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SUMMARY A mental function test was carried out on 378
individuals over 70 years of age registered with a group prac-
tice in the city of Newcastle upon Tyne. A high score (11 or
over) was observed in 64.9% of women and 78.3% of men;
a medium score (between three and 10) was observed in
34.0%.of women and 20.8% of men; and only 0.8% of in-
dividuals of both sexes were found to have a low score (less
than three). It was found that older age groups of both sexes
had lower scores than younger groups (P < 0.001) and this
was more pronounced in women than men (P < 0.05).
These observations are significantly different (P< 0.001)

from those obtained in hospital studies. The need for
surveillance which influences mortality, morbidity and
resource allocation is discussed.

Introduction
' 4 ENTAL function deteriorates with advancing age' and
IVisuch impairment contributes to higher mortality and mor-
bidity and a greater need for long-term care.2'3 It also imposes
a heavy burden on the community,4 family and supporters.5
The reported prevalence of organic brain syndrome in the

elderly in the community varies from 10%4 to 1.6%7.6 Several
factors contribute to such a variable prevalence, including the
criteria used in screening.4 The need for precision in defining
these criteria has been suggested.6

It was decided to evaluate the mental function of the elderly
in a group practice in order to define the pattern of organic brain
syndrome in the practice and to design a plan for intervention.
A questionnaire used in the local district general hospital to
evaluate the mental function of the elderly was employed in order
to maintain the uniformity and comparability of this mental
function study.",3

Method
A test of mental function was performed on 378 consecutive
individuals over the age of 70 years, identified from the age-sex
register of a group practice. The age and sex distribution of this
group is shown in Tables 1 and 2. All the individuals were seen
at home by a research nurse practitioner (S.A.S.) who ad-
ministered the questionnaire.
The mental function test is a questionnaire originally described

by Blessed and colleagues' and subsequently modified by Evans
and colleagues3 to evaluate memory, concentration and the
ability to provide information. The test provides a score bet-
ween zero and 13 and standard errors for test-retest and between-
observer variations are approximately 1.0.3 The test scores ob-
tained were divided into three categories (11 or over, between
three and 10 and less than three) as previously described.3
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The information statistic,7 a non-parametric equivalent of
analysis of variance, was used to test for significance. This
method closely resembles chi-square contingency table analxsis,
but has certain useful advantages. The test statistic, 2I, is
distributed as chi-square and information from the matrix of
scores can be partitioned into individual components. Thus,
estimates can be obtained of the effects of age and sex, and by
subtraction from the overall term, the value associated with the
interaction between age and sex. The frequency data were cast
into a 10 row by three column contingency table, with rows
representing age and sex groups (five x two) and columns the
three mental impairment scores (high, medium and low). Thus
each individual's data appeared in one cell of the table only.

Results
The questionnaire was well accepted by all the elderly individuals,
and the nurse practitioner found it easy to administer. The overall
statistic was found to be highly significant (2I = 40.387, 18
degrees of freedom, P < 0.01).
The results obtained from the questionnaire are shown in

Tables 1 and 2. High scores (11 or over) indicating normal men-
tal function were observed in 168 women (64.9%) and 94 men
(78.3%). The study demonstrated a sigrMificant difference in men-
tal function between age groups (2I = 27.212, 8 df, P <
0.001).18 This relationship between age and mental function
was generally monotonic and the two higher age groups were

Table 1. Results of mental test score for women in the practice
aged 70 years or more (n = 258).

Number (%) of women scoring

Age group <3 3-10 :>11 Total number
(years) (%) of women

70-74 - 11 (26.8) 30 (73.2) 41 (15.8)
75-79 1 (1.0) 30 (31.6) 63 (66.3) 95 (36.7)
80-84 - 19 (28.4) 48 (71.6) 67 (25.9)
85-89 1 (2.3) 18 (40.9) 25 (56.8) 44 (17.0)
>90 - 10 (83.3) 2 (16.7) 12 ( 4.6)

Total 2 (0.8) 88 (34.0) 168 (64.9) 258

Table 2. Results of mental test score for men in the practice aged
70 years or more (n = 120).

Number (%) of men scoring

Age group <3 3-10 >11 Total number
(years) (%) of men

70-74 - 6 (14.3) 36 (85.7) 42 (35.0)
75-79 - 8 (19.5) 33 (80.5) 41 (34.2)
80-84 1 (5.0) 2 (10.0) 17 (85.0) 20 (16.7)
85-89 - 8 (53.3) 7 (46.7) 15 (12.5)
>,90 - 1 (50.0) 1 (50.0) 2 ( 1.7)

Total 1 (0.8) 25 (20.8) 94 (78.3) 120
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significantly impaired compared with the younger patients (P
< 0.01) (Table 3).
The difference was more pronounced in women than in men

(21 = 7.180, 2 df, P < 0.05). However, the difference in mental
function when co sidering interaction between age and sex was
not significant (2T = 5.995, 8 df, 0.7 > P > 0.5).
Medium scores (between three and 10) were observed in 34.0%0

of the women and in 20.8% of the men. Only three (0.8%) of
the 378 individuals showed a low score (less than three) indicating
considerable organic brain syndrome.

Table 3. Partitioning of age effect for both sexes combined.

Age group (years) versus 21 Degrees P
all younger age groups of freedom

>90 14.833 2 <0.001

85-89 9.265 2 <0.01

80-84 0.439 2 NS

75-79 2.675 2 NS

NS = not significant at 0.05 level.

Discussion
The significant association between pathological and
psychological indices,' the reliability of the test and its
reproducibility in hospital studies,"3 as well as in this study
make the questionnaire a useful tool in screening the elderly in
the community.
The differences in mental function between age groups which

were shown here have been reported previously and were thought
to be due to dystrophic cholinergic processes.9

It is clinically important to identify those individuals with
medium scores (between three and 10) who have the risk of
developing confusional states following any illness causing
cerebral hypoxia.10 This group also require continued
surveillance to monitor the transition between normal mental
function and severe organic brain syndrome.4
A hospital study,3 using the same questionnaire and test

score categories used in this study, has reported an incidence
of a low score (less than three) of 27.8% in 209 individuals who
were admitted to hospital. In 1964 Kay and colleagues reported
the prevalence of severe mental deterioration in the community
in Newcastle upon 'f3ne to be 4.9qo.4 However, Clarke and col-
leagues,6 using the information orientation scale," observed a
prevalence for organic brain syndrome of 1.6%o in general
practice.
The significant difference (P < 0.001) between the reported

prevalence of severe deterioration in mental function in this study
in general practice and in the hospital study by Evans and col-
leagues may influence resource allocation.

In a hospital study, 70% of a group with impaired mental
function were dead or in institutional care before the 12-month
follow-up period.2 The same study also highlighted the value
of family support in influencing morbidity and mortality.

It is important to determine the proportion of the elderly in
the community with impaired mental function, to identify in-
dividuals and to organize appropriate surveillance and interven-
tion to reduce morbidity and mortality in this high-risk group.
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COMPUTER APPRECIATION COURSES
FOR GENERAL PRACTITIONERS

AND PRACTICE MANAGERS/SENIOR
I

PRACTICE STAFF
The RCGP Technology Centre, in conjunction with its Informa-
tion Service, is pleased to offer a series of computer
appreciation courses for general practitioners and their senior
practice staff. These events are held at 14/15 Princes Gate,
where overnight accommodation is available if required.

The course content and presentation assume that
participants have either only superficial or no knowledge of
computing. The principles, language and technology of com-
puting are discussed in lay terms, with particular emphasis on
the problems of, and potential solutions to, the introduction
and management of the new technology in the practice.

The course fee is £140 for members and their staff, £160
for non-members. If overnight accommodation is not required,
the fee is £120. The fee includes all meals, refreshments and
extensive course notes.

The course has received approval under Section 63 for zero-
rating; under paragraph 52.9(b) of the Statement of Fees and
Allowances, the costs of practice staff attending the course
will be eligible for 70% reimbursement.

The dates of forthcoming courses are as follows: 12-13
September, 17-18 October, 21722 November 1986.

Application forms and further details are available from: The
Information Service, The Royal College of General Practitioners,
14 Princes Gate, London SW7 1PU. Telephone: 01-581 3232.
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