
with doctors on a fee for service system as compared
with those with salaried doctors. Thus not the monetary
aspect as such, but rather something in the way the two
different groups of doctors arrange or run their prac-
tices, seems to influence patient satisfaction. As has
been found by other studies,'4 the doctor's availability,
here measured as the average hours of clinical practice
a week, increased patient satisfaction with consulta-
tions. Inasmuch as patient satisfaction is important,
part time partnerships and the ownership structure
may be relevant factors to consider when planning
primary health care systems.

Patients with psychosocial reasons for encounter
showed significantly less satisfaction with their con-
sultations than patients coming for other, usually
somatic reasons. This may be due to the possibility that
patients with psychosocial problems actually get in-
ferior care. Psychosocial problems may be more time
consuming, complex, and difficult for the physician to
handle than somatic problems, or the patients may
have unrealistic expectations of help. Another reason
may be that these patients often are depressed or have
unfavourable life circumstances. Studies suggest, how-
ever, that patients' assessments of service are relatively
independent of depression and general life outlook,"4
making this explanation less likely. This finding may
furthermore be influenced by the new international
classification of primary care system itself, recording
the patient's major reason for consultation rather than
the final diagnosis. When evaluating patient satisfac-
tion, however, the reason for contact seems to be the
most valid measure. With the patient-doctor relation-
ship and continuity of care being integral parts of both
diagnosis and treatment in patients with psychosocial
problems,22 it seems important to further evaluate why
these patients are less satisfied with their consultations.
The present study shows a link between personal,

continuous care and patient satisfaction. If patient
satisfaction is accepted as an integral part of quality

health care, reinforcing personal care may be one way
of increasing this quality.
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Abstract
Objective-To clarify the relation between the

dependency ofelderly people and the assistance they
receive from others by using a detailed but simple
measure of dependency.
Design-Secondary analysis ofdata from a survey

of people aged 70 and over.
Setting-Two general practices in south Wales.
Subjects-1280 people aged 70 and over.
Main outcome measures-Dependency on others

to perform essential functions; detailed data on who
assists with those functions.
Results-Increasing dependency was associated

with increased use of more than one member of the
family or friends and an increase in the provision of
statutory services.
Conclusion-The complexity of the relation

between dependency and those who care for depen-
dent people has previously been underestimated.
The presence of providers of statutory services at
the household of elderly dependent people suggests
that these services can be developed further to
help those caring for elderly people at home.

Introduction
For many years it has been the policy of the

Department of Health to maintain elderly people at

home for as long as this remains a viable alternative.
Most elderly people, when asked, agree with this and
reinforce it by saying that, even if quite severely
dependent on others, they would prefer to be managed
at home. Further, they state that members of their
family will be available to assist.'

There are two aspects to the home care of elderly
dependent people by their families: the degree of
dependency of that person and the ability of the carer
to cope in physical, mental, and social terms. Previous
work has concentrated on the second aspect. This
paper uses data from a previously published study2 to
explore the interrelation between the dependency of
elderly people and the contribution made to their care
by relatives, friends, and the statutory services. This
reanalysis has led us to revise the original findings of
the survey.
We believe that survey groups and methods used

previously on this topic have inadvertently led to an
underemphasis on the contribution that service pro-
viders make to the home care of elderly dependent
people. This has had important repercussions on the
development of relevant services.

Method
This paper presents a reanalysis of data obtained

from a study published previously, which was the first
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to examine the needs of family members and service
providers in the general population, rather than being
based on groups of elderly people in touch with
different services.2
Two general practices in south Wales that repre-

sented typical urban and rural settings were chosen.
The first, in Gwent, consisted of a highly populated
inner city area with neighbouring council and private
housing estates. The study group contained a randomly
chosen 40% ofthose on the practice list aged 70 and over
found to be alive and still in the area (683 people). The
second, in Powys, covered an area of about 400 square
miles with small towns and large numbers of isolated
outlying farms. The study group included all of the
over 70s on the practice list still alive and in the area
(659 people).
The interviewers had had previous experience

of interviewing in market research or government
sponsored social surveys, or both. The need of an
elderly person for assistance was defined by a descrip-
tion of a selection of daily activities that he or she was
unable to perform. This has been described in a

In. 307

omm

II
9, | t~1,6

*1 ~~~~~19_
F .1 _- 10_ 9

:1~~~~~~~~~~~~~8
5

0q.._ -

0 _

_
__

lop
FIG 1-Proportion of people aged over 70 unable to perform certain
tasks
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FIG 2-Proportion ofmen (lefi) andwomen (right) aged over 70 unable toperform certain tasks

previous study that outlined the relation between
dependency and symptoms in 2700 people aged 60 and
over.3 Those activities that a high proportion of the
population was unable to perform were perceived to be
less severe than those that a low proportion was unable
to execute.

This reanalysis used a direct approach to the classifi-
cation of dependency to simplify the description of the
needs ofelderly people and the pressure such needs put
on different family members and service providers.
The tasks for which the elderly person was dependent
on others were not presented as a definitive or exhaus-
tive list. The model may be used for any tasks that are
important in a particular context.
When data about the dependency of the elderly

person (that is, those activities which the elderly
person was unable to perform) had been obtained that
person was questioned about who assisted with those
functions. Details were noted of up to five different
family members, friends, neighbours, and statutory
and other services involved.

Results
Of the 1342 people in the study group, 1280 (95%)

responded to all of the questions used in this paper. All
of the non-respondents were refusals; no cases were
lost. Figure 1 shows the proportion and number of
people in the study who were dependent on others for a
range of tasks from shopping to getting out of a chair,
standard items used to describe dependency. The
figures for the proportion of the population unable to
perform each task alone were placed in rank order for
the whole population. The items thus form a gradation
of severity.

This progression also fits with the most commonly
used classification of dependency, the interval
method.4 Those with critical interval dependency, who
need care at any time at irregular intervals, would be
those unable to get out ofa chair or walk indoors; those
with short interval dependency, requiring assistance at
least once a day, would be unable to cook, go outside,
bath, or climb stairs. Those with long interval depend-
ency are unable to perform actions that need to be
undertaken at least once a week: doing housework and
shopping.

Figure 2 shows the dependency data by age and sex
of the subjects. There is a clear gradation with
age; older people are more dependent than younger in
all of these functions. The figures show the extent of
this with different age groups and emphasise the high
prevalence of dependency in the oldest age groups.
The proportion of women who are dependent is

greater than that of men in virtually all of the groups
shown. There is a little difference in the ranking of the
tasks between men and women, except that at all ages
relatively few women are unable to cook. The propor-
tions ofmen who are severely dependent are very low.
In terms of service needs (that is, the number of people
in a population who require assistance) this sex
difference is even more extreme as women predomi-
nate numerically, especially in the older age groups,
due to their longer life expectancy.

Table I shows the proportion of people who were
dependent and who were assisted by family members
or service providers. A single unpaid person, who was
usually a relative, formed the majority of those who
cared for this group of dependent people. These
individuals were most often daughters or the elderly
person's spouse. For about a fifth of the dependent
elderly people more than one unpaid person shared
with helping. A further fifth of elderly people were
assisted by one unpaid person with the help of a
statutory service. For about a tenth, more than one
member of the family or a friend shared with a service
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provider and services alone provided assistance for a
further tenth.

Figure 3 shows whether assistance to the dependent
men and women was provided by one or more relatives,
services, or a combination of relatives and services.
There are important differences between those with
mild or severe forms of dependency. No person was
cared for by services alone in the most severe categories,
but the proportion ofpeople cared for by another single
person, who was virtually always a relative, decreased
as dependency increased. The proportion of elderly
people cared for by several relatives together and
relatives in combination with services increased
with increasing dependence. There was thus a trend
for more people to become involved as dependency
increased.

Discussion
This analysis shows the complexity of the relation

between dependent elderly people living at home and
their carers. It supports the existing view that one
person, usually a daughter or spouse, makes a major
contribution to caring. It also shows that the statutory
services were often involved with caring for highly
dependent elderly people.
Many previous studies, including our own initial

analysis, have concentrated on the pressure on carers,
paying relatively little attention to the severity of the
dependency of the elderly person. There has also been
a tendency to oversimplify the carer's role by concen-

As§isted by:
O Service only M >1 Relatve

si Rwaive and sence U Relative
Reative and service U No carer

Men Women
n= 84 64 45 55 26 23 17 2 2 n 223 152 154 63 73 70 64 I'S 14
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FIG 3-Help given to dependent men (left) and women (right)

Help given to dependent people aged over 70

Source of help No (%) requiring help

1 Relative 179
Daughter 74
Spouse 54
Son 5
Sibling 12
Other relative 13
Friend 9
Other 12

>1 Relative 58
1 Relative and service 56

>1 Relative and service 22
Service only 22

trating on the main carer. This tendency continues
in more recent studies on those caring for elderly
people.

In some studies data have been obtained from people
already in contact with services, including those newly
discharged from hospital, people in day centres, and
carers' groups.56 Such groups of people will be biased
towards families who are well informed about the
services needed.

Other surveys on the needs of those who care for
dependent elderly people have highlighted the costs
to the family of performing such tasks and the degree
of stress experienced by family members.7'9 This
approach is valuable from the carer's perspective but
does not always lead to an obvious conclusion about
where service provision is already available and there-
fore how it can develop. When carers are asked what
they need they often lack information about what is
available and therefore suggest more of the services
they already receive.
The complexity of the relation between dependency

and those who care for dependent people has, in the
past, led to an underestimate of the contribution of
service providers. The presence of services at the
household of elderly dependent people suggests that
these services can be further developed to alleviate the
problems of those caring for elderly people at home.
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ONE HUNDRED YEARS AGO

A CHEAP MILITARY REFORM.
The youth and health of our home army are an important
study. It has been pointed out by Lieut.-Colonel Allsopp
and others in our columns how it is possible at a minimum
of cost to do much to improve the physique of the young
lads who compose it. Free rations do not include tea and
breakfast; these the soldier finds from his pay. All our
readers are aware that no one in civil or military life
commences an excursion with "a sinking stomach."
Experience enables Lieut.-Col. Allsopp to state that few
things promote sobriety and discipline, improve the

health and physique of our young soldiers more than
an early ration of cocoa and biscuits before the morning
drill. The best cocoa must be used; it goes the farthest.
We recommend cocoa; it is easily prepared, assimilates
in the stomach without milk or sugar, and is very
nutritious. This is a modest and a practical reform. We
invite the War Minister to consider its adoption as an
additional incentive to recruiting, a sure and certain
method of ameliorating the physical welfare of the British
soldier, and thereby promoting contentment in the ranks.

(BMJ 1892;i:82)

1292 BMJ VOLUME 304 16 MAY 1992

 on 9 A
pril 2024 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.304.6837.1290 on 16 M
ay 1992. D

ow
nloaded from

 

http://www.bmj.com/

