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SUMMARY This paper reconsiders the evidence for under-
consultation among the elderly. Earlier evidence from studies
of unreported illness is reassessed and new data are
presented for the ratio of self-reported illness to number of
consultations. It is concluded that underconsultation among
the elderly is exaggerated and that there are implications for
screening and case-finding. It is suggested that attention
should be directed towards a combination of self-referral and
multi-tiered screening for low contact and high risk groups.

Introduction

THERE is a widespread belief that underconsultation is a
problem among the elderly. They are said to ignore and

wrongly ascribe symptoms and to delay consultation more
frequently than younger age groups.'-3 Williamson describes
such behaviour as 'obstinate and irrational'4 and Hodkinson
claims that under reporting of illness represents 'a major
challenge to medical services for the elderly'5 This paper
examines the evidence for such claims.

Evaluation of the evidence
It is regarded as a fact that the elderly tend to underconsult.
Direct evidence is rarely cited but reference is often made to
socio-medical surveys of unreported illness. In one of the earlier
(1962-63) and best known surveys Williamson and colleagues
conducted domiciliary medical examinations and found that
general practitioners were unaware of many of the illnesses and
disabilities of their patients.6 Approximately 30 per cent of
urinary and locomotor disabilities and over 70 per cent of
disabilities involving the feet were unknown to the general prac-
titioner. On the basis of such findings the authors concluded
that under reporting was a serious problem and that some form
of screening was desirable. Throughout the 1960s and early 1970s
many similar studies produced broadly similar findings.7-'3

It was only in the mid and late 1970s that a different picture
began to emerge and researchers began to question the evidence.
In 1975 in a follow-up study of unreported illness in a Lancashire
practice, Williams acknowledged that there was inadequate
evidence for underconsultation. Freedman and colleagues, in
their Newcastle study, noted that although many positive
symptoms and physical signs were identified by a medical ex-
amination, the vast majority were either known to the general
practitioner or were not relevant to the health and well-being
of the patient.'4 Tulloch and Moore reached an almost identical
conclusion in their 1979 Oxford study.'5 They claimed it was
necessary to take account of the adaptability of the elderly
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person, and having done this they calculated that 88 per cent
of their patients were well adapted; that is, they had come to
terms with their problems.
The evidence from these more recent studies weakens the case

for regarding the elderly as underconsulters, but since these
studies were conducted almost 20,years after the pioneering Edin-
burgh study, it is possible that they reflect a secular change in
the attitudes and behaviour of patients. Evidence for such a
change can be found in the follow-up study of general practi-
tioners and their patients carried out by Cartwright and Ander-
son.'6 There have also been many changes in the organization
of primary and geriatric care. Indeed, it is conceivable that some
developments, such as the use of age-sex registers and screen-
ing by health visitors, are a direct result of earlier reports.

Leaving aside the probability that under reporting of illness
has decreased over the last 20 years, none of the studies cited
provide a direct estimate of underconsultation. They have all
been concerned with the extent to which diseases discovered at
medical examination were known to doctors rather than to
patients. The studies yielded estimates of unreported disease,
but equating disease with illness and unreported illness with
underconsultation neglects the important distinction between
the symptomatic and the asymptomatic.17 Patients cannot be
expected to consult for diseases of which they are unaware.
Moreover, it is questionable whether they should be expected
to consult for those illnesses which have little effect on their func-
tioning and life-style.

In order to establish whether the elderly are or are not under-
consulters it is necessary to consider illness from the viewpoint
of the patient rather than that of the doctor. Instead of attemp-
ting to identify all morbidity the focus should be on reported
morbidity. Underconsultation can then be calculated on the basis
of the ratio between illnesses experienced and those resulting
in consultation. Data of this kind is available'8"9 and there is
a general concensus that most adults consult for only one out
of every three illnesses experienced an any given time period.
Hannay has examined this in more detail.20 He confirms the
overall ratio of symptoms to consultations and shows that the
'medical symptom iceberg' - medical symptoms for which no
professional referral was made and where the pain or disability
was severe or the symptoms were felt to be serious - is greater
in the age groups 30-44 years and 45-64 years than it is in the
age group 65 years and over. The extent of the differences bet-
ween the five age groups is shown in Figure 1. On the basis of
this evidence it is middle-aged females rather than the elderly
who run the greatest risk of neglecting their illnesses.

In the study carried out by Hannay the elderly are treated as"
an undifferentiated group; an approach which is suitable for his
purpose but ignores age divisions within the elderly. It is increas-
ingly claimed that the differences between the 'young' elderly
(aged 60-74 years) and the 'old' elderly (aged over 75 years) are
as important as the differences between the elderly and younger
age groups.2' Data on illness and consultations, broken down
by age and sex, from the first stage of the Medical Research
Council's longitudinal ageing study have recently become
available. This provides us with an opportunity to examine the
extent of underconsultation within the elderly population.
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Figure 1. Age-sex distribution of 'medical symptom iceberg'
(adapted from ref. 20, p.93)

Sample and data set
The target population for the study consisted of all those aged
60 years and over in Aberdeen who lived in their own homes.
Sampling was based on general practice records and proceeded
in two stages - random selection of general practitioners
followed by random selection of patients. Interviewing was com-
pleted in the first three months of 1980. The interviews were con-
ducted by interviewers experienced in social research and all
received additional training in the use of the Aberdeen ques-
tionnaire. They used Post's Clinical Sensorium as a screening
device. Out of 653 respondents successfully contacted and willing
to be interviewed, 15 were not interviewed because they were too
confused, 12 because they were too frail, six because they were
too deaf and one because the interviewer considered her to be
too depressed. This resulted in an achieved sample of 619 cases.
A broad range of socio-medical data were collected, including
self-reported chronic conditions, common ailments over the last
month and consultations with the general practitioner. All the
data reported in this paper are from this 1980 survey and a
follow-up survey of 220 self-defined arthritis/rheumatism
sufferers.

Chronic conditions and consultations
A standard check list was used to identify all chronic conditions
and respondents were asked which of these they had consulted
about in the last year. The mean number of chronic conditions
for the sample as a whole was 2.3; with females reporting more
than males (2.6 compared with 1.8), and those aged 75 years
and over reporting more than those aged 60-74 years (3.0 com-
pared with 2.1). These findings are similar to those reported in
comparable studies.2223

lhble 1 shows the mean number of chronic conditions for each
five year age cohort. Older males and females clearly experience
more chronic illness, but the differences are not substantial, and
there is no obvious break between the 'young' and the 'old'
elderly. Table 1 also shows the consultation ratios for these
chronic conditions. On average, sample members had consulted
for one out of two chronic conditions reported. There is no
significant difference between the sexes in the tendency to con-

Age group (years)
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Table 1. Chronic conditions and consultation ratios, by age and sex.

Ratio of number of
chronic conditions

Age Mean number of to number of Sample
(years) chronic conditions consultations numbers

Male Female Male Female Male Female

60-64 1.6 2.0 1.6:1 2.3:1 58 61
65-69 1.9 2.1 2.1:1 2.1:1 55 54
70-74 1.7 2.9 2.5:1 1.8:1 60 54
75-79 2.0 3.6 1.7:1 1.8:1 48 53
80-84 2.4 3.0 1.8:1 1.6:1 57 49
>85 2.5 3.0 2.3:1 2.4:1 35 35

sult and, even more important, there is no clear increase or
decrease with age. Despite having more chronic conditions the
'old' elderly are no more or less likely to consult about them
than the 'young' elderly.

Common ailments and consultation
All respondents were shown a standard list of common ailments
and were asked which had troubled them in the past month, and
which they had consulted for. The mean prevalence rate for the
sample as a whole was 2.9; females reporting more than males
(3.3 compared with 2.3), and those aged over 75 years reporting
more than those aged 60-74 years (3.4 compared with 2.7).

Table 2 shows the mean number of common ailments ex-
perienced by each five-year age cohort. There is a slight increase
with age, and this is more marked for females than for males.
Table 2 also shows the consultation ratios for these common
ailments. The overall average of one consultation for every three
ailments appears to be largely unaffected by sex or age. There
may be a slight tendency for older females to consult less, but
the difference is not significant.

Table 2. Common ailments in last month and consultation ratios,
by age and sex.

Ratio of number of
common ailments

Age Mean number of to number of Sample
(years) common ailments consultations numbers

Male Female Male Female Male Female

60-64 1.8 2.8 3.5:1 3.6:1 58 61
65-69 2.7 2.8 2.8:1 3.6:1 55 54
70-74 2.2 3.3 2.9:1 4.1:1 60 54
75-79 2.6 4.2 2.8:1 2.9:1 48 53
80-84 2.4 4.1 2.7:1 3.0:1 57 49
>85 2.2 2.7 3.6:1 3.2:1 35 35

On the basis of these ratios there is no evidence to suggest
underconsultation by the elderly. With an overall average of one
consultation for every 2.0 chronic symptoms and every 3.2
common ailments the propensity of the elderly to consult is
similar to that of younger age groups. Moreover, this propensity
shows little decline, even in extreme old age.

The effect of chronic conditions on consultation for
common ailments
Having examined consultation ratios for chronic conditions and
common ailments separately, it is also important to examine the
effect of chronic conditions on consultation for common
ailments. Are those elderly with multiple chronic illnesses less
likely to consult about their common ailments? As expected (but
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Table 3. Consultation ratios for common ailments, by number of
chronic conditions.

Number of Ratio of number of common ailments to number
chronic of consultations
conditions

Age Age
60-74 >)75

Sample Male Female years years

0 5.5:1 4.1:1 7.3:1 5.2:1 6.4:1
1 3.4:1 2.5:1 4.5:1 3.1:1 4.0:1
2-3 3.0:1 3.5:1. 2.8:1 3.4:1 2.5:1
>?,4 3.3:1 2.5:1 3.6:1 3.5:1 2.9:1
Samplenumbers 619 237 382 425 194

not shown on Table 3) there is a direct association between the
number of chronic illnesses and the experience of common
ailments; those with no chronic conditions and few ailments con-
stitute a health 'elite, and those with multiple chronic condi-
tions and a large number of ailments constitute a group at special
risk. Our interest lies in the relationship between this illness gra-
dient and consultation ratios for common ailments.

For the sample as a whole it is clear that there is little sup-
port for the preoFcupation hypothesis ('where the greater malady
is fix'd, the lesser is scarce felt' King Lear Act III, Scene iv).
Indeed, the reverse seems to be the case, the greater the number
of chronic conditions, the greater the propensity to consult for
common ailments. This holds for the sample as a whole but there
is a slight difference between males and females. 'Elite' males
(that is, those with no chronic conditions) consult on average
for one out of four common ailments, whereas 'elite' females
consult for only one out of seven common ailments. Of those
with four or more chronic conditions, males also have a higher
propensity to consult for common ailments than females. There
are similar variations by cohort. The older health 'elite (75 years
and over) are slightly less likely to consult over common ailments
than the younger health 'elite' (60-74 years) but of those with
four or more chronic conditions the 'old' elderly are slightly more
likely to consult about their common ailments than the 'young'
elderly.

These slight variations by age and sex are interesting, and if
confirmed in a larger series, important; but at present it is suf-
ficient to emphasize that the data reported here provide no sup-
port for the suggestion that the elderly do no consult about
common ailments because they are preoccupied with long-
standing chronic conditions. On the contrary, the data suggests
that chronic ill health sensitizes sufferers to the need to con-
sult, and this sensitivity may even increase in extreme old age.

Consultation for arthritis/rheumatism
Further evidence relating to the propensity of the elderly to con-
sult comes from those respondents who claimed to be suffering
from arthritis or rheumatism. This is the most common condi-
tion experienced by the elderly, and it is often assumed that
sufferers attribute their aches and pains to ageing and neglect
to consult their general practitioners. In our sample of 619 elderly
people, 35 per cent claimed to be sufferers of arthritis or
rheumatism; of these a third had never consulted, a third had
consulted some time ago and a third had consulted within the
last year.

Severity ratings were obtained, both from the sufferers and
from their general practitioners. A fairly close relationship was
found between self-rated severity and consultation. Only 28.5
per cent of those self-rated as mild, compared with 74.3 per cent

self-rated as severe, had consulted about their
arthritis/rheumatism in the last year. There was no such clear
pattern in the relationship between general practitioner ratings
and consultation, and it was somewhat surprizing to learn that
almost half of those whose arthritis/rheumatism was unknown
to or denied by the general practitioner claimed to have con-
sulted about it in the last year. The implications of this finding
are explored elsewhere.24 Here it is sufficient to note, first, that
self-rated severity provides a better indication of consultation
rates than general practitioner severity ratings, and secondly, that
the majority of elderly sufferers who defined their condition
as severe had consulted about it in the last year.

Division of the sample of arthritis/rheumatism sufferers in-
to two groups, the 'young' (60-74 years) and the 'old' (75 years
and over) elderly failed to provide evidence of reduced consulta-
tion among the latter. Indeed, of those consulting in the last
year, the 'old' rather than the 'young' elderly had the highest
consultation rates.

Finally, and in relation to the suggestion that the elderly tend
to wrongly ascribe their symptoms to ageing,25 all
arthritis/rheumatism sufferers were asked about the cause of
these complaints. Only 18 per cent attributed these complaints
to some form of natural ageing, and this was also the case for
the older cohort.

Discussion
Having reviewed some recently collected data on elderly con-
sultation patterns we are unable to confirm the widely held view
of the elderly as underconsulters. While the elderly clearly suffer
from more illnesses, they consult their general practitioners for
the same proportion as younger age groups. Moreover, within
the elderly population, consultation ratios remain fairly constant
and there is certainly no evidence of differences between the con-
sultation behaviour of the 'young' (60-74 years) and the 'old'
(75 years and over) elderly.
Our sample of elderly living in their own homes is, by defini-

tion, a sample of survivors. The fairly high consultation ratios
in extreme old age could reflect the survival of the health 'elite'
or they could be a reflection of the high provision of general
practitioners and domiciliary health services in the city of
Aberdeen. Of the sample as a whole, 11 per cent received fairly
regular visits from their general practitioner, and in the over 75
year age group this figure was doubled (24 per cent).
Our findings suggest that underconsultation among the elderly

is exaggerated. We have suggested two reasons for this; con-
tinuing reference to early studies which no longer describe the
situation of the elderly, and uncritical use of estimates based
on the prevalence of disease rather than self-reported illness.
Whether the elderly do or do not underconsult is not just of

academic interest. The assumption that they do has had a major
influence on the development of various forms of screening and
case-finding. Primary care teams are still exhorted to carry out
regular assessments of all patients over a certain age26 despite
the fact that such universal screening is costly and has been
shown to be rather ineffective."1'15
The findings reported here suggest that for the majority of

elderly the system of self-referral operates rather better than has
been supposed. The most promising developments would
therefore seem to lie in a combination of self-referral and multi-
tiered screening for low contact and high risk groups. Some such
schemesae already operating27 and further refinements have
been suggested.28
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