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Introduction

Now that elderly patients with dementia make
such heavy demands on various types of
institutional care, it might seem an unnecessary

luxury to raise the question of early ascertain
ment and treatment for this group. Nevertheless,
it has been demonstrated that to take an

institutional view of dementia ignores the far
greater burden currently carried by the
community (Kay et a!, 1964) and falling on the
backs of the family and close friends (Grad and
Sainsbury, 1968).

In 1970, less than 4 per cent of persons 65
years of age and over were in psychiatric or
geriatric hospitals or local authority residential
care, and of course not all of these were suffering
from dementia; yet the estimated number of
demented persons residing in the cojnmunity
(about 6 per cent) exceeds the total number of
persons in institutional care by nearly 200,000

(DHSS, 1972).
The elderly suffering from dementia in the

community are gravely disadvantaged, for they
show a higher mortality, more physical ill-health
and a greater need for long term institutional
care. These significant differences from other

elderly persons in the community have been
prospectively demonstrated in the follow-up

studies of randomly selected elderly respondents
(Kay et a!, 1966, Kay and Bergmann, 1966 and
Kay et a!, 1970).

One of the most important questions to be
asked is how demented patients, likely to survive
in the community can be identified and
diflÃ¨rentiated from those other demented
patients whose viability in this setting is doubt
ful? Another question requiring examination is
what threatens the viability of the elderly
demented community resident? Among
unfavourable factors that may have, at least, a
hypotheticalsignificanceare lack of family
support, inadequate social support from com
munity resources, and unfavourable medical and
psychiatric conditions.

An in-patient population cannot yield satis
factory information on these questions, as social
networks have already been broken and the
opportunity for, intervention on all fronts to
prevent admission and to support families is no
longer there. An acute assessment unit in the day
hospital of a psychogeriatric unit in a general
hospital setting provided an opportunity to
examine patients with organic mental disorder.
The majority of these were still living at home
and were thus available for a wide range of
interventions.
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SUMMARY Eighty-three consecutive patients with organic mental disorder
were studied on their first admission to a psychiatric day hospital assessment unit
in a general hospital. They were evaluated medically, psychiatrically and by social
work, re-evaluated after S months, and again after 12 months or at death. The
types of care, and the number of days in each setting, were recorded. Nearly
three-quarters were dead or in institutions by 12 months: those initially living
with spouses did worst, and those with their children did best, while those on their
own became long-stay residents in institutions. Family support seemed the most
important factor determining continued life in the community, and increased
help to families from social services appeared to be needed. The value of earlier
psychiatric diagnosis and earlier treatment of physical ills is also discussed.
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Materials and Methods

Eighty-three consecutive first admissions
suflÃ¨ring from organic psychiatric disorders were
selected. They were subjected to a full multi
disciplinary assessment procedure. This included
for all patients a full clinical psychiatric assess
ment, medical examination, and social work
assessment, including evaluation of the support
in the preceding year and recommendations of
social support required for the future. It was
possible to give a full range of medical treat
ments and initiate referrals to appropriate
specialists if necessary. Three months after

assessment each patient's medical and psychiatric
state was re-evaluated and the level of social
support ascertained.

All patients were followed up 12 months after
their initial conference assessment or up to the
time of death. The period spent in institutional
care was recorded as well as the situation at 12
months or time of death.

Results

The basic data concerning the population is
given in Table I. Nearly 64 per cent of all patients
were 75 years or over, and nearly 80 per cent
were living in the community either in their own
or relatives households. Females predominated
(71 per cent). The sample contained a majority of
58 per cent widowed; of the rest 28 per cent were
married, 13 per cent single and 1 per cent

â€¢¿�separated or divorced.

DiagnosticCategories

In general the descriptions employed by the

Glossary of Mental Disorders (1968) were
followed. In the first instance all patients were
assigned diagnoses within the I.C.D. categories
290.0 to 294.9. However, the diagnostic
categories 294.0 to 294.9 induded those condi
tions which are more commonly diagnosed as
acute or subacute delirious states or confusional
states. The latter diagnosis was used in.
preference to the I.C.D. categories. Senile
dementia was more commonly diagnosed than
arteriosclerotic dementia (51 per cent against 54
per cent respectively). Though mixed states did
exist diagnostic categories given here refer to the
predominant clinical picture. Other categories
included 10 per cent of patients with presenile
dementia and 6 per cent with confusional states.

Domesiw Situation and Outcome

The outcome of community residents at
follow-up(eitherat12months or up tothetime
of death) was examined with regard to types of
institutional care and mortality (Table II). It was
evident that those elderly patients with dementia
who lived with their families were more likely to
survive in the community (46 per cent). On the
other hand those living alone were more likely to
have entered residential or hospital care. Those
living with their spouses showed an intermediate
positionbetween these two groups. These
diflÃ¨rencescannot be solelyaccountedforby
age,astherewas no significantdiflÃ¨renceinage
between those livingwith childrenor other
relatives and those living alone. However those
living with their spouse only were significantly
younger than the other two groups when they
presented for day hospital assessment.

T4@ataI
Xature of thepopulation
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Initial domesticsituationLiving

With With Total
alone spousechildrenOutcome

Resident in the community 5 (19) 5 (29) 11 (46) 21 (30)
at Inresidentialcare 8 (30) 0 ( 0) 3 (13) 11 (16)

follow-up In hospital 5 (18) 5 (28) 4 (17) 14 (20)

Dead 9 (33) 8 (44) 6 (25) 23(33)Total

27(100) 18(100) 24(100)69(100)N.B.

Percentages inbrackets.12
patients originally ininstitutions.2
patients nottraced.=

11.32,6df; .05> P <.1.Mean

ages Years SDT-tests1.Livingalone

78.6 Â±6.78lvs3:t=0.54;NS2.Withspouse

71.6 Â±5.21 lvs2;t= 3.76;P<.013.

With children (other 2 vs 3; t = 2.87; P < .01
relatives) 77.5Â±7.60Local

Authority Support support in the future (21 per cent) and for
Before their initial referral to day hospital, further day care in local authority day centres (21

significantly fewer patients living with relatives per cent). Of those living with relatives 25 per
than patients on their own received local cent were thought to require residential care. At
authority support. (Table III). Following full three months few of these recommendations had
assessment, however, those living with relatives been implemented, and 54 per cent of patients
were recommended for increased social work living with relatives still receivedhospital-basedT@ni.a

IIIPercentage
of patients receiving local authority services at initialassessmentLiving

alone With spouse With relativesTotalReceiving

services 75 53 3756Not

receiving services 25 47 6344Total

100 (28) 100 (19) 100 (24) 100 (71)
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T@nia II
Fate of communi&yresidentsbj 12 months

All values percentages; absolute numbers in brackets.
x2 = 7.46; 2 df; P < .02.
Living alone vs Rest j@2= 4.55; 1 df; P < .05.
Living with spouse vs Rest @2= 0.14; 1 df; NS.

Living with relatives vs Rest @2= 5.26; 1 df; P < .01.
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day care. Among those patients living alone 75
per cent had been receiving services or super-.
vision before referral to the day hospital: 43 per
cent received local authority social work
supervision, 21 per cent home help, 21 per cent

were on the waiting list for residential care and
18 per cent were supervised by a health visitor.
After assessment further domiciliary services
often did not seem sufficient and 61 per cent
were recommended for residential care. At three
months 43 per cent of this group were in
institutions (18 per cent in residential care and 25

per cent in hospital).
Elderly patients who lived only with their

spouses had a fair amount of support before

referral to day hospital: 20 per cent had home
help and about 26 per cent were under
supervisioneitherby a socialworkerfrom the
local authority or by a health visitor. At day
hospitalassessment31 per centof the group
were judged to need local authority social work
supervision, and 24 per cent would have
benefited from a day centre.

The actual help which had been provided at
three months was not very much higher than that
received before referral. It was of interest that
elderly patients who lived with their spouses were
significantly younger than those in the other
groups, but had a higher death rate of 44 per
cent as compared to a 33 per cent overall death
rate. This would suggest physical ill-health as an
important factor in precipitating the need for

assessment and further care, and this is further
supported by the fact that all institutional care
provided for this group was in hospital.

Medical Treatment and Further Assessment

Elderly patients with dementia did not attend
the general hospital assessment unit solely for
the purpose of control or supervision. A large
number received treatments of various kinds (Fig
1). Although the use of tranquillisers in 65 per
cent of patients was concerned with the control
of behaviour as well as the relief of anxiety

symptoms, it is of interest that 42 per cent of
patientsrequiredanti-depressantsforsympto
matic depressive illnesses. Physical ill.health
included cardiac disease as especially important
(32 per cent), and vitamins and nutritional

Antiâ€”depressants

Tranquillizers

Other C.N.S. Drugs

Cardioâ€”vascular

Respiratory

Metabolic/Endocrine

Vitamin/nutritional

Haematological

Analgesics

Genitoâ€”urinary

Physiotherapy

Occupational Therapy

70 80 9010 20 30 40 50 60 z

FIG 1â€”Proportion of patients receiving treatments and

drugs (N=76)

supplements were required for 20 per cent of all
patients. Both respiratory and genito-urinary
disorders required treatment in about 15 per
cent of the sample.

The most important specialist referrals were
those to a geriatric physician (20 per cent),
though only 6 per cent of this sample were
admitted to geriatric care over the 12 month
follow-up period. Such referrals were therefore
for active advice and help rather than for
disposal. Visual defects were also of some
importance and 10 per cent of the sample were
referred to an ophthalmologist.

Viability of the elderly demented patient in the
community

The approach to the problem of viability in
thisstudywas toexaminethedifferencebetween
those demented patients who spent least time in
institutional care and those who spent most. The
percentage of time spent over the follow-up
period or up to the time of death by all patients
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Mortality 17.6%

Significantly

lower

X2=4.80 ldf
p< .05

20@

15@
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Short Stay (SS)
N =34

Intermediate Stay (IS)
N = 23

Long Stay (IS)
N = 24

Overall Mortality 29.6%

Mortality 52.2%

Significantly
higher

X2=13.52 ldf
p@Z.01

Mortality 25%
N.S.

Nymber
of
patients I

10@

5.

Died

Alive at
at 12/12

0 I I U U@ I
5â€”10--i 5â€”20-25--30â€”35--40-45â€”50-55-60â€”65â€”70â€”75â€”80--85--90â€”95â€”100%

Percentageof follow-up period spent in institutional care

F@c2.â€”Proportion of time spent by day patients with dementia in institutional @re(over 1 yr follow-up-â€”or until death)

in institutional care was calculated for all those

who could be traced (81 out of 83). This was
plotted graphically (Fig 2) and three peaks were
identifIed on this histogram. The probability that
the central peak was part of a homogenous
population with either of the extreme peaks is
very low @x2=1838 and 15.63, 1 d.f., P<.001).

The patients were therefore divided into three
groups; a short-stay group, and intermediate

stay group and a long-stay group. These groups
were then compared for various factors that
mightdiflÃ¨rentiatethem.

Mortality

The short-stay group patients had the lowest
mortality (18 per cent) and the intermediate-stay
group the highest (52 per cent). These propor
tions diflÃ¨red significantly from the overall
mortality of 30 per cent. The long-stay group did
not difler significantly from the overall mortality.

Global Ratings o[Health

Global ratings of health wen@ made by the
psychiatrists (KB and AWJ). These ratings were
based on the records of the symptomatic inquiry,
full physical examinations and routine investiga
tions carried out before the assessment

conference. The initial health ratings were
significantly better for the short-stay group, 44
per cent having mild or minimal ill-health as
against 32 per cent of the population as a whole.

Multiple Pathology

Multiple pathology was indicated by the
number of independent physical diagnoses made
for each patient (range 0â€”3).The mean score of
the intermediate group was highest of all
(2.20Â±.76), though this group only differed
significantly from the more favourable short-stay
group (t=3.06 df. 52 P<.01).

SeverityofPcychiatruDisorder

Global ratings of the severity of psychiatric
disorder were based on a semi-structured clinical
history and psychiatric examination, test of
memory and information, ratings of behaviour
from relatives or other informants and nursing
staff and ratings or fanetal lobe function. No

significant diflÃ¨rences were found between the

various groups on this rating.

Sex Differences

In this sample there was no significant

diflÃ¨rence between patient groups, but this result

@1I
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Short stayIntermediate stayLongstayTotalLiving

alone5 (18)8 (33)11 (65)24(35)Living
with spouse8 (29)8 (33)2 (12)18(26)Living
with relatives15 (54)8 (33)4 (24)27(39)Total28

(100)24 (100)17 (100)69 (100)
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may be spurious in that elderly females tended to@
look after their disabled spouses for longer than
men looked after their demented wives.

Types of Physical Ill-Health

The most common types of' illness diagnosed
were: heart disease (49 per cent), musculo
skeletal disorders (18 per cent), cerebrovascular
and other central nervous system disorders (16
per cent) and respiratory disorders (15 per cent).
Only the cerebrovascular and central nervous
system disordersapproached significance in their

distribution between the groups. Of the short
stay group only 4 per cent were suffering from
cerebrovascular or central nervous system dis
orders as against 23 per cent overall (f=4.89, 2
d.f@,P>.05<.1).

Age Differences

The most favourable short-stay group was not
the youngest group (mean age, 76.4 yearsÂ±6.8);
it was the intermediate-stay group that was the
youngest mean age 75.0 yearsÂ±6.8), but it was
only significantly younger (t=2.16, d.f. 48,
P<.05), than the long-stay group (mean age 79.0
yearsÂ±6.1).

Treatments Given

A list of' treatments given after assessment and

diagnosis has already been shown (Fig 1). These
treatments represent a substantial amount of
medical care, and the relationship of various

types of treatment to viability within the
community could only be demonstrated for
vitamins and nutritional supplements (32 per
cent of the short-stay group received these as
against 19 per cent overall, x2=5.92 d.f.2, P>.06).

The Initial Domestic Situation

Patients who lived with relatives, in the main
with children, formed the highest proportion of
the short-stay group (54 per cent), those living
alone were very highly represented in the long
stay group (65 per cent) and those living with a
spouse assumed an intermediate position, being
evenly distributed between all three patient
groups (Table IV).

Soaal Support

The receipt of social services and supervision
in the 12 months before referral did not
significantly relate to what happened in the next
12 months. In fact the reverse was true, and
nearly 85 per cent of the long stay patient group
were known to social services before referral, as
opposed to 62 per cent of the whole study
population. At 3 months, however, only 6 per
cent of the long-stay group were receiving social
work supervision, as opposed to about 30 per
cent of the study population as a whole. This,
however, could be accounted for by selective
removal of the long-stay population to hospital
and residential care as well as by the higher
mortality.

T@rn@aIV
Patient groups and initial domestic situation

Percentages in brackets.
x2= 13.32;4df;P< .01.
N.B. 12 in institutional care initially.

2 not traced at follow-up.

https://doi.org/10.1192/bjp.132.5.441 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.132.5.441


447K. BERGMANN, E. M. FOSTER, A. W. JUSTICE AND V. MATTHEWS

Presentihg Picture

When elderly patients were first seen an assess
ment was made from the doctors' letter or the
social work referral (whichever was the more
detailed) as to the presenting problem. Broadly
two forms of presentation emerged. One was a
psychiatric picture, affective disturbance,
behavioural disorders, or psychotic episodes
predominating, the other a social presentation
withevidenceof'inabilitytocopeor ofa recent
social crisis. There was no significant relation
ship between these difiCrent modes of presenta
tion and viability in the community over the next
12 months.

A Summary of DqJerences Between Patient Groups

(1) Short-Stay Group. This group was physically
fitter, though the proportion of patients with
major physical illnesses such as chronic heart
disease, . musculo-skeletal disorders and
respiratory disease was not significantly lower.
The patients in this group tended to live with
other relatives, especially their children, and to
be less well known or supported by the social
services.
(2) Intermediate-Stay Group. This group of
patients presented for psychiatric assessment at.
an earlier age than the long-stay group, they had

more evidence of severe and multiple ill health
and did not receive as much social recognition as
the long-stay group. They more frequently
required acute medical or surgical admission (28
per cent) as opposed to an overall rate of 14 per
cent.
(3) Long-Stay Group. The long-stay group of

patients were most frequently to be found living

alone. They were usually well-known to the local
authority and though somewhat older than the
patients living with children or other relatives the
difference was not significant. In general they
received a high level of recognition and support
from the social services.

Discussion

Day patients with dementia were a vulnerable
group. About 70 per cent were dead or in
institutional care before the end of the 12 month
follow-up period. Undoubtedly the most
important factor which affected the patient's
viabilityin the community was thatof family

support. Nearly 46 per cent of those living with
children remained resident in the community at
the end of' 12 months. Patients living with just an
elderly spouse were more vulnerable, while those
who lived alone were most vulnerable of all.
Family situation was again of great importance
in determining membership of the group that
required only a short stay in institutional care
over the follow-up period. Those living with
relatives made least demand on residential and
hospital care, and those living alone made the
most. It could be argued that social support was
mobilized by concerned families and therefore
also contributed to viability, but the converse
proved to be the case in this sample. The local
authority social services had supported those
living alone, the most vulnerable and least viable
patients, with a substantial number of resources
and with supervision. After day hospital assess
ment, however, it became apparent that this
group were, to a large extent, not viable in the
community and that most of them required at
least residential care. In many cases such care
could not be provided, and those patients who
did not die gravitated towards hospital. It is
possible that for some of these patients at least,
hospital admission could have been avoided if
residential care had been available earlier.

Our findings also show that families looking
after very elderly relatives required help and
advice from social workers and relief from their
stress, especially by the use of day centres.

Unfortunatelythishelpwas not readilyforth
coming.

Townsend (1957) showed that among old
people,it was the unmarried,the childless
married,and thosewhose childrenwere living
too far away who were most likely to enter
institutions. The present study confirms this

finding, even for patients with established
organic psychiatric disorder. When elderly
community residents suffer from psychiatric dis
order the families who support them pay a price
(Grad and Sainsbury, 1968). Before referral to a
psychiatrist three-quarters of these families faced
problems; 33 per cent of patients required
constant nursing care and 44 per cent made
excessive demands on the family's attention and
companionship. More than half of the families
ascribed emotional upset to worry about their
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parents' behaviour, and half the families were
restricted in their social and leisure activities.

Physical health was affected in a third and 19 per
centhad income i'educedby atleastone tenth.

Macmillan (1960) noted the effects of
increasingstrainon the families,and observed
that when this went beyond a certainlevel
irreversible rejection occurred and further help

was ofno avail.

There seems to be a strongcaseforfocusing
social work support, day centre care and other
resources on those elderly demented patients
who are cared for by their families. At present
the elderly patient with dementia living alone
presents a very poor short term prospect for
survival. It is yet to be tested whether such people

would do better if' they were assessed,
investigated, treated and supported at an earlier
stage.Certainlythe provisionof resourcesby
social services to this sample did not appear to

have aiiy protective effect. As a first step, the
primary care team and the local authority social
services ought, at least, to have at their disposal
an instrument for identifying which of their
elderly patients or clients have dementia
(Berginanncial,1975).

The patients requiring the least institutional
care were those who were found on assessment to
be suffering from fewer independent physical
disorders.

For elderly patients living with spouses there
were strong indications that a physical break
down of' health might have been one of the main
precipitating factors in the need for institutional
care. All patients in this group were admitted to
hospital rather than residential care, and they
presented fbr day hospital assessment at a
significantly earlier age than the other groups.
This suggests the possibility, at least, of the
influence of intercurrent ill-health. Perhaps
health care is the most diflicult burden that an
elderly spouse faces in looking after a demented
partner. It is surely not unreasonable to suppose
that better health care might have an important
preventative effect. Social work supervision has
an important part to play in bringing health care
to elderly persons. Goldberg (1970) noted that
more highly trained social workers did not tend
to con fbund social need with ill-health and were
more active in initiating admission to hospital.

Better social work supervision, as already
suggested, might also yield dividends in obtain
ing earlier health care f'or those who require it.

This study again underlines the necessity for a
multifactorial approach to the disabilities of
elderly demented patients. The importance and
value of various forms of treatment and
intervention can only be judged in the light of
their relationship and interaction with each
other. It is important that these patients should
be assessed at an earlier stage of their dementing
illness. They would require a problem

orientated assessment of their psychiatric,
medical and social disabilities, a record of the
measures employed to cope with these problems
and a full follow-up. In view of the extreme
vulnerability of elderly community residents with
organic mental disorder, relatively brief follow
up periods could be expected to yield valuable
results. A preventative approach to the

dementias in these patients does not have to
await further f'undamental aetiological research.
Currently available medical treatments, psycho
tropic medication, counselling of' families and
deployment of supportive resources in the
communities may be expected to yield a
promising result providing the factors favouring
survival in the community become better under
stood.
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