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CTHIS IS @& STORY OF & POPBLATION THAT IS LITERALLY TOO OLD
TO COMPLAIN.A POPULATION THAT JUST SITS BaCK &ND EMDURES &
PLIGHT THAT NO OME SHOULD aALLOW.d PLIGHT THAT THEY
THEMSELWES CAaN DO WERY LIITLE &BOUT, BUT MAKES ONE THIMK
WHAT IS IT THAT THAT MAKES THESE OLD PEOPLE JUST WHAT THEY
SRE?

THE IMDISN POPULATION OF FPORT SHEPSTOME IS MaDE UP OF JUST
OVER 7.4 (1980 CEMSUS) OF A TOTAL POPULATION OF 12000¢
1984 ESTIMATE? .THIS ELDERLY POFULATION OF OVER FIFTY FIVERS
HAVE Al EXTREME?LY HIGH RBATE OF DISABILITY IM THE
POFULATION.

A SAMPLE POPULATION OF 457 IMDIVIDUALS WAS STUDIED. THIS
SAMPLE HAD 1950(47.7X) OLD AGE PENSIONERS aMND 82(17.94:
DISABILITY PENSIOMERS .THEIR MOREBIDITY RATE WasS HIGH IM THAT
171 HAD SHOWED A DISEASE PROFILE OF SINGLE CHROMIC DISEASES
THAT LED TO SOME FORM OF DISABILITY.

HYPERTENSION,DIABETES ME TUSy SKELETAL DISEASES FORMED THE
GREATEST MaJORITY OF CRIPPLERS JRESPIRATORY DISEASES ,VaSCULAR
AMD CARDIAC PROBLEMS ALCS0OWERE PRESENT AND S0 WERE THE
OTHERS BUT TO A LESSER SEVERITY.

THE STUDY SHOWED THE HIGH DEGREE OF DEPENDENCE THAT EXISTED
IN THE COMMUMITY ,THE M&JORITY OF WHOM EARN LESS THaN
R13530.00. PER MOWNTH AND PaY HIGH REMTALS AND THE EXTEMT OF
NEED, BOTH IMN ECONOMIC AMD MEDICAL SENSE.

THE ATTITUDE OF THIS COMMUNITY IS OME OF MERE EXISTEMCE WITH
WHAT THEY BEST CANLTHEY STILL MAINT&AIN THEIR DIGNITY ARND
STATUS WITHOUT COMPLAINING AS EBEST THEY CaM.BUT AT WHaT
PRICEYTOLERANCE OF THE PITTANCE OF & FEMSION THaT THEY
RECEIVE,FOOR HOUSIMG, AND FOOR MEDICAL CARE.ALL THIS
REQUIRES A HIGH EMDURAMCE RATIO AND THIS IS WHAT IS NOT
LACKIMG IN THEM.

THE STUDY TRIES TO SHOW SOME OF THESE PROELEMS AND ATTITUDES
OF ALL CONCERMED, AND TRIES TO POSTULATE & SOLUTIOM.YES IT
COES TRY'!
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"7 Yong for laupghter but dwell in pain,
I lows the sunshine but kizz ths rain;
My cono ic meant to be of mirth,

But here with you, it haz no birth"
(¢ Blackman speakse of freedom.?

I think that this sums up the plight of the elderly Indian persons in
Port Shepstone,not that it does not apply elsewhere.

The aging of populations is & new challenge.Although ageing of a
papulztion creates certain prnblemalit gleo reflects past
achisvement.Not only does it unfold a 1ife span full in wears and
opportunity for the individual ,but aleo the azdvantages to the
community in termz of a longer period of productivity and old people
whose experience can provide valuable contributions.The Challenge
thersfore entails @

1.The reinforcement of the health of the aged themselves, and

2.the promotion of Society s awarenesess of the needs and

possibilities of itz older members.
The Indian population of Port Shepstaone is faced with an increasing
number of old age and disabled pensicners.
The decline in the number of MNuclear Family Units because of the
detericorating housing problem has left many of these people to fend
for themselves.Many aged are uncared for,and suffer increasing
immobility and malnutrition.
These people have no other source of inccmé and rely on the goodwill

of their families ,friends and welfare organiations for an existen



They often exist in shocking environmental conditicns awaiting
merciful termination in deqenerate accommodation.

The problem is not ageing or the aged.The problem is the rapidly
increasing number of dependant non-productive aged.

The Black population have traditionally tended to look after and
retain their elderly» in the.community and in their families.Does this
situation still prevail todgy?

Many are in poor health and in need of constant treatment which they
receive from the lgocal hospital and District Surgecn.Motwithstanding
thie, man¥ =till see the need to consult local GFsz,at great expense to
themselves.

The seriously handicapped and disabled are no longer productive.lt s
imperative to prevent them from becoming a mounting burden to the
community and to the »ounger generation groups who already live in
increasingly streszful times.{Are the families prepared to Keep them?)
More women go fto work, with neither the facilities nor the time to
care for ailing and aged relatives, whom they haﬁe taken into their
homes.The acceptance of an aged relative who ie well has
difficulties.But if dizability,incontinence of urine and =
paralysies and senile confusion intrude, the stability of marriage ic

shaken and children are affected.
Mo old age homee exist.The fees of private nursing homes and hospitals

preclude all but the wealthy. The gensral hospital admits geriatric

case

1]

but are reluctant to retain them as patiente once the acute

phase of the illness is over.

S.W.van der Merwe,Minister of Health.Opening Address at the Bi-ennial



Meeting of the S.A.National Councilfor the Aged, P-11.°1975.
" Untortunately,many urgently needed beds are blocked by
elderly long star patients who cannot be discharged because they
cannot look after themselves or have no family.Thought must be given
to providing alternative and less costly faciiities — either in the
form of warde for the chronically 11 , attached to hospitals or
convalascent type nursing homes for the bedridden aged.Extending
geriatric hospital services into the community by establishing day
centres with medical ,nursing, and domiciliary services should also be
coneidered. Follow up services for elderly hospital patients ready to
be discharged into the community would ease the =ituatian and bBring
about better co-operation and understanding between members ot the
health team, the aging patient and his family."
Aged persons who are terminally ill,generally require
hoepitalisation.There is no place such people can be dizscharged to
from hospital; nor is there adequate provision for assisting them
after discharge.
0ld age homes isolate the elderly from their families and
communities.There ic no escape from old age homes except death.
The disabled pensiconers are reviewed periodically by the Welfare
Authoritiies.This whole process gives them a sense of insecurity which
leaves them open to exploitation by all thosze that they think assict
in ensureing the continuity of their pensions.
The plight of theze people is much worse than a mere deprivation of
housing, finance and social benefits.

The extent of the problem is the motivation for this study.



THE UBJECTIVES OF THE STUDY were

1.To establicsh the health status of the elderly
Indian community in Port Shepstone.

2. To investigate the multiple epidemiological
factore related to occurifice of illness in
terms of the person affectediman?,and in terms
of the environment.
ifamily,domiciliary,social and community?

3.Te investigate the alleviative measures that
have been taken.

-

4, To determine which authority is responsible for
the operating and funding of the geriatric services.

5%, To identify existing serwvices for the elderly
in Port Shepstone , the cost of maintaining those
gervices yand ta identi+y current patterns of use.

4. .To determine whether retention of the aged in
the community for as long as pozeible is desireable.



([

7. To make recommendations in respect of
a}. the alleviative measures that could have
been taken, in terms of the first, secoond and third
ievels of comprehensive health care,

bi. the need for primary health care serwvices
with regard to this population.

«C?». the most appropriate type of service with
regard to need, cost and acceptabilityr.

dy. improwing the health status

#22. Maintaining the independance for as laong
as possible.

3. establishing the need for an old age home.

DEFINITION OF CRITERIA

Frimary Health Care:

Hezlth Care ocutside
inztitutions at a cost which can be afforded by baoth the
consumer and the provider and which invalves the opinion and
participation of the community.

Meed:

AT

The requirement for health servicee which are
considered by health professionals te reduce present or
tuture levels of ill health.

Acceptabilitys
The willingness tao use or
participate in the functioning of the proposed services by
the community to which the services will be directed.

Costs
In this context only financial cost will be considered,



Health Staty

W

Fhysical , mental ape—social
wel-Heetng.

FPhrsical wellbeing: with no

physical disability that precludes the person +r-om
performing the functione of daily living.

Mental Statue: The mental
capability to attend to his or her own affairs and to
perform functions of daily living.

- harmony and satisfaction inrespect of: .
7/

mity of surviving

number and proxd

children and €iblings,
frequency of /vieits by spouse,
cildren, /[ giblings and

friends.

GERIATRIC:

Fersons 3% weares and over and are
residents of fort Shepstone.

The Magisterial District of
PAS.

ﬁhﬁgnﬁgwillﬂgsa ie an illness which has-

apercisted for at least threse monthe,or which could
normally be expected to last for at least three months, and
which has

biresulted in disability causing any one or more of
the following:

1.Lack of mobility rendering a person homebound
unless aided, '

Z.Dependancy
J.Unemployment, or the inability or claim of

inability to persue the gainful level of emplovment before
the onset of the chronic illness.
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Occurrence in the population
sample at a point or short period in time 1imited by the
duration of the study in the population.ie.Period prevalence
and not incidence. How much occurrence there is at the time
of the survey.

Disabilitry
The prevention of or incapacitation from
doing work or other activities of parallel signiticance
previously carried out by the person observed and normally
carried out by persons of similar age group, sex and
community grouping.



Pensioner  .:
any individual who is dependant on the
State ar industry for an income because of not being able to
work due to old age or ill health.

Household: A11 persong living an the same Tot.

SELECTIUN OF SAMPLE GROUP

Every fifth household will be included in the
study.

Aall geriatric persons in the household will be
included.

1f no geriatric personss are resident in the
household selected,the next immediate household with a
geriatric persons/s will be included.

No Control Btudy is considered necessary.

METHODS, OF DATA COLLECTION

i.Permisssion to carry out thie study will be
obtained
from all the relevent authorities.

2.Each identified person will be interviewed and
requested to participate in the study.Thereafter a standard
questionaire and checklist will be administered in strict
cantidentiality.

Each person will be subsequently examined
clinically and medically assessed in the researchers surgery
according to a common criteria applicable to all geriatric
persons .Transport will be provided.

3.Information regarfding the availability and use
of existing facilities will be obtained from the case notes
of these persons at their usual primary care centre. These
will be consulted and the relevant data extracted.

If this i not possible,information in respect
aof health and cther serwvices provided by authorities,
voluntary bodies ,general practitioners,district surgeons,or
any¥ other source, will be cobtained by communication with the
appropriate authorities ,voluntary bodies and personnel.

Where information is not obtainable from the case
notez or from the person,friends and relatives will be
requestsd to prowide the required information.
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Reducticon of Variation:

Variation will be reduced b¥:

i adherence to defined criteria,

ii» the use of a standardised checklist and
queztionaire

jiiy. interviews and clinical assessment will be
done by the resgarcher only
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RESLLTS

GENERAL

Total Indian Popylation of MarburgsPort Shepstone.

The Indian Pgpulation in the Magisterial District of Port

Shepetone is 10428,
{19853 Census)

The actual population is over 12000. (Marburg Town Board-personal
contacty,

The age amalysiz for {985 iz not yet zusilable but the (%80 Census

revealed that the FPopulation was #72%.The age analysis is reflected in

THBLE 1 fappendix).
GERIATC  INDIAN PoPutLATion Q%u .s«z?s-rmt.)sv Age (l480>.

Joe 1 /
& 3oe
2
z L
oo
ss ;‘s — — t-,s,.-_,‘, — ’w.‘«_;.—

- . . . . M 3
The Geriatric Populatlﬁn,aczmrding to the 1980 Censue was

723, which is equal to 7.4 of the total Indian Population.TABLE 2 -
CAPPENDIX, )

The Census figures for 1925 are not ret available for this age oroup.



The growth rate figure of 1,8%X p.a. applies to the wholes of
the Republic.(Mational Censue -1%83).

Moreover, in 1980 there were Y84 people from age 45 to age
54, and the total number of deaths for all ages in the last year have
been 2¥1 (Marburg Town Board).
What proportion or number now are over 55 years {2 hard to
ascertain.Mevertheless some reasonable number would now be considered

as elderly.

The Indian Fensioners
The total number of Indian pensioners in the Republic of
South Africa ie 58244 .Table Z-tappendix.)
O L8720

Of this total 42829 (724 ), are in respect of disability and old age.

{

It i= wirtually imposzible to obtain statietics for separate
Magisterial Digstricts.s total of 457 penzions were paid out at the
Fort Shepstone Post Office in February 1984 to Indians in respect of

old age and disability . Table 44— (appendix.?



Thie can be interpreted as approximately 1.554 of all Indian
Dizsability Pensioners in the Republic live in Port Shepstone and that

a high proportion of the elderly are either aged or disabled.

AGE _AND SEX
In this study a total of 457 (>S5Syears) persons were interviewed.
There were 223¢48.8X) males and 234(31.27) females.Table S5-C(appendix.)

The same table shows that between the ages of 5% yearce to 44 vears

there were 11?£g5{£f3 males and 144(21.5%) females,showing a female

ot 7 B

preponderance //Z %?afﬁff/ﬁﬂ”4¢‘j¥ ' e L

There were 148 (2&4.84) in the age group - 55 vears to 59 wearc.

(Tab] & B}Jaﬁéﬁd”um
EDUCATIONAL LEVEL

There was only 1 postmatriculant in the study while 287{ 5£.4%% had no

education or had only been up to Class Eé;ab!e %}Czﬁﬁégﬁéfiﬁ

MARITAL

;I‘Ij

TaT,

‘E

IS
There were 334 (73.5%) married persons and 114 (25.4%) divorced or

widowed persons in the study population.Table 7 ~(appendix.)



LIVING STATUS
A1 (85.%% ) of persong in the ztudy were living with a married or

unmarried child and 129(28.7%) with spouses.Table 8 -—{appendix.}

FENSIONERE M _SAME

E _POPULATION

The sample group was made up of 82 (17.%x » disability pensioners and
i¢5 (42.7% » aold aqge penszioners . Table % -{appendix>.

{Further information on income is dealt with tater in this report.)

HEALTH STATUS (Objective 1 )

EXTENT OF OCCURRENCE OF DISABILITY:

The Geriatric Population studied ,comprised &0.&8x% of people who were

pencioners either through old zge or some form of disability.
Table ?- {appendix.?

8% (19.54) <=zuffered From impaired mobility.-Table 10-Cappendix?
21.5% of males and 17.54 of females in the taotal étudy had mobility

problems— Table 11 —-(appendix) ie. causing them to be homebound ar

not.(A total of 39X
==
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Digability present 1 4&(27.84) of males and 50C(21.44) females
responded a% having <come obwious phyajca] disability present in the
total study.Table 12 - (appendix?

Applying our criteria for judging disability, it was found that 341

perzcns in the study population were disabled.Table 13~-(appendix?

This was due to the fact that they did not interpret chronic illness
as a debility as cet out in the criteria.This was not known to them.
Their perception of debility is the cause for the discrepency.
There were Z28%(&3.2K) persons over 40 years of age,ret only S0

responded that they did have some disability present.
Table 14-{zppendix)

-

DURATION QF T

ISABILITY :

Of those that responded as having a disability present,
26(84,.8%) of males and 42(34%) of females had heen disabled for
more than 2 years. TABLE 15-<appendix)

104(22.8%) were disabled for agreater than | wvear.TAELE 15-Cappendix?

In the study 147 (32.2¥) indicated that they were on no pension.

0f these 12 said they were suffering from some DISABILITY.

116 (24¥) said thery had no ilinesses.Table Z2l-tappendix?



SEVERITY OF DISABILITY:
HOUsSEBOUME OR HELPLESS:
FC10.8%) of males and PO19.2%) of females considered
themselves to have been housebound or helpless, Table lé—-{appendix.?

UNEMPLOYED:
41 ¢ &4.1X) of males and 23(48.9) of females were unemployed

becavee of the disability.Table 14 —(appendixi

IMPAIRED FEEDIMG:
A total of 34(7.44) persone had impaired feeding or were unable

to feed themeselwes.Table 17- (appendix?

WASHING:

A total of 43 (¥.44) had difficulty with washing themselves.

EXCRETIOM

A total of 34 (7.4%) persone had problems with excretion.

HEARING

&1 €132.3%) of the study group had impaired hearing or were

deaf.

™



VISION

Impaired vision or blindness was present in 129 (28,24 of the
study group.
Table 17-Cappendix?
Is is surprising that such a high number admitted to a vision aor
hearing defect on guestioning, but ignored this as a diagnosis.It
would appear that these defects were "just taken for granted" as part
of the ageing process.
The severity and extent of disability in this community is obviously

very high.

Diagnosie of their illnesses causing or contributing to their
digability was therefore considered important to ascertain and to
implement preventative factore for future, if not the present

generation of elderly.
The most common diseases were as shown in table 13-Cappendix)

It must be remembered that 116 responded that they were suftering
from no illnesses Table Zi-(appendix?

According to our criteria, 341 perszons were disabled
Table 13-{appendix?



Firgtly many patients suffered from two or more diseases, but the
first diagnosez or the most troublesome diagnoses was considered only.
By far the commonest CHROMIC diseases in the elderly population were
h¥pertenzion,diabetes and skeletal disorders.These alone made up 484
(232 cases) of the disease profile, TAELE 13 -{appendix.?

Hypertension made up 30.5% {104 cases?) of the disease profile.
Table 13-tappendix?

Diabetes Mellitus was responsible for 17.84 (40 cases), and the
skeletal disorderzs were responsible for 19.%94 (&8 cazecs) of the

e
mnrbidity/p@tg/respectiue]y.Table i3-C{appendix?
s

PO (24,34 of patients suffered from:
cardiac,BIT, respiratory,C.N.5. and vascular problems.

Table 13-{appendix’

The rest of the diseases made up only 5.7% of the dicsease spectrum.

Table 13-(appendix?



MENTAL STATE

I4F0FE.A4) persons were in & GOOD mental state,
22(20.1%) persons were in a FAIR mental state, and
16 (3.954) persons were in a POOR mental cstate

TablelSiAappendix)
ABILITY TO MAKE DOMESTIC DECIESIONS

328{71.8%) persons had a GOOD ability to make domestic
decisions , 91¢1%.%%) had & FAIR ability and 38¢ 8.3%) had a POOR
ability to make domestic decisions.

Table 18{(Appendix)

SOCIABILITY

3B0(7FE.84) persons had a Good Sociability.
74¢16.2% persons had a FAIR scciability, and
33(7.2X) peresons had a poor socciability.

Table 18(Appendix?
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MO DAMGER TO SELF &/0R OTHERS:

245¢77.4%) were considered to have been of no danger to
themzelves and to others,while $4(20.4%) had some chance of this.

Table 18lAappendix?

“CUTE EPISODES IN LAST THREE MONTHS:

(EEYY 245 SaID THEY HaD aT LEAST ONWNE ACUTE EFISODE of illness
in the last three monthse.

Table 19{Appendix)

Circumstance of Dccurrance of Disability:
Dizeass prafile by sex

The females in the study cutnumbered the males by a ratio of
almost 2:1 in regard to prevalence of hypertension and diabetes
mellitus., while the men had a higher prevalence of cardiac diseases
(S:1l13.,and respiratory diseasesiZ:l.
There was an almoszt equal prevalence of zkeletal and G.I.T. diseazes.

More men succumbed/to renal and infectious disiases while the reverse

was true in regard to thyroid , blood and vascular disorders.&ccidents



were relatively rare. C.M.5. disorders were egually common in both
SEeHES,
The low prevalence of vision, E.N.T and psr¥choneurotic ailments was

noted TABLE Z20-(AFPENDIX)

CHROMIC ITLLMNESS AND AGE: TABLE Z1-APPEMDIX
Disease profile by age

The prevalence of chronic disease in the 55-3%year age group was
70.84 , while that in the &0-&d4vear age group was 73.5% and that in
the over &Syear age group was 784,

{The percentages are almost the =ame for each group. Important for
planning future.?

An interesting aspect here was that &2¥ of the diagnoses ascertained

were in respect of persons between the ages of 35 and 5% vears old.

MaRITAL STATUS anMD DISEASE
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Table 22-APPEMDIX chows that the prevalence of disease was almost
three times more in married individuale than in widowed or divoced
per<ons.

BUT there were 336 total married perscons and 11é& total divorced ar
widowed persons in the study population. Table 7-{appendiz)

This means that 72.4% of married persons and 80.2¥ of widowed/divorced
persons were i1l in the total studr population, if they were
conzidered separately.

LIMING aND SOCIAL COMNDITIOMS

Living and Social conditions not only contribute to diseasze but also
dictate constraints on the chronically disabled.It therefore addresces
iteel+ to health status and is included here.

Their Social Circumstance becomes very apparent when their liwving
canditions and the sizes of the households are considered.

58 14,94 of persons lived in wood and iron houses.

Table 25-C(appendix?

2¢1.14y lived in shanties.Table 25 -{appendix)

ERNVIRONMENT abD HEALTH STATUS:SOCIal FACTORS

TABLE 22

The number of persons either renting or living in council houses was
202 (44,24 wi—the—sbtady-



191¢41.84 lived in their own homes.
8¢ 1,84 were living in company homes,

112 (24.5%) lived in Council Houses ]
Table 23 ~{appendix)



Rz

There were 173 persons that were renting and had some form of chronic
ailment.0Ff this group P2{(53.2¥ paid rentiincluding lights and water?
aof between R21 and Ri40 per month.

Only 15.674(27> of those with chronic diseases paid rents of owver

F140.00 per month.
Table 45-Cappendix?

Thise may mean that the higher economic group had a smaller prevalence
of chrenic illness, or that‘the scarcity of houses forced them to pay
such high rents, therefore makKing it incumbent on them or their
familiee to live together.

This in itself may lead to dependency of the cne or both parties
involuved irrespective of harmony or disharmony in the families
concerned.

—ThHig& neede to be Tooked—gto -

The disease profile according to rent paid is in table 45-(appendixy.

COMPANIONSHIP AND ISOLATION

SIZE OF HOUSEHOLDS

TABLE Z&-{appendix?

ﬁ/"-/?" AL
94,540 24%) of the study 'liueXin householde with 3 adults ar lecse.

17.9% (82 lived jn householde with 4 adults and



2 <

12.9% (5%) lived in households with S adualte.
14.2 1853 lived in households with & or more adults.

2.4% i1y lived in houeeho]da with between 8 and 13 adults.

Table 27-{appendix?

lhen the number of children are considered the problem becomes more
complicated.

247 (34 persons lived with no or 1 child.,
140¢(30.&%) of persons lived with between 2 and 3 children.

70 {13,374 of persans lived with between 4 and 14 children.

Children do not live alone.The elderly can i¥ they» so0 wished.Therefore

these persons were living with adults andAor children.

The mean household would have 2 adultz and 1 child living together
with an elderly person.Tables 24 and 2Z7-{appendix?}

Table 24-(appendix?

232050.8%) of elderly were living in 4 room houses.ie. 2

bedrooms,laungaéum dining room and Kitchen or less.
Table Z4 —{appéndix)

20 €10.9%) were living in 2 room houses,
27 {59.94r in 2 rooms and

3 ¢1.1%) in 1 room.

The remainder of 225 (42.2% lived in 5 or more rooms.



- EPIRPEMIOLDGICAL FACTORS (Objective 2)

Quercrowding is present.
This can play an impertant part in aeticlogy of disease both in the

voung and old in regard to physical and psychological diseases.

AT

It is theretore a calculated assumpticon that 232 (350.84) of the \'a;f-”ﬁu

elderly were living in 4 room houses or less with 3 adults and 1

chitd.

The study reveale that 202.44.,2%) were either renting or living in
council houses.Table 23-{appendix)

The Marburg Town Board has provided 220 (4 room) homes for the
indigent.

Of these , at least I%0 such homes are coccupied by the indigent, a

¢ predadi e

_ QOsesitts
large proportion of whom would be elderly.{Perzonal contacty,
These homes exist in two different localities and are all together.

ie. the indigent and elderly disabled and aged all live together.

. P

Their location i=s far from shops and other facilities. One of these is

however within walking distance to the clinic and librar¥i(Civic

centred..,but =t11 some way off from shope ,etc,

Bome of these houses have been cccupied by elderly couples only, and

|
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after the demice of cne of them, approaches have been made to the
Authorities re : relocation and reduction of rentals because }ﬁﬁ/
reduction of income as a result of the death of a spouse. Over S such
requests were entertained by the Marburg Municipality.
The present rents are between R32.00 and R41.00 nﬁ%ﬁﬁ%ﬁﬁﬁﬁut many find
it difficult to pay for lights and water, which brings their total
rental to ower R100.00.
—Thie—is discussed-under ecomomic-contributers -of TTT ReaTili.
‘FhEFE'wéréwﬁqiaééths and 288 -births registered in Marburg-over—the
—_pastyEar.

& new terraced housing scheme is scheduled to be ready by March 1%87

. . Lrae e o= L, A D
and will house 180 families. /7sleddiod or  eptleceqf

The adequacy or inadeguacy of these structure is decided upon by the
Authorities without consultation of the people earmarked to live in
such structures.The needs of these people are not ascertained.

The social circumstance becomes very aﬁparent when the living

conditions and the =zize of householde are considered.



LOCAL POLITICS
Local politice of the pecple playws an important part in the
epidemiology of diseaze.The elderly are torn between the Municipality
of Marburg who are part of the Government, and the people that see the
present “struggle’from a different idealistic viewpoint.This poltarity

feads to much dissensicon in the community at the expense of

implementing bazic services for the elderly.

COMPANIONSHIE aND_ 1S0LATION

#1though there were 334 married perzons in the study,

4

onty 1Z29(28.2%) were living with their spouses. ndwtf
Tables 7 and 8-(appendix?

301 (&3.974) were living with a married or unmarried childschildren.

10 ¢(2.2%) were living alone.Tables 7 and S—-<appendix?

The present dizease profile waz made up of elderly from all past

occupation groups.The present elderly were mainly labourers and

housewlves, Tahle 35.

THE IMDEPEMDAMT ELDERLY ie¢ those that caid they were not 11

m



SEX o
There were &8 males and 48 females
AGE
49042 .2%) were in the 55-%%year agQe group.
20¢17.2%) were in the &0-44 year age group.

47040.57%) were over &9 years.

MARITAL STATUS
Single persone numbered 1¢.0%%).
married persons numbered AR G 740 B

Widowsdivorced persons made up 23(1%.8%)
EDUCATION

17514.7%) of those that were not i1l - went over std 5

=

?2(85,3¥) only had education up to std 5.

ACCOMMODATION
172014.77) lived in wood&iron/shanties.

L83, 3 lived in brick houses/flats.

COUNCIL HOUSE

In total study 112 (24.5¢) lived in council houses,.
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The greatest contributor to widowerswidowhood are

b
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hypertension,diabetes,cardiac and respiratory diseases.The

unfortunate part is that the majority of sucha group will

be over S0 yeare old in such an eventuality.The loss

of

&

heal thy spouse can lead to greater dependancy on the part of

the il11, and caring for a dependant spouse in this age group

can well lead to premature stresges and strains during

lite,especially if living conditione are not

nood. WRr

/ "’r"’

TABLE &4

SEWERABE _AND WATER

Almost £401%,.84 of the diagnoses were in people with

waterborne sewerage facilities.TABLE 75

¢

P

Y9 of all spouses over the age of 50 »ears were—sickly.

no

Zé.3%4 of all skeletal problems belong to this group. Table

75

42 (12.7%) of these diseases were in people with no tap

water,depending on tanks or rivers.TARLE-?4 /3
ELECTRICITY
Al though only 56 (1&6.9%) in the study had no
electricity, 2 .
' N g @i
17¢25%y of all skeletal diceases, - Lty
S(2%.4%) of all G.I.T diseases and
2 {20%) of all cnelcuszs) /

%

make the!picturé“ToﬁR'uer? QTEE;?TfGP these people.
TABLE - 73 == N

Ay



/il though 10 persone are living alonem, there is no lack of

f e P
visiting in this community.Table 44 ,A;T&W““:v
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4ﬁ péopiewdlkh(anseaJEQ are worklng

BEE. TQBQE ¥ gl

Of thoze with chronic disease - &%9.1%4 earned greater than
R150.00 p.m. in the past.MNow 72¥ had a total income of
<R1S0.00 p.m.This may be forcing the 42 people with chraonic
disease to work.Table 30

255(55.8%) never worked prior their dizability.Table 48.

59(12.9%) ctopped working before the age of S0 years.Table
4a.

1230268.9%) were not workKing because of i11 health and
84(18.8%) because of old age.154(33.74) considered

themselves houszsewives.Table 4% .

EFIDEMIOLOGICAL FACTURS OBJ 2
ECZONDMIC FACTORS

To establish their economic circumstance, the following were
taken into consideration:

rent paidspast and present incomespensionscapital
asgsets

Fent paid:
2483 (53.2¥) paid no rent as they were living with family.

107(23.54) paid rents of under RI10G.00.
A similar Xage paid rents of over RIO0D.00.0fF thecse,
F2015.84) paid

rente of RIOI-RI40. (table Z2¥¥(appendix)



Fas=t Income:
{29(28.2%) had earned nothing or did not disclose thies.

259 ¢ 56.7%) had earned less than R200 p.m.
TABLE 30 (AaPNDX)

The majority of pensicners earned
approximately R 150.00
Table Z&-tappendix?
Capital Assets were hard to come by.But my observation was
that very
few of these people had much.
PRESENT EMPLOYMENT :TABLE 47 {(APNDX
A77(82.%%> are unemployed or not fit td work .
80 (17.3¥! are in employment.
AGE STOPPED WAORKING - TAELE 48( APNDX)
235(55.84) never worked.®
107¢23.4% =z=topped working before age 355 .
REASON STOPPED WORKIMG -TABLE 49¢ APRDX
B1{17.7%) DID NOT DISCLOSE why they had stopped working.
g (1.84) said they ahd stopped working because of a lack of

8é (18.84) were not working because of old age and,

123026.9%7 said that i11 health prevented them from working.

154C¢33.7%) were housewives.

3 (1.1%) were required by family.

Occupation and employment were assecsed not only for
ecgnomic reasons but to assess mental attitudes and future

planning.

lobhs.



EDUCATION:

The prevalence of the chronic debilitating diseases in those
who had no schocling was more fhan double than in the
persane who had been up to =td 3. Thig is clear in table

427 apndx 2

Hypertension, diabetes and skKeletal diecorders are in the
ratioc of 1:2 in the two groups.

Cardiac,G.1.T.,respiratory and vascular disordesrs are the

commonest diseases in these groups.TABLE 4Z(Appendix?

fccommodation and dizease:Table 43(appendix)
Al though this table impiies that chronic illness is less
prevalent in
wood and iron  homes and shanty dwellings, than in brick
buildings, this is not zao. Up until the last year,the majority of
the elderly
population lived in other than brick buildings.Many of these
persons have now been moved into brick council homes.

When cone compares the table below, this factor is made
abﬁndantly clear.Thie study therefore qives the impression
that there is an
almost equal chance of developing chronic iliness no matter where
one lives.It ,however doess not take into account the type of )
house that one lived in ,in the past and for what perieod.It also

excludes aftfluence as an indicator of aetiology of chronic
itiness.

From T&AELE 43,- 54 out of 73 persons living in shantyswood & iron

had chronic illness ie 74.7% and Table 44 189 (79,5 cut of 112 that



are living in council housee,had chronic illnesses.ie elderly that are
earning less than R250.00 “month.
2% PEREONS WERE NOT ILL IN COUNCIL HOUSE.ie 1%.8%

et

hypertension — 7 lived in ownsrelatives or company house
diabetes - 40 lived in as above
skeletal —-35 as above
NEED
Jwe important variables which influence need are the eize of the
elderiysgeriatric population aﬁd the degree of economic dependence of
that population.

Data regarding both criteria were obtained from the respective
Govt.Depts and from the survew.

10 people are living alone. table 8 (appendix)

214 (44.8%) are renting. table 23

107 (23.4X) of the persons in the total study were pa¥ing rents
ot

tR100 .and an equal percentage are paving rents of »RI00.00.

TABLE 2% {(aAPNDX)

When one considerse that thefe are 277 (4&0.&¥) disability and old age
pensiconers in the sample group, TABLE ${ APNDX) whose income is lece
than R200.00 per month,their degree of dependence becomes obvious.
The survey also reveals that of those people paving rents of over
Ri0O.p.m.

28.2% are living with their spouses,
and 33.4% are livuing with a married childs/chiltdren

and 12.9% are living with an unmarried child,
TABLE 32 ¢ APMNDX)

It i= considered importantto eszatablish the degree to which

individuals lived alone.Although only 10 people are living alone,the



guestion must alsa be asked z= to whether this is ocut of
necessity,becausze there are no alternatives of whether the traditional
family set up still prevails.
We =hould address ourzelves as to who needs who.

SHELTERED EMPLOYMENT :
24(5.25) people indicated that they would be prepared to work again

provided the job was less demanding on their health.

017,54 in the study were earning & wage.,tworking) (TABLE 47

and of this group 21 (4.&X) DID NOT DISCLOSE THEIR WAGE.

COBJECTIVE &: RETENTIOMN OF AGEDR 1IN COMMUMITY:

The Blaclk Community has alwars taken care of their aQed.This is
probably cultural or part of the extended +amily srstem.The gquestion
as to whether this still pertains today was addressed.

Table & shows that only 10 (2.2% of the study population

were living alone.

12%¢ 28.2%) were living with their spouses and
308 (&7.4%) were living with their families.

The study therefore shows that $3.6&4 (437) persons were living within
a family unit.

Whether this was dus to fraditian, or being observed because of need
or lack of facilities (housing in particular? was ascesced.

To answer this the opinions of the population were ascertained in

respect of:
where would they FREFER to live? (Table 313
84¢( 18.4%) preferred to live alone with their SpouUses..,and

201¢ &5.%94) preferred to live with their families.



The most interesting feature iz that only & ¢ 1.1%y of the study pop.
preferred to live in a Council home.TABLE 31 (APPEMDIXD
59 (12.9%) preferred to live in an ocah.or warden type housing.

Table 21 (Appendix)

4% people preferred not to live with their families and their reasons
for this were varied .Some of the reasons were:

-financial 117 (3.7 Table 22{Appendix)
-not accepted : 8 (1.8

—unfit s 2 (0 0.40

-0Other reasons : 1&C(3.3%)

Almost &&% of the population studied indicated their perference to
live with families.But when asked later after having informed them
that an 0.4.H was being contemplated for FPortShepstone, the ff.

responses were obtained:

0aH ESSENTIAL PREFER TOSTAY IN OaAH
YES 354 (FF.FX0 YES 170(37.2450 TABLE 40(appndx?
Al though 77.9% of persons thought that an cah was ESSENTIAL, ALL would
ztill not live in one. Mewvertheless the number that said they would

Tive in an 0A8H rose more than threefold to 170. TABLE 40
CAPNDXD

Wae this because of their initial perceptions of an ach,

or hopes of an improvement of their {(those that opted for oah’
present qualities of life or that the present generation of the
"better off elderl»" could see the problems tacing their
colleaques.The presence of empathy between and among

them made them feel that an oah would "szolwve their problems but not

their own, which was to a lesser dgree than some of their<é}ﬁpatrio£;§>
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&lthouigh 301¢ &5.9%) preferred to live with their families, the study
aleo showed that

212 148,40 indicated that their families would ACCEFRT

them living in an DAH.ie their families would not object.

But 159(34.8%) thought that living in an Q.A.H. would affect their
independence.{Tabkles 31 and 40-Appendix’

54,2 (z48) were being visited by their ciblings at

Jeast once a month.TABLE 44 (APNDX)

The number of wvisits by children other than those that they

were living with was:TABLE 446 ( APNDX )

1-4smonth 3295(&4.9x)

35 visitss/mth  40¢13.1%)

noe visits 1102 (22.34)

Persone enjoyed adequate visits at home.

~—Qpﬂ%ﬂﬁhm%}ﬂ%ﬂﬁWTﬁhg assistance Tequired—at heme """

“indiested—that the+oTtowing-wers Féquired sothat—people—could tive
easier within the-community: . | : s 56
he o %
home helps Z1¥ ; ~

uoluntary”@igta 228

meals.on wheels 183 283

sitters in 158 Table 41 55 b

EXISTING SERVICES AND PATTERMS OF USE :0BJ S5

PHC SERVICES were provided for the elderly by the Djaﬁfict Surgeoncy,

——

by Fort Shepi}one Provinuial Hoepitab;ﬁ;’%éﬁtf%n;L trpe of ce€rvice was
.';.,eln e e e bl = = =

‘qngldgdfby the Marburg Municipal Clinic and some Voluntary Commurnity

N



Urganicsaticons.
The Services identified{ﬁf'eaéh o%ﬂtheae heaﬁfh@é’ére discussed bhelow.
1) Medical Serwices are available to this population.This is merely
palliative or curative levels of treatment at no cost to the
penszioners.
O0Ff those on treatment,258 (584 received the same either at
the Port Shepstone Hospital or the District Surgeoncy.
18203% .84 were attended to by General Practitioners. The
rest were ceen by the local C]inics.Table S50.(Aappendix?
There are Z2%2(43.9%) persons on drug therapy.
TABLE Slapndx

The District Surgeon provides a permanent fixed clinic at his
rooms in Reynolds St.These clinice are operated on two fixed days of
the week,
Mo home visiting service is provided for those that are unable to
atténd the former type of service.
In the comprehensive report of the District Surgeon for 1988 it is
shown that almost 350 items of service were pertormed in the last &
monthe.0f these 100X were in respect of the zlderly disabled African
and Indians.
The distribution of services was as follows:

Main Clinic 100%

The services provided include the management of minor ailments and
fallow ups on chronic diseases.(eq.Bload pressure,urine teste,taking
Blocd samples and weighing?

Social problems are referred to the Vaoluntary Bodies.

There has been no liason between the District Surgeoncy and TAFTS



S

The cost of these services is made up of a salary in recspect of the
District Surgeon and the cost of the prescriptions, which average out

at R44.00 per script. 4ﬁ%g{ ¢

Port Bhepstone Hospital Services:

F.H.C isprovided for the elderly in the Qutpatient Dept.

In addition to this there Special Clinice held weekly for the

chronically 111 .

The chrenically ill are seen once per month or 3 monthly, with & pink
card syetem operating.

fhere is no liason with the Marburg Municipal Clinic as regards care
for the elderly.

There ie no District nursing service extending intoe the community for
the care or after care and follow up of previously admitted patients.

There i€ no Scoccial Work Dept. for those in need of its services,

The total number of outpatient attendances in 1988 was difficult to

ascertain

The services provided are of a routine medical nature and both acut
and chfonic illnesses ﬁre managed.Medical problems requiring
specialist management are referred to the relative department or to
King Edward/lentworth Hospital.This i€ done either as an outpatient or

an inpatient according to the circumstances.

22 Social Services do not extend intc the community from the hospital

or the District SZurgeon.

The Regional Dept. of Health and Welfare iz present and only extend
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AOLUNTARY  ORGANISATIONS.

their services to the Community at the regquest of the Hospital

Authorities or the District Surgeon.

“The Marburg Municipal Clinic haz a registered Mursing Sister and
1 health assistant and 2 other workers that help with the
administration of the Clinic.The Annual Report for the year ending
1985, indicated that no
Geriatric Services are rendered, but = total of 114 homes (excluding
T.B.> were visited (non—-speciticl.A totalyof ¥ patients attended the
clinic for "general care" ie becsides child health,T.B., and A.N.C.,
and family planning.

Mo pinlk card syrstem exists and there is no social worker .

The Child Welfare Society rendere a Sccial Service.
FOSA and the Blind Society assist in a small way in the field of thes
elderly,
Other womans organisations and religious bodies exist and do their
best, but these are not specifically towards the elderly.
There is no specific geriatric organisation and liason with the ]ocal
branch of TAFTA was non existent.
The services provided by theee organisations are excluéiuely
supportive and protective. There is no preventiuve component.
Recently a new geriatric welfare organisation ‘has been launched.This

is the Port Shepstone/Marburg Haven for the Aged.Liason with TAFTA HAS

NMOW BEEM established.



Alleviative measures were underztood aszs what was
cifered to the patient and what the patient did for himzelf.
What waz offerred included the Authoritieszs and the welfars
bodies.
Authorities:

&, dieakility pencion.

b. fres medical szervicsa.

[E}

Unfortunzstely thiz free medical cerwvice iz obtzinable

at s2vseral F.H.C. Centres as shown in table S50 APNDX,WHICH
do not operate on the three levels of comprehencive

levels of medical care.0Only curative aspects and control ars
emphacsiced, a2 will be indiczted under patterne of use.

The Port Shepstone Hospital and the Diztrict Surgeoncy
are overlozded witﬁ work, and zre therefore not working to
the potential required of them by thez2 chronically ill
elderly.

FATTERMS Ul UsSE

39 (1Z.%7) were non committasl in the survey zz regarde their
visits to a P.H.C. Centre.

F21 (F0.2%) vieited & F.H.C. Service atlezst once a month.,
33C(11.48%) visited the same twice a month, and

20 (4.4¥) visited a P.H.C. SERVICE between I to 4 timees =
manth.

4 (0.92) attended & F.H.C. Centre more than 4 timee a month.
TABLE 55

Interval in weeks concidered nececsary for PHC viejte

noncommi ttal = 73C 1840 TABLE 58 APNDX



S8 (7.9%) concidered | vigit p.m ze sufficient

contact with a P.H.C Centre to control their chronic
diceases.,

71 ¢ 19.85%) considered 2 wisite p.m. z& necessary,and

1t

wa

ut

220 (42.2%) thought that 2-5 wvisit optimum interwal.

57 (12.57) szid that more than % vicite were nececoary.
TABLE 54,

COMPLIANCE
Weelkke wince laset vigft to FHC Centre
Non committal — 20 4.4

17 (&9 HAD VISITED & P.H.C, centre within the last 5

£

aokz.

3% (7.7 eaid that they had attended the F.H.C. centre

within ths laszt 3-% weeks.

only B3 ( 18.&4) had been to a P.H.C. Centre in over ¢

weeks,

THBLE 57

Many <ee the need to attend their own G.P.18Z ~-TABLE 50

EAPH DK '
It was zescertzined that Z9Z perzons were on drug

therapy. (tableéﬁéPNDX).Inﬁtructiona on tae taking of

medication was gi ven in Enqlich.

Only 11(2.4%) had received ph¥siaotherapy
(Tables3-APPENDIX) .

v very =mzll percentage receive assistance from the

respective disciplinez as seen in table 43 below:

FPhysictherapy - 11 (2.4
Pzvchiatrist - 8 t..1¥
Dietrict NMursze - & { 1.3
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hzalth visitor - 3 (1.1%0
epecialict - 2 (0,450

zncial warker 14 (3.1¥2

There were no facilities zuch &s

tape aids

home helps

meals on wheels

cccupational therzpist

shel tered emplorment

day centre for recreation
that were axtndsd into tﬁia communi ty.
Congul tationz:Ctable 58 )

The feedback we got was that concultations l%ﬁted 8E
ffsidid not Know -?1 (19,74

Conszultationes of leze than % minutes amounted to 25.
T5.5%).

Congultatione of 5-% minutes numbered &4 (14¥).
181(3%.8%) =said they received consultations of between 10
and 15 minutes,

YE&(21%Y of the =tudy ehowed that concsultations lasted more
than 15 minutes.,

TABELE 5§ apndx

Procedures done at PHC CENTRE TABLE 40apndx

urine tecst - B.F. Auscult. New Ry ReviseRx

————— — g - —— ——— — e et e ot S —— e — ——— e

res 3I47(V5.9) 3BL1(8I.4N 238(32.1)  12B(27.4%) 2240494

no 110024.1) FECL S, &) 219047.9) 332(72.8) 233(51¥%)



bloodtest H-Fare
ves 117¢25.82 716,22
no340(73.4: 283(83.8

P.H.C. sLOODS DONE

bloods
Hospi tal 72 (15.8%0
G.FP. 41 (¥,04)
L.s 13 (2.8:0
Other a

Why not taking treatment
table 41 zpndx

cyeSfundi ecq
1503.33 Fil.50 ' Hosp
D.S
G.F
CLINIC
442094, 7y  450(78.3)
HOSF
0.y
G.F
CLIMIC
TABLE &S0apndx
¥-Raye fundi cther
39(12.% 13¢2.82 FC1.5)
28Cs8.10 27(5.%) 200,42
3 (0.7 2 0.4 1¢0.2%
2 (0.0 30,482

Thie tazble chowse that 7&(14.&%) wwere taking treztment

on a P.R.N basi= and that 54{12.3%) did not szz the need +for

trestment ze they did net congider themzelves (11,

fAmong other reasonz given for not taking treatment

regularly were finance, transport and attitude to the dr.

fBccess to PHC Centre

Table 42 zpndx

The majority either travel by car but & significant



number either walk or travel by hirsd vehiclas ~121414.450.
Table 52 apndx

147 (32.24> of thoze interviewed indicated their preference
to receive treatment at either the P.S.Hospital or the
District Suregeoncy.

109(22.%43 chowed their preference to be treated by G.Ps and
31¢4.8%r by the marburg clinic.

This meane that almozt 54,14 who responded to this question
preferred treatment in a place other than th hozpital or

district surgeoncy.

SR .
What are the Authorities doing about this problem.What do
they think of the service?
{What they are doing/ not doing for their disability?
It doing zomething -What_ where and under what circumstances

in terms of cost, conveniencesinconuvenience and tha
resul te?) '

I¥f not doing an¥thing . why not?.

UBJECTIVES

Alleviative measures that could have been taken, in terme
of the three levelz of Comprehensive Care.

The cpinion of the elderly population wae elicited ac
regards their requirements pertaining to health care
facilities and other needs.

AT e SRS

Table 54 shows that a high proportion indicated that there

was a need for:
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ALLEVIATIVE
The GERIATRIL OFPINION on the requirements for health care

facilities and oth2r needs were az f+.

Maore Med officers @
Specialists

0.F.D :
Wards

Mursing Staf+

Clerks
Social Worker
Uccupational Therapist
D.S

GPS

Home Help

visiting

Laundry

transport to clinic
Tape fAide

Economic #Aid

J20C70K0

413(¥2.8)

2EQL7E ., P
33974, 20
NTBCAE. 70
318CEP . &0
201 52T
A1 2(570 . 200
18841 .10
122¢28 .74
0083200
324071 .34
I04CEE. 9%
437(23. 850
A14(%0. 640

4349510

TABLE S4
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The Slleviztive Services zvailable at the time of the study
were primarily curative and palliative in terms of
Comprehensive Health Care.

ALLEVIATIVE

ACCEFTABILITY OF ALTERNATE SERVICES TO WHAT IS BEING USED AT
PRESENT

147 (22,250 Table 52 , preter tao receive their t eatment &t
the hozpital or the D.S5.
BUT the following cervices would be acceptable i made

available,

HOME VISITING 238(72.5) ...... MILL make use
mobile clinic 442(%7)

polyclinic 428 (942

Murse Operated phc centre..358(7&)

Separate +or elderly 389(85)
TAaBLE 53



//(

Aicceptability of alternative cervices:

will make uze will not uzs
home visiting 334C 73.5) 121¢25.5%0
mobile clinic 44z (Y&, 7 15¢ 2.3
palryclinic 438( 95.8% 19 <4.2)
nursee operated PHOC 288 (/8.3 $ELZL LT
Separate for eldarly 3EPCE5 .14 481 14,90

tzble 53 apndx (above



(7

The type of personnel cosidered necessary for tha
managements was considered as zn indicator of MEED.The
greater the level of severity, the greater the level of
training of the personnel required.It is surprising that
guch highly trained personnel are considered necegssary.

What is =zurprieing is that 28,74 of the individusle €aid

Dl
G

that they had to wait for 1-3 hours at the hospital .TABLE
and 11.1 ¥ stated the same time For the District

Surgeon.TABLE 59

I2¥71,.54 2TaBLE Sé - considered it necessary to visit a

P.H.C.Centre at least once a month. 57 people thought more
visits were necessary.?7® people did not require treatment.
374 (81.84> wisit a P.H..C. Centre between 1-2 times per

month.
TGEBLE 35

ACCESES TO PR.H.C.CENTRE:
3F{R.5) travel by hus
A43(% .32 hire a vehicls

TEC14.8) walk

The rest go by car.
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21 =SS T Ckd
This dissertationm pertains to the NEEDS OF THE ELDERLY as
PERCEIVED BY THEM and naot FOR THEM.The only =subjective element i my
gxamination and clinical! asszessment of patients.
OBJECTIVE 1

HEALTH STaTUS :PHYSICAL ASSESSMEMT

introduction to health status:
fiesessment of the preszent health status of the elderly and the
evaluation of the current care that they were receiving was regarded

s a priority prerequisite to evaluate their present needs.

fu

Emphasis was placed on those suffering from a Chronic Illness .
This however led toc problems of definition.

The definition of Chronic Illness is as stated in the Criteria.

TWO important questions hawve
research workers in the field of chronic illness, and how it

measured. Although the answers have tended to be idiosrncratic,
certain trends mar be identitied.

The two main approaches to the
definition of chronic illness may be described as either-

digease orientated or

disability orientated.
The former involves identification of certain diseases likely to run =
protracted course ie hypertension or diabetes.2/3
It alzo includes the definition of chronic illness as “impairment’,a
descriptive term which comprizes phrsical or ps¥chotogical malfunction
or defects.qd

However, it is frequently not the dizease or impairment perse which
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creates problemz for the person.More often these are related to the

subsequent losz or reduction of functicnal ability rather than to the
structural defectS ,the need to alter behaviour and performance &/,
and the imnability to maintain personal and economic independence./?
For these reasons, several workers have defined chronic illness in
terms of dicability, thereby taking into consideration not only the
medical aspects of the disease process, but algso the patients”
attitudes to their illnesszes, their interactions with family and
community and the seociceconomic factors involveds:s.

We muset include dependency of old age since it ic frequently
impaseible to differentiate between this and disease related
dependency in the e]derly;ﬁ claim of inability to persue gainful

emplayment by the chronically i1l person was included because it i

1

accepted that individuale attitudes towards their diseacses and their
own concepte of their capabalities,have an important bearing on their

immediate functioning and ultimate prognosis.® ii.

A3 disability orientated criteria are used to dezcribe the chronic
illnees, then identification methaods utilising 1lab screening teste,
techniques which involve perusal of hospital recorde are not
necessary.

But if proper contraol of patiente is required Sor if they have hbeen
using the facilities at their disposal is important for future needs

of this population group, then thic iz nececsary.

A We are witnessing the passing of a generation that had and do
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have o low educaticonal znd socic-economic standard, &nd poor
gxpectations of health care.
Formerly cheltered by the extended family as an almost invicible

group, they are now FORCED to make moral claims,

#1though the study may show that the elderly szeem to be
non—-complaining, I think this iz due to:

more leisure?

they enjoy the company of others

freedom from work and responsibility

enjovment of children and grand-children.

knowing no better

basking in the achievements{(no matter how simple) of children and

grandchildren
2 higher pain threshold due to past hardships

But they =till greatly fear poor health,lonliness,financial

e it &
Morbidity and Mortality: ////////////’ ?j7 ;,y cfégf/i:9f~

The high morbidity ratefLafﬁTarming.Hypertenaian, fupposedly & disease

- e

/T/x/—./ . . .
of the affluent—Formed the greatest percentage of the disease profile

problems,dependency and boredom.

in this rather "poor" sociceconomic group studied.ls thig a sign of
the =trezses of earlier years of this present generation of elderl»?
"Frustrations and emotional conflicts that begin in earlier life, shed

important 1iftgt on present problems of the elderly".W.H.O-TECHNICAL
REFORT SERIES MO.171 ppld.



The prevalence of diabetez ie digturbing, vet not significantly
Jdifferent from cther studies done b» the University of Matal amongst
the Indians of Durban.

The management of these two diseases ,together with the high profile
of skeletal diseases must be imposing great hardships on this very
poor community,living in their present environment,.

The general diseaze profile ought to present a lot of work on the part
of any health team that aspires for good control and low mortality and
detefioration of these conditions.

The obviously low prevalence of the anaemias,urogenital,malianancy,
vision and hearing defecte needs to be further invesztigated.dre these

i

1]

eases taken for granted ae a aprt of the “natural’ ageing process
or are patients not made aware of these conditions,with more emphasis
being place on the more sinister diceases.

Meurocses are a rarity. Are these not being diagnosed or are they too
Just accepted as part of ageing.? Are neurotic conditions really =
rarity?

The low incidence of accidents and dependency of old age may well hear
this out.Or iz it the close family unit that prevents thig.?

The underlying factor that peratine to this community iz the close
Winsghip that is apparent in the study.The family Kinship and lack o+t

icolation brings =sanity to this population despite the difficulties

that are present.

Thiz wunfortunate generation show a very high resilience to pain and

suftering.Thie is bscause they havz been subjugated all their ljves
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and Know no better.This may even be better than what they have always
endured in their early lives.
The close family ties and eeeing their aspirations bearing fruit in
the better guality of life of their children and grand children may be
a driving force for this generation, whom we are seeing through our
vounger eyes and making;aasessments tor.
The majority of the elderly are picusly religicous.lt may be that thier
religious philosophies make them non—-complaining.

Notwithstanding &l1 thie, do they really dezerve these ‘hardships’?

The severity and duration of their disabilities is an indication of
the extent and circumstance of the plight of this generation studied.
It would take a mamoth team of dedicated health workers to ameliorate
the degree of their suffering.But is this the case as it pertains
today?In the ensuing pages I hope to find the answers to this and ta
suggest preventative measures lest the problem worsens for future

elderly populations.

Fension Allocation:

come in the study , CLAIMED TO BE DISABLED AND YET NOT ON ANY FERSIDM,

deserves loaking intoc.It i€ an indicator that a better

i)

retem of
disability pension allocation be investigated.

The persistent re-appraisals of pension renewals must be undertaken in
a better manner where no stresses and anxieties are transmitted to the
grantees.This in iteelf leads to premature "ageing" and the

development to neuroses,
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It sl=c leade to loss of status in the elderly, and this “uncertainty
can lead to their being exploited for'fear of losing their pensions.
The elderly are naturally suspicious.This is the reason why the
eliciting of data for this study was so difficult and may be

criticiced in several recpects.
C). COMMUNMITY ATTITUDES

"A11 would live long,but none would grow old" {(Churchill?,epitomices
the "ambiguity and dubiety" with which we think about ageing.COur
ATTITUDES towarde the elderly is one reason why the reactions of old
people may be more closely moulded by the environment than by
intrinsic changes.

The appearance of symptoms such as
nervoucnese,irritability,depression,outburstse of znger,personality
change,apathy or withdrawal, in the YOUMNG are regarded as definite
indicators for peychotherapy.In the elderly» they are frequently
considered as par for the course of old age.Carp perceived these not
as cigns of old age, but as indicatorse of difficulties of adjiustment
since both the young and elderly find themselvee in the position of
alternately seeking the favours of a society, and finding it

hostile.(Carp F.M. 19249 JOURMAaL OF GERONTOLOGY 24:2

Alleviative Measures taken:

Evaluation of current care.:

What peercentage receiving optimal care.?



bihat pecentage receiving any care at all?
lJhat services are available?

Patterne of use of these services.

Theze questions will be answered under * existing services for the

elderly¥’.

There are many problems of care evaluation.The results must be treated
with caution. ‘

Muet attempt to Standardise the doctorfs azsecsment of " optimal
care".lt waz considered that the essence of clinical medicine allowed
~for flexibility in clinical judgement, and that it would not be
possible to provide rigid,standardised criteria indicating which
particular digsease with which specific problemz should be referred to
which services.It was therefore impossible to avoid bias during
thiestudy.The limitations which this imposes on the data muset be
accepted.

Any doctor’s approach to a given medical problem will be coloured by

his training and experience,

The alleviative measuree that were taken as zeen in the study,were

primarily curative.
OBJECTIVE 2: AETIOLOGY epidemiolcogy

Information concerning:

class differences In i1l1-health
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differential utilization of med . facilities by differsnt groups,
regional and class differences in expenditure on health,
are all important in building up a general picture of helath, illness

and medicine in our society.

korking clase people die sooner, and generally suffer more ill-health
than do middle class people.Distribution of income and patterns of
workK and consumption— may explain these differences.

Qccupatianal risk factors do not account for all the morbidity and
martality.

“Increaced rates of morbidity and early mortality among the wives of
male manual workers remain un explained." This too was the caes in our
study.

Thie study shows thie preponderance of chronic atiments in females

W

al=o,

The exact cause i€ not Known.

But most important: we must not forget to consider in depth the
BROADER ROLE OF MECICINE IN SOCIETY.Failure to do so ends up accepting
& particular view of csociety and reinfoces widelw held beliefs about

the role of medicine in our society.

We muszt understand the political and economic structure of the medical

care system., and its relationships to the wider society.

Industrialisation led to tremendous improvement in average life

expectancy for people.But this ‘development’ led to an exploitation of



the underdeveloped world,which was damaging to the health of thece
people, and it created new health problems,many of which are only now

biwcoming apparent.

Some of these differences derive from

physical proximity to the production process.

Workers import dangers from the worKplace to the home.

they are more likely to live near industrial plants znd
thereforeto be more affected by pollution and industrial wastes.
But al1 this is not ehough to explain all class differences in health

and illness.

The distribution of i11 health in our sociey broadly folloaws the
distribution of income.Those with lower inceome s tend to have higher
ratetsz of morbidity and mortality for & no. of reasons.In our society
INCOME is a major determinannt of the standard of HOUSING
indindividuals and families can cobtain, of where they live , of their
diet, and of theéir ability to remain warm and wellclothed.All of
these factors are significant for health.Moreover the quality of life
¢ and therefoere of health) is increasingly inffuenced by access to
the goods and servicvee provided by the State.

We have seen the diverse opinions regarding old age homes and family
expectations within an inherent concern for the “good” of their
elderly,no matter how poor in this study

Evern where these are in principle dietributed on & universalistic

bazis, in practice they are allocated neither equally nor in terms of



need.For example ,children of unskilled workers are tikely to receive
an inferior education and therefore to go on to low paid and probably

dangerous Jjobs themselves.

Little zense to demand more med care without recognising the need both
for a critical evaluation of treatments currently in use, and faor a
greater awareness of the social and economic procesges involved in

their development and continued use.

.Ecoromic, family and social, and vocational
factors inuoiued in the process of transition from diceasze to
disability are apprent in this studyr.

We mut be able to recognise the needs for this population although
they themselves do not see this.However, thece needs must be
ascertained by them or with their co-operation and not by us or he

authorities zlone.

It is essential to define early groups at riek of chronic illness

and the contributory factors to ill health betfore providing services.
&l though not much can be learnt zbout the intangib]e'ageing pFrocessec
from this study,it can be hypothessised that,environment,poor early
economic circumetance and living conditions eventually lead to a
"deprived" generation of elderly who become =asily prone to
digability.

Foor education and lack of insight to causative factors leads a
population to early disability and poor pre-retirement planning sees

them i1l equipped for such an early eventuality.



For interception need:doctors,social workers,financial relief

community nurses,voluntary agencies, and institutions of care.

Improving health status:

Mot receiving Rx because of:
unfavourable attitudes towards their disease or
towards the services provided and that
motivation ie reqiured
emphasisegs the need for doctores totake into account the
psychsocial aspects of chronic illness, and not merely the physical
compohents2S
The Commizsion on Chronic Illness 7 estimated that over 304 of
severely disabled chronically i1l persons required some change in
their attitudes towarde their physical and mental condition, this
need increasing with i

IHNCREASING AGE.

0BJ. 7d Improving health status:NEEDS

These are some of the basic needs pertaining to our Community.This
leades to the advantages of Keeping the aged within the community.I4

these pre-requisites are not met, then what?

Mr Cowant¢ Human Sc. Research Council) ztates that the e#lderly had 7
basic needs, which could not adequately or satisfactorily be met by

conventional institutions for the aged - they being:-



- Security of tenure - aged dread being forced to move

- Physical Security - elderly cannot defend themselves well

against zmugglers and burglars.
- Comfort which includeg privacy, gquiet and warmth
- Provision of at least one meal a dar.

- Commpanionship - the aged loose their feiends and.
colleaques az the vears go by, and

their mobility tends to be restiicted.

- (Occupational interest in the form of hobbies, gardening

and sssisting members of the Community.

ACCOMMODAT I OM

Dr Cowan lookKed at the whole guestion of providing appropriate and
affordable housing for Senior Citizens and in great detail describes
the concept of providing retirement centres, which allowed for

unitsunite for the aged.

Four types of accommodation that were coneidered basic to a zuitable

housing scheme are described. 1 doubt the first applies to us.

2. Flates let to residents.

Z. frail care facilities providing accommodattion for full time and

part time nursing care to residents; and;
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4. & SERVICE CEMTRE providing a whole ranged of services for the

centre and for the aged in the neighbourhood.

He pointed out that the solution is increasingly being seen to lie in
the building of retirement complexes which provide four basic

facilities.

- Suitably designed cottages or flate owned (in one of

various forms) by older people who have financial resources.

- Flate epecifically designed for elderly pecple- let to
resident=s. HReferred to as cateqory a residents by the

dept. of local Govt. and Housing Workers.

- A frailed aged Complex - to accommodate phrsically and mentally
infirm residents needing care and nursing. This unit alsc provides
emergency medical assistance and where necessary,personal physician

{category C patients)

- f Service Centre - which provides a whole range of
services including meals, laundry physiotherapy,
toot care, hairdressing, library, entertainment, recreation,

spiritual heip.

- Recreation, spiritual help.

- HOUSIMG

Housing was conisidered from two aspecte wiz.:



providing for the dizabled

as a causative factor of chronic illness

Providing for the diszabled:

This study found the following reltevent ftacte:
i{.Projection of the number of aged for the next few years
births ve deaths

influx due to industrialisation

Z.The present number that require housing.
3.0vercraowding is more of a problem than isolation.
4,.Finances were inadequate to pay the present rentale.
5.Table 3%a shows the feelings of these people about the houses that
have been provided.iOnly 5 are happy¥??)
&. The locality of the present housing for the indigent s#lderly and
its limitations.
¢“.The following personal data abaﬁt the elderly:
a. that 63.7% of the study population were either old age or

digability pensionere with an income of less than R200.00 p.m.

b. 19.54 suffered impaired mobility problems
C. 3%¥4 had mobility problems.

d. 7 males and 10 females were houszebound or helpless.44 males

and 23 females were unemployed because of their diczability.
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2. 24 had impaired feeding problems.
£.4%3 were impaired or were unable to wash themselwves.
g. 34 had problems with excreticn.

h. 190 had either & vision or hearing defect.

Cauzative Factor:
The general housing thortage has resulted
a. in general overcrowding

b. unhygeinic shanty towns with no services

refer table wux
c.aenerally high rentale
d.lack of privacy

e. dificulty on the part of the disabled to cope with their

physical inadequacies.

f. inadequate environment ja prevent the deterioration of

their chronic illnecses

0. premature surfacing of chronic ailments in potential
patients that could be prevented given the correct

living circumsetances.



h. zn incorrect interpretation of health in old age by the
vounger generation leading to a "don’t care " attitude towards their

own health.

0l1d people , by nature, are loath to leave & familiar home,.

Therefore in trying to improve the Health Statuszs of the elderly,
these factors must be taken into account before embarking on what we
think is right for them.

The moet zuitable solution may be "cluster housing”.

Thesze units should be designed "toc accommodate the psychophysical and
social needs of both physically fit and handicapped aged people,
whether single or married.(Macagnano)Dr.Macagnano has concentrated on
"decign criteria which would offer a minimum floor area and at the
game time,ensure quality of design..."The proposed unit "offers great
flexibility through the use of ‘combined activity ¢ spaces and
equipment, and by immediate response to psychnphysicé] changes in the
occupante."Thie alternative "zllows continuity in living conditions
and the individual to retain basic human needs such as dignity,the
tendency to socialise and the search for privacy and independence for
as long as posible."This enables greater mobility,independent linving

and a mor “normal” life.

With the above in mind and the Krnowledge that the elderly Indian
population hold a very strong family Kincship,it is futile planning
accommodation for such a population,in the hope that the provision of

a roof is all that they want.They want a roof with the rest of the
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family.Planning and views on houging must bear this in mind.The
elderly must be accommodated within the communit», and within the
family.It is futile planning to circumvent housing needs in the
community by separating the young and the elderly.This will oﬁ]y lfead
to Qreater hardshipe to both the young and the old.& compromicse
zituation must be attained where the two gensrations are accommodated
cide by side, and yet independent of each other if and when the
OCCasion arises.

The pregent system of separate for the elderly imposes many problems
for them,.and ie reduobled when they try to solve problems alone.Eg;
Bringing in relatives becausze of lonliness/family tiee, to & house
that is not modifiable to accommodate the excess needs, threby causing
an inconvenience to all concerned.If this were accounted for, by the

planners,life would be much easier for all concerned.

Flanning for such a echeme, involvesz a whole team, not only of
builders, but of health per=zonnel ,family planners,social workers and
similar personnel orchestrated by the Authorities themselves.If this
i€ not done, then we are only planning in & vacuum and will solve

nothing in the long term.

EXISTING SERVICES:

Man» different szervices are invalved in providing health care for the
elderly.The failure of these services to communicate effectively with

each other about common patients is cne of the major defecte in PHC



THCKLING these NEEDS involves MOLUNTARY COMMUNITY ORGANISATIONS

AND the AUTHORITIES.

The question which face a voluntary organisation are 3

1. Is there a need for us 7
2. If so what zre the specitfic needs 7
3. bWhat are our resagurces 7
<

4, Which of these and how much of these can we mannage 7

5. What are we qoing to do about that which we can’t manage?

The answer ta the first question ~" Is there a need for Us"? - is both
gacy and difficult, There will always be someone needing »our care
£o the answer is yee — but the difficult guestion is "are there not

other care groups who need us more" If the answer is yes & group must

then decide whether or not it iz willing or able to attend to these.

We need to know what is the need - and here we need two answers - how

much and what type.

These are not easy to get -so how do we find ocut 7 There iz no
perfect way but we in practical terms don’t need perfect answers -

Just answers to point us in the right direction.

We need to Know if they need us and in what wav - and this is the

difficultt part.



Thiz iz where we must accept that woluntary organisations cannot
function in splended isolation. fAlone we can't find this ocut - and
here we come to a zensitive topic. We are all, to & greater or
lTeszer extent, Individualists — and voluntary organisations are also
like us - ther like to preserve their identity and I am all for this.
But we should be careful not to regard our area of work or the
population we serve as our own ﬁeraonal preserve. It can easily be
confused whether we are serwving the community or whether they are
serving us. I belive we should share our knowledge and welcome
input from other organisations so that together we can more fully
cantribute to the needs of the elderiy.

But why is thié not alwars the case ? Again I belive this is partly a
result

of our isolation from one ancother,

The reason is quite cimple— lack of endeavour of co-ordination . There
is little more disrupting than to have one organisation moving in on
an area served by another organistion without prior consultation.

This leads toc confusion of the elderly and wasteful duplication of
services,

To find what is needed we need the help of other organisations.

They can be vizited, determining whether they want our hetp.

Prot. Arbuckle of the University of Matal believes that we need above

all else to achieve these ends:

l. Liasion and co-operation between 1ikKeminded organisations.



2. A reqgister of elderly people in need so we can sensibbly direct our

resources so that we can best serve them.

The next stage is to look at our resourses in terms of manpower,
material ,machines and money, and decide what we can do properly and
reliably — and then set about it.

But a word of caution: Beware - liaison and co-operation can mean
"ROSEY J(Prof.Arbuckle?

This i€ not the intention — co-operation and liaizon does not mean
COMTRDL. Each organisatin should be autonomous in what it does in
providing care and how it uses its resources. If any big brother

cog—ordinating body tries to take these rights away from ryou, resist -

a

Hi

. unless this autonomy i= maintained, interest wanes at the local

level and it is likely that the organisations life will be short and

unspectular,
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GEBJECTIVE 7oy alLLEVIATING- THAT COuln WAl BEEM TAKEM - TDEAL

Slleviative mestures that have been takern, and thoose that
cauld have bean taksn, in terms of the threz lewegls of Comprehensive
Care,
fue the right peaple receiving the right care from the right services
at the right tima?
Consider promotive and preventive cervices?
fre thers primary preventive pragrammes which are clearly dzfined,
e .infectious diceages.
Iz thz care provided — too Tittle and too lTats?
Digeaces where levels of intervention have been identified:
Eg. Ischaemic Heart Dis.-
Ic implementztion of this information poczible?
Should actually =ztart in childhood.
Secondary comprehencive care = Ezrly diagnogis and prompt adequate Rx.
Tertiary comprehensive care = Rehabilitation

Theze often overlap in chronic illnecs,

1

The role of screening programmes in controlling chronic illness has

&

nct yet been fully evglusted 7. 7o [Commiccion on Chronic
IMlnezs01¥875:Chronic illness in the United State=z,val
4.Cambridge Mase.Harvard Univereity Frese, ]

[Kuller,L. and Tonaszcia,S.¢1970) :4rch. 2nvironm. H1th,21,856.1

NE ~Watch if TB,Hypertencion, Diaketec— could not have been detected



carliar.

Thue preventing long term illneccec becaming chronic illnesces.
The Commission on Chronic Illness{refer above) 7. estimated that
while the preventive potential of chronic iltnees decreased with
increaszing age , overall, ths progresszion of 40% of the chronic

illnecczee identified could have been retarded.

In the study by Trussel and Elmson ¥ of chronic illnesz in a rural
area, it i indicated that =zecondary prevention was Judged to have
been pozzible in & zubztantial proportion of casss in practically
every major claseification of dizeace.

In thz prz=sent study it iz difficult to gquantify the amount of
chronic illnesse which might have been prevented.

9= Trussell,R.E. and Elmzon,J.{175%2: Chronic illness in the United
Statec,vol.3.Cambridge ,Mass, :Harvard Univ.Frecs.

However, it i3 likely that whereas czrtain of these diseasez may not
have been preventzble zt a primary level,early diagnosics and adequate
treatment might have prevented them from becoming chronic
illneseces,.Thie would have been true not only in termes of the
progreesion of the diszeases themzelvesz, but alzo in termz of the
cecondary psychosocial effects, repercussions, of chronic illness.l0
10 =Ples=,1.B. and Roghmann,K.J.{(1971:J.Pediat.,??,351.

What they are doing” not doing for their dicability?

I they are doing somszthing - What, where and under what

circumetances In terme of cost, conveniences/linconvenience and the
results are prezent?
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1f thew are not doing anything —- why not?

Role of patient in Chronic Il1lness:

The patient haz & much greater contribution to make in chronic
illnesz, as opposad to acute illnesz.

In many instances,like coronary heart disezse,it iz the potential
patients who are responsible for the individual decisions neceszzary
for the prevention of illness. In general, affected persone are , to &
large extent, responsible for assisting with early diagnosis, for
ensuring that Kx regimens are complied with, and for accepting their
dizease< once a latz stage has been reached. The attitudes of
chronically i1l patiente are of paramount importance as far as the

outcome of their disease i® concerned.?,24,32,33.

Primary Health Care ie provided for the elderly by the D.S and the
Fort Shepstone Hospital.The Marburg Clinic only sees geriatric

patiente from & curative zspect.

The provicione and utilication of inctituticnaliced care will have z
considerabls effect on the prevalance, epidamiclogical
charzcteristics, and care facilities for non institutionaliced chronic
illness in the community.

In general, the relative zbsence of care heing carried out
in peoples homes, would suggest that either chronically i11

indiwliduale zre being unnecessarily institutignalised or that the

community services are not being effectively mobilised to provide the



nececeary community care for homebound individuals.

Concern has been exprezsed about the inappropriateneszs of
much institutional care ,several studiee indicating that a large
proportion of those perszons institutionalised do not in fact require
thie type of care.l195-18
15 =Davis,J.W. and Gibbin,M.J.{1971): Amer.J.publ .Hith,&1,1144..

14 = Dunlop,B.D.{197&3:J.chron.Dis.,27,79.

1?7 = Mauer 4R.,Weitzner,M.and

Muller ,J.N.{19882 :Aamer . J.publ .HI th.,58,2111.

18 = Wiltiams,T.F.{1973) 1J.émer .Med.fiss. ,226,1332.,

It haz also been emphazized that it is clearly unrealistic
to recommend the clocsure or phasing out of chronic care
institutions,as is taking place regarding chronic mental illness in
Britain and @merica ,1% unless adequate services are provided in the
community.Ilt would appear from the results of the present study that
facilitiee in the community are unsaticsfactory, either through
inadequate provision, or through inadequate utilization, or both.Mot
only would exiseting services have to be augmented in order to
accommodate more chronically i1l persons in the community, but is
likely that intermediate care facilities would need to be provided to
act as a stepping stone between the hospital _and the home.15,14.

That the aim of care should be directed towards retaining
people in the community hardly needs to be re—iterated.11,12,20.What

dogs require emphasis however,ie that if chronically 11 patients are
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to be retained in the community, there must bz adequate prevision of
the necesesary facilities.The people and the profession must be made
aware of these services offered.

There i€ a need for hospital-centred medical personnel to
become more community orientated.13,a need for doctors to hecome morz
aware of the unique problems associated with the doctor-patient
relationship with regard to chronic illnesz,23-28, and a need for an
adequate orientation towards total patient care,something which
differs considerably in chronic illness when compared with a
cymptomatic or acute illness orientationyi0,22,23.,it requires “a
shift from the concept of sick care to that of wel] care”’ 27
MOST &PPROPRIATE TYPE OF SERVICE WITH REGARD TO NEED, COST abD
ACCEPTABILITY
THE most appropriate service would he:

established by one Gowt. Dept.
delivered by one Health Team -Geriatric

be the responsibility of this one Health Team for all racial
groups

to work cutside the Hospital - to decrezze work load

deliver the zervice with least inconvenience ta the aged
alleviate the woes of the zged ~not only with medicatiaon

prevent deterioration of present i11 hesalth by superviszed control
prevent complications and further illness

alleviate =stresses such as isclation and financial and insecurity

inculcate dignity intc the ageing



Make them fe2l worthwhile -shzltered employment
Home wisits
Day care centre
mezlz on wheels
Home hzlp
Good housing principles
Transport
Clubs
community involvement
housing
hospitél - short term unit
totally dependant
retirement village— for those that find extreme difficulty in
remaining in the community.
This unfortunately is not practical at present.
The Indian aged are mainly resident in Marburg which has a municipal
clinic.
The aim hﬁw would be to :
implement as many of the above as possible
remove the precsure from the hospital and d.s.
implement the pink card system under proper supervision and with
the patients’ approval
remove the uncertainty from the patients that their pensions will

be withdrawn if they do not wieit the correct phc



eestablicsh lizson with the gpe znd other phcs to reduce cost of

management to the patient
cducate the family and win their contidence
reassess the efticacy of the municipal clinic —geriatrics
reassure the health team that their Jjobe are secure and that no
trespaszsing will cccur for monetary gain, but that the changes
are in the interest of the zged.lVhise will circumvent & 1ot of
human error which can b2 rationalized to the detrimsnt of tha
patient.
Muzt be zble to recogniee the needsz for this population although
they themselves do not see this.
Interception of factorz in the Community:
Delay normal deteriorative progression as much as
possible,
Delay institutional or hospital care for as lang
as possible, perhaps avoid it altogether,
and when it doee occur, reverse it and
rehabilitate the person back into the

community.,whenever possible.

Inztitutionalisation, if it bscomes necessary,
thuld be brought ae near zc poscible to the end

of Tife.

Conzideration of the appropriateneszs of & Service must take account

of:



i. Its ability to catisfactorily manage the majority of patients
health needs
F.its accecssgbility to patients
3. itz acceptability to patients
4.ite cost efficiency in terms of delivery of health care.
Sheltered employmant:

In view of the recommendations for eheltered employment, and
the fact that severely chronically i1l patients were assessed as being
able to return to work if less demanding cccupations were available,
it iz considered that a more detailed evaluation of theg attitudes and
cpportunities for the employment of handicapped persons in S.A. ic
warranted.

Congidering the ftinancial implications of unemployment, it is
important that every encouragement and opportunity be provided for
those persons for whom it ie considered that employment would be
possible.Thiz will necessitate education and motivationof the medical
profession, the chronically i1l persone and their repective
emplovess.
FRIMARY HEALTH CaRE.

Keith Thomson hae referred to P.H.C. Services for the elderly as
"a sleeping giant".,..Concern iz being increasingly expressed that
Frimary Care for the elderly ic not measuring up to what i= expected
or required.There are many resons for this, ...not least the crucial

deficiencies in other Key cervices; qood practice in one sector is



7

only possible when others maintain similarly high standardz.It iz
undeniable that Many DOCTORS NOW ESTABLISHED IN GENERAL AND HOSFITAL
PRACTICE NEVER RECEIVED THE IMSTRUCTION OR INSPIRATION IN CARE OF THE
ELDERLY as in subjects such. as Pediatrice or chstetrics."l hope that
the giant can expect a pleasant awakening."{J.G.Evans,The Care of the
Elderly in General Practice.’
Provicsions must be made tor the elderly under the following cateqories
and should not be assessed as one age group with similar needs:

The fit & independant elderly

Those in need of some assistance

Those relatively fit but are no longer able to remain in

the community

The chronically digabled either physically ands mentally

Information =zolicited:
{.Total Elderlyw

Pensiconers

Mon pensiocners

Disabled

Frevalence of Chronic illness

fAge

Illhess by zge and sex
2.bisease Profile

Single

Multiple

FAccidente related to chr {11Rez=



3

4.Mo of illnesses rzlated to accidents
HBEducation level

&.Incoms

Z.Dwelling

B.Rent

w.Uccupation pricor to illness/dizability
10.Need for sheltgred employvment

i1.I1lness ws disability

PATTERNS OF USE UF FACILITIEB
Chronically i1l persons currently receiving care
Chronically i11 persons not currently receivibg'care but who

in the past received care.

APPROFRIATE SERVICE

xE The danger facing the elderly may be the consenéus view that may
turn elderly people into paszive,suitable clients for the Welfare
State.The zged are avid consumers,not so much of materizl goods, but
aof social and institutional services.Scociety devotes large resources
and much talent to prolonging human life,but fails to provide
meaningful social roles for older people.To engage in social welfare
programmnes may mean the lose of ability.to ectablish one’s own future.
“We must involve the aged in a lifelong creation of a future, and
thinkKing about ageing must be a thinking about living." GPBook

Mo asszessment of the care of the elderly is complete without a

simul taneocus evaluation of the proviszions of services.We must assess



how sffectively thesz are utilised.

UTILISATION OF SERVICES

Eztabliching the environment of the patient by Social WorkKer.
Education of the patient about their disease.,,side effects of drugs,
follow ups are an essential factor in the prevention of the early
onset of the sequelae of Chronic lisease.The time interval will vary
individually.But patients must not be given the impression that follow
ups are a pre-requisite to them being on pension.This inculcates
uncertainty and fear,the very stresses that we are supposed to
eradicate.

To decreace the work load from the hospitalsd.e ,the mumicipal clinic
should be utilised via the pink card system.

Home visiting by District nurse

Provizion of transport to clinics and penszions

Establishment of a Day Care centre ,Meals on wheels,Sheltered
emplorment.,recreation

Working as a TEaM

Mot discouraging patient from seeking assistance on NMON-CLIMIC DAaYS.I+
the patient is properly educated, there will not be an abusze of this.
Patients chould only be zeen at one PHﬁ Centre.The overlap that exists
is costly.

The lack of liason between the PHC Centre and apeg is mlsc costly and
sometimes can be fatal to the patient.

Frimary Health Care is provided for the elderly by the D.5 and the



Part Shepstone Hospital.The Marburg Clinic only sees geriatric
patients from a curative aspect.

In Durban a Home Visiting Service i provided for those that cannot
attend the Clinic.In addition the cervices provided incfude minor
ailment service,

the routine monitoring of illness{ B.FP.,urine tests,taking blood
samples and weighing?,pedicures and heat treatment

sddington Hoepital:

. In addition to the ocutpatient cervice,a District Nursing Service
iz provided for aftercare and follow up of previocusly admittad
patients.A Social Work Dept.ie also available.
Westwille: a once weekly clinic at which the " pink card" srystem is
used.Home visits are done by the Sister in Charge.
Queensburgh: Once weekly geriatrie clinic.

Foot care.by Chiropodist-monthly.Feee paid by the
Lians.

Fink Card Srcstem and Home vigite.

Kingsburgh and Amazimtoti:

Weelkly municipal geriatric clinic.

Fink Card System

Community Servicee eq entertainmentt ,games and
craft,competitions—~ by Welfare and Community arganisatians.

Cost of Services 1980: ¢ for elderly/qeriatric)



Durban tR&4,731.00 (D.S.0

’ﬂddington tRIR&0551 .00

Westville R2874.00

Queensbhurgh 1 E7734.,00

Amazimteoti Rz24%0.00

Kingsburgh R3748.00

Fine town R7S01{ .00 ref.Arbuckle FProf.
Marburg Toawn Board receives/spends approx. R142000.00 p.a.,in the
Clinic.0f this amount only approx. R47,000.00 is cpent an
Comprehensive Medical Care,mainly family planning and child care,since
EP3000.00 of milk sales ie included.In the tast financial year 171
geriatric patients were seen for minor ailments.

Uze should be made of nurse clinicians specifically trained in the Mx
of chr i11 2¥-31.

Czusze of problems:

financial

pensions too 1ow

Family Helpersc:

The fear of becoming dependant playse a major role in adijustment to old
age.Family Helpers can do much to minimise thie anxiety and to give
them a feeling of independance and an assurance that they are able ta
carry on in the presence of warying degrees of disability.

public health measures must be coordinated.

Home visfting by District nurse

Frovision of transport to clinics and pensions



Establishment of a Day Care centre Meals on whesls,Sheltered

employment.,recreation



RETEMTION OF AGED IN COMMUINITY-GBEJECTIVE 4

That the aim of care zhould be directed towards retaining people in
the community hardly needs to be re-iterated.i11i,12,20.What does
require emphasis howewver,is that if chronically i11 patients are to be
retained in the community, there must be adequate provision of the
neceszary facilities.The people and the protfession must be made aware

aof theze services offered.

In thie study "emphasies was laid on the principles of maintaining the
old as far as possible in their own homesdwith domiciliary assistance
whers required? and reintegrating them into the community as soon ac
possible after any essential period of treatment elsewhere.”
"Increased application of these principles could be of advantage to
the aged and could relieve pressure on the health and welfare

cerypices." W.H.Q.

T he Black Community has zlwarse takKen care of their aged.This is
probably cultural or part of the extended family system.The question
az to whether this =till pertainz today was addresszed.

¥result ¢ if no — what are the constraints?
In thise study it was evident that the mejority of the elderly were
not only living in a family set up but alsoc PREFERRED to do so.

What wae cignificant was that while $5.4% of the study population were

actually living under a family set up, only 54,3 PREFERRED to do



co.When we consider the further 12.99 that PREFERRED an 0OAH, then the

zjtuation needs to be Tooked at in depth.

What prompts an elderly person to leave home?

44.4% noted that their families wnuld not OBJECY , but weuld accept to
their living in an OAH.

22,34 were wizited by children other than those they were living
with lezs than once a month.

Why would €uch & high proportion of children allow their parents to

leave home?

Ever so often a GP_ia sanwiched between a family» that requests

transfer of a n i11 patient and the hospital authorities put up their
shutters and refuse admission.At & great expense that they can never
afford without getting into debt, the patient iz admitted az a private

patient.,because of the social conditions at home.

All thiz sounds rather paradoxical.

LACK OF INSIGHT:

It is always important to Know why it becomes neceeszary for an old
person to leave their own home, in order that social breakdown can be
prevented, or delaved.Sanford{(Sanford J B & 1975 Talerance of
debilityin elderly dependants by supporters at home:its significance
for hospital practice.BMJ 3: 471-3) pointed out that too little

gsigniticance had been paid to the patients” supporters, who are in
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fact the hub around which the patients ° future depends?.The problems

encountered by principal helpers and supporters are:

-dependent behaviour patterns
—limitations in the supporter in relation to the patient
-environmental znd zocial conditions.
canfords® study showed that three most intolerable features in the
elderly were:
sleep disturbance
immobility problems

daytime wandering.

In relation to thie zituation , the SUPFORTERS’ own limitations showed
up as

restriction of social life

personality conflict=

anxiety and depressian

embarassment

It i= therefore important for the health team to forsee a breakdown in
the principal helper or at least be aware of it, for thiz mar be THE
REASOM FOR LEAVING HOME BY THE ELDERLY.

1t is remarkable how people with numerous phyrsical defects can
centinue to live with support at home" GP ppz7?3

GPpp273 “"patients will recognise the need to enter sheltered housing
because of frailty, and will reguest it.My experience notes that such
requests emanate more from well Kept homez, than from thoze in whom if
ie= more patently obvious that management has never been a strong

virtue."



This is in Keeping with this study and becomes even more apparent when

the socio—economic factors are considered,

GENERATION GAP:

"It is axiomatic that, in the management of old people,the doctor
should envisage them as members of families.Tht family mar be
deceased,but is not dead in the mind of the patient."GFBOOK PFP27I1
The older generation =till believe in the notion of the extended
family.The home to them envisages articles,belongings and other

"paraphenalia", which all enshrine the memory» of relatives and

pleasant moments in their lives.

Younger members of the family cannot understand why mother will not go
and live with them, and prefers to do her own cooking."Living apart
does not affect the cohesion of the family, any more than the fact
that a family Tiving together under one roof guarantees harmony" GP

FP271

Lack of SUPPORT at home:

Although family size may be declining( c+ tablesy,

more woman are working

madern housing is becoming unsuitable for multi—-generation
cccupation and

adulte are more mobile

increased tongevity may mean that one =lderly person is left
responsible for an old age patient.

there is a lack of social care =ervicesz hoth to the patient and

the family support team



HOUSIMNG:

madern housing ie becoming unsuitable tfor multi-generation cccupation
and

SLUM CLEARANCE PROGRAMMES AND NEW TOWW SCHEMES have destroyred &
traditional community, leading to the aridity of a zingle generation

townehip.

YOUNG PEOPLE migrating to cities for Jobs,the effectz of aging were

felt more acutely in rural areas.GP BK

E¥tended Family:

The wiew ie often expressed that the growing burden thrust upon the
health and welfare cervices by the aged in many countries has been
largely created by the withering of family affection and the general
disintegration of the extended family.

"Saciological investigations Indicate that this view should be
maodified".

"IWherever careful studies have been carried out,the lasting devotion
of children for their parents has been amply demonstrated.The great
majority of old people are in regular contact with their children,
relatives or friends.Development increases social and geographical
mobility, and a emall proportion of the aged...l0X-204...are as a
result left with few human contacts,particularly in the large
cities."WHO

"There iz alsoc a marginal group, a <till larger number of aged people

whosge surwival in the community is precarious and bought at the cost



of hardship to relatives and friends.If the adjustment of & high
proportion of individuals in this group were disturbed,an overwhelming
burden would fall on the health and welfare services."WHO

Mot withstanding this,"providing more human contact for those without
relatives and friends must claim high priority in any endeavour on

tbehalf of the aged in the community.” WHO

Muclear Family

It has been claimed that the nuclear family is better adjusted to the
social and economic needs of certain civilisations.

The old Kinship patterns in which the son assumed the occupafion ot
his father ma¥ no longer be compatible with a world which requires the
young to be free to move where cpportunity beckKons,untramelled by the
complicated duties and obligations of the extended family.Whatever the
truth of this,a number of investigatorse have shown that the three
generation family ic very much alive.The human relationships which it
fozstere are preferred by a high proportion of young pecple no less
than old ones.Generations continue to shoulder their traditional
cbligationz, of the eldere towards their children, and the children
towarde the aged.&s social changes which disrupt the three generation
family would destraoy the main form of social support which is now
enjoyed by the aged, we need to enquire whether human relaticonships
can safely be left to readjust themselves without planned

intervention.

This may vey well account for the findings of this study.



Apart from the isolation of the aged, there is evidence that the
zeparation of psrentse frﬁm children is exerting some undesirable
effects upon the mode o%ilife and the mental health of the »ounger
generatiaons in suburban‘;r'aa and in satellite towns of young
people.foung parente are restricted in participation in secial and
community activities.Young mothers are deprived of their mothers”
experience.This results in some lonliness in her life when the spouse
ie at work and the chil&ren are at school . There iz evidence to
indicate that this makeé people more vulnérab]e to mental i11-health.

The wisdom and expérience of the old,transmitted to the younger
generations, i€ a heritage of great value.The well balanced, well
adjusted aged person is. a3 valuable element in our society.lt is not
only for the sake of thg aged themselvesz that we must try to raise
their conditionz of lifé to a lTevel of dignjty - it is al=so for the

zake of their children.

Dexth and dying. :

Most of the present generation of elderly started of
leading a rather difficult aerly 1life fn the sugar and tea and Time
factories in Port Sheps#one.

They lived under trying‘ancio-ecanamic circumstances living in the
2lum barrackses that were provided and existing on the "rations" and
low pay that were provided.

It was only¥ through "hard resolution” that they managed to branch cut
into cother fields of eméloyment.Médical care was provided ,but wers
only hospitalised when %Gst were "terminal”.Yery few ever returned

altive.To many ,hoapitalisation was a death sentence.



Hence the strong recistance today, amongst this generation for

institutionalised care.

WHD: "Fsychoanalyets hold that .....frustration and unresolved
conflicts that begin in earlier life....,failure uf sustained
adjustment in adcloscence and adult 1ife,reeulting.in chronic
unhappiness,unfulfilled and unsublimated yearninas, in general,
foreshadow difficulties in senescence.""Middlie age, in industrialised
countries,ie when gaine and achievements begin to be outstripped by
lozses and disappointments® .klhen this balance sheet iz upset,the

problems of the elderly begin toc come to the fore.

This is the past of he present elferly generation.lLoss of whatever
little status , the locss of a meaningful role and isoclation through
lose of féiendi and relatives they had has cerfainly left them in this
predicament.} & predicament they most certainly do not desreve after a

lifetime of contribution towardes the upliftment of the economy of the

town itself.

gaod neighbour nechemes
volunteers to provide transport
granny annexe

schoole providing lunchean clubs

"It is widely felt that the economic burden imposed by the aged in
certain countriee will rapidly become more sericucs.Yet the propartion
of dependant individuals,as distinct from those in the working age

agroup 15-64 years,is unlikely to undergo any important change in the



‘elderly - nations, for at least some decades. Many old folk who are
not in paid emplaoyment are still productive ."

A more immediate possibility is a rapidly growing volume of chronic
mental and physical sickness which will overload the health services.
The increasing number of old people tends to augment the number of
phy¥sical and mental invalids in the community.

But the evidence from Sweden suggests that the expected increase there
in the proportion of invalids in old age may have been more than
offset by S0CIAL and MEDICAL progress.The proportion of invalids in

Sweden has cshown a steady decline."WHO

Voluntsry Visiting Services:

Lonliness and isolation-Visiting
service—shopping, library,laundry,transport to clinics, social
cutings.

Practical aids for the dicabled.

Meals on wheels.

Sitters in

Geriatric Registers

The provisions and utilisation of institutionalised care will have a

considerable effect on the prevalence, epidemiological
characterictics, and care facilities for non institutionalised chronic
illness in the communi ty.

| In general, the relative absence of care being carried out
-in peoples homes, would suggest that either chronically ill

individuals are being unnecessarily institutionalised or that the



community services are not being effectivel mobilised to provide the
necessary community care for homebound individuals.

Concern has been expressed about the inappropriateness of
much institutional caré ,several studies indicating that a large
proportion of those persons institutionalised do not in fact require
this type of care.i5-18
1% =Davis,J.W. and Giﬂbin,M.J.(i??l): Aamer . .J.publ JH1th,&1,1144..
1é = Dunlop,B.D.¢(1%27&)sJ.chron.bis. 29,735,
1?.= Nauer,ﬁ.,weitzneriM.and
Muller,J.N.¢1948} tAmer . J.publ .HI th.,38,2111.

18 = Williame,T.F.{1973):J.Amer .Med.fss.,224,1

£
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It has also been emphasised taht it is clearly unrealistic
to recommend the closure or phasing out of chronic care
ingtitutions,as is takfng place regarding chronic mental illness in
Britain and éAmerica ,1% unless adequate services are provided in the
community.It would apear from the results of the present =tudy that
facilitiee in the cammHnity are unsatisfactory, either through
inadequate provision, dr through inadeguate utilization, or both.MNot
only would existing services have to be augmented in order to
accommodate more chronigally i1l persons in the community, but is
likely that intermediate care facilities would need to be provided to

act as a stepping stone between the hospital and the home.15,1i&.

CURE s
There is a need for hospital-centred medical persconnel to
become more community orientated.13,a need for doctore to become more

aware of the unique problems associated with the doctor-patient



relationship with regard to chronic illness,23-26, and a need +or an
adequate crientation towards total patient care,zomething which
differe considerably in chronic illness when compared with a

£

symptomatic or acute illness orientation;10,22,23.,it requires “a

shift from the concept of sick care to that of well care” .27

Fetention in the community
Home Helps:

Elderly given this assistance could remain in

the community ~/-relief of hospitals and institutions—great saving.
Home helps are women recrujted from

community,given short orientation course,free transport,work a few
hourse a day,receive a small payment which supplements their family
income.Regular visits and bringing assistance to aged persons living
alone,or left alone when relatives go to work,permit the aged to liwve
in the community.They do laundry,bathing, washing hair cutting nails

and shopping.adapt this to each communityr.

RECOMMEMDAT I ONS

preszent trends - likely to dilute the concept of extended familw.
re—education of family responsibilities to elders is the answer in

part.

Answer:



4%

The only answer to thie is & team effort which is discuesed under

primary care.

OLD AGE HOME RESULTSIMEW?

TABLES 55

3T0LFE.8) —-THOUGHT AN 0AH ecscential

185(34.1%) ~ would live in an 0AH

212044.,.94 - =aid that their families would accept 0AH

153¢ 33.5¥) - WOULD aAFFECT THEIR IMNDEFENDENCE

REGUIREMENTS TO MAKE IT MORE COMFORTABLE FOR THEM AT HOME

HOme Helps 212 (44.49%) —<aid woild reqgiure it.
Yoluntary visiting -221 (48.4%) said would require it.
Meals on wheels - 174 (38.1%) said would regquire it.

Sitters in - 179(3% .22 would require,.



IMPROMING HEALTH STAHTLES
The cowt of medical care is ricing rapidly, while the effectivenese of that
expandi ture i3 conztantly being questionsd.
The poor have alwayz been zcutely zware of the qrogse deficiencies in the
medical facilities available to them.
There ie a common belief that the problem of providing effective health
care

for all, like the problem of poverty,can ultimztely be reszaolved throough
the

normal process of parliamentary democracy., and pressure group politics.

The typical wview is that this is that thesze discrepenaciess can be
improveds/changed, within the limits of an “acceptable lewel’ of pubklic
expenditure..What share of the national cake <can go on medical care TWhat

propartion of this should be spent on the old and the young,stc?

Medical buraucracies and industrialised medicine can be obsztacles to =
healthy society.

Buraucracy czn manipulate individuals for itz own advantage.The functioning
of these buraucracies basically reflectthe nature of the gsociety within
which they have been creted.

Thoze that choose to lexd their own lifestyles and want to reject thece
manipulative buraucracies, must give thought as to how this committment to

change is likely to come about.

It i= necessary to examine the complex rale plaved by medicine (science’ in

generating ideology and in soccial control.

llde need to question the social or economic origins of 11 heal th,Foor

health ,for some , is =een as a nNecessary consequence of economic

growth,which is itself aszumed to be a desireable gosl for evervone.

Thug ,if it is ultimate profit,rather than a concern to improve averall

S . . | ;
ILglng standards,which is the most impartant determinant of scanomic and



spocial decizion-making in our society,thie will be reflected in wvarious
ware in patternz of health and illness.
Labour should be organised in less damaging ways, and income more equally

distributed.

Similarly medical care iz not allocated solely on the bacie of need. While
a more egalitarian allocation of med. resources could not remoue
inegualities in morbidity and mortality, it is evident +that prezent
inegualities in resource allocation serve to reinforce more fundamental

clase differencese in health and illnpness.

e

As EYER and STERLING have <=aid, "& large component of adult physical
pathology and death muset be considered neither acts of GOD nor of our
genes, but a measurs of the misery caused by our present social and

economic organisation.” cf p.s.market

up to pp27.
InBritain -most opposition to the current crisies in med. care - organisec
around a defence of working class intereste— protecting the right tc
med.care.
Rezistance to ~ reductions in med services

‘demands for increased state expenditure on health care

more equal social distributtion of med resources.
Madern health care must Fight to =ave existing health services,to ensure

their avaialabilty to all and to obtain a higher economic priaority for

them.

# struagle which is centred around these icsues alone- which merely demandsz

e

more of the same’— has limitations.

first, it tends to exclude debate about the value ,or otherwise, of

medicine in its present form.

The way in which it is delivered ic rarely challenged.

Second and more important,struggles tno obtain more med care usually iqgnaore

meo



tne cructalty (mportant and logically prior question of 7tthe social

production of health and illness— what makes us i1l in the 13t place and

how much of this illness is avoidable?pp2?2

Social organisation of medicine needs to be looked into. as it reinforces
the precent status quo.fshking Ffor more merely shows a failure to

understand how present medicine reinforces the present social order.

Doctore and drug co @ the avarice of these groups s sabotaging the
future?

Control is necessary.

May effect changes ~ if the admission policies of med schools,
the content of med education or

the control exercised by Dre within the health service.
This is only one spectrum of the struggle for better health.

The abolition of =carcity in med provision ies a necessary but a sufficient
condition for achieving effective health care.More qualatative zaspecte of
the current organisation of medicine and a redetinition of our health
needs.

pp2%4

provide equal access

to demystify medical Knowledge

to break down barriers of authority and status both among health workers

themselves and also between workers and consumers.

3rd world excuses ! climate
lifestyle approach

affluence in developed countries

is said to be the problem

recple have higher income and greater vlongevity, result - choose to spend

their money and increazed leizure time on commodities and activities -



Qangercidss (O e l” Nnear L. 77

Individauls to blame for own health problemsz and it i¢ up to them to adopt
a2 healthier life style. The Wictorian notion of " the undeserving poor" is
being replaced by the equally inappropriate notion of " the undeserving
sick".

Such victim blaming ideologies have emerged.
Wilful Ffailure to use birth control or maitain a balanced diet, Ffor
ingtance, are often cited to explain i11 health in the third world.

Seeppl??

The trend now amonget International agencies,eq W.H.U. ,is a move from high
technology medicine to Community orientated public health care.

"However, there are serious ocbstacles to the creation of such schemes while
the social and economic relatione in most third world countries remain so
profoundly undemocratic”.pp28s

W.H.O.Flanners: "Health by the people is botﬁ a philtosophical and a
pragmatic idea ."But the main reason why this is the starting point in many
countries ie a lack of fundz.South Africa has and can generate enough
resources for this programme.

ppz&r:""...arqumente in favour of etrenghtening preventive and primary
zervices therefore begin with.a ritual obeiaénce

to the value of  community’ projects,BUT STRESS THE ADUVANTAGES IM
COST-BEMEFIT TERMS.™"

These programmes will have certain progressive effects,but it is important
to recognise the limitations of such policies as they are currently

concejived,"

The most common prototype used is the "barefoot Doctors of China".It is
usesd as a example for the recruitment and training of 1local health
workers.Their success is strongly emphazised."However a closer examinatioaon
of the  organisation of health carein China illustrates that the

achievements arising out of rewolutionary change are not divisible - that

health policies cannot simply be tranzferrsd from one social ,economic and



palitical context to another'"ppZ&8

Roneghy and Solter compared the Chinese barefoot Doctor with those in Iran.
In China - the local health worker-—

is democratically selected

has a proven willingness to serve the people

has no formal education ¢ apart from literacy) or it plays no

part in the selection process

ie trained in theory and practice

and is trained entirely in the rural areas.

and receive no SFECIAL pavment.

Un the other hand, attempts to “import ‘harefoot drs into Iran and other
countries,have not been conspicuously successful .Reasons for failure:
Western Syestem of medicine predoninates
any attempts to train auxilliary persconnel to take responsibility
for “medical’ taske has met with resicstance from the mesdical profession.

auxiliaries regarded as threat toc the profession

Fartly resolved by compelling all newly qualified Dre to serve 18

months in rural areas.

Vitlage health worker- selection- presents problems becauze of
the zocial set up.:
democratic selection - difficult.Headman or one of relativesz ie
put in charge because the pocition is pesrceived as a potentially important
position in the village.
Women are never selected
Their training reflects a bhiasgs towards curative rather than
preventative med.These attitudes are perceived by the village on their

return from training, to the detriment of the community aspect.

Similar problems in Tanzania and India:
negative attitudes towards the locals

tended to regard them as uncivilised ,iqnorant and stubborn



they identified strongly with the richer peasants -

they <ought their inspiration fraom the “real’ doctors from the top of

the medical hierarchy

Besidez foundering, these schemes provide new mwchanisms of social control
over the peasant population,who are expected to put their own resources and

labour intc health schemes over which they will hawve no control.

"ldestern medicine has tended to avert death without improving tife in the

third world" ppZ%0

Improwve prevention:
early detection
adequate treatment
rehabilitation

tor groups at highest risk of chr illness.

To ensure adequate services are provided and uwtilised.
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i. THE ALLEVIATIVE MEASURES THAT CUdLD HAWE BEEM TAKEM IS

STILL NOT TOQ LATE &5 COMPREHENSIWVE MEDICINE IS ONGOING AMD :

4

YET RETROSPECTIVE.THE PATIEWNTS WNEED TO STILL HAVE THEIR /T%QV" PR

/
A o
A

CURATIME MEDICINE IM & BETTER QUALITATIVE PACKAGE. {gj%fM
TO PREVENT THE PRESEWT SITUsTION, THE aUTHORITIES MUST
IMMEDIATELY HAVE & CH&NGE OF ATTITUDE IN THEIR BUDGET ,4MD
HE&LTH DELIVERY SERVICES

THE PATIENTS NEEDS HAWVE TO BE IMMEDIATELY ASCERTAINED BY A
GEMERAL MANGGER FOR SUCH & SERVICE FOR THIS WHOLE POPULATION
GROUP, WHOD WILL MOT BE TIED DOWW BY BURAUCRACY AND
DEFARTMENTALISATION.

THE ATTITUDE OF THE HEALTH TEAM AMD THE COMMUNITY MNEEDS &
CHAMGE .WE MEED NOT OMLY TQ LOCGK TO SERVE THIS FOPULATION
MEDICALLY.THEIR NEEDS GO BEYOND THIS.

HOUSIMHG ,RECREATION,PREVEMTION OF
MALNUTRITION,SPIRITUAL , TRANSPORT ,DECREASING THE FHYSICAL
ASFECTS OF THE HARDEHIPS OF LIVING PAaYING RESPECT TO THIS
HARD WORKING GEMERATION aND IMPROVING THEIR GENER&L ‘STATUS

AMD SELF TMAGE.

2.THE 3TUDY LEAVES NO DOUBT THAT P.H.C. FACILITIES aRE &
FRIORITY.THE DISTRICT SURGEONCY @MD THE MARBURG TOWN BOA&ARD

SHOULD IMMEDIATELY &CT OW THIS.
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2.THE MOST APFROPRIATE TYPE OF SERVICE WOULD BE A SINGLE ONE
FOR THE WHOLE POPULATIOM,RUN BY OME DEFSRTMEMT, &ND
RESFPONSIEBLE TO OWE AUTHORITY.IT SHOULD WORK &5 & HEALTH TEAM
SYMERGISTICALLY aMND WOT IN POCKETS.

EDUCATION OF THE PRESENT GEMERATION OF ELDERLY AND
ESPECIALLY FUTURE ONES IS & FRIORITY.ATTITUDES MEED TO EE
CHAMGED BY BOTH THE DELIVERERS aMD THE RECIPIEMTS OF SUCH &
SERVICE.

THIS SERVICE SHOULD EXTEMND INTCO THE COMMUNITY AMNMDE SHOULD NOT
JUST STOF AT THE P.H.C. SERVICE CEWNTRE.IT SHDULD BE & TwWOD
WeY SERVICE, WHERE PATIENTS WILL BE MaDRE COMFORTABLE MOT
oMLY IN THE MEDRICAL COWMTEXT, BUT FROM THE POINT OF HAVIMG A

HOME AMD FRIEMDE FROM HOME BASIS.

4.THE MOST IMPORTANT WAY TO IMPROVE THE HEALTH STATUS IS TO
INVOLVE THE FAMILIES OF THIS GENERATION, BESIDES THE
ABOVE.RETENTION OF THE ELDERLY IM THE COMMUNITY IS5
DEFINITELY THE IDEAL WE SHOULD WORE TOWASRDS.WITHOUT aN IDEAL
. BARCKUP SERVUICE THIS IS DEFIMITELY NOT POSSIBLE.THE BaCKUR
REQUIRED 1% NOT OWMLY MEDICAL, PaRAMEDICAL,BUT INVOLVES
S0CIAL WORKERS AND OTHER DISCIPLIMES SUCH &8 HOUSING AND

ADMINISTRATION.

3.THE ESTABLISHMEMT OF AN OLD AGE HOME IS STILL &
MECESSITY,BUT ON THE LIMES AS ENVISAGED AS IT BEING THE

LAST RESORT OF & MEDICAL AND HOUSING SOLUTION,
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COMCLUSTON

1t ie nececeary to retain & cense of perspective to adopt
the art of the possible.” In our attempts to help the
elderly to enioy their later years, a balance has to be Kept
between what i3 poszssible and beneficial, the overall medical
and social resources that are available, the praoportions
which should be used for the care of the elderly and, above
all, to respect and take note of the wishes of the

individual oled person.""Keith Thompson.



ALENMOWL EDGEMENT S

I SINCERELY THaMK DR.K.MNAIDOD AND PROF.d.d.ARBUCKLE FOR
THEIR SUIDANCE AND ERCOURAGEMENT .

MRS .E deBROOT OF THE UMNMIVERSITY UF NaATAL, AT HER
GGE ,GETS ALL MY ADMIRATIONW FOR THE HARD WORK SHE PUT INTO
THIS PAPER.
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BERIGTRIC_INDIAN FOPULATION

...........

Gk, HNUMEBER IPERCENT

A5~ vnars 734 £ |
Y5 &dyeare 45 a4,
&5~ Fdyrnara 1743 1.4
Ut vears. e .7/
[ RAR LI . 11 V4 14,5

TOTAL TRDTAN PENSTONERS TN THE REPURLIC OF SOUTH AFRICH BY

CATEGURY s NUMBER AN PERCENT

LT GURY MUMBEE  PRRGENT
Md age : 23893 1
Eiloirect ; PEH (.5
War VYetorans: olg .4
Digability: RSN I 1.0
Total A2b529

Maintenance 153%% 74
4

Foster Parents: 17224 2.9 (RLept.of Mational Health
and Pop .oy,

Feb,1%8&Mr . JJ. .U Miceer?

TUTel, 58244 1un

=
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NRAEAN L

POl THDTAN PENSTONS PATE AT PORT SHEPSTOME POST OFFICE TN

FiEd. 1988 BY UNTEGURY : NUMBER AND PERGENT

xR GURY MUMREER PERCENT

Uld rige 3 314 L

E31 i) : i .=

War Uoteran: 1 0.
Divability: 310 ¥

Tatal: A7
Ciwil Fensoians: 4 u. 4

Totals A51 (Mr.van doer MNast —-Po-t
Utffima

Fog-t Shepotone .

Maintenance and Foster Parent Grants not included.
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CMERITAL SIATUS OF GERIGTRIC_INDTAN FOFULATION STUDIED
M PURT SHEPSTUNE: NUMBER AND PERCENT .

CoTEGORY MNUMEE K PERCERT

MERRTE D 336
WTIWEL i3
DIVORCED B 0.
Tatal 457 1un

STMNGLIEE ¥ 1.1
4

3

LIVING SIATUS OF GERTATRIC POPULATION STUDIED TN PORT
SHE S TUNE sMUMBER _AND_ PERUGENT

COTEGUERY MU RER FPERCEMN]

ALINME 1t (2,20
MARRTED CHILD 2} (L. 80
LINMARRIED CHILD 57 (120500
SHUSE 12¢ (28,20
STRLINGS 4 (1, ¥
RELATIVES # L
ITHER E (]
B RERFPURSE i 0,250
[REANSTN 457 L0
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CATESORY sNUMBER AN PERGENT

CTRUTTON OF FENSTONERS JH_SAMPLE _GROUP RY

NUMBER  FERCENT

RISARTLITY PERNGTON ...

. AGE PEMSTOM
TOTAL

THRLE 10

PREVALENUE OF

A 4 3 a == = aaan

B2 (17.%9%0
195 (42700
A7 (AL AW

TMPATREDR MURTLITY IM GERIATREIC

TRDY AN

POPULATION SYURIKD TN PORY SHEPSTONE BY Ak

MUMBER aMMD FERCENT

U] B GORY

THMFATRED

NI MPe ] RED

TLETéAl,

{HNY=2ars
Sll+yeare
Tntal

23013.770
SATRZ B4
By (19,570

1A5C 84, 3
PRUCTT IV
BABCH S50

14813680
AHPCAE. 20D
AR 100D

PREVALENCE OF TMPaIRED MUBTLITY W GERI&TRIC

TND TN

POPULATTON STULTED TN PURT SHEPSTUOME BY SkEX:

NUMBER ANDPERCENT

}

CesTEGURY

IMPATRED

UHIMESTRED

il

Ml K
FEMAILE
TOTAL

AGC 21 5%
I Y750
A P

LR850
193082 .54
BABCRN ., S50

AR3(A48.84)
AHRACH] VPV
4521000




PREVALENCE OF DISTEILITY IN THE GERT&TRILC TNDTAN
POPINATIUN STUDTED TN PURYT SHEPSTHONE BY RESPUNSE AND StX:

NUMBER ARy PERCENT

(ATEGORY YES rHO RELINSTS

Myl BHECLP 540 TH2070.4 223040840
FEMALE BOCRT D TRACPE . &2 23ACHT )
TOTAL 11825440 FA1074,.6%)) AL
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DIERASE FROFYLE IN THE GERIATHIG TNDIAN
FUOPULATTUN STURTED TN _PURT SHEPSTUNE 8Y MUMEBER AN PERCENY

MNUMBE R FERCEWT
hypertension in4.n 30.5
Gianbetes mellitus &L 17,6
aknlatal AR 19.9
cardiac 23.0 &7
.17 19.0 b I
Reopiratory 250 8.5
cna-inecl ova 10,1} 2.9
uas— renal S.0 L5
metahaol ic 1.1 .3
bl ood 3.0 s
infectinns 4.1 1.2
th¥roid 1.0 .3
vascular w0 L
wisiomn i1 o3
ent 1.0 23
mal i anancy . .o
Rouroasis Aatl e
ota nge i, 3
accidant 2.1 &
total 41 .10 PO, Q
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LT EGURY
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CSEVERITY_UF DISARTLITY I GERTATRIC TNDLTAN FOPFULATTON

STURTED TN PUORT SHEPSTUNKE: NUMBER AND PERUENT

LT EGORY

BLUIMESE B PERCEMT

UNEMP LAY R 1L

TMPe T RED MOBTLITY
PERSGON T BE
{1 BE
+ NOQY

HERSOR
PO
TaTeal

41 (14,103
3| (6.8

HOUSEBOUNGY 12
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SPECTETED 344
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Ca.82
R U
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CROe, 0

Tk 17
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ACUTE FRISODES OF TLINESHE DURING THE Lagi 3 MONTHS T THE
BERIATRIEC THOIAN POPULATTUN STUDRTED sMUMBER AND PERCENT,

MUMEBER OF ERPIQODES NLMEER PERCENT

NINE 3 0.7

i &0 se.0
2 104 3.4
&

&8 fd.%9
A 13 2.8

TOTel oY jon

=



DISEASE PROFILE BEY SEX:NUMBER AMD PERCENT

MAlLLES

i & LI S

hrnortensinn
dinbetes mellitus
skeletal

Cardiae

G.1.7

Hecpiratory
cns-inal
uos- renal
othep
Tatal

[ S §

NUMEE K

PERCENT

37
2
29
iw
in
i

2

11
i5%

A3.%
HéL &
42.6
B8R &
52.4
45,0
1))

jan

4
&

MUMBEH

A7
1]
a3
4
e
i
5
0
171

FERCENT

AL 4
&H3.3
G2.3
17,5
47,2
e, 4
1]

i

F.9

v g
k]
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PREVALEMCE  (F

CHEOMT

DISEASES

T GERISTRIEC

THDTAN

POPULATTUN

STUHLTEDR IM

PURT SHEPSTONK

Iy AGE sNUMBER  AND

PERCENT .

irpertenion
1iabetes mellity:
eletal

zardiac

3. 7.7

fnapiratory
ht—inel owa

iga- ranal

ather

A0
A2.n
|
3.0
P
1.1
3.0
1.1}
4.0

NUMBER

SE--HY yro
PERCERNT

ICH
38.7
29
T2 I
47 .4
Sr
A0 0
1.0

&li-

MHUMEER
S
13.1
20,0
5.1
2.0
3.1
.0
7.0
4.0

T B
PERGENY
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_.J
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1.3
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b 7
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[

a-:ﬁ

MUMERER
48 .0
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PREVALENCE. OF CHROMTG DI SEASES

IN GERETATKIC

TR T AN FORELL AT T ON

STURTED TH PORT sHEPSTUNE BY MART AL

STATUS iNUMBER AMND PERCENT .

—_— * SWNGLE * MARRIED, W DoweD +
LIVORCED
NUMBER PERCERT | NMUMBER PERCEMT] NUMBER  PERCENT
iypertension z2.0 1.9 5.0 2. 270 72&.0
liabotez mellitus 2.0 3.3 41.10 ARL3 17.1 28.3
Kele tal a.n (.n ST ALY 18,0 2.5
rardian .1 0.0 17.0 87.4 4.1 17.4
i.T.T 0.0 0.0 13,0 a8 .4 .0 31 .6
eapiratory n.u 1.4 22.1 5.9 2.0 24.1
ne-incl owa .0 (.0 &0 s0.0 . A0,
s- renal .1 .0 3.1 100.1 0.0 [ )
athep f.a [r.a 15.0 0.0
botal 4.1 1.6 244 1] 1.4 P3.0 273




JIVING GONDITIONS OF GERIGTRIC TMDIAN FOFULATION STUDIED TN

PUR{ SHEPSTORE : NUMBER ShND PERCERNT.

CATEGORY PLUMEBE R PERCENT
iR 191 d1.4
REMNT b4\ 1.7
RELASTTWVES (N ¥ 11.4
RELATIVES REMNT 4 0.
COUNGTL, MO 1% ok G
CIMPANY  HOUSE & J .8
Tatal s A7 1100

TasLE 24

B LIVING COMDITIONG OF GERISTRIC INDTAN_ FORULATTON STUDYED TN PORT
SHERPSTOME MUMBER JF ROOMS: NUMBER AND PERUCENT

MUMHBER OF ROUMES MUMEBER FERUCEMT ‘
1 5 1.1

2 e 5.9

3 =) 1n,.v

4 it 3z.4

¥4 135 27.5
Toatal: 457 jog
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LIVING CONDITIONSG OF GERIATRIC TNDRIAN POPULATION STURTED IN FORT
SHEPSTONE: TYPE OF HOUSE :MUMBER AND FERCEMT.

IYPE (OF HOUSE NUMEER FERCENT
WD AND TRION &8 14.%
SHANTY ) 1.1
BRICK 382 33.6
FL&xT » 0.4
Total: A57 11010




"""""""""" Uf HCEEEHOLD TR GERTATRID TNMDIAMN POPULATTON STUDTED TH

HERAT

PRI SHEPSTONE 3Y ADULTS: NUMBER AND PERCENT

bt
.3

MUMBER OF AaDULTS HUMEBEER | PERUEMT

MUT DTVULGED 2 0.4
i & i.8
@ 110 24 .1
g i3 e,
4 32 17.%
5o £ i,y

6] L P
. . L
7 iz 2oE

-
b

3 2 1.
i {t
11 1 n,a
i
7

0

d

o 0.2

Total: 437 101

Irtll 27
SIZE_OF HOUSEHOLD TH GERIATRIC INDIAN FUFULATION STUDIED TN
PORT SHERSTONYE 3y CHILDREM: NUMBER AN PERCENT

MUMEEER OF CHILDREN BLUMEE K PERCEMT

i 141 .4
3 i 28 .4
2 &n 17,7

(]

3 !fi}[l "; " j
1 i S
13 #H 5,0
0 ﬁ'. l - :)'
> §i .

Total: A7 (AL
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REFER TabklLE 24

Faatsl. b 2%
DIGIRIBUTTION OF RENTALSG Pedl BY GERIATRIC THDIAN FOPLLATTON
STURTED TN FORT SHEPSTUNE BY AMULINT 3 NUMBER GND PEREENT

4

EEWT FPaTh NUMEER | PERCEMT
RO-WITH FaMTLY 243 e e
B =20 14 |
21 -41 243 Gal
Ay -5 M 4. £
ol -~-31) i3 1.4
REI =100 €9 Iy
Rin1-14n0 Fas 15.4
RIaAi—§¢% & )
R1786-229 17 3.7
Rezd&=300 cH i,
FREN e 2

Total: Ahy jog




% J

IasLE 287 30
Pex&it INCOME OF GERIASTRIC TRRIAN FOPUILATION STUDIED TN
PUORT SHEPSTONE: RNUMBER OMND PERCENT .

FfAL T HUMEBE R | PERUCENT

MOMESNIT DTSULSED 1w 3
F 350 ot 318

REt~-100 3] F.2
13 BB D BSTY H.5
RUST -2 *7 3.7
Brrd - 250 s 4,4
REA1L--300 14 3.l
RS0 350 13 2.0
R3S -400 3 1.5

RA0) 450 & j .8
R -0 :
RS —&S00
Ra& ~751)
K251 =100
>R100N

R

Total:

o

- =
™
.

g

-

[y

R e Y
fo




Fos il
DIGTRIBUTTON 0OF "PREFERAMCE 7O LTUVE" TN GERIATHIC THNDIAN
PORLLATTON STUGTED IN PRT SHEPSTUNME: NUMBER SNO PERCEMT .,

LT B GORY HLMEER FERCENT
MNOT KNOWR 2 n.s
ALONE WITTH SEOUGE £ 1¢.4
WITH FOMTLY am SG.F
UL AR HOME o P, s
WARDEN 1TYPE HOUSTNG v 2
UTHER 1 ft,¢
CORCTL HOUSE ] 1.1
Tatal: A0y y oo

raBLE 32 |
RISTRIBUTTON AGCORDING 10 "WHERE ACTUALLY LIVING" OF GERIATRIC
INBTAN POPLLATION STHDIED IN PURT SHEPSIUNE tNUMBER AND PERGENT ,

PERSONG LIVTHGE WITH NUMEBE R PERCENT OF TOTAL SAMEPLE

NUT SPECTHFTED i
fLOMNE i -
MARRIEDRD CHTILD + CHIDREN a4 Hi3.

BV AN

UNMeRETED CHILD Y 12.5
SPULSE Loy 23,8
STHL TNGE i .
RELATIWNE 3 e
(THER ' i 2.0
T'ntal: 457 tan.u




DISTRIBUTTION OF

"CHILDREN L TWING"

IM GERISTRIC

INDTaN PORULATTON OF

PORT

SHERSTONE

sNUMBER ARND PERGENT

MUMEER

PERCEMNT GOF Tl SaMELE

IWMEER OF CHILDREM

-3
b=
1ty

)+
34

A 1C1M N i)

jan.a

14
FRAES
145%
1326

i)

3.1
287

34.8

PEE
11.4

PROSTFITY OF MEAREST CHILD RELATIVE AND STEBL THNG

WITH ¥ OF Tornl, SsaMPLE

OTEGORY

CHILD

RELATIVE

SIBLINGS

PTBTANCE
40T ENOW
-5 KMy
.3 &1
(N, 1-200 KM
M1 -30 KA
o3 KM
raral s

MNUMBER “

"y H.5

347 3.3
d.3 laa

2 .

j - L]

? .

1y 1.7

457 100

L

NUMBER
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321
i7.
3
4
37

57
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0.2
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g, o
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175

18
7
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AGE OF WEAREST CHILD ERELATTVE atb STEL TNG

I _THE

GERTOTRIL

T T 6N

POPLLATION STUDTED TN PORT SHERSTONE sMUMIBER AND PERIZEMT .

IEL

CHILD

BEL&TIVE

GIBL TMG

MLMBER PERUMY

MUMBER

PERIZENT

HUMBER

PEREEMYT

JUT  EMOWN
1-20 YRS
=R YRS
-4 YRS
H-50 YRS
M ~al YRS
)= YRS
» 713 YRS
[CTel e

+HINCE 1.0 .4
A0 13.1

176.0 HELH

132.0 2.9

9& .0 | G

13.0 3.9

4.0 Y
0.1 1.0
457 .0 joa.q

Za.0
2t}
.n

A3.0

2.0

144.1)
108.0
24.10
457 .0

14.2

I
Al
15,40
21.5
A3 6
.3
OG0

13%.0
.0
4,10
Al
97,0
12%.10
Y.
240

457 .1

240
0.1
LY
.3
¥
.4

5.7
106, 0

Y
— T N e

.‘




ABLE 36
FAST OUCUPSTION OF GERISTRIC TMDYAN PORFULATION STUDIED TN PORT
PORT SHEPUSTONE sNUMBER AiND PERCENT ,

SOTEGURY MUMEBER | FERCETMT

JOREUIR NQT STH7EDR I 1.9
CROFESST ONAL ¢ (i, %
SORMoMLIL, 24 9.3
AL ~SETLLEDAGEMT 123 2EL Y
AN LA UG TLLED 7 A3ad
QOUSELITEFE 1ay a4
MEMPLYED 35 2.7

1O : a45Y fon




TELE 37

Qe OF

SURMIVTMNG S OUSE

ALY

MUMBER — PERECENT

0 KNGWM
330 YRE
1 - YRS
80 YRS
At YRE
AL =20 YRS

PAUOTREG
PO

+ MUOME

153850
d.1
&1

W70
1% .0
ya.n
A&
157 .n

HP 5
I
Pod
12,7
8.2
21.4
by
1010 .1)

Ma3.598.34 O

WE KE

N,

>

DUYRS.,

SPIUSES
(3.0,
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Pendol OGCUEATION BY DISEASE FRESENT CNUMBERD

Necupation

7icese

Procont

Disease

nnt nrogent

Trtal

Proafensional
MHan-Manual

Manual-~skKiltlecd anr
HemiowKil Tecd

Manual —unskKilled
Hemasewi fe
Unemplaoyred

Not etated

Tontal:

it

37

&0

11

113




BEASUNSG WY

"PREFER MNOT

T LIVE WITH FaMILY "IN GERIATRIC

INDIAM POPLULATION STUDIED

CATEEUR

BEN—COMMT T TAL

13

FIMAMCT L

NOT AGCCEPTED

WITH FaMllyy.
UMETT WITH FesMILY
ITHER  REASONS

Jaacan

.

JaaCai

TARLE A0

K

e

173(38.92

WA
194042, 940

TN PORY

SHEPSTUNI.
; NG TUTAL

1703.7%0
ST I > Fy

RBA2CH7 .30
2E50HEK)

S R YNNG A
AAECER.AYD

2004k
TS0R.590

57
457
457

An?

OFTNTING OF GERTATHRTE TNDIAM FPORULATION STURIED TH PORT

SHERSTINE
PERCENT .

CATEGURY

-
2l

o

D% HLES8ENT 1AL,

WOULD PREFER TO LIVE

IN 3.5.H.

FAMILY WILL ACCERT

WTLL. AFFECT TNDERENDENCE

MO

FUACT T A0
Fr0(E7.20

212044, 40
159034 .90

AYS REGARDE NLD AGE HOME : CATEGORY ,NUMBER alND

TOfest.

101¢22.1%0
AELCER L HO

24555, &%) <
AFRCAR 20 4



TABLE 4

DETMYONS REGARKDING CATEGURTES OF AGHTSTANCE AT HOME TN THE

BERIATRIC

IMDTAN FORPULATION

STUDTER TN PORT

BHEL ST .

MNUMEBER @D

FERCENT .

AT EGORY

REGUT KED

ROT BEQUTEED

TOTel

HOME HELPS

VOL LT ek WISTTS

MEALS N W
SITIERS TN

219(47.900
2RR04Y . ¥0
132400

jEgcay 170

HEELS

2305, 10
EV AT P
A7ACAQRD

HEYLDE, 970

AG7 1004
TG R
ABFCL00X)
A7 CLILD
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TOBLE 42

PREVALENCE OF CHRUONTC DISEASE SCCORDING 70 EDUCATION TN

THE GEETIATRIE IMRIAM POPULATTION NF PUORT SHEPSTONE .

DI SEGLE up to std B no schoaling-

to class 2

number  percent number  percent

hypertension 32.0 32,7 66 .11 67,3
diahetes mellitus 1.0 33.¥ a@e.0 A& 1
zkeletal tv.n 31,7 41.0 &3 .3
caradiac .1 i % 1=3.0 EAE |
G.1.7T S.0 39,3 1.1 &4, 7
Beospiratory UMY G 15,0 I
thar 15.0 42.4 2130 Y
totxal s pi0,a Hh.d 205, 0 4, ¢




PREVALENCE OF CHREOHTC DISEASE ACCURDING TO ACCOMDATION T
THE GERTATRIC INDTAN POPLLATION JF HFORT SHEPSTUNE.

WO and iron f1lat and brickhouse W
shanty
rtribee g percent number percent
hypertansinn 3.0 7.7 F4,1 Paa
diabetes mellitus el 14.3 H2.0 .7
skelatal 17.0 27,9 Ay .1 72
cardiac ' 4,0 7.4 1.0 7. &
G.1.T G.N 3.4 14.n %9.4
Beapiratory .0 13.8 2%5.0 86,2
Uthar 2N 113.5 311 21.5
totalce 54 .0 14,4 28S.0 85.4
MOV TLL 17 14.7 W 5 e T




TARLE_44
PEEMALENCE. OF CHEOMIC DISEASE aUCCORDIMNG (0 ACCOMADST TN TH
IHE GERIATRIC TNDRIAN PORLEATION 0§ PORT SHERPSTONE .

rontings council house
rrlatives rent

numbier percent numbier percent
‘hypartensian 13,0 As.0 32,0 &40
ciinhetes mellitus . Sé.0 i1.a dd. 0
skaletal 13.0 33,3 21 .0 41.8
cardiac 2.0 ICIC I &.0 L&Y
G.I1.7 7.l 3. & 4.1 34,4
Reapiratory &, 0 9%.4 8.0 et 4

Othar 12.0 G332 P 34.48

total: ?E.0 15.1 gy .0 G &




Trafdlln b

EREVAL ENCE

(OF CHRONT

DISEAGE ALCORDING 10t RENT PAID

IN_THE

GERIATRIC

INGIAN POPLLATION OF PORT SHEPSTIMNE: NUMBER AND

FERCENT .

{RENT FRE

B NOT

TNCL LIDE. [y

R0, 01

2§ -~ REl

K& —F5 40

hypertension
dizhetes mallitus
sheletal

cardiac

G.T.7

Heapiratory

other

total

numher

et
1.0
1.0
0.1
.0
8.0
4.0
32.n

pereent

e
. e s
N N

in.&

number poercent

. J0. 7
2.0 4,3
&l LY
n.n .10
z.0 5.4
1.0 24,9

3.0

2R.0

number percent

46, ¥
3.8

S350

14.n

8.0 2.0
9.0 5.4
4.0 n.s
a.1 14.7
ISR

v2.0 B 0
1.0 J0ic. 0

TaRLE 4% CONTINIBED

hypertension
diabhetes mellitus
zKkeletal

cardiac

G.1.T

Reopiratory

nther

total

TOTAL NUMBER OF

Fi=R:S1IMS

>RI41.00

numhar
1.1
5.0
1.1
2.0
3.0
i.u0
4.1
270

Py TN

Yo.a%

REMT WA

173




YABLE 45

AVERAGE MONTHLY WISTTS BY STELIMGE,

QTHER PERSONS AND

1 DREN IN THE GERIATRICG INDIAN POPULATION OF PORY

SHEPSTONE

FUMEER eND PERCENT.

WMISTTS

STHLTHNGE

UTHERS

CHIL DREM

NUMBER OF

1
{4
53
&
I'mtal;

a2 . BD
FR1CR0..790

23C &L 170
AASChE 80
ARSI

156034, 140

P59 CEa, 850
410,590
E 1 L Ry

ADZC L0

1022830

P LT S
1NC 2. 1%
IR I R Ve

AS7C10N00

InbBLE 47

STATUE OF EMPLOYMENT TN THE GERIATRIC THNOTAMN

POELIL T TON BIF

FORT

SHERPSTONE &

MUMBER AND PERUEMT .,

COTEGORY

MUMEBER

BERCENT

FMPLITYED
UNEMPL UOYED
I'mtal:

31
e
47

172.5
375

100




T AMERAGE AGE AT WHICH THE GERTATRIC THDIAN MURUNSTRALY
OF PURT SHERPSTUONY STOPPED WHORKIMG: MUBGER A PERCENT .

Uyl EGORY NUMBE R FERUCENT

NEVER WORKED 235 A%.3

1-20 years Y Si. ¥
d1-AH)} yoars 11 2.7
G -80 wears 23 L
G159 vears 343 1.3
HaE-A0 yeoare ¥y _ S N {
A1 =33 ¥ears 3y 3.5
G5t years o iy

Tiatal s 497 g

TABLE 4%
THE REASON WHY THE GERTATRIC TNDIAN FORULATTION ARE NOT
WORKIMG 13Y CATEGORY sNUMBER MDD PERCENT.

CHTEGDRY MLMEE R FERCEMNT

NNT DISCLOSED 1 17.7
NGO JORS -8 ]

LD AGE a4 1.3
Tl HEfLTH 123 2ELY
HIERE TR 154 33.7
REGQUTEED BY STELINGS 5 i
Teatal: A5/ 100




TaARLE S0
PlLeGES WHERE PFRIMARY HEaLTH CARE RECEIVED TH THE GERIATRIC

LENT . INDIAN POPULATION OF PORT SHEPSTINE BY CATEGORY sHIMMBER AND R
GOl EGORY HLMEER PERCENT,

PURT SHEPSTINE #3500 13.5

HOSFTTeL

MORBLRG CLIMNIG ¢ 0.%

DISTRIUT SIHGEDN 171 37.4

GENERAL PRACTITTONER 162 HEL B

OTHER 14 Hal

PORT SHEFSTONE CLINTI § .z

Total: A57E g ;
i




Tkl B S

DEUG THERAPY RECETVED TH THE GERIATRIC FHDTAN FOPULST TN OF
PORT SHEPSTONE BY CATEGORY :MMUMBER AND PHERECENT ‘

CesTEGURY MNUMEER PERCERT

Y3 298 B3.7
i) 145 : U
Tratal: 4357 1010

TABLE 52
PREFERENGE OF TREATMENT FOR PRIMARY HEALTH CARE CENTRE OF
GERIATRIC INDTAN POPULATINN 0F PORT SHEPSTONE BY

CATEGORY sMUMEBER AMD PERCEMT .

LA TEGORY HUMBER PERLCENT

HOSFETTesl. &et i4a
DISTRICT SUREEON 83 13.2

GEMERAL. PRACTITIOMER 0% 22,9
CLIMTE 31 (o3
OTHER i 2.4
AT HIOME 3 n.7v
SPECTALTST 7 1.5

MIRTLE CLINIC-DUSPENSARY 13 . CARE:
NOREGFONSEA-NOT KREQUIRED iHs 2%. 8
Tatal: 337 4 101




InBLE 53

AUCERTABTLITY UF ALTERNGTE SERUTCES

I _THE GERISTRIC

THDT AN

POPULATION DF PORT SHEPSTUNE @

MIMBER ARD PEREENT ,

CATEGORY

WTEL MAKE LSEWILL MNOT LSE

TOTAL

HOME VIS
MOBTLE
POLYGCLIN
NLIRSE-0OF
SEPARATE

TTTIN

LIMIC

[

FRATED FPLHL O,
FOR ELDERLY

F3aL 23,597
GARLEFAY
43P0
CIata L Grg Sy
BARPRIN

1210244540

150 3.8
1wC 4,370
bR A 'S B
B4, 990

ARZC10000
47 a0
45711000
457 T U004 S
AXZCNNAD




IhRLE T
UPTHTON O HEALTH CARE NEEDS TN THE GERIATRILC TNDTAN
FOPULATION O PORT SHEPSTUNE: NUMBR AMD PERCENY .,

CaTEGURY HUMEER FERCEMT

¢ MUORE MEDR . OFFTCERS KL} N

GEECTAL TETE i ' Y b
IT-PATTENTS DEPT . 3659 : F
Wk asy e
MURSTNG 50T ang aé .7
CLERKS Kl AF L&
SUCTAL WORKERS 241 B2.7

PHYSTOTHERAET ST At A I

DISTRICT NURSE 400 ?0.N0
OCCURSTTONAL THERGFT ST 412 EA U
DUSTRIET SHRBEDN 1343 41.1
GEMERASL FRACTITTONERS 1227 28V
HOME HELP 3130 B3, 8
UTSTTIMG JHE P IS
LaalUNDEY 304 L6,
TRANSFORT TO CLINIC LY ¥hH. &
TAPE AIDS 414 E41 I
ECONCMIC &TD 434 ?5




TallE uh

WISITS T PHE CENTRE

JAy

TN _THE GERTATRETIC TNDIAN PORULATION OF

PORT SHEPSTONME BY CATEGDRY PER MONTH: NUMBER AND PERUEMT.

NUMEER OF VITSTTS

BMUMEER

[ FERCENT

—

oG

4

>

Total:

g
GV 3

a3

12,7
0,z
1.4

o
L

A
li,%

100

TABLE Bé

OQFTHNTOMS ON THTERUSL

TH WEEKS CONSTDERED NECESSARY

GORYYISIT IM BERTATRIC TNDIAN POPULATION OF PORT SHEPSTONE 83Y

NUMBER AND

PERCENT ,

|3.’3ﬂ“[;4"§ Ry

MUMBER

PEREEMT

{1

Tntal:

v
34
71
4
214
1
2
1%
ety

437

| )
;v
15,5
.7
a7 .58
0.z
(.4
4.2
P

10n

.

FOR PHL



TAELE 5Y

“LIEREKS HIMCE LAST KECETVED TREATMENT®

-+

IN THE GERIATRIC

TND T AN

POPULATION OF PORT SHEPSTOMNE BY CATEGORY: NUMBER AMND PERCENT ,

CEYTEGURY
n

TR

on

)]
S
7

pAS1
Total:

NUMBE F
12
4%

36

10
i

RS3
[

1
)
—_— gs

: 57

FERCENT
24.5
in,v
12.3
23 .Y
1.1
a.7
0,8
.Y
1.5 -
1

[RETEIREI 16

ALAE RAGE DURATTON OF UﬁHHULTﬁTIUHﬁ’Tﬁ THE GERIATRIC THDT AN

PORPULATTON U0 PORT SHEPSTONE 8Y CATEGARY : NUMBER AN PERCENT.

CATEGORY

NUMBER— FERGENT

DOES NMOT KNOW-
LESS THAMN FTUVE MIE
FIVE-TEMN MIMLITE

2] &4
INUTES 181

TEN-FIFTE

FIFTEEBM=TWENTY MINUTES 44
2AWERTY MINUTES =7
Tntal: 457

19.9
.5
14
5.4
i4
4
tan




TORLE 59

AVERAGE WATT TN HOSPTTAL

OF PATIENTS TH THE GERIATREIG TNDRISHN

FNPULATIOM OF PORT SHEPSTONE 1Y CATEGORY tNUMBER AND PERUENT .

CATELORY

PUMEER

FERUEMT

ND TS LASER/NOT APPLTEARLE
<15 MIMUTES
18R-30) MIMUTES
HO- a5 MINUTES
A¥-410 MIMUTES
-2 HOURS

2= HOUR:S

- HOURE

45 HOURS

*5 HOURS
Teatals

213
s
3

%

&

21
23
iz
14
1A
357

Aé. 6
0.

k4
0.7
1

1.3
€. 4

2%
100

TABLE 58

fAwerage wait in hospitals

D.5.

Gi.b

non-commi ttal ~ & a4 U2
< one hour . (il
1-2 hours - .44 (210
s2hre to dhrs = 10, FH (ay)
*»5 houra S A A A B 1

d4 .41 (a4
A7 .5 (214D
3.3 (15
2o (3110
0.3 (12

A3 5401?90
LEACHAED
IR D AR R}
fi, 45020
201D




TABLE &0

PROCEDURES DONE AT PHOG CEMTRE TN THE GERIATHILC

TNDT¥N

POPLLATION BY CATEGORY :NUMBER ANDR PERICENT .,

FPRUCEDURE

YES

ML

TOTeL

LT
Fi.F

AUSCHTAT T
MEW TREATMENT
TREATMENT
FUNDOSTORY TN LAt YR,

REUTSE

L.,

BLOOD TESTS

K=RYTS

FAPLFE .9
381 R L
R L R
JREQUHY A
AEACAY0
PR3 30
LS WA
YYTFOR0, &40
A1

110¢2d,. 1%
FECT &, &Y
219 (A7 v
REHRCPR LAV
AEANCE1M0
QAR P&, 74D
AE0{ 43,55
0724, 440
3133033, 870

A57C1000
ASZCT00%)
A FCLR0A
ALFCI00)
AEF0070
A0
QG 00NAD
AHFCTO0X)
4571000

én




TR E 41

EEASUON FOR NUT TARIMG TREATHMENT TR THE GERIATRIC THDTAN
POPLH.ATION OF PORT SHEPSTOME B3y CATEGURY :MUMBER AND PERUCENT .

CATEGORY MLIMEE R FERCENT

M RESPOMSE 3083 &7 .4
MO FAECTLITIES i 0.7
FINGNICE 3 1.6
T RAMNSFORT = .7
ATTITUGE T MusTuR 1 .2
{ITHER V3 .4
Pl . Fa .8

MOT MECESSSRY+MOT. 1L 1) 12.3
ROCTAOR ALY +N0D - HELP 2 1.4
Total: q57 pnaq

THRLE a2

ACGCESSTIRILITY TO FHE CENTRE IN THE GERIAYRIC THDIAM
FOPULATION OF PORT SHEPSTOME BY CATEGORY:NMUMBER AND PERCENT.

CATEGORY MUMBEER PERCENT
RS 3¢ 2.5
AR 2¥H &, 8
HIRE 44 v.2
Wesl K P 1&.6
OTHER 1% 4.7
Total 457 R

r'l



.
T
’

a3l .t 63
RECETFT OF SERVICES RENDERED BY DISCIFLINES TN GERIATRIC
INDIAM POPULATION OF PORT SHEPSTONE: NUMBER AMND PERCENT.

CaTEGORY NUMEER FPERCEMNT
PHY ST OTHERAPY 11 2.4
FEYCHIATRI ST A 1.1
DISTRICT NURSE A 1.3
HEALTH VISTTOR 5 Il
SPECTALIST _ 2 n.4
SOCTAl, WORKER i G3.1




Tkl B 44

&

g

)

FREMALENCE OF CHROMNTEC DTSEASE BY AGE OF SURVTUTNG

SPOUSE TN GERTATRIC THDTAN

POPLLATTON s NUMBER AN

71 al YRS

150 YRS

DI_anD OVER

hypertension
diabetes mellitus
rleletnl

cardiac

G.T.,7

Reapiratory

(ther

total

numiier

{1
n.n
4.0
n.n
.0
.1
(.0

4.1

(.0
0.
g.0
L0
{t, 0
.1
.

(™) -
L ".

|
prroent

-

numbhoer
.0

1.0
8.0
1.4
5.0
&1}
S|

45.0

parcent
12,0
24,4
isg.0
.4
8.5
43.3
REL

1v.2

numnee
a3 .0
3.0
a8.0
17.101
ol
12.1
1740

134.10

parcent
8075
PR A
Ya.0
4.4
&1 .5
e 7

%y 'l
VeV

77l

TUTAL of Z23% reaoponses




IORLE i
FREVALENCE OF CHEONTC DYSEASE BY AVERAGE MONTHLY MISTTS Y
STRLINGS TN BERIAGTRIC TRNGIAN PORPULAT TN OF 2ORT SHEPSTINE
NUMEER @D FERCEMT.

P8 YISTTH TO0-12 YTSEITS MORE. THAN 20

numbzr percent numbar nercant numbzr pearcent
hypertension 2.0 0.2 11.0 11.5% G40 ah.u
diabetes mellitus 2%.0 HR.7 3.0 5.4 220 an. 7
skeletal 21.0 HA. 4 B.0 13,6 a0 60 .8
cardiac 5.0 3 2.0 10.3 1.0 G587
G.T.7T &0 an.n b.0 & g.0 LRLH
Respiratory 1.0 M7 0.0 n.a 14,0 GRLE

(tther ig.a 51 .4 2.0 S.7 1%.0 Ly

total _ 11e.n 831.3 ) Pl 1545.0 i I




IOBLE 646

PREVALENGE OF CHEUNIG DI SEASE

S PONTHLY VT&TTS BY OTHERY

IM GERIATRIC

IMOTAN PORPLLATTUN

OF PORT SHEPSTONE s MUMBER

AMD PERCENT .

|

hypertengion
diabietes mellitus
seletal

cardiac

G.1.7T

Heopiratory

Other

total

J&H.

i

7a.H

5.0

2H.1

A0.0

10 o
1!410U1ﬁ1ﬂ3 §20 LISTUS >90ﬁ£W$.
- number percent| number percent number percent

43.0 42,3 23.0 2w,V &, 1 7.3
2a.0 Pt I &L 1é.% 5.0 id.5
da2.n Ai3.0 S.0 | I 3.0 7.3

. G .4 7.0 HELH .0 15,4
1n.n 7o, 1.0 7.7 2.0 15.1
14,0 H&, 7 &al 33.3 0.0 a.0
24,0 an.n ¥.10 13,7 1.1 e

6.4




FREVALEHCE OF CHREOMTIC DISEAGE BY MUNTHLY MWISTTS BY GHILDREN
TN BERTATRIC TNDIAN POPULATION OF PORT SHEPSTOME sNUMBER
AND  FERUCENT

Less thamn .

| D  0eeuls1TS pemseseeeeny 1o -aovists . 20 - 3ovisits,

l

rimbre percent number percent| number percen
hypertension 74,0 EHS 2.0 #et g,0 “L8
diabetes mellitus 45,0 7.1 2.1 4.0 3.n AN
Eeletal q7 .0 7RG 5.0 ¥ . H .0 1.4
cardiac 17.0 3.3 .10 .1 2.0 1.9
G.T.7T Fa.0 pan,n 0.0 ft.0 .0 ir.Q
wespiratory 13.0 ?1} ., 1} 1.0 5.1 1.0 3.1
Other #a.0 ¥ I J 85 1.0 K I 21
tatal ad.n 9.4 11.0 4.8 a0 val




£Lh

Tkl B4t
PREMALENCE UF CHRONTL DYSEASE BY PRESENT EMPLOYMEWT. JH THE
BERTATRIL INDIN PORULATTUN 0F PORT SHEPSTONE :NUMBER AND
PERGENT

FRESGEMT EMPLOYMENT
TS k1]

MLUIMEER FERCENT| NUMBER FERCENT
hyoertensinn Gal} 3.% 4. 4.1
diabetes mellitys Pt 11.% e YA | He.l
skelatal 3.0 1t.y 5% .10 33.1
tardiac 6.0 AraG 14.0 P
13.1.7 5.1 A5 14.4 F3.7
Revpiratory g.0 206 21.0 P d
Uther 2.0 5.7 I 33.4) wi.3

toatal 4z.0 17404 »%1.0 g




IABLE 67

PREMALENCE OF CHEONTC DISEAGE EY TOT ok MOMNTHLY TRCOME TN

GERIGTRIE INBTIAM POPHLATION OF PORT SHEPSTUNE sNUMBER AND

PERCENT

13150

EANDE 51 -300

RestdD S B R

S00 RaMDE

hrypertencion
rliahetes mellitus
wKeletal

cardian

G.T.T

Beaniratory

Uther

tntal

numhbsar
A&
33.0
47 .0
15.10
n.0
17.1%
20,0

211.0

parcant
.Y
7.0
Y.L
2.4
44,4
é&3.10
0,0

7.0

numbar
1.0
5.0
5.0
1.0
2.0
2.1
&L

3.0

percent
12.6
0.0

Fi.z

numhear
in.n
7.0
.0
0
. (1
.0
.

MR SRR Ao I

1

i
o}

Fa

arc?
b1.5
4.0
4.8
23.8
ada., 4
2Y .6
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TobLE Z0
PREVALENCE OF CHRONIC DISEASE BY FAST INCOME IN GERIATRIC
IMDTAN FOPULATTON 0F PUORT SHEPSTUNE sNUMBER AGND_PERCIDNT

F=150 RaMNDE P01 400 RANDE (MER 300 RANDE

NUMBER PERCENT ] NUMBER PERCENT] NUMEER PEREENT

hypertension R | Z25.0 .0 1%.7 d42.0 Of . W
diabetes mallitus g.0 28, 3.1 H.8 2.0 S, b
okeletal 20,0 . 8 Hi.a 274 i&.0 He6L Y
cardiac 5.0 3.2 7.0 d3.3 4.0 25.10
G.T.T &.0 47 . 1.0 PR 7.0 B0
Reapiratory . 33.4 3.0 14,7 w0 5.0
ther 10.0 AR g0 I 15,0 45,9

toatal 4.0 31 .0 43.0 2.1 11710 dv.n




EFREVALENCE OF GHRONTC DISEASE BY "AGE STOPFPED WORKING® IN
BERTATRIG INDIAN POPHLATION OF PORT _SHEPSTINE :NUMBER AND
FERGENT

1-5%5 YEARS Sé-& YEORY &1+ YEARS -

:
~

numbar percent number parcent! numbher pﬂrcant|
hypertension 22,0 BELE .0 J8.é 12.0 2EL.Y
diabetes mellitus 13.1 54,7 4.0 14,7 ol 2.8
skeletal iv.n ST #.0 24,5 £.0 23,5

cardiac 7.0 45,7 S0 33.3 3.0 20

G.T.7T a.0 S7.9 .o 14,3 2.4 28.46
Rezpiratary 7.0 53.13 3.0 23,10 2.0 14.7
Other 14,0 5.3 &0 25,0 4.1 164.7

total 25.0 53.5 34.0 22.4 33.0 Rt

(1



PREMOLENCE OF CHREONIC DISEASE BY

"REASON MNOT WORKING"

o g

IN GERIATRIC

IMDIAN POPULATION OF PORT SHEPSTONE:NUMBER AND PERCENT .

MO JORS

OL.[r AGE apD

T

HOUSE WIFE aRND

HEALTH

REQD . FAMTLY

hrpertension
cdiahetes mellitus
skaletal

caraiac

B.T.T

Feapiratory

Nther

total

number
2.0
2.0
n.n
a.n
n.
.0
1.1

a.0

prercent

Zal
Y-

0
iy
n
1
3

i

.1
A
M
U
.1

.7

vy
22

number
51,
2800
31,
16.
P
15,

B

n

i
a
f
(

1723.0

percent
S8
o9
4.7
ae. v
&4 .3
&L
hb. 7

57.%

373
2%

-~

P

B

11

il

Pd.
: |
7.
N

number
L1

o [
0
{1

(

.0

percent
15.4
G
43.3
11 '

1=

Y

*
b

)

k.

e

()

-
D

o

wd

n

an.%




TeBLE ad 73,

Flectroprecent

eletricty not

hypertension
diatwete: mellitus
wkeletal
cardiav

GeT T
Reapiratory
che-incl cusn
Hae renal
metabolic
bload
infections
thyraid
vancul ar
vizian

ent
malignancy
neurosis

ald age
accicdente

tatal

no

8.0
H3.n
ni.n
22,0
P20
B
.0
2.0
1.0
2.0
4.0
1.1
.0
1.4
1.0
n.n
2.0
1.0
2.0

2730

¥oaqe

GS. 7
jan.n
GBS
FaLQ
10g.0
HE.Y

n.0
00,0
FERIIR
100,60
1013.n
100, 0

Bid.1

noa

P,
I? n
17,

1"

b

|

]
0

{5(5?!

M
(
1

S 01
1.
1.
- [
1.
1.
1.
1.
1.
(.
1.

0
(]
1

]
(K}
)
]
{1
]
]

.0
.11

a.0

i}

“age

Pa.6
1.7
250
A,
2% .4
13,8
Zu.n
33.3
(I
33,3
25.0
.0
1.1
.0
.o
EREIR
i.n
1.1
(I

14.9




Tl E S Th.,

DISEASE BY WATER

- WS .- ‘TANK./RNER X

hypertenaion e U e 1.0 ia.’/
AdAiabetes mellitus 3EL0 P A 4.0 Gad
oheletal 550 gLy 3.0 15,1
cardiac &aan 23,7 1.n 4.3
G.1.7T i1.n a7 £.0 HR L E
Respiratory 2a.1 Bv.7 3.0 10,3
ohe incl cva ¢ 20,0 1.0 ja.0
iysoe renad 2l Ao 7 1.0 33.3
me tabiolic .0 Jaa.a (.o n.u
Bl ood 2.0 Sb.7 1.0 33.3
infections 4.0 faa.0 a.o t.n
thyroid 1.0 100,90 1,0 n.n
vascular 0.0 85.% 1.0 11.1
visinn 1.0 0.1 1.0 1nn.g
ent 1.0 1000 (.0 .0
malignancy n.n ERRIR .09 ERRDR
neurosis Pt 1000 (.0 fi.Q
aaled aom 1.0 1a0.0 0.1 .1
accldents 2.0 100 .Q (.0 .0
total APELN 3703 43.10 12.7




TaBLE 4TS

SEWERAGE BY DISEASE

~TaBLE 275 .

Wy T E HEORME

HOMWETE REQRNE

hypertenaion
cdiabetes mellitus
skeletal :
cardince

G.1.7
Keaspiratory
cna—-incgl cwa
ugs- renal

me tabnolijs

b1 cacacd

infections
thyroid

vascular

vicion

ent

mal igrancy
neurosi s

ol age
ancidents

#@7.n 3d.n
dgi. o, 0
an.n PRI
1.0 P?iLH
12.10 ) )
22.0 Fh.Y
3.0 3.0

2.0 66 .7
1.1 10,0

ARt 66,7
1.1 1.

.o 00,0
“.n 83.%

0.0 T
1.0 1n.n
a.n ERROE
a0 100 .10
i.0 jan.u
2.0 itnn.n

.05
AN

2ha.

14.10
1T2.0
18.10

2.0 8.7
3.0 2%.1
st 21
Wl 210,10
.0 q5.3
3.0 0.1
I.a HH.3
n.n n.n
fr. o .

1.1 1.1
i.0 .0

., n.1n
f.n FRROR
0.1 0.0

.0 0.a
3.0 .1

)
-
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HEALTH CARE OF THE GERIATRIC INDIAN POPULATION IMN
IN PORT SHEPSTOME

THE PROBLEM

i.lnadequate Knowledge of the extent and circumstance of
nccurance of Chronic Illness causing significant disability in the
GERIATRIC Indian population of Fort Shepstone., and of the relevant
alleviative measures. :

Z. The magnitude and nature of the needs in the Beriatric Indian
community and the optimal type of service regiured for the use of this
communi ty.

2. The extent of dependance of thie community and the reasons
for this.

OBJECTIVES

{.To establish the health status of the elderly
community.

2. Ta investigate the multiple epidemialagical +actors
related to occurance of illness in terme of the person
affectediman),and in terms of the envirconment
(family,domiciliary,social and communit¥?

2.To investigate the alleviative measures that have besn
taken. :

4, Ta determine which authority is recsponsible for the
operating and funding of the geriatric services.

) 9. To identify existing services for the elderly in Port
Shepstone , the cost of maintaining those services ,and

to
identify current patterns of use.



4, .To determine whether retention of the aged in the
community for as long as possible is desireable.

Y. To makKe recommendations in respect of -

a). the alleviative measures that could have been taken,
in terms of the +first, secoond and third levels of
comprehensive health care.

by. the need ftor primary health care serwices with
regard to this population.

.22, the most appropriate type of service with
regard to need, cost and acceptability.

dy. improving the health status

). Maintaining the independance for as long as
possible.

f¥. establishing the need for an old age home.

CRITERIA

Primary Health Care:
Health Care outside institutions at & cost
which can be afforded by both the consumer and the prowvider and which
involves the opinion and participation of the community.

The requirement for health services which are considered by
health professionals to reduce present or future levels of i1l health.

pAccentabilitys
The willingness to use or participate in
the functioning of the proposed services by the community to which the
services will be directed.



Phyvsical, mental and social wellbeing.

Phrsical wellbeing: with no physical
disability that precludes the person from performing the functions of
daily living.

Memtal Status: The mental capability to
attend to his or her own affaire and to perform functions of daily Tiving.

Socli

o

1 wellbeing:lLiving in harmony and
satigfaction inrespect ot:

number and proximity of surviving children
and siblings, _
frequency of visits by spouse, cildren,
siblinge and friends.

GERIATRIC:

Fersons 55 wears and over and are residents of
FPort Shepstone.

Port Shepstones

oo

The Magisterial District of P/S.

Chronoc _illness ig an illness which has-

aypersisted for at least three monthes,or which could normally be
expected to last for at least three months, and which has

brresulted in disability causing any one or more of the following:

1.Lack of mobility rendering a person homebound unless aided.

2.Dependancy

B.Unemployment, or the inability or claim of inabkility to persue
the gainful level of employment before the onset of the chronic illness.

Extent of occurrence:
BGeccurrence in the population sample at a
point or short period in time limited by the duration of the study in the
population.ie.Period prevalence and not incidence. How much occurrence
there ie at the time of the zurvey.

WDigsabilitys

The prevention of or incapacitation from doing work or
: Qﬁher artivities nof narallel sionificance brevirmsly carried nut by the



person coserved and normally carried out by persons of similar age qroup,
zex and community grouping.

L A L

any individual who is dependant on the State or
industry for an income hecause of not being able to work due to old age or
i11 health. :

Househald: &11 persons living on the same lot.

SELECTION OF SaMPLE. BGROUP

Every fifth household will be included in the studr.

All geriatric persons in the household will be included.

If no geriatric personss are resident in the household
zelected,the next immediate household with & geriatric personss will be
included.

Mo Contral Study is considered necessary.

METHODS OF DaTa COLLECTION

i.Permisssion to carry out thiz study will be cobtained
from a1t the relevent authorities.

Z.Each identitied person will be interviewed and requested to
participate in the study.Thereafter a standard gquestionaire and checklist
will be administered in strict confidentiality.

Each person will be subsequently examined clinically and
medically assessed in the researcheres surgery according to & common
criteria applicable to all geriatric persons .Transport will be provided.

3.Intormation regarrding the availability and use of existing
facilities will be obtained from the case notes of theze persones at their
usuzl primary care centre. These will be consulted and the relevant data
extracted.

I+ this i=s not possible,information in respect of health and
other serwvices provided by authorities, woluntary bodies ,general
practitioners,district surgeons,or any other source, will be obtained by
communication with the appropriate authorities ,voluntary bodies and
perscnnel .

Where information is not obtainable from the case rnotes or from

the person,friends and relatives will be requested to provide the required
information.

4
Reduction of Mariation:

T



Varjation will be reduced hy:

i adherence to detined criteria,

iiy the use of a standardised checklist and questionaire

iii?. intervisws and clinical aszsescsment will be done by the
recearcher onlw»

IME BARRIERS
Pratocoal submission :114.08.835.

Commencement of field study: 01.0%.85.
Completion of collection of dats :I@iﬁ“‘“V
Completion of collation and analysis of field data:

Completion of paper:28.02.8&6. I2 71 v &

AFRAISAL OF THE LITTERATURE aND QTHER AVAILABLE INFORMATION ON THE PROBLEM
will be ongoing throughout the study.

COLLATION OF COLLECTED DaTé
Data will be collated by computer.

EVALUATION GF THE INTER-RELATIONSHIPS OF THE COLLECTED DATA will be done
by the researcher.

ADVYANCEMENT OF HYFOTHESES OF CAUSATIVE FACTORS AND METHODS OF
INTERCEPTION : on completion of the research project.

FIELD TRIAL OF HYPOTHESES : not applicable.

FINAL DEFINITION OF THE CAUSATIVE FACTORS DETERMIMED AND RECOMMENDATIONS
MADE  OF METHODS OF INTERVENTION TO CONTROL THE PROBLEM 28.02.84,



HEALTH CARE OF THE GERIATRIC INDIAN POPULATION IN
PORT SHEPSTOMNE

Study Mo._ It 1__|

NEME
HOSPITAL NO. 11 {1 1__1__| CLINIC I.D.1_ 1 1__1__1__1|
DISTRICT SURGEON G.P.

ohijective

L
e
rs
!
[ SN——
| i

t-Age ! SSyre-S%yre =1, 40-&4 =2, 45-49=3,70-74=4,
73-7% =3, 80-84 =4, 85 and cver=7,
male =1
Z.8ex female=2

3.Marital Status | i

(Single=1,Married=2,Widowed=2,Divarced=4>

4.Educatiaon | L

t{0=no schooling to class 2, Std 1-5=i, Stdé-8=2,8-10=
post matric=4,:

[ XY

£

OC 1AL

i,

3. Accommodation ] |

(flat=l,wood & iron=2,brick=3,shanty=4)

&.House ! I

(Own=1, Rent=2, Relatives own=3, relatives rent=4)
Council house=3



FeMD. 2t COOMES

e

g.5ize of household adults

)

Fage

Potential isolation:

l

children ...

7 Living with i

{alone=1,

spouse=2,

{married children=3,

unmarried child=3, married child=4,

sibling=6,friend=7, relative=8)

other= ¢

Mumber of children livina 1T
Froximity of nearest child T

(0-3 km =1, 3.1=-10km =2, 10.1-20km =3,
20.1-30km =4, >30km =3 '
Proximity of nearest reltative TwaT—"—T as for child
Proximity of nearest sibling Il__J E at above
Aige of nearest child T—__T—“":E
Age of nearest relative 1 I
Age ot nearest sibling 1 | I
7 Age of surviving spouse T”“~T_“—T

(0-20yrs.=1, ’1—30=2, 31-40=3,

41-50=4,3531-50=5,4&1~-70=4, »70=72

Average frequency of wvisite per month by

SpousS

7 Hent

€.

101 -14d0=4,

aleaal L siblings 1..1 |
lsswlesod others,..i. | |
_ RO.DO.=0, 1-20=1,
I 21-40=2, 41-40=3,

61-80=4, 81-100=4,

141 -178=7 .1 74=225=8 , 224-200=5



Fage 8

Fast

i ncome

101-150 =3,

3ani and

S —

1 ! |

ouer

1-50 =1,

301-350 =7,351~400 =8, 401-450 =%,451-500 =10,

=11,401-750 =12,

Fresent Income

old age pension... ...

disability pension......

Maintenance pension....

other pencsion

investmentS o s uueses

other

Total......

Receiving pension....

Value of capital asset

Employment

tFresent ...

731-1000 =13,>1000=14.

51-

100=2,

151-200 =4,201-250 =5,251-300=6,

00.00 =15.
Income as above.
res=1l, no=2.
1 L1
| L 11
1 111
11 1 1
1 | l [ 1
0 | | |
T 11 1
| 1 1 | | |
|
e ves = 1, no =2
| | |
(Rands) : | | [
ead sl s (rves=i, no=2z)

301 -400



fage stopped working ..o eleaot...l
i—-20years =1,
21-40=2,41-5=3, _
2155 =4, 54-40=5,81-45=4,45 and
over=/7.

—pn

Reazon not working ..eeseadlooaloenl
ino jobs=1, old age=Z, i1l health=3, housewi fe=4,
{required by =iblings=3)

Page ¢

Professional=1l, non-manual=Z,
Qccupation pastiseavalavalassl manual skilled/zemizkilled=3,
manual unskilled=4,housewife=d
unemployed=4

Fregent...l...t.. |

future... )l |

e maman T

{same as previous=l, any occup.=2, less demanding=3,
zhel tered=4, unfit fto work=5)

S

3 E]ectricity..li..li.iil LAves=i, no=2)
F.ooWater.. oo et e Ltap=1, Tank=2, river=3)
10.5ewerage ...l...lTTTT—~_h“.iwaterburne=1, pit=2, bucket=3,nil=43

11.
Opinion (objective 52
Where would you prefer to liwve? i .r...T.

talone with spouse=i, with family=2, o.a.h=32,
(warden type housing=4,other=5

Will wou manage to liwve there? 1o
{yeg=], no=2, unsure=3)

A !

Give any reasaon why »ou dont live with waur family?

Financial uoseeenss I wee=]
T

not accepted..... | no =2



untit.e.aas i

Il

aother..(specif»? ...

Page 10

FHYSICAL STaTUS ASSESSMENT

Mobility.eeena. i i Cimpaired=l, unimpaired=Z)
Digsability:

present i res=l, no=2

duration i |

Smths—-1 »yr=1,1- =2,
- =3, 3- =4,4- =35,
9= =4,
severity | I



Digability causing unemplorment, or the inability or claim
of inability to persue a gainful level of emplorment. = 1

Disability causing impaired mobility but not homebound =2.
Diszbility cuasing a person to be homebound unless aided =3.
Dizakility causing dependancy such that the person cannot do
an¥thing for cneself such as feeding,excredtion and

washing=4.

Feeding..... e 1 .tnot possibe=1, impaired=2,

sasy=3)

Washing.eveesanes | I
excretion i I
hearing I
vision ] |

Diagnosis

Mental Status: ] M_w;m {good=1, fair=2; poor=3)

Aability to make daily domestic decisicns A maa e
Mo danger to self or cthers .......
Sociability ok waeeas

Fage 11

ylleviative Measures

lreatment

dhere received? ‘I..,.l.
{F.%.Hosp=1, Marburg Clinic=2,D.8.=2, G.F.=4,tradition
ather =4

al=5)



sre wou receiving drug therapy?...s.00 Lo L .
( ves = 1, no = 2.7
o0 vou receive Kx or assistance from any of the ff.? <(yes =1, no =2

shy¥siotherapist I___L pe¥chotherapist I:::I
;evchiatrist 1 health visitor 1
tistrict nurse I:::I social worker I:::I
sccupational therapist I:::I home help I:::I
neals on wheels I:::I tape aide for blind I:::I
sconomic aid I:::]:

Dther (speCifrliienecarsnnannasannsensaannnns
} lesse than 9 min =i,
Yverage duration of each consultation..l...l.. S = 2
ig- =3
15- =4
greater than z20=38
yyerage duration of waiting for treatment:

in hospawusoos 11 Tess than 1% mins =1,

. 13 - mins = 2,
DS, . ues [ 30 - ming = 3,

e 45 - mins = 4,
GF.....n .1 &0- mins = 3,

——— 2 hours - = &,
Clinic.saaas 11 3 hours - = 7,

4 hours - = 9

7
agreater than 3 hrs =%,

Mumber of visits per month to prim.care centret....eeee.s I |

Contact interval considered necesary for attendance at F.H.C.Centre in
e K S e s v nnn e :
! ]

How many weeks ago did you go for Rx i | I

Fage 12

Procedures done at PHC wvieits yee =1 po=2

UT iNBuneeesns | ]

LS SR

= i I



Auscul tation...]
New Rx.. ... ] |
Revigse Hr.waes | ]

Other¢ specify)..oves
Special Investigations done in last ywear?and place of investigation.

Blogods..... I ! 1

H=RayE ... I [ | I

Fundoscopr. i i i I

Other... G rasassssessasEaas amasasamaaas fea e n s .

rves=1l, no= 2, thosp=1, GP=2, D5=3,Clinic=4)
ther=3

I¥f not taking Rx, Why not?. . ccvones | I

ino facilities=l,finance difficulties=2, transport diff=3,
attitude towards illness=4, attitude towards doctors=5»
ather =&.(specify

4ccess to PHC centre:....... . ] ]
(bus=1, car=2, hire=3,walk=4,other=5}

Jdhere would vou prefer to receive your Rx? ! I
thosp=1, DE=Z2,GP=3, Clinic=%4)

ather=5
Cost of PHC serwvice: free = |
HoSPeowas.- I | <Z2.00 =2
DS..cuas | 2-5 =3
GP... .. i1 - =4
Clinic. ... 11 i0- =5
13- =4
20— =¥
25- =8
Episodes of Acute Illness in last 3 months.
il T 10 2-2 1 1 3 1
Fage 13

ibiective 7:

jeraitric opinion on regiurement for heal th care facilitie

P p—

w

and ather



Hospital Facilities: NEEDED AT LABLE ADDITIONAL

|
|

med officer, i |

| |

specialist i ! | |

I

opd —_—

I I | | i 1
wards | 1 | | I:::I
nursing staft+t _ I 1 I | I:::I
clerks [ T
social worker I T [

|

Physiotherapist | ] I |

|

Chiropedist

|

Dizstrict Nurse ] | ] |

|

Occupational Therapist

&

|

District Surgeon | I | I

|

General Practioners | I ] |

|

home helpispecify) | | i i

|

meals on wheels | i | ] | |
visiting | I | I 1
shopping | ! | | 1
library | | i | 11
laundry | | | | 11

transport to clinics

a

1]

ocial outings

I

Page 14
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Continued

sjtters in

meals aon wheels

Tape fids for hblind

r}

nther (specify? I |

economic aid I i |

Adcceptability ofalternate cervices to what is being used at present:®
will make use =1, will not make use= 2
home visiting | |
mobile clinic I I
polyclinic ] ]
nurse operated PHC centres I I
geparate for elderly

Meed for old age home =
opinion.

T it essential? l ] no =

W

Would wou prefer to stay in one? i 1

lould your family accept this? i |

Would it not affect ryour independence? | t

What assistance would you require to make it more
comfortable for vou at home?

i Home helps

iidoluntary visiting i R

1

iiiMeals on wheelsz ] |

iviSitters in

1]
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