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SUMMARY

This study forms one of two related studies set up to exomine the
relationship between marital status and hospital use.  These studies arose
from the snalysis of data coliscted in the Hospital In-Patient Enguiry and
the Hospital Activity fAnalysis,which pointed to the existence of substantial
differences in the rates of use of non-psychistric in-patisnt care by non-
marricd compared with married psople. For example, it was caleulnted that
in Bpgland and Wales, 1973, if non-marrisd poople hed experdienced thoe same
ratas of admission and length of stay as married peopls thay would have
sooupled about 23,000 fewer bedsesth oy As might be expected the majority of
thig additional bed use by non-merrisd people was concentrated among those
aged 65 years and sver, However the higher pate of use by the non-married
was found among both men and women and appeared to occur in both acute and

long-stay and geriatric hospitals.

One of the fundamental issves underlying the present study is that of the
eppropriatensss of resource uss.  In particular, it is concerned with the
guestion of whether the higher rate of use of hospital beds by non-married
compared with married people is due to their greater clinical needs for
hogpital care or whethsr it is due to differences in ths medical profession’s
perception of their social needs for care. In addition this study sesks to
identify the specific social factors wileh result in the higher rate of
bzd use by non-married people and to determine whether such use is concentrated
amonyg particular groups of non-married people. Besides locking at the wmedical
profession's perception of the relativa needs for carve of merrvied and non~
marricd people this study alss lookz at the home circumstances of marpied and
non-warried people and is concerned to establish whether there is a greater
unmet need for social care ammny the marevied. While the present study is
rrimarily concerned with the use of hospital beds by married and non-~merpisd
pecpla it is hopad that the related prospective study of eldorly psople iIn the
commmity will provide information on pathways ints care and the usz2 of &
wide range of health and soclal services by married and non-married paople.
which will contribute to ocwr understanding of the observed relaticnship betwesn

marital status and non-psychiateic hospital use,

The prasent study consists of two darts. One part consists of a peview
of a consecutive zeries of 424 elderly people admitted to the medical and
surgical wards of a district general hospital during a nineteen-wesk nerisd,
while the second part consists of follow~up inteprviaws conducted with as many

as possible of this same group of neonls shortly after thelv dischargs fronm
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the study wards. The review provides Information as to the reason for
the patient's admission, whether, and if so why, any delay occurred in
their discharge and the reasons for the place of discharge of patients who
did not veturn to their usual home. The follow-up intsrviews provide
information on the patients' experience of hospitalisation and on the
factors associated with their medical and soclal needs for care. Thus
information is cellected on the circumstances survcunding their admission to
hospital, their views as to the appropriateness of the length of hespital
stay and on how they managed after being discharged as well as mwore general
information on their perception of thelr usual state of health and activity
restrictions, their social contacts and availability of care and the

amenities available in their homes.

The study is restricted to pavple aged 65 years and over admitted to
acute hogpital in-patient care, The age group 55 years and over was selected
for study because it iz the elderly, and sspscially elderly acn-married pezopls,
who account for the largaest proportion of hospital bed days. The desision
to focus on patients entering acute hospital care was taken hecause while
there is considerable evidence concerning the use of long-stay hospitals for

primarily social reasons, less is known about the use of acute hospital beds.

The main findings and recommendations arising from the study are

briefly summarised below:

Utilisation veviews as s research toel The sxperience of carryving out the

present review indicates that such a revisw could be set up and carried out
by the hospital staff themselveg, liowever, attention is drawn to several
factors which need to be taken into consideration in undertaking the type of
review carried out in the present study. Perhaps of perticular importance is
the fact that while the method of follewing individual patisnts through thelr
stay hag the advantage of enabling the number of days spent in the study wards
to be identified it does require o falrly long study pericd., This in tum
necessitates the regular participation of staff in the veview over a
considerable period of time and may lead to particnlar difficultiss if there
are frequent changes in personnel, and particularly in thoss acting as

revievars.,

With regard to the interpretation of the findings of a review it is
shown that considerable difficulties exist In making comparisons between
the findings of the variocus ad hoc reviews which have been undertaken due
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to differences in their methods which exert an important influence on the
results obtained. It 1s snggested that the use of a more stondardized
method of review, and espeecially in terms of the cpiteris used in sssessing
a patient®s need for hospital in-patient care, would serve to increase our
understanding of the relationship between the findings of revisws and the

characteristics of the hospital setting.

Interpretation of routine hospital statistics The study draws attention

to the problems involved in the interpremtion of reutinely collected data

on mean durations of hospital stay. Such data is generally based on the
length of stay in a particular facility. Thie may however be veyy different
from the patient's total length of hospital stay in situations where there is
a bigh rate of transfer betw2en hospitals. Comparisons of lengths of stay
over time or between hespitals should therefore take into ascount possible
diffevences in the rate of transfer Letwsen hospitals. The study also points
te the existence of a falrly high vate of re-admission over a short peried of
time and raises guestions as to the causes of such multiple admissions and the
axtent to which it resulits in the concentration of hospital bed use among
particular groups of pecpls. Such informatien is not available from the
routinely collected statistics, as these relate to admissions »sther than to
patients and do not permit tha linkage of different episcdes of in-patient

care,

Bad use in the study warde Ths roview shows that among the study population

non-mareied pecple had a higher rate of admission than mervizsd peopls. This
Finding corresponds with the analysis of the national HIPE data on the rates
of admission of married and non-married psople. However in contrast to the
pattern revealed by the HIPE data there was no consistent differsnce in the
lengths of stay of married and non-marrisd people among the study population.
In addition, the admission and retention of patients in the study wards for
primarily sccial reasons was found to be fairly evenly divided between married
and nen-married people. It is hypothesized that the lack of any marked
difference in the use of beds by married and non-married people in the present
study is associated with the particular charscteristics of the study wards,
and particularly the short mean length of stay and high rate of transfer of
gurgical patients, which resulted in only 10 per cent of the bed days used by
medical patlents and 5 per cent by the surgical patients being regorded as

cecupied for socinl and/or adninistrative reasons.
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Maritel state and the need for care The present study together with the

review of the literatura suggests that ths substantial variations in hospital
use between marrled and non-married peopls revealed by tha analysis of ths
HIPE and HAA data arises as a result of both the greater clinical need for
hospital care of non-married people and their use of beds for primarily social
reascns.  However the hosgpital review showed that the use of beds for
primarily social resgons was not confined to non-marrisd people. Indead the
study provided some indicstion that as 2 group elderly marvisd pecple may

have greater unmet needs for care than single and widowed people due both

to the incapacity of their spouse and to the fact that they were lsss likely
than those who lived alone to be transferred to another hospital or to be in
receipt of community sarvices on retuming home.  Thus attention is drawn to
the need to consider in relaticn to admission and discharge decisions unot only
the presence of other household members but alsoc thedr sge and ability. It is
suggested that such information should ke poutinely recorded on the patients'®
hospital forms and that particular attention should be paid to the needs for

care of both elderly marrisd pecople and those who live alone.

These who lived alone did not appear to have any special difficulties on
discharge, which was probably partly dus to thelr lomger averags hospltal stay
and theliy being more likely to be in receipt of coomunity serwvices on returming
home.  However thers was evidence thst single and widowed people living alene
way snecunter problems in contacting assistance in times of illnwegs. This
draws attention to the important role that can be played by naighbours in
gnsuring that selderly people are not isolated and that their needs are mads

kaown and lends support to the development of 'good nelghbours' schemes.

Alternstive provision The twoe main alternatives 1o acuts hospital care for

those whio are currently admitted or retained due to thelr home circumstances
arc care at home or care in a lower level facility. Attention is drawn to

the need to take into account both the availability and ability of family
members and the social costs of providing home care in relation to any
proposals which serve to increase the extent to which the family is melied on
to care for the sick. In particular the information geinszd in the present
study concerning the home cilrcumstances of these elderly patients suggests

that apy decrease in the extent to which acute beds are used to provide
primarily social care should depend on the provisicn of alternative residential
facilities.  Such provision may take the form of nursing homaes op commnity

hospitals. However, the advantaps of developing these types of facllities
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rather than using acute hospital beds will necessarily depend on the relative
sccial and economic costs of the differsnt types of service use. Thus It is
suggested that fupther costing studies are undertaken in relation to the
provizion of care for thoss who do not require, or who no longsr reguire, the
facilities of an acute hospital but who are thought to nead a short pariod of

nursing care.




INTRODUCTION

Differences in the pates of hospital use between mavried and non-warried
people have been well decumented, and especially in relatison to psychiatric
hospitals {e.g. Kramer, 1969; Baldwin, 1971 YoKechnie, 1972}, Less information
appears to exist on non-psychiatric hospitals but a similar over-representation
of non-marvied peopls has been documsnted beoth for this country and in North
America {e.g. Abel Smith and Titmuss, 1958: Hatiopal Center for Health Statis-
tics, 1873a; 1973b). However, although it hss long been known that non-married
pecple have a higher rate of hospital use then marpied people, there 13 little
information about the total number of bed days involved, or about the relative
influence of admission rates and lengths of stay in contributing to thelr higher
vate of use. The voutinely ecollectad Hospital In-patient Enguiry data, which
ralates to admissgions to all non-pgychiatric hospitals in England and Wales,
provided an opportunity of examining these guestions. The results of the
analysis of HIPE data for the yesrs 1964-1970 were presanted in an interinm
report, together with a revisw of the literature on the relationship batween
marital status, iliness snd the uss of health pervices (Butlor and Mopgan, 1874),
Subsequantly, an analysis wis carvied ocut of the 1573 HIPE data, which forms the
most recent raport to have ipcluded tabulations by waritel geoup of daily bed
uge, discharpe rates and mesm duratisng of gtay.,  In addition, special tabula-
tions wers cbtained of the Hospital Activity Analysis for the South East Thames
ragion, 1975, which overcame scome of the limitations of the published HIPE data
in examining the relationship batwesn maritel status and hospital use (Butler
ad Horgan, 1877).

The analysis of HIPE apnd HAA data

Annlysis of the HIPE data for the yeaprs 1368~1970 znd 1973 confirmad the
pattern reported by previous studies of a higher rate of hospital use Ly non-
married gompared with marrded QEGplé'ﬁ This differencs occurred asmong both men
and women and in each broad age group over 25 years =nd appeared to bg dus to

admission rates and in length of stayv. The relative sffesct of

P
jw

differsnces in
diffevences in admission rates and in langthe of stay in contributing to the
higher rate of hospital use by non-mareied pecple varied with oge. In genepal,

the difference in the rates of admission of married and non-married psoplie

*
The HIPE tabulations classify paesple Into twoe broad groups of married apd

‘other'. This latter ecategory, which iz here referved to as the
non~married, therefore consists of single, widewed and diveopced peopla
and alsc those whose mavrital state wag not pecopdad.
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tended to decrease with rising ags, while the difference in the average length
of stay tendad to increase, Tor exawnle, it was calcoulated using the 1973
HIPE dsta that 71 per cent of the additional bad daye used by non-married paople
aged 25-34 years was dus Yo their higher admission rate and 29 par cent to theilr
greater length of gtay, vhile zmong those aged 75 years and over the nercantages
were paversed, with only 2% per cent of the additional bed days used by non~
marriad psople in this age group being dus to their highsr admission pate and
71 per cent to thalr greater length of stay (Butler and Morgan, 1977).  Although
the difference in the rate of bed use of married and non-married pecple was
found in sach Lread age groun over 25 years, elderly pzople aged 66 years and
over accounted for about three-quartsrs of the additional bad-days used by
nop-marriad peopla. The high concantration of additional bed days among
elderly non-married psopls is dug both to the substantlial differences in the
rates of use bhetween slderly maprvisd and non-marrisd psople and o the largs

mmber of non-married pecple among those aged 65 years and over.

The published HIPE data has thrae major limitations in relaticn to the
sresent analysis. One limitation is that it clmssifies patients into two
broad groups of married and fother?, with the latter group including those of
no known mapital status.  Ancther limitation is that it dowus not disztinguish
between differvent types of non-peychiatric hospital, while a third Himitation
is that it »rovides no Indication of the extent of re-admissions or of transfers
between hospitals. In ordsr to overcome these deficiencies, special tabula-
tions of HAA data were obtained for the South East Thames Region, 1875, HAA
data for this reglon suggested that the higher rate of bed use found among
non-married patients as a whole are meintained for both the single and widowed
considered separately., In addition, differences in the rates of hospltal use
between married and non-mavrvied people wers apparent in each of the categories
of acute, long-stay and gepiatrie, convalescent and specialist hespitals, The
actual number of beds requirsd by non-married people to sustain their higher
rate of bed use was, however, greatest in the acute hospital group, due to the
large number of beds in this sector {Butler and Morgan, 1877}, ¥o information
is availsble from the HAA on the question of re-admission but it is possible
to distinguish batwsen patients dlscharged home and thoss transferved to
another hospital or convalescent homa., Information on place of discharge from
the HAA data for the South East Thames Reglon showed that in 1975, 7 per cent
of men and 8 per cent of women were transferved to another NHS hospital or
convalescent home, with the rate of transfer beling higher for single and
widowad than for married patients and the difference increasing with rising ags.

This suggests that a part of the higher admission rats among nop-marvied
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patients may result from transfers rather than new admissions. The varda-
tions between marital groups In ratss for new admissiens could therefors be
smaller than suggested by the HIPE data, while the difference in the length of
stay between mavried and non~married patients Is proebably greater than the HIPE
data indicata, as a patient whe is transferved to another hospital would be
recordad as two Separate admissions and hence as twe separate (and shorter)

periods of hospital stay.

One possibility that pust be considered in relation to the appavent
differencas in the rates of hospital use between married and non-married people
is the guestion of whether thev may be due to artefacts in the data. In
particular, it is possible that the differences in rates of hospital use betwaen
narried and non~married people are at least partly esplained by the aize of the
age bapds used in the HIPE tabulationg, At all ages, but particularly in the
two highest age groups (€574 and 75 years and over) the age distribution is
different for marrisd and for non-married people. Within the age groups
65-74% and 7% years and over non~married people appear to have an older age
distribution than married people, reflecting the greater risk of widowhood
with increasing age. This maans that the zge bands used in calculating rates
of hospital use offer only a partial contrel for the effects of age. It is
therafiore to be expected that by using narrower sge bands the differences in the
rates of hospital use between married and non-married people would diminigh,

In order to gauge the magnituds of this discrepancy, estimates were made of
the vates of bad use by marrisd and non-marrvied patients within quinary age
groups between 25 and 90. By comparing the additional beds used by non-
married gpatients, derived from the calculations based wn the HIPE ags groups
and the rate caloulated from the quinary age groups an estimate was reached of
the distortion resulting from the large size of the HIPE age bands. The
results suggest that the datm on the additional beds used by non-married men
should ba deflated by sbout 7 per gent and the additional beds used hy non-
married woman by about 40 psp csnt (Butler and Morgan, 1%77). However, gven
after aliowing for this, there remain substantial differences In the rates of
bed use by married and nen-weprrisd people. For example, the 1973 HIPE data
show that after soplying these deflation factors the additional beds used by
non-married pecple was in the region of 23,000 keds esch doy . This
represents about 30 per cent of all beds in non-psychistric hospitals used by
people aged 2% vears and over,  Thus, although part of the apparsent differaence
in the rates of hespital use hetwesn marrlisd and non-merrisd psople appears to
be dua to differences within broad age bands, there still remain substantial

differences which cannot be aceoounted for in theze tamms.
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Tha research approach: need and servigce use

The demonstration of substantial differences in the use of Ffacilities and
services betwsen population sub-groups gives rise to a large number of questions
goncerning the causga and congequences of ths obgearved varistions. Howaver,
one of the central issucs from the point of view of health care policy and
planning iz that of the question of the relationghiy between need and service use
vhereas the price mechanism serves to distribute resnurcas in the market
place, under the Hational Health Service facilities and services are free at
the point of consumption. Thus, the primary objective of the health and
social services 1s to distribute resources in relation to nceds, pather than in
terms of the ability to pay. with ths alm being to ensure what ls regarded as =
equitable, efficient and effoctive distribution of services and facilitias.

Although the notion of need has 2 central placs in sceial policy and forms
the fundamental criterion for the distributisn of services znd facilities, the
coneept of need has ne single accsepted meaning and hes besn vardously defined
or left undefined {Cooper, 197%; Culyer, 1976).  Howaver, an important
consideration underlying most definitions of the need for a service is that the
sarvice ig an instrumental means of achieving a desired end and is thercfore
only needed insofar as the end or outcome is needsd (Cooper, 1878)., It is
also recognised that the need for a particular sepvice is ganerally not an
obsolute need, for several peans usually exist to achieve a given end and
choices therefore have to be made, while what is regardsd as a degiradble aim orp
cutcome ls dapendent on the prevailing cultural and soecial values. As well as
the question of the type of judgzement that is being made there iz also the
guestion as te who makes the Judgsmant as to the nesd for a servics. Ona
possibility is for the judgement to be left to the individual invelvsd. In
such a case the judgement of nceed takes the form of self-perceived or folt need
and can ba equated with want. n alternative appreoach iz that of normative
neaed which exists when judgements of need are made by superts or professionals
{Gradshaw, 1972). The experis or professionals may be conecsrned with judging
individual needs for particular services or facllities or with judging the
needs of populaticn groups. Sueh judgsments are made in terms of both the
toechnical means available to achisve a desired end and in terms of the current
philesophy and valuss of socisty and of those dipectly involved in the

fudgement .,

Tha esxistence of substantial variations in ssrvice use bstwesn soeial
groups gives rise to the guestion of whether the differences in rates in use

reflect differsnces in nowmative needs fop the particular service nr group of
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servicas under consideration. On the one hand it is possible that the
difference in the rates of servics use reflect differences in professionally
defined needs. In this case the greater uss by a particular group is
expliained in terms of thelr greater need and thus nsed and use can be regarded
as being in relative balance. 4 second possible cause of differsnces in the
rates of service use between population groups is that this arises as a result
of the existence of unmet need {or a greater amount of wnmet need) among the
Tow-uger group. In this situation the low user group can be regarded as being
in comparative need {Bradshaw, 1372). 4 third possible sxplanation of such
variaticns in service use is that the rate of use by the high user group is
higher than is considered necessary in relation to what is ragarded as its nesd
for the particular service or facility in gquestion. However, whether or not

& rate of service use which is judged to be greater than can be justified in
terms of professionally defined nsad for ths particular service under considera-
tion will be regarded as evidence of unmecessary or inappropriate use, will
depend on the reasons for such use and the context in which such dudgements are
being made. For example, a2 medical practitioner, whoe 1s primarily concerned
with the needs of the individual patient, may view such use as neesssary use in
the absance of alternative {lowap~level) facilities and services., The policy
maker and planner on the other hand is primarily concsrned with the total needs
of the population and of ordering relative needs and determining priorities,
and may therefore view such use as unnecessary opr inappropriate in that it

does not represent the most efficient use of rescurces for achisving the dssired

goal or outcoms.

While it is possible to identify three types of explanations of the
differential rates of service use between gocial groups, it is recognised that
thase do net necsssarily form altemative explanations amd that tws or more
types of explanations may contribute to the observed wardations., For example,
the high rate of service use by a particular grous may be dus in part to thelr
having more conditions of the type that arve normally judged to recuire a
particular service. However, the high user group may also be using these
facilities or services for conditions which are judgsd to have a low priority
o the claims of the particular servite under consideration and which could be
catered for in other ways, while at the zame time the rats of use by the low

user group may be less than ls considered appropriate in relation to thelr needs.

The question of the causes of Variations in service use
betwasn social groups has been of considsrsble coneern in the health cars fleld.

Thus, a ling-standing and fundamental igsue has been that of whether the
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variations in ratesz of servics use betwsen social groups reflects a possible
inappropriate non-use of services and facilities by the low user group. This
approach has been termed ths humanitarian approach to need with the main
emphasis being on the identification of unmet need (Achason, 1972). Concern
cver the existence of unmet need arose from the finding of substantial varia-
tions in the use of health services between social grouss and of an icebesrg of
illness in the community despite the removal of the financial barrier o health
care, This concern has wmainly focused on the use of primary medical care
and particularly on the guestion of the causes of the diffepences in the rate

of general practitionsr copsultations by soelal class groups (Titmuss, 19683
Radn, 1969; Hart, 1971; Townsend, 1974; Forster, 1976; Le Grand, 1378).
Similarly, in the fisld of preventive health care there has long hagn concern
ovey the differsnces in rates of use by social class and particularly of why

the lower social classes have a smaller uptake of such services and thus what

is desmed to be inappropriate non-use in relation to thelr needs (Alderson, 1870;
Cartwright and G'Brien, 1976}. VWhile the guestion of the inzppropriate non-uss
of health services has been of continulng concern an increasing emphasis is
being placed on identifying the extent to which varietions in service use point
to the axistance of a highey rate of use than is considered necessary, in that
it arises from catering for a nead which has a low pricrity In the hisrvarchy of
claims on the particular servics or Ffacility and could be met more efficiemtly in
other ways., This omphasis on tha ways in which resouress are deploysd has besn
termed the roesource-crientsd approsch to need {(Achsscn, 19878). The emphasis o
the resource-arvientad approach to need springs from the recomition that not

all felt or normative nszeds can be met by the avallable rescuress, for while
nagds for health services are infinite, resources  are finite, and thus ways
must be devised for ordering needs and allocating resocurces on what is deemed

to be an equitable and efficient basis {Culyer, 1976). VWherens the identifieca~
tion of inappropriate non-use has probably been the dominant concern in relation
to studies of primery medical care, the question of the inappropriate use of
services has bean the major emphasis In relation *to hospital in-patient cars,
and especlally acuts hospital cave. The emphasis on the identification of the
extent to which hosnital In-patisnt care iz used in clvcumstancss when the
patient’s needs could be as effectively met in a lower level Ffacility is
probably due both to the high costs of in-patlent care and to the existence

of leng waiting lists and an ever-increasing demand for hospital services. Such
goneerne have formed a major factor underlying both the mandatory reviews of
hespital use undertaken in the United States and the ad hoo raviews carried out
in thisz country (Stuart =nd Stockton, 1973; Mechanic, 1978; Caprstairs and
Heagman, 1974},




Marital state and ths need for hospital care: a review of the literature

The possible relaticomships betwesn need and zervice-use outlined in the
previcus sectieon spe shown in figure I in relatiop to the differential rates of
hospital uze of wmarried and non-merried people. One possible explanation of
such differences iz that non-married pecple have n greater elinical need for
hogpital cars then married people due to thelr experdencing more illness of
the type that is normally Judged to require in-patient care. To the extent
that differences in the rates of hespital use between marital groups do reflect
differences in thelr clinical need for in-patient care, the higher rats of use
by the nen~mavrried may be vegarded as =m entirely amppropriate use of resources,
and the need and resources use by the two groups can be regarded as being in
relative balance., A second possible cause of the ahbgerved variations in
hospltal use is that married peopls have a greater unmst nead for hospital
in-patient care, through thelr being less likely to enter hospital for conditions
which could benefit from hospital treatment. Tha third possible causs of the
differential vares of hospital uss is that non-marrisd people are more likely
to be admitted to hespital and retained in hospital beeause thelr physical
and/or social snvironment is pegarded as being less suitsd to demiciliary care,
To the extent that this occurs, there is the gquestion of whether this represents
an appropriate use of resources opr whether such ngeds could be catered for as
effectively by other lowaey cost facilities and services. This gquestion is of
particular concern in relation to acute hospital care, whore the dominant
enphasis is on active medical intervention.  For example, the 1962 Hosplital
Plen stated with regard to the eldsrly, that they requive treatmant in an acute
hospital when acutely 111, "but that hs or she should nomally only remain in
such a hospital for the period in which medical or surgical care was regulred®
(Ministry of Health, 1962),

Figurs 1

Possible explanatisns of the higher rate of hospltal use by
aon-marrvisd coopared with marvisd seople
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& literature review was undsrtaken to examineg the evidence concerning
the thres types of explanstions identified in figure 1 for the higher rate of
hospital use by non-married compared with merried people. One way of identi-
fying whether such differences may be dus in part to the greater cliniecal nesd
of non-married paople Is 2o look at the relative morbidity experlence of marricd
and nop-marriad people. Mortality rates have traditionally been used as an
indicator of the extent of morbidity in the population, for dsath is usually
a clezr and easily messured event, while no such shars distinetion sxists
betwsen & healtlyand a discessd state In an individusl. Howewer, vhereas
morbidity and mortality were clearly linked in earlier times, ths extent to
which differsnces in mortality rates may be regarded as a valid Indicetor of
diseage in today's advanced industrial societisg 1s unclear, for much morbidity
is of a chronle naturs. Keverthaless, despite such drawbacks, mortality rates
still form the most readily availlable and widely used indicator of the extent of
morbidity in the population. ¥ith regard to the mortality rates of marital
groups it has long heen known that married people generally display lower
mortality rates than the non-marrisd., In 1859, William Fapr reparted that
'a remarkable series of obgervations extending over the whole of Prance enables
us to determineg for the first time the effect of conjupal condition on the 1ife
of the populaticen’, and he concluded on the basis of these obssrvations that
unmarvied people suffer from disease in wndue proporition and the have-been
marriad suffer still more'. (Farv, 1859), In 1912 Hapch publishaed some
extahsive dats on age-specific dazath rates by marital status for France,
Russia and Sweden during the perloed 1886~18%95, which showed that for both sexes
and In almost all age groups, wmoritallity rates were lowest for the mavried,
rather higher for the single and highest for the widowed and divorced (March,
1812). Mors recent national data confirms the continuetion of this trend.
For srampls, deta for England and Hales 1951 and 1961, relating to single
year ages between 22 and 87 vaars showed that in both vears the mortality
rates for both men and women wepa higher for the singls and widowed than for
the marrisd, except among single women at a few selected ages (Registrar
General, 1957, 1868). This pottern of a higher ags-specific mortality rate
of non-married then married people has alswe been found te be characteristic of-
recent mortality data for other coumtries (U1.S. Dept. of Health, Bducation and
Welfare, 1970; Hoskenuwus st al., 1878},

Mifferences in the mortality rates of married and non-marvied noople are
to some extent associatsd with differential mortality from certain specific
conditisns,  However, a particularly striking aspect of the national

morbidity data is the higher death rates among non-marvied compared with
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marrisd people for almost every malor cause of death., In fact, the 1365-7
mortality data for England and Wales showed no cause of dsath, either apong

men or wemen, for which the SMR of married porsons was preater than that for all
the non-marpled categorizs (CGeneral Reglster OFfice, 1871).  As Shurtlsff put
1t, "thers is no disease that kills impartially, that kille the married and the
unmarried alike” {Shurtleff, 19586),

Several authors have pointed to possible artefacts in the collection and
processing of the date that may in part sccount for the chserved variations.
For example, it is known that a high proportion of deaths from particular
causes, and especlally road traffic accidents, occurs to persons of unknown
marital status, and these are conventlonally exkcluded from the numerator in
calenlating marital-gpucific death rates. However, it seems genevally
accepted that although such defects in the data may account for some of the
excess mortality of non-married psople they do net explain mopre than a small
part of the differencs.

Hore direct evidence on the extent of worbidity in the population than can
be gained from mortality data is that obtained from personal interviews or
reporis or by clinigal examinations, There is, howegver, a wide discrepancy
betwasn sself-reported iliness and the volume of disease determined on the basis
of clinical examinations {Meltzsr and Hocksteiln, 1970, Maddox and Douglas, 1973).
In addition, few such studizss provide data by marital stats., One study which
does provide information on self-reported illness by marital state is the
General Household Survey {0ffice of Population Censuges and Burveys, 1973, 19783,
The results of this survey show that in each broad age growp and for both men
and women & higher proportion of widowed, divorced and separated than of married
people reported a long-standing illness, disability or infirmity but there was
no consistent differsnce betwsen single and married respondents. A further
question was asked ghout activity restrictions through illness in the twe
weeks preceding the Iinterview; the answers again showsd that fewer marvied
persons reported such restrictions.  This pattern of widowad and divorced
people repoerting a higher propovtion of hoth acute and chronic illness than
marpiad people has also bsan found in studises undertaken in the United States
{Lehorgue, 196505 ¥an, 1872). However, it must be remembered that part of the
difference in the incidence of self-reported illness may bs due to the greater
age of widowed than merrdisd people, with the differsnce in their ags distribu-

ion aver occurring within broad age bands., In addition, there iz the
question of the extent to which such findings may be influenced by differences
in the attitudes and percepticns of married and non-marrisd people. Neverthe-

less, such data, togethsr with the Finding of substantial differences in
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mortality rates beotween merried and non-marrisd people does suggest that there
bl

ig a peal difference in thelp morbidity patterns.

¥hile it is possible to point te differsgness in the mortallty rates, and
self-reported morbldity of married and non-married people the question arises
28 to the extent to which auch differences necessitate a grsater use of
hospital in-patient care.  As might be expected the velatisnship betwasen
morbidity, mortality and hospital use has been shown to vary between diszease
categoriss,  Thus, for example, in 1970 diseases of the circulatory system
have been shown to sccount for adbout one-half of all deaths but only 12 pep
cent of hospital discharges and 7 per cent of all sickmess in general practice,
whila on the other hand diseasas of the musculoskeletal systom and connective
tissue represanted only 0.% per cent of deaths but acecounted for 4 per cant of
hospital discharges and 3 per cent of episodes of {llness in general practice
(Forster, 1978}, Howawver, despits such variations, West has shown there to be
a significant correlation between vates of hospital use and discase categories
within six of the eight ICD disease chapters examined {(West, 1878).  Thus,
while the extent to which the higher mortaiity and morbidity rates of non-
married compared with married pecple accounts for their greatsr use of hospital
in-patisnt zare is upcsrtain, the available data indicates thst at least part

of such use is associated wiith thelr greater clinical need for care.

The second type of explanation of the observed wariations in patss of
hognital use ildentified in Fgure 1 is that marrisd people have a greater wumet
nead for hespital in-patient care compared with warriad people, through thelr
being less likely to enter hospital for conditions which could benofit from
treatment, 4 large number of surveys have provided evidence of a substantial
anount of uwmitreated 1liness in the community (a.g. Last, 19853; Israsl and
Teeling-Smith, 1367 Wadsworth, Butterfield and Blaney, 1971). The demonstra~
tion of a large pool of untrzated Lllness in the community, the so-callad
‘iceberg' of digeasce, which has remained despite the removal of the finaneial
barriers to medical care has been of considerable concerm since the early 1950s
and has led to a large number of studies which have sought to identify the
various soeial and psychologicel factors which influsnce the decision to seek
medical care (Stoeckle et al,, 1863; Reobinson, 1871y Zola, 1374; Dingwall,
19763. However, while it is poesible to polnt to the existencs of a large
amount of wntreated illness in the community, and thus of what can be regarded
as the inappropriate non-usa of madleal sepvices, little is knowm about the
distribution of such wntreatsd illness between marital groups or of the extent
to which such ilinesses might warrant in-patient care (¥cKinlay, 1972}.

Similarly, studies of illnuss behaviour have identified wariocus factors which
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influence the take-up of medical services besides the severity and nature of
the condition, including the personality and psychelogical make-up of the
individual, the attitudes and values of significant others and cther aspects of
the individual®s sccial situation, but little is known about the possibls effect
of such factors in producing differences in the 1llness beshaviour of married

and non~married people.  Thus, it appears that the possible sxistence of a
greater ummet need for hospital care among warried people must not be over-
locked, although the available evidence dosg not provida any indication of the
distribution of untreated illness betwaen marital groups or of differences in
their illness behaviour.

Tha third explanation of the higher rate of hospital use by non-warried
compared with married people is that non-married pesople may be more likely to
be admitred To hospital and retained in hosnital becausse their physicel and/far
soelal environment is regarded as being less suited to domiciliary care. Thus,
it may bs the case that the medical profession is more likely to adalt or retain
non-marrded pesple in hospital heacause they are pevceived as having greater

social needs for care.

There is relatively little information on the factors which influence

medical decigion-making although there has been shown to be considerable

variations in medical practice and referrsl bshaviour {(Dowle, 1975). However,
a large number of studies have locked at the outcome of medical decisled-making
in terms of the use of beds, Such studles have provided
cetimates of the extent to which patients are occupying bads for what can be
broadly classified as social reasons, with the proportion ranging from 3 to
ovar 30 per cent {Carstairs and Heasman, 1974).  Although few such studigs
provide information on the marital distribution of patients coming ints this
category, the reasons rost frequently given for such use apre the lack of close
relatives and the Ffact that the natient lives alone, both of which mest commonly
ceour among the non-marvisd {see for example, Mackinmtosh, MoKeosym and Gsrratt,
1861; Mervedith et al., 1%68}, Further direct svidence of the influence of
these Ffactors is previded Ly a study of a sample of peopla during the last year
of their 1ife {(Cartwright, Hockey and Anderson, 1971},  This showed that
single people and particularly single women wers relatively likely to die in
hogpital while married peonle and particularly maprried men wepe more likely to
be discharged to die in their own homes.  Important factors responsible for
such differences wers identifled as being the prasence of other houschold nmembers.
and the availability of children to provide care and especially daughters.

Similarly, Isaacs, Livingstone and Naville found that non-marrisd people and
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espaecially theose lacking children were over-reprasented among those classified
as being admitted to a geriatric unit because of 'insufficient basic care'

(Izaacs, Livingstone and Neville, 1872).

The ovar-representation of non-married people in rvesidential care 1s not
confined to hospital in-patient care but also appears toc be characteristic of
old people's homes. Thus, for example, on the basis of information contained
in the 1971 census of England and Wales it was caleulated <+hat less than 1 per
cent of married men and women aged 65 ysars and over wepe in homes for the old
and disabled compared with 7 per cent of widowed men and 3 per cent of widowsd
women and § par cent of single men and § per cent of gingle women., Such
differences could not be explained Ly d4ifforencas in thelr age distribution
with the greater representation of non-married people being found in each
flve~year age group {General Register Office, 1973). Studies of admiszions
to old people's homez have shown that the primary reason for admissicon is that
of the lack or inability of relatives to provide the necessary cgre, with such
a lack heing most common ambung the sirgle and among cohildless widowed people
{¥Xay, Beamish and Roth, 1962; Townsend, 1964).

In contrast to the relatively high rate of use of lu-~putient care by
single and widowed people, it appears that the latter use out-patiant services
moet extensively. Evidence of this ig provided by Forsyth and Logan's study of
50,000 new outpatients in 80 hospitals, which showed that married peopls were
over~pepresented in relation to their proportion in the total population, while
single and widowed persons were under-vepresented (FPersyth and Logan, 1968).
Similar results weps found from z sample of 1,558 new outpatients attending
Guy ‘s hospital in 1982 (Butterfisld and Wadsworth, 19862). The results of
these studles suggest that the prependerance of non-married people in in-patient
care may arise partly from the faet that, In cases where hospital admission is
not overwhelmingly justified on clinical grounds, the non-married tend to be

admitted for in-patient carve and the married to bz treatsd on a day-patient basis,

The rveview of the literature therefore indicatas that esach of the factors
identified in Ffigure 1 may have contributed to the higher rats of hospital use
by non-married compared with married people.  However, it Is not -ossible op
the basis of existing evidence to assess the relative contribution of these
factors and thus to determina the extent of iInappropriats uss or non-use of
hospital beds among marital grouns. In addition there is 1ittle pracige
information as to the nature of the gocial needs and home cireumstances of those
who are retained in hospital or of the extent to which the higher rate of use by

the non-married 1s concentrated among particular groups of people.
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FEATURES AND OBJECTIVES OF THE STUDY

The fileldwork nrogramme set up to examine the relationship between
marital status and hospital use consists of twe parts. Ons part, which forms
the subiect of the present report consists of a cross-sectional study of
elderly people admitted to a district general hospital. This study is
primarily concerned with looking at the ways in which hospital beds are used
by married and non-married people. The approach adopted is that of a
resource-oriented approach, with the main aim being that of identifying whether
the higher rate of hospital use by non-married people is associated with their
having a greater clinical nesd for care, or whether it is dus to their being
moye likely to occupy hospltal beds for primarily social reasonz.  However,
besides looking at the gensral quastion of the appropriatensss of hospital use,
this study also examines the type of sccial factors which result in additional
bad use and locks at the distribution of such socizl nesds within the groups of
married and non~married peoplas. In addition attention iz paid to the question

of the distribution of unmet needs for care among marital groups.

.

The second part of the fieldwork programme iz viswaed &8 complementary to
the present study in terms both of its aims and methods. This study consiste
of a prospective study of a small group of elderly peopls in the community and
is based on zn initial sample of 120 elderly people who are belng interviewed
at six-monthly intervals over a three-year pex*ic:d.ﬂ The method of following
a small group of people through time should allow issues of particular interest
to be studiss in depth and changss traced over time., In addition it is hoped
that this study will enable a vardety of gquestions to be studied concerning the
causes of the dbsgerved variations in hospital use by merried and non-married
people which are beyond the scope of the present study, and in particular that it
will provide information on the use of a wide rangs of health and social
services by merried and non-marpriad people and on their illness behaviour and
pathways into care.

In the present coross-sectional study of hospital patients information was
eollected in two ways. Information on the use of beds was collected by means
of a review of hospital bed use amorng a consecutive series of patisnts admitted
to in-patient care, while information on the patient’s home circumstances and
social needs war collseted by interviewing as many as possible of this same
group of peeple shortly after their discharge from the study werds. The method
of oollecting information on hospital use by means of a utilization review has
been widely employad, with such vevisws being used Ffor two main purposes. On

the one hand z utilisation review may be formally instituted as a means of

'f.f
This study forms the subdect of a separate report being prepared by
Dr. J.R. Butler.
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controlling the cests and monitoring the quality of care in a particular
facility, through the educative gffect of the review on the physician and
through the provision of sanctions in terms of the non~reimbursement of fees

for services or clinical care that is deened to be inappropriate {Rudov, 1975%;
Brook and Avery, 1976). This type of utilisation review has not been omployed
in Britain but is widely used in the United States, where hospital accreditation
is contingent on the existence of a satisfactory review programme and utilisation
raviews are required by both private insurance carrisrs and government-sponsored
programmes,  The other main use of a hospital review iz that of a research tool
designed to collect information on the use of facilities and services for
planning purposes. However, while a large number of 24 hoc reviews have heen
undertaken in this country with the aim of providing information for planning
purposes, the present review has several important features which distinguish it
from most previcus reviews of hospital use. One notable faature of the review
carried out in this study is that rather then being basad on all patients
occupying a hospital bed at a particular point in time, it is based on the review
of indlvidual patients at specified points durdng their individual hospital stay.
This method enables the total number of bed days ussd by individual patients to
be identified,as well as the number of days Involved in social admissions or
discharge delay. Ancther important festure of the present review is that it

iz combined with patient interviews. The follow-up intervisws were designed

to supplement the information recorded on the review form and also to provide
detailed information on the home circumstances and sceial nseds of mervied and
non-marrisd people and of differsnces within marital groups in terms of factors

which might be associated with their needs for care.

Due both to constraints of time and persomnel it was nacessary to regtrict
the fieldwork to elderly psople, and in the case of the pressent study to those
admitted to acute hospital care. Tha age group 65 years and over was selected
for study because alderly pecple as a group make the greatest demand on the
health services, including hespital care, and in 1971-72 aceounted for 48 par
cent of the average number of beds used daily in non-psychiatric hospitals in
England and Wales,  Alsc as the analysis of the routine HIPE data indicated, the
mumber of additional beds required to ¢ater for the higher rate of heospltal use
by non-married compared with marrisd pecple was greatest among those aged 65
years and over.  An acute hospital was chosen as the location for the study as
acute hospitals form the largsst non-pgychiatric hospital geoup in terms both
of mumbers of bads and of Financial rescurces, In zddition, it is in the acuts
gector that the emphasis on curing as oppesed to providing sccial care is most

apparent. Inltially, it had been plamned to include all patients age 65 years
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and over admitted to the study hospital under the five consultant physicians
and the thres consultant surgecns. However, In view of the work-to~puls by
the junior hospital staff, which occurred between the pilot and the main study,
it was decided to include only one surgery firm in the main study. This was
hacause although the work-to-ruls had little effasot on medical admissions it
may have affected the backlog of cold admissions to the surpical wards, The
one surgery firm included was, however, rugacded by the medical staff as having

experisnced very little changs in its workload dus to the work-to-ruls,

The hospital which forms the setting for the study is a 430-bed district
general hospital seyving a3 semi~rural area. The study hospital forms one of
six hospitals classified as acute in the health distriot with a populstion of
276,400 ragidents, These six mcute hosplitals have a total of 920 beds. In
addition there are five hospitals classified as lopg-stay or geriatric with a
total of 580 beds and five specialist hospitals with 800 beds, as well as

maternity units and psychiatric hospitals.

It is diffioult to provide precise information as to the number of bads
avallable for medical and supgical vatients in the study wards 23 In some wards
primarily devoted to thess specialties a small number of beds were occasicnally
used by other specialtiass. However, it appearsed that normally about 90 beds
were ococupied by medical patients and were distributed among five wards, while
the cne consultant surgeon invelved in the study was responsible for about
20 beds (one third of all general surgery bads) although the actual number of
patisnts wder 3 particular consultant varies according to which Ffirm is
‘on teke! in & particular week, The distridbution of bads between men and
wvomen patients appeared to be Falrly Fflexible in the case of general medicina,
as only two wards were single-sex wards and three were mixed, with the relative
numbers of msn and women patients varving slightly acgcording to demand, The
two surgical wards involved in ths study were singlie-sex wards providing spproxi-

mately equal numbers of heds fop men and women patients,

Some indication of the level of activity in the study hospital can be
gained from the routinely collasctad statistics. Tahle 1 provides Informstion
on the mesn length of stay and number of dischargss and deaths for all general
medical and surgical patients admitted te the study hespital in 1876 and for
all such patients in non-psychistric hogpitals In England., This draws
attention to the relatively short mean duration of stay of patientsyin the study

hospital, and sspecinlly smong wedical admissions, and alse points to the exis-

tence of & high hed ccoupancy rate, particularly in the surgical wards.
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Table 1 Indicators of aetivity: the study hosnital
and =1l non-nsychistric hospitals in Englend, 1978
w | oo B0
| Indicators of activity Study psychiatpic
! hospital hospitals
f Mean lengths of stay (days}
Geteral madicine 10.1 1z.2
General surgery 8.0 , 8.6 :
S :
Discharges and deaths :
per available bed
E General medicins § 30.6 - 25.3
| General surgery § uz2.2 f 45.8
E Bed pgeupancy vate :
| :
. General pedicine ! 84,3 N
General surgery 91.2 L7178

£1} Based on 8H3 returns
£2) BHSS, 1977 (Tabla 4.8}

Calculated as Avarags occupled beds daily =x 100
Averags available beds dailly
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METHODS

The study consists of a review of hospital use among a consecutive serics
of patients aged 65 vears and over admitted to the generanl medical and general
surgical wards of a distriect general heospital, together with follow-up inter-
views with as many as possible of this same group of patients shortly after
their discharge from the study wards.  The hospital review was conducted anmong
all patients agad 65 years and over adnitted under the siz consultants involved
in the study during a ninetsen-week period during March-July, 1975, whils the

follow-up interviews were ocompleted by early September of the same year.

Degign of the raview

The design of a hospital review will necessarily vary according to the
purpcse of the review, its official standing and thas amount of resources
available. However, it is useful to consider the three main features of a review,
namely the timing, the psrsonnel wmdertaking the review and the criteria used in

assessing the patient’s need for and use of hospital in-patient cave.

With regard to the timing of a review a distinction may be made between
retrospective reviews that ars completed after the patient has been discharged
fpom hospital and concurrent reviows that are carried out while the patient is
in hospital. Concurrent revisws may be conducted on one perticular day among
all patients in a particular specialty or ward, irrespective of the patient’s
individual length of stay, or they mey be conducted at a specific point
{or points) during an individual patient’s stay, HMost 2d hoc studies have
used the former methed, being ccncerned with ldentifying the total number of
patients who could be reparded as inappropriate users of hospital in-patient
care {g.g. MacPhail and Bradshaw, 1967; Butler and Pesapson, 1870; Loudon, 1870
Chant et al., 1975). Formal utilisation reviews on the cothar hand hawe
generally specified polnts during an individual patient's stay at which a review
should be carried cut. The approach adopted in the pressnt study was that of a
concurrant veview carried cut at different polnts during the Individual patient's
hospital stay. It was hoped that completing the review during the patient's
stay would serve to reduce the problems of recall and retrospective rationalisa-
tion,  Also, the methed of reviewing the natient's use of hospital in-neatient
care st different peints during the individual patient’s stay has the advaniape
of allowing the total nuwber of bed days used by individual patients to be
identified and the number of bed days involved in social admissions or dizchargs

dalay.
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The personnel carrying out a review may consist of cng physician acting
independently, or a team aither mads up entirely of physiciens or of a mix of
physicians and other personnel. There is also the guestion of whether the
reviewers apre drawn from the hospital in which they are conducting the review
or from a different hospital. The approach adopted in the present study was
that of having each patient reviewsd by a single reviewsr, Theose undertaking
the reviews were the junior hospiial doctors attached to the firm responsible
for the care of the study patient. The reason for asgking the junior doctors te
act as reviewers was due In part to financlal considerations in undertsking the
present study, and also because one of the main aims of the study was to develop
a low-cost method of review which could sasily be set up and carried out by ths
hospital doctors themselves. It was recognised that the method of having a
fairly large number of people fo sct independently as reviewers would probably
increase the elementof reviewer vardability and that the method of asking doctors
to review the patients under their care might lead to an undepr-reporting of the
amount of hospital use dus to the patient's social circumstances. In ordsr to
try and reduce the element of reviewer variability and what might be percsived
as the threatening nature of the review, regular discussions were held with the
reviewers concerning the method of review and the type of judgements required.
In particular it was emphasized that the alm of the reviow was merely to identify
the factors which influenced their decisions to admit or retain a patient in
hoapital or to arrange their transfer to another hospital, and that no judgement
was being made as to the appropriatensss of thelr action. The possible effact
on the recording of both the fairly larges number of reviewers and their position

in the study hospital is considered in Appendix 4.

Perhaps the most important featurs of the desipn of a review is that of the
type of hospital use that is being reviewsd and the criteria used in judging the
patientis need for in-patient cars. ¥With regard to the tvpe of hospital use
that is bhelng reviewed, it is possible to identify three main causes of what may
be broadly termed as 'umnecegsary® hospital use, These are the admicsion of a
patient dup to soclal or administrative factors, the delay in psrforming
in-hospital procedures and delsysd discharge arising from social and administra-
tive factors. Previous studies have shown that delays in performing in-hespital
procedures make the smallest contribution to the total ‘unnecassary’ hospital
use, while the main component is that of discharge delay arising from secial opr
administrative factors (Hunter, 1872; Zimmer, 1874). Thus the mandatory
reviews carrisd out in ths Undted States and many of the ad hee reviews of
hospital use have focused primardly on the question of dizcharge delay. The
present study reviswed both the patisnt’s admission and discharge from the
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hospital wards., The existence of delays in performing in-hospital procedures
was not recorded, except iunscfar asz this was responsible for a delay in the
patient’s actual discharge date, as there wag no peason to suppose that such

delays ware differentially distributed between married and non-married people.

Reviews of hospital use have employed a wide vardety of opiteria for
assessing the appropriatensss of patient placement.  Some studies have largely
relied on the reviewer's subjsctive assessment of whether the patient has ‘medical
needs at a hoapital level’ (c.g. Crombiz and Cross, 1853%; Hackintosh, McKeown
and Garratt, 1361)., The uze of such broad criteria lends itself to considerable
reviewer variability, with the results depending on the reviewsr's understanding
of 'medical need', and on whether such a judgement is made in terms of the health
care fasilities which exist at present, or on the assumption of optimal health
care Facilities (Zimmew, 1967, 1974).  Another type of approach which provides
more gpecific griteria for reviewlng patient placement is to ask the reviewers to
judge whather the patient’s needs could have bzen met in a particular type (or
types) of lower level facility (Loudon, 1970, Chant, Me@inn, Triger and YWales,
1975). An alternative method involves the use of an index of care, with patients
being classified in terms of thelr nursing needs into categories of care. These
categories of care are then related to predetermined levels of care, which are
regarded as being associsted with different nseds for facilities and services
{Barr, 1964; Meredith, Andsrson and Price, 1968). This latter approach over-
gomes the problem of regquiring a judgement to bs made as to the patient's need
for hospital in-patisnt care but the problem remains that the judgements made on
each patient's medical and nursing dependency are subject to individual variability.
In order to try and overcomse the problems of reviewer variabllity the method
adopted under the Professional Standards Review Organisations set up in the United
States, is that of specifying norms of care and the length of stay for =ach
condition (Rudov, 1875; Goran &t al, 1975). A similar type of approach has
baen employed in studies of hospital use based on the concept of the '‘right stay!

in hospital, although in this case tho target date for dischargze relates to the

perceived needs of the individual patient rather than to a pre-determined norm

relatinz to a particular cendition {Simpson et al, 1877},

The aim of the present review was to identify the extent to which considera~
tions of the patient's homse ciroumstancss had influenced admission and discherge
detisions rather then trying to centrol physician behaviour.  Thus instead of
imposing a rigid standard it was decided to present the reviewsrs with a seriss
of guestions concerning the patient's hospital use, However such questions were
more precisely defined than has been the case in some previous studies. ~Hith

regard to admission the reviewer was asked:
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Could have been treated in the out-patient department or by the

general practitioner, if the patisnt'zs home circumstances were favourable?

In the case of discharge the reviswer was asked:

{1} whether the provisional discharge decision was delayed as

a result of the patient's home clrcumstances, and

(ii) the reasons for any delay between the nrovisional and actual

discharge date

In addition the reviaewer was askad to record If the patient wes dischapged
from the study wards to another hospital, and if so, to give the reasons for
their transfer.

The design of the study and the nmethod of review was developsd after the
awthor had spent scveral weeks talking with the medical and surgical staff in
the study hospital and had accompanied some of the doctors on their ward rounds.
Tha review form consisted of a five-pags questionnaire which had mainly multiple
cholee guestions and so was quick to complete (Appendix B).  Both the number
and type of questions asked on the review form were limited by the fact that
the review was bedng conducted by the hospital personnsl, for It was recognised
that their participetion waz adding an extra task to thelr normal duties. When
the pilot review form had been drawn up it was submitted together with details

of the proposed study to the hespitzl ethicel commitiee for approval.

Conduct of the review

The hospital peview was pilotad during a four-week peried during
June/July, 1975. The pilot study was based on all NHS patients aged 65 years
and over admitted under two consultant physicians and one consultant surgeon,
which gove a total of 54 patients.  Some minor medifications to the review
form wore made as a result of the pilot study and a briasf report of the pilot
stage was prepaved. Copilas of the report of the pilst stage were distributed
to the hospital staff in orvder to provide those involved in the study with a

rapid feedback as to its progress.

The main study was plammad to follow-on shortly after the pilet study
and to last for six months.,  However, in viow of the work-to-rule by the
Junior hospital doctors which began in Octeber 1878, the start of the main study
wag postponed. The deecision to postpone the main stisly was taken because
although the junlor dootoprs expressed thelr willingnass to co-operate in the
study, it was felt that the work-to-vule would probably affect the pattern of

admission and discharege . particularly in general surgsry. In addition, thers

=]
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was the fear that the action might be sscalated and se jeopardlise the continua-
tion of the study, The main study therefore began during the last week in
March 1976, and raﬁ until the end of July 1978, It was decided not to continue
the study aftar the end of July a3 a nuwrber of the hospital staff involved were
going on holiday. The main study thervefore covered a nineteen-week period

during the spring and early summer monibs.

The study population was distributed over seven wards, with the respoensibile-
ity for ensuring that patients in the specified categories wers included in
the review resting with the ward sister and ward clerk in sach of these wards.
When a patisnt aged 6% years or over was admitted under one of the six consul-
tants participating in the study, Part I of the review form, which reguired
information similar teo that necorded on the HAA form was completed by the ward
clerk, The review form was then placed in the patient’s case notes 1o awailt
completion by the reviewer. Part II of the form concerning the reasons for
the patisnt's adwmission was designed to be completed by the reviewer as soon us
possible after the patient's first ward round; Part III at the time the provis-
ienal discharge date was set, and Part IV when the patient's discharge summary
was written. The review form was then yvemoved from the patient’s case notes
and placed in a folder on the ward trolley to await collection by the research
staff,

Th

who want round the study werds tws or three times 5 week %o ensure that all

2 data collection wes supervised by the author and a research assistant

new admissions had been included in the review and that the data collection was
progressing smoothly. In addition, the arrival and departure of jumior
doctors due to thelr taking uwp & new post or golng away on holiday or for a
pericd of study-leave mesnt that it was necessary to ewplain the aims and
methods of the study and seek the co-vperation of a fairly large number of
doctors during the study perdod, with a fotal of fourtesn doctors acting as
reviewers.

Fallow-up intervisws

Patisnts were not questioned at any time during thelr hospital stay.
This was partly because it was thought that this would prove too great a
strain for many potients mand might be rather disvuptive for the hospital staff
and in addition it was hopad to gain soms information on how patisnts managed
after discharge. Patients were therefors interviewed 2-3 weeks after dischargs
From the study wards., A twe-three wesk period after dischapge was chosen for

the Ffollew~up interview because the pilot gtudy indicated that this was not
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so long after discharge as to causs problems of memery, but on the other hand
ensured that most respondents had racovered sufficiently to be zble to give an

interview.

A letter was sent to all general prectiticners informing them about the
study and explaining that sowe of their patients might be asked for an interview.
The actual distribution of these letters to the general practitioners was kindly
organised by the Fanily Practitioner Committee who enclosed them with their
regular mailings. The patients themselves were not notified in advance about
the interview, except in the case of a fairly small numbar of people who lived
10 miles or so from the ressarch unit. In the latter case 1t was hopad that
a letter in advance gxplaining the purposes of the study and stating that an
interviewer would call on the morning/afternoon of a certain day would perhaps
halp to ensure that the vespendent would be in when the ipterviswer called.
However, in general, it was thought hest not to notify psople in advance
because elderly people tend to bhe worried by the thought of an unfamiliar event
to taks place in the futurs:; and as the pilot study indicated, any foars tend
to be allayed when they see a friendly person on the doorstep whe is able
perscnally to explain asbout the study and to angwer any queries they may have.

& further sdvantage of not notifying people and setting a date for the interview
in advapnce was that this allowed the interviewers greater flexibility in their
schedules. As =lderly people who have recently been in hospital tend to be at
home for most of the day, calling at a time when the respondent was at home
generally posed few problems.

Thz interview schadule consisted of a mixture of structuped and open-ended
guestions covering the respondent's household composition and the physical
characteristics of theiy howme, thelr health and leisure activities, social
contacts, sources of assistance and care and their recent exparience of hogpi-
talisation. The schedule was piloted by the author and by an experienced
interviewer with the names of peopls to he Interviewed in the pllot stage being
teken from the admissions book in the study wards. One of the main findings
of the pilet study was that of the limited ability of elderly patients to
recall past events, such as previous episcdes of hospital in-patient care,
which wag therefore taken into aceount in designing ths schedule used in
the main study.

In the main study the interviews were administered by onie of a team of
five women interviewers who were specially trailned for the study. An inter-

viewers® manual was prepaved for the training which tock the form of two
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days' office-based training plus practice interviews supervised by the research
staff. lHost of the intsrviaws were carxied out in the patient's usual home

but a few were interviewsed in a melative's home and sighteen people were inter-
viewnd in a medical institution, with most of these people having been discharged
there from the study wards., In general, people were very happy to be inter-
viewed, with many spoentancous remarks in praise of the hospital and the care

they had received. However, as is usually the case, a few people gave the

interview grudgingly but in only two instances was an Interview refused,

After completing an Interview the interviewer gave the respondsnt a
latter which thanked him/her For co~cperating in the study and briefly
explained the purpoze of the study. It was hoped that this might seyrve to
reduce the possibility of any misunderstanding arising and provide an easy
way for the respondent to explain shout the Interview to cthers who might

enguive (Appendix B, page 1l ),

Study populations

Inring the ninstesn-wsek perdod of the hospltal study there wers
437 admiesions aged 6% yesrs and over to the general msdical and general
surgical wards undsr one of the six consuliants participating in the study.
These admissions excluded tha few patients who were admittzsd to another

speclalty and then subseguently transferred to the study wards.

A4 rotal of 424 admissions wers reviswed and ¢onsisted of 327 medical
reviews and 97 surgical rveviews, It appeared that 12 admissions were lost
from the review, due either to their not having a revisw form placed in their
case notes, or from the form being misplaced or not completed for other reasons.
There was therefore a 87 per cent completion rate, although 12 per cent of the
raeviows undertaken hed some inforpation omitted. The 424 revisws wars based
on 407 patients, as zeventesn peopls were admitted more than once to the study
wanpds, People who were admittad more than once %o the study wards were

reviewed on each occeasion but interviewed only once.

In the follow-up study 2%4 people Were successfully interviewed, and
comprised 58 per cent of the aduissions and 60 pepr cent of the patients
reviewsd in the hospital study. This difference aross bacause those who
were admitted more than once to the study were intervieved on only onge occasion.
Other groups who wers not followed-up weve those who died in the study wards,
those who were discharged to a psyebistric or apecialist hospital and those
who 1fved too far away to be interviewsd. As a rasult of these various

factors a total of 26 per cent of all admissions were not followad up.
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Of the patients followed up, 81 per cent were successfully interviewsd.

As figure 2 shows, the wmain reasons for not achieving a follow-up interview
were that the patient had bsen re-sdmitted to hospital or had died after

leaving hospital. In the case of what were classified as fother non-contacts',

the reason for the patlient not being at their usual home was wnclear but it is
iikely that in many cases this was because the patient had gone to stay in a

relative's homs.

Figure 2

Tumbers involved in the hospizal and follow-up studies
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PRESENTATION OF THE FINDINGS

The results of the study are presented in two parts. The first part,
presented in ssctions 1-5, gives the findings from the hospital raview
concerning the rates and type of hospital usge of the marrisd and non-married
people sdmitted to the study wards. Section 1 provides information on the
demographic characteristics and poute of adnission of the 424 admissions to
the study wards, while section 2 presents information on their length of stay
and place of dischargs from the study wards, The following section is
concerngd with the patients'® use of beds in the study wards and presents the
hospital doctors' judgements concerning the facters Influsncing their admission,
length of stay and place of discharge. Section ¥ gives information on
transfers and multiple admisgions, whila section 5 concludes with a considera-
tion of the pattern of hospltal use in the study wards revealed by the present

review.

The second part of the Ffindings is presented in ssctions 6-9 and is
chiefly concerned with the quastieon of the causes of possible varintions in
hospital use by mareled and non-wmarpdsd people.  Thess gections are mainly
based on information from the follow-up interviews, and perticularly on
information gained from the 245 neopls interviewsd whe usually live in a
private housebold.  Section & prasoents information on the marital history
and seif-perceived health of those interviewsd and then locks at two factors
which may affect health, namely the loss of a spouzz and fenlings of lonsliness.
Sections 7 and 8 focus on aspects of the home clpoumsiences of married and
non-married people which may affect thelr nseds for social care, and sspscilally
that of thelr perceived avallability of assistance and care and the amenities
available in thelr homes. Section @ looks at people's actual experiznce of
hospitalisation and relates the informetion from the hospital review with that

cbtained from the follow-up interviewe,

The patients are referred to by initisls. Thess have bsen altared 36 as
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ENTRY INTO THE STUDY WARDS

Thig section filrst descrides the demogpaphic characteristiaes of
patients admitted to the study wards and provides an estimate of the relative
admission rates of different sex and marital groups. Information is then
given on people’s egntry into the study wards in terms of their routs and

reason For admission.

Characteristics of admissions

A1l patients in the study were at least 65 years of age, while about
cne~third were aged 75 years and over.  As might be expected, alwost all these
pegple had retired from full-time employment, although a small number still
held part-time jobs and a large proportion of the women had never been in
gainful employment (see Tables 28, C26),

An examination of the marital distribution of the study patients showed
that overall 59 per cent were marvied, 9 per cent single and 28 per cant
widowaed, with the propertieon of widowaed people beling greater among those aged
75 years and over (U3 psr cent) than in the younger age band (20 per cent).
Only eight patients were recorded az divorced but it appeared that in some
cases divorced people had besen recorded as widowed both on the review form
and on the HIPE return (sse page 138). The proportion of men among the
study patients was greater than the proportion of women and aspecially among
those aged 75 years and over.  Thus, overall, 56 per cent of the study
patients ware men and 5% per cent of those aged 75 vears and over. As in
the population as a whole, a larger progportion of ths male than femals
patlents were married and a smaller proportion wore single or widowed, with
only B4 per cent of the women in the study peopulation baing marpied comparad
with 71 per cent of the men.

The higher proportion of men than women patients was found among both
the medical and supgical patients veviewed. Thaers was, however, soms
difference in the age end marital distribution of patlents in these two
gspecialties, with the surgical admissions having a rather older age distribution
and including a higher proportion of non-married, and especially widowed,
patients (Table C1).
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Table 2 Sex, age and maritsl status of study patients

Sex and ' Not g
age Married Sipgle ¥idowed Div/sap. reported Total |
Hen
B5 - 4 P a22(74) 9(5) 23(14) 8(4) 3(2) 183{100)
75 & over L uB(s2)  2(3) 21(29) 2(3) 3(4) 74(200)
All men 168{71) 11(5)} Hu{19) 8(3} 6(2) : 237(100)
Women :
B5 - 74 70(60)  13(11) 32(27) - 2(2) P 117(100) |
75 2 over 12(17)  18(23) 51(59) - 1 70{100) |
£11 women ga(uu)  29(15) 73(39) - 3(1) 187(100) |
Men and women E :
85 ~ T4 . 182(89)  22(8) §5(20) 8(2) 52} © 280(100) |
75 & over o o58(s0Y  18(12) 52(43) 2(1) 4(2) [ 188(100) |
| ;
: | 5
Both sexes oo280(89)  w0(9) 117(28) 8(2) 9(2) ; 428(100)

j —

The numbers in the study were rather small for precise comparisons to be
made betwegen the characteristics of the study population and those of the
commmity as & whole., Howevar, some indication of the relative rates of
admission of different groups in the population was gained by comparing the
characteriztics of patients in the four local authority areas from which
69 per cent of the study patients wavre dpawn with the population in these
distrlcts., This Indicated that men woers over-reprasented ameng patients
admitted to the study wards., Altogether 53 per cent of the patisnts from these
four local authority areas wers men but only 37 per cent of the elderly pesple
in the community (Tabls C4). As Table 3 shows, the pelatively high rate of
admission among men was not confined to a particular zge or marital group.

The higher rate of admission of men than women which cscurrved in the study
wards appesrs to be a characterlgtic pattern among non-psychiatric admissions

as a whols,  For example, the analysis of HIPE data for all non-paychiatric




28

hospitals in England and Wales for the years 1954-1370 and 1973 showed that

in each year sanalysed the admission rate was higher for elderly men than for
elderly women and that this differencs held fopr both marrisd and non-married
people in each of the broad age groups, B35 - TH years and 75 years and over
{Table €5). The higher admission rate of men than women in each mardital group
may be due in part to differences in the incidence and naturs of wmorbidity of
men and women andfor to differences In what is pareeived to be their soclal need
for in-patient care. However, ancther important factor is that of possible
differencas in the supply of beds for men and women patients and in their pattern
of bad use. In the present study the proportion of beds allocated to men and
women surgical patisnts was almost idﬁnﬁicals with the larger number of mals
admissions being meinly due to the shorter duration of stay of men than women
patients in the age group 75 ysars and ovar, Howsver some of the

medical wards were mixed sex wards which allows 2 more flexible distribution
between men and women patients. Thus, it is possible that in the medical wards

a larger proportion of the beds may have been occupled by male patients.

Tahle 3 Admission pate per 10,000 population by ape, sex

and marital state for study patisnts admitted
#
from four local authority areas

Admission rate per 10,002 popl.
, e

o

Sex and age married married | categoriss
Men
65 ~ 7% yrs. | 172 230 ; 191
75 and over in7 168 163
Total 165 227 182
Homen

85 -~ T4 yrs, : 128 &4 100
75 and over | 69 101 5 82
Total : 35 81 93
] :

&
Population figures weps taken from Census, 1971 County Report (Kent)
Table 8 (sea Table CM)
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The similarity in the pattern of admissions between men and women and
between married and non~marpied peopls in the study population and in the HIPE
data is remarkable, particularly in view of the fact that the study is based
on admissions to an acute hospital and is confined to two specialties.  However,
such data can say nothing sbout the extent to which the higher rate of admissicn
is dus to a greater incidence or severity of conditions requiring hospital
in-patient care, or to non-married people being more liksly to be admitted to

hogpital in-patient care dus to their less favourable home circumstances.

Route and reascn for admission

Table 4 shows the voute of admizsion to the study wards recordad on the
patisnte! review forms. Ho distinction has been made in this ftable between
admissions through the casualty department which wers referred by the general
practitioner and other casualty admissions, as this information was not always
available to the ward clevk who was, rasponsibls for entering this on the review
form. Iz additlon this catsgory includes somz people whose admission was
arranged directly with the medical firm by the general practiticner. Only six
adnissions were recorded as having resulted from a domiciliary consultation, but
interviews with the patients suggests that such congultations were wnder-recorded
on the review form, with some patients being classified as admitted through the

cagually department rather than as having a domiciliary consultation.

Table % Route of admission of study patients to the modical

and surgical wards

Route of Admission iggi:?ia g gigzzii
Via casualty department % 263(80) é 33{3u}
; Directly from out-patient E
department 22(7) : 11}
Waiting list ; 10(3) é 52{53)
Regular admission ? 12{4; % ~
% emiciliary consultation ; 5(13 % 11}
From another hespital % 1003} % 5(6) §
Gther 31 W)
No answer é 2(1} E - é
: - :

Total 327(200) © 87(100) :
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The information recorded on the patient's route of admission points . to
two important differences batween married and non-married people. One difference
is in the proportions admitted for 'regular therapy®, which consisted mainly of
people admitted regularly for blood transfusions and cytotoxic therapy. The
twelve admissions for regular therapy related to eight patients of whom all but
one was married. Ancther difference is in the large proportion of non-married
people among thoss who were admitted to the study wards from another hospital.
Altogether twelve people were both admitted from and transferred to sncther
hospital, with all but one of these puople being admitted from a geriatric or
peychiatyic hospital. OFf the ten people in this group whose marital status was
recorded, three wers marrisd snd seven were single or widewsd, while of the four
people who were admitted from another hospitsl but who went home on leaving the
study wards, one was married and thrse were single or widowed. The relstively
largs proportion of non-marrisd people whe wers admitted from or transferred to
another hospital probably zeflects the greater number of single and widowed

people in long-stay hospitals and instituticns.

Table 5 Reason for admission of study patients to

the medical and surgical wards

Main reason for General ; Caneral

admission madicine . supgery
Surgery | 2(1) L 77(79)
Diagnostic reasons ' 127(39) 10010 ‘
Therapy 183(58} ; 5(8) ?
Observation L{1} : (1) %
Sursing care : 7{(2) | (3 :
o answar ; 41} L) ?
Total 327(200) - 97(100) |

The majordty of medical patients were admitted for therapy or for diagnostic
rezsons, with only seven patients being recordsd as admitted for nursing cars
and four for observation. In the case of surgical admissions, four-fifths of
the patients were admitted for surgleal procedures and only three for nuvsing
cars., Altogether just over four-Fifths of the medical admissions and one~Fifth
of the surgical admissicons weve classified as emergency admissions.

¥o information was obtained as to the possible diagnosis at the time of the

patient's admission, as the pilot study indicated that this was likely to be
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omitted by the reviswer except in cases where the diagnosis was fairly certain,
However, information on the principal diagnesis was ccllected for all live
discharges. This showed the expected pattern, with the mein category of
conditions among medical dischargess being that of dissasses of the clrculatory
system, particularly myocardial infapction, followed by neoplasme .and diseases
»f the respiratory and digestive systons. The main catsgory of conditions
among the surgical dischargss was that of diseases of the dipestive system,
aspecially hernias and diseases of the gall bladder (Table (C8). |

The number of cases was rather small for many comparisons to be made
between married and non-married people in terms of their reason for admission
to the study wards. However, it was noted that of the ten people admitted for
nursing care, eight were married and only two were widowed.

Summary

Information on admissions to the study wards indicates that the rate of
admission was higher for wen than for women in each broad age group.  Among
men the rate was higher for the non-marvied than for the married but there was
no consistent difference between marpied and non-marpisd women.  The main
differences ildentified with regard to the reason for admission of married and
non-married pesople were that nom~married people were vather under-represented
among those who were admitted for regular therapy and for nursing care. In
contrast, those who were transferred to the study wards from another hospital

consisted mainly of single and widowed people.




2. LENGTH OF STAY AND PLACE OF DISCHARGE

This section first locks at the length of time patients spent in the study
wards and at where they went on leaving the study wards. The paticnts'® mesn
length of stay in the study wards is then related to thelr type and place of

discharge.

Length of stay in study wards

The mean length of stay in the study hospital appeared to be fairly sheort
and especially for medical sdmissions, with the mean stay recorded on the 8H3
returne for medical admissiong of all ages being 10.1 days and 8.0 days for
surgical admissions,compared with means of 12.2 days and 8.6 days in England
as a whole (DHSS, 1977b). The oean stay for the study population was just over
11 days for both Specialties. This is rather highér than the mean stay for
patients of all ages, due to the tendency for length of stay to risc with
increasing age. BHowever, in view of the age of the study population their
langth of stay in the study wards was fairly short, and compsres with a mean
stay for medical admissions in England and Wales, 1878, of 156.8 days for those
aged 65-74 and 20.5 days for the age group 75 years and over, with the figures
being 13.4 and 15.0 days respectiwvely for surgical admissions aged 85~74 and
75 years and ovar (DHSS, 1978).

An examination of the distribution of lengths of stay of the study patients
shows that nearly one-guarter of both the medical and surgical admissions spent
four days or less in the study werds. This group included all those admitted
for therapy and = fairly high proportion of thoss whoe died in the study wards.

At the other end of the distribution were 20 admissions who spent 30 days or

nore in the study wards, which is conventicnally regarded as constituting a .
long~stay. Twelve of thess people spent between 30 and 40 days in the study
wards, while six spent over #0 days and includad two people with stays of 60 days
cr wora.  Thus . it appears that the fairly low average length of stay of the study
patients, was associated with a high proportion of stays of less tham 10 days

duration {49 per cent of admissionsg) and only a very small number of admissions

coming into the long-stay category (4 per cent).




Table & Iangths of stay of married and non-married
peopls in the study

i General medicine General surgery f
Hu mbey o £ %’vaw»w-—-aw-—.—~ e k3 g_,,. ot et s b 2 2 R - . e g e -}
days in 3 Non- Not | All Non- Hot All ‘
study wards | Married wmarrisd known |cats. Married  married known cats. |
: | % |
1~y i 52(26) 20{17) 2 7H(23) ©  12(25)  1i(2w) - o 23(24)
5-g Coug(as)  31(28) 3 83(25) 1 12(25)  17(37) 2 ' oalaz)
10-13 | 75(37)  47(39) 1, 123(37) 1 11(23)  12(26) 1 24{25) |
20-29 | 18(8)  16(13) - 32(10) | 10(21)  u(9) - 14(38)
0 and | g ;
over 10(5) 5(u) -~ P O15(5) 3(6)} 2(1) - ¢ 5(8)
i ! §
! :
Total | 202(100) 118(100) &  327(100) 48(100) 4B{100) 3 L 87(100)
Mean stay i : :
{days) 11.2 17,1 D118 12,8 9.8 1.3

Overall, the mean stay in the medical wards was vather higher for
non-married than for married people. However a breakdowm of these Ffigurss showsd
that this difference only held for men. For women patients In the medical
wards and among both men and women in the surgical wards, the mean duration
of stay was prather higher for married than for non-married people. Also
as Table 7 shows, there was no consistent increass in the mean length of stay
of merried or non-married people between the age~groups 65-7% and 75 vears and
over. These findings are in marked contrast to the findings from the analysis
of the national HIPE dats for all non-psychiatric hospitals, which showed that
the length of stay was higher for non-married than for married people and that
this held for both men and women and in each broad age group. However, the
findings concerning the length of stay of admissions during the ninsteen-week
study period were broadly similar to those for the study hospital for the yzarp
as a whole obtained from the HAA data {Table C7). This indicates that the
abgence of the expected pattern probally reflects particular characteristies of
the study hospital rather than being due to particular faatures of the study

paricd.




Table 7 Mean duration of stay of study patients
in the medical and surglcal wanrds

a Aie,d o x
Sex and . General medicine k... Coperal eurgery |
marital 75 POALL 75 . ALY
group 65-7T4  and over | ages H5-74 and over ; Zgas
é
Hen !
Married 16,2 9.5 10.0 1 13.8 9.8 L 12.8
Non-married 1.8 Lak 12,8 1 8.9 8.0 9.
; ‘ H
Homen d f
Harried . 12,9 168 133 | 12.5 12,2 12.4
Non-marrisd .0 1as 121 1 108 10,5 10.5
HMen and women % §
. Married ©11.3 10.8 112 135 10.5 12.8
| Non-marpied © 1w 13.8 12,4 10,2 .5 9.8

*  These figures sxclude the nine people for whom no maritsl status
was recopded

Type of place of discharge

Thogse discharged alive comprised 83 per cent of pedical admissions to the
study and 90 per cent of surgical adwissiens. .  There did not appear fo be
any difference in the overall proportion of live dischapgss among married and
nog-narried pecsple.  However, a rather smaller praportion of men than women
weng dischspged alive (82 par cent compared with 2% psr cent of women},

despite the younger age distribution of male admissions,




Table 8 Type and place of discharge of study patients
from the medical and surgical werds

Specialty and type Hon- Not All
of discharge ¥arwriad mareied known cats,

General medicine

Diad 36(18) 1318} - 55(17)
Other dischargss:

medical institution 13(6) 11 3 27{8)
usual home/other i
private household 152(78} 87{(73) 3 Lo2n2(Te)
other (-2 2(2} - 3(1) f
Total | 202(100) 119(160) 6 327(100) .

Ganeral Surgery i

Died  s(12) 4(9) - 10¢10) |
Other discharges: ; '
medical institution |  8(17) 22(148) 1 a1(3) |
usual home /other ' %
private household 3(71) 20(43) 2 §6(58)
othar - - . - - E
Total L us(1e0) 46(100) 3 Poen(100) |

The majority of the 272 medical and the 87 surgical admissions who were
discharged live from the study wards wsnt straight to their own homse or to that
of a friend or relative. However, 23 medical admissions and 31 surgical
admissions were discharged to another hospital. Some of thess people were
either transferred to 2 specialist hospital or returned to their original
hospital, but most were discharged to ancther hospital For rehabilitation o
nureing care. The proportion of surgerv patisnts who were dischargsd to another
hogpital for rehabilitation or nursing care was much higher than among medical
patients and formed 80 per cent of the live discharges from the surgical wards,
compared with 6 per cent from the medlcal wards. The high proportion of
surgical patients who were discharged to another hospital for rehabilitation ov
nursing care reflects the policy on the part of the surgery flvm of discharging
patisnts to anothepr hospital in order to relieve the pressure on bheds and
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increase the throughput in the distriect general hospital. These patients are
mainly transferred ¢o a pre-convalescent bed in a hospital eclassified as a chest
hospital, Here they remzin under the overall supervision of the surgical firm in
the district general hoespital, with regular ward rounds being made by a senior
member of the firm. This hospital has a total of 30 beds, of which ten are
usually occupied by $urgical patients transferred from the study hospital, with
the majority of these being elderly patients under the consultant surgeon parti-

cipating in the study,

Table 9  Study patisnts dischargad to another
medical Institution by place of discharge

General medicine Ceneral surgery

i Place of discharge Hon~  Hot A1l Non~ Hor | All
Married married known | cats. Merried wmarried kKnown ! cats.

Spaecialist or original

hospital j 3 2 3 1 8 - 3 - 3
Another hoepital P8 7 S A R - 19 1 28
Hursing home 2 2 S I . - -

All medical ;
instituticns P18} 13y 2

st 44 v i v

27(1{;)E a{1a)  22{52) 1 531{35}

All live discharges LO186(100) 1004100} 6 . 272(100) 42(100) 42(100) 3 8T(150)

* Percentages are based on number of live discharges in each marital group

Thae proportions of maerpied and nou-marriad medical admissions vwho were
discharged from the study wards to another medical institution was faloly similar.
Howaver, three times as many non-married than married surgical admiszsions were
discharged to another medical Institution, This appeared to be associated with
a largor proportion of non-married surgleal patients reguiring skilled nursing
care at the time of their discharge from the study wards, which may in part
reflect the older age distrdibution of non-married people.

45 Table 10 indicates, there was a marked variation in the length of time
the study patients spent in the medical and surgical wards by place of discharge.
As & group, these who had the shortsst average stay weve those whe were admitted

from and returned to their original hospital, or who wepe transferred to a




specialist hospital, The longest avevage stays on the other hand occurved
among patients who were discharged to apother hospital for rehsbilitation or

nursing care.

Table 10 Mean Jensth of stay of study patients in the medical
and surgical wards by type and place of discharge

General medicine General surgery
. o, Mean stay' ) . Yo. Mean stay
A " &
Type of discharge admissiong - {days) | admissions {days)
Diad 55 1i.1 BEY) 31.7
Other discharges:
(1) Specialist/original
hospital 8 8.5 3 6.0
{2) another hospital 15 18.7 28 11.8
{23} Yursing home Y 10.7 - -
{#} Usual home/other
private household 242 11.1 58 8.5
(8} Other 3 25.0 - -
11 live discharges Y 11.5 a7 0.1
Total 921 1.5 97 11,3 |
j '
Summary

This section has drawn attention to the fairly short mean length of stay
by patients in the study wards and has shown how length of stay varles by place
of discherge. In contrast to the pattern of a higher mean length of stay among
non-married compared with married paople revealed by the analysis of HIPE data,
the mean length of stay in the study population appsared o be higher for married
poople, except in the case of wen admitted to the medical wapds.,  Possible
explanations of these findings will be conszidered in zection 5.
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REVIEW OF ADMISSION AND DISCHARGE

This section is concerned with the patients' use of beds in the study
wards and presents the hospital doctors® judgements concerning the patients'
need for admission and length of stay. In addition it looks at the factors
which influenced the hospital doctor's decision as to the patient's place
of discharge.

Paview of admiasion

The reason for the patient's admission to the study wards was examined
by asking the hospital doctors to record shortly after the patient's admission
whethar, in their judgement, the patlent could have besn treated in the outpatient
department or by the zeneral prastitioner if his/her home circumstances were
favourable, and if so, to vecord the reassns for the patient's admission. As &
result 15 patients wepe recowvded as not requiring hospital in-patient care, of
whom 12 were admitted to the wmedical wards {4 per cent of admissions) and 3 to
the supgical wards (3 pepr cent of admissions).

Table 11 Reason for admizsion and treatment reguired by paople
admitted for conditions which could have been treated in
the outpatient department or hy the general practitioner

. Treatment vequired

Reason for admission amosis/ Hursing
therapy - cars
Medical condition changed i -

Home circumstances/required :
terminal care : 2 7

GP request - reason not
astated 3 -

eV
i

i Ho reason given

. Total { 8 ?

As Table 11 indicates, the guestion concerning the patient’s need for
admission to the study wards was interpreted falrly broadly and showed that
a range of situations and circumstances had rasulted in thesze 15 people baing
admitted, (mz patient was recorded as not requiring admission as his gendition
had changed whilst he was on the waiting list, while three patients were recorded
as being admitted to the study wards due to the general practitionsr’s regquust,

or because, "G.P. mot willing to trest’. o further information was given but
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it is possible that the 6.P.'s request may have been prompted by his knowledge
of the patient's home circumgtances., This possibility is supported by data
from a follow-up interview with Mos. D.H. who was recorded as being admitted
because, “G.P. not willing to treat'. Hesg,. D.H., a widowed woman aged 73 years
was admitted for and diaghosed on discharge as suffering from migraine. She
lived on her cwn and did not hawe any relatives within esasy reach, As she
stated in reply to a gquestion about whather there is someone whom she could rely
ot to belp look after her when she is 111 in bed at bowme:

"My neighbour would do what she zould in an emergency but
I haven't anyone down here,V

Of the other nine pscple for whom a reason for their admission was given,
three appeared to have been admitted for terminal care and diesd after spending
a fow days in the study wards, whils two people appeared to have bean admitted
bacause they were sent in late at night. H¥r. A.C. 3 marvied man aged 78 yoars
wag, "Sent in late at night at a time when adequate services to lock after him
could not be mobilised”, while Mrs, ¥.P., a widowsd woman aged 78 years was,
"Sent in by G.P. in svening.,  Admitted because there was some doubt as to the
patignt’s ability to manage at home.”  In cases wherve the home elrcumgtances of
the patient resulting in their being admitted was recorded, the reason given fop
their zdmission was that the patient lived alone or that their relatives were
wnahle to provide the necessary cave. In two cases, that of Mrs. F.B. and
Mra. A.S., thelr admnission occurred hecause thelr spouse, on whom thsy Were
dependent for assistance and care, needad to enter hospital. IMez. PL.E. walked
with 2 zimmer and stated in the follow-up intsrview, "I can pasl vegetables and
do sitting-down iobs but my husband does most things.” Mre. 4.5, was even mors
severely restricted in her activities, being umable to gt around indoors by
herself, gat in or out of hed or to the ¥W.(0. by bherself, and was wnabls to wash

her hands and face or perform other self-care tasks.

Although there appeared to be considepable variation in the circumstances
of those recorded as being admitted to the study wards for conditions which
could have been treated by the G.P. or in the outpatisnt department, many of
these people were recordsd as reguiring nursing care and accountaed foyr nine of
the ten peonle in the study wards who were admitted for nursing care. In
addition, most were recorded as being referred by their general practitioner
and, as already noted,in three instances the reason for the patisnt'’s
adnission was actually stated to be that the G.P. had requested it. This
points to the important role of the general practiticher in acting as the
initial decisicn-maker and gatekesper and serving to select and chamnel people

for in-patient care.  Although the formsl role of the general practitioner
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goes no further than referring a patlent for in-patient care, it was felt

by the hospital doctors that in some instsneces general 3ractiti§ners wape
employing strategies to ensure that a particular patient gained admission to
hospital. On the one hand this appeared to take the form of a divect demand
for hospital admission for a particular patient, while ths hospital doctors

alse pointed to instances in which they felt that the possible diagnosis
réecorded by the G.F. had probably been influenced by the desive to secure the
patient's admission. It Is also possibls that sending a patient in at night may
in some instances occur because it is known that the patient is more likely to be
admitted in the evening when it is move difficult to arrange altermative care.
Evidence of differences between general practitioners and hospital doctors in
their perception of the patient's need for acute hospital care has besn noted iun
other studies and possibly reflscts differences in their interests and their
knowledge of both the patient’s home clvcumstances and of the underlying medical
condition (Torranca et al., 1972}, Therg are alsc known to bs considergble
variations betusen 8.Ps. in their rates and pattern of referral, although the

preasons for such differences are at present uwnclsap (4shford and Pearson, 1870).

Table 12 Marital status of gatients mecorded as beling admitted
for conditions which could have been treated in the cutnatzant
department ox by the general sractitioner

General medicine . General surgery

Reason for admission ' Non-  All Non- 411
Married 1 marvied cats. Marriced marrisd cats,

Medical condition chamged % - - - 1 ~ 1
Home clrcumstances/required

terminal care k 3 7 A i 2
G.P. request - reason not | :

stated 2 1 a - - ~
Ho reason given % 2 - 2 : - - -
Total L8 4 12 2 1 a

The present reviaw of hospital admissions did not provide any evidence in
support of the view that non-married people wers more likely than warried psople
to be admitted to hospital because of Thair home circumstancas, for of the
Fifteen people who were rstorded as having conditions which did not require
hospital admission, ten were marrisd, four were widowed and one saparated.

Even among the six people who were stated to have been admitted because their
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homs circumstances were unclear or unfavourable, three were mavried and three
were non~married. In additicn, those whoe were admitted for conditions which
could have been treated elsewhere appeared to be falrly evenly divided between
men and women. As & group these psople appeared to be fairly advanced in age,

with seven being aged 75 yeavrs or gver.

Plachangs delay

Qugstions concerning delay in discharge were divided inte two papts.
Fipstly, at around the time the patient's provisional discharge date was set
the doctor was asked to record whether the date for discharge was delayed due
to a conslderation of the patient's home circumstances.  Sacondly, when the
patient was actually discharged they were asked to record vhether there was any
dalay, for whatever reasom, between the patisnt's provisional discharge date and
their actual dischiarge., These guestlons were designed to be completed for all
patients who were discharged allve and who were neither transferred to a
specialist bospital nor returned to a hospital from which they had been admitted.
However, one person who was recorded as having been admitted for social reasons
was also recorded as having his discharge from the study wards delayed for
adminiatrative veasems. #s the total length of stay in the study wards of
patients whose admission was recorded as being dus to soclal or administrative
factors was generally regarded as being unnecessary in terms of thelr clinical
condition, this person was not included in the present analysis in the category
of delayed discharge. Thus, the analysis of delayed discharge was based on the
reviews of 255 medical and 81 surgical admissions, who comprised 78 and 83 per
cent respectively of the total number of admissions to these speclalties
{Table C8).

A total of 31 patients ware recorded as being involved in some kind of
discharge delay,. with six patients experisncing a delay in their dischargs for
medical reasons, due mainly to complications developing or to a less favourable
response 10 treatment than expectad, while 24 patients were delayed for sccial
and/or administrative reasons,. What were classified as administrative delays
consisted of delays in the patient's actual discharge from the study ward due
For example, to difficultiss in arranging transport or alternative acosmmadation
or to awaiting the results of tasts. GF course, in some cases people ware
delayed in the study wards for more than one reason, as when a patlent experienced
& delay in the setting of their provisional dischargs date due to their medical
condition, or their home circumstances, and this was followed by a delay in their

actual discharge due to difficulties in organising social services at home or in
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arranging alternative sccommodation. In such casass the patients were classified

as being delayed in hospital dus to thd original cause of delay.

Table 13 Patlents whose dischargs was delayed by main reason for dalay{i}

P General medicine ] General surgery _f
) o e e o e e ;
Ciecharge doisy | e mvted o, |
AL ¥ i Harried Tmwerried cats, Married married cate. ¢
Medical ; 2 2 b s - 2 ?
L -3
Home circumstances 7 7 AL - 1 1 %
Administrative 6 2 B - 1 :
NO answer ? - - - k] - i :
Total é 15 1l 26 4 1 & :

i

(1)

Excludes 4 people whose discharge was reviewed but no marital status was
recorded. None of these people ware recorded as delayed in the study warvds

There appsared to be litile difference in the proportions of warried and
non-marricd people whose dischargs was delayad because of their home clircumstancss
or for administrative reasons, with 14 married, 8 widowsd and 2 single people
coming into these categorles. Within this group those whose delayed discharge
appeared to be primarily dus to their home clrcumstances were also falrly evenly
divided between married and non-msrried people, with 7 being married and 8 non-
married people.  The sevan married people who were delayed because of their
home circumstances were all marvied men whose unfewourable home circumstancas
were due to the fact that their spouse was ungble te provide the necessary
assigstance and care due to their own health or to their other commitmenisz. The
eight non-married people whose discharge was delayad dus to their home circum-
stances sppeared as a group to be fairly advanced in age, with only one parson
being wndsr 73 years of age and the zldest being 83 yesars of age. &11 but one
of these people lived alone and this appeared to L& the main factor vesponsible

for thelr heing retainad in the study wards.

Bed use in the study wards

As Table 14 shows, about two-thirds of those who were admitted or whoss
discharge was delayed due to their home circumstances or for administrative
reagons, spent four days or lese in the study wards from this gause. One group
who spent a3 particularly small number of extra days in the study wards were those
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whose discharge was delayed for administrative veasons, with seven of the nine
people in this category spending only one additionsl day in the study ward.

The only perscn who spent more than 20 additional days in the study wards and
who came into the category of what is traditicnally regarded as a 'bed blocker!'
was Mrs. D.T., 3 75-year old married women diagnosed as suffering from senile
dementia. Mrs. D,T. was recorded as spending 54 days in the study wards due

to diascharge delay out of a total stay of 60 days. The problem was recorded as
being that of finding somewhere suitable for her to be discharged to in view of
her condition. Eventually she was discharged to what was described by the
reviewing physician as 'lodgings'. Hrs. I.T. was clagssified as belng delayed
in the study wards for adninistrative ressons, a5 there was ne indication on the
review form thot she could have returnsd home had her home situation been
different.

Table 1% Nuphber of daye gpent in the medical 2nd surglcal wards by
study patients whose admisaion or discharge was influenced
by socialfadministrative factors

Ro.of - Adwmission due(l) Dischaprpge delay dueiz) 411 patrients §
days to social/sdmin. to social/admin, oecupying beds for |
factors fagtors sacialfadmin.reasomsg
1 2 7 9(23)
2=y L g 13(33)
5-0 5 ' 4 3(23)
10~14 3 2 5(13)
15-18 1 1 2(8)
20 and ; :
overn - i 1(3)
Hoo % é
patients 15 24 : 39{ 100}
4
Ho. é §
bed deys | 93 : 155 § 248
(1)

This represents the totzl pumber of days the patlient spent in the
study wards

This represents the additiocnal number of days spent in the study
wards duz to discharge delay

(2)

An examination of the total length of stay in the study wards of patisnts
who were admitted or delayed due to social or administrative factors showed that
their total length of stay in the study wards was Ffaiply short, with only six of

these patisnts spending 20 days or mope In the study wards, This Is in line
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with the findings of a study by Zimmer, which showed that although attention has
traditionally focused on the leng-stay patlent, a large proportion of what he
termed "misutiliseps' are found among pecple spendinpg 2 fairly small number of

days in & particular facility (Zimmer, 1374).

Tabla 1% Total lensth of stay in the medical and surpglcal words of
study patients recorded as admitted or delayed due to
social or adminlstrstive factovs

!
' Ho. of days Seneral fensral
% in study wards Hedicine surgery
; 14 | 7(9) 2093 ;
5~9 ; 5(6) 2(9) :
10~19 : 16(13) 1(4)
20-29 : 2(6) HEY
30 and. :
Gver ' 320} - - :

*@rcentageq are based on the total numgar of patients
in each length of stay category
The results of the review of admission and discharge in terms of the
number of admissions and bed days occupied due to the patient's home circumgtancss
or for administrative reasons sre summarised In Table 16.  As this table shows,
10 per cent of the medical admissions and 5 per cent of the surgical admissions
were recorded @8 being eilther admitted for conditions which could have baen
treated in the sutpatient department or by the general practiticner, or wera
delayed in the study wards for scecial or administrative reasons, with the
proportion of bed days occupied from these causes being 6 and 1 per cont respec-
tively. an examination of the disrribution of such use betwsen marital gooups
showed that 11 per cent of marriaed admissions were admitited or retaincgd in the
medical wards for gocial or administrative reesons and 6 per cent of surgleal
admissions, with such patlents accounting for 7 per zent of the bed days occupied
by warried patients in the medical wards and 1 per cent in the surgleal wards.
The figures wers very similar for non~married psople. fverall § per cant of non-
married admissions being admittad or retsined in the medical wards for sgaial or
administrative reasons and 4% par cent in the surgical wards, with such patients
acgeounting for 5 per cont of the bed days occupied by non-marpyisd patients in
the medical wards and 2 per cent in the surgical wards.




45

Table 16 Study patients admitted and bed days occusied
due to the patient's home clrcumstances or
for zdministrative ressonsg

i i
Specialty and bed use i Admissions | Bed éays(z)
Semspral Medicine ?
Admission due to home i
circumstances/adninistrative |
factors (1) ; 12¢4) : Bu{2}
Discharge delayed due to ; :
home circumstances/adminis~- :
trative factors 22(86) 1ualy) i
Neither of above 293¢90) | 35u3(94)
All categoriss ; 327{160) - 3775(100)

; % g
General Surgery ? ;
Admigsion due to home ; § g
circumstances/administrative | } ;
factors (1) 3(3) : g 3 !

) |

Discharge delayed due to : ¥y
home circumstances/edminis- : )
trative factors 2(2} ! 7
Neither of above | 32(95) | 1083(39) |
411 categories _ 87(100) % 1092{100)

(1) Patients who came into this categery ars not included ameng
those whose discheprgs was delayed.
(2}

This is based ocn ths total number of days spent in the study
wards by thase whose admission was recopded ag being due to
their home clrcumstancss or to administrative factors and
the purber of additional days spent in the study wards by
those whose dischargs was delayed.

Factors affecting pless of ddechzrps

As part of the review of discharge the hospital doctors were asked to

record the lsvel of came recuired by all patients dischapged live from tha

study wards who were nelther returning to their original hospital nor being




transferrved to a speciallst hospital. This group formed 81 per cant of the
medical and 87 per cent of the surgical admissions. A& total of eleven medical
and four surgical patients in this category who were discharged to ancther
hospital were recorded as reguiring only non-skilled cave at the time of thelr
discharge from the study wards. Why then wers these peopls discharged to
another medical institurien? It appeared that in the case of eight married
people this mainly occurrved because thelr spouse was unable to provide the
necessgary assistance and gare dus to their own health or othar commitments.

The seven non-married pecple who were discharged to another medical institution
for non-skilled care were mostly people of fairly advanced age. Five of these
people lived alone, and this was given as the reagon responsible for their place
of discharge in the three cases where this information was provided. The two
non-parried szople who lived with others were 2 widowsd wan who spent five days
in another hospital because, “Changes needad at home of Friend vwhere he lives™,
and Mr. E.P. who was delayed in tha stﬁdy wards 2nd was then transferred to
another hospital becauss the relatives with whom he lived did not want him back

home immediately as they were going away on holiday.

Absut three-quartars of the patients discharged to a private household
from the study wards were judged to be capable of self-care at the time of
discharge, while the others reguired non-skilled care. The proportion of thoss
discharged to a private household who were capable of self-care was rather
greater among the supgical than among the medical discharges, which probably
reflests the larger propovtion of transfors among the surgical patients (Table €8},
The proportion of non-married medisal patients discharged to a private housshold
who were judged to be capable of self-cave was rather greater than the proportion
of marpied medical patients, but in the case of the surgical patients the
position was reversed with a larger propertion of married patisnts being recordad
a8 being capable of self-care. These differencag in the care reguirsments of
married and non-married medical and surgical patients may be partly due to
differences in their length of stay in the study wards, with the mean longth of
stay being lower for married than for non-marricd peopls in the wmedical wards
but higher in the surgical wards (Tables 6 and 10), ¥o consistent information
was given on the review forwm as to how many of those discharged to a private
household returned to thelr cwn home and how many went to 2 friend's or relative'’s
home, but information from the follow-up interviews indicated that a large

sroportion of theose who lived alone want to a relative’s home.
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Tabla 17 Isvel of care requived by study patients at time of
digeharge by type of discharge

; Nor~- Not All
Typs of dischargs ; Married married known cats.
Died in study wards u2 23 ~ : 65
Original/specialist hospital <! 5 3 11
&nother hespital i
Hedical/skilled nursing care 5 20 1 i 30
Non-gkilled care $ 5 - ; 18

i

Hot pecorded 2 1 - : 3
Nursing home %
Non-skilled cave 2 2 - : 4
Private household '
Non-gkilled care 129 18 - [ 1s8
Self-care 50 T4 - . 124
Not recorded 7 10 - % 17
Res,home /other : 1 i 5 T V-
Total . 250 185 g C w0

Relztionship between bed use and nlace of discharge

Table 18 provides information on the patients! bed uss in the medical and
surglical wards by their place of discharge. This indlcates that the pattern of
discharge of patients recorded a8 beling admitted or delayed for social or admin-
igtrative factors was very similar to that of all othar liwve dischargss, with
just over one-tanth of both groups of patients being discharged to another
hospital for rehabilitation or nursing care. In the majority of cases the
transfer of patients to another hospital appears to have taken place without
any delay occurring in the study wards, reflacting thse efficiency of the
discharge planning, while those whe wepe delsyed in the study werd: were meinly
discharged to their usual homs or to another private household rather than to

inztitutional care.




L8

Table 18 Reletionship betwsen bed use by the study patients
and their place of discharge

Acmitted dus to Delayed due to
Place of dischargs nome cipes./admin. | home cires./admin. | Cther
reasons ¥ reasons discharges
&
Died in study wards 3 - 62
3
E Opiginal/specialist hospital - - il
Enother hospital 1 3 39
Hursing home 1 2 1
Private housshold 10 18 25
Res, home/other : - _ 1 11
Total g. 15 ' 24 -

bischargs not reviswed

Swmary
The review of the patlent's nead for admission and length of stay in the
gtudy wards has shown that only a fairly small proportion were recorded by the
hospital doctors to have been admitted or delayad in the study wards dus to their
home circumstances or for administrative reasons. OFf the 39 satients who did
come into this category, the majority spant only a small number of days in the
study wards, with only 6 of these patients spending 20 days or mors in the study
wards. The proportion of those who weare admitted or delayed in the study wards
because of their home circumstances or for administrative reasons and who wera
subsequantly discharged to another hospital was also very similar to that for all
live discharges.  ¥With regard to the marital state of patients, the review
showed that those whe were admitted or dolayed in the study wards because of
their home circumstances or for administrative reasong were fairly evenly
divided betwsen married and non~marrisd people.
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TOTAL HOSPITAL USE

This section locks at the patient's total hospital uss in terms both of
the total number of days spent in hospital by those whose hospital stay was
not confined to the study wards, and in terms of the extent to which peopls
wore re-admitted to ths study wards from the commumity.

Length of hospital stay

The study patients who spent their entire hospital stay in the study warde
comprised 92 per cent of the mediesl admissions and 68 per cent of the surgical
admissicns. A small proportion of the study patients in each specialty were both
admitted from snd discharged to ancther hospital, and consisted mainly of
people who were admitted from a gerlatric hospitel and whe returnsd there on
discharge from the study wards., A pather larger proportion were either admitted
from or discharged to anothsr hospital, with the majority coming into this
latter category. The proportion of non-marpied people who spent only part of
their hospital stay in the study wards was rather higher than for married
people, with 8 per cent of the marrled and 21 per cant of the non-married
admissions coming inte this category. This difference arose partly because
the majority of those who were asdmitted from a psychiatric or geriatric
hospital and who returnsed to that hospital after a pericd in the study wards
were non~marvied people, and partly because a higher proportion of non-married
than married general surgical patients were discharged to ancther hospital for

rehabilitation or nursing care.

Table 12 Study patients by itype of hospital stay

General Medicine i . General Surgery |

Hom~  WNot | ALl | Non-  Not | ALl
Merriad marvied known| cats. Marricd mareied kmown | cats. |

i

Type of hospital stay

Admitted from and dis- g
charged to another i ;
1=~ 3(2) 2 oe{2}] 2(8) 4{9)

hospital : - 6(6}
' i
Admitted from op dis- | §
charged to another ; !
hospital 10(5} 10(8} I j2ueyi T7(18)  17(37) 1 25{28)
2 | f
Study wards only 180(S94)  107(%0) 3 '300(92) 39(81)  25(54) 2 B8{eE}
: ; ;
Total 201(100) 120(100) 6 [327(100)u8(100) 46(100) 3 97(100)

3

i d in
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In the routinely collected HAA data each admisgsion and discharge is treated
ag a separate spell of in-patient care. Thus, & high trensfer rate will tend
to reduce the apparent length of stay and increase the admission rate, while a
low rate of tramsfer betwsen hospitals will have the reverse effect of increasing
the apparvent length of stay and veducing the admission rate. Tha rate of
transfer is known to be rather higher for patients admitted to acute hospiials
than for other types of hospitals, dus largely to people baing dischapged from an
acute hospital to another hospital to complete their pericd of in-patient cars.
In addition, the rate of transfer is particuleriy high for slderly people
(Butler and Morgan, 1977}, However, iititle is known about the total length of
hospital stay of those patients whose in-patient care is divided betueen two op
mere hospitals. In the present study an attempt was wade to gain soms informs-
tion as to the patiant's total length of hospital stay through following-up the
15 medical and 28 surgical patients who wepe dischapged to another hospital for
rehabilitation or nursing care, and recording the number of days spent in the
hospital they were discherged to. The &3 patients for whom this information
was vecordsd comprisgd 85 and 90 per cent respectively of the medieal and surglcal
admissions who entered anotber hospital directly on lsaving the study wards.

Most of these people had been admitted to the study wards from the community
but three had been admitted from another acute hospital.

Tshle 20 Mean length of stay of study patients discharped
to another hospital for yshabilitation or pursing cove

. . " General medicine Gengral surgesry E
Flace of hospital stay mean stay (dave) mezn stay (days)}
In study ward 18.7 1.8 §
In hospital discharged to 28.8 18.5% ?

3 Total hospital stay : 5.5 28.1

Based on 15 geneval medical and 28 geneval surgical admissisns

The 15 medical admissions who entersd another hospital for rehabilitation
oy nursing care had as a grouy the longsst avepags stay in the study wards
{Table 19). In addition, they spent an averags of about 27 days in the hospital
discharped to from the study wards, giving a total mean length of heospital stay
of over 4% days. The 28 surpical admissions had a rather shorter avepage stay
in the hospital discharged to from the study wards, but even so, thelr total
hospital stay was about 28 dave. If the number of bed-days cccupisd by these
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43 patients in the hospitals to which they were discharged from the study wards is
" added to the length of time spent in the study wards by the total study populationm,
this produces an average hospltal stay of 12.7 days for the medical patients
and 16.0 days for surgical patients. As we have ssen, sven these figpures do
not reflect the total hospital stay for all patients in the study, as they
exclude the length of time spent by patlents in specialist hospitals. This
finding is similar to that veported by Hunter who found that 18 of the surgsyy
patients in one of the thres hospltals she studied were transferred to a
continuation hospital where they spent a total of 136 days (Hunter, 1972). She
calculated that if the length of time spent in the continuation hospital wers
added to the total of in-patient days, the average length of gtay of ths 88
patients would be raised from 9.61 to 11,15 days. As she points out, it is
difficult to aszess whether a patient's total time away from home was influenced
by their transfer to a continuation hospital. However, with regard to the

influence of & continuation hospital on length of stay dats she concludss:

“It is not, therefore, realistie to compare the average length
of atay in this hospital with hospitals which do not have a
continuation hospital ....." {Hunter, 1972, p.29}.

The possibility that the relative lengths of stay of married and non-married
people in the study ward might have been influenced by the high rate of transfer,
and especially in the case of surgery patients, was examined by looking at the
length of time spent in the second hospital by the 16 married and 25 non-marviad

patients transferred from the study wards to another hospital for rehabilitation

or nursing care. This showed that if the length of time spent in the second
hospital was added to the total number of days spent in the study wards by all
patients, the difference in the mean lengths of stay wepe reduced, but the
married surgery patients still had a rather greater length of stay than the

non-married. On the basis of thess calculations the total mean hospital stay
was 12.5 and 13.5 days respactively for merried and non-married medical

admissions and 15.2 and 14.8 days respectively for the surgical admissions.

Multiple sdmissions

Another issue besides that of the total length of tims people spend in
hospital during an episode of 1llness is that of the total number of episodes

of illness which result in hospital care duping a spacified period. Informa-
tion concerning the vete of transfer hetween hospitals sugpests that at least
part of the higher rate of sdmission by non-married people may be due to their
being mors likely to be transferved between hospitsls, but do they also
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experience a greater number of separate spells of in-patient care?  Informatien
on the number of separate spells of in-patient care expsrienced by individual
patient is fairly linmited., However, a study by Mackenzie and others, found that
of 452 adult male patients whe had survived a Ffull year after discharge, 25 per
cent had been re-admitted to hospital on cne or mors occasion, while the Oxford
Racord Linkage study found that 11.86 per cent of the patients in the gtudy
population who were discharged live from hospital on the fipst oceasion were
re-admittad from home and discharged again at lsast onee during the calendar year
{McKenzie et al, 1962; Acheson and Barr, 1868). The Oxford Record Linkage study
indicated that the re-admission rate rose throughout adult life until the age
group 75 plus, with the readmission rate baing 17.% par cent for those aged

§5-74 years but 15.2 per cont for those aged 75 yearz and over.

In the present study thinrty people were recorded as being re-admitted to
hospital, representing 7 per cent of all patients. Thess consisted of 17 people
re~admitted to the study wards and 13 people whe the interviewer wag told had
been re-admitted to hospital when she called for the follow-up intsrview. Thase
miltiple admissions were mainly concentrated among the medieal patisnts with
twenty-seven being from the medical wards and three from the surgical.  They
alse included a large nunber of married people with 21 being married and only 3
being single or widowed, which probably partly reflects the higher proportion of
married people admitted for ragular therapy. These figuees <o not howsver,
provide a complete picture of tha total amount of hospital use by the study
population during a ninetssn-wesk pepiod, as some of those admitted to other
hospitals, or to other wards in the study hospital, would not have been picked
up in the study and probably accounted for some of the non~contacts in the
follow-up interviews. In addition, those who entered the study wards near the
beginuing of the research parisod had a much greater chance of being re-admitted
to these wards and being inecluded in the review on a second occasion than did
those who entered the study wards towards the end of the ressarch period.
However, while only pertial information on multiple admissions was gained in the
pregent study it does draw attention to the fact that =2 considerable portion of

total bed usage is probably concentrated among particular groups of peopls.

Summary

Information on the study patlent's total length of stay has pointed to the
influence of the transfer of patients to another hogpital on the mean length of
stay in the study wards. In addition attention was drawn to the existence of a
considerable number of re-admissions during s fairly short 2ericd of time. Whils

the rate of transfer was highest among patients in the surgical wards and
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particularly emong non-married patients, the proportion of re-admissions was

grestest among the medical patients, and particularly among married peopls.
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COMPARABILITY AND INTERPRETATION OF THE PINDINGS

This section compares the findings of the present review of hospital use
with thosa of previous studies snd identifies the Ffactors which may be
responsible for the widely varying findings of hospital reviews. It also
considers the findings of the present review with regard to the rates of

hospital use by married and non-marriaed people.

Comparability of the findings

Ad hoo reviews of hospital use bhave ldentifisd varying proporticons of
patients who are regarded as cceupying & hospital bed for sosizl or adminis-
trative reasons with figurss rvenging from 3 per cent to over 25 per cent, Tor
example, Butler and Pearson in their study of hospitale with officially classi-
fied acuts beds in the Liverpocol region found that of just over one thousand
patients who had staved in an acute bed for longer than 30 days, 22 per cent did
not need te be in hospital at 3ll (Butler snd Pearson, 1971)., Similarly, Chant,
MoGinn, Triger and Wales who reviewed all medical and surgical beds in twe
district general hospitals reported that in 25 per cent of their cobservations the
patient reviewed should not have been in an acute bed. {(Chant, McGinn, Triger
and Wales, 1975}, Reviews which bave identified much smaller proportions of
bads used for primarily social or administrative reasong include a study by
Mackintosh, McKeown and Garratt carried out in Birmingham in 1961, which found
that only 1.6 per cent of the patients reviewed In general and special hospitals
did not require admission on medical grounds and €.9 per cent wers considered
ready for dischargs from the medical point of view, while a more recent study
carried out in ths Northern Health and Scoeial Services Board area in Ireland
found that 13.5 per cent of the medical patients and 5.8 per cent of the
surgical patients reviewed did not reguire hespital cave (Mackintosh, McKeown and
Gayrratt, 19%1; Donaldson, Whesler and Barr, 1977)., The proportion of patienia
racorded in the present review as being admitted op delayed in the study wapds
dug to social and/or administrative reascas thus lies at the lower end of the
rangs of findings, with the preportions being 10 per cent of the medical and

5 per cent of the surgical admissions.

¥hile 2 large number of ad hoc reviews of hospital use have been undertaken
little attempt appears to have baen made to account for the varying findings.
The factors which influsnce the presults of a review are howsver probably of two
main typesiy namely, the factors associated with the setting of the study and
the factors asscciated with the method of review., The factors associated with

the setting of the study which may secount for a 'real’ difference in the
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findings of a review are on the cme hend those of the aga and soeial circum-
stances of the patient, 2nd on the other hand those of the characteristics of
the hospital and availability of saltsrmative facilitles and services in the
community.  With regard to the charactsristics of the patients, it iz known
that rising age tendes to be associated with incpeassed morbidity and thus with

a greater need for clinical care. Also, those with the fewest cconomic and
soclal resources appear to meke the greatest use of officizl services for
primarily social reasoms. Howover, whather 2 person with a low clinical need
for medical care but a high social need will be catered for through the
cccupancy of a hospital bed will depend on the chsracteristics of the hospital
and the availability both of hospital beds and of alternative facilities and
services in the community. ¥With regsred to the charactaristics of the hospital
which mey influence the way in whioh beds are used, perhaps one of the most
important is the type of ward or hospital under consideration. For sxample,
the proportion of patisnts occupying hospital beds for what can be broadly
clasgsifiasd as soeial reasons will tend to be smaller in an acute than in a
geriatric hospital, dus to differences in the function of these two types of
hospital., However, studies have alsc pointed to differences within sach broad
hospital group in the extent to which beds are occuplaed for primarily sccial
reasons.  One of the most important factors influesncing the use of beds in a2
particular facility is that of the aveilability of beds, or in other words the
supply of beds in relation to the population. Where beds are in short supply
the clinieal threshold for admission will tend to rise and expectations as to
the level of recovery expocted on discharge will tend to he lowered, thus
bringing into balance the supply and demand for beds (Newell, 1864; Feldstein,
1966; lLogan, 1872), Thus, whero there is a hesavy demand for hospital beds the
proportion of paople who are admitted or retained in hosgpital when they have a
low alinical need for care will tend to be reduced. The demand for and use of
hespital beds is however also influenced by the level of complementary and sub-
gtitute seprvices in the community. Where these ave In good supply, this may on
the one hand reduce the demand for admission and on the other hand snable
patients to be discharged sarlier than would be considered appropri=ate in the
absance of such facilities and ssrvices, The precise offect of the availability
of alternative facilities and services will of course vary according ro tho

extent and nature of the altemnotives availlable, and on thelr beling perceivsd ¢

w

3
substitutes to acute hospital care by the general practitioners and the hespital
perscanel.  While differences in the use made of hospltal beds way be largely
explained in terms of the function of the hospital, the chavacteristics of the
s

population and the availability of beds and alternative facilities in the community

important differences also exist in the use of beds made by Fflrms working
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in a similar setting. Thsse differences reflect differences In their
leadership and the pollicy they adept with regard to admission, and parhaps more
especially the length of stay which they regard as nezcessary or desirable for
a particular condition (Heasman, 1964%; Heazsman and Capstairs, 1972). In
addition, the organisational arpangements, and particularly the efficiency of
discherge planning and of peferpal procedures, will influsnce the extont to
which patients ave ‘'delaved’ in a particular facility (Hunter, 1972).

Having identified some of tha factors which influencs the extent to which
pationts are admitted and petalned in & particular facility because of their
social needs for care, 1t is necessary to examine the Ffeatures of the study
hospital which may have accountad for the fairly small proportion of patisnts
recoprdad as cccupying beds Ffor ‘social' reasous and the small number of
additional bed days arising from such causes. Opne important factor is that the
study was based on medical and surgical admissions to a district general hospltal,
for the extant to which beds are cccupled for primsrily sccial reasons in the
acuts sector is likely to bs much smaller than in long-stay hospitals.  In
addition, discussions with the medical personnel working in the study hospital
revealed that elderly patients were often reforved to annther acute hospital in
the 1local zrea or to a geriatric hespital iFf their need for h&gpital admission
had a high social component and = low clinical component.  Thus, this would
serve to select out many elderly peopls with 2 high social nead but low ciinical
need for care from referral to the study wards, Evidence of the operation of
this selection process is provided by the fact that only ten of the 424 admiag~
ions to the study wards were recorded as being admitted for primarily nursing cers.
Yith regard to discherge, the review showed that the supgiozl fiom Involved 1
the study made considerable use of a local hospital, with a large proportion of
patients being discharged there for pre-convalescent care. Thiz means that the
supgical patisnts were unlikely to b delayed in the study wards for soecisl
raasons, with such use occurring if at all, in the second hospital. Unlike in
the wese of the surgleal patisnts, the rate of transfer 4id not appsar to be
agpecially high for medical patients. Howawver, there was only one case of a
'blocked bed! among the sedical admissions during the atudy poricd and several
junicr deoctors commented on the short length of stay in both ths medical and
surgical wards compared with their previous experisence in a tsaching hespital.
Indesd, long-stay patisnts wers virtually absent from the study wards, with
only 20 of the 424 patlents staying in the study wards for 30 days or more =nd
only © patients spent over 40 days in the study wapds. In contrast, paticonts
with stays of 30 days or more formed the focus of Butler and Peavson's gtudy of

officially classifled acuts bede in the Liverpool region and comprised naarly
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one-quarter of the patients in surgical and orthopasdlc beds in & London
hospital in which 16 per cent of the patients were regarded as having no
medical need to be in an acute ward (Butler and Peawson, 1971; Murphy, 1977).
Thus, evidence concerning the adnmission, place of dischargs snd langth of stay
in the study wards suggests that the fairly smsll proportion of patients and
bed days recordsd as being due to social/administrative factors was to a large
extant associated with the particulsr chepacteristics of the study hosplital
and the availability of altemmative facilities, combined with well-organised

referral procedurses and discharge planning.

In addition to what may bhe regarded as 'resl' differences in hospital uss,
the findings of a rvevisw may alse be influenced by the desim and method of
review {Brook and Appel, 19737. As indicated on pages 17-19, utilisation
reviews differ in terms of their timing, the personnel zeting as reviewers and
the criteria used in reviewing patient placsment. These factors may all affect
the results cbtained but it is likely that the most imporitant factor is that of
the cpiteris uged in reviewing patient placement, In the prosent stwly the
emphasls was on determining whather the patient's admission or discharge had
been influenced by a consideration of thelr home civoumstances.  However, if
as in some other studies the raviewer had been asked whether the natient eould
have been treated in an alternative lowsr level facility, it ig llkely that a2
higher proportion of patients would have besn recorded as not requiring acute
hospital care on clinical grounds. For exawmple, one study which involved a
vevigw of 602 adults in six wedical and four surgleal wards of ong teaching
hospital, found thet only three of the patisnts admitied were classified as
having conditions which could be treated at home but 67 ¢ould have been treatad
in a GP wnit. With regard to discharge, 6% patients were considered to have
been zble to be discharged home earlier, whila 2 further %4 could have been
discherged earlier to & @GP unit {Loudon, 1970}, Besidss differencss in the
criteria spacified for Jjudging the apprcpriéteness of hospital use, the results
of o veview will alsc depend on whether judgements as to patient rlace-
ment are made in the context of an ideal or optimum situation, or as in ths
present study in terms of the facilities and services parceived as belng
available locally (Berg, Browning, Crump and Wenkert, 1969). In addition, there
are also diffepences in the type of hospital use which is considered. For
oxample, this study was concermad exclusively with the patlient's admission and
discharge and did not Include delays In the parformance of in-hospital proced-

ures except insofar as they were directly responsible for a delay in discharge.

“Yhile aspects of the design of the review may Influence the type and neture

of the julgements reguired, there is also the question of the accuracy of the
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recording and of the presence of reviewer variability. Mo checks were made

cn the reviewers' Jjudgements in the present study. However, & number of
factors were identifizd which moy have influenced the dnators’ judgements, These
included the fact that they were reviswing pstisnts under the cape of their own
firm, the tendency to tazke inte account the G.P.'s tentative diagnosis in
reviewing the patient’'s need for admission and the veviewer’s own previous
hospital experience. Whils such factors are thought to have reduced the

nusber of patisnts recorded as being admitted or delayed for social ressons,

the amount of such under-recording is belisved to have been fairly small (see

pages 134-13%3), Another factor which may have resulted in some under-
representation of the extent to which patients wepe dalayed in the study wards
or transferred to ancther hospital because of their home circumstances is that
of the difficulty of disentengling the various considerations Inwolved in
medical decision-making and of asscessing their relative importance. Thus it
is possible that in some instances where s patient was delayed or dlscharged to
another hospital for 'further medical care' that this was due both to their age
and medical condition as well as to their home circumgtances. For example a
married man aged BO years was delaysd in the study wards for six days because,
"inable to manapge at home until completaly mebils'. n the abgence of any
further information such peopla were recorded as being delayed in the study
wards or transferrved to another hospital for medical reasons, which mey have
reduted the extent to which social considerations werc racordsd as influencing

medical decision-making.

#While it is possible to identify factors which may account for the vapying
findings of hospital reviews, it is not possible to assess the contribution of
these factors to the overall findings on the basis of the studies that have been
wndertaken to data. This is due te the difficulty of making valid comparisons
between studies as a result of the lack of standsrdization in their methods.
Thus, while the falrly small provertion of paticnts ldentifiad in the present
review as occupying hospital beds for primarily social reasons can be showm to
be influenced by both the characteristics of the gtudy hozpital and the
particular wetheds smployed in the review, it is not possible to makes precise
compapisons betwsen the bed use in the study wards and in othsy hospitals in
which reviews have bean carried out,

Marital variations in hospltal use

The present review showed that in line with the findings from the analysis
of the naticnal HIPE data, the rate of admission 4o the study wards wag higher
for noo-married than for married peopls, axcept for non-mavried women aged

B4-74 yesrs who experiented a lower rate of admission than marrisd people.
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Ovarall, the length of stay in the geneval medical wards was also rather higher
for non-married than for marviad people.  However, an examination of the mean
duration of stay of men and women patients showad that this difference only held
for man. For women patients in the medical wards and among both men and women
in the surgiecal wards the mean duratioen of stay was pathsr hipgher for married
than for non-marvied people, although the differences were smell. The longer
mean stay of married than of non-married patients in the study wards is in direct
cortrast to the pattern revealed by the national HIPE data but was found to hold
for surglcal admissions to the study hospital for the full year.

With regard to the use of hospital beds, a total of slaven married and four
non~mareied patients ware recorded as having heen admitted for conditions which
could have been treated in the cutpatient department or by the gensral practi-
tioner, while of the twenty-four patients recorded as being delayed in the study
wards for social or administrative reasons, fourteen ware mervied and ten non-~
married. In addition, some patients were discharged to anether hospital for
what could be clasgified 2s soelal reasons.

The absenca of the expected pattern in terms of the relative lengihs of
atay of married and non-mayrvied peopls in the study wards and the fact that non-
married people appeaped no nore likely than married petpls to be admitted or
retained in the study wards becsuse of their home clreumstances may prob-bly
be explainad in terms of the particular characteristics of the hospital and
wards in which the review was conducted. In a situation where the clinical
threshold for admission is fairly high and the longth of stzy relatively short,
the total number of bed days occcupled for primarily social reasons is likely o
be fairiy small. This in turn will tend to reduce the extent to which a
particular group, such as the non-married, are admitted or retained in hegpital
for primarily social cars, and thus will Limit the posaibility, and extent, of
difforences in the rate of bad-use between married and non-marrisd people. As
we have seen, the proportion of bed days used for primarily sccial reasons was
lowest in the surgical wards and was assoslated with a high transfer rate, which
in turm may explain the absenge of the expected pattern among the surgical
admissions with regard to the relative lengths of stay of married and non-marvied
peopla, It is therefore hypothesized that the differences in ths pates and
type of hospital use by marriad and non-married peopls is likaly o be smallest
whers thers is a high ¢linical threshold for admission and a relatively short
length of stay, and especially where it it sssociated with 2 high rate of
transfer to another hospital for continued care. Thus while the present review

has not demomstrated the existence of the expacted pattern with regard to the




50

length of stay of marriad and non-married people it has identified the factors

which may determine the prasence of differences.

The report so far has heen based on information from the reviews of
424 admissions and has been primarily concerned with the rates and type of
hospital use of marrisd and non-~married people. In the following sections
attention is turned from the patternm of hospital use to the guestion of the
cayses of the varlations in hospital use by marrdied and non-married people.
These szections are mainly based on information obtained from those who were
interviewsd after discharge from the study wards and particularly on the 248
paople who usually lived in 2 private housshold., This part of ths report
hegins by examining some of the characteristics of marrisd mmd non-married
people which are thought to be directly related to the differences in their
rate and pattern of hospital use. These include differences in the levels of
bhealth of married and non-marrisd people and in factors contributing to
morbidity such as bereavement and lonsliness, as well as differences in the soeial
needs of marpied and non-married pszople arising from variations in the size and
composition of houscholds, in the nature and extent of their kin network and in
the physical chavacteristics of their homes. While it is pozsible teo point to
differences in the levels of health and home cirvumstances of marrisd and non-
married people it 1s recognised that such differences may not be directly
tranzlated into hospital use. Thus, the Ffinal section examines ths qusstion
of the extent to which the factors ildentified from the patient interviews as
contributing to the need for social carve were actually tzken into ageount in
admission and discharge decisions by comparing the information from the review
forms and from the follow-up interviews.
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MARITAL STATUS, HEALTH AND LONELINESS

This section ie concernsd with the levels of haalth of married and non-
marpicd people. It Ffirst looks at the perceived state of health and fume-
ticnal abilities of the marrizd and non-married people interviewed who usually
livad in a private household and then examines two factors which are regarded
as heing associated with inorsased morbidity, namely the break~up of marriage

and the expsrience of loneliness.

Marital stats

Jot

An important question in considering the pelatismship between marits
status and health, =nd especially the notion that the higher mortality rates
of nen-married compaved with married people ars associated with the less
favourable enviponment of non-marrisd seople, ls that of the length of time
people have spent in a particulsr marital stetz.  In the case of those whe
reported that they were marrisd st the time of the interview, 1B por cent
said they had besn narried more than once.  However, all but a small
proportion of those who were currently marvied (% par cent] had lived with
their current partner for 20 years or more and thus expsrienced a consider-
able degree of continuity in their marital state. In the case of those who
reported that they were currently widowed, divorced or separated, 1l per
cent sald that they had been married more than onee.  As mipght Le expected
among neople in this age proup, those who were ourrently widowed orv
divorced/separated were most likely to heve experience? a recent change in
their marital status, with nearly ons half (47 =er cent) reporting that
they had lost thelr spouse within the previcus ten years and one-quarter
within the previcus five yesrs., Those whe zre classified as nea-married
thus Include quite a large group of peoples who have only fairly recently

entered this state.

Perceptisa of health

The amount and type of information collected in the present study with
regard to the health and morbidity exzerisnce of the jecnle interviewsd was
fairly limited. This was largely because it was expected that in many
cases people’s jerception of thelr health and abilities would ppehably be
influenced by thelr recent illness. It was theraforse planusd 1o collect
fairly deteiled informaticn oo the health and abildities of different
marital groups in the prospective case stulies to supplement informeticon
from the present study.

One question pecple were asked in the present study was whether they
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would rate thelr ususl state of health as sucellent, good, falr or poor.

In response 57 par cent rated their health as excellent cor geod and 22 per
cent came into sach of the categories of fair or poor. The proporticon who
ratad their health as poor appears to be rathor higher than has Leen
reported in community studiss. For example, in the cross-naticnal study

of elcerly people carvied out in 1962, 57 per cant of the respondents in
Britain rated their health as good, 29 per cent ag fair and only 14 per cent
as poor, while ’n a more recont study of elderly people in private households,
78 per cent reported that they generallf anjoyed good health {Shamas et al.,
1968; Hunt, 1978b). The higher proportion of people In the present study
who rated their health as pooy may reflect the fact that all those inter-
viewed had pecently been hospitalised,  These people may therefore differ
in terms of their usual state of health from the populaticn as a whole,
while their recent iliness may also have influencec thesir judgement as to

their usual state of health.

Most of those who pated thelr health as 'poor’ explained that this was
due to deterisration in their health throush the onset of speeific complaints
and in many casesg pecpla ifentificd fairly precisely when this deterioration
had occurred. In contrast, five people whe rated thelir health as ‘poor!

stated that they had never had good health:

"I've never had good health' (Wifowed women aged 78 vears)

™ was born delicate. Had sastric troubls since & very voung wonan®
=z X
{Aidowed woman aged 90 vears)

"I've always had bronchitis" (Widowed women aped 78 years)

"Spileptic since I was ten years old” (Married woman aged 72 yeavrs)

&s Table 21 shows, the single aprearsd to rate thsir health more
favourably than other marital groups, while mavpied pecple were most
likely to rate their health as 'poor', The higher proportion of mareied
than non~marrisd people whe stated that their health was ‘poor’ nay reflect
a real difference in their state of health, due perbhaps to married sonle
heing more likely to continus to live in 2 nrivate househald sven whan
fairly vestricted in thelr sctivities, op it may be due to Aifferences in
attitudes and perceptions hetwsen mardital groups and to the possidle
existence of a larger provortion of health optisists among the non~married

peeple intepviewsd {Garrity, Somes and Haprx, 1978},

There 4id not appear to b any incrsase in the proportion of people

who rated thsir health as ‘poor' with advancing age, although there was a
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tendency for a rather larger proportion to rate thelr health as 'faip!

and a corpresponding decrease in the proportion whe rated their health as
exeellent or good (Table €12}, The falrly small proportion of people among
those aged 85 years and over who rated their health as poor may be partly
because although health tends to decline with age, elderly people who reach
the more advanced agas, and particularly these whe continue to 1lve in
rrivate households are @ highly selected group in terms of health. In
addition those who have attained & high age tend to have lower expectations
abcut their health {Shanas, 1968, pp.36-40).

%
Table 21 Perception of ugupal state of bealth

Perceived state % Al :
of health . Marpied Single Widowed Piv/sep. . categories |
| ‘
Excellent booas{iey 7{s0) 9(13) - w117y
Good Pos7eD) 8(35) 28(39) J - IO B
Fair Io2s{ig)  5(22) 21{30) 3 L su(22)
Poor o au(em) 3(13) 13(18) 3 L sa(e2)
| .
Total % 141(100)  23(100) 71£ 100) 10 E 245 (100)

Exgapt where ctherwise statad 1l Tables pefar to the 245 respondents
whe usually lived in a private household

Besides asking @ general question sbout people’s usual state of
health, they were zlsc asked whether thoy had any long-standing illness,
disability or handicap, and if so, whether this restricted their activities.
In reply to these questions, one-third ssid they suffered from an illness,
disability or handicsp, of whom sbout three-qguartsrs veported that the
condition restricted thely activities. In contrast to the findings of
the General Houschold Survey, the proportion of widowed perple whe
reported a long-standing illness, disability or handieap was no higher
than for other marital geoups (Office of Population Censuses and Surveys,
1973, 1978).
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Table 22 Reporting of = long-standing illpess, disability

vp handicoy and activity rasteictions

DiV/ All
Illness condition Marpied Single Widomad sep. oats.
No long-standing illness G2{65) 13(56) 4B{68) g ; 162(66) ;
Leng-standing illness | :
but no activity :
restrictions 13(9) 30133 u{8}) - % 20(8}
Leng-standing illness ;
and activity 1
restrictions 36(25) 7{30) 18(27) 1 83{28)
i
|
Total 110100y 23(100)  71100) 10 | 245(100)
i

of the lrng-standing iliness, disabllity or handicsp.

particularly if it restricts their mohility.

nature or affects only particular activities (Boumann, 1961;

As might be expected, there was a relationship between pecple's assessment
of their usual state of health and the reperting of a long-standing illness,
disability or handieap but overall nearly cne-quarter of those who rated
their health as excellent or grod reperted a long-standing illness, disabil-
ity or handicap, while about one-~half of thoss who
fair or poor repovrted no long-standing illness, disability or hendicap

atad thelir health as

{Table C13}. This may be partly due to differences in pecple'’s expscta~
tiong and assessments of their health and alans to differsnces in the nature
As cther studies have
showr, the presence of a lepg-term illness, disability or handicap may not

enter into people’s assessment of their health if it is of an intermittent

Cordon, 1966).

Similarly, people are most likely to view their health as poor I they
guffer from 2 long-term condition which restriets thalr daily activities and
Examyles of necple in the
present study who ratad thair health ms good but whe reported that they

guffered from a lmp-standing illness incluled a married man aped 69 who

rated his health as good, but said that he had suffered from spells of

angina sinee 1967 and high blond zxessure for the last four years, and

"It affects my walking,.

"swollen ankles since I broke this ankle eightesn yeaps ago”.

I lcse my halance sometimes.?

that he becomes, "fagged cut and cen't breathe”, while another man aged

77 rated his health as good but explained that he had suffered from,

When asksd

whether this restricted his activities in any way, he explained that,
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Functional abilitien

Ameong those who rated their health as poor wers a small group of
peopls who were normally dependent on others for assistance and cara,
Altogether eleven people reported that they normally received assistance
with two or more of the pergonal care tasks listed in Table 23.  These
eleven people all lived with others and consisted of nine married and Tuo
single peopls, Most of these peopls were almost completely depsndent on
sther household members and in the absence of others in the heusehold
whe were able to provide the necessary care, they would bave probably
required instituticnal care. Two particularly dependent pecple in this
catepory were Mes., P.B. and Hes. A.S. who as we have seen were admitted
to the study wards because their hushands needed to go into hospital for
surgery (see p 39). Another guch perscn was Mr, T.D., a married won
aged B2 who lived with hig 77-year old wife. v, T.I. is almest blind
and suffers from a long-standing illness, which means that he is mainly
confined to bed, He was described by his wife as being totally incapable
of doing anything for himeelf. He dues not usually dvess and 1s helped

by his wife with washing, bathing and shaving.

Table 23 Nunmber of people who norpally received
asglstance with specified personal care tasks

(baged on 141 marpied and 104 non-merried people
Living in private houscholds)

Personal care task* Harried Hon-marriad
Washing hands and face 3 1
Having all-over wash or bath 13
Iressing and undyessing 3 3
Shaving (men) or brushing

mnd cembing halr (women) ' 4 2

Categories are not mutually exclusive

Those who required assistance with personal care tasks were the most
severely handicapped but many others required varving degrees of assistance
and care. The preportion of people in the population identified as handi-
capped or impalred depends on the definiticns used and the metho? of
measurenent. For example, Harpis's survey based on self-care ability

reported that 27 per cent of the slderly were immaired and 5 per cent very
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severely handicapped, while Towmsend's survey ldentified 45 per cent as
having some limitation of activity {Harris, 1971; Townsend, 1968). This
guestion of the comparability of the findlngs of different surveys of the
prevalence of impaired people and impairments has rwcently been the subject
of a detailed study (Knight and Warpren, 1878). Howsver, while the proportion
of people classified as handicapped or impaired will necessarily vary according
to the method and eriteria ussd in making such essessments, what is confirmed
by all studies is the existence of substantial, and increasing, numbers of
elderly people in the commumity whe are severely restricted in their activities
and who are therefore dependent on other household members for assistancs with

perscnal care tasks.

Break-up of marriage and health

The orisis of the loss of a spouse has been shown to adversaly affget
the physical and mental health of widowsd people and to be agsoclated with
an inerease in mortality, with the effects being particularly proncunced during
the first year of bereavement {Young, Benjamin and Wallis, 1963; Cox and Ford,
198%; Rees and Lutkins, 1967; Stein and Busser, 1958%: Parkaes, Benjamin and
Fitzgerald, 1%69}. There have been relatively fow studles of the effects of
divorce on worbidity and wortality but Chester®s study of the gelf-reportad
health experiences of female petitioners for divoree suggests that the effects of
diverce on health s Fairly similar to that of widowhood, while the maximum
disturbance was found to occur in the later stages of marriage and separation
rather than with the divorce action iftself (Chestsr, 1971).

Although there has been shown te be a relationship between the termination
of marriags and health, relatively iittle is known as to the precise ways in
which this loss may affect the health of the suwrviving spouse of divorese, and
particularly as to whether it is liksely to lead tc an increased use of hospital
in-patient care. In the present study about one-third of widowed and divorced/
separated people reperted thot the termination of thelr marriage had affected
thelr health. The fairly small proportion of peopls who said that their health
had been affected may be partly due to difficulties of mewory, as
for a cansiderable number of people the break-up of their marriage had sccurved
many years ago {Table Cl8). Thus only one~third of those who had been widowed
for five years oy more reportsd that the break-up of their marriage had affected
their health compered with about two-thirds of those who had been widowed
for five years or less at the time of the study. In zddition, in cases
where the death was expacted, and partleularly where the bereaved spouse
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had nursed their partner during a terminal illness, it appeared that their
bereavement was less likely to have affected their health than when the

death of their spouse was sudden.

Table 24  Reported effect of the break-up of marriaze
on the respondent's health

i !
i Widewed undey Widowa 5 years  Divorced/ Al
Type of § years and over separated outs. i
effect v Tremm e i ;
NC » Hﬂn }I"}u : 33{3& .
§
Adverss it 14 2 28
Baneficial .- 1 1 2
Nene g 38 ) 53 !
¥o answarp 2 2 2 & :
Total 21 55 11 87
. : i
%

Based on the 81 widowed, diverced and sepaprsted respondents living
in private households and the 6 in institutional accommodation

Those who reported that thelr health had been affected .by the losg of

their spouse mainly reporited an adverse effect on their héalth but two people

reported ap improvement i thsir health. One of these people was a woman who

had been widowed for six years and who explained:

I used to have epllepsy but the shock stoepped me from
having them {(£fits).”

The other person was a mwan who wes separated from his wife, He explalned
that his health had improved since their separation, as his wife coften
became violent and heat him, and her violence caused him to have 2 mental

hreakdowm.

In wmost cases vhere the mespondant reported that the break-up of their
marriage had adversely affected thelr health, this appearedl to take the

form of a temporary state of shock and emotional upset:

“"Suffere’ from shoek snd had to have pills.® (Widowed 5 yzars)

"It was 2 shock to me and I didn't seaem to grasp what had happened,
T lost a lot of weight.' (Widowed 7 years)

"I eried all day and 412 not care about apything. I 2id not want
to live." {(Widowed ¥ yesps)
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"I was broken-hearted but no one wants you when you're miserable,

so I've bucked up.” {(Widowed 3 yeara)

In other cases the respondent mentioned more specific conditions
which often appeared to have required medical attention and in soms cases

were of a fairly long-term nature:

"I went off my food and started drinking” {(Widewed 12 yoars)

"I was shocked that she died before me. Lvery sc often I used
to come over bad and had to have the doctor come and give me
injections and 1I've baen on sleeping pills ever since.™
{(Widowed 2 yoars)

"1 was upset of courge. I had shingles afterwards.”
(Widowed 2 years)

H"Brought on an ulecer from the shock.! (Widowed 2 yesrs)

*More or less complets break~down, Four months off wopk.h
{Widowed 4 years)

"That's when I Started having asthma.' {Wildowed 9 years)

"Since then I've had a bad heart.” (Widowad 15 yemrs)

Ailthough the present study cannot provide any indication of the
relative freguency of pearticular types of states and conditions following
the break-up of marriage, it does indicate that in 2 small proportion of
cases the bareaved spouse is likely to suffer fvom a condition requiring
medical attention, and that for gsome bereavement has a falrly long~term
effect on their health., It seems possible that in some instances the
experience of widowhood may cause conditions which requirs hospital
in-patient care but actual svidence »f this was oply provided in the cass
of one perscn. This was a man aged 75 years who tried to take his life
with his deceased wife's pills two days after her dsath., As a result he
was admitisd as an emergency to the study wards whers he spent 14 days and

was then discharged to his son's home,

Loneliness

Whereas social isolation refers to an cbjective situation, loneliness
refers to a psychological state and hes basn defined as an unwelcome fesling
of lack or loss of companionghip. Loneliness has besn found to be associa-
ted with poor health, VWhils poor health may contribute to feelings of
loneliness, loneliness whatever its erdgin may alse affect health.

Surkheim in his classic study of suicide identifisd a relationship between
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feelings of anomie and sulcide, while more recent studies have drawm atien-
tion to the relationship batwsen sccial isolation, loneliness and mental
iliness (Durkheim, 1952; Lowenthal, 1962; Gibbsg, 1969). Less is known
about the effect of luneliness on physical health, although recent studies
of bereavement have pointed tec the relaticnship between the loss of a

spouse or other close pelative and feelings of loneliness, desolation and an

increased risk of morbidity and mortality for the bercaved person.

Most people have an understanding of the meaning of loneliness and
those in the present study appeared to ba able to place themselves fairly
readily into one of the three categories of 'often lomely', 'scometimes lonely’
and ‘never lonely'.  As Table 28 shows, marrisd people were more likely to

rate themselves as never lonely then were non-married people.  Among the

nen-married, those who were most likely to regard themselves as sometimes
or often lopely were thoss who had been recently widowsed and those who were

usually on their own (Tables €18 and 19). In addition in each marital

group people who rated their health as poor were mope likely to regawd them-
selves as soretimes or often lonely than ware thoss with more favourable
health ratings {Table C20).

Table 25 Feslinps of lonelingss

Feelings of é A1l §
lenelineas i Married Single Hidowad Mv/sap, cats. |
Often lonely £(4) 2(9) 10{14) 2 20{8)
Sometimes lonely 15¢11) 3(13)  15(2L) " 37(15)
Never lonely 120{85)  18(78)  46(63) 3 187(76) |
No anawer - - - - 1 =) é
Total 141(100)  23(100)  71(100) 10 245(100)
Summary

This section has drawn attenticn to the heteropgsnsous nature of the
group of nen~marricd pecpls which consists of never-married people, thase
whose marriage had ended for n considerable period of time, and those whe
have lost their spouse within the last few years., Questions concsrning

vacple's usual state of health and activity restrictions were then examined
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but did not reveal any major differences between marrvied and non-married
pecple, althoupgh attention was drawn to the difficulties of using such data
to make assessments of the relative morbidity of sceisl groups.  There was,
however, some evidence that the break-up of marriage may have contributed to
the morbidity and service ume of widowed penple. 8imilarly, non-married
people, and especially the recently widowed and those who live alone,

reported themselves as feeling more lemely than did married peopls.
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AN

AVAILABILITY OF ASSISTANCE AND CARE

The previous ssction was concerned with the gquestion of possible
differences in morbidity betwsen marital groups which may acecount for
differences in their rete of hospital use, while this ssction focuses on
possible differences in their soclal needs For care arising from differences
in the availability of assistance and care frowm friends and family members.
It begins by looking at the size and composition of the pool of potential
helpers avallable to married and non-married pecple and then considers the
perceived availability of assistancs with specific non-nursing tasks and
in the provision of more comprehensive care,

%
Heusehold composition

The household composition of those interviewsd was similar te that of
elderly peopls in the populetion as a whole, with most of the marrisd people
interviewed living with their spouse cunly and the majority of the single and
widowed people living alone.  The proportion of people in sach marital group
who lived alone decrsased with advaneing age, with 57 per cent of the
non-mareied people aged 65-7h years living alone compared with 40 per cent
of those sged 75 years and over. However, despite the tendency for the
proportion of people living alone to decrease with rising age, quite a
large number of very elderly people, and particularly elderly women, wers
living alone. The swmaller proporticn of non-marvisd men than women living
alome (17 per cent of non-married men and 43 per cent of women) appeared to
be associated with a highar proportion of non-marriced men sharing a household
with & married dsughter or with a non-prelated person.  Thus, those wha live
alone include a high proportion of widowed pecple, and particularly widowed
women, due both to the greater number of non-married women than wen and

their being less likely to share a household with others.

Elderiy single people are rather lsss likely to live alone than are
the widowed but those single people who de live alone have generally been
living alone for a long period; about twoe-thirds of the single pesple who

lived alene at the time of the study had lived aloma for ten years or over,

The term ‘housshold'was taken to include all these with whom the pespondents
stated they lived. This was usually found to acesrd with the census
definition of a houschelsd in that all those identified penerally took

their meals together and appeared to live as ome family. However, in

three cases the people identified formed two separate units in that

they 2id not est together and live as one family. In two casgs this
consistod of a husband and wife living in the same dwelling but ssparately
from a divorced/separated ehild and their offspring, whils in cne case

the twe units consisted of a married man with his wife and three children
whe shared a dwelling with his mother-in-law,
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compared with only cne-third of the widowed who lived alone. As might
be expectad, among the widows those who had been widowed within the last

ive alone than wers those who had been

two years were more likely to

widowed for longer periods.

3

Table 26 Peovle living alone by ape, sex and mapital stats

i Sex and Al
age group Bingle Widowas Div/sep. non-mareied

: Hen t

. 65-74 years 9 2 12
75 years and over 10 - 1l

i ALl ages 2{33} 13(68) 2(29) 23(56)

; l

P

: Women

. 65-74 ysars 15 3 21

{75 years and over 7 17 26

;i

DALl ages 12(71)  32(78)  3(100) 47(75)

: Total {61y  51(73)  §(50) 70(67)

4
Percentages based on number of people in each sex and marital

group {see Tabls C3)

Elderly people who live alome tend as a group to entoy bettsr health
than those who live with others, with one of the maln reasons for eldierly
peopls going to share 2 household with others being that they can no lonper
manage on thely own dus to the deterdioration in thelr health. fmong those
interviewed in the present study only 18 per cent of the non-married people
living alone rated theilr health as ‘poor', compared with 26 per cent of ths
nop~mavried pecple living with others, while culy twe of the fourteen
people whe rated their health as ‘excellent’ shared a household with
others (Tables C16). There was however, little Aifference in the household
composition of those reporting the presence of a long-standing illness
Adsability or handicap (Table C17).
live almme are more sware of their activity rvestricticong than ave those who
can normally rsly oo other housshold members for assistance.

This may be partly becaute those who

Howaver, all
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those who were identified as being dependent on others for perscnal care
tasks were sharing 2 household (Table 23).

Living alaone but in cleose proximdty to welated pecple has been found to
be the preferred pattern ammnyg alderly pecsle given reasonable health.  For
example, Townsend and Wedderburn preporied that 91 per cent of the old people
in their sample who lived alone praferred to continue to do se. Similarly,
Tunstall Found in his four-area study of eliderly pecple that, "the popular

prefercnce, given reascnable health, is to maintain regular contact with

children, siblings and others - without imposing on them, or becoming too
dependent on them.” {(Tunstall, 1865), The extent o which people in the

present study who were living alone were actually living in fairyly close

proximity to other relativas and the nature of thelr sccilel contacts is

eomsidered loter in this section.

Table 27 Household composition

Household composition Harried Single Widowad plv/sep, | iiia- %
Lives alone . - (6L} 51(73) 5 70(28)
Lives with spouse only | 119(83) - - ~ 119(48)
Shares household with: :
Married children 1) - 10{14) - Loy
Wid/div/sep.children |  6(4) - - . [ os2)
Single children 1 11(8) - (1) 1 13(5)
Sibling 3(2) 7{30}) au} i : 14(6) ;
Gther relative 3(2) 1) 20 - s
Nen~related person : - 1{%) u{6) 3 % B(3) ;
] i
Total 13(100) 23(190)  71(190) 10 I 217(100)
= i

In two cases marrisd people shaped 2 household with geople in two
of the specifisd categonies
Elderly married people differ from non-married peopls in that they all
generally share a houssheld with at lesst cne other person, whersas only

about one~half of the elderly non-married pecple in the comntry as a whele

share a household with others. Important differences also exist hetween
marital groups in the composition of multi-nerson houssholds., Single neopls
whe: live with others mainly share with a sibling, while widowsd people live
with a child., Married people who share 2 household with sthers besicdes
their spouss also mainly live with a c¢hild, but whereas widowed people
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generally live with a mepried daughter, marrisd people mainly share their
home with a single and to a lesser extent with a divorced or separated child.
The tendency for non-marrdsed people to share a houschold with female
relatives has been well documented and in the present sample all but two of
the non-married peopls who shared a household with a relative shared with a
female relative - ususlly a2 sister in the case of single people. or a
daughter in the case of widowed pecple, Similarly, in cases where maryied
people shared a household with 2 single adult child this was almost always

a single daughter. However, all but one of the group of widowed, divorced

and separated childeen whe lived with thelr parents were sons.

The composition of housebold among the patients interviewsd in the
present study appears to be very similar to the patitsrn revealed by
commnity studies of elderly people and points to the important differences
in the household composition of married, single and widowed paople, both in
terms of the number of people in the household unit and their relationship
to the respondent. The reastns for related peopls forming @ single house-
hold wmit or sharing a dwelling are no doubt vardied. In some cases it
forms tho continvation of a household group, as when 2 single child, most
often & Jaughter, continues to live with her parents. In cther cases 3
household group 1s newly formed or re-established. This may be for
economie reasons, as 13 sometimes the case when a separated or divorced
child, or a young married couple, £o to live with their pavents, or it may
he for reasons of assistance and ecare, ag for ewample when a Nerson in poop
health 1s teken intc 2 relstive's household on a more or less permanent

basis.

Centacts with velatives and neishbours

Children gensrally form one of the main sources of social contact of
elderly married and widowsd people. Howewaer, the amount »Ff contact parents
have with their children is influencad Loth by the number of children they
have and by their geographical proximity. The proportions of married and
non~mareied pecple who had sueviving children was falely similar, with
§2 per cent of the married pacple, 79 per cent of the widowed and 70 per
cent of the divurced/separated coming Into this category.,  fhout two-thirds
of these people had one or twoe childrsn, while just wder ons-~sixth had four

or mors children.

Despite the Ffactors which operats to disnerse families, about four-

fifths of these with surviving children hzd their nesrsst child living in

the same county and a large proportion of thess were living in the same
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locality.  The "same Iscality' was rather locsely definsd, with all
places within about Five miles of the respondent’s home being classified
as being in the same locality.  Although widowsd people were no more
likely than married people to heve a child living in the same housshold,
Thus,

whereas culy one-fifth of the married psople who lived apart from their

they were more likely to Le living in cleose oproximity to a child,

children had at least one child in the same locality, about two-fifths of
the group of widowed, divorced and separated people who did not share a
household with & child had 2 child living in the same locality.
cases the clocse proximity of children arises because the children set up
home near to their parental home, whle in othepr cases it Is due to elderly
parents moving to e near mme of thelr children., Moving to be near a
chiid is probably most common ameong those who have logt thaeir spouse and
prohably accounts for the larpe proportion of widowed paople whe lived in

cloge proximity to at least ong of their ghildren.

In general thers appeared to Le a considersbls amount of contact
between parents and their children, with 60 per cont of those who had one
or more children living in a separate housshold reporting that they had a
child whom they saw at least once a week, As a large proportion of pecpls
had more than one child living outside the household, the total amount of
contact people had with their children was oonsiderably higher than the

figures in Taeble 29 suppest.

Table 28 Proximity of nssrest child

Widowed,
div/sep. Widowsd,
Proximity lives with div/sen. ALL
: Marvied others lives alone oAt
i
¢ ;
Same household 18{13} 10{480) - L 28(123)
Same locality ‘ 26{18) u{18) 22(39) 52(23)
Bame county t L1{29)} 4(16) 15€27) 60(27)
Elsewhere in U.K, 29{21} 1043 5] 33(15)
Cutside U.K. 2(13 1(4) {2} 42}
¥o surviving :
chiidren ; 25(18} 4 16) 1u(25) 43(20)
No answer b 1(4) 1(2) 2(1)
:
Total i 141(100) 25(100) $6¢100) | 222(100)

i

]
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Tale 29 Frequency of contact with child outside household
whe 18 seen most often

Widowed, Widowed,
div/sep. div/san.
. : lives with lives &1L
Fregueney of contact Hayriad nthers alone aats.
Saveral times a week AB{28) 2¢{8) 26(45) &u{g9)
At lemast ocnce a week 2001W) 5(20} 1018} 35{186)
At least cnce a month 18(13) 4{18) 4(7) 27(12)
Several times a year - 18(13) 1(4) 102} 20(9)
At least once a yearp 5{u) {4} 1423 8(u)
Less than cnce a year 2(1) {4 102} u{2})
Ho answer 2{1) 4{18) (2} 7{3}
. No ¢hild cutside housshold! 38(27) 7(28} 12(21) 57(26)
i
Total 181100} 25(100)  56(100) E 222(100)
i ;.

The group of widewed, diversed/separsted pesple living alone appeared
to have the most frequent contact with childven llving cutside the household,
with nearly one-half of these people having at least one child whom they
gaw several times a week,. Thus, to soms extent the absencs of others in
the houschold was compensated for by thelr more frequent contact with
children, and as we have sgen, many of these people had at least one child
living ip the samé Iocality. People appeared to heve vather greater
contact with their daughters than with their sons, although the difference
was small, with 42 per cent of daughters living cutside the householsd and
36 per cent of sons being ssen at least ocnce a week. In peneral, sontact
appeared to take place through e child vigiting an aped perent, which is no

doubt largely dus to the better hoalth and mobility of the younger peneration.

However, some eldevly people, and particularly those in better health, paid

froquent visits to their offspring's homes.

Relatives other then children form ancther luportant sturce of contact
for elderly penple, and particulsrly for the single snd for others whe arve
childless. People were therefore asked whether they saw a related perscn

regularly, other than a child.  Tha phrase "see regularly’ was not defined

in the survey and was left to the respondents’ subjective Interpretaticon,
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However, just over two-thirds of those who reported seeing a relative
regularly had a relative whom they sew at least oncs a week, while only
one~Fifth who said they were in regular contact with a relative usually

saw them less than cnce & month.

8ingle pecple were most likely to be in regular contact with a relative,
other than a child or dependent grandehild, with many actually sharing a
household with 2 sibling or other related person. Harried pecple and those
whose marrlage had terminated were ratber less 1likely to be in regular
contact with such a relative but about otne-guarter of these people elther
shared a household with a relative other than an offspring, or had such a

relative living in the same locality.

Table 30 Proximlty of nearsst pelated perscn seen regularly,
othep than a child

Proximity ¥arried Single Widowed  Div/sep. All cats.
Sama household a(g) H 3N 5(7} - 20{8)
Same locality A 2618} 2(9} AH{20} 1 43017}
Elsewhers in cownty | 21(15)  &(a7)  7(10) 1 33(13)
Elsewhere in U.K. 7{5} 1(u) 3{y) - _ 1144}
Ho cther relative 79{56) 9¢38)  42(59) 8 138(56)
Total 142(100) 23(300) 7i{100) 10 i 245{100)

Table 31 draws together information on the proximity of this group of
elderly paople to thelr children and other relatives. It shows that although
most people lived agart from relatives about one~half of all pecple living
in non-ingtituticnal aceommeodation elther had at least one surviving child
living in the same househcld or locality, or had another related persom
whom they saw regularly living in the szame household or locality. Although
the other 50 per cent of the eldeply people could be rvegarded as geogeaphi-
cally isclated from thelr wider kinm, in that they had neither a child, nor
ancther pelated person whom they saw regularly living in the same locality,
about four-fifths of these people had a child or & vrelative they saw
regularly living ocutside the locaiity. Thus, only 24 people (10 per cent)
were completely isclated from other kin in that they had no child in the
United Kingdom and no other relative whom they saw regsularly. Single people

were particularly heavily represented among this geoupr with just over
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cne-third of the single people having no regular contact with a relative.

The high proportion of single people in this category no doubt reflects their
smaller potential pool of reletives due to the lack of ¢hildrsn. As with
single people, most of the married and widowed people whoe were not in

contact with a relative had no surviving children. In the case of the
divorced/separated people it appearved that the reascn for the lack of contact
with relatives was not so much the absence of children as the breaking of
relationships with chilédren.

Table 31 Froximity of nsarest child, or other related parson
seen_regularly other tham & gpouse

Proximity Married Single Widowed Div/gep. ALl cats.
Same housechold 23(16) 7{30) 17(24} - 47(19)
Separate dwelling in

same locality 42(30} 2{9) 30(42) 2 76{31)
Outzide locality 69(49) 5{22) 18(27) 5 98{%0)
Hone 7{5} 9{33) 5{7) 3 28(10)
I
Total 1101003 23(100) 71{100) 10 2450100} §

Althdugh thy majordity of'gabple had at least one ¢hild in the United
Kingdom and/or another reletive they sew pegularly, it must be remembered
that there wepe probably important differences in the total amount of social
contact enjoyed by these people, as well as important qualitative differences
in their relationships with kin.  Such differences are to be found even
among pecple of similar marital states. Some indicetion of the differing
ammmts of contact with relatives experienced by necple whe came into the
same broad category can be gained from the following examples of pecple
classified as having at least one relative living in the same locality.

Cne such person was Mr. T.F., a &8-year old marpied men., Mr., T.F. lived
with his wife apart from any other pelatives but had four of his six
children living in the same town., He saw three of these children et least
once a week, including a warried daughter whom he saw avery day, and saw
the fourth child sbout once every threc months.  ¥hen asked abeout this
neiphbours he said that he had, "daily contact with both sides". Another
garson who appeared to have a considerable amount of aontact with relstives

was Mr, P.C., & widowed man sged 7% yvears who lived alonao, Mr, P.C, haa
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three merried children a1l living in the same locality., He saw one of
them daily and the other two twice a week. In addition he had a widowed
sigter-in-law living four doors away whom he saw daily &nd had freguent
conntact with his neighbours.  As he explained, "There'’s always someone
popping in.” Ancther widowed person in this category was Mre. C.T., a
79-year old woman who lived alone, Mrs., C.T. had two children living

in the same locality and saw one of them daily and the other at least once
a week. She also had a widowed sister who lived next door whom she saw
daily and remerked that, "People often oall." An example of a single person
who lived aleme but had a congiderable smount of contact with kin was

Migs D.M., who daily saw hepy widowed sister who lived next dooy to her and
saw a marrvied niece at least twice & week and 2 nephew at least once a week.
In contrast to those who have at lsast ope relative living in the localivy
who appeared to enjoy falrly freguent comtact with kin were a swall group
who although having a reletive in the lecality had fairly limited soecial
comtacts. One perscn in this category was Mrs, H.W., a B5-vear old married
women who lived with her husband apart from any other relatives. They had
two marrisd children living in the same locality but when asked how often
they saw them, replied, "Hardly at all, They are beth 111." Mrs. H.Y.
had no other relatives.  dnother porson whe had limlted euntact with
relatives was Mr. B.S., a 70-year old widowar who lived aleons., He had
three children, including 2 son living in the same locality whom he saw
gnoe 8 week. He paraly saw his other two sons, one of whom lived in

Glasgow and the other In Australia, and was not in contact with any other

relatives. While the number of people who had one or more relatives living
in the same lccality but whe had relatively little coptact with kin was
fairiy small, those whose children or other relatives zil lived ocutside tha
locality had, as might be expected, much less contact with kin.

An dmportant source of social contact for many elderly people besides
their kin is that of their neighbours. The term ‘'neighbour' may be used
to refar only to those living in adiacent dwellines or it may be taken to
include others nearky. In the present study the interpretetion of the
term ‘nelghbour' was left to the respendent. However, the replies
indicated that although a few psople sxtended the term te include friends
who lived in the same road but not Iin adizcent dwsllings, wmost pecple
appeared o Interorst ‘neighbours! as referrinpy exclusively to thelr
immediate neighbours.  Altopether only Jjust nver one~tenth of the respondents
gaid they had no contact with thelr neighbrurs, while three-fifiths had
frequent contact, A national survey of elderly peopls indicated that all
but a small proporvticon of =lderly peonle in the country a8 a whols do have
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contact with their neizhbours but ne doubt there are important gqualitative
differences in the type of contact enjoyed {(Hunt, 1978b). Ameng the present
group of pecple the main reascns for the lack of contact with neighbours were
the absence of neighbours due to the isolated position of thelr dwelling, the
fact that their neighbours were cut at work all day or because people

preferred it that way.

As a group the single appeared to have the most contact with neighbours,
which is probably assoclated with their having a smaller potential pocl of
relatives than other mordial groups, and thus needing to rely more on non-
related people. Thers also appeared fto be a difference betwesn single and
widowed people living alone and these living with others.  fmong the non-
varried people living alene 71 per cent reported frequent contact with
neighbours and 12 per cent reported no contact, while the percontages were

53 and 21 per cent respectively for non-married people living with others.

In addition to providing an importent social contact for elderiy people,
and particularly for those who lived alone, neipghbours appeared to play an
important role for many of those interviewed iIn ensuring that if they were
in difficulty their neads were made known. For exanple, & widowed woman
who 1lived alone said that she had arrenged to hang a red hat In the window
if she needs the neighbour opposite, while another person explained:

"My neighbours husband fized me 2 bell and they told me T only

have to ring it for whatever I want."{The bell rings in her
neighbourts kitchen.)

Similarly, another widowed person who lived alone commented:
"These pecple next door are kindnsss itself. Thay come in
several times a day and bring me coffee in the morning and

afternoon. Sha nevar poes by the door without she peeps in.”

Besides keeping a friendly eye on their peighbours, some appeared to be

providing asslstance on a regular basis. As ome respondent explained:

“They fall nver themgelves to help. They ferch and carry.
They couldn't be better people.”

Takle 32 Amount of comtact with nedphbours
{excludes the 12 pasple living in warden-assisted accommodation}

%ﬁon*marrieé E
Amount of Widowed/ 1ives with  Hon-married AL
contact Married Single div/sep. | others lives alone cats.
| Frequent 8u(60)  17(74)  4u(62) |  18(53) 43(72) 145(62)
. Oceasional | u3{31)  e6(28)  13(18) ! 9(28) 10{17) 62(27)
Hons 12(8) - w20} | 7{21) 7{12} - 26(11)
Total 139(100) 23(100)  71(100) .  3u(100) §0(100) | 233(100)

4
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8o far, pecple’s sccial contagts have besn defined in terms of their
cotitact with specific grougs of people. Heowevar, although a person may
be in fairly regular contact with a relative and/or see a neighbour quite
frequently, they may usually spend 2 ompgiderable part of the day alons,
This may even happen if an elderly person lives with others 1if the other
members are out at work most of the day. Paople were therefors asked,
"When you are at home are you usually on your own most of the day?®™
As might be sxpacted, most of the married psople and the non-marcied who
lived with others wers not usually alone. In only seven cases were people
Uving with others usually alone durdng the day, with this being due to the
cther household member(s) going out to work.

In contrast to thosz who lived with others, four~fifths of those whe

lived alone regarded themselves as being =n their own for mest of the day.
The majerity of these people said that they senerally saw somecne to talk
with during the day and weve therefove classified as being *mainly alone'.
However, cne-fifth of thoss who regarded themselves as being on their own

for most of the day thought that many days usually went by without sseing
anyone to talk to. These people were tharefore classified as baing

fusually alone'. This group Included about one~quarter of the single people

but under one-tenth of the widowad.

Table 33 Beipg alone during the day

 Hon-married

Whather alme Widowed | 1ives with Non-marvied All
during the day ! Married Single divfseg.% wthers lives alone cats.
Hot generally . % . :

alone 138(98) 10{u3)  31(38) ¢ 28(87) 13€19) 179{73)
Mainly alwune 32y T30y 8151 3{2} B5( 64} 51{21}
Usually alonc - 6{26) 9(11) i 1(3) 1u(20} 15(8)
Total 141£3100) 23(100) 8l{100}l {100} To{100) 2uS{100)

Information on people's social contacts thus indicates that a large
proportion of those whe live alone, and particularly the widowed living alone,
have relatives living nearby, In addition, the lack of other houssheld
members and relativeés living nearby appears to be compensated for o soms
gxtent Dby greater contact with neighbours., Howevar, although many single

and widowed people who live alone have relatives living nearby and a large
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proportion have feirly frequent contact with neighbours, = considerabls number
are alone for most of the day. In addition, it is among the non-married
iiving alone and particularly among the single, that those with the fewest
gocial contacts sre found, and especially those who have few or no contacts
with related people.

Availability of assistancs

The provision of assistance depends not only on the availability of
relatives and friends but also on their ability and willingness to provide
assistance and on the nature of the help that is reguired., In the case of
elderly people it is likely that a particularly important factor affecting ths
availability of care, and the nature and duration for which cave can be provided,
is that of the hsalth and abilities of other household mwembers. Some indication
of the health of other household members and their ability to provids care in
times of illness was gained by asking the respondent the age of the other
household members and to pate the health of other household members as excellent,
good, fair or poor, For those whose health was rated as 'falir?® or ‘poor', a
further question was asked as to whether this made it difficult for him/her to

look after the respondent in times of illness.

With regard to the age of housechold members it was found that thres-fifthe
of the marpied people wer:s living in households in which the youngest household
member was at least 70 yeaprs of age, with the proportion being 37 per cent for
the married men and 47 per cent for the married women. In contrast, only
one~quarter of the non~married people who lived with others wers living in a
household in which the youngest adult member was aged 70 years or more. Among
non-married people living in multi-persen households the widowed were more likely
than the single to be sharing a household with a person aged under 70 ysars, dus
to the large number living with their marrled children,  Thusg, although a
larger proportion of widowed than other non-marrled people lived alone, those who
lived with others were more likely to be living in a household in which there was
at least one adult below retirement age.

Table 3% Age of youngest household member other than respondent
in multi~person households

Age group Harried Hon-married A1l cats, %
20-64% yeavrs 46(33) 20(69) ' §6(38)

£5-69 years ; guf24) 5{12} 38{22}

70 years and over B0{(u2) 9(285) 59(39}

Ho answer (1) 1(3} 2(1)

Total 141(100} 34(100) 175(100)
Propoption living in

multi~pereon households {100) {33} ; {71}
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Feplies 1o the question eoncerning the henlth of household mombars werd
tabulated with respect to the health of the most healthy member other than
the respondent. The results are prescented in Table 35 and show that whereas
aly three-fifths of the married people rated the health of the most healthy
househeld member as excellent or zood, thres-quarters of the non-married
people regarded the health of the mest healthy household member as coming into
this category. While it is vecognised that such health ratings are of & very
subjective nature, the higher preportion of non-married people who rated the
health of other household members as excellent or good does correspond with
the younger age distribution of households cccupled by non-married and
especially by single people. In about one-half of the ecases In which the
health of the moust healthy household member was rated as fair or poor it was
anticipated by the respondent that this householl member would hawe consider—
able Gifficulty, or bha completely wable to, provide cave in times of ilinasss,
This category included several peunle who were normally Zependent on the
respondent for assistance and cape. For swample, Mr. H.5. explained that
his wife:

"Had & stroke down one side. IF I had to go into heapital again
I would have to take her with me.”

Similarly, Mrs. R.P. explained that her husband:

"Had a bad heart attack two years agn. Hs can’t do a thing for me.
I have to look after him."

Mreg. R.P. alss looked after her sister who had lived with them for 20 years
and whe had a bad heart, 8o, "She can't do amything either,®

Table 35 Health of most healthy household member other
than regpondent in multi-verson houssholds

Health rating Married Non-~married AlLl cats.
Execellent/good B5{B0} 26(7%) 111{63}
Fair/pocr 54(38) 5(15) 55{34)
No answer 2{1} 3(3) 5{3}
Total 141(100) 34(100) 175(100}
Proportion living in
multi~persen households {100} {33) {71




Assistance with specific tasks

A task that people may require assistance with in times of illness,

and espscially if they ave witbout s telephone, is that of contacting the
doetor. The respondent's replies to the questioh of how they would get in
touch with the doctor showed that thoss who lived with others but who lacked
a phone were generally able to rely on other housshold members for contacting
the doctor, while those who lived alone mainly contacted a neighbour, or the
warden in the case of those living in warden-assisted accommodation. A few
people who lived alone and who had ne contact with thelr neighbours relied on

friends or relatives calling and in some ceses sppeared to often have to walt
for several days. This latter group included two peopla who explained that
they would have to rely on a passer-by. One of these people, a widowed man
aged €8 years who lived alone explained, "I'd have to write a note and get a
pagser~-by to take it', while the other person, a widowsd woman aged 78 years,
explainad: "I'd hawve t5 cell sut o someone going by."  However, with only

a few exceptions, the task of contacting a doctor did not appear o be viewed
as posing problems. This was largely dua to the help expected from neighbours,
whe often let a household member use their phone or contacted the dector them-
selves for the respondent. Actually getting to sse the doctor did not

appaay to be regarded as a problem, for although only cne~third of the vespon-~
dents sald they would travel to the surgery by car, just over one-half stated

that the doctor usually visits them 2t home,and probably a home wisit could

be arvanged In other cases if this was necessary.

Ancther task which often needs doing in times of illness ig that of
colliecting a prescripticn from the chemist. ALl but two married pesple and
five widowed people were able to ldentify scmeone who would normally be able
to do this, As might be expected, the majority of those living with others
relied on a household member for this task, altheough the proportion relying
en another household member was rather lowsr ameng the mareied than for
single and widowed people, which probably reflects +the infirmity of these
of the same generaticn as the respondent. Widowad people living alone relied
about equally on relatives living cutside the household and on friends and
neighbours. A few people relied on the doctor or the home-help to bring the
vraseription or had established scme other kind of srrangement. For example,
Mp, J.C., & 75~ysar old man who lived with his wife who sufferved from
arthritis of the hips and walked with & zimmer, explained that he would:
"Write to the doctor with prepaid envelope.™  Similariy, Miss 0,K., a single
women aged 80 years who lived with a younger women whom she degoribed as
having poor mental heslth, explained that, "Doctor's secretary gets them and

I pay people their petrol te ccllset itY, while Mrs, H.B, who lived in a
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swall villape without a chemist explained that there was an arvangement with
AL 5

the garage for collecting prescriptions,

Thus it appears that the majority of pecple felt thal there wes scmeons
cn whom they could rely for assietance with specific tasks that generally
need doing in times of illness. However, whereas miprried people and single
widowed people who lived with others mainly relied on a houzehold member,
nen~married people who lived alone necessarily locked cutside the household
and relied most heavily on frisnds and neighbours. In addition, it wes
among this group that the small number of peopls whe could not identify
anyene who would undertake these tasks wag mainly found,

Table 38 Persoals) who would De able to collect prescription

_ Hoen-married

Collecting - lives with Nen-marvied A1}
prascription Marriad others lives alone cats.
One person identified
Person in household 79(58) 25{73}) - o~ 108{42)
Relatives outside

household 8(4) 2(8) 16{23) 24010}
Friend/neighbour 23(16) 2(8) 22(31) 17(19)
Heme help/dector 3(2) - L(s) 7¢3}
Cthar 54} - 1o{1u) 15{&)
Yere than one person 23(18) 5(7) 8(11) 36(15)
Bo person identified 2(1) - S(7) 7{3)

. . }

No mnswer - - 5(7) ; 5(2)
Total 141(100) 34{100) 70(100) 245(100}

Care during illnass

fn indication of the perceived pvailability of cere during illness,
rather than merely the assistance with specific tasks, was gained by asking
the respendents whether there was somecne whoe would be abls to care for them
if they weye ill in bed for = week. The phrase 'i1l in hed for a week' was
used in opder to give some, although necessarily nly n fairly psnepal
indication, of the naturse and extent of the assistence and care that would
bs required.
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In line with the findings of other studiss that the burden of care
tends to be borne by one individual, most people identifiled only sne person
who would provide such care (Cartwright, Hockey and Anderson 1873; Isaacs,
Livingstone and Neville, 1972}). In the cass of the married pecple this was
mainly their spouse, while the widowed tended to vely on a ¢hild ané the
gingle on a sibling. Those whe lived alone, and particularly the single,
were the most likely to rely on friends snd neighbours but often exprassed
doubts as to the type and amount of care that such people would be abls to
provide. Those who were least able to identify anvene who would be able to
lock aftsr them if they wers 11l in bed for a week included a high proportion
of single people and of childless widowed pecple, who are groups which
generally have only & small potential pool of relatives.  Others who could
not readily identify anyone who would be able to perform this rols were
pecple who though not lacking relstives did not think thet their relatives
would be able to care for them in times of illness due %o their own health, or
particularly in the case of the younger generation te their other compitments,
in terms of their cwn family responsibilities or their employment, as the

following four widowsd people explained:

"Daughter-in-law lives near but she is very busy, sc couldn't help,”
"y sister is elderly and my deughter is ewpscting a baby.®
"Not reelly, my son and his wife work."

"My daughter owns a transport cafe and so she ¢an’t really.”

Whereas a large proportion of people appezred to rely on neighbours for
assistance with specific non-nursing tasks, the proportiom identifying a
friend or neighbour as thelr main source of cave during a parind of illness
was much smaller, which probably reflects the differsnes in the nature of
the assistance required. For example, Mr. A.F., a widower aged 71 who
lived slone but had fregquemt contact with his nsighbours, cowmented:

"I have good neighbours who weuld do anything for me and they pop in
and see me avery day.”

However, when asked if he had any neighbours who would help in any way if he

x

were 111, he sald:

"Well, I don't think so, If I was teken to my bed I dnn’t think

they could help me because that is a responsibility, dsn't it.©

This finding of ths perceived differences in the functiom of kin and
neighbours has been noted in other studies, with neighbours often forming the

primary source of assistance in apn immediate emspgency, and especially for




g7

those who live alone, while kin are the major providers of long-term gare and
of assistance with personal care tasks (Litwak and Szelenyl, 13695 Crong,
Lipson and Levine, 1872),

Table 37 Parson{s} ldentified who would nrovide care
if respondent was 111 in bed for a week

. . Non~married Hen~married
Relationship 1ives with lives Al
Marpied others along cats.

{me perscn identified
Spouse 105¢ 74} - - 105(43)
Chiid 5{3) 11{32} 15{21) 31013
Sibling 2{1) 7(21} 8{9) 15(8)
Another relative - 1(3) {1} 2(1)
Friend/neighbour - g(18) 2(13) 15(6)
¥ore then one papson

1dentifled 18(13) 4{12) 12617} au{is)
Ho care available 8(5) 5(15) 26{37) 330183
¥o answer 32y - {1 - 4(2)
Total 1410100} 3H{100) 70(100) 2u5{100)

Summary

This section has peinted to important differences botwesn those who

ilive with others, which includes all the maprrie? peocple but only about
one~third of the non-marrisd pecple, and those who live alone, in terms of
the availability of assistance and cera, Single and widowed pagple who
live alone were lesest likely to be able %o identify anyone who would be able
to assist with specified non-nursing tasks and alsce relied to 2 much greatar
extant on non-related people, snd pavrticulariy on nelghbours for assistance.
With regard to the availlability of cave if the rsspondent was ill in bed fob
a waek, it szpain appeared that such care was mere likely to be perceived as
being available to those whe lived with others. Howaver, the presence of
cthers in the household does not mesn that care will necessarily be
avallable In times of iliness, dus to the pocw health or othsr commitments
of houssheld members. Similarly, livinz alone does ntt necessarlly memm

that care will not be avallable in times of illness or that a person is
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socially isolated, However, in general, it appears that married people and
the small group of single and widowed people who live with others, are more
likely to believe that agsistance snd care will be available in times of illness
and are less likely to be on their own during the day, or to often feel lonely,
than are single and widowed people who live alone. Thosa who appear to be most
isolated and to have the greatest difficuities in times of illness are the single
and childless widowed people who llve alone and sspecially those who have few
relatives and little contact with neighbours,  Thus information on people's
soeial contacts and on the percaived availability of assistance and care lands
suppart to the view that non-marrlied psople as a group may have a greater social
need for care than marevisd people but also points to important differsnces
hetwsen non~married people in terms of whether they live alone or whether they
share a household with others.
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PHYSICAL CHARACTERISTICS OF THEIR HOMES

The home circumstances of marvied and non-married pecple may comtribute to
their. differentisl rates of hosplital use not only through differences in the
availiability of care but also as a result of differences in the physicgl charac~
teristics of their homes. For example it is peésib}a that poor living conditions
and particularly inadequate heating may directly contribute to a grester clinical
need for card, while it may also be the case that pecple are rersrred to inpatient
care or delayed in hospital if their home is perceié&dlas lagking certain basic
amenities or is regarded as inconvenient in other respects, This section
thercfore examines the physieal characteristics of the homss of marrded and
nen-marrisd people, while the infiuence of the patientfs home environment on
admission and discharge decisiodt is considersd in the Ffollowing section.

Type of accommedation and home ownarship

Moat people lived independently in private households, with the majority
living in a house, followed by a bungalow with flats ranking third (Table {213,
Howaver twelve people lived in warden-assisted accommodation which consigts of
a gooup of self-contained flatz or bungalows with a warden resident on the

promises

Over three-fifths of those who lived independently in private households
were classified as owner-occupiers In that they or their relatives owned their
own house, while of those who rented accommodation about ons-half were in privately
rented accommodation.  As might be expected there was a mparked variation in home
ownership by type of dwelling, with 84 per cent of those living in bungalows
being owner-occupiers compared with 58 per cent of those living in houses and
under one-guarter of those living in flats {Table £22). There did not appear
to be any marked differences in the type of accommedation or homa ownership of
married and single people, Howsver, the widowed were more likely than other
marital groups to live in institutional and in warden-assisted accommodation and
of those who lived indepondently in private houssholds a higher proportion were
in rented acoommodation, and particularly in rented flats, compared with

married and single people.
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Table 38 Type of accommodation and home osmership

Type of accommodation t ALl :
and home ownership ¢t Harried Single Widowed Div/sep. oats. g

! ' ;

Private household ! :
lives independently ! '
Owner-occupied . 93(87)  15(85) 33(54) 3 wu(62) |
Loeal authy. rented i 20(15) a(13) 12(20) 4 38(17)
Privately rented ! 19014} 8(17) 12(20) 3 38(18) g
Tied to employment % {5} 1(4) 2(3) - 10(4) E
Other e - - 2(3) - - 2(1)

! :

All types ownership [ 139(100)  23(100) £1(100) 10 233(100) !
Private household - ; '
warden-assisted accomm. ! 2 - 10 - I V. i

i N .

|

. All private households | 14} 23 71 1¢ i 245 :
; '7

Hearly three-fifths of those living in a private household had lived in
thelr current home for ten years or more and & considerable pumber of people had
lived there for thirty years or more {Table C23)}. However, 51 people, or
approximately cne~fifth, had spont less than five vears in their presant hone.
The proportion of people coming ints this category was rathepr higher for the
widowad (29 per cent) than for the married (18 per cent) or the single (8 pay
cent). This iz probsbly due to the tendency for widowed people to move up to
live with, or neapr, thelr children. However,, while about one-fifth of those
interviewed had spent less than Five years in their current home, about cne-half
of these people had moved from an address in the same locality. Thus only
10 per cent of those living In private households could be regarded as newcomers
t¢ the area in that they had liwed in their present home for under five years and
had previcusly lived ocutside the locality. (Table C2u},

Household amenitiss

The presence or absence of certain housshold amemities, such as hot and
cold water, an inside tollet, a telephone and central heating affects a psrson's
everyday living but is probably particularly important in times of illness,
Information on the availability of these four facilitiesz was therefors cbtained

for all those living in private households, other than caravans and warden-assisted

acooumodation.
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The number of households throughout the country which lack piped hot water
and an inside tollet has steadily decreassed as the older properties have been
modernised or demolished, although there are still sipnificant vegional variations
in the availability of these facilities. The fipures for eldarly people In the
study were very similar to those for the county, with % per cent of the
houssholds having no hot water supply srd 7 per cent baving no inside toilet.

As might be expected, about half the housshelds which lacked one of these
facilities alsc lacked the other; 5 per cent of the households lacksd both a hot
water supply and an inside toilet, while 6 per cent of the households lacked only

one of these facilitiss, Households lacking a hot water supply or an inside
toilet appeared to be fairly evenly digtributed between marital groups, with 9 per
cent of the non-married and 11 per cent of the married people living in households
which lacked one or both of these amenities. However, as Table 3% shows, there
was an important difference betwesn non-married pecple living alone and those
living with others; with the non-maryied people whwo lived alone being least
likely to have these basic amenities in their homes.

A telephone is perhaps particularly important to elderly people, and
especially to those who live alome and those who are restricted in their mobility.
Howaver, despite the importance of a telephone te elderly people and the possi-
bility of one being provided iIn certain cases by the social services department,
only just over one-half of the elderly people interviewsd had a telephons in their
home.  The proportion of homes with a telephone was almost identical for single
and for widowed, divorced/separatad people but was slightly higher for married
peopla,.  However, there agaln appeared te be an Important diffepence between
non-married people living alone, among whom 39 per cent had & telephone, and
non-married paople living with others for whom the figure was 55 per cent.

Table 38 Houscsholds with specifiad amenities

{Based on 230 privats households and axcludes caravans
and warden-assisted accommodation)

§ Households with gpecified amenities
: Non~married Non-married
Amenities Widowed | lives with lives All
Hapriad Single div/sep.! others alone cats.
13¢ 28 63 34 51 PRES
fot water supply (93)  (36)  (90) (100) (73) (33)
X . 125 21 86 34 53 212
Inside toilet (88) (1) (94) (100) (s (3L)
Talaphone Bl 1l 34 22 23 126
(58) {58) (49 (65) {39} {54
Central haating 62 8 25 ; 12 2% a5
(45) {35) (36) £35) (36) PR3

Percantages based on the number of people in sach marital/househeld group
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The fourth heousehold charactsristic considered was the type and adequacy

of the heating,

Central heating is gradually becoming more widsspread and among

tha present group of elderly people, 41 per cent were living in centrally-heated

homes, while 31 per cent relied on coal fires as thelr main source of hieating.

Altogether, 45 per cent of the warried people were living in centrally-heated

homes compared with about 36 per cent of both the single and the widowsd,

divopced/separated peopla.

Uniike in the case of the other three amenities there

did not appear to be any differences in the possession of central-heating between

non-married people living with others and those living alone.

Although the majority of people were living in households which did not have

central heating, 54 per cent of those living in private households stated they

were able to kesep their home warm,

BEowever, although most people had the means

of keeping thelir home warm, 1l per cent added some qualification in terms of the

cost of heating and many tried to restrict the amount of heat they used because of

the sxponse.

The proportions of single and of widowed, divorced/separatad

people who were either not able to kesp their home warm or who mentioned problems

of cost were identical {22 per cent) and was only slightly higher than the

proportion of married people (14 per cent).

There was, howavern ain & marked
¥ k]

difference hetween non-marvisd people living alone and those living with others

in this respect.

Table H0 Whether able to kaep home warm

(Based on 230 privete households and excludes caravans

snd warden-assisted accommodation)

Whether able to

Non~married Non-married

Ween home warm Widowed lives lives All
reep | Married Single div/sep. |with others alone sats.
Yas -~ wngqualified 118(s88) 18(78) 54(77) ¢ 31(91) 41(69} 180{83)
Yes ~ cost menticoned 13(8) 3(13  10(1u) (9} 10017} 26{11)
Not able to &{k) 2(9) 6{9) - 8(14) 14(8)
Total 137(100) 23(100) 70000 38(100) 59(100)  1230{(100)

So far, the possession of each of the four amenities - hot and cold water,

an inside toilet, @ telsphome, and central heating - have beggn considered separ-

ately.
among households,

However, as might be expected these amenities tended to be concentrated
with most of the heuseholds which lacked an inside toilet also

lacking the other thres facilities considered - those of hot water, a telephone
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and central heating. Overall about 30 per cant of the houssholds possessad

all the four facilities considered, while on the other hand nine households

(4 per cent) lacked all thess facilities. As a group, non-married people living
with others had the best housing conditions in tevms of the facilities awvailable
in the household, with none of these peoples living in houssholds with less than
two of the four amenities considered. The relatively well-squipped homes of

the single and widowsd people who were living with sthers is probably partly
because the inclusion of ancther adult member often increases the amount of money
availablz to the housshold wmit and may prompt the acquisition of certain facili-
ties, such as a telepheone if this has not already been installed.  Also, In the
vase of the widowsd a large proportien were sharing 2 housshold with & child, and
in general people of a younger generation occupy more vecently bullt or more fully
modernised accommodation than do slderly pesopls.

*
Table 41 Household by number of specified amenities

(Basad on 230 privats houssholds and excludes caysvans and
warden-assisted accommodation)

Non-married Nem-married | %

‘ Widowed | lives with lives P ALY :

Mo, of apenitias ¢ Married Single div/sep. others zlone § cats, ;

Has all & amenities |  43(32) 6{28) 18(26) 11(33) 13(22) | 67(29) |

Has 3 amenities Poous(38) 8(26)  22(31) 10(30) 18(30) | 76(33)

Has 2 amenities © 38(26) 9(38)  25(36) |  12(396) 22(37) r0(2%) !

Has 1 amenity c sl 2(9) 1y | - 3(8) 8(3) |

None of specified § ; |

amenities i 5{u} - 4(6) - 5{7) (k) :
Tetal s 137(100) 23(100) 70(100) 330100) 80(100}  230(100)

% . . b .
The smenities considsred were hot water, an inside toilet, a phone and
central heating.

Although a fairly large proportion of married people, and single and widowed
peaple who lived alone, were living in households which were well provided for
in terms of facilities, it was among these groups that these with the poorest
housing conditions were found. The seventsen people whoss home had nome or only
ong of the four facilities considersd consisted of ten marrisd people and seven
non-married pecple livipg alone. Many of these people were of quite advanced
age with ten being 75 years ¢r more, They had mainly been living in the same
dwelling for over 3¢ years and in the case of thirteen people were living in

accommodation which was privately rented or tled to their smployment, or more

commonly thelr former employment.
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Inconvenlence of housing

Resides obtaining information about the physical characteristics of theilr
homas, people were asked for their subjective view as 1o whether there was
anything about their home that they find inconvenient when they are ili. In
reply, nearly one quarter stated that thelr home was inconvenient in some respect,
Most pecple mentioned only one inconvenient aspect but nine people mentioned more
than one feature which they regarded as incepvenient. This latter group
included one person who stated, 'the whole house', This person, a married man
aged 70 years, had been living for 39 years in the same rented house which had
only cold water and an outsids teilet and which lacked 2 phone and central
heating. Because of his difficulty in climbing stairs he had moved his hed
downstairs.

The presence of stairs or steps was the characteristic of homes most often
cited az inconvenilent. In a few cases, steps between rooms on the ground floor
caused difficulty but in most cases the difficulty was due to the nead to climb
stalrs. Because of this problem nineteen people had moved their bed downstalrs,

Table 42 Aspects of homes regarded as inconvenisnt

(Based on 230 houscholds and sxcludes caravans and
Wwarden-assisted accommodation)

Pepcentage of

Aspect of home " : Numben households
Stairs/steps 34 (15)
Outside toilet 10 (1)
Ho hot-water tap 8 (3)
Heating difficulties ! 7 (3}
Size, location % 4 (2)
Garden 2 (1)
*Everything® 1 (-3

%
Categories are not mutually exclusive

As might be expected, these with the fewest houseshold amenities were most
likely to regard their home as incomvenient. However, six of the seventeen
people living in houssholds which lacked three or more of the amenities listed
in Table 39 did not regard their housing as inconvenient, whils in ths case of
some who did regard their home as inconvenient this appeared to be becauss of
the difficulties of stairs end steps rather than because of the absence of
particular amenitises.
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The fact that some elderly pecple whose accommodation lacks certain basic
amenities do not regard thelr housing as incenvenient may reflect the general
sxpactations of pecple of this age and may alse be associated with the consider-
able time many people had spent in thelr curvent home. Four of the six psople
in the study who regarded thelr home as convenient although it had none or only
one of the four amenities consldered, had lived in their present home for
30 years or more and none of them had lived there for less then 14 years.

Summary

This section has pointed to important differences betwesn non-married
pecple who live with others and those who iive alone in terms of the Facilities
available in their homes. It appeared that single and widowsd people living
alone had less well equipped homes than married people, while single and widowed
people living with othens as a group were living in the most convenient
housing in terms of the fapilities avallable. Information on both the swalla-
bility of asgistance and care and on the physical characteristics of thelr homes
thus identifies the non-married psople whe live alone as having the least |

favourable home environment.




HOME CIRCUMSTANCES AND HOSPITAL USE

This section looks at pecple’s experienca of hospitalisation and in
particular at the extent to which thelr home circumstances, and especially
living alene, influenced their hospital use., The rvelationship batween a

patient's home circumstances amd thair hospital use is conaidersd both in
relation to the reasons given by the reviewing physician for the patient's
admission and discharge and in relation to tha patient's accvunt of how they

managed after discharge.

Hospital bed use

Information provided in the previous two ssctions concerning the home
cliroumstances of married and nen-marvied people suggested that a distinction
could be made between non-marrisd people who live alone and these whoe livwe with
others in terms of the avallability of assistance and care and the physical

characteristics of their homes.  Thaose who lived alons were least likely o

regard themselves as having somsone to provide assistance and care in times of
illness, and as a group had the lsast convenient housing in torms of the
smenities avalleble in thedr homes, With regard to the marriad pecple the

main distinction appeared to be between those who lived in a household in which
another household wmember was perceived as having pood health and would probably
bz able to provide care in times of illness and those who shared a household with

someone whose health was rated as fair or poor. An indicaticn of the distribu-

tion of thosz interviewsd between these categories iz shown in Table 43 (col.l).

Table 43 Household composition and use of hospital
in-patient care

!

(1) L@ ; () () :
Household composition | {a) ‘Admission dus D schaprgs del&y%d[ﬂisehargad o
and health of most : ALl :to home circum- |due to home cip~ !ancther hos-
healthy member other admissiong | stances/admini~ | cunstances/admin-!pital for non-
than respondant ‘gtrative factors] istrative factorsiskilled cara
non- 1 non-~ non- f non-
married married  married married {warried marrled married marrizd
Lives with others : 1 : 1
Excellent/good health + 85 28 - 6 2 7 1 oy . i
Fair/poor health - Sk 5 1 - 3 - S | -
No answer ; 2 3 - - 1 - i - T
Lives along : - 70 7 . > s - .
_ :
¥o follow-up intervi@wé 109 81 % 3 1 3 1 E - 1
i [ ”
Total Co2s0 188 1 10 5 Lt 10 5

{a) excludes the nine admission for whom no mapital status was recopded
(b}r excludes the one patient for whom no reason was given for his delayed discharge
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Az Table 43 shows, azlmost all the singls and widowed people vho were
recorded as occupying a bed in the study wards because of their home circumstances
or  fap administrative ressons were people who lived alune, with the fact that
they lived alone generally being recorded by the hospital doctor as the reason for
their initial, or continued, hospital use. A similar sitvation cccurred in
relation to non-married people discharged to another hospital for non-skilled
cave, In the case of married pecple the main peason for their admission or
delay in the study wards, or their being trensferred to another hospital for
non-skilled care, was recorded as being that their spouse was unable to cope.
The patient interviews Indicated that only in three cases did thelr spouse
usually have fair/poor health with the main factor vesponsible for the
initial or continued hospital use being because their spouse was temporarily
uwable to provide care due to his/her health, or in a few cases because of other
commitments. No specific reference was made on the review form to the physical
characteristics of the patient’s home as a factor influsncing their hospital use.
However, one widowed woman stated in the Follow-up interwview that hep discharge
from the study wards had been delayed bescause “the doctors didn't want me 1o go
home because of the cutside stalrs.” Thus it is possible that there was some

wder-recording ©f the influence of such considerations on hospital use. It is
alsc possible that the small number of pecple who were racorded as being admitted
or delayed in hospital beczuse of ths genersl state of health and activity
restrictions of their spouse or becmuse of the nhysival characteristios of their
homes was in part because the hospital doctors were not often aware of these

factors. However, what did emerge from the preview was that living alone formed
an important factor in admission and discharge decisions and especially in the
case of very elderly patients, while ir the case of married paople an important
determinant of hospital use was that of the temporavy inability of their spouse
to provide care due to their own health or other commitments,

It was not possible to analyse the length of time that all non-married

patients spent in the study waeds by whether they lived alome op with others, as
information on household composition was only colletted for people who were
interviewed after discharge. However, an amalysis of the number of days spent

in the study wards of those interviswed after discharge showed that the average
length of stay was almost identical for the 141 married people interviewed and the
34 single and widowed people vwho lived with others, with their mean stays being
10.2 and 10.9 days respectively. In contrast, the mean stay of the 7C single

and widowad people who lived alone was 12.8 days. It was vecognised that at
lsast part of this difference may be due to differences in thelr clinical

condition. Also, those interviswed after discharge necessarily formed a
selacted group in that they exrcluded patients who died in the study werds op
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shortly after discharge and those who were re-admitted to hospital prior to the
interview or who were staying with relatives, However, the finding that those
who lived aleone had a longer mean stay in the study wards, despite their younger
average age, does lend support to the notion that people who lived alone were

regarded as having special needs for care.

Experience of hospitalisation

Some indication of the experience of hospitalisation from the point of
view af the patient was gained by asking them about the circumttances surrounding
their admission, the approprisztensss of their length of stay, and on how they
managed on discharge. Three-quarters of the people interviewed reported that
their admission to hospital had bean an emergency. As might be expected, most
peuple had been taken ill at home and in the majority of cases a household member
had ‘phoned for the general practitioner. Those who lived on thelir own and
who wore not able to contact the doctor themselves were faced with the greatest
problems and Iin a few cases appeared to have waited until they wevre 'found'®

by a relative or neighbour:

Uhpparsntly they found me. I must have blacked out. My neighbour
found me. I was uncongcious. He had let himself in as they saw
tha curtains were not deawn.” (Single woman aged 79 years).

"Furse West called and found me in such pain, so she called a docter,”
(Widowed woman aged 78 years).

"Haighbour. called doetor when he found me having breathing difficultles.®
{¥Widowed man aged B0 years)

"Neighbour ‘phoned GP when she found me 111.7
{(Widowed woman aged 68 years)

BA Friend came in and found me and called the doctor.®
{(Widowed woman aged 78 years)

“Reighbours wondered why he had not collected their paper.  They both
went to work and during the morning the neighbour felt worried, sc left
hig work to come back and check on him.,  They found him unconscious

and sent for the doctor.” (Widowed man aged 75 - reported by daughter)

Information on admission to hospital thus provides further evidence on the
difficultias experienced by those who live alone and of the important role of

neighbours in ensuring that their nesds are made known. Delsy in contscting
medical attention while arising from a patient's home eircumstances may in turn
result in their having s greater clinical need for hospital care, due to the
deterioration in their condition caused by the delay.

Information on people's perception of thelr length of hospital stay was
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gained by asking all those who were not in hospital at the time of the
interview whether they thought they had stayed in hespital for ‘longesr than
necessary!, for 'lesg time than necessary' or for ‘sbout the right length of
time!. It was recognised that there is a tendencgy, and especially among slderly
people, to accept, often unquestioningly, whatever courss of action is prescribed
by those in authority and espseially by thoss with epeclalist knowledge, and thet
this might result in their choosing the response, ‘‘about the right tims'.
However, six medical patients chose the responss, “longsy than necessary”, while
thirty patients, representing just over one-tenth of both the medical and
surgical patients questioned, chose the rpesponse 'less time then necessary'.
When asked why they chose the regponse "Longer than necessary’™, one person sald.
that he thought his discharge had heen delayed because of the doctors’
work~to-rule, while another person reported that she had been dalayed because of
her home circumstances. The other four people who chose this response did not
appsar to feel that their discharge had been delayed but instead expressed
general feelings of discontent ahout having been admitted to hospltal st all and
explained they had, “had too much of hospitals". In contrast, those who thought
they had heen in hospital for less tiwms than necessary’, mainly spoke of the
possible benefit of a longer period of hospital care in ailding their recovery
and explained that they did not feel £it on returning homs. Hearly all thess
people had been discharged home directly From the study wards.

1 feel I wasn't capable of coming home when I 4id. I was surprised
when they sald I could go.”

“1 could have done with a few days more. I can hardly get about now.”

“They c¢hly got me up oncs before I was sent homs. I had to go to
bed as soon as I got home. Then had to stay in bed over a week.
I am still very shaky and have to have an afterncon nap.”

Although the numbers were falrly small, it appeared that a rather larger
proportion of married than non-married people thought they had been in hospital
for less time than necessary with the proportions being 15 and 10 per cent
respectively. A8 Tahle 44 shows, there appeared to be little difference between
non-married people who lived alone and these who lived with cthers in their views
on their length of hospital stay. However, it must be remusmbered that non-marvied
people who lived alone experdasnoed the longest mean stay in the study wands and
were the masf likely to have bzen discharged to ancther hospital, thus increasing

their total length of stay.
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Table 44 . ‘daws on lsngth of hospital stay
{exncludes the 13 patients who were s£till in hospital
at the time of the intarview)

) Fen-marpied
VlEW? on length of lives with Non-mareiad All
hospital stay Yarried othars lives alone gats.
Longer than necesgary (3} - - 2{3} 6(3}
Less time than necessary 20(15) a(1) 5{8) 30(13}
About right tims :109(81) 28{87) 56(88) 183( 84}
Ho snswer -i 11} - - 101 2{1)
1344100) A2 2607 SR{100) 231 100) :

After discharge

Of the people interviewed, 3% {14 per cent) were discharged to another
hospital. Hest of the others went directly from the study wards to thelr usual
home but thirteen went to a relative’s home and three to a friend's home. It is,
however, possible that those who went to & relative's home and particularly those
who stayed there for more than two weeks are rather under-pepresented among those
interviewed due to the difficulty in locating such people.

Almost all the married people interviewed went directly to their own home on
leaving the study wards. Among non-mavwried pecple there was a differsnes in the
place of discharge batween those who lived alene and those who lived with others.
As in the case of married pesple, most of the single and widowed people inter-
viewsd who lived with others returned directly to their own home on leaving the
study ward, whereas single and widowed pesple who lived alone were more likely
to be trensferved to another hospital and to go to a pelative's home.,  AS the
hospital review indicated, in many cases. an lmportant factor in the decision to
transfer a patient to another hospital was the fact that they lived slone.

Widowed people who went 1o a relative's home mainly went to stay with thelr married
son op daughter, although three widowed people went to thelr sister’s home and one
to a niece, while in the case of two single peopls one went to stay with her
sister and the other with her niecs, There did not appear to be any general
prelationship betwesn the patient’s place of discharge and the amenitiss avallable
in the patient's home. However, it is possible that the relationship between a
patient's place of diechargs and the physical environment of thelir home might be
greater in the winter months than during the study period which covered the

spring and early summer months.
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Table 4% Place of dischargs from the study wards of
the patients followsd-up o

Ron~married %

Place of dlscharge lives with Non-married ALL

Married others lives alone cats.
Usual home 127(90) 26(85) 37(53) 193{738}
Relativa's home - - 13018) 13(5}
Priend's home (L) - 2(3} 3{1)
Another hospital 12(8) 5(18) 17(24%) 3u{14)
Hursing home (L) - - i~
Other - - EXO A0
Total 14101003 34(100) 70(100) - 255(100)

Refers to the 245 psople interviewed who usually lived in a private houscehold

At the time of the interview fourteen people wers still in hospital and four
in a nursing home. The 227 people who were no longer in a medical facility wers
asked about how they had managed aftsr coming out of hospital and particularly
durding the first week after discharge. Host people reported that they had
needed to take things easily after leaviang hospital and a few had not undertaken
one or more of the tasks specified in Table 46 at the time of the interview.

Of those who had undertaken these tasks the majority had done them without
assistance, although some people reported that they had experienced difficulty
and had needed to procged very slowly. The number of people who had received
asaistance wag falrly small, except in the case of having an overall wash or bath,
with nearly 30 per cant receiving assistance with this task during the first wesk
after dischapge. It is difficult to draw firm conclugzsions from the data
presented in Table 46 concerning the ralative needs for care of married and non-
married people, for it is recognised that the reporting of difficulty in under-~
taking these tasks may be influenced not only by a person's physical condition
but also by differences in people's perceptions and in the avellsbility of
assistance. However, such data does Indicate that peosle living alone, who
appear as & group to have the fowest social supporis and the lesast favourable
housing conditions, did not parceive themselves as having particular difficulties
in menaging after discharge frowm hospital. This mey be partly due to the fact
that as a group they were most likely to enjoy good health and may therefore

have achieved a more rapld recovery. In sddition, a greater proportion of thoss
who lived alone and who weps povbaps most likely to hawve had difficulty
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Table 46 Performance of specified personal care tasks during the
first week after discharge from hospital

{excludes the 18 peopls who were still in & medical ingtitution
at the time of the interviaw)

Hon-mareied
Ability and lives with Ren~married Axl :
assistance Married others lives alone cats. i
Dressing & undressing ‘
No help - no difficulty 93(58) 23(72) 50(8a5) 166(73)
No help - some difficulty 11{8)} 2(6) 5(8) 18(8}
Had help =~ not usually helpad 1047) 3(9) 4(7) 177}
Had help =~ usually helped {5} 2(8) - - a{4}
Not done yet 15(11) 2(8) - - 17(8)
Total 135(100C) 32¢100) 59(1003 ' 227(1003
Washipng hands and face 3
Ho help ~ no difficulty 113(83; 25(78) su{31) 192(84)
Ho help ~ some difficuity 7{5} 3(9) 1(2) 11(5}
Had help -~ dot usually helped 13(12) 3(9) 4(7) 20(9}
Had help - ugually helped 3(2) 1£3) - 4{2)
Not done yst - - - - - : -
Total 136{100) 32(108) 58(100) 2271 100)
All-over wash or bath
No help - no difficulty 78(57) 18(58) (75} 10(62)
No help - some difficulty 10(7) 3(3) 47} 17T
Had help ~ not usually helped 41.(23) 7{22} 8(14) 46{20)
Had help - usually helped 12{9} 2{&} 2(3) 16(7}
Hot done yet 5(4) 2(8) 1(2) 8(33
Total 136(100)  32(100) 59(100) 227(100)
Shaving (men)
Brushing & conbing hair
(women - %
Ho help - no difficulty 119(87} 28(87) 57(87) 20520}
¥o help - some difficulty &(5) - - - - a3y
Had help - not usually helped 32 1(3) .- - 4(2) z
! Had help - usually helped 4(3) 2({8) - - 6(3)
% Not done yet/not applicahle 2(1) 1{3) 2(3}) 5(2)
! ;
j Total 136(100) 32(100) 59(1C0)  § 227(100)
; ]
i i f
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on returning home were tranaferred to another medical institution, or went to
stay with relatives, rather than returning divectly to their owm homs. Az
Table 46 shows the married people reported a fairly similar level of difficulty
to single and widowed pecple who lived with others, although they experienced
rather greater difficulty and veceived more assistance than did the group of

non-married people as a whole.

A large proportion of people reported peceiving help with shopping, cocking
and other housshold tasks after their discharge from hospital.  Altogether 79 per
cent of those who usually 4id the shopping recaived assistance with this,

55 per cent of those who usually did the cooking received help with this and

&7 per eent reported veceiving help with other household tasks. Thaore appeared
to be little difference bhetusen those who lived alone and those who livsd with
others in terms of whether or not they had received assistance with these tasks.
However, it is possible that there were differences in the amount of help recsived.
As might be expected, marrisd people were mainly assisted by their spouse and the
widowed by a daughter, while friends and neighbours played an important role in
assisting with shopping for those who lived alons. In addition, those who

lived alone were most iikely o have received assistance from the commumity

servioes.

Questions concerning the uss of a wide range of community services indicatsd
that 30 per cent had received at lsast one visit from a district nurse sines
their discharge from hospital, but only a small proportion {14 per cent) said
they had receivad any other type of community service. Howewver, a few people
commented that they were expecting to recgeive a particulsr servics, while a small
vurber reported that they had been offered a service, mainly a home-help or
meals-on~wheels but had refused it. Thoge who lived alone were most likely to
have received meals-on-wheels and/or a home help, although as a group they had
spent less time at home prior to the interview. Many of the single and widowed
people who had received thess services aftar coming out of hospital were
normally in recelpt of such services, while in other cases the fact that a
patient lived alons formed an important factor in such services being avranged
by the hospital persomnel or general practitioner on thelr dischargs from
hospital.
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Table 47 People who recelved specified services after
discharge from hospital
{excludes the 1% people in hospital at the time of the
interview and the 4% in a nursing home)
Hon-married :
. lives with Non-married All
Service Married cthers lives alone cats,
District nurse 34(25) 1a{44) 23(39) 71(31)
Home help ; 7(5} - 18248} 21093
Meals-on-wheels i 4(3) - 7(12) 21(5)
Laundry service - - 2{3}) 2(1)
Day centre - 1{3} - 1
Voluatary services | 3(2} e - 313 :
s
Total number in A : :
each marital group | 135 3z 53 Po2av i

1

Percentages are based on the total number of people in each marital group.
Categories are not mutuslly exclusive, with zome patients receiving more
than one service.

Symmary This section has examined the relatienship between the patients’
bome circumstances and their hospital use., It has shown that the absence of
other household members formed an important factor in megdical decisien-making
and was the main factor rvesponsidle for single and widowed people being delayed
in hospital or dischavged to another hospital for non-skilled care.  The other
main factor which appeared to result in people belng delaved in the study wards
for social reasons or discharged to another hospital was that household members
were temporarily unable to cope dus to their owm health or their other
commltments. Rather less emphasis appearad to be placed on the general
ability of housshold members, and especlally a patient's spouse, to provide care
due to their age and activity restrictions, or to the amenitles available in
their homes.  Howaever, it is possible that greater attentlion iIs pald to the
physical characteristics and amenities availsbls in a patient's home during ths
winter months. Probably because those who lived alone were mope likely to he
discharged to another hospital and 1o receive aeaistance from the social
services after returning home, they 4id not appear to experience any move
difficulties than those who lived with others after their discharge from
hospital. Indeed there was some evidence that married pacple experienced

the preatest difficulties as they were more likely to share sz household with a

person of advanced age than were non-married people who lived with others and
ware less likely to be transferred to ancther hospital or to reteive commmity

services than were non-married people who lived alone.
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DISCUSSION AND RECOMMERDATIONS

This section hegins by examining the use of a hespital utilisation
rveview as a research tool in the light of the experiencé gained in the present
gtudy and considers some of the insights gainsd from the review with regard
to the interpretation of the voutinely collected hospital statistlies. It
then examines the relationship between marital status and hospital use in
relation to data from both thae hospital review and follow-up interviews and
points to somz of the implications of these findings., Finally the guestion of
the type of facility and services necessary to cater for slderly psople in times
of iliness and thus reduce their need for admission to or retention in an acuts

bhed iz considered.

Utilisztion reviews as a pasearch tool

The review carrisd out in the present study provided an opportunity of
developing a method of review which could be set up and run by the hospital
pevgonnel to gain information about the use of beds in a particular facility.
The experience of the pressnt review suggested that the design and method of
organisation was such that it could easily be set up and carried out by the
hospital staff. However, attention was drawn to several factors which should
be borme in mind in setting up such a review. One such facter is that of the
involvenent of the hospital staff. Although the restrictsd length of the
review form and the fact that it was kept in the patient’s case notes meant that
the amount of time spent in completing the review form was guite small, the
method of reviewing patients at different points during their hospital stay does
require the participation of the hospital staff over a considerable poriod of
tima. Thus it is dimportant for the success of the dats collection that the
staff should attach importance to the rveview and are prepared to co-operate on
a regular basis over a specified period. Another important factor to take into
account in undsritaking such a veview and especlally in having the tunior doctors
act ag reviewers is that of their turmover. In a situation of fairly high
turnover due to helidays, study leave and the movement to new posts it is likely
that only a fairly small grapoéfion of the iunior dectors will be present
continucusly from the set{ing un through to the conclusion of the study. This
maans that new staff will nsed to become invelved in an on-~poing study. While
this should not form a major difficulty, it does require the closs monitoring
of changes in personngl end depends on the co-operation of new junior doctors
to participate in an on-going review,

The experience of carrying out the present review also served to draw
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attention to the difficulty of making comparisons between the findings of the
various ad hoc reviews of hospital use which have been undsyiaken. In the
present study 10 pzr cent of the medical and % per cent of the surgical
admissions were recorded as being adeitied or delayed in the study wards for
sccial or administrative reasons. Thess figures were shoewn to be at the lower
end of the range of findings reported by other veviews of hospital uss. The
findings of hospital reviews may zuffer from defects in the recording. Howevarp,
the main factors which account for the varying findings of hospital reviews were
identified as being 'veal' differences, due to factors assoclated with the
setting of the study, and ‘apparent’ differences dus to factors assoclated with
the design of the review, With regard to the present study it was suggested
that the fairly small proportion of patients recorded as belng admitted due to
social/adninistrative factors in part reflected the existence of a high clinical
threshold for admission due to the pressure on beds and the powsibility of
admitting some patients with a failrly high sociazl need hut iow clinical need for
care to a gerdatric hospital or to another acute hespital in the area. Sipilaxly,
it amppeared that the small proportion of patients who were recorded as being
delayed in the study wards largely reflected the relatively short lengths of
stay, and hence the presumably incomplets recovery on discharge. The short mean
gtay of the surglcal admissions was asseeiated with a high vate of transfor to
other hospitals, which appeared to be accomplished with the minimum of delay in
the study wards. In only ona case did there appear to be a 'hed blocker' who
was retained in the study wards because no aliernative accommodation could be
arranged.,  The main aspect of the design of the review which was regarded as
influencing the proportion of patisnts recorded as being admitted or delayed in
the study wards was that of the criteria used in assessing hospital use. The
present study was primarily concerned with examining the swtent to which hospital
use arose from a consideration of the patient's home circumstances.,  Howsver the
results would have bean very different if the patient's need for acute care as
opposed to care In a lower level facility had been considered. The analysis of
the factors which Iinfluence the findings of a rvevisw thus points to the 4iffi-
culties of interpreting and compmring the results of the different reviews that
have been undertaken and in particular of determining the extent to which diffepr—
gnces in the findings of the varicus ad hoe studies reflects real diffevences in
the hospital setting and in the patient population., A greater understanding of
the relationship between the ghéracteristics of the hospital snd the use of beds
thus requires that a standardized method of review be employe&.in different
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types of setting. In addition, the present study indicated that a full

wnderstanding of the reasoens for a patient's admission must teke into account

the referral behaviour of general practitieners, For it ie the general practi-

tioner who selects some patients and not others for referval to hospital and who

may influenc the bospital doctor's deeision as to the patient’s nsed for

in-patient care on clinical and/or sccial grounds.

Interpretation of routine hogpital statistices

The review carried out in this study involved following individual patients
through the course of their hospital stay and served to provide information on
the total hospital use of patients in the study population. In particular it
drew atiention to the difference between the length of stay in a particular
facility and a patient's total hogpital stay in situations in which there is a
high rate of transfer between hospitals. This points to the importance of
taking the rate of transfer into account when making comparisons between
lengths of stay over time or between firms, hospitals, or geographical areas,
as the routinely collected data relates only to a patisnt’s stay in a particular
facility. The review also drew attention %o the fact that while the routine

data relates to admissions to a particular facility and does not allow such
information to be linked to patients, a considerable portion of the total
hospital adwissions are due to indlvidual patients experiencing more than one
episode of in-patient cape during a specified period or to their being trans-
ferred betwsen hospitalg. Purther information on the characteristics angd
needs of those admitted on more than one occasion during a specified pericd
would provide & greater undevstanding of the extent to which hospital use is
concentrated among particular groups of peopls and on the reasons for multiple
admissions. It might be possible to follow-up this gquestion on a modest scale
through examining the case records of those admitted to the study population
and ldentifying the numbsr of periods of hospitelisation thev exparienced and

the reasons for their re-admission over a2 twelve-month or two-vear period.

Bed use in the study wards

The review showed the expectéﬂ pattern in relation te thay ratas of
admission of married and non-married peopls with the rates being higher for
the latter group, However, whereas the national HIPE data showad that non~
married people had a greater average length of stay than married people,in the
study wards this only held for men admitted to the medical wards., Hith regard
to the use of beds in the study wards the review indicated that warried as well
ag non-marrisd peopls werw admitted or delaved in the study wards dus To their
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home clircumstances and that there were no marked differences between marital

groups in this respect.

One of the important questions posed by the review is that of the reason
for the lack of the sxpected pattern in relation to the relative lengths of
stay of married and non-married people in the study wards and for the absence
of any marked differences between merital groups in thelr cceupancy of heds for
primarily social ressons. The special tabulations of the HAA data for the
Bouth East Thames region indicated that the higher rate of use by non-married
than by married people cccurred in the acute as well as in the long-term sector.
Howaver, the pressnt study suggests that such differences are not distributed
avenly between hospitals., It is hypothesized that the differences in the
rates of hospital use by married and non-married people and the extent to which
non-married people occupy hospital beds for primarily social reasons will bs
greatest where there is a Ffaiprly low clinical threshold fer admission and a
high level of vecovery is sxpected on discharge. It is difficult to assess the
level of such thresholds,but information concerning the length of stay in the
study wards and the use of other hospitals in the distriect, both as an altermative
to admission to the study wards andas a pre-~discharge hospital, suggests that
the study wards were characterised by a falvrly high clinical threshold for
aduizsion and a relatively low lewsl of recovery at the time of dischargs.
Thus, it is likely that the small amount of hed use in the study wards recorded
as being due to the patient’s home cireumstances znd the lack of any markad
variation between marital groups in this respect reflacts the particular charac-
teristics of the study wards and the availability of alternative facllities,
Such relationships between bed use and the characteristics of the study hospital
and local awrsa can at prosent only be stated in fairly bread tzrms but it is
hoped to lock more closely at this issue by comparing the rates of admission and
lengths of stay of married and non-married peopls in hespitals with different
overall lengths of stay and rates of transfer using the routinely collectaed
hoepital data.

Clinical and social needs of marpied and non-married people

In the Introduction three possible causes of the higher rate of hospital use
by non-marvisd compared with married psople are identificd.  One posaible
cause 1is that non~married people havea greater clinical need for
hospital care, with evidsnce in support of this being provided by nationsl
morbidity deta and information on self-psrceived morbidity collected in the
General Houschold Survey.  Secondly, it is possible that warried people have a
greater uwimet clinical need for hespital cape due te differences in their

illness behaviour and thirdly, the higher vate of usa by non-marvied people may
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be due in part to the medical profession's percaption of the greater sccial
needs of non-merried people.  The present study mainly foeused on the question
of the social needs for care of married and non-marrisd people but provided
some information with regard to their morbidity expsrisnce. Information on
the self~parceived morbidity of patients interviewed did not provide any
support for the notion of the greater clinical need for care of non-married
people, although it was recognised that this may be largely because of tha
timing, and nature of the group intepviswed,with these being patients recently
discharged from hospital. In addition attention was dreawm to the difficulty
in interpreting such date dus to differences In psople's attlitudes and geteral
expectations. However, while the present study did not provids any direct
evidence of variations in morbidity between werital groups It pointed to a
pumber of aspects of the envirooment of non-marevied people which may contribute
to their morbidity; one such Factor is that of the adverse effect of bereave-
ment on the health of widowsd people,which in a numbar of casss appeared to have
lad to the Increased use of wedical services.  Other factors which may contri-
bute to the morbidity of non-married people and especially those who live slone
is that as a group they have lese favourable housing conditicns and have grester
difficulty in contacting assistance in an emergensy situation. Indeed, about
a dozen people who lived alone and who reported that their admission to hospital
had basn an emergency explained that they had needed to walt wntil they weprs
*found®.  Whiles the effects of such delays are not known it is possible that
they contributed to the ssverity of the condition and the need for hosgpital

in-patient care.

Hith regard to the distribution of sociasl needs for care, the hospital
veview indicated that both marvied and non-merxwied peopls weps perceived by
the medical profession as wegquiring hospltal in-patient care because of their
home ciroumstances. In the case of marrisd people this was mainly peoresived
to be due te the temporary inability of thelr spouse to provide the necessary
care, while in the case of non~married pseple it was malnly bacause they weye
of fairly advanced age and 1ivad alone. The follow-up intepview provided
detailed informstion on the home clrcumstances of married and non-married
people and suggested that married pzopls as a group may heve had grastar ynmet
soclal needs for care than did non-married pecple. For example, the proportion
of people who thought they had besn in hospital for less time than necessany
was greatest among the marvied, In addition, of those living in multi-person
households the married were most 1llkely to be living in 2 household whare the
voungest household member apart from the respondent was aged 70 ysmars op more

and in a large proportion of cases it was thought theat this housshold manber
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would have considerable difficulty in providing assistance in times of Illness

due to his/her age and activity restrictions.

With regard to the home circumstences of non-married people it apposred
that the most important distinction was between those who lived with others
and those who lived alone. Single snd widowed pacple who lived alona as a
group lived in the poorest housing conditions in terms of the amenities
available in their homes. In addition they were the most likaly to be on
their own during the day and were least likely to nerceive that assistance and
cara wonld be avallable in times of illness., However, those who lived alone
appeared less likely than married people to repgard their hosnital stay as
being shorter than necessary and and reported relatively few difficulties on
discharge. This appeaved to be dus to the longer average hospital stay of
single and wildowed people who lived alone compared with other groups and to the
fact that they were llkely to be discharged to 2 relative's home and to receive

social services when they returned to their own home.

Information on the social circumstances and hospital use of marrvied and
non~married pecple thersfors indicstes that attention should he paid in
admission and discharge decigions to the home civcumstances not only of those
who live alone but also of elderly merried people, and especially those of very
advanced age. In particular, it might be useful if information on the
abilities of other housshold members Were recorded by the medical personnel as
a means of Ildentifving those who may have speclal social nesds for care. It
is reccgnised that many doctors do collect such informaticn but it might be
useful to introduce this as 2 standard practice, and perhaps to incorporate a
question as to whether or not a persen lives alons on the HHMRI form which is
completad voutinely for each hospital admission., In addivion, the fipnding
that married people may have a considerable unmet need for sccial care draws
attention to the need recognised by the 1370 Sgebohm Report for the social
saprvices to support family members in caring for the sick rather than to be
merely seen as a substitute for those who lack relatives or live on their own
(Committes on Local Authority and Allied Personal Social Services, 1958).

With regard to the future composition of the populztion, projectioms to
the and of the century suggest that the main change will be in the decrecase in
the proportion of single people and an increase in the proportion of diworced
people, but the overall proportion of non-married people among the elderly is
expacted to remain falrly stable and to account for sbout one~half of thogs
aged 65 years and over {Office of Population Censuses and Surveys, 1977).
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It is d4ifficult to determine how the marital composition of the population will
affect household structure, and particularly the prevalence of one-person
households, as marital state vepresents a legal condition but forms only one
element in household composition, with the most important factor being that of
behavioural patterns. However, to the extent that the proportion of single
people among the elderly decreases and divorce and remarriage increases, people
will experience more chenges in their marital state sver their life-span and

the difference between married and non-warried people In terms of their gconomic
and sogial circumstances may become less marked. Similarly, the increasing
extent to which women of all marital states engage in gainful amployment will
probahly serve to reduce the sconomic differences beiween marvied and non-marpled
people. These trends therefore suggest that differences bstween elderly
married and non-married people in terms of their economic and social circumstances
are likely to decrease. Howaver, the same groups of paopls as wers identified
the present study are likely to have the grsatest social nseds for csre - namely
non-marrisd people living alone, and especially those who bave few relatives,
and people sharing 2 housshold with an elderly person with severe activity

restrictions.

Marital state, houschold compogition and the need for acute hogpital care

The review of the literature concerning the possible causes of the differen-
tial rates of hospital use by marrisd and nonomarried peopls, -together with
eeidencs from the present study, sugpests that a substantial part of the varia-
tions in hospital use betwsen marital groups revealed by the snalysis of HIPE
and HAA data is due to the greater use of hospital beds by non-marrled people
for primarily social reasons. This suggests that the differences in the rates
of bad use of marrisd and non-married people should not he regarded as an
fadicater of their needs for the treatment and care that is only provided in an
apute hospital. Howsver, on the assusption that there is not a significant
amount of unmet need for soclal care amcopg married people, the higher rate of
hospital use by non-married people demonstrated by the routine statistics may
be regarded sz an indlcator of their greatur general need for cave from the

official servicas.

An important question which is often raised is that of whether household
composition and especially the presence or absence of other housshold members, is
the key variable pather than marital state in the differential rates of hospital
use of married and non-married peeple. In partioular it is polnted out that
while non-marriage cannot be equated with living alone, a high proportion of

single and widowsd pecple do live in one-perzon households. Tor example in
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Great Britain, 1971, less than 2 per cent of both marrisd men aged 55 yeavs and
over amd married women aged BO years and over were recordsd as living alone,
while the propeovtions for single and widowed/divorced people wers 68 and %6 per
cent vespectively for men aged 65 years and over and 81 and 52 per cent respec-~

tively for women aged 60 years and over.

One way of examining the influence of the presence or abgence of other
household members on the differential rates of hogpital use of marrisd and non~
married people is the look at the causes of such variations, Insofar as thess
differences arise from beds bedng cccupied for primarily social reasens it
appears that the main reason for such use by single and widowsd people is the
fact thay live alone rather than their marital condition per se, although it
is recognised that non-marriage increases the chances of a person living alene.
However, wheress living alone forms & primary reason for the occupancy of
hospital beds by single and widowed people for primarily sccial reasons, living

alone probably exerts less direct effect on the clinical needs for cars of

married and non-married paople.

Two hypotheses have been put forward to accowunt for the higher mopybidity
and mortality rates of non-married peopls. One hypothesis is the selection
hypothesis which postulates that those who are least fit and carry therefore
the greatest morbidity and wmortality visks are more likely to be selectad out
of marriage and to remain single than are those who enjoy good health. The fact
that age specific mortality rates ironically show the greatest excesses of single

over married deaths in the younger (marriageable)} age groups is important con-
firmation of the selection effect, while selection may also operate at older
agss to ensure that those who remain widowed or divorcaed remain in a non~-married
state (Zalokar, 18960; Medsger =2nd Robinson, 1872). To the extent that such
selagctive processes operats, the morbidity experience of married and non-married
people can be directly associated with msrital state, with marital state forming
the dependent variable, An slternative hypothesisz to explain the differential
morbidity of married and non-married people Is that of the uwnfavourable
environment hypothesis., This hypothesis takes a number of Forms but postulates
in essence that there is something about the marvried state that enhances health
and well-being, and conwersely, that there is something about the non-~marvied
state that threatens health and precipitates illness and death., One way in
which marriage, or the absence of marrlage, may affect health is through the
behavioural expectaztions of people occupying various marital stastures. For

example, it may be the case that those ccoupying the married status tend to
enjoy botter health because their status is mors socizlly ace ptable, which has
the effect of reducing stwess., Thus Cove explores the possibility that,




113

vpeychological states and 1life styles associated with the different marital roles
in our society affect life choices with respect to selected types of mortallty™.
(Gove, 1973), However, as he points out, the protective effect of the married
role may differ between men and womsm, and afford less protection for women dus
to the greater risk of role conflict. Another way in which marriage is thought
to exert a protective effect on health is through the presence of cleose emotional
ties with & partner. The presehce of strong social supports, and especilally
cloge emotional ties, has bean shown to be an important factor in precluding the
effects of stresses on health (Kaplam, Cessel and Gowe, 1577; Pillisuk and |
Froland, 1%78). Buch ties have also been demonstrated te have a positive effect
on rehabilitation and recovery (Litman, 1868}, Whils the presence of strong
amotional tiss with a marital partner may have a positive influencs on health,
the break-up of marriage through the death of one parimer has been shown to have
an adverse effect on health. Thus there is evidence that the emotional impact
and subsequent stress resulting from bereavement is associated with increasged
morbidity and higher wortality rates among the widowed, with such effects heing
particulariy proncumced during the early months of bereavement (see pages 66-68).
While it is possibla to point to a number of ways in which the marital reole or
marital relationship may exert a positive or negative effect on health 1t may
also ba the case that the marital relaticuship serves as a risk factor or confers
immunity in relation to specific conditions. For example there 1s evidence to
suggest that cervical cancer iz assoclated with sexusl activity, and particularly
the age at which regular intercourse starts, whils conversely childbearing
appears to offer some immunity to breast cancer {(Logan, 1853). However, while

it is possible to ldentify ways in which the presence or absence of marriage may
affect health, it must be remembered that a person’s lagally defined marital
condition may not determine thelr behavioural patternms and living arrvangements.
In addition, while the enwvironment of marrisd people may generally serve to
promote health it may alsc exert an adverse effect on health. Thus divorced
people, and especially divorced women, have been found to bhe healthier than the
wohappily maprried (Remme, 1871). In addition, while specific aspecty of the
marital role and marital relationship may have a direct effect on health it is

likely that the presence or absence of another household member, irrespective
of their relationship, may be conducive to an snvironment which is favourable to

health. For example, llving with others may contribute to regularity in
patterns of eating, sleeping and working (Shurtlsff, 1956). Also, as the present
wtudy showed, elderly people who live alone as a group bave less favourable

housing conditions than those who live with others and arg mors likely to live

in privately rented accommodation and in households lacking basic amenities.

It is also knownthat bousehold members form an important source of advice in
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illness situations and generally serva to legitimise the ocoupancy of the sick
role (Twaddle, 1969; Robinsom, 1971; Booth and Babchuk, 1972). Thus it can be
hypothesized that the absenca of household mermbers may glve rise to differences
in illness and sick rolsz behaviour., In addition, the present study showed that
tha absence of other household members may pose problems in contacting assistance
in emergency situstions and lead to substantial delays.

This brief examination of the possible causes of the greater clinical need
for care of non-married people and their greater use of hospital in-patient care for
for primarily social reasons suggests that while living alone probably forms a
major factor in the higher rates of hospital use by non-married people but cannot
entirely explain such varistions. This I8 because important elements in the
differential wortality rates and clinical needs for care of married and non-
married people appear to be those of the selective effect of warriage and
remarriage on the relative levels of health of married and non-married pecple
and the direct influence of the marital role and marital relationship on the
morbidity and mortality patterns of marital groups,  Thus marital state can be
regarded as having a direct effect on the clinical needs for hospital care of
married and non-married pecple through its influence on worbldity pattsrns as
well as forming an important determinant of household comwposition and thus of

perceived social needs for care.

Alternative provision

The present study was set up to examine the causes of the higher rates of
hospital use by non-married compared with married people with one of the funda~
mental concerns being that the higher rate of use of acute hospital beds by
non~-married people may be due to thelr being more likely to occcupy beds for
primarily social reasoms. This in turn raises questions as to the appropriate-

ness of resource use and particularly of the alternative facilities and services
that might be required to redute the extent to which zcute hospital beds are
used by peopls whe do not veguire the full medical facilities of an acute
hospital. The two main substitutes for acute hospital cave for elderly people
during a short episode of ilinsss of the type that is not judged to normally
require admission or retention in a district general hospital are care at home,
or care in a lower level residentizl facility. Care at bome largely relies on
the provision of care by family members. The question of the extent to vhich
the contemporary family is and should be providing such care is a

pevennial issue (Movoney, 1876).  However, despite the concern that the
contemporary family may be neglecting its responsibilities and handing over its

caring role to the state, there is evidence of a substantial involvement of
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family members in caring for the sick. For example, desplte the increasing
proportion of elderly peopls in the population from 4.7 per cent of the popula-
tion in England and Wales in 1901 to 13.3 per cent in 1871, the proportion of
elderly people in institutions has declined from 5.17 per cent in 1811 to
2.88 per cent in 1973 (Horoney, 1976, table 3.13). Many of those being cared
for by family members are heavily dependent and require substantial amounts of
assistance and cars, For example, Harris estimated that 711,000 non-~institution-
aliszsed elderly people in England and Wales wers handicepped, of whom nearly one-
half were very severely op severely handicapped {Harris, 1871, p.2). Similarly,
it has besn estimated that in 1970, 62.5 per cent of the ssverely mentally handi-
capped were not institutionalized, with the majority of these people living with
their familiss (Moroney, 1976, table 4.8}. If one looks at the figures in
tepms of those providing care, one finds that in 1965, 5 per cent of all women
aged 16-64 years were regponsibkle for the care, to a greater or lesser extent, of
at least one elderly or inform person in theilr households and 6.3 per cent were
responsible for at least one person outside the housshold but that lsss than one
per cent wave responsible for persons both inside and outside the household
{Hunt, 1%968a). In addition to the assistance providead by the youngsr generation,
either on a temporary or permanent basis, many elderly marriad people are caring
for a dependent spouse and thus enabling them to gontinue living in the community
and are alse generally relied on to be the major provider of care during a period
of acute iliness. Thus contyary to a widely held belief that the family has
shifted its responsibilities for the came of the sick to the state, thae evidence
suggests that fanlly wembers sre heavily involved in this task, and indeed it may
be the case that demands for care by family merbers have acutally increased dus
to the advances in medical knowledge which make It possible for people to
continmue To live with severe dissbilities. In addition, the avsilability of
new tecimology and medical procedures means that family members may be actively
invelved in treatwent, as in the case of renal dialysis, rather than marely

providing non-skilled care.

Changes in policy or the provision of gervices which increase the extent to
which family members are relied on to care for the sick, either in terms of the
cave of the chronically sick or the short-term care of those with an acute illness
nead to take into account both the availability and ability of family members to
perform this role, and alsc the cost in both social and economic terms to the
patient’s family. With pepard to the availability of relstives it must be
repenbered that some slderly people lack relatives, and particularly single and
childless widowed people, while in other cases thelr relatives may be unable to
cope dus to own health or cther commitments. Present trends suggest that the
availability and ability of relatives to provide care will hecowe increasingly
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restricted in future ysars, dus in part to the increase in the proportion of
very elderly people, for while the proportion of elderly people in the population
is likely to remain falrly stable there i expsactsd to be a 35 per cent increase .
in the proportion of those aged 75 years and over by the year 2001l. There is
therefore likely to be an increase in the porportion of elderly pecple who suffer
from severa activity restrictions, for increasing age is associsted with an
incraasing level of morbidity. In addition, the improved treatment of acute
conditions may well result in a greater level of chronic illness, thus increasing
the dependency of the elderly population, These trends suggest that there is
likely tc be both an increase in the propurtion of people regquiring assistance
and care, and particularly during eplscdes of illness. However, the extent to
which relatives, and particularly clderly spouses, are able to provide such care
will also be restricted by their age and activity limitetions. Indeed, it must
be remembered that the eldest child of an 85~year old person may be 65 ycars old
themselves. In addition to the restrictions arising from the age and incapacity
of relatives it is alsc possible that the poel of potential caretakers will be
further restricted by a larger proportion of mearried daughters being emgaged in
gainful employment.

Begides the question of the availability of relatives, there is also the
guastion of the social costs of providing home care in times of illness, Caring
for sick peopls may sometimes place an intolarable burden on the physical and
mental health of relatives and especially in cases of chronic illness and disabi-
1ity and psychiatric discrder. In addition the long-term care of sick people
may have a disruptive offect on the family unit (Isaascs, 1971; Cresswsll and
Parker, 1972; Stevens, 1372; Sainsbury and frad de Alarcon, 1974).  Thus it
iz important in designing policies which increase the extent to which the family
is relied on to provide care to take into account both the availability and
abilities of family members to undertake this role and the sccial costs it places
on the family group. While care by family members may be supplemented by assis-
tance from the official services in the form of visits by a district nurse, a
home-help or meals-un-wheels, home~basaed care essentisally places the main burden
of care on family members., Thug it is iikely that in the absence of alternative
lower~level facilities many patients will be regarded by the medigal practitioner
as 'needing' an acute hospital bed, although it is recognised that they do not
require the full medical facilities of a district gensral hospital.

Care in an intermediate facllity may form an alternative te hoth home-based
care and acute hospital care during an episode of temporary acute illngss or in

the case of terminal illness. The main typss of intermediate care Facilities
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available in thisz country are nursing and convalescent homes, which provide
primarily nursing care, 2nd community or general practitiopner hospitals.
Fureing homes at present play a fairly limited rcle in the NHS and are mainly
independently-run facilitiea.  Altogether there are about 1,200 registered
independent nursing homes with a capacity of 32,000 beds, or about 8-3 per cent
of NHS hospltal capacity (Davis, 1978). These homes are oriented to the
long-term care of the elderly rather than providing short~term and pre-conva-
lescent care, with this role being undertaken in convalescent beds associated
with a hospital or in a separate convalescent home.  The number of bads
designated as convalescant or pre-convalescent beds is however fairly small,
with there being only about 4,300 convalescent beds in annexes to or wmits of a
main hospital in England and Wales, 1876, and 1,200 beds for convalascent
patients in convalescent homes, department or amexes {Institute of Health Service
Administration, 1976).

Commmity or ‘general practitioner' hospitals provide a greater element of
medical care than 4o nursing and convalescent homes.  However, whils these
different facilities have distincet roles, there is some overlap in their function,
with both types of facilities providing continusd nursing care for patients dis-
charged from a district general hospital. Considerable uncertainties have
surrounded the development of GP/Community hospitals in terms of both their placs
in the provision of health care and in the prole they should perform. However,
dagpite the move towards the integration and consolidation of hoaspital facilities
into a central district general hospital (Hinistry of Health, 1962), commmity
hospitals continued in existence and have developed in different waye in
relation to local nseds and services {(Israel and Dpaper, 1971; Bemmett, 197#).
The importance of CP/Community bospitals was officially acknowledgad in 1874 in
the publication of Community Hospitals: their role and development in the KHS
(DHSS, 197¢). This document laid down a firm framework in which they could
develop and saw them as filling a role complementary to that of the district
general hospital. Community hospitals weve seen as being nseded to provide
madical and nursing care, including outpatient, day-patient and in-patisnt care,
for people who do not need the speclaliszed facilities of a district general
hospital and cannot properly be cared for at home or in residantial accommodation,
It was envisaged that some patients would be admitted direct to and discharged
from them, for others the commumity hospital would serve as a bridge between the
digtrict general hospital and primary carve, while a third group would consist of
patients who are originally admitted to a commumity hospital and then move on to
a district general hospital for more speclalised care or attend as outpatients
for particular forms of Investigation. The 1976 Consultative Document envisaged
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that up to one-quarter of all in-patient beds and many day places might
evantually be in community hospitals and that about one~third of these places
would be for medical or post-operative surgical patients, including pra-conva-
lescent cases trensferved from the district general hospital (DHSS, 13976a).
However, the subsequent discussion document, The Hay Forward, while acknowledging
the lmportance of community provision in terms of community hospitals, hostels,
day hospitals, residential homes, day centres and domiciliary support, warns that
such developments are likely to be slow and that progress will vary from place

to place depending on economic constraints, local choilce and differences in the
existing level of provision {DHSS, 1877a).

The main advantages of comsunity hospitals as opposed to concentrating all
services on the district general hospital, are generally regarded as being those
of the more economic use of rescurces, the educational advantages from providing
a meeting ground for general practitioners and heospital doctors, and the benefits
to the patisnt in terms of thaip conveanience (Bennett, 1874; Ispael and Draper,
197)1; Louden, 1877). With regard to the use of commmity hospitals, studiss
have shown that s large proportion of their patients were judged to have
required acute hospital care in the absence of these facilities (Hemnatt, 1974;
Humphreys, 1873}, Similarly, studies of acute hospital care have identified
subgtantial nushers of patients whe could have been cared for in 2 lower level
facility were such accommodation avallable (Carstairs and Heasman, 1874),  Ths
existence of patients who reguire care on an in-patient basis in times of illiness
but who do not necessarily regquire the full facilities of an acute hospital is
thus well documented, but what is more open to debate is that of the mosgt
efficient and effective method of providing such care, especially in view of the
limited extent to which family members arse likely te he able to cater for those
who are currently occupying hosgpital beds. Thus as this study indicated, in the
absence of alternative lower level facilities many of the patients who zre
currently occupying acute hospital beds for primarily social reasons will be
judged by the medical practiticners to '‘need' acuts hospital care.

The use of acute hospital beds by patients swho vequire primarily non~gkilled
care is generally regarded as being an uneconomic use of resources, with the
resources of the acute hospital being more efficiently deployed when beds are
used by people who require active medical intervention. With regard t5 the
coats of care it must be remesbered that the costs of hospital care are variable
over a patient’'s stay and will be lowest when the patient requires only ‘hotel!
care. Thus the sctual cost of keseping a patient in an acute hospital bed when
they require only 'hotel' care may be quite small, It is nsvertheless the case
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that the occupancy of a hespital bed carries an opportunity cost in that it
prevents another patient from using the services snd faeilities that can only be
ghtained in an acute hospital.  This opportunity cost may however only be present
in the long-run, for in the short-term it may neot be poseible to use beds move
intensively due to ths shortage of personnel and equipment (Gibbs, 1877).
However, while it may not be possible to make changes in the uss of acute hospital
beds in the short-term, it is important for planning purposes to identify the
most afficient and effective means of catering for those whe require in-patient
carae because of theipr home cirvcumstances., Two of the main arguments for
catering for such patients outside the acute hospital is that of the opportunity
costs involved in such beds being used for primarily social care and the economic
costs involved. The relative costing of the use of different facilities for
such patients is however unclear. Thus although one of the main arguments in
favour of the use of commmity hospitals has been that the cogt per case is
smaller than in a district general hospital {Cavenagh, 1974; Weston Smith et al.,
1973), such economic arguments have not gone wmchallenged (Rickard, 1878). This
points to the need for further costing studies to be undertaken, with the
economic costs of care being precisely defined in relation to the noeds of tha
patients and the characteristics of the particulsr institution wmder considera-
tion., In addition it is important that such studies de not focus exclusively
on economic costs but alsc take into account the social costs to the patient and
thelr family of the different types of service provision. While the social costs
of alternative provision in the form of, for exampls, patient satisfaction and
the effects on the patient's household and family members, are widely acknow~
ledged to be important considerations in assessing the relative costs and
benefits of particular types of services and facllities, few such studies have

included social costs in their analysis (Creese, 1977).

Recommendations and suggestions for further research

The recommendations for policy and planning that arise from the presant
study and which have been identified earlier in this ssction are now briefly

sumnarised, together with some suggestions for further research.

One important issus concerns the availability and ability of family members
to provide non~skilled care and the suggestion that suck information should be
reutinely recorded on hospital notes and that particular attention should be
paid to the care available for thoge who live alone and for elderly married
people in admission and dischargs decisions. In addition it was emphasized
that attention should be paid to both the availability and capacity of family
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members and the social costs to the family wnit in velaticn to any policy
decisions and plamming that might increase the involvement of the family in
caring for people in times of illness, such as for example might occur as a
result of a rise in the clinical threshold for hospital admission or a reduction
in the length of stay.

Heighbours were identified as performing a vital role in.
contacting assistance in an emergency situation, and especially for those whe
1ive alone. This underlies the importence of 'good nsighbours' schemes and
of developing community awareness of the role people may play in providing
aszistance, and especially in contacting the medical services for slderly people.

With regard to the use of acuts beds the study pointed to the need for
residential care for many of those who currently cscupy an acute hospital bed
for primarily social veasons., Thus, the question iz that of the type »f
residential care that should be available. In particular, there is the
quastion of the role that convalescent beds and nursing~home places might play
in catering for people who require extended care in times of illness and of the
relative costs of caring for such patients in a community hospital compared with
an acute hogpital bhed.

Ancther important issue to which attention was drawa by the present study
is that of the use and misuss of routine statisticz., In particular it was
shown that the length of stay in a perticular facility is influenced by the rate
of transfer, which pust therefore be taken into account in meking compariscns as
to the length of stay of patlents over time or in different hospitals or geograph-
ical areas. In addition it was shown how the results of the review of hospital
use are influenced not only by real differences in the characteristics of the
hospital or patient population but alse by differences in the method of review,
and particularly hy the oriteria used in agsessing hespital use.,  Thus, the
results of a review of hospital use should always be related to the context in
vhich they were collected and especially to the cpiteria used in judging hospital

iBa,

With regard to further research, the review of the literature on the
relationship between mardital status, illness and service use ralsed a2 lapge
number of questions concerning the health and morbidity experience of warital
groups and of possible differences in their pathways into care (see pages 5-9).
In addition, the study posed ssveral questions concerning the use of hospital
beds. One question iz that of the influence of gerneral practitiocners veferral
behaviour on the use of hospital beds, for as the present study indicated, it is
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not possible to gain a full wnderstanding of hogpital admissions without the
knowladge of general practitioner referral practices.  Another question to
which this study drew attention is that of the reasons for readmisslons and the
extent to which they result in a concentration of bed use among particular
groups of people. While there is evidence of a substantial proportion of
re-admissions during a specifiesd perioed, little is known sbout the character-~
istics or causes of such hospiital use, nor of the contribution of vre-admissions
to the routinely recorded figures on hospital use. Another guestion to which
attention was drawn is that of the relaticaship betwesn the availability of
hospital beds and the extent of thelr use for primarily social reasons. While
the clinical thresholds for admission and discharge zare thought to vary
according to the availability of beds and other facilities in the community, we
hawe little knowledge as to the precise relationship and effect of these factors
on hespital use. A particularly important issue with regard to the present study
is that of the relationship between the availability of hospital beds and the
relative vates of bed uss by merried and non-marvied people.  The hypothesis
put forward was that the difference In the rate of bed usge between married and
non-parried people is related to the smount of pressure on beds and the availa-
bility of altermative facilities and services in the commenity, which in turn
influences the ertent to which patients are admitted and retained in an acute
hospital bed for primarily social reasons. Finally, attention was drewn to the
need for further studiss to exasmine the economic and social costs and tha
benefits derived from catering for people who are currently admitted or retainsd
in an acute hospital bed because of thelr home circumstancas in a lower level
residential facility.
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APPENDIX A

SAHPLES AND DATA

Chavacteristics of the samples

The study population consisted of 327 mwedical and 97 surgical admissions
to a district general hospital. These admissions comprised 33 per cent of the
medical admissions of people aged &5 years and over recorded in the HAA for the
full year and 12 per cent of surgical admissions, The smaller proporticn of
surgical admissions in the study populaticn was due to the fact that all the
maedical firms were involved in the study but only one of the three surgical

firms.

The study was carried out during the spring and early summer months and
it is possible that the period covered was not typical of the full year in terms
of the case mix, or in the demand For hospital bheds. There appears to be little
precise information as to the offect of seasonal variations on hospital use,
althivugh there is evidence of a seasonal variation in mortality rates, with the
rates in England and Wales tanding to be highest in the period December-March
and lowest during the months of June-September. It is also likely that there is
a seasonal pattern in the incidence of morbidity from particular conditions and
that during the warmer summer months people ave less likely to he admitted for
such conditions ag pneumeniz and bronchitis, which are known to be subject to
seasonal influences and apre affected by social circumstances.  Thers may also
be less tendency to retain people in hospital for primapily sccial care during
the summer months, as homes are less likely to be vold and damp and to require
fires to be lit, It was hoped that further information on possible seasonal
variations in the use of the study wards could be gained from ths HAA data on
admissions and lengths of stay duging sach of the four guarters, However, in
viaw of the cost of cbtaining special tabulations of HAA data this exercise was
not undertaken,

Altogether 80 per cent of the admissions to ths study wards were interviewed
after discharge, with the proportions beinpg 58 per cent of medical admissions
and 62 per cent of surgical admissions. Desplte the exclusion of a subgtantial
number of admissions from the follow-up interviews for the reasons given on
pages 66-68, the age distribution of patients in the hospital and follow-up studies
appaaxred to bs falrly similar, with 60 per cont of hospital admissions in each
of the broad age bands, 65-7% years and 75 years and over helng interviewed
after discharge. However, & rather smaller proporticn of mapried than non-
married people wepre interviewed except In the case of women admitted to the
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surgical wards. Among those interviewed there is thepefore an under-reprasen~
tation of medical admissions and especially of married pecple admitted to the
medical wards, and of men admitted to the surgiecal wards. Uverall, only 58 per
cent of the men admitted to the study wards were interviewed compared with

84 per cent of the women.

Table 48 People Interviewed after discharge by speclalty,
sex and mavital proup ®

{Includes the 9 people who usually lived in institutional

accommodation)
Sex and Medical Surgical Both
marital state admissions admissions ) gpecialties
Men
Married 68(52) 23(62) 91(54)
Single 8{60) 1{100) : 7(70)
Widowed/div/sep. 27(71) 10{7L) g 37(72)
: i
Total { 101(55) 34(62) { 135(58) %
; ! +
Homen : i
Married 42{60) 8(67) 50(62) i
Single ] 12({54) 7(100) 19(65) :
Widowed/div/sep., 1 32(55) 18(75) : 50(6%) :
: : : ,
: i
Total ' 86(60) 33(77) P 113(64) |

Percentages based on number of admissions reviewaed in aamch
sex and marital category

The various factors which operatsd to exclude some people from the follow-up
interview may have served as & source of bias. For example, ths follow-up
interviews nacessarily exclwiad thosse who died in hospital or shertly afterwards
and who it can be inferred wers among the most sepioualy 1lL,  Similarly, it is
possible that those who were discharged to a psychiatric hospital or who were
staying with relatives and who could not be located for an intevview may have
differed in important ways from the study population as a whols.  As it was not
possible to obtain information on the health or social circumstances of those
who were not followed-up, the differences between these groups can only be
surmised. Howevepr, information on the home circumstances of those interviewsd

after discharge, in terms of both the size and composition of their households
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and the amenitiles available in thelr homes, suggested that they did not differ
markedly in these vespects from slderly peopls in the community as a whole. As
might be expected, nearly a1l patients in the study bhad retired from gainful
employment, or in the case of many of the marrised or widowed women had never had
a paid job (Table €25}, An indication of the occupational distribution .of thosa
interviewed was obtained by asking people about the job which they (or their
spouse in the case of all but single women) had deone for most of their-working
iives. On the basis of this information approximately 40 poer cent were
classified as being in non-manual ccoupationg, while of those in menmual occupa-

ticus the majority were classified as skilled menual (Tabla C26).

The data

Few checks were made of the accuracy of the data obtainsd in elther the
hospital reviews or in the follow-up interviews, although considerable attention
was paid dn the desipgn of the pessarch topls znd in the conduct of the studies
to try and peduce the poesibility of errors in recording and of misunderstandings
arising in the interview situation. For example, with pegard to the follow-up
interview it was recognisaed that about one-third of the regpondents would be
over 75 years and all would have recently been in hospital. Thus the number of
questions reguiring the detailed recall of past events and which are liable to
evvors of memory wers strictly limited. It was also plapned to interview the
respondent alone although this did not always prove possible and especlally in
the case of married couples. However the pespondents generally completed the
interview themselves, although in about a dozen caseg a relative provided a
gubstantial amount of help and scted ss interpreter or actually answered a

nurber or factual questions.

With regard to the key vaplabls, that of marital state, a comparison was
made batween the marital state of patients which was recorded on the review form
with that obtained In the follow-up interviews. This indicated that three
people interviewed who repuorted themselves as divorced were precorded as widowed
on the review form.  This suggests that divorcad psople are under-represented
and widowed people slightly over-veprssentsd in the HIPE and HAA data, for the
information as o a patient®s marital state was recorded by ths ward clerk on

the review form at the same time as completing the HAA form.

& particularly important gquestion In relation %o the guality of the date
collected in a hospital review is that of the validity and pellability of the
reviewer's judgement as to the appropriatensss of patient placement. Studies
have demcnstrated that inter-reviewer variability tends to be low dus to
differences in medieal 'opinion' not absolutely definable as '‘right' or ‘woeongt,
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from attitudinal factors or biases, end from differences in the accuracy or
quality of the information obtained as well as to posgsible methodologic errors
made by the observers {Zimmer, 1987; Zimmer and Groomes, 196%; McClain, 1972).
Varicus aspects of the present review were designed to try and reduce reviewer
variability and to ensure that similar types of Jjudgements were being made by
the different reviewers. For ezample, falrly specific questions ware asked
concerning the patients' use of in-patient care and discussions were held
regulaply with the junior doctors who were acting as reviewers to try and ensure
that they wers all employing the same criteria in assessing the patients' use of
in-patisut care. In addition, the review was planned to bs completed on an
on~going basie, which should have helped to reduce the element of retrospective
rationalisation, although with the pressure of work scme forms were inevitably
completed when the final case summary was written. It was however recognised
that several factors may have Influenced the results obtained. For example,
the large number of Jdoctors acting as reviewsrs may have contributed to the
element of reviewer variebility. However, although a total of 14 doctors acted
as reviewers due to changes in housemen and tamporary absences, four doctors
wers rasponsible for carpying out over half of the veviews.  Thus the reviewing
Was more concentrated ihen might at fipst appear (Tzble 49).  Howsver it
is possible that the method of reviewing patlents under the care of their own
fipm may have led to @n under~peporting of the amount of bospltal use
arising from the patients® howme circumstances, In order to try and reduce
what might appear to be the threatening nature of the review and thus the
tendency to record all hospital use as netessary on clinical grounds, it was
amphasized that the aim of the peview was merely te identify the factors which
influenced their decision to admit or retain a patlent in hospital apd that no
judgement was being mads as to the appropriatensss of their action. Howswver,
it is recognised that the position of the reviewer in vrelation to their patients
may stiil have led to some under-recording. fncther. factor which may have
influsneed the results obteined is that In a number of cases the reviewers!
judgements may have been influenced by the fact that they had recently arrived
after holding a post im a teaching hospital, where the average length of stay
was considerably longer than in the study hospital. A further factor which was
commented on by some of the reviewers was that they gensrally reviewed the
patient's need for admission in the light of the possible diagnosis recorded by
the general practitioner whoss tentative diagnosis may have been influenced by

his desire to secure admission for the patient.

& consideration of the types of factors which may have influsnced the
judgements made in the hospital review, such as the fact that the doctors were

reviewing their own patients, their previous exparience and the tendsnay to make
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their judgoments in the light of the general practitioner’s tentative diagnosis,
suggests that their effect was probably to reduce rather than increase the number
of people recorded as being delayed in the study wards or admitted for conditions
which could have been treated in the out-patient department or by the general
practitioner. Howevaer, it is thought that the influence of these factors on
the overall findings was probably fairly small due to the regular discussions
held with the reviewers, which helped to ensure that they were using similar
criteria in assessing patient placement. Alsc in a number of cases delays of
only one or twe days were recorded, which indicates that the method of review
gerved to identify patients who wers delayed in the study wards for only a very
short pericd of time, as well as the more readily recognigable cases of discharge
delay.

Table 49 Admissions rveviewed by each physician

Reviewer and specialty Admigsions reviewsd %
i
General Masdicine :
Fhysician 1 50018}
2 5G{158)
3 46(14)
b 26{8)
; 5 2207}
4 & 22(73
: 7 13(8)
8 15(5)
g % 1204)
10 ; 1i(3) :
11 8(2) i
: 12 é #(L)
Hot recorded 32(10)
All medical reviews ; 327100}
2 General Surgary
i
| Physician 1 T4(76)
i 2 : 11(11)

Fot recorded g 12(12)

411 surgical reviews § 97(100)

PR SR

[ SE—
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APPENDIX B~ RESEARCH HATERIALS

letter sent to genaral practitioners in the district

University of Kent at Canterbury, Health Services Research Unit
Hospital utilisation project

As part of one of the studies of hospital utilisation cwrrently underway
in this Unit, it is plauned to follow-up patients aged 65 ysars and over who
have baen discharged from the general medical and general surglcal wards of the
Kent and Canterbury hospital. Patients will be wvisited in their homes between
two and three weeks after discharge and invited to participate in an interview

conducted by a speciclly trained interviewer.

The interviewing will begin in Mareh, 1376, and continue over a six-menth
period. It is therefore possible that a few of the elderly patients on your
1ist who enter the Kent and Canterbury during this time will be Included in the
study .

The aim of the follow-up study is %o build up 8 picture of how elderly
people manage on dischargs from hospital and to identify the factors which may
have helped or hindered a perscn’s discharge. Questions will be asked concerning
the person's household composition and living arrangements, the availability of
care from friends apd family mesmbers, their length of stay in the Kent and
Canterbury hospital and the types of assistance and services roeceived on dischargs.
It should of course be emphasised that all the Information given in the inter-
views will be treated in the strictest confidence and that the complete anonymity

of respondents will be maintained in the reporting of the rescarch results,

If you would like further details about the project I will be very happy to
digeuss this with you if you will contact me at the Following address:

Health Services Research Unit,
Cornwallis Building,

The University,

Cantarbury, Kent

(Tsl., 66822 extn.B8Y)

Hyfanwy Morgan

Hapearch Fellow
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Letter sent to respondents who lived
more tnan about 10 miles from the Research Unit

UNIVERSITY OF KENT AT CANTERBURY
HEALTH SERVICES RESEARCH UNIT

CORNWALLIS BUILDING
THE UNIVERSITY

CANTERBURY
KENT
DIRECTOR CT2 7NF
PROFESSOR MICHAEL D WARREN TELEPHONE (0227 ¢d82z2

Dean

I am writing to invite you to help with an important study that we are
carpying out at the University. You will know, of course, that wmost people
tend to suffer more illnesses as they get older, and many people find it
increasingly difficult to get about and do things for themselves. As a result,
older people offen need extra help when they are 11l or when they come out of
hospital.

In this study we are examining how older people manage when they return
home from hospital and the sort of help they receive. We are doing this by
contacting people aged 65 yesrs and over who have recently been in selzcted
wards in the Xent and Canterbury Hospital and asking them if they will kindly
take part in a survey.

Your name has been given to us as you were recently a patient in o¢ne of
the wards we arse studying at the Kent and Canterbury Hospital.,  We hope that
you have not experienced any sevious difficulties yourself gince leaving
hospital. However, as you will realise, it is importsnt that we talk with
averybody in the study population. On the momning/afternoon of c.vevivierasnss
one of our interviewers will call on you. She has been specially trained to
work on the survey and she will talk to you about your health, vour family and
how you have managed since coming out of hospital,

There will not be any dramatic improvements in the quality of services as
a result of this study but ow investigation and sismilar studies elsevhepe in
the country, will contpibute towards & better basis for planning the health and
spoial services. I very much hope that you will agree to take part in the
survey, but I must emphasise that there is no obligation for you to do so.
However, you may find it helpful to know that we have spoken to your hospital
dogtor about this study, and he is fully satisfled sbout what we are proposing
to do,  All the information you give us will, of course, be treated in strict
confidence, and will be seen only by those who are authorised members of the
reszarch team. When the report of the study is written, nobody will be
identifiasble In any way.

Thank you wvery much for your help.

Yours sincerely,

Myfanwy Morgan
Research Fellow
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3. Ieltter left with respondents after the interview

UNIVERSITY OF KENT AT CANTERBURY
HEALTH SERVICES HESEARCH UNIT

CORNWALLIS BUILDING
THE UNIVERSITY

CANTERBURY
KENT
DIRECYOR CTZ2 7NF
PROFESSOR MICHAEL D WARREN TELEPHONE {0227) €gaag

The survey in which you have just taken part is one of several
investigations being carried out by this Unit into the working of the
health services in this area., In this particular investigation we are
interested in the difficulties which people face when they retumm home
from hospital, and with the sort of help that they are getting from
relatives, friends and social services. The questions that cur inter-

viewer has just asked you are all goncerned with these kinds of problems.

Wa hope that you have not experienced any sericus difficulties yourself
since you left hospital, but even so, you will appreciate that many

people do face a variety of problems. The health and social service
authorities are always looking for ways of iﬁproving the quallty of
services, and it is hepe that research work can help them. There will
not be any dramatic improvements a&s a result of this one survey, but
our investigations, and similar studles elsewhers in ths country, wiil
contribute towards a bettar basis for planning the health and social

services.

The information you have given to our interviewer will be treated in

strict confidence, and will be seen only by people working directly on
the study. When the report of the study is written, nobody will be
identifiable in any way.

¥We are very grateful Ffor your help, and we hope that you have enjoyed
co~operating in the study.
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Hospital review form

?Eltien‘tgﬁ nam Y R E TR E A N N I A N AU N L R I O

COHSUltaﬂt h!nttuldcot-';necl#li-n&-;a-a--ooilttoobtl

Confidential

Health Sasrvices Research Unit
University of Kent

Canterbury

Utilisation of Health Services Project

Hogpital Study
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(oI LIy

2 TR

P,
et
prasartomen

Hogpital number

Part I

Name: MP‘erSoIMiSS (Surﬂamej .¢¢.--a.-.--'..'--.-«.--(fOP@HBmE) EEE LN O R B O B B B L L B B 4
Pefmanent addreﬁs I I N I P O R A I I I I R o R N A N A N N N A RN
LR NN A N R RN R EREN NN RN NS NI N A I R R N L L

Telinoi AR B4 PR FE S ER A eSSy A

Age (yrs} i

tate of birth / /

o

&

®
g

8. Marital status:

R
single Pt

married § { divorced | |
widowed ! separated |}

?. consulta!}t mderwhamadﬂkitte& LR N NN IR NN NN AR N RN A I R N I I

8. Date of admission to Kent and Canterbury i ;

g, Route of admission:

”i

s
-

via casualty - emergency

A

via casualty - GP referral

outpatient dept. ! :
waiting list : :

|

A

intar-~hospital transfep £lVE DAME seevransenransrrrnissnanas

Other SE?Cif? LA R I B L B O R BN B AY K BN B IR A B UK N N ]

10. Date on waiting list {if applicable) - i

}-(}.1 Name thﬂspital admj:-tted fr'ﬂm (LR R RN R I B B N I B A N I R O B A I R )

12. Date admitted to above hospital
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Part II

Please complete this section when patient is firot ssen as an in-patient

Was this patient's admission:

(a) emergency
or i

{b) planned ' 5

2. VWhat was the patient's primery medical requirement which caused him/her to
be admitted?

SUrgery : :
: a ; i
diagnostic reasons - :
. ; C

therapy ~ isolsted apisode ’ i
T

tharapy ~ recurrvent : ¢
admitted primerily for observation : :
. i . , i i
admitted primacily for nursing care P !

3. {ould this patient have besn treatzd in the out-patlent department or by the
general practitioner, if his/her hemse clrcumstances were Favourable?

required hospital admission : {

could have been treated by s
GP or in cut-patient department i :

Why was this patient admitted to in-patient care?

}z}’ate: LR L I A I I A I N A I LR A I N I L I N

Rﬁv:i.ew&.ﬂg physicim: LA B AL RN B A O B O N L A R I O B
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Part ZE;}_

Deaths

If the patient dies in hospital, enter date

- —n,
W,

Transfers

If patient was admitted from another hospital ; ‘
and transferred back, snter date of transfer f !

If patient was admitted through casualty and
then transferred to thelr local hospital,
enter dats of transfer [

If patient was transferred to another hospital
for specific medical procedures, enter date
of transfor ’

- g

Other discharges

Please complete this section when the provisional discharge decision is made

The patient's provisional dischargs date was ! ]

Was the provisional discharge declision delayed as
a result of the patient'z home clircumstances?

—

No i go to guestion 3

Yes

—17 |

{a} what were the social factors which influsnced the provisional digcharge
decision?



1hé

{b) How much sarlier would the provisicnal discharge date have been set
if the patient’s home circumstances had been favourabla?

Ho. of days ] |

B el

3. Was the provisional discharge date set earlisr than “normal” due to the
pressure on beds?

Ho i {
E E

; §

¥

3

Yas

i

i
How much later would the provisional discharge date have been set in
moprmal™ circumstances?

¥e. of days :

Data:
- LBy L B N A BC R IE B U B L R N I BN A R U R B R B K N N R B

R&Vie’&i?ﬂg Qh}’s‘i{:ianf LI A IR I T I B S B S N B BT B A S Y B R
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Part IV

4., On what data was the patient actually discharged? g
¥

.

5. If the date of actual discharge (recorded in question 4) differs from the
provisional discharge date (recorded in question 1}, please give the
peasons for this:

6. Place of discharge:

private housshold

warden-assistad accommodation

f
lodgings éﬂ ?
] i . give
another hospital ; §3§§
- FEE I S I B IR N R N N B N R N N L
old people’s home i
i
OthEP ! Spéﬂify PR I SRR B R N N B N RE T N B B B

7. Have any special arrangements been made for discharge (e.g. attendance at
day hospital,
meals-on-wheels, ete.)?

2. What type of care did the patient require at the time of discharge?

capable of self-~care ; |
required non-skilled care ! i

required skillsd nursing care ' i




pE 7

9. (Patients discharged to anothar hospital, old pecple's home, etc.}
What were the social and/or medical factors respensible for the patient's
place of dischavrge?
10.  What wes the principal diagnosis?

Date:

Reviewing physician:

A A ER R )R AR A AR o

AL B BN B B BN B L NE I R N T N B B B R R R R ]
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APPENDIY C - TABLES
Table ¢l Admissions reviewed bv asgx, age,
marital status and specialty
]
: E
Specialty, sex Hot tAll I
and age : Married Single Widowed Div/sep. recorded | oats. |
I ] 5 ‘
General medicins :
z:
Man l g
65 - 74 vears a6 g 13 2 2 . Y
75 and over ] 35 2 15 2 2 I o3
Foman i
65 ~ T4 years : 82 11 24 - 2 93 |
% 7% and over : 2 il 25 - 1 45
g 3 4 !
! :
A1) medical admissions | 203 32 a3 L 7 i 327
1 1 i
3 i
| i
Goneral sypgory : :
: s
Men J :
i §
65 ~ Ti years 26 i i L ; 36
75 and oven , 11 - & - i po I8 i
Womer : ;
65 - 74 years : 8 2 B - ~ I
t 7% and over : B 3 16 - - Cogs
i ; i ;
i ; 5
_% 211 swrgieal admir&sims% 49 - B 34 4 2 Loo87
; ; ;
! i :
Total P 250 40 117 ) 3 I youn
: :
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Table C2 Patlients interviewed by sex, ags,
marital status and speclalty ®
i , 'z
i Al {
: Specialty, sex and age | Married Single Widowad Div/sep. | cats.
Genoral medicine i ;
. | f +:
i Men i : !
i i
65 ~ 74 years i 51 ] 12 1 {69
75 and over ] 17 1 12 2 ;32
H E
Homen %
4 H
L]
i <
£5 ~ 74 years : 39 8 18 3 ;68
:
75 and over 3 3 8 il 2 i 22
; :
A1l medicsl admisslons 110 15 . 53 6 | 187
i
i ;
: i
1 General suppery 3 i
; i
i i
Men ] ¥
¥
85 - 78 yoears 15 1 2 4 1 2%
75 and over ; g - 3 1 i 12 :
Weman i
i
!
65 =~ T4 yvears ; 2 & - 14 g
; 7% and over i 2 5 iz - 1H
¢ A1l surgical admiseions - 31 @ 23 5 Dg7
Total 141 26 76 11 125y
® . . . : . . .
This consists of the 245 pecple interviewed whe usually lived in a priwets
househoeld and the € who uwswelly lived In institutional acoommsdation.
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Table 3 Patients dntewviewed whe lived in a private
household by sax, agze and anrital status

t :
’ fil: :
3 L4 x - EX - P - b
Sex and age liarrind Single Widowed Div/sep. i ocmts.

e et
¥a

83
By

[
o
LR
—r
[

=

85 - T4 yoaprs

e
[43]
¥
e
oh
(3]

75 and ovar

T m e AR, Aaava

Womean

[

BS ~ T4 years : 4% 7 20 73 §

3
75 and over : 5 10 2 . ko

e
Ly

by v ey § e e

'
Total 14l 23 71 10 A TEN
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Tmble C4 Populeticn in four local authority areas and numbers
of admissions to  the study frow these areas
by are, sexoand mmrital stotus

g F .
Tetal population Admizsions in the study .
, kS d E;_.-I - ‘ -mru--vwmz-mn:-:-':m: B L R T A R N e P T L ,i
Sax and age Ren- ALY Honw Al :
Married marpisd ! cats, Farried marpied cats. X
;
: .
ien §
:
&5 - Th 4895 955 i 5800 33 28 f 111
i _ i ;
75 and over 1505 BS2 i 2737 28 17 ; 45
i
Total 5740 1817 | 8557 111 45 i 58
1
Women ¢
55 - T4 4150 4O ¢ B3BBG 53 31 : ek
i k :
;75 and over 13le wWr E E0BO 2l L1 : 505
>§ : H ;
: i : :
. Total SHGO 2010 1BLTO ! £2 T H 134
' i ; i
#
Population figures from Census 1871, County Report {(Kent) Tadbleg 8
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Tahle 5
Admission rates per 19,000 Fopulation

Hospital In-Patient Enguiry (England and Wales),
1988, 1856, 1968-70, 1973

7% and over

i i
age group ; Mem Weten l Han Women
; 5
a64 { ;
65 ~ 74 I i)
- i ) 1usg 1372 - ¢ ) 193m 1081
75 and avep L)y £y
1568 | ;
4 L
£5 - 74 E ) E )
Py lug? 1365 D A5 {41 1138
) }

R

- At

2368 :
% .
BE - T4 1 1385 1056 : 2055 1007
75 and over : 1994 iBBL : 262 1538
i , i
i
: !
1959 i
é i
B85 - 74 : 1440 1678 ; 2066 1038 ;
75 and over 1972 1804 3 2685 1823 |
i : |
; ! ;
i . :
570 ' ; §
H ¥
65 ~ u ; 1436 1078 2103 1976 %
5 and over 2007 1763 2747 1567 i
i
|
1373 : :
65 - 74 : 1522 1062 : 2044 1150
78 and ovoep i 2157 173 i FRCAL: 1907 .
; i

population

10,500
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1
.

b

Tahlg 06

Principal diagnosis of live discharges awong study petients by specialty
Genaral Genaral i
ICD diseass categorios medicine SUrgary
|
Infective and parasitic 2 1
Neopliasms 32 18
Lilepgic, sndeoerine, nutritional
and metabolic 15 -
Blood and bleod~forming oogzng 5 -
Mental dizorders 3 -
P Wervous systen and sense alpansg ‘ 17 -
{ Circulatory system 1 BO &
: ipatory system é a7 2
3 3
; Digestive systenm ; 25 L3
i i
i Genito-urinary system : 1 3
!
3 : :
i Skin and subcutrznecus tissue 2 2
i
| Muscoloskeletal 3v%t** and :
: conneetive tissu : 4 1 :
| Symptoms and ili~dafined : :
; aonditions : b i %
i s o :
tAccidents, poisoning and vielence ? ) ~ )
% Hot recordsd : 13 3 {
! i
" b § oy e ‘;
i ALl cats. ! 273 7 4




forct
¥l
b"l

Table C7 Mean duration of stay in study hospital 1975-75
goencral medicine and general surgery

| ‘ i
i H
{ Specilalty, sex i Widowad Hore i
§ and age * Hareied 3ingle div/sep. known
: : :
]
i General medlcine
Hen
76 and over 9.3 i1.3 13.2 0.1 i
Women %
! 56 - 7% 9.9 26.7 12.8 1l.4
76 and gver IL.H 13,7 12.5 31z.1 i
) S §
i i
General supgery

Hen :
&5 - 75 i 11.3 i4.3 .1 TELWE
;
{ 76 and over ! 0.5 -~ 1.1 1t
¢ Homen i i
i i
66 ~ 75 . 11.0 14.7 11,5 1.5
£ } _ ) :
: 76 and over . 138 1%,2 1.2 8.h i
; f !

{Based on spocial tabulatdons oFf +the HAa)




Table 8 Tyve of admission and discharge of study patisais
by specialty

§ i :
Type of admissior Geneval Generni | Botn :
and discharge madicine surgery ! specialties :
: i
Admission due to j
i aln . Facts N ! s
social/ednin tors 12 (8) 3 (3) : 15 {(9)
Medical need for :
admission but: : i
. :
Disd 52 {18} ' 10 €30} ; 62 (15)
! Discharged to original ? :
or specialist hespital 8 (2) ) 3 {3} ; 11 (3
: i
Other discharges 285 {78) i 8L (83} : 336 (7%}
Total 327 (100) ¢ 97 (300) | 2% (100)




Table 8 Level cars vequired at time of discherge of study patients
from the mediecal and sureical wirds by speginlty _

(=
(%3]
Y

General medicins

b e e e

General surgeny

AP r— o sy A

Hon=-sxilied cars

oy

Flace of discharge . oy v b
_::;d 1e vjl of n*.rg Non- Hot 111 Hon~ Hot 411
a 5] 30 QLY s 4 + n . A
" = arrisd marricd recordaed i cat Married marrisd recorded :cats.
: 1
- - o~ i - 3
Bed in study wards 3% 14 - i 55 & 0 - 1
; ;
Original/specialist | ; i
hospital ! 2 2 3 & - 3. - o2
H : ' —
i ) : :
) 1
Anothey hospital i : §
! i
Hedieal/fskillsd ! i
nursing care : 3 3 - I & 17 1 joau
Hon-skilled care H 3 3 - N 2 2 - % b ;
Jot recorded i 2 1 - o3 - ~ - ;o=
* ! . ¥
- : H
: i :
; Huesing homa ; 3
Hon~skilled care 2 2 - ool - - - -
A ! X : M
Private houschold i

Self~-enre : 23 g5 ~ 58 27 3 - 35 r
Hot rpecopdad H g i - i 17 § 2 3 - ; 5
' i T i
B L L
: Pos.homs/othen ; i 3 i 8 ¢ - a 1 o
—
i i 4 :
? . f
Total i 20 119 ¥ o B R 5 HE 7 Poav ]
; .
i i




Length of meyrioce o prasent nartner

Ho. of yaors ¥o. Peréentage&
Less than 10 (3)
00~ 18 {53
20 - 29 13 (8)

30 ~ 39 24 (17)

;40 - u9 54 (38

50 years and ovep Ak (24}

Ho answer 5 {2}

Total il (100}
Table Cil

Length of time since break-up of marriage of
currently widowed and divorced/separated pecple

private houzehuld

{Based on the 81 perple In this category whe usually ldve in a
in in instituticsal accommodating)

f % ALl
No.of years ; piv/sep. ; cats.
: 3
Lags than 2 g 1 % 8(g)
2 but under § ! 1 . 13(18)
5 but wnder 10 | 1 S 20(23)
10 but under 20 | 2 . 26(30)
20 years and over % 4 E 16(18)
No answer ! 2 f B{i)
Total 5 11 { 87(200)
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Table CL2

Salf-nerception of health by ags

: ;
! Perceived state | A1l ;
; of health i B5-73 7074 75-79 80 & over ages :
=
! Excellent W17 172D 6(312) 5(12) B1(17) ¢
{ good Cas(ue)  23(21)  ow(ue)  12(35) $7050) |
| Fair L 15(19)  18(12) 1s(28)  10(29) L su(22) |
i Poer Po12(18)  27(33)  6(12) 8(23) o sagey
i ; = "
% i
| z
;  Total j  78(100) 82(100) 30(106)  3#(100) 245(100) |

Table CL3

Self-perception of health and reporting of a loeng-stending illness,
digability or handicap and activity resiricticns

% Excellent Good Fair Poor ' ALL cats,g
H % .
i i
No long-stancing illmess | 38(83)  72(7W) 31(57)  24(45) 161(66)
Long-standing illness t
but no activity g 307) G086 7413) 5(93) 21{2)
restrictiomsg H
4
Long-standing illness i E
and activity regtric- :
vestrictions Ponao) 18200 18{30)  28(us) g3(28) |
|
: Total E 410100)  e7(100) 5u{100) 32{100C) 2%5(100}?
¥ ]




g

Tabla Clh

Peprception of usual state of health by age and macital stats

Perception of usua :
state of health 1 Al
by aga Marpied 8ingle Hidowad Div/sep. j cats.
i
65 - 74
Exesllent /good ' 64(59) 8(73) 16(82} X 83(57)
Fair/poor : 45(41) 3(27) 15(48) 3 B6(13)
; i
Totral 1060300y 11{100) 31{10%) K 155(100)
i ’
3 . :3 |
i 75 and ovar ! ;
g £ ;
; i :
i Excellent/gocd 18(58) 7(58) 21(52)} 3 i we(sw)
i Fair/poor , 1u{uy) 5(42) 1a{ug) 3 Doui(us)
; :
: r ;
+ f
v Total 32(100} 120100} wO(100) g ioso(1om)
; : : 1
Table €15
Reperting of a long-standing {llness, disability or handicap
by age and wmorital sotate
. { i
. Presence of illness, : i
disability or handicap ! ALl
by age : Marpied Single Widowed Div/sep.! cats,
6574 g
:
Yas %. 37(34) 4(38) 11(38) 1 53{34)
o ! 72{€8} T(6H) 20{85 3 102056
Total ©105(1007  13(L00) 31{100) v lass(aco)
! 75 and over : : ;
E , i ;
Yes i 12(37} 5(42) 12(30) - o2s(s2)
Ho i 20(63) 7(58) 28{70) & o&L(8) E
| Total ! 3202007 12(100)  u{100) 5 b oan(ion) |
4 i . i
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Table €16
Porcepticn of uwsual state of healith and houscghold compusitinn

; ;

Health rating | Nen-married §
i ' = : living with Hop-married i ALl

¢ Hareiad others living zlcne ¢ cats.
Excellent L 25(18) 2(5) 14(20) I owiam)
Good { 57(0) 12(35) 28(40) ©97{80)
Fair 25(18) 11(32) 18(26) C o su(22)
Poor 34.(24) 3(2¢) 10(14) ios3(22)

| i

Tétal 141{100) a4 100) 70¢100) b285(100)

Tabls €17

rting of ong-standing illness, disability re handiea
Reporting of a leong-standing illness, disability oo h ap

and activity restricticns Ly houssheld ecompesition

Illness and ; Hen-married : ’

getivity H lives with Ren-married i A1l }

rastrictions o Mareiaed ethers lives alons ¢ cnts, !

§ B i H

i - é ; !

H¢ leonpg-standiang illness, : i

disability or handicep | 32(85) 23{#8) HE(SE) boasl(es) ¢

. . 3 :

Long~standing ilinesa, i :

disability or handicap | : :

but no astivity ; d :

restrictions ‘ 13{%) 2B} £{2) Eoaals)

R ' i

Long-standing illness, i ! ;

disability and i ! é

A activity restrictions 3 35(28) (2%) 1s(2¢) bo#3{es)

§ i :

) 1 5

¥ 1 £

2 . - ey - 3
: Total Pooaniion) FL{3150) 70(100) | 2u45{100)

: t i




Longliness and length of time since widewhsed or divorce

Feelings of i Le¢ss than 2-4 58 10 years E ALl !
loneliness ! 2 yrs. yRars yaars and over ¥oocats.
!
Often lonely 2 3 2 5 i 12
}  Sometimes lonely 1 5 4 8 ;18
Never lonsly & 3 13 26 $ HE
! HNo answer ! - 1 - - ; 1
L : :
d i
L Total 7 12 19 3% L7

{Excludes four pecple for whom no information wes given as to the langth
of time since the terminztion of thelr marriage)

Table C14

bbb o bt

leneliness and bedng alone during the day

i Fealings of Not Mainly Usually ALl

! lonsliness on own on own on own ! cats.

: :

% Oftsn lonely 8{1) 5{12) 5(37) 20{8)

| Semetimes lonely 18{10) 127 5431) 37(15)

| Never lemsly I 151(85) 31{81) 5{31} L 187(76)

% Ko answor (1) - - : 1~ f
% [ i
i Toral | 178(100)  5L(100)  15{100) 2u5(100) }

-
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Tsble C20

Lomeliness and self-perceived health

Feelings of Self-perceived hoalth -

o Al
lonelinoss Excellent Good Fair Pocr | cats.
Oftsn lenely 12) £(5) sy 7sy | 20(8)
Sometimes lonely 5153 10010)  12{22} {17y | aris)
Naver lonely 3483} 31{83) 35{85} 37(70) E 18778}
HO answar : - ~ 1) ~ i 1
Total 41(100) F7{E00)Y  544100)  33{10C g 255{100) ¢
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Table C21

Type af dwelling

; Poau |
Type of dwslling f marrisd  single  widowed div/sep. | cats. |
T :
o 3 i
House booSL(57)  18(37)  37(52) 3 L 1u(55)
. Flat 16(7) 6(26) 7(10) B L 27(11) _
| Bungalow L 86(33)  8(17)  18(22) 3 | 59(28) :
! Caravan 2(1) - 1(1) ~ booo3(L)
i ‘ . i
i Harden-~agsisted ' 1
. accommodation 2(1) - 10(14) - Io12(8) !
: }
\ Total b 1u1(100) 23(100)  7i(100) 10 245(100) |
* Includes people living in a few rooms within a house
Table £22
Home ownership by type of dwelling
{Ezeludes warden-assisted accommodation)
z :
Home j PoALL
ownapship i House Flat Bungalow Caravan ~  cats. |
1 i :
s : -
Owner~ocoupier ¢ 77{58) 5(19) 0084 ) 2 1L4(82}
Local authority | :
rented Pooeu(ig)  10(s8) 6(8) ~ . o60(a7) i
; Privately rented 27{20) B{31) 203} 1 28(18)
Other S TCS S T4 £ 3(4) . Poausy
g
Total 13301007 2B{1003 T 100} 3 : 233(100) ‘
i
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Tabla 023

Length of time spent in current home

; 2 i
i i All ;
Humber of years % Married Single Widowed Div/sen. § cats. !
i H i
I ? :
Under 1 year s(a) - 5(7) - Eo1o(s) E
1 yr. but wnder 3 yrs., | 9(6) 1(4) 5(8) 1(10) 1N %
3 yps.bux under 5 yrs, . 11(8) (L) 10011) 2(20) Po2s(10) §
5 yre.but wnder 10 yrs.| 80(21)  5(22) 9(13)  5(u0) | u8(20) §
10 yrs. snd over L ogs(sl)  16(70) 38(53) 3(30) L 143(58) é
H
No answer g - - 3{u) - : 3(13 g
. ; :
Total | 141(100)  23(100)  7L(100)  10(100) . 245(100)
Tablae CZ4
Previcus residence of those who had lived in pressnt home
for less than 5 years
; i
: PoAlL
Previous residence v Narrled Single Yidowed Div/sep. ; cats.
| Same town/locality 14 - 17 - 25
; Same county i & 2 i 1%
Elsewhere London/
Surpey/Sussex g 3 - 5 i : 9
E
Total i 25 2 21 3 !




Work status of mareisd and nop-merried

les

Table €25

mant and WOmen

Harried Hon-~married

Works full-time @ - 2(5) 23)
| Works part-time . s(7) 1(2) 5(12) (1)
© Not working -~ retired | 83(31)  21(42) 3u(83) 32(51)
" Never had paid job S - 28(58) - 2B{ui}
| Total 91(100}  50{100) 51(100)  53(160)
i

Tabla €26
Occupatrional distribution
‘ .o . ; Widowed All

Occupational category P Married Single div/sep. cals,
i ;
i Professional . 1elm) 3(13) 4{5} 17(7)
§ Intermediate 55(33) 7¢30) 11(18) 73(30)
! Skilled manual L qa(an) 6(26) 31(4) 85(35)
! Semi-skilled L 18(11) 4(17) 18(22) 38(15)
i :
| Unskilled ; 8{(s) - 1338) 19(8)
;Mo gainful employment/ i
% Ho answer : (3 3{13) 6{7} 13(5)
! Total PoAsl100)y  23(300) 81{100) 245 100)

Based on the type of job done fopr most of the working 1ife of men
regpondents and single womern, and on tha ocoupatrion ¢f their husband
in the case of married, widowed and divorced/sep. woman.
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