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PREFACE

The present publication is the result of several activities carried out by the
WHO Regional Office for Europe as part of its long-term mental health pro-
gramme covering the period 1970—1983. The first of these was a Working
Group on Data Collection and Classification in Psychogeriatric Services, which
was held in Ttibingen in 1971 to prepare a study on psychogeriatric services in
Europe. The preliminary results of this study were presented at a Symposium
on the Prevention of Mental Disorders in the Elderly in Munich in 1974. Sub-
sequently, a Working Group on the Prevention of Mental Disorders in the
Elderly was held in Copenhagen in 1977.

The final text of this publication is based on contributions from many
sources, but the WHO Regional Office for Europe wishes particularly to ex-
press its gratitude to Miss E.M. Brooke, Chief, Department of Medical Informa-
tion and Statistics, Institute of Social and Preventive Medicine, Lausanne, for
preparing the bulk of the material presented here. Miss Brooke assisted the
Working Group in Tiubingen in the design of the study, prepared the data
sheets that were used in the eight study areas, and prepared both the pre-
liminary report of the study presented at the Symposium in Munich and the
interim report on that Symposium. Dr R.J. van Zonneveld, Director, Office
of the Council for Health Research, TNO, The Hague, prepared extensive
background documentation for the 1977 Working Group in Copenhagen and
the report on that Working Group. Finadlly, Dr H. Fowlie, Group Physician
Superintendent, Royal Dundee Liff Hospital, Dundee, prepared this final
report by combining those of Miss Brooke and Dr van Zonneveld, together
With various information papers presented by temporary advisers, into one
comprehensive text.

In 1976 the WHO Regional Office for Europe took over responsibility for
the Organization’s Global Programme for Health Care of the Elderly and this
publication, although dealing mainly with mental health aspects, touches on
a number of general problems in this age group. The report examines the ex-
tent to which longevity is increasingly relevant in different countries, touches
on the nature and extent of the problem of psychiatric illness in old age, and
deals in detail with the results of an epidemiological study made in Europe. It
discusses ways in which long periods of hospitalization (too often enduring
until death) of elderly people who are psychiatrically ill can be avoided so that
their care may be compatible with the concept, and undertaken within the
framework, of the comprehensive community mental health services that are
evolying in most European countries.






AN AGING SOCIETY

The world today faces the demographic phenomenon of a rapid increase,
both absolute and relative, of the older part of the population. Although this
phenomenon is occurring predominantly in the technically and industrially
more advanced and developed countries, several other countries that are just on
the brink of, or have not yet reached, an advanced state of industrial develop-
ment are beginning to show the first signs of the same demographic trends, and
it may be expected that within the next few decades the aged will, in most
countries in the world, form a greater proportion of the population than ever
before. In the developing countries the rate of increase of the older part of the
population will often be more rapid than that experienced by the developed
countries during the course of the last century. It is improvements in the gen-
eral standards of health care and technical advances in medical treatment, as
well as improvements in social welfare that have led to a greater life expectancy
and to an increase in the absolute numbers of old people.

Community health and welfare services, especially those in the developing
countries, experience considerable difficulty in keeping up with the growing
populations of both the young and the old. The old, however, suffer more
seriously from a lag in the development of services. Hospitals and rehabilitation,
recreational, and other social and welfare facilities do not, or cannot, take
adequate account of their needs and, indeed, the general expansion in these
services is often not accompanied by a proportional improvement in services
for the elderly.

The impact of education and the mass information media will increase
awareness amongst the elderly (certainly in the developed countries) that serv-
ices meeting their special needs do not exist or if they do are underutilized, and
this awareness will eventually lead to a greatly increased demand for such serv-
ices. This increase in demand for various types of medical and social care,
whether institutional or within the community, will cause major problems for
planners and those responsible for the organization of services.

The consequences of this demographic change are far reaching and of a
very diversified nature. In an aging society the ratio between producers and
consumers may be decreasing so that a smaller number of producers has to
provide for a greater number of aged people whose productivity has diminished
or who have retired from productive life. However, this trend is nowadays
counterbalanced to some extent by a falling birth rate, one consequence of
which is that there will be fewer young dependent people who have to be taken
care of by the young adult population. In the fullness of time, however, the
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decreasing birth rate will mean that there are fewer young adult members in
the population caring for, and producing on behalf of, the increasing propor-
tion of the aged.

In an aging society too there is a shift in demand for many consumer
goods, which the industrial community must take account of (for instance,
more wheelchairs and fewer perambulators are required) and for social and
welfare services (for instance, more geriatric day centres and fewer créches or
day nursery places will be required). Also, since the aging process is often ac-
companied by impairment of physiological and mental functions, and by a
growing number of diseases and disabilities, mostly of a chronic nature, aging
of a population leads to an 1mp0rtant change in the kinds of medical and social
care services required.

There are other consequences, less pressmg but none the less important,
such as the changes in productivity and in skill acquisition of older workers;
the influence that a numerically greater body of older people will bring to bear
on political thought; the attitudes towards older people that will emerge
amongst the younger group of the population; and the willingness of the popu-
lation as a whole, young and old, to assess and provide for the various needs of
the more dependent aged.



I

THE CONCERN OF WHO

Clearly, an aging society undergoes important changes, some of which will
produce substantial social stress. It is not surprising, therefore, that WHO has
for many years given close attention to the various health-related problems of
the aged. In 1976 the global Programme for Health Care of the Elderly was
transferred to the WHO Regional Office for Europe, which is now responsible
for coordinating the Organization’s activities in this field. In-the last two
decades WHOQ’s involvement in gerontology and programmes of health and
social services for this population group has been increasing progressively. Activ-
ities undertaken cover several fields of health directly related to the aged —
namely, organization of medical care services; education and training in geriat-
ric care; and the health protection, mental health, nutrition, housing, and re-
habilitation of the elderly.

In 1955 the WHO Regional Committee for Europe discussed changes in
health services necessitated by aging of populations and considered the integ-
ration of the care of the aged sick with that of other hospital patients, the pro-
vision of home care services, and rehabilitation measures to restore mobility
and health of the aged. In 1958 the Regional Office for Europe convened an
Advisory Group on the Public Health Aspects of the Aging of the Population
(I). This Advisory Group made recommendations on a number of topics such as
research relating to aging, both in the basic sciences and in social and clinical
medicine, morbidity studies and surveys to facilitate preventive work, and
long-term planning for the care of the elderly.

A Seminar on the Health Protection of the Elderly and the Aged and the
Prevention of Premature Aging was sponsored by the Regional Office for
Europe in 1963 (2). This Seminar recommended the improvement and stand-
ardization of criteria of normal and premature aging; the extension of regular
health examinations and the establishment in each country of a national insti-
tute of gerontology; the maintenance of some measure of occupational activity
by the aged and the adoption of a number of measures against the segregation
or isolation of the elderly; and the development of domiciliary services for the
aged. Assessment of biological age was discussed in a WHO publication issued
in 1970 (3).

A WHO Expert Committee on Mental Health Problems of Aging and the
Aged (4) was convened in 1958. This Committee paid special attention to the
organization of mental health services within comprehensive geriatric services
and emphasized the importance of maintaining the aged as long as possible in
their own homes. In 1970 a WHO Scientific Group on Psychogeriatrics (5)
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met to consider means of coordinating research on the relationships between
mental factors, aging, and cardiovascular and other disorders.

The WHO Expert Committee on the Public Health Aspects of Housing (6)
meeting in 1961 included in its discussion special housing requirements for the
elderly. The Committee recommended that particular consideration should be
given to the provision of auxiliary services by the community to permit elderly
persons to live independently for as long as possible.

The problem of the nutrition of the aged was considered by a joint FAQ/
WHO Symposium on Education and Training in Nutrition in Europe held in
1959. Acting on the conclusions of this Symposium, WHO undertook a study
on the nutrition of the elderly, dealing mainly with the nutritional require-
ments of the aged and with the organization of nutritional programmes for
elderly people in both the developed and the developing countries. A report on
two studies of nutritional programmes for the elderly sponsored by the Regional

" Office for Europe was issued in 1965 (7).

Since 1964 several training courses on geriatrics and the medical aspects of
care for the elderly have been organized by WHO in various European countries.
In 1970 the Regional Office for Europe convened a Working Group on Education
and Training in Long-term and Geriatric Care (8), which stressed the growing
nnportance of special training in geriatric care for medical and health personnel.

. The WHO programmes in cardiovascular diseases and cancer are also related
to the problems of the aged and the elderly. Although these diseases are not
considered peculiar to old age, the proper control and prevention of ischaemic
heart and brain disease, as well as the early detection and treatment of cancer,
should enable active life to be prolonged and the aging process to be retarded.
The role of WHO in' cardiovascular disease was reviewed in the report of the
Director-General of the World Health Organization to the World Health Assem-
bly in 1972 (9). A WHO meeting in 1970 (10) considered the control of cere-
brovascular disease and hypertension, and in 1973 the Secretary-General of the
United Nations submitted a report on:questions of the elderly and the aged to
the Twenty-eighth Session of the General Assembly (11).

The Regional Office for Europe activities in this field continued in 1974
with a Working Group on Rehabilitation in Long-term and Geriatric Care (12).
Following technical discussions on the health protection of the elderly at the
twenty-fourth session of the Regional Committee for Europe in Bucharest
in 1974, the twenty-fifth session of the Regional Committee in Algiers in
1975 adopted a resolution (EUR/RC25/R3) requesting the Reglonal Director:

“(@) to initiate and coordinate studies on the specific morbidity and mor-
tality of the elderly, paying particular attention to the socio-economic,
cultural and environmental factors which may be associated with diseases
of this age-group; o

(b) to promote cooperation among institutions concerned with the health
care of the elderly and the training of personnel;

(c) to assist Member States in the plannmg and implementation of geri-
tric services; and

(d) to prepare a review of the various existing systems and approaches
and of the achievements of Member States™.



As already stated, the Regional Office for Europe has now undertaken the
responsibility for developing the WHO global programme in the field of health
care for the elderly. Such a programme will require the coordination of a num-
ber of Regional Office activities. This report is an example of such coordination;
although the material presented here has been assembled by the mental health

programme it has special relevance to the global programme for health care of
the elderly.
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THE PREVALENCE OF LONGEVITY

The increase in the number of old people in the advanced or industrialized
countries (which perhaps might be defined as countries where at the present
time at least 10% of the population is aged 65 years and over (13)) has — at
least in its beginnning — been slower than is nowadays the case in some develop-
ing countries. Perhaps because of this slower process of aging of the population,
almost all the advanced countries have been slow to react and take account of
the phenomenon. It is, broadly speaking, only during the last 30—40 years
that awareness of the various consequences of this aging of the population has
greatly increased, and only in the last 10—20 years that concern has been ex-
pressed and the need for urgent national and intemational action become
apparent.

There is widespread concern about the phenomenon of aging societies.
The proportion of the population over the age of 65 years in Ireland, for
example, has steadily increased since 1900 and now amounts to 11.1%. In
England and Wales in 1973, 10.9% of men and 16.4% of women were over
the age of 65 years and by 1991 it is expected that the proportion will rise
to 11.7% of men and 17.7% of women. In Finland in 1975, 10.7% were more
than 65 years old. From Berlin (West) it is reported that as many as 22%
of the population are aged over 65 years. Although Canada can be regarded
as a “young” country, in some areas the elderly form as much as 45% of
the total mental hospital population. In Yugoslavia, whereas in 1921 only
8.7% of the population were over 60 years old, this had increased by 1971
to 11.25%, and it is expected that by 1985 the numbers of people over the
age of 60 years will have increased by some 40% to some 15% or 16% of the
whole population. In Norway 12% of the population are aged 67 years and
above, and by 1990 will amount to 13% of the population. More than a fifth of
the elderly in Norway are more than 80 years of age. In the Netherlands, New
Zealand, Scandinavia, and some other countries about 70% of all people die
after the age of 65 years. Centenarians are becoming frequent in many coun-

_tries. No country in western Europe is not faced to some degree with this
problem. This is demonstrated by Fig. 1 and 2 which show for 1950 and
1973/4 respectively the proportions of the population aged over 65 years in
western European countries.

The younger countries, by which is meant those that have experienced a
rapid increase in population, are not yet faced to the same extent with this
problem. None the less, Israel reports that while only 3.7% of the non-Jewish
population is aged over 65 years, 8.1% of the Jewish population is in that age
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Fig. 1. Proportion of the population in Europe aged over 65 years in 1950
(or latest year for which figures were available)@

7 —! _ Figures not
E <B% M 8%—9.9% m 10%-11.9% available to WHO
2 Source: World Health Organization {74).

group. A population survey in Tokyo in 1975 showed that 5.6% of the popula-
tion was aged over 65 years, while in Australia, which most people would
regard as a “young” country, some 8.5% of the population in the state of
Victoria is aged 65 years or over.

It is abundantly clear that in all developed countries there will be, at least
for the rest of ‘this century, an unavoidable, real, and proportional increase
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Fig. 2. Proportion of the population in Europe aged over 65 years in 1973—74
{or latest year for which figures were available)?

[ J<on 83-9.9% B ros—119% [ B33 Figures not

available to WHO

2 Source: World Health Organization {75).

in the aged population, especially in the age group 75 years or more. Al-
though the new or developing countries may not at present suffer to the
same degree from this, it is likely that in the future they will likewise have
to give serious consideration to the problem presented by aging of the pop-
ulation and by the prevalence of mental disorders within this population
group.



RESULTS OF A SOCIODEMOGRAPHiC STUDY IN SELECTED COUNTRIES

At the Working Group on Data Collection and Classification in Psycho-
geriatric Services, which was held in Tiibingen in 1971 at the invitation of, and
with financial support from, the Federal Republic of Germany, representatives
of 10 countries agreed on a set of data sheets to be used in a study of the demo-
graphic and social characteristics of persons aged 60 years and over in the
general population, of the comprehensive provision of social and medical care
available to all old people, and of the education and training of personnel for
geriatric services. In addition, and this is dealt with later in this report, each
country was asked to select a pilot area where assessments of individuals being
cared for, or admitted to various types of residential and ambulatory services,
could be made at a later date. Nine countries produced national sociodemo-
graphic data for this statistical study. They were Bulgaria, Czechoslovakia,

“Finland, Ireland, the Netherlands, Norway, Sweden, the United Kingdom
(England and Wales), and Yugoslavia.

In the 10 years between the 1960 and 1970 population censuses the total
populations had increased in the 9 countries reporting, but, except in Ireland,
the size of the population aged 65 'years and over had increased much more
rapidly, as Table 1 shows.

The relatively larger increase in the aged populatlon has a direct bearing on
health services, including those for patients with mental disorders, because of
the considerably increased morbidity in this age group. This applies especially
to the organic psychoses. However, although the majority of people aged

Table 1. Intercensus increase in total population and in population
aged 65 years and over in nine European countries

Percentage increase in population

Aged 65 years
and over

Country Census years Total

Males Females Males Females

Bulgaria 1960, 1970 78 76 426 35.0
Czechoslovakia 1961, 1970 4.2 4.7 345 345
Finland 1961, 1970 33 2.8 291 28.9
Ireland 1961, 1971 53 5.5 0.2 70
Netherlands 1961, 1971 13.8 13.2 20.2 34.8
Norway 1961, 1971 79 84 21.1 294
Sweden 1960, 1970 79 7.6 22.2 28.1
United Kingdom | ‘ , .
(England & Wales) 1961, 1971 62 50 16.3 16.6
Yugoslavia 1961, 1971 10.7 8.6 464 355
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65 years and over are likely to be retired or economically inactive,and although
amongst them there will be a greater frequency of physical and psychiatric
illness when compared with those under 65 years of age, it is the very old —
those over about 80 years of age — who are most likely to become dependent
on their fellows, whether family, neighbours, or organized services. Greater
attention, therefore, has to be paid to the demographic data relating to this age
group since they will, relatively speaking, make much greater demands on health
and social services. Table 2 shows how much this age group has increased over
periods of 10 years.

Table 2. Numbers of persons aged 80 years and over for each 100 persons
of this age 10 years previously {(same census years as in Table 1)

Country Census years Males Females
Bulgaria 1960, 1970 129 147
Czechoslovakia 1961, 1970 111 136
Finland 1961, 1970 128 134
ireland 1961, 1971 97 106
Netherlands 1961, 1971 132 150
Norway 1961, 1971 113 129
Sweden 1960, 1970 124 143
United Kingdom

(England & Walies) 1961, 1971 108 127
Yugoslavia 1961, 1971 106 118

In France, where in 1976 there were 1300000 persons aged 80 years and
over, it is estimated that between the years 1970 and 2000 this number will
have increased by 92% to almost 2 500 000.

For the most part, increasing numbers of persons aged 65 years and over
can be expected, at least up to the year 1990, in Ireland, Norway, Sweden,
and the United Kingdom (England and Wales), although thereafter a downturn
is forecast by the year 2000. In Czechoslovakia and the Netherlands continuing
increases are expected up to the year 2000, and in Bulgaria and Yugoslavia up
to 1990 and 1986, respectively, these being the last years for which projections
are available from these countries. This is shown in Table 3.

Table 4 shows the life expectancy in the nine reporting countries at birth
and at 65 years of age.

It would appear that the secular trends in life expectancy are complex and
may vary significantly from one country to another. In general, there is an
increase in life expectancy not only at birth but also at 65 years. However,
comparisons with life-tables from earlier periods, at least in the Netherlands,
show that in the last two decades life expectancy at birth for males has not

11



Table 3. Population projections for persons ‘aged 665 years and over

Country

Base-line a
populations

Population projectionsa

Males Females -

Males Females: Males Females

Males Females

" 1970 1980 1990 2000
Czechoslovakia 653 972 772 1144 755 1120 801 1258
Finland 156 262 189 327 190 341 203 336
Netherlands 579 732 654 917 745 1047 752 1114
Sweden 496 618 585 749 614 826 559 804
United Kingdom i
(England & Wales) 2418 3935 2817 4466 2032 4589 2899 4411
1969 1976 1985 2000
Norway 217 280 238 312 272 354 256 333
1966 1976 1986 1996
Iretand? 150 123 155 183 181 194 151 190
1965 1975 1985 1990
Bulgaria 317 390 460 536 521 602 610 703
1948 1965 1975 1986
Yugoslavia 391 512 302 761 438 1012 512 1055

@ Thousands.

b For Ireland more accurate population projections indicate that the combined male
and female total in 1976 was 437 300, and will be 363 900 in 1986.

increased significantly (1951/55, 70.9 years; 1974, 71.6 years) but for females
has increased considerably more (1951/55, 73.5 years; 1974, 77.6 years). This
trend of increase had almost levelled off by 1977. Life expectancy at 65 years
in .the Netherlands has for men: already levelled off, or is even decreasing
(1951/55, 14.1 years; 1974, 13.8 years), but for females it is continuing to
increase (1951/55, 14.9 years; 1974,17.2 years).

' These data from the Netherlands mean that in that country men of 65 years
are, generally speaking, living no longer than they did some decades ago and so
will not, by reason of aging alone, run any greater risk of becoming physically
and/or mentally ill than they did some 20 years ago and so will not as a group
make any increased demand on services. Women, however, are 11v1ng longer and
for that reason alone will be in need of greater health and social services in
old age. Furthermore, women over 80 years of age have a higher morbidity
with respect to physical and psychiatric disorders than do men (16).

These demographic data and trends can be summarized as follows: in most
European countries the aged will for the next two decades increase in numbers

12



Table 4. Life expectancy at birth and at 65 years, with years on which
the life-table was based

Life expectancy at:

Extra life expectancy
gained for those

Country Years birth 65 years reaching 65 years
Males Females Males Females Males Females

Buigaria 1965—-67 68.81 72.67 13.40 14.74 9.6 71
Czechosiovakia 1969 669 735 119 146 100 6.1
Finland 1961 —-65 664 726 114 13.7 11.0 6.1
Ireland 1951,61,66 68.58 72.85 1244 14.65 8.9 68
Netherlands 1970 70.7 765 136 165 7.9 5.0
Norway 1966 —70 71.09 76.83 1386 16.55 7.8 4.7
Sweden 1963 —67 71.72 76.13 1394 16.09 7.2 5.0
United Kingdom

(England & Wales) 1968 —-70 686 749 119 158 8.3 59
Yugoslavia 1968 —69 6391 68.89 11.13 13.77 122 99

and proportion. Old women, who have a greater morbidity than old men, will
increasingly predominate and, as they become dependent, make a dispropor-
tionate and increasing call on the medical and social services. These trends are

likely also to affect the developing countries to a lesser, but more rapidly
increasing, extent during the rest of this century and the early part of the

next.
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MORTALITY AND MORBIDITY IN THE ELDERLY

There is, in general, a great lack of epidemiological data relating to mor-
bidity and mortality in the elderly due to mental disorders. Primary mortality
from such disorders is probably low but they are likely to be a contributory
cause of death or a secondary disease at the end of life.

In order to investigate these questions the Regional Office for Europe in-
vited a number of countries to take part in a study of mortality and mor-
bidity in the elderly, their associations with mental disorders, and the provision
and utilization of psychogeriatric services in the various countries. Nine coun-
tries participated at the national level (Bulgaria, Czechoslovakia, Finland, Ire-
land, the Netherlands, Norway, Sweden, the United Kingdom (England and
Wales), Yugoslavia) and the eight study areas selected for more detailed survey
were: Russe, Bulgaria; Charlottenburg, Berlin (West); Helsinki, Finland ; Dublin,
Ireland; Friesland, Netherlands; Skaraborg, Sweden ; Buckinghamshire, England;
Belgrade, Yugoslavia.

Information was requested on the five principal causes of death for men
and women separately in the age groups 65—74 years and 75 years and over,
together with the death rates per 100000 population. Suicide rates were also
requested where they did not appear among the first five causes.

From the information obtained it was possible to gain some idea as to
whether elderly people were dying from disabling diseases or from sudden
events such as accidents. Not all countries used the same mortality lists in their
reporting so not all of the replies were comparable. Nevertheless, the five
leading causes of death in general included heart disease, cerbrovascular lesions,
and neoplasms, either in total or for specified sites such as the lung, bronchus,
prostate, or breast. Diabetes was mentioned only for the Belgrade study area,
where it was the fourth most common cause of death in women aged 65—
74 years and the fifth commonest cause in the remaining groups.

Where the death rates were given according to the same mortality list the
actual rates could be compared and were found to show considerable differ-
ences (see Table 5).

Ischaemic heart disease, cerebrovascular disease, and malignant neoplasms
were the most common causes of death for Helsinki, Friesland, and Skaraborg,
but ischaemic heart disease ranked lower for Belgrade than malignant neoplasms
and cerebrovascular disease. Pneumonia also appeared among the leading causes,
except in Belgrade. There were, however, considerable differences in the death
rates between the selected areas for the same disease, between males and fe-
males, and between the two age groups.

15



Table 5. Death rates per 100 000 population and ranking order (in brackets)
for the five principal causes of death in four selected study areas

Agegroup . Helsinki _ Friesland Skaraborg Belgrade

Cause of death
{years) Males  Females Males  Females Males  Females Males  Females
66—74 2300(1) 798(1) 1245(1) 614(1) 1410(1) 694 (1} 250 (3) 103 (5)

Ischaemic heart disease
=75 3080 (1) 2583 (1) 2500(1) 1789 (1) 4300 (1) 3701 (1) 416 (4) 402 {4)
6574 580 (3) 358 (3) 364 (3) 345 (3) 376 (2) 356 (2) 365 (2} 398 (2)

Cerebrovascular disease
=75 1798 (3) 2017 (2) 1400(3) 1377 (3) 1549 (2) 1493 (2) 2171(2) 2949 (1)

6574 1500(2) 649(2) 972 (2) 538(2) 240 (2} 245 (3) 683 (1) 424 (1)

Malignant neoplasms
275 2710(2) 1402 (3) 1999 (2) 1491 (2) 490 (4} 574 (4) 2605{1) 922(3)

6574 * * 153 (5) n (5) 167 (4) 103 (5) " *

=75 96814) 639 (':3) 646 (5) 525(5) 1028 (3) 817(3) . *
DR bronchitis, influenza

Pneumonia?

@ ¥ results incomplete,

Five of the participating areas were able to supply details on suicide rates
(Table 6). At ages 65—74 years the suicide rate for men was higher than that
for women in each area. At ages 75 years and over, however, the rates were
higher for males in Helsinki, Friesland, and Skaraborg, but in Buckinghamshire
women aged 75 years and over had the highest suicide rate of the four sex and
age groups for that area. It should be noted that Buckinghamshire was also dis-
tinguished by having a very high proportion of women aged 60 years and over
living in one-person-households. -

Studies are needed to elucidate the causes of the slow decrease in suicide
rates in older men and the increase in these rates in older women in various
countries. Another reason for studying in detail suicide in the aged is that,
although there is no close correspondence between suicide rates and admission
rates at different ages, suicide rates in old people may be considered at least a
rough indication of the state of mental health prevailing in an aged population.
Elderly people who commit suicide have usually been psychiatrically disturbed;
several studies have shown that over one-half were depressed at the time of the

Table 6. Suicide rate per 100 000 pdpulation for elderly peoplé
in five selected study areas

Charlotten- L. . Buckingham-
Sex  Age group burg Helsinki Friesland Skaraborg shire
Males 65—74 73 80 44 33 29
>75 104 . 28 53 16 19
Females 65—74 40 21 19 - 8 7
>75 ' © 16 43 33
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act and a smaller proportion suffered from brain syndromes. Physical illness
is also an important contributory factor. Apart from psychiatric and physical
illness, social factors also are known to be often closely related to suicide,
the clearest associations being with marital status, living alone (particularly if
this is the result of a recent bereavement), and, to some extent, lack of employ-
ment and lack of status. These factors may not, however, be universal, for
in studies undertaken in the USSR? the incidence of factors such as marital
state, poverty, retirement or unemployment, and isolation from family mem-
bers did not differ significantly in a group of mentally healthy individuals and
in patients with mental disorders although loneliness, particularly in men, was
clearly a factor leading to the hospitalization of mentally ill patients.
A WHO Scientific Group on Psychogeriatrics (5) stated in its report,

“It may be noted that where national mental health surveys are carried out with
the aim of obtaining prevalence rates for all kinds of mental disorder, rates for dis-
orders of old age tend to be underestimated. Surveys of this kind have produced
estimates of the prevalence of senile dementia and arteriosclerotic psychosis, per
1000 persons, varying from 0.3 in one country to 1.5 in another. Although these dif-
ferent rates may to some extent reflect real differences, they prebably result mainly
from the methods employed. There has been a tendency not to record milder dis-
orders, such as neurosis, personality deviation, alcoholism, and mild or moderate
degrees of dementia; probably only the most severe psychoses and dementias are
recorded.

By contrast, more intensive surveys limited to the aged carried out in Europe
and Asia have shown that the prevalence rate of moderate or severe dementia may be
as high as 5% or more of the population over 65 years of age. Other data indicate that
more than 10% of the aged over 65 years suffer from some degree of dementia . . .

As regards neuroses, field surveys have confirmed the results of studies made in
general practice — namely, that neurotic symptoms are common among old people,
and may cause considerable disability by restricting mobility, social interaction and
enjoyment of life. Much neurotic illness — and even more serious mental illness —
appears to pass unrecognized, possibly because in old age attention tends to be
focused on physical illness, or because apathy, depression or hypochondriasis are
regarded as inevitable accompaniments of aging.”

Clearly, such data must become more available both for institutionalized
elderly mental patients and for mentally impaired old people in the community.
The necessity of obtaining comparable data for more or less the same stage of
social, economic and industrial development in order to be better able to
analyse etiological factors, to evaluate certain types of treatment (therapy,
care, secondary prevention, etc.) was stressed in this report (5), which noted
“an urgent need for more research on the methodology of epidemiological
surveys amongst the aged so that the comparability of surveys may be im-
proved, the rate of progress of brain syndromes assessed, and the influence of
social, cultural and other factors explored”.

It was to meet that need, at least in part, that the WHO Regional Office
for Europe encouraged the development of small-scale statistical studies in
limited but defined areas of Member States. These studies have the double
objective of providing each country participating with a completed study

@ Personal communication from Professor E.W. Sternberg.
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on one part of its national territory and of testing a methodology for data col-
lection which has been agreed upon by the participants, and which it is hoped
will be useful to other countries or to other parts of the same country. ‘
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v

THE CLASSIFICATION AND SEVERITY OF
PSYCHIATRIC DISORDERS IN OLD AGE

Before turning to the results of the epidemiological pilot study reported
here, it is only proper to acknowledge that amongst the problems that epi-
demiological studies have to overcome is the lack of a generally accepted and
used system of classification of mental disorders in old age.

The WHO Scientific Group on Psychogeriatrics (5) proposed a scheme to
specify the conditions belonging to the area of psychogeriatrics knowing, how-
ever, that not all of the categories in this scheme would find a separate place
in an international classification of diseases.

The scheme is as follows.

1. Atrophic senile psychosis
(@) (mild) psycho-organic syndrome
(b) moderate senile dementia
(c) severe senile dementia

2. Arteriosclerotic psychosis and other cerebrovascular diseases
(@) mild psycho-organic syndrome
() moderate psycho-organic syndrome
(¢) severe psycho-organic syndrome

3. Acute confusional state

4. Presenile dementia
(@) Alzheimer syndrome
(b) Pick’s disease
§S.  Affective psychosis
(@) late depression
(b) late mania
6. Schizophrenia
(@) late schizophrenia

7. Paranoid syndrome (paraphrenia)
8. Neurosis (acute psychogenic reaction, reactive development)

9. Changes of personality occurring in old age

The main categories, with the exception of category 3 (acute confusional
state), are all to be found in the eighth (1965) revision of the International
Classification of Diseases (ICD) (7). Category 3 and also the different degrees
of psycho-organic manifestations in categories 1 and 2 have by now been taken
into consideration in the ninth (1975) revision of the ICD.
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If possible, the degree of deterioration should be recorded in epidemiolog-
ical studies, at least as mild, moderate, or severe, because within one nosologicat
entity (the chronic brain syndrome or atrophic senile psychosis) cases of mild
impairment seem to occur that show little or no further deterioration, and they
may constitute a special group which ought not to be included under the heading
“senile dementia”.

The recording of degrees of severity will also increase the value of epidemi-
ological studies by making it easier to study the natural history of illnesses and
by permitting more accurate estimates of hospital bed requirements; this addi-
tional detail could be of value in connexion with the primary prevention of
these illnesses.

It might be argued that the categories “mild”, “moderate”, and “severe”
are imprecise and that more use should be made of standardized tests for in-
tellectual deterioration. There is, however, often no relationship, and some-
times an inverse relationship, between the degree of intellectual deterioration
and the amount of behavioural disturbance associated with these organic psy-
choses, and it should be noted that categorization as mild, moderate, or severe
is intended ‘usually to refer to the total or global effects of the illness and not
only to intellectual deterioration. It was for this reason that in the survey here
reported behavioural deficits were separately defined and tabulated.
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VI

THE AGED POPULATION, SERVICES FOR THE ELDERLY,
AND SERVICE UTILIZATION IN EUROPE: FINDINGS
OF A STUDY IN EIGHT SELECTED STUDY AREAS

As already mentioned (see p. 15), nine countries and eight selected study
areas participated in a Regional Office study concerned with the welfare of el-
derly people in Europe. The first part of the study was conducted at the national
level and investigated the size and rate of increase of the aging population, the
possible future size of the geriatric component, and the chief causes of death in
the elderly. In addition, information was collected about the numbers of old peo-
ple living alone, as well as details about the services available to old people, the
staffing of these services, and the extent of ambulatory and inpatient facilities.

The second part of the study concentrated on the selected study areas,
repeating at the local level the collection of information corresponding to that
supplied at the national level in the first part of the study, and also undertaking
a detailed social and medical examination of random samples of old people
attending ambulatory services or in residential care in the study areas.

Each country also described the main sociodemographic features of their
selected study area because this was, of course, highly important in any at-
tempt to understand the environment where illnesses developed and to which
hospitalized patients would have to return when discharged.

METHODOLOGY

The conduct of this study was not as rigorous or controlled as the designers
would have wished. A probability sample could not be obtained and a target
sample size was worked out for each area according to the number of beds or
places available in the facilities concerned. Furthermore, the sample size had
to be restricted so that examination of the sample did not impose too great a
burden on those who volunteered to carry out the survey. Although it was ap-
parent that the survey would not provide exact statistical data, it would give
some idea of the kind of people making use of various services, and indicate
methodology for inquiry and analysis that would be useful to countries wishing
to carry out investigations of their own services using total population or
probability samples. ‘

For the same reasons, it was thought undesirable to express results as rates,
as these might be taken by countries as desirable norms, a matter on which no
pronouncement could be made.
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The patients were examined either by psychiatrists or other physicians or
by medical students under the guidance of a physician. Those attending old
people’s clubs were assessed by the person in charge, usually a nurse. Hence,
the results of the examinations were the cons1dered opinions of trained health
service professionals of one kind or another.

Three questionnaires (data sheets) (see Annex), differing slightly in con-
tent, were provided for:

(1) persons resident in hospitals or homes;
(2) persons admitted recently to hospitals or homes; and
(3) persons attending outpatient clinics, day hospitals, and day centres.

The questionnaires were designed to answer such questions as whether the
patient had a home to return to and some community contacts that would make
maintenance in the community more feasible and whether the patient had
some financial resources or had recently performed some full-time or part-
time paid work. The likely ability of the patient to live independently was
explored by questions relating to his or her domestic capability, his or her
activities in the institution, and the extent of personal help or care required for
washing, bathing, feeding, visiting the toilet, etc. A list of physical handicaps
likely to be encountered in the elderly was drawn up and a check-list of diseases
of five systems provided. An estimate of intellectual deterioration was asked
for, and also whether the subject showed any adverse personality traits or be-
havioural abnormalities that could make acceptance in the home or community
unlikely. Similarly, a checklist of psychiatric disabilities was prepared.

A final question concerned the appropriateness of the placement of
patients, and in turn the extent to which admission to a particular institution
is determined by expediency rather than by need.

One criticism that can be made of the study is that 1t does not include
persons being cared for by general practitioners, private psychiatrists, or in
private institutions, who in some countries might constitute a large part of the
service demand. It is, however, difficult to persuade general practitioners and
private psychiatrists to take part in surveys of this sort.

SOME DESCRIPTIVE DATA FOR THE SELECTED STUDY AREAS
(AS SUPPLIED BY PARTICIPANTS)

Russe, Bulgaria -

Russe is one of the 28 administrative districts of Bulgaria; the population
in 1970 was 287 981. Altogether; 53% of the population lived in Russe itself —
one of the three towns and 75 villages in the district. In the 10-year period
1960—69, the population increase per 1000 population in the villages (Russe,
2.2; Bulgaria, 3.5) was much less than that occurring in the towns (Russe, 9.1;
Bulgaria, 11.3), a phenomenon that increases the proportion of old people in
the rural population. The employment rate for the district of Russe is higher

22



than the national average. Industry and agriculture account for 36% and
39% of the employed population, respectively.

Charlottenburg, Berlin (West)

The selected study area comprises three parts: a “down-town” region, part
of a “garden city”, and a district of subsidized housing built 10 years ago for
people having relatively low incomes. About 129 000 people work in the study
area, and all social classes are represented, but not all of these people live
within it. Some employed residents work outside the study area.

Helsinki, Finland

The capital of Finland since 1812, Helsinki has a population of about
half a million people. Its recent rapid expansion, which shows signs of coming
to a halt, has been accompanied by intense building activities such that during
the 1960s almost 6000 new homes were completed in the urban area. The
number of flats has steadily decreased, and, whereas in 1910 each flat had
4.8 residents, in 1965 each had only 2.8 residents.

Dublin, Ireland

The selected area includes part of the suburbs of the City of Dublin, also
an old municipal housing estate, a new municipal housing estate, and an area
scheduled for both industrial and housing development. A small rural area is
also included. Generally, the area includes a majority of low socioeconomic
groups.

Friesland, Netherlands

The total population, almost half a million, is distributed by size group
of localities as follows:

No. of locadlities Percentage of population

50000 — 100000 1 : 16.3
20000 — 50000 1 4.2
10000 — 20000 3 8.4
5000 — 10000 6 8.8
2000 - 5000 17 9.9
1000 — 2000 40 11.1
0~ 1000 375 254
scattered houses 159
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Since 1960 the proportion of the population employed in agriculture has de-
creased while that in industry and construction has increased. Approximately
32% of the population is employed and is distributed as follows: agriculture,
22.7%; manufacturing industry and constructlon 34.9%; commerce and trans-
port, 20.6%; other services, 21.8%.

Skaraborg, Sweden
The population numbers approximately a quarter of a million, and the

population density is 33 persons per km?. The distribution of the population
by size group of localities is as follows:

No. of localities Percentage of population
10000 and over _ 4 28.8
2000 — 10000 : 11 ‘ 17.9
1000 — 2000 S 7 ‘ 3.7
500 — 1000 16, | L 4.2
200 - 500 . - 34 1 ‘ 45
0-— 200 — . 40.1

Buckihgllmshire, England

This is basically a commutmg area from where a large proportlon of the
work force travels and returns each day. Social mobility is high and the popula-
tion is expanding rapidly, especially in the southern part where many people
are being rehoused from clearance areas in London. As a result, there is con-
siderable underprovision of all social facilities. )

Bélgrade, Yugoslavia

It was reported oniy that the selected area was the narrow urban area of
Belgrade, the suburbs of the city being excluded.

DEMOGRAPHIC INFORMATION

Of the countries or areas participating in this survey eight were able to
carry out the examination of individuals, but before the results of that survey
are given there appears now further and more detailed demographic informa-
tion about these selected study areas.
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Population structure

Table 7. Location and population of study areas
seiected for detailed survey

Population
Country or area Study area _aa _
Y All ages 60—69 70—79 80 years
years years and over
Bulgaria District of Russe 273226 22954 10305 2865
Berlin {(West) Charlottenburg 198558 - 32389 21707 8163
Finland Helsinki City 523677 48709 23622 6835
Ireland Dubiin, south-western
county and part of
south-western city 167 660 9840 3810 987
Netherlands Province of Friesland 527749 46011 30229 12647
Sweden County of Skaraborg 257301 29345 19310 6938
United Kingdom Buckinghamshire, except
urban district of Eton 361240 31730 10200 14 450
& Beaconsfield and (70—74 (75 years
rural district of Eton years) and over)
Yugoslavia Belgrade 598346 43806 22367 5290

The population distribution of people aged 60 years and over is given in
Table 8.

With the exception of Charlottenburg, Berlin (West), which has an excep-
tionally high proportion of aged people, and that part of Dublin, Ireland, re-
ported as having an exceptionally low proportion of aged people, all other areas
show that 10%, plus or minus 2%, of the population is over the age of 65 years,
and 1.5%, plus or minus 1%, is over the age of 80 years.

Because of the higher morbidity in the very aged group of females it is
important to examine the age distribution of the population by separate
sexes (see Table 9).

For all ages only Helsinki (1.2) and Charlottenburg (1.3) show any sig-
nificant excess of females over males. At age 60 years and over, however, only
Russe (1.1) and Skaraborg (1.1) have roughly the same numbers of males
and females, whereas in Charlottenburg (2.1) and Helsinki (2.1) there are
twice as many women as men. At age 85 years and over the sex ratio of females
to males increases to 4.4 in Helsinki, 2.9 in Charlottenburg, and 2.7 in Dublin.
In contrast, the ratio remains very stable over the six 5-year groups in Fries-
land, Skaraborg, and Belgrade.

From Table 9 it can be calculated that for the eight study areas taken as
a whole the female/male sex ratio for all ages is 1.07. At 60 years and over
the female/male ratio rises to 1.43. For the age group 75 years and over the
female/male sex ratio rises to 1.72, and for the age group 85 years and over
it reaches 1.88 females to each male.
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Table 8. Population distribution by age
in study areas selected for detailed survey

60—69 Over ~ Over 70-79 Over

Study area years 65years 70 years years 80 years
Bulgaria (Russe) - 8.40 8.42 4.80 3.77 1.05
Berlin (West) . 1

(Charlottenburg) 16.31 22.77 15.0 10.93 4.11
Finland (Helsinki) 9.30 9.94 5.8 4.51 1.30
Iretand (Dublin) 5.87 5.63 29 2.27 0.59
Netherlands

(Friesland) 8.72 12.31 8.1 5.73 2.40
Sweden (Skaraborg) 11.40 7.60 10.2 7.50 2.70
United Kingdom

{Buckinghamshire) 8.78 10.67 6.8 2.822 4000
Yugoslavia {Belgrade) 7.32 8.21 4.6 3.74 0.88

2 70—75 years.

b Over 75 years.

Social isolation

The nearest estimates of the number of people living alone are given by the
number of single-person households in the national census of population. These
data were available for Russe, Buckinghamshire, and Friesland (Table 10). .

The percentages only give an idea of order of magnitude since they are for
different age groups, but the data for Buckinghamshire indicate the effects of
the excess longevity of women since after age 60 years more than one in five
of these women are living alone. These numbers are based on the numbers
having state retirement pensions, which are payable at 60 years to women but
not until 65 years to men. : ‘

Marital status

Marital status may also give an indication of which people are likely to be
living alone since it may be supposed that single, widowed, divorced, and
separated people are more likely than the married to be in this category (see
Table 11). o

The totals on which the percentages in Table 11 are based are those
shown in Table 9. ' ‘

In Dublin, Friesland, and Skaraborg more than half of males and females
are unmarried; the same is true for women in Charlottenburg. In Dublin
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Table 9. Numbers of people aged 60 years and over in selected study areas
by sex, 5-year age group, and sex ratio

T Total for Age groups
otal
Study area Year Sex  fllages)  SQyears 60—64 65—69 70-74 75-79 BO—84 85 years
and over years  years years years years and over
Russe 1965 M 137589 16868 6535 4 666 2792 1681 903 291
F 135637 19256 6567 5186 3492 2340 1198 473
F/M 0.99 1.1 1.0 1.1 1.3 14 13 1.6
Charlottenburg 19797 M 86912 20000 6260 5587 3796 2292 1401 664
F 111646 42259 10784 9758 8713 6906 4170 1928
F/M 13 21 1.7 1.7 23 3.0 3.0 2.9
Helsinki City 1971 M 233373 25275 10449 7023 4188 2257 964 394
F 290 304 53891 17646 13591 10460 6717 3728 1749
F/M 1.2 2.1 17 1.9 25 30 39 44
Dublin (south- 197 ] 82668 6490 2464 2123 1045 565 192 101
western county F 84992 8147 2792 2461 1317 883 425 269
and part of — T .
south-western city) F/M 1.0 13 1.1 1.2 1.3 1.6 22 27
Friesland {province) 1970? M 263858 41100 11427 10366 7959 5729 3568 2061
F 262891 471787 12515 11713 9471 7070 4302 2716
F/M 1.0 1.2 1.1 1.1 1.2 1.2 1.2 1.3
Skaraborg County 19707 M 130359 26765 7949 6757 5390 3682 1958 1029
F 126942 28828 7578 7061 5922 4316 2560 1391
F/M 1.0 1.1 1.0 1.0 1.1 1.2 1.3 1.4
e ———
Buckinghamshire 1966 M 179820 24410 8790 6190 4160 5270
{parts of county) F 181420 31970 9050 7700 6040 9180
F/M 1.0 1.3 1.0 1.2 1.5 1.7
———
Belgrade 1967 M 293235 29870 9350 8361 6033 33156 221
F 305111 41593 13018 12477 8402 4617 3079
F/M 10 14 14 1.4 14 1.4 1.4

2 December.

Table 10. Single-person households in three study areas

selected for detailed survey

Buckinghamshire

Russe Friesland Mal F |
(60 years (65 years ales emales
and over) and over) (65 years (60 years
and over) and over)
Numbers in single-person
households 2433 11010 1720 7 140
Total population 36124 64 945 15620 31970
Percentage in single-person
households 6.7 17.0 11.0 223
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Table 11. Total percentages of single, widowed, divorced, and separated
people aged 65 years and over, by 5-year age groups in six selected study areas?

Age groups
Study area Sex Alt ages 6064 65—69  70-74 75-79 80—84  B5years
years years years years years and over
Russe M 417" 8.2 138 21.6 34.9 49.9 §7.7
F 405 25.7 372 52.5 68.8 80.6 94.7
' S — T e
Charlottenburg M 454 145 17.8 228 34.9
F 58.2 - 532 617 746 88.4
Dublin M 66.2 16.9 28.4 35.0 475 65.6 703
F 64.8 394 496 - 647 78.4 88.0 91.8
Friesland M 55.2 147 196 290 415 59.3 775
' F 54.7 284 374 49.1 66.3 80.0 914
\/\/"\—/
Buckinghamshire M 470 124 184 238 435
F 476 31.8 4386 61.4 76.4
e ittt
Skaraborg M 628 25.0 283 33.2 432 54.7 73.1
F

515 33.0 45.1 57.9 71.8 83.2 940

4 No data available for Helsinki and Beigrade.

it is a high excess of single people, amounting to 64.5% of men and 59% of
women, that is responsible for the high proportion of unmarried in that city.

Table 11 shows particularly that the proportion of unmarried people in-
creases sharply with increasing age and that it is higher for females than males
in all age groups, this being a reflection of the higher male mortality rate.

PROVISION OF SERVICES FOR OLD PEOPLE

The problems of mentally ill old people are those confronting all old
people with, in addition, those of the mentally ill. Services for these people
may take the form of social and economic benefits and of personal services
rendered to them, and in both cases the provision or absence of these services
may determine whether an old person can be managed in the community even
when somewhat deteriorated mentally. Among benefits available to old people
in the reporting countries are national old-age pensions, occupational retire-
ment pensions, widows’ pensions, supplementary pensions, and free medical
care. These are provided by all the countries, while subsidized housing, age-
linked tax reductions, and free or reduced fares on public transport were avail-
able in several of them. The wide range of services available to old people
living at home is indicated in Table 12. While some of these services are purely
medical, others, such as domestic help and “meals-on-wheels”, help the elderly
person to maintain independence, diminish loneliness, and lessen feelings of
isolation.
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Table 12. Services available to old people at home in selected study areas

Service Russe Charlottenburg Helsinki Dublin Friesland Skaraborg Buckinghamshire Belgrade?
1. Visit from psychiatrist X x x x x X x R
2. Visit from social worker x x X x x x x x
3. Visit from health visitor x x x x x
4. Visit from psychiatric
social worker X x x x x X X
5. Home nursing care X X X x X X X X
6. Suicide prevention x X x X x x
7. Alcoholics Anonymous
or outpatient clinics x x x X x X
8. Inco_ntinem laundry
services x X tox
9. Domestic helps x x x X x X X
10. “Meals-on-wheels” x x X x x
11. Vitamin or food
supplements X x X
12. Sheltered housing x x x x
13. Subsidized holidays X x x x X
14. Legal aid X X X X X x X
156. Help with tax returns x X x
16. Social clubs b3 x X X x X
17. Neighbourhood groups x x x x

4 R, restricted.

It might be expected that this wide range of community services would be
more likely to be found in urban rather than rural areas. This was not the case;
Friesland and Buckinghamshire provided as many services as Charlottenburg,
Helsinki, and Dublin, while Belgrade provided as few as Russe and Skaraborg.

The services least frequently provided were telephone assistance, an incon-
tinent laundry' service, provision of vitamin or food supplements, and availa-
bility of sheltered housing. All districts provided home visits by psychiatrists
and psychiatric social workers, and a home nursing service.

Responsibility for the services lay with a wide range of statutory and
voluntary authorities. In Buckinghamshire, for instance, which offers 15 of the
17 services, the local government authority was (before 1974) responsible for
health visitors, home nurses, domestic helps, and subsidized holidays for the
elderly. The local hospital service was responsible for visits from psychiatrists
and psychiatric social workers, and these two authorities were jointly respon-
sible for visits from social workers and psychiatric domiciliary nursing services.
Sheltered housing was the responsibility of a different, and smaller, unit of
local government, and ““meals-on-wheels” were provided by a voluntary agency,
as were a suicide prevention service, Alcoholics Anonymous, and legal aid
through the citizens’ advice bureau. Social clubs and neighbourhood groups
were organized by churches and other voluntary organizations.

Inferences that can be drawn from this information about the availability
of services are very limited. The data do not refer to the frequency, content,
or quality of the services offered, nor is anything known about the degree of
acceptance or use of these services. However, there seems little doubt that there
is in most communities a potential for useful and willing service for old people,
but it needs to be properly organized and requires coordination. Where many
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services are available information about them must reach the old people; they
must be encouraged to make use of and to participate in the services provided
for them.

ORGANIZED AMBULATORY SERVICES FOR PATIENTS
AGED 65 YEARS AND OVER

Information about ambulatory services was asked for under the headings
shown in Table 13. This table shows that various kinds of ambulatory service
exist in the selected areas but the data are extremely fragmentary. This high-
lights the importance of accurate, widely disseminated information because it
is essential for all those working in the field to know, for example, what
alternatives to psychiatric hospitals exist for the care of old people or what
support can be given to them in the community when they have left inpatient
or other residential care. :

It is impossible for health personnel in one country, let alone those in dif-
ferent countries, to know to what extent services given similar names (such
as “outpatient clinic”, “day hospital”, or “day centre”) are carrying out the
same functions. Four of the selected study areas were able to provide more
detailed information about this, and this is shown in Table 14.

Table 14 gives more details about the availability and extent of the services
provided. In those study areas where both day hospitals and day centres are
provided there is little significant difference between the service given by each
kind of facility. Indeed, from Dublin no differences are reported while in
Helsinki only the absence of facilities for hairdressing and shaving in day
centres, and in Buckinghamshire the absence of bathing in day centres, distin-
guishes the centres from each other. It could be assumed, although this was not
asked for, that day hospitals provide some kind of medical and nursing input
that is not available to those attending day centres. ‘

ORGANIZED RESIDENTIAL CENTRES FOR PSYCHOGERIATRIC PATIENTS
AGED 65 YEARS AND OVER

The selected study areas were asked to give information about their pro-
vision of differentiated and undifferentiated residential care. By the former is
meant special wards or units reserved for old people in which it will be possible
to relate the staffing pattern to the numbers of patients. Undifferentiated
care is that in which all age groups are treated together so that it is impossible
to relate the numbers, or variety, of staff to the numbers of elderly patients.

Friesland has the largest number of people aged 65 years and over and
aged 70 years and over; it will be recalled that the population as a whole is
distributed mostly in villages and even in single dwellings. In this situation the
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Table 13. Organized ambulatory services for those aged 65 years and over in study areas?

Type of facility Russe Charlottenburg  Helsinki  Dublin  Friesland Skaraborg Buckinghamshire Belgrade
(23 000) (45 000) (52000) (9000) (65000) (40 000) (39000) (49 000)
. .. 364 500 1,280
Outpatient clinics attend - 3 (nk) X attend 1 (nk) - attend
) _ 2 (45 _ _ 1 (20
Day hospitals X v places) X 2 (60 places) places)
Day centres - 823 attend 2 (80 X 10 (nk) — - -
places)
320 »
Clubs attend — X X X — X —
Psychogeriatric _ _ _ « _ _ _ 1,150
assessment centres attend
Rehabilitation _ . = X _ _ _ _
centres
Occupational _ _ _ x _ _ 4 (nk) _
therapy centres
Work activities - — - X - - - -
Others:
family assistants - — - — 2000 — — -
public health _ _ _ _ 150 _ _ _
nurses

I

@ _ No information supplied; nk, numbers attending not known; x, service exists, no details known.
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Table 14. Types of service given to elderly people in day hospitals, day centres, and clubs

in the selected study areas

Type of service Russe [Charlottenburg| Helsinki Dublin Friesland | Skaraborg | Buckinghamshire Belgrade
{23 000) (45000) (52000)? | (9000)? | (65000)? | (40000) {39 000) {49000) -
Day hospital
(a) No. of hours per week open 30-40 28 40 25
(b) Usual number of times per week
- patients attend 2-5 5 2-5 2-5

{c) Range of hours per day

patients stay 4—-8h 5—6h 0%h00—17h00 | 0Sh00-—-14h00
{d) Transport provided partly bus or taxi yes no
(e) At least one substantial meal

provided yes yes yes yes
{f) Baths and assistance available yes yes yes yes
{g) Shaving, haircutting, and

dressing available yes yes yes yes
(h) Keep-fit, games, and exercise

provided yes yes yes yes
Day centre
{a) No. of hours per week open 40 nk 40 37%
{(b) Usual number of times per week ‘ -

patients attend - 5 nk .nk 3 days
{c) Range of hours per day -

patients stay " 5—-8h nk nk 09h00 —16h00
{d) Transport provided no bus or taxi nk for 256%
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Table 14 (contd)

Belgrad:]

Type of service Russe | Charlottenburg { Helsinki Dublin Friesland | Skaraborg | Buckinghamshire
(23 000) (45000) (52000)¢ | (9000} | (65000)? | (40000) (39.000) {49 000)

Day centre (contd)
{e) At least one substantial meal

provided yes yes in some yes
(f} Baths and assistance available yes yes no no
(9) Shaving, haircutting, and

dressing available no yes in some yes
(h) Keep-fit, games, and exercise

provided yes yes yes yes
Club
(a) No. of hours per week open 60 na nk
(b) Usual number of times per week

patients attend - 6 na nk
{c) Range of hours per day

patients stay 10 na nk
(d) Transport provided no no nk
{e) At least one substantial meal

provided no no yes
(f) Baths and assistance available no no yes
() Shaving, haircutting, and

dressing available no no yes
{h) Keep-fit, games, exercise

provided no yes yes

a na, not available; nk, not known.



problem of old people is being met mostly by wards in geriatric hospitals and
by old people’s homes or hostels; relatively small numbers are in psychiatric
care. Helsinki and Belgrade, with similar numbers of old people, differ con-
siderably from each other in their provisions for the elderly; the numbers in
psychiatric hospitals are very different (Helsinki, 591; Belgrade, 270) and in
Helsinki there are three times as many places in old people’s homes or hostels.
The use of boarding-out in family care as a means of retaining old people in the
community is reported only from Helsinki.

The selected study area in Dublin has perhaps the widest range of types of
service, and in particular has a psychiatric assessment unit of 50 beds. There is
a similar unit, the size of which is unknown, in Belgrade. The importance of
these units is that old people may be given thorough psychiatric and somatic
examination before being assigned to a particular service, which may account
for the type of distribution found in Dublin. : ‘

Table 15. Facilities for inpatient tréatment and care of old people,
" and approximate numbers of residents aged 65 years and over?

Type of facility Russe Charlottenburg Helsinki Dublin Friesland Skaraborg Buckinghamshire Belgrade

{23000) (45000) {52000} (2000) (65000} (40000} .{39000) (49 000)

(a) Psychiatric hospital | 54 240+ s91 18 956 180 - 390 190
(b) Psychogeriatric unit or

wards in general hospital - - - 230 - - 24 80
{¢) Ward in geriatric hospital - - 235 495 1213 - - -
{d) Ward in chronic or

long-stay hospital - 141 — 480 - - - -
{e) Psychogeriatric assessment . ‘

unit - - - 50 - - - na
(f) Other medical establishment - - - - — - — -
{g) Mental nursing home na 132+ - - 793b - - -
{#) Old people’s home or hostel 110 1119 2526 322 © 6000 - 708 820
{i/} Sheitered housing - 1115 1887 80 - - ‘ 2000 -
{) Combination of types /2 &/ - 96 - — — - - —
{k} Boarding out in family care - - 603 - - - - -
(/) Others 1 - - - - —- - _

2 __, no information given; na, data not available.

b Severely demented aged are cared for in facilities of types 2 and g.

The most striking conclusion to be drawn from the information in Table 15
is that in most of the selected areas the alternative for old people who cannot
remain in family care. or look after themselves is the psychiatric hospital or
the old people’s home. ‘
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STAFFING RATIOS IN DIFFERENTIATED CARE

For some of the units of differentiated care the staffing complements were
given, and although staffing ratios are notoriously difficult to analyse and inter-
pret they are none the less of interest.

It must be kept in mind that nurses usually work a three-shift system, so
that the numbers of nurses in wards at any one time may be only one-third of
that shown in Table 16 and the staffing ratio will be three times that shown in
the table.

There are considerable differences between the same type of service in
psychiatric hospitals but in Helsinki, which is the only study area where
staffing ratios are reported for three different kinds of service, there is perhaps
surprisingly little difference between the three. In the old people’s home, the
ward in the geriatric hospital, and the three psychiatric hospitals the patient/
physician ratios are 50, 59, and 47, respectively; the patient/nurse ratios are
1.3,2.3, and 2.8; and the patient/other staff ratios are 5.4, 5.8,and 4.5.

Table 16. Staffing ratios in certain types of differentiated care
for people aged 65 years and over?

R Numbers of personne! No. of patients to each:
Type of service Patients - —
Physicians  Nurses Others Physician  Nurse Other
1. Psychiatric hospital
Charlottenburg 280 7or8 80 6or? 37 35 43
Helsinki
Hesperia 149 4 87 17 37 2.2 8.8
Roykka 168 2 46 54 84 3.7 3.1
Sanerva {private} 13 1 8 3 13 1.6 4.3
Skaraborg 180 2 12 54 90 15 3.3
Buckinghamshire 140 2 na (4] 70 na [}
Belgrade 130 6 24 1 22 54 130
2. Psychogeriatric unit
Buckinghamshire 20 2 18 3 12 1.1 6.7
part-time
3. Ward in geriatric hospital
Helsinki 235 4 103.5 40.5 59 2.3 5.8
4. Geriatric department in general hospital
Belgrade 80 5 20 50 16 4 1.6
5. Mental nursing home
Charlottenburg 132 6 48 - 22 238 -
6. Old people’s home
Helsinki 2006 40 1563 37 50 12 5.4
Belgrade 820 2 20 50 410 41 16.4

2 na, information not available.
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Information such as this is intriguing but no conclusions can be drawn
from it. More research is needed and data of this kind should be supplemented -
with activity analyses so that conclusions can be drawn as to the role of dif-
ferent kinds of personnel and the work content of the duties they perform.
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VII

SURVEY OF THE EXAMINATION OF SAMPLES
OF PATIENTS IN EIGHT EUROPEAN STUDY AREAS

SELECTION OF SAMPLE OF ELDERLY PEOPLE
FOR INDIVIDUAL EXAMINATION

At a preliminary meeting in Tiibingen in 1971 it was decided that the
following numbers of patients aged 70 years and over should be examined in
each selected study area:

(1) 100 residents in psychiatric hospitals and wards, and 80 residents in
welfare homes on given dates;

(2) all persons received into outpatient and day patient care; and

(3) all persons from a catchment population of 250000 admitted to
residential care, whether as first or subsequent admissions, during a speci-
fied 3-month period (see Table 17).

In addition, information was asked about those received into outpatient or
day patient care who were either living in sheltered housing or attending
clubs for old people.

Biased selection of subjects was eliminated as far as possible.

Table 17. Numbers of patients or clients examined in the eight study areas

Study area Residents Attending Admissions
Russe 143 200 21
Charlottenburg 3156 — 67
Helsinki 260 233 174
Dublin 131 36 65
Friesland 226 — 368
Skaraborg 233 96 81
Buckinghamshire - 8 45
Belgrade 96 89 67

Total 1404 662 888
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DATA COLLECTED FOR INDIVIDUAL PATIENTS

Three questionnaires (see Annex) were used for rating patients or clients who
were in hospital or residential care on a census date, or who during a specified
period were either admitted to residential care or began attending an outpatient
or day care facility. Because the stated object of the psychogeriatric services con-
cerned was to maintain the elderly person in the community for as long as pos-
sible, or to return him to it as quickly as might be, the questions asked were
largely concerned with community contacts, ability to live independently, pres-
ence or absence of somatic and psychiatric illness, degree of intellectual deteriora-
tion, and presence or absence of socially undesirable behaviour. Finally,a general,
nursing, and psychiatric assessment was made from which it could be decided
whether clients were in the facility best suited to their needs, and if not which fa-
cility would serve them better. An assessment could also be made of what services
would be necessary for the client to be maintained in his orher own home.

Much of the detail of these surveys is of purely local interest and in some
instances is available for only a few patients or clients; matter that is not con-
sidered essential for this report has therefore been omitted. The frequency of
visiting by family or friends and the adequacy of personal spending money are
omitted since the information supplied did not lend itself to meaningful
interpretation; similarly, answers to the question about the source of admission
could not be used.

Age/sex profiles were drawn for patients in different types of care in each
country but many of these were based on such small numbers that no useful
purpose would be served by giving them here. :

It was also thought that the answer scale. of several of the questions was
too wide, each point on the scale including too few patients. These scale points
have therefore been homologated in shortened scales. Although definition may
have been lost, broad interpretation is more reliable.

In the tables that follow for each country, resident patients and/or clients
are reported first, then admissions, appropriateness of the place of admission,
and, lastly, the attending patients or clients.

EXAMINATION OF INDIVIDUAL PATIENTS

Russe, Bulgaria

The numbers of patients or clients examined were as follows:

Facility ' No. of residents
Mental nursing home (MNH) 17
0ld people’s home (OPH) 82
Home for infirm people (HIP) 15
Old people’s hostel (OP hostel) 29
Total 143
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Because of the small numbers in each service, patients admitted during a speci-
fied period of 3 months are not reported. In all they totalled 21.

Table 18 shows that those patients and clients over 80 years of age are
over-represented in the MNH and OPH groups; these residents are more likely
than those in the OP hostel and HIP groups to have been living alone prior to
admission.

In all types of residential care only one person in eight had a home to
which he or she might be discharged. Those in the MNH were effectively
abandoned by their relatives and friends, and even in the OPH, one resident
in nine was never visited.

In the HIP two-thirds of the residents were bedfast or chairbound, and
all the others required assistance in walking; in the MNH almost half had
impaired mobility. Men were no more handicapped than women in this res-
pect but half of all people required assistance or were nonambulant. As would
be expected, patients in the HIP group were more dependent than the others;
two-thirds of the HIP group were highly dependent (score, 6 or more), com-
pared with half of those in the MNH group, a quarter of the OPH group,
and only one person in the OP hostel. Men were more dependent than women;
33 out of 57 men and 35 out of 84 women had a dependency score greater
than 1.

The MNH residents had a greater number of physical handicaps than any
other group; one-third of the MNH residents had three or more physical
handicaps.

Half of the residents in the OP hostel and in the HIP had three or more
somatic illnesses, compared with one-third of the MNH residents and no less
than three-quarters of the OPH residents. Men have a higher rate of somatic
illness than women — 42 out of 58 men (72%) and 56 out of 85 women
(65%) score 3 or more on the somatic illness scale — and they are considerably
more handicapped as two-thirds of the men but only one-quarter of the women
score 2 or more on this scale. This doubtless accounts for the higher depen-
dency of men.

Most (14 out of 19, 74%) of the MNH residents were disorientated but so
too were significant numbers of residents in the OPH (31 out of 49, 63%) and
the HIP (4 out of 15, 26%). Disorientation was almost twice as common in
men as in women.

The MNH and OPH groups have, understandably, a greater proportion
of residents with intellectual deterioration. The men are more often demented
than the women; 35 out of 58 men (60%) and 41 out of 83 women (50%)
show some degree of dementia, but men and women are equally often se-
verely demented, 24% of each sex being recorded as moderately or severely
demented. The incidence of abnormal traits is also equal in the two sexes but,
surprisingly, it is in the HIP group that the highest rate of adverse traits is
found (33%).

In this sample the incidence of psychiatric illness is about 25% higher in
men than in women. It is naturally always present in the MNH residents
but a not insignificant number of moderately or severely demented or men-
tally ill people are being cared for in the OPH (24 out of 82) and the HIP (7
out of 15).
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Table 18. Russe (Bulgaria) study area; resident patients and clie‘ntsa

Total numbers Mental nursing Old people’s ' I-!ome for Old people’s
Characteristics home home infirm people hostel

Males Females Males Females Males Females Males Females Males Females

1. Total numbers 58 85 9 8 33 49 7 ) ‘9 20
2. Aged over B0 years 28 - 38 . 6 3 17 26 1 5 4 5
3. Marital status:
single 10 6 - 1 9 4 1 1 -
married 3 4 - - 1 2 1 - - 1 2
widowed/separated /divorced 45 75 9 | 7 23 43 5 7 8 18
4. Household status: . :
alone 26 42 3 2 16 28 3 1 4 1
not alone 27 36 1 4 17 18 4 6 5 9
not known -5 6 5 2 - 3 - 2 - -
5. Residence still available:
yes 7 10 1 1 4 2 1 1 1 6
no 51 7% . 8 7 29 47 6 7 8 14
6. Social isolation: :
visited 36 70 3 2 20 43 6 8 7 17
never visited © 22 15 & 8 13 6 1 - 2 3
7. Mobility:
walks without help 37 56 6 4 24 34 - .2 7 16
walks with help 9 15 2 2 4 10 2 - 1 3
cannot walk 12 14 1 2 ] 5 5 6 1 1
8. Dependsncy:b
score 0 22 46 - 1 15 27 1 1 ;] 17
" 1-5 14 16 4 3 6 10 1 1 3 2
6-12 22 22 5 4 12 1" 5 . 6 - 1
1. Orientation:b . ‘
score 0—2 43 72 4 5 26 41 5 7 8 19
3-5 . 15 14 5 4 7 8 2 Tt 1 1
12. Physical handicaps:b .
score 0—1 ., 38 66 2 5 . 27 35 2 .8 8 18
2 13 13 4 - 5 11 3 - 1 2
3-4 -} 6 3 3 1 3 2 — - -
13. Somatic illnesses:?
score 0—2 ' 16 29 2 4 5 16 4 3 © 5 6
3-5 2 5 7 4 28 33 3 .5 4 14
14. Intellectual deficit: ' '
none 23 44 = - 16 27 — 4 7 13
mild 21 22 3 3 12 n 4 .4 2 4
moderate/severe 14 19 6 5 5 1 3 - - 3
15. Adverse traits:? .
score 0—1 51 74 9 5 29 45 4 "6 .9 18
2-5 7 11 - 3 4 4 3 2 - 2
16. Psychiatric diagnoses: ' ‘ .
none ' 23 44 - - 16 25 - 5 7 14
mild dementia 13 16 - 2 9 8 3 -1 1 5
senile dementia (moderate
or severe} 1 5 - - 1 5 - - - -
arteriosclerotic dementia
{moderate or severe) 17 " 7 4 [ 5 4 1 - 1
other diagnosis 4 9 2 2 1 [ - 1 1 -
2 Total, 143.

b See Annex for details of scoring scale.
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Misplaced residents (Table 19)

In considering the ideal disposition of the residents, present and future
locations have been subsumed under four headings.

(1) Hospital. This includes mental or psychiatric hospitals, units in
psychiatric departments of general hospitals, mental nursing homes,
and other medical establishments.

(2) Home for infirm people.
(3) Old people’s home. This includes homes and hostels for old people.
(4) Own home.

Table 19 shows that 70% of patients and residents are thought to be cor-
rectly placed but also shows the massive shift (35%) of residents from old
people’s homes, mainly to hospitals that would be required to meet the ap-
parent needs of these old people. This implies a substantial degree of mis-
placement, which would involve more than doubling the size of the hos-
pital provision. However, only 4 people out of 164 could be discharged to
their own homes.

Patients or clients attending a psychiatric dispensary, a club for retired men, or
living in sheltered housing (Table 20)

The numbers of patients or clients examined were as follows:

Facility No. examined
Psychiatric dispensary (PD) 131
Club for retired men (C) S0
Sheltered housing (SH) 19
Total 200

Compared with residents these old people still in the community were
younger, more (49% compared with 5%) were married, and fewer (14% com-
pared with 48%) were living alone.

Approximately the same proportion of those in the community (52%) and
of the residents (47%) are fully independent, but only some 10% of those in
the community, compared with approximately 30% of the residents, score
more than 5 on the dependency rating scale, or more than 1 in the handicap
rating scale. Somatic illnesses are, however, more common in the group in the
community (59% score more than 2) than in the resident group.

Almost the same proportion (approximately 43%) of each group show
evidence of dementia but those in the resident group are more severely de-
mented (23% compared with 18% are recorded as having moderate or severe
intellectual deterioration), and adverse traits are twice as common in the
resident group (12%) than in the group still in the community (6.5%).

Only 6 of the SH group and 7 of the C group had a psychiatric illness, and
in only 1 case was it other than mild dementia. In the PD group, however, 53%
had a nonorganic psychiatric diagnosis compared with only 9% of the resident
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Table 19. Russe (Bulgaria) study area; recommended redistribution of patients and clients?

Present accommodation , " Recommended accommodationb
Facility No. No Hospital . Home for -+ Old people’s Own home
change infirm people home

Hospital 27 26 26 - _ 1 -

Home for infirm people 17 13 3 13 _ 1 -

Old people’s home 120 76 37 '3 76 4

Total 164 115 66 16 78 4

Net change : +39 : -1 - -42 +4
(+144%) na : (~35%) na

No change . 70%

- @ Total, 164.

b na, data not available.



Table 20. Russe {Bulgaria) study area; patients or clients attending
a psychiatric dispensary, living in sheltered housing, or members
of a club for retired men?

Psychiatric Sheltered Club for retired
Total numbers s
Characteristics dispensary housing men
Males  Females Males  Females Males Females Males Females
1. Total numbers 132 68 76 55 6 13 50 -
2. Aged over B0 years 21 10 1 5 2 ] 8 -
3. Marital status:
single 2 6 2 3 - 3 - -
married 72 25 51 22 4 3 27 -
widowed/separated/divorced 58 37 23 30 2 7 23 -
4. Household status:
alone 1 16 1 8 1 8 9 -
not alone 120 51 74 46 5 5 41 -
not known 1 1 1 1 - - - -
8. Dependency:b
score 0 80 25 36 22 4 3 40 -
1-5 43 32 32 23 1 9 10 -
6-12 9 11 8 10 1 1 - -
12. Physical handicaps:?
score 0—1 118 61 70 48 6 13 43 -
2 11 7 5 7 - - 6 -
34 2 - 1 - - - 1 -
13. Somatic illnesses:?
score 0—2 80 38 45 36 - 2 35 -
3-56 52 30 31 19 6 1 15 -
14. Intellectual deficit:
none 62 22 17 1" 4 1 41 -
mild 48 26 37 25 2 1 9 -
moderate/severe 16 20 16 19 — 1 — -
15. Adverse traits:?
score 0—1 126 61 7 48 5 13 50 -
2-5 [} 7 5 7 1 - - -
16. Psychiatric diagnoses:
none 47 11 - - 4 1 43 -
mild dementia 34 11 25 10 2 1 7 -
senile dementia (moderate
or severe) 4 ] 4 8 - 1 — -
arteriosclerotic dementia
{moderate or severe) n 10 1 10 - — - —
other diagnosis 36 27 36 27 — - — -
2 Total, 200.

b See Annex for details of scoring scale.

group, but the PD group had fewer (17%) patients with moderate or severe
dementia than did the residential group (24%).

The group in sheltered housing is too small (19 residents) to permit
reliable comparisons with the others. However, comparing the club attenders
with the male psychiatric dispensary patients it can be seen that fewer (54%
compared with 67%) club attenders are married, but more (18% compared with
less than 1%) are living alone. The club attenders are much more independent
(80% compared with 40%, score O on the dependency scale) and they have less
physical illness (30% compared with 41%, score higher than 2 on the physical
illness scale) than the PD patients. However, more (14% compared with 8%) of
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the club attenders than of the PD patients have more than one handicap. In-
tellectual deficit, adverse traits, and psychiatric illnesses are, as would be
expected, much less common in the club attender group.

“Charlottenburg, Berlin (West)

Ambulatory care is very largely given by individuals rather than in organized
outpatient facilities. In 1970 there were 114 family physicians and general
practitioners, as well as 12 psychiatrists and neurologists, in the selected study
area who were not working in psychiatric facilities. They provided most of the
ambulatory geriatric services and visited patients at home.

Resident patients or clients in psychiatric hospital, nursing homes, old people’s
homes, and sheltered housing (Table 21)

The numbers of patients or clients examined in Charlottenburg were as
follows:

. Facility No. of patients or clients
Psychiatric hospital (PH) 60
Nursing homes (NH) 77
0Old people’s homes (OPH) 117
Sheltered housing (SH) . ' 61
Total 31s

In this group, 56% are over 80 years of age and in the OPH group this
proportion rises to 68%. Very few (8%) of these patients and residents are
married and between a quarter and a third in all groups are single. At the time
of admission 43% were living alone.

Approximately 90% of the patients and residents had no home to which
they could return if discharged, and 20% were effectively abandoned by their
relatives.

" In the nursing home group, 52% (compared with 15% in the others) have
a dependency score of more than 5 and 65% of the nursing home group (com-
pared with 20% of the rest) have impaired mobility or are nonambulant. Simi-
larly, approximately 25% of the women in the nursing home group have more
than two physical handicaps and the same proportlon have more than two
somatic illnesses.

Approximatelty 30% of the PH and NH groups (compared with only 6%
of the others) have moderate or severe intellectual deficit and approximately
22% in each of these groups have more than one adverse trait, a finding that is
equally common (15%) in men and women. Moderate or severe dementia is
present in 25% of the PH group and in 39% of the NH group, but in only 12%
of the rest. Nevertheless, it is worthy of note that a further 25% of the OPH
and SH groups suffer from mlld dementia and 12% from a nonorgamc psy-
chiatric illness.
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Table 21. Charlottenburg (Berlin (West)) study area; patients or clients resident
in psychiatric hospital, nursing homes, old people’s homes,
and sheltered housing

Total numbers Psych'.:atric Nursing home Old people’s Sheltgred
Characteristics hospital home housing
Males Females Males Females Males Females Males Females Males Females
1. Total numbers 38 277 8 52 13 64 12 105 5 56
2. Aged over 80 years 17 160 3 28 - 4 37 8 72 2 23
3. Marital status: :
single 9 78 1 14 3 21 3 23 2 20
married 9 15 1 2 5 5 - 4 3 4
widowed/separated/divorced 20 184 & 36 5 38 9 78 - 32
4, Household status:
alone 17 1s 3 28 2 23 8 40 4 27
not alone 21 155 5 24 11 41 4 62 1 28
not known - 4 - - - - - 3 - 1
5. Residence still available:
yes 5 22 2 B8 3 1t - 2 - 1
no 33 255 8 44 10 53 12 103 5 55
6. Social isolation:
visited weekly 16 108 3 22 5 20 7 47 1 20
monthly 4 48 1 6 1 12 - 19 2 12
sometimes 14 65 2 7 5 20 5 20 2 18
never 4 54 2 17 2 12 - 19 - 6
7. Mobility:
fully ambulant 26 191 7 32 6 21 9 86 4 62
walks with help [} 45 - 7 4 20 1 16 1 2
nonambulant 6 41 1 13 3 23 2 3 - 2
8. Dependency:b
score 0 10 44 2 - - 2 4 13 4 29
1-5 18 168 4 26 8 27 6 88 — 27
6-12 10 85 2 26 5 35 2 4 1 -
11. Orientation:?
score 0—2 33 233 5 35 12 42 11 100 5 56
3-5 5 44 3 17 1 22 1 5 - -
12. Physical handicaps:2
score 0—1 28 183 7 40 8 29 9 77 4 37
2 8 67 — 1" 5 21 3 21 - 14
3-4 2 27 i 1 - 14 - 7 1 5
13. Somatic ilinesses:?
score 0—2 34 244 8 49 10 48 12 98 4 49
3-5 4 33 - 3 3 16 - 7 1 7
14. Intellectual deficit:€
none 21 181 4 23 8 30 5} 81 3 47
mild 7 49 1 12 1 13 3 15 2 9
moderate/severe 10 47 3 17 4 21 3 9 - -
15. Adverse traits:?
score 0—1 33 234 4 42 13 48 12 88 4 56
2-5 6 43 4 10 1 16 - 17 1 -
16. Psychiatric diagnoses.
none i1 109 - g 5 15 5 47 1 38
mild dementia 6 56 - 6 1 10 4 28 1 12
senile dementia {moderate
or severe) 13 &7 6 23 3 26 2 13 2 5
arteriosclerotic dementia
(moderate or severe) - 3 — 2 - 1 - - - -
other diagnosis 8 42 2 12 4 12 1 17 1 1
2 Total, 315,

b See Annex for details of scoring scale.

€ 14 not known,
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Misplaced residents (Table 22)

_ In considering the ideal accommodation for patients and residents in
Charlottenburg, present and future locations have been subsumed under six
headings as follows: g

(1) psychiatric hospital or ward (and mental nursing home);
(2) other hospital, including other special hbme;

'(3) nursing home;

(4) old people’s home;

(5) sheltered housing;

(6) own home.

Table 22 shows that 84% of patients and residents are thought to be cor-
rectly placed but the effect of the recommendations made would be to reduce
the psychiatric hospital population by some 25% and to create an increased
demand for nursing home provision of some 14%. Only 4 people out of 315
were thought to be able to return to their own homes.

Admissions to psychiatric hospital, nursing homes, and old people’s homes
(Table 23)

'The numbers of patients and clients examined were as follows:

Facility ‘ No. of patients and clients
Psychiatric hospital (PH) 30
Nursing homes (NH) 17
Old people’s homes (OPH) 20
Total 67

Despite the paucity of admissions shown in Table 23, which makes inter-
pretation and comparison hazardous, it is seen that there is an excessive pro-
portion (60%) of those aged over 80 years, especially among female OPH ad-
missions of whom 70% are over 80 years of age.

Almost one-third of all admissions are nonambulant but more than half of
the hospital admissions, and almost three-quarters of the nursing home admis-
sions, cannot walk unaided. Dependency is also high in both the PH and NH -
groups, of which 60% and 70%, respectively, have a dependency score of more
than 5 points. The' incidence of physical handicaps is approximately the same
in all three groups but the presence of two or more handicaps is twice as com-
mon in women (33%) as in men (16%). Twice as many people in the hos-
pital (70%) and the nursing home (88%) groups as in the old people’s home
group (40%) have three or more somatic diagnoses.

Almost half of the NH group, but only a quarter of the PH group have a
disorientation score of more than 2 points. In the NH and PH groups 76% and
63% of patients and residents, respectively, show some degree of intellectual
deterioration, but moderate or severe intellectual deterioration is present in
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Table 22. Charlottenburg (Berlin (West)) study area; recommended redistribution of patients and clients®

Present accommodation

Recommended accommodation

No Psychiatric Other Nursing Old people’s  Sheltered

Facilit No. h
aciity ° change hospital hospital home home housing Own home

Psychiatric hospital or

psychiatric ward 60 40 . 40 1 13 6 - -
Nursing home 77 67 - 1 67 8 — - 1
Old people’s home 117 101 2 1 8 101 1 2
Sheltered housing 61 58 1 1 — — 58 1
Total 315 266 45 4 88 115 59 4
Net change -15 +4 +11 -2 -2 +4

(- 256%) (+14%)
No change 84%
2 Total, 315,



Table 23. Charlottenburg (Berlin (West)) study area; patients and clients
admitted to a psychiatric hospital, nursing home, or old people’s hame?

Total numbers Psychllatric Nursing home Old people’s
Characteristics hospital home
Males  Females Males  Females Males  Females Males  Females
1. Total numbers 12 55 8 22 1 16 3 17
2. Aged over 80 years 4 36 2 12 - 10 2 14
3. Marital status:
single 2 9 1 4 1 2 - 3
married 7 3 5 - - 2 2 1
widowed/separated/divorced 3 43 2 18 - 12 1 13
4. Household status:
alone 1 20 1 11 - 2 - 7
not alone 1" 35 7 " 1 14 3 10
7. Mobility:
walks unaided 6 129 2 1" 1 4 3 14
walks with help 2 9 2 4 - 2 - 3
nonambulant 4 17 4 7 - 10 - -
8. Dependencv:b
score O 1 5 - 1 - 1 1 3
1-5 5 25 2 9 1 3 2 13
6-12 6 25 6 12 - 12 - 1
11. Orientation:? '
score 0—2 9 a1 6 17 - 9 15
3-5 3 14 2 5 1 7 - 2
12. Physical handicaps:b
score 0—1 10 37 7 15 1 10 2 12
2 2 14 1 6 - 4 1 4
3-4 - 4 - 1 - 2 - 1
13. Somatic illnesses:?
score 02 4 19 2 7 - 2 2 10
3-5 8 36 6 15 1 14 1 7
14. Inteliectual deficit:
none 3 22 1 10 - 4 2 8
mild 3 10 1 3 1 1 1 6
moderate/severe 6 23 6 9 - 1 - 3
15. Adverse traits:?
score 0—1 12 53 22 1 14 3 17
2-5 - 2 — - - 2 - —
16. Psychiatric diagnoses:
none - 1 - — - 1 - —
mild dementia 2 23 1 7 - 4 1 12
senile dementia {moderate
or severe) 8 16 5 6 1 5 2 5
arteriosclerotic dementia
{moderate or severe) 1 10 1 5 - 5 - -
other diagnosis 1 5 1 4 - 1 - —

@ Total, 67.

b See Annex for details of scoring scale.

65% of the NH group and 50% of the PH group. All but one of those in the NH
group have a psychiatric diagnosis. The same proportion in each group (approx-
imately 85%) have an organic psychiatric diagnosis, but moderate or severe de-
mentia is more common in the NH group (64%) than in the PH group (56%).
A nonorganic psychiatric diagnosis is more common in the PH group.
It has to be concluded that the group admitted to the nursing home shows
at least as much, if not more, morbidity and organic symptomatology, and is
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more likely to suffer from moderate or severe dementia, than the group ad-
mitted to the psychiatric hospital.

Helsinki, Finland

Resident patients or clients in psychiatric hospitals, mental wards in geri-
atric hospital, family care services, and old people’s homes (Table 24)

The numbers of patients or clients examined in Helsinki, Finland, were
as follows:

Facility No. of patients or clients
Psychiatric hospital (PH) 111
Mental ward in geriatric hospital (MWGH) 50
Family care service (FCS) 39
Old people’s home (OPH) 60
Total 260

Table 24 shows that 31% of the total sample are aged over 80 years,
but in the OPH the proportion is 66%. Few (7%) in the FCS or in the OPH
are married. In the FCS almost half of the residents are single, as are a third
of the PH patients and one-fifth of the MWGH patients. Altogether, 42% of
those in the FCS and OPH, compared with 21% in the PH or MWGH, groups
live alone. Only 2 men and 19 women in the total sample of 260 still had a
home to which they could return if they were fit to do so. Of those in the FCS
group 59% are abandoned by their relatives, as are 31% in the PH group; by
comparison, visiting is very frequent in the MWGH and OPH groups.

In both the PH and MWGH groups 60% of the patients require help to
walk or are nonambulant. Although all in the FCS group can walk unaided
it is surprising to find that in the OPH group 12% require assistance with
walking, and as many as 30% are said to be wholly nonambulant. Nearly all
(80%) of the patients in the FCS group are quite independent, but 38% in the
OPH group, 53% in the PH group, and 82% in the MWGH group score more
than 5 points on the dependency scale. As far as physical handicap is con-
cerned FCS residents have virtually none, but 16% of the PH patients, 27%
of the OPH residents, and almost half (46%) of the MWGH patients score 2 or
more on the physical handicap scale. A similar distribution of somatic illness
is seen; none of the FCS group score more than 2 on the somatic illness scale
but 24 out of 210 (11%) of the rest do so, though in this case the OPH group is
most severely (20% score more than 2), and the MWGH group least (6% score
more than 2), affected.

Moderate or severe intellectual deficit is not noted in any FCS clients but
is present in approximately one-quarter of the OPH residents, approximately
half of the PH residents, and virtually all (96%) of the MWGH patients, and this
is matched by the presence of disorientation in only 15% of FCS clients, 28%
of OPH residents, 40% of PH patients, and 75% of MWGH patients. Adverse
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Table 24. Helsinki (Finland) study area; patients or clients resident in
a psychiatric hospital, mental ward in a geriatric hospital,
family care service, or old people’s home?

- Mental ward in .
h 0 le’
Total numbers Psychiatric geriatric Family care \d people’s

isti hospital N service home
Characteristics P hospital

Males Females Males Females Males Females Males Females Males Females

1. Total numbers 65 195 37 74 n 39 7 32 10 50
2. Aged over 80 years 14 68 5 18 2 14 1 2 . 6 34
3. Marital status:
single 14 64 9 28 1 10 3 16 1 10
married ' ., 20 13 g 8 7 2 2 - 2 3.
widowed/separated/divorced 31 18 19 38 3 27 2 16 7 37
4. Household status:
alone 5 54 1 20 - 8 1 9 3 17
not alone 47 98 27 36 i 31 2 3 7 29
not known 13 43 9 19 - - 4 20 - 4
5. Residence still available:
yes 2 19 2 16 - 1 - - - 2
no 63 176 35 58 1 ' 38 7 3 10 48
6. Social isolation:
visited weekly 19 65 3 12 9 21 - - 7 32
monthly 4 30 1 14 1 5 1 2 1 9
sometimes 22 60 17 30 1 12 3 10 1 8
never .20 40 16 18 - 1 .3 20 1 1
7. Mobility: . .
walks unarded 36 104 18 28 3 17 7 32 8 27
walks with help 11 29 1 20 - 2 - - - 7
nonambulant .18 62 8 26 8 20 — - 2 16
8. Dependency:b .
score 0 20 47 12 9 - - 6 25 2 14
1-5 19 48 . 9 .23 2 7 1 ‘4 7 14
6-12 26 100 16 43 9 . 32 - 3 1 22
11. Orientation:? ' .
score 0—2 43 103 25 41 2 3 7 26 9 33
3-5" 22 92 . 12 . 33 9 36 — 6 1 17
12. Physical handicaps:b .
score 0—1 55 147 32 6 9 18 7 a 7 37
2 [ 31 2 5 1 17 - B 3 8
3-5 4 17 3 8 - 1 4 - - . - 5
13. Somatic iilnesses:2?
score 0—2 60 - 174 = 34 66 9 38 7 32 10 38
. 3-5 5 21 3 8 2 1 - - - 12
14. Intellectual deficit: . :
none 20 7 5 "o - - 5 31 10 26
mild . " 32 8 23 1 1 2 1 - 7
moderate or severe © 33 84 23 29 10 38 - - - 17
15. Adverse traits:? .
score 0—1 63 190 36 74 10 38 7 32 10 46
2-4 2 ' 5 1 - 1 1 - - - 4
16. Psychiatric diagnoses:
none 7 21 - - - - 2 = 5 21
mild dementia 5 18 - 4 - - - 2 5 12
senite dementia (moderate !
or severe) 16 62 9 20 7 32 - 1 - 9
arteriosclerotic dementia
{moderate or severe) 8 27 5 14 3 5 - - - 8
other diagnosis 29 67 23 36 1 2 5 29 - -
7 Total, 260.

b See Annex for details of scoring scale.
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traits are, surprisingly, infrequent except in 6% of the OPH group. The diag-
nostic distribution is of interest here for 34% of the FCS patients have a func-
tional or neurotic psychiatric illness and of these noless than 30 of the 36 clients
were schizophrenic. Of the MWGH group 94% were suffering from dementia, as
were 43% of the PH group. Only 43% of the OPH residents did not have a psy-
chiatric illness of some sort or severity.

Misplaced patients (Table 25)

In considering the ideal disposition of residents present and future loca-
tions have been subsumed under the following headings:

(1) psychiatric hospital;

(2) other hospital, including geriatric hospitals and chronic sick hos-
pitals;

(3) mental nursing home; ‘

(4) old people’s home, including nonpsychiatric nursing homes;

(5) ownhome;

(6) family care service.

In all, 90% of the patients are thought to be correctly placed in this sur-
vey, but the effects of the recommendations if carried out would be to reduce
the psychiatric population by 17% at the expense of an increase in other hos-
pital accommodation of 44% and of OPH places by 10%. Only 1 person in the
total group of 437 patients was thought to be dischargeable to his or her own
home.

Patients and clients admitted to psychiatric hospitals and old people’s homes
(Table 26)

The numbers of patients or clients admitted in Helsinki are given below.

Facility No. of patients or clients
Psychiatric hospitals (PH) 111
Old people’s homes (OPH) 63
Total 174

Table 26 shows that those admitted to the OPH were more often over
80 years old (54%) than were those admitted to the PH (25%). Members of
each group were as likely to be single (27%) but those in the OPH group were
more likely to have become widowed, separated, or divorced (55%) than those
in the PH group (47%). Members of the OPH group were less likely to have
been living alone (24%) than those in the PH group (32%).

Altogether, 52% of the OPH group, compared with 30% of the PH
group, required assistance with walking or were nonambulant, but the two
groups showed the same incidence of dependency (about 45% had a de-
pendency level of more than 5 points on the scale) and frequency of soma-
tic illness (20% had more than two diagnoses). Few (10%) had more than
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Table 25. Helsinki {Finland) study area; recommended redistribution of patients and clients?

Present accommodation

Recommended accommodation

Facility " No. No Psyghi?tric ' Oth}ar ) Mental Old people’s Own home FamilY care
: change hospital hospital  nursing home home . _service
Psychiatric hospital 222 182 182 2 2 16 - -
Mental ward in

geriatric hospital ~ 50 50 — 50 — - — -
Family care service 37: 37 — - - - — 37
Old people’s home 128 125 2 - - 125 1 -
Total 437 394 184 72 -2 141 1 37
Net change -38 +22 +2 +13 +1 0

: (-17%) (+44%) (+10%)
90%

No change

3 Total, 437.



Table 26. Helsinki (Finiand) study area; patients and clients
admitted to psychiatric hospitals and old people’s homes?

Characteristics

Total numbers

Old people’s
homes

Males Females

Males Females

N =

1.

12.

13.

14.

15.

16.

. Total numbers

Aged over 80 years
Marital status:
single
married

widowed/separated/divorced

Household status:
alone
not alone
not known
Mobility:
walks unaided
walks with help
nonambulant
Dependency:b
score 0
1-5
6—-12
Orientation:?
score 0—2
3-56
not known
Physical handicaps:b
score 0—1
2
3—-4
Somatic ilinesses:?
score 0—-2
3-5
Intellectual deficit:
none
mild
moderate/severe
Adverse traits:
score 0—1
2-5

Psychiatric diagnoses:

none
mild dementia

senile dementia {moderate

or severe)

arteriosclerotic dementia
(moderate or severe)

other diagnosis

39
13

5

18
16

17

15

39

(o2 e o]

135
49

43
21
71

39
84
12

80
30
25

29

46
60

124
11

25
22

33

25
30

Psychiatric
hospitals
Males Females

29 82
10 18
4 27
15 13
10 42
5 28
23 47
1 7
20 57
1 17
8 8
6 17
7 28
16 37
16 45
13 33
- 4
25 79
4 3
23 66
6 16
[¢] 24
4 23
14 34
29 76
- 6
2 [
5 5
8 25
8 18
6 29

10
3

ary

N

| w~

53
31

16
8
29

11
37
5

23
13
17
12
18
23

37
16

42
11

26

14

20
17

4 Total, 174.

b see Annex for details of scoring scale.
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one physical handicap but those so handicapped were twice as common in
the OPH group as in the PH group.

Disorientation was less likely to be found in the OPH group (28%) than
in the PH group (45%), as was intellectual deficit, which was present in mod-
erate or severe degree in 25% of the OPH group and 48% of the PH group.
Not surprisingly, 41% of the OPH group had no psychiatric iliness but it
should be noted that, nevertheless, 25% had a moderate or severe degree
of dementia. This is to be compared with 23% of the PH group who had a
dementia of moderate or severe degree and 32% who had a functional psy-
chiatric illness. ' c

Compared with the PH residents, a higher proportion of the PH admissions
were married, more had been living alone, and more were ambulant. The
numbers who were completely independent of help in the two groups were
similar but the newly admitted group contained more who were severely
handicapped and physically ill. Disorientation, intellectual deficit, and de-
mentia were less common in the admitted group than in the resident group of
patients. o

Patients or clients attending geriatric or psychiatric hospital as outpatients, a
parish club, and an old people’s day centre (Table 27)

The numbers of persons examined were as follows:

Facility No. of patients or clients
Geriatric hospital outpatients (GHOP) 106
Psychiatric hospital outpatients (PHOP) 58
Parish club (C) - 49
Old people’s day centre (DC) 20
Total ' 233

Those aged 80 years and over are as commonly found in the two club
groups as in the two hospital groups (20%—23%), but the GHOP group is sub-
stantially older than the PHOP group and contains fewer married people (17%)
than do the other groups (34%—40%). Social isolation is equally common in all
four groups (35%—45%). , :

The patients in the two hospital groups differ from the two groups of club
attenders in being more highly dependent, in having more physical handicaps,
more somatic illness, a greater degree of intellectual deterioration, more ad-
verse traits, and more psychiatric diagnoses. :

The psychiatric clinic attenders resemble the geriatric outpatients in being
equally dependent;some 15% in each group score more than 5 for dependency.
In all, 12% of each group score more than one physical handicap but, sur-
prisingly, twice as many of the psychiatric hospital outpatient group (20%)
than of the geriatric hospital outpatient group (10%) have three or more soma-
tic diagnoses.

Twice as many of the psychiatric hospital outpatient group (62%) than of
the geriatric hospital outpatient group (31%) show evidence of mild, moderate,
or severe intellectual deterioration and the incidence of adverse traits in the
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Table 27. Helsinki {(Finland) study area; patients or clients attending
a geriatric hospital outpatient clinic, a psychiatric hospital outpatient
clinic, a parish club, and an old people’s day centre?

Geriatric Psychiatric
hospital hospital Parish club D "
Characteristics Total numbers outpatient outpatient arish clu ay care
dinic clinic

Males Females Males Fernales Males Females Males Females Males Females

1. Total numbers 45 188 13 93 22 36 1 48 9 1"
2. Aged over 80 years 7 42 2 26 3 2 - 13 2 1
3. Muarital status:
single 4 61 2 32 1 12 - 16 1 1
married 30 33 9 9 17 3 - 17 4 4
widowed/separated/divorced 10 94 2 52 4 21 - 15 4 6
4. Household status:
alone 5 920 - 44 4 17 - 23 1 6
not alone 4 98 13 49 18 19 1 15 8 5
8. Dependency:b
score 0 21 100 3 38 9 14 1 47 8 1"
1-5 17 59 5 44 1" 14 - 1 1 -
6-12 7 19 5 1 2 8 - - - -
12. Physical handicaps:?
score 0—1 38 173 9 84 20 31 - 47 9 1
2 4 14 2 9 1 4 1 1 - -
3-5 3 1 2 - 1 1 - - - -
13, Somatic illnesses:?
score 0—2 36 173 12 83 14 32 1 48 9 10
3-5 9 15 1 10 8 4 - - - 1
14, Intellectual deficit:
none 24 138 6 67 8 4 1 46 9 1
mild 1 31 2 14 9 15 - 2 - -
moderate/severe 10 19 5 12 5 7 - - - -
15. Adverse traits:?
score 0--1 42 172 12 86 20 29 1 46 9 1
2-5 5 16 1 7 2 7 — 2 - -
16. Psychiatric diagnoses:
none 19 70 4 15 5 1 1 45 9 9
mild dementia 8 23 3 16 5 3 - 2 - 2
senile dementia {moderate
or severe) 3 22 2 16 1 5 - 1 - —
arteriosclerotic dementia
{moderate or severe) 9 12 4 ] 5 6 - - — -
other diagnosis 6 61 - 40 6 21 - - - -
? Total, 233.

b See Annex for details of scoring scale.

psychiatric hospital outpatient group (15% with two or more adverse traits) is
also twice that found in the geriatric hospital outpatient group. A psychiatric
diagnosis is made in as many as 82% of patients among the geriatric hospital
outpatient attenders and in 90% of the psychiatric clinic attenders. The same
proportion in each group (24%—26%) have an organic dementia; surprisingly,
functional psychiatric illness is found in none of the male geriatric hospital
outpatient group but in 43% of the female geriatric outpatients. This is to be
compared with nonorganic psychiatric illness in 30% of the male and 58% of
the female psychiatric hospital outpatient population.
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It is difficult to interpret these results with confidence but it seems in-
escapable that there may be substantial misdirection of patients to one or other
specialty, and the substantial duplication of physical and psychiatric symptoms
and illnesses in both groups argues the case very forcibly for joint assessment in
a psychogeriatric outpatient clinic. -

Dublin, Ireland-

Resident patients and clients in general hospitals, geriatric long-stay hospitals,
psychiatric hospitals, old people’s homes, and sheltered housing (Table 28)

~ The numbers of patients or clients examined were as follows:.

Facility - No. of patients or clients
General hospital (GH) ) 20
Geriatric long-stay hospital (GLSH) 70
Psychiatric hospital (PH) 15
Old people’s home (OPH) . 26
Sheltered housing (SH) 10
(Combined OPH and SH, i.e., SOPH) (36)
Total- ‘ 141

The small numbers of subjects examined in each group, except those
from the GLSH, makes analysis and interpretation of the results hazardous
even when, as is the case here, two groups (OPH and SH) are amalgamated
(SOPH).

Table 28 draws attention to the preponderance (75%) of females, es-
pecially in those aged over 80 years (80%) who comprise 42% of the whole
sample.

Only 2 out of the 23 people in the community (SOPH) for whom in-
formation was available were married compared with 33% of those who were
in hospital, but those in the community less often lived alone (6%) than
had those in hospital (18%) before their admission. There appears to be no
significant difference in the mobility of the patients and the clients, but
more in the hospitalized group (50%) than in the group still in the commun-
ity (22%) have a dependency score of over 5 points. A physical handicap
score of more than 1 in more than one patient or client is found only in
the GLSH group of whom 14% have two handicaps, and 16% three or four
handicaps. In spite of this relatively high incidence of physical handicap
in one group, somatic illness is remarkable for its relatlve absence in all
groups.

Poor orientation is more common in the PH (47%) and the GLSH (43%)
groups than in the geriatric hospital and community groups, in which it is equally
common (15%), but it should be noted that 22% of the group in the com-
munity are reported to have some degree of intellectual deterioration. A slightly
smaller proportion of the GH and GLSH groups (20% and 17% respectively)
have some degree of intellectual deterioration, as do 33% of the PH resident
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Table 28. Dublin (Ireland) study area; patients or clients in general hospitals,
geriatric long-stay hospitals, psychiatric hospitals, old people’s homes,
and sheltered housing?

Total b General le‘”a:"C Psychiatric Qid people’s Sheltered
Characteristics otal numbers hospital :og:i::‘ll hospital home housing

Males Females Males Females Males Females Males Females Males Females Males Females

1. Total numbers 36 105 7 13 14 56 3 12 9 17 3 7
2. Aged over BO years 12 48 3 2 7 3t - 2 2 1 - 2
3. Marital status:
single 2 17 1 - 12 - 3 - 1 1 1
married 10 18 4 2 4 12 2 3 1 - -
widowed/separated/divorced 17 61 2 n 10 31 1 4 2 9 2 6
not known 7 9 - - - 1 - 2 7 6 - -
4. Household status:
alone 2 17 1 - - 12 - 3 - 1 1 1
not alone 27 79 6 13 14 43 3 7 2 10 2 6
not known 7 9 ~ - - 1 - 2 7 6 - -
5. Residence available:
yes 20 54 7 12 10 36 3 6 - - - -
no 16 51 - 1 4 20 - 6 9 17 3 7
6. Social isolation:
visited 33 99 7 13 12 53 3 1 9 15 2 7
never visited 3 6 - - 2 3 - 1 - 2 1 -
7. Mobility:
walks unaided 25 58 5 7 7 26 3 7 7 1 3 7
walks with help 7 25 1 5 5 18 - 3 1 2 - -
nonambulant 4 22 1 1 2 15 - 2 1 4 - -
8. Dependency: b
score 0 13 21 1 1 4 4 1 6 4 3 3 -
1-5 12 35 5 7 4 18 1 1 2 9 - -
6—12 1 49 1 5 6 34 1 5 3 5 - -
11. Orientation:?
score 0—2 29 68 6 1 12 29 1 7 7 14 3 7
3-5 7 37 1 2 2 27 2 5 2 3 - -
12. Physical handlcaps:b
score 0—1 34 83 7 12 12 37 3 1 9 16 3 7
2 1 12 - 1 1 9 - 1 - 1 — -
3-4 1 10 - - 1 10 - - - - - -
13. Somatic illnesses:?
score 0—2 36 105 7 13 14 56 3 12 9 17 3 7
3-5 - - - - - - - - - - - -
14. Intellectual deficit:
none 27 85 5 11 1 47 1 9 7 12 3 6
mild 7 7 1 1 3 2 1 1 2 2 - 1
moderate/severe 2 13 1 1 - 7 1 2 - 3 - -
15. Adverse traits:?
score 0—1 34 103 7 12 13 55 2 12 9 17 3 7
2-5 2 2 - 1 1 1 1 - - - -
16. Psychiatric diagnoses:
none 25 48 4 10 12 26 - - 7 7 2 5
mild dementia 1 18 - 2 1 10 - 3 - 3 - -
senile dementia {moderate
or severe) 3 13 - - 1 10 1 2 1 1 - -
arteriosclerotic dementia
{moderate or severe) 1 13 - - - 9 1 3 - 1 -
other diagnosis 6 13 3 1 - 1 1 4 1 5 1 2
@ Total, 141.

b See Annex for details of scaring scale.

population. None of the residents in the community have more than one ad-
verse trait, and only 4 patients out of 105 are reported as having more then
one adverse trait.
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Half the patients in the hospital group (all of them in the two geriatric
hospitals) have no evidence of diagnosed psy chiatric illness nor have 58% of the
residents still living in the community. Altogether, 41% of the hospitalized
group are diagnosed as suffering from a dementia of some severity or type,
while 17% of the residents in the community are .so diagnosed. Also, 10% of
the hospital group and 25% of the community group are said to suffer from a
nonorganic psychiatric illness; virtually none are in the GLSH but 20% of the
GH group, 33% of the PH group, 23% of the OPH group, and 30% of the SH
group have a nonorganic, functional, or neurotic psychiatric diagnosis. It seems
unusual that the GH group contains no patients who have moderate or severe
dementia although 20% have a nonorganic psychiatric diagnosis.

Patients admitted to geriatric longstay hospitals (GLSH), general hospitals
(GH), and psychiatric hospitals (PH) (Table 29)

The numbers, totalling 65, in this part of the survey are so small that great
caution is necessary in making any deduction from them. Indeed, since only
eight admissions to psychiatric care are reported, any interpretation based on
these would probably be entirely misleading. Nevertheless, they are included
in Table 29 but no comment is here made upon them, and any comment on
the GLSH and GH admissions (number 36 and 21 respectively) is based on
© totals which exclude these eight PH admissions.

These two groups of admitted patients are notable more for their 31mllar1-
ties than for any differences that exist between them. The degree of social iso-
lation, of dependency, is the same in both groups, and they are equally re-
markable for the relative lack of physical handicaps, somatic illness, severe
intellectual deterioration, adverse traits, and diagnosed psychiatric illness.

Severe disorientation (a score of 3 or more) is more common in the GLSH
group. However, a diagnosis of dementia is rare in both groups though non-
organic psychiatric illness (mostly neurotic illness) is much more prevalént in
the GLSH group. It is difficult to reconcile these distributions with each other
and with the selection of cases for the two types of residential care, but this
may well be evidence of the unreliability of seeking to draw inferences from
small groups of cases.

Misplaced patients (Table 30)

In considering the ideal placement of resident and newly admitted patients
and clients, present and future locations have been subsumed as follows:

(1) psychiatric hospital;

(2) general hospital;

(3) geriatric hospital and geriatric long-stay care;
(4) old people’s home or hostel,;

(5) sheltered housing;.

(6) day centre or day hospital care.
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Table 29. Dublin (Ireland) study area; patients admitted to geriatric long-stay
hospitals, geriatric hospitals, and psychiatric hospitals?

Geriatric

) Total numbers long-stay General hospital Pshycm.atrllc
Characteristics hospital ospital
Males  Females Maies  Females Males  Females Males Females
1. Total numbers 27 38 14 22 11 10 2 6
2. Aged over 8O years 11 16 7 10 4 4 - 2
3. Marital status:
single 2 7 2 6 - 1 - -
married 13 6 7 2 5 2 1 2
widowed/separated/divorced 12 25 5 14 6 7 1 4
4. Household status:
alone - 10 - 4 - 3 - 3
not alone 26 28 14 18 10 7 2 3
not known 1 - - ~ 1 - - -
7. Mobility:
walks unaided 19 21 9 1" 9 5 1 5
walks with help 2 7 2 3 - 3 - 1
nonambulant 6 10 3 8 2 2 1 -
8. Dependency:b
score 0 6 2 2 - 3 - 1 2
1-5 15 27 9 15 5 8 1
612 6 9 3 7 3 2 - -
11. Orientation:?
score 0—2 24 32 1" 20 1 9 2 3
3-5 3 6 3 2 - 1 - 3
12. Physical handicaps:b
score 0—1 27 35 14 21 11 8 2 6
2 - 3 - 1 - 2 - -
3—-4 - - - - - - — -
13. Somatic illnesses:2
score 0—2 26 36 14 21 10 9
3-5 1 2 - 1 1 1 - -
14. Intellectual deficit:
none 20 26 11 17 9 9 2 3
mild 3 6 1 5 2 1 - -
moderate/severe - - — - - — —
not known 2 3 2 — - - — 3
15. Adverse traits:®
score 0—1 27 38 14 22 1 10 2 6
2-5 - - - - - - - -
16. Psychiatric diagnoses:
none 19 28 1 18 8 10 - -
mild dementia 3 1 1 - 2 - - 1
senile dementia {moderate
or severe) — 1 - - - - _ 1
arteriosclerotic dementia
(moderate or severe) - 1 - - — — - 1
other diagnosis 5 7 2 4 1 - 2 3
2 Total, 65.

b See Annex for details of scoring scale.

It will be seen that relatively few patients and no clients are thought to be
misplaced in this group in Dublin. There would be a movement from psy-
chiatric care to geriatric long-stay care amounting to an increase of some 7% of
these geriatric long-stay care beds. Since the psychiatric hospital is a short-stay
unit it is not appropriate to calculate any reduction in beds to compensate for
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Table 30. Dublin {ireland) study afea; recommended redistribution of patients and clients?

Present accommodation

Recommended accommodation®

- No Psychiatric General Geriatric Old people’s Sheltered Day
Facility No. . . . ]

) change hospital hospital hospital home housing centre
Psychiatric hospital 23 12 12 2 7 - - 2
General hospital 41 39 - 39 2 — - -
Geriatric hospital 106 105 - — 105 1 - -
Old people’s home 28 28 - - - 28 — -
Sheltered housing 10 10 - - - - 10 -
Total - 208 194 12 41 114 29 10 - 2
Net change na — +8 +1 — +2

(+7%)
No change 93%

4 Total, 208.

b na, data not applicable.



this movement of patients. It seems likely that the relative infrequency of mis-
placement of patients is a function of the considerable range of different types
of vocation available in this city.

Patients attending outpatient psychogeriatric assessment unit (PGAU) and
psychiatric outpatient clinic (POPC) (Table 31)

Table 31. Dublin (Ireland) study area; patients attending a psychogeriatric
assessment unit and a psychiatric outpatient clinic?

Psychogeriatric Psychiatric
Total numbers assessment outpatient

Characteristics unit clinic

Males Females Males Females Males Females

1. Total numbers 5 31 3 25 2 6
2. Aged over 80 years 1 6 1 5 — 1
3. Marital status:
single - 3 - 3 — -
married - 4 - 4 - -
widowed/separated/divorced 5 24 3 18 2 6
4. Household status:
alone 4 17 2 1 2 6
not alone 1 14 1 14 — -
8. Dependency:b
score 0 4 18 3 14 1 4
1-5 1 7 — 5 1 2
6—12 — 6 - 6 —
12. Physical handicaps:b
score 0—1 5 30 3 24 2 6
2 - — - — - —
13. Somatic illnesses:?
score 0-—2 5 27 3 21 2 6
3-5 — 4 — 4 — -
14. Intellectual deficit:
none 5 25 3 21 2 4
mild — 6 - 4 - 2
moderate/severe — -~ - — - -
15. Adverse traits: 2
score 0—-2 5 31 3 25 2 6
3-5 — — — - - —
16. Psychiatric diagnoses:
none 3 20 2 20 1 —
mild dementia - 2 - 1 - 1
senile dementia (moderate
or severe) — — - — — —

arteriosclerotic dementia
(moderate or severe) - — — - - -
other diagnosis 2 9 1 4 1 5

2 Total, 36.

b gee Annex for details of scoring scale.
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