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Contact with general practitioners and differences
in health status among people aged over 85 years
ANN R BOWLING

SUMMARY A survey of the health and social service needs
of all people aged 85 years and over was commissioned in
1986 by members of City and Hackney health authority and
Hackney social services department. In 1987, 662 people
who lived at home were traced from family practitioner com-
mittee records and interviewed.

Eighty six per cent of respondents had consulted their
general practitioner in the 12 months before the interview.
Analyses showed that those who had not consulted within
the 12 month period reported fewer physical and
psychological symptoms, consumed less prescribed medica-
tion and reported better emotional well-being than those who
had consulted more recently. However, the survey detected
a considerable amount of unreported morbidity among both
recent consulters and non-recent consulters. This finding
questions the suggestion that the problem of under-
consultation among elderly people is exaggerated but recom-
mends that in studies of case finding attention should be
tocused on unreported morbidity rather than intrequent
consultation.

Introduction
A LTHOUGH consultation rates increase with age,' a

number of studies in general practice have reported that
people aged over 65 years tend to under-consult and would
benefit from screening programmes.2-9 A recent review of 23
studies by general practitioners based on screening elderly peo-
ple, found that all but three reported much 'unmet need'. 10 This
evidence was apparently influential in the recent white paper
on improving primary health care, which suggested that the
government might encourage primary health care professionals
to conduct 'health checks' for elderly people." Ford and Taylor,
however, have argued that the problem of under-consultation
among elderly people is exaggerated'2 and Buckley and
Williamson have cautioned against medical screening, recom-
mending case finding programmes directed at functional
assessment. 13
Case finding programmes are believed to be more economical-

ly viable than mass screening exercises, given that many elderly
people are relatively fit, but case finding needs to be selective.
Taylor and Ford suggested that very old age (85 plus years old)
and recent discharge from hospital were the two most worthwhile
indicators of high vulnerability.'4
One strategy for case finding would be to concentrate on peo-

ple who had not consulted their general practitioner for some
time. There is evidence, however, that this would be wasteful in
terms of resources, since the majority of signs and symptoms
identified by medical examination are either known to the general
practitioner or not relevant to the patient's health and well-
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being.",", Studies have reported that the health of elderly peo-
ple with low consultation rates is either similar to,'7 or more
favourable than, 18 those with higher consultation rates.
However, does the extent of this reduced morbidity justify ex-
cluding this group from extra attention in case finding program-
mes? More information about this group is needed, particular-
ly in relation to the non-medical reasons for their lower con-
sultation rates. For example, few studies of the sociodemographic
factors influencing consultation patterns have focused on the
elderly.

This study was commissioned by members of City and
Hackney health authority and Hackney social services depart-
ment. It was decided to concentrate on people aged 85 plus years
because their numbers are increasing faster than other age groups
in the population and little information exists about their health
and circumstances.
The aims of the survey were to identify all people aged 85

plus years living at home in the borough and to measure their
need for health and social services, functional ability, life satisfac-
tion, psychiatric disturbance and level of informal support from
family and friends.

Method
Patients' names and addresses were obtained from family prac-
titioner committee lists and, after checking against the electoral
register for patients who had died or moved, a sample of 1041
remained. A letter was sent to each patient explaining the pur-
pose of the survey and this was followed by a personal visit from
one of 16 interviewers (mostly unemployed university graduates
with between one and five days formal training).
Of the 1041, 250o refused to be interviewed (often commen-

ting that they were 'airight' or 'did not need anything'), and 11%
were never at home or did not answer the door when the inter-
viewers called (despite five repeat visits at different times of the
day). Six hundred and sixty two people were successfully inter-
viewed, but not everyone answered all the questions. Although
this is just under two thirds of the total eligible sample (64%)
it was regarded as a fairly high response rate for very elderly
people, living in an inner city area with a high crime rate. Local
general practitioners were able to provide some basic informa-
tion about the non-responders which indicated no significant
differences between them and the remainder of the sample in
terms of age, sex, reported depression and mobility (housebound
or not), and consultation patterns. This gave the researcher con-
fidence that the sample was representative of people aged 85
plus years living at home in the district and it was not necessary
to weight the answers to allow for differences between responders
and non-responders.

Measures
Four measurement scales were supplemented with individual
items, symptom checklists and open ended questions.
The measure of functional ability used was derived from

Townsend's measure of ability to perform activities of daily liv-
ing.'9'20 The number of tasks was extended to 23, to take ac-
count of areas where help was available from health and social
services professionals. This was tested for inter-interviewer
reliability and internal consistency. The scale included a measure
of dependency and details of professional and informal carers.
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Life satisfaction and morale was measured with Neugarten's
life satisfaction scale.2' This has been well tested for reliability
and validity, and was designed for use with elderly populations.
A wide variety of content areas is tapped, ranging from hap-
piness to satisfaction with past and present life. It provides a
global measure of well-being, although individual items are also
of value as indicators of feelings. The possible range of scores
is zero (low life satisfaction) to 20 (high life satisfaction).
The general health questionnaire was administered to assess

psychiatric disturbance. This was designed and tested by
Goldberg,22 as a self administered screening test for use in com-
munity settings. It does not attempt to detect mental subnor-
mality, senile dementia, psychoses or mania (an item on confu-
sion was included in the symptom check list and interviewers
made separate assessments of any problems with confusion).
It is a well tested method of detecting psychiatric disturbance
and correlates well with psychiatric diagnoses of depression. The
short 28 item version was used. The range of scores is from zero
to 28; the threshold score was five, over which value respondents
were rated as 'cases.

Finally, social networks and support were measured with the
social network scale, which has also been well tested for reliability
and validity.23 This asks respondents for details of people who
are significant to them and with whom they are in at least mon-
thly contact (the social network), the number and proportion
of relatives in the network, the density of the network (relation-
ship of network members to each other), and the number of
people who provide emotional support (confidantes). Additional
questions were asked about household composition, marital
status, number of, and contact with, children and feelings of
loneliness.

Nineteen per cent of respondents were unable to complete the
general health questionnaire, and some other items on the ques-
tionnaire owing to problems with confusion and/or combined
poor sight and hearing. For each of these respondents, the ques-
tionnaires were supplemented with proxy information from
carers about their circumstances and need for health and social
services.

Analysis
The data were analysed using the statistical package for the social
sciences (Xth version), and non-parametric statistics were ap-
plied to the results presented here.2425

Results

Characteristics of the sample
Ninety per cent of the sample were female, and 10% were male.
Three quarters were aged 85-89 years, 2107o were 90-94 years,
and 4% were 95 years and over. Sixty one per cent lived alone.

Eighty six per cent of respondents had seen their general prac-
titioners within the last 12 months, and most (61%o) had seen
their general practitioners within the last three months (Table
1). Just over a third of respondents (36%) had experienced a
major illness, operation, accident or fall in the 12 months prior
to the interview.
TWenty seven per cent of respondents achieved a score over

the threshold of five with the general health questionnaire, in-
dicating possible anxiety and depression.
The average score with Neugarten's life satisfaction scale was

13, with 67%o of respondents scoring at or below this level and
4007 scoring less than 10. One-third of respondents scored six
or less, indicating a very low overall life satisfaction.
About three quarters of respondents had no difficulties at all

with personal care tasks, such as dressing and washing, although
far more were unable to do odd jobs around the home (61%o),

Table 1. Time elapsed since last contact with the general
practitioner.

Percentage of
respondents

(n = 628)

Less than 7 days 12
More than 7 days but within 1 month 26
More than 1 but within 3 months 23
More than 3 but within 12 months 25
Between 1 and 2 years 10
More than 2 years 4

n = number of respondents.

cut toenails (53%'o), go shopping (530o), do the laundry (460o),
get in or out of the bath (38%), do the housework (36%o), or
get about outdoors (310%). Relatives were the main helpers, ex-
cept for bathing, cutting toenails and housework, where pro-
fessionals provided most help. Ninety seven per cent of those
with some degree of difficulty had help with at least one task
of daily living. A high level of support and help from relatives
and friends was found, with 95%o of respondents being in regular
and frequent contact with relatives and friends, and receiving
help and support from someone.

Table 2 shows the current health symptoms reported by the
total sample. Most of the sample (9607o) reported at least one
symptom from the checklist presented to them: 25% of the total
sample reported between one and two symptoms, 39% reported
between three and five and 320/o reported six or more.
Respondents were also asked whether they had reported these
problems to their general practitioner. Table 2 shows that a con-
siderable amount of possibly manageable morbidity had not
been reported to the doctor. About a third of respondents had

Table 2. Proportion of respondents reporting symptoms at interview
and proportion who had consulted the general practitioner about
them.

Percentage of
Number (%) those reporting

of respondents symptom who
reporting had not seen
symptoma GP about ita

Aches/pains/stiffness in
muscles/joints 457 (70) 20

Poor eyesight (even with
glasses) 344 (52) 12

Poor hearing (even with aid) 259 (40) 35
Trouble with feet 290 (45) 23
Sleeplessness 242 (37) 39
Forgetfulness 230 (35) 81
Giddyness 217 (33) 36
Nerves/stress/depression 212 (33) 48
Constipation 213 (33) 24
Incontinence 187 (29) 18
Indigestion/heartburn 164 (26) 33
Chest pains/heart trouble 137 (21) 7
Bronchitis 137 (21) 10
Headaches 110 (17) 34
Loss of appetite 104 (16) 55
Confusion 104 (16) 65
Abdominal pain/discomfort 92 (14) 23
Piles 50 ( 8) 22
Alternatively constipated/loose 33 ( 5) 13
Passing blood/tar motions 24 ( 4) 9
Vomiting blood (4 people) (1 person)

aNumber of respondents to each item varied from 633 to 656.
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not consulted over poor hearing, giddyness, headaches, indiges-
tion and heartburn. Just under a quarter had not consulted over
problems with their feet, 187o had not reported problems with
incontinence and other urinary problems, and 2201 had not con-
sulted over problems with piles. Large proportions had also not
consulted their doctors over problems with forgetfulness,
confusion, loss of appetite, nerves/stress/depression, and
sleeplessness.

Comparison of recent and non-recent consulters
No differences were found with age, sex, marital status, type of
social network, perceived social support or reported feelings of
loneliness between those who had consulted their general prac-
titioner in the last year and those who had not.

Table 3 shows that the less recent consulters over the 12 months
appeared to be fitter than recent consulters: they reported fewer
symptoms of physical illness and were less likely to be taking
prescribed medication, they were less likely to have experienced
a major illness, operation, accident or fall within the 12 months
prior to the interview, they had better mental health (lower
general health questionnaire scores) and greater life satisfaction.
Those who had not seen their general practitioner for over

a year reported the fewest number of symptoms: only 801o cur-
rently experienced seven to 15 symptoms in contrast to 1801o of
responders who had consulted between three and 12 months
before and 2801o of those consulting within three months before
the interview (chi-square test: P<0.05).
Although those not consulting for over 12 months appeared,

if anything, to be a fitter group than the more recent consulters,
for a few conditions there were no differences between these
groups (poor sight, hearing difficulties, incontinence, constipa-
tion/loose faeces). There were also no differences between recen-
cy of consultation and being housebound or having other dif-
ficulties with tasks of daily living. This indicates that the less
recent consulters were a group whose 'better' health status should
not be over-estimated. Moreover, a substantial minority (bet-
ween l1"lo and 27%o) of responders who were suffering from
many of the listed symptoms but had not reported them
(nerves/stress/depression, bronchitis, incontinence, constipation,
indigestion/heartburn, aches/pains/stiffness in muscles/joints,
sleeplessness, appetite loss and headaches) had not seen their
general practitioner for a year or more; in each case they were
significantly less likely than more recent consulters to have

reported these problems to their doctors (chi-square test P<0.05
to P0.001).

There were no differences between frequency of consultation
and the number or type of other professional services received
or wanted (for example, nursing services, chiropody, home help,
meals on wheels).

Discussion
The study showed that people aged 85 plus years who had not
consulted their general practitioner for a year or more prior to
the interview reported fewer symptoms and better emotional well-
being than other respondents, as measured by a symptom
checklist, the general health questionnaire and Neugarten life
satisfaction scale. It might be hypothesized, on the basis of the
present findings, that those with poorer mental health are more
predisposed to be concerned about, or aware of, their physical
symptoms, and to present them to their general practitioners.
Alternatively, a more positive mental disposition may prevent
people worrying about, and reporting symptoms, and from con-
sulting professionals even when they perceive problems; per-
sonality factors may be the determining factor in illness
behaviour.

In contrast to much of the literature on younger adults, pro-
pensity to consult was not related to age, sex, marital status or
size or characteristics of social network. Most respondents had
sizeable social networks, comprised largely of relatives who pro-
vided them with a great deal of practical and social support.
It was not therefore possible to adequately test the hypothesis
that smaller social networks, and individuals lacking social sup-
port, would be more likely to consult their general practitioner
in the 12 month period. People aged 85 plus years are a popula-
tion who have survived, and this may be related to their high
level of informal support.
The lack of effect of sex on consultation rates is of interest.

The annual general household survey' consistently shows that
females have higher consultation rates than males. This is con-
firmed by Cartwright and Anderson's national survey of patients
and their doctors, although they show that the sex differences
begin to even out at ages 65-74 years, and are even reversed at
ages 75 plus years (although based on only 63 responders aged
75 plus years).26 However their finding that sex differences in
consultation patterns among elderly people did not reflect those
of young adults is consistent with the findings reported here.

Table 3. Current health problems, health status and life satisfaction of respondents according to consultation pattern.

Percentage of respondents consulting GP in:

More than 3 but
Last 3 months within 12 months More than 1 year
(n =314-377) (n= 1 44-1 66) (n =72-82) Chi-square test

Experienced a major illness/accident/fall/operation
in last 12 months 41 30 22 P<0.001

Had a high life satisfaction score (14-20) 30 38 42 P<0.001
Had low GHQ score (no psychiatric disturbance) 54 73 74 P<0.001
Taking prescribed medication 88 64 56 P<0.001
Reported the following current symptoms:

Constipation 39 28 23 P<0. 01
Chest pains/other heart trouble 24 20 11 P<0.05
Abdominal pain/discomfort 19 10 6 P<0.01
Giddyness 38 27 22 P<0 01
Aches/pains/stiffness in muscles/joints 74 63 62 P<0. 01
Sleeplessness 42 35 21 P<0.001
Reported 7-15 symptoms 28 18 8 P<0.001

n = number of respondents. GHQ = general health questionnaire.
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It appears that traditional theories of illness behaviour are not
applicable to elderly people and this requires further exploration.
Although the very elderly people in this study who had not

consulted their general practitioner for a year or more appeared
to be relatively healthier than more recent consulters, this
distracts attention from the large amount of possibly manageable
morbidity among both groups of consulters which had not been
reported to general practitioners. The implication is that oppor-
tunistic case finding when people visit the practice is generally
not an effective method of providing anticipatory care for very
elderly people. It is also not valid to label this group of less re-
cent consulters as 'healthy' given that just under two thirds of
them suffered from aches, pains or stiffness in their muscles
and/or joints, just under a quarter in each case suffered from
constipation, giddyness and sleeplessness, and a similar propor-
tion as the more frequent consulters suffered from problems with
functional mobility.

In conclusion, the extent of morbidity and the amount of
unreported morbidity in very elderly people is a more valuable
index of need than consultation patterns. Rather than focusing
on patients who have not consulted the practice for a year or
more, as has much of the recent literature, it is suggested here
that unreported morbidity be the main variable of interest in
studies examining the value of case finding relating to the elderly.
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RESEARCH FUNDING
Scientific Foundation Board

Applications are now being received for grants for research in
or relating to general medical practice, for consideration at the
May 1989 meeting of the Scientific Foundation Board. In ad-
dition to its general fund the Board also administers some
specific funds including the Windebank Fund for specific
research into diabetes.

The Scientific Foundation Board's definition of research is
catholic and includes educational research, observational as
well as experimental studies, and accepts the methodologies
of social science as valid. It is not in a position to fund educa-
tional activities.

If the study involves any intervention or raises issues of con-
fidentiality it is wise to obtain advance approval from an ap-
propriate research ethics committee otherwise a decision to
award a grant may be conditional upon such approval.

Studies which do not, in the opinion of the Board, offer a
reasonable chance of answering the question posed will be re-
jected. It may sometimes be useful to seek expert advice on
protocol design before submitting an application.
Care should be taken to ensure that costs are accurately

forecast and that matters such as inflation and salary increases
are included.

The annual sum of money available is not large by absolute
standards and grant applications for sums in excess of £15000
for any one year are unlikely to be considered.

Application forms are obtainable from the Secretary of the
Board at: The Clinical and Research Division, 14 Princes Gate,
London SW7 1PU. The closing date for receipt of completed
applications is 12 March 1989; any forms received after that
date will, unfortunately, be ineligible for consideration.
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