot o

Interview Interval in Months I - |

SR

1972 -~ 1973 - 1974
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MILL HILL VOCABULARY SCORI

1, Gruel -
2, Neax
Be Tiew

4 Shelvel

He Liberty

Ge Min{g;le

7«  Blevate

8. Verify

D Bombastic

10. Virile

1i. Perpetrate

12.  Construe

o

1;. Ceiterion

14.‘ Tenerlty

15 Speclous

16, Recondite

17, Adumbrate




RAVEN'S _(OLOURED PROGRIEGS VI HATRICRS

A b B
1 1 1
2 2 2
3 3 p)
4 4 4
5 5 5
6 6 6
7 7 7
8 8 8
2 9 9
10 o |
11 11 - : 11
12 o e 12
bagk . | 1972/73

]
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MIMORY AND _INFORNAWION _QRes

Preamble 3 I am geding to give you a nome ond eddress.  Labor
I will ask you to repeat them to me.
%I.iilﬁam Morpison, T Ougen ﬁ%mét, Thvernens.
QUESTIONS SCORE
1o Sewial T's (LO0=9Z=B6~T9-T2)
2¢ 1d. in 1/
%e  3de in 1/=
4e 3 dn 3/9
B¢  What day of the week is it today?
6e Vhat doy of the month is it7
Te VWhat month is it?
f. What season ig it%
‘ 9. UVhat yesr ig it?
10. What sge cre you? (ellow i year ercop)
11 What yesr werc you born?
12., In what month is your bilrthday?
13«  Vhatl d&te' is your binthday?
14e.. VWhat is tho name of thig district?
15  Vhat is the name of the next street?
16.. UWhere did you mee me lapt?
17 Uhat sort of work do I do hewve? )
18, Vhat did you have for breakfest this morning?
19, Vherc were you born? o '
20s  Uhat school did you abtend?
21, Vhat was :ybui* toacher s name?
22  Who is on the British threone?
2%,  Vho wos on the throne hefore hor?
24 Vhat is the name of the present prime minicter?
25« VWho was the prime minister before him?
26,  Uhat were the dabes (yeors) of the Pieet World Wer?
Start? ‘
Finigh?
27« Whal were the daotes (yeers) of the Second World War?
Stanh? ,
Pininh?
28, How long haye you heen at your present address?
29, Can you remember the name end sddress I gave you
ot the begiming?
30, Can you remember ny nemne?
5ks  Can you wemember Sister's name? .

Potal IR Test Score @
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MODIFIED MAUDSLEY PERSONATITY INVENTORY (SHORT _ VERSTON)

PRESENT PAST

YES | NO | YHS | NO

1. Do you like doing things where
: you have to act quickly?

24 Do you sometimes feel happy,
sometimes depressed, withoub
any epperent reason?

T Does your mind ofiten wander
while you awe trying to
concentrate?

4 When you make new frilends do
you usuelly make the first
move?

Se Are you guick and sure in yourw
actiong?

G Ave you often lost in thought?

Te Are you sometimes bubbling over
with energy and someltimes very
slugglich?

8. Are you a lively person?

e Would you be very unhappy if

you were prevented from seeing
and telking to a lot of people?

104 Do you sometimes sulk?

1l. Does your mood often go up and
down, either with or without
reason?

12. Do you prefer doing something,
rather than thinklng shout how
to do 1t?
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LIB SCALR

THE _BYSENCK-WITHERS PERSONALITY TNVENTORY

L.

2,

de
De

Ge

Te
8.

%.

10.

11.

12,

Ag a child did you always do as you
were told immediately end without
grumbling?

Do you sometimes get cross?

Arve there people you definitely do
not like?

Do you sometimes boast a Llittle?

Do you sometimes put off vatil
‘tomorrow what you ought 4o do todey?

Have you sometimes told lienm in your
life?

Are all your habits good ones?

Do you somebimes talk ehout things you
know nothing aboul?

Have you ever been late for en sppointment
or work?

If you say you will do something, do you
alweys keep your promise?

Now and then do you lose your bGemper and
get angry?

Do you gometimes have thoughls you would not
like others to kunow aboub?

TS

NO
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DEPRESSION _ INVENPORY

Preomble ¢ Do you eonsider thet ony of these stabements

dopcribes the way you feel?

,7'

O,

Do

il

0.

I enjoy my food an much fe over.
T feol T won't got over my trovbles.

I don't get setisfaction out of onything
any morc.

I often feel lonely.
I have lost interest in things.

As I ook back om life all 1 ocom seo ave &
1ot of Tailuves.

I feel bad or waworihy pﬂactically all the timo.

I am sometimes so low in spirits that T just sit
for hours on end,

1 often go to bed fealing I vouldn't care if I
nover woke vwp in the morning.

I Lfeel ¥ demerve to bhe puniched.

¥ feel I'¢ be botbter off dead.

YIS




Change in Circumgbances 3

e

Physical Health 3

Mental Health @




