
 1 

 

Socioeconomic differences in service use, payment and receipt of illness-related 

benefits in the last year of life: findings from the British Household Panel Survey 

 

Running title: Services and benefits in the year before death 

 

 

Authors: 

 

Dr Barbara Hanratty  MBChB, MD, MPH, MRCGP, FFPH 

MRC Fellow, Division of Public Health, Whelan Building, 

University of Liverpool, Liverpool. L69 3GB 

(Current post: Senior Lecturer in Population and Community Health) 

 

Email: b.hanratty@liv.ac.uk 

Tel: 0151 794 5576 

Fax:0151 794 5588 

 

 

Professor Ann Jacoby  BA, PhD 

Professor of Medical Sociology, Division of Public Health,  

University of Liverpool, Liverpool. L69 3GB 

 

Email: ajacoby@liv.ac.uk 

Tel: 0151 794 5576 

 

 

 

Professor Margaret Whitehead  BA, PhD, FFPH 

WH Duncan Professor of Public Health, Division of Public Health,  

University of Liverpool, Liverpool. L69 3GB  

 

Email: mmw@liv.ac.uk 

Tel: 0151 794 5576 

 

Correspondence to B.Hanratty please. 

 

 

Key words (MeSH headings) Terminal care; socioeconomic factors; social welfare; 

health services for the aged; health services accessibility 

 

 

 

Word count (excluding tables and references) 2442 

 

 

 

 

mailto:b.hanratty@liv.ac.uk
mailto:ajacoby@liv.ac.uk
mailto:mmw@liv.ac.uk


 2 

Funding: The first author was supported by a Medical Research Council Health of 

the Public Special Training Fellowship. The funders bear no responsibility for the 

content of this paper. 

Ethical approval: not required 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 3 

Abstract 

 

Background Terminal illness presents a financial challenge to many households, but 

in Britain the situation should be eased by state benefits, such as attendance 

allowance, which is available to everyone in the last six months of life without means 

testing. Aim: To investigate the use of health and social services, payments and 

benefit receipt by individuals in differing financial circumstances in the year before 

death. Methods: Analysis of individual level panel data for 1652 community dwelling 

decedents from 12 waves of the British Household Panel Study (1991-2003).  

Results: In the year before death over 90% of decedents saw their GP, and around 

one third spent some time in hospital. More than 80% paid no fees for any services. 

Over a third of decedents aged over 65 reported financial strain, but only 13.9% of 

these were receiving attendance allowance. People who felt that they were having 

financial difficulties were more likely to be frequent attenders in primary care, taking 

age, health status and other factors into account (adjusted OR 1.9, 95% CIs 1.3 to 2.6 

p<0.001). Older age was associated with less use of primary, but not secondary care.  

Conclusions: Financial strain was common, but benefit uptake low. Primary health 

care professionals saw nearly all decedents in their last year, and could play an 

important role in ensuring that the elderly and the less well-off are aware of the 

services and benefits available to them.  
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Introduction 

 

 

The end of life may be a time of financial stress for patients and caregivers, as well as 

emotional and physical strain. Illness may increase household expenses directly with 

the costs of travel and medicines, or indirectly by limiting the amount of paid work 

that can be done by the patient or carers.
1-4

 In Britain, essential services are free at the 

point of access, and the elderly and terminally ill are eligible for various forms of state 

support.
5
 However, financial status does determine ability to purchase services and 

goods which may improve quality of life, enable the household to cope better with 

illness, or avoid hospital admissions.
6
 

 

General practitioners in Britain play a central role in the provision of health care at the 

end of life, and they also hold the key to receiving illness-related welfare benefits. 

Completion of the DS1500 form, to indicate that a patient is not expected to live for 

more than six months, gives rapid access to higher benefits under ‘special rules’.
5
 

(Box 1). Despite a paucity of research into this issue, there is some evidence that 

many benefits go unclaimed. A recent study commissioned by Macmillan Cancer 

Relief estimated that more than £126 million pounds (€180M) of state disability 

benefits went unclaimed by cancer patients each year.
7
 Primary research has identified 

perceived hardship or a need for more financial help at the end of life, in community 

based samples,
8,9

 studies of patients with particular diseases
10,11 

and amongst people 

who used specific services.
12

 Cartwright explored end of life experiences by social 

class, describing similar use of services across the social spectrum, but better quality 

of life and less financial hardship for middle class people.
8
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Box 1 here 

 

In this study, we analyse data from a nationally representative panel survey, 

presenting information on people living in private households. The aim is to analyse 

the use of and payment for health and welfare services in the year before death for 

decedents in different financial circumstances, and to determine their receipt of 

relevant illness-related state benefits.  

 

 

Method 

 

 

Study population 

Data were analysed from the British Household Panel Study (BHPS). This is a 

longitudinal survey which began in 1991 with 5,500 nationally representative private 

households (10,300 individuals) in Great Britain.
13

 (Additional households in 

Scotland, Wales and Northern Ireland were added in 1999 and 2001). Household 

members over 16 years are interviewed each year at home. Thirteen waves of data 

were available to us, from 1991 to 2003. When a respondent dies after being 

interviewed, this is recorded in the next wave of data collection. The time between 

final interview and death could therefore range from 0 to 12 months. For this study, 

participants of the survey who had died in the previous year were identified at each 

wave, from two to thirteen, and their survey responses for the previous year were 

extracted for analysis. Data were not available if participants had moved into an 

institution, or declined to be interviewed.  

The variables used in the analysis are shown in Box 2.  
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Box 2 here 

 

Statistical analyses 

Utilisation rates are presented by age, and analysed with non-parametric statistics. 

Logistic regression was used to examine the influence of health status, income and 

demographic characteristics on a) paying for health or social services and b) GP visits 

and hospital stays. We included in the analysis some variables to indicate whether 

people had received free services, to identify people who did not pay for services 

because they received them free of charge. Frequent attendance in general practice 

was classified as 11 or more visits per year, similar to previous definitions of 12 or 

more visits.
14,15

 Hospital stays of above the median (fourteen days) for this sample 

were examined. All analyses were conducted with SPSS version 13.0.
16

 

 

 

Findings 

Demographics and health status 

Complete data were available for 1362 of the 1652 decedents, 683 men and 679 

women. They ranged in age from 16 to 101, with a median age of 75 years (inter-

quartile range 66 to 82). Forty-four per cent were married. The most frequently 

received state benefits were those compatible with low income: income support, 

housing benefit and council tax benefit.  Attendance allowance was received by one in 

seven of the total sample (14.3% overall, or 17.7% of those over 65 years), and 

disability living allowance by 67 people overall (41 (13%) of people aged under 65 

years). Forty three per cent of the decedents had rated their health as poor or very 

poor when last surveyed, whilst 61% reported that their health limited their daily 
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activities. Musculoskeletal symptoms were reported by a majority (56%), heart and 

blood pressure (41%) and chest symptoms (32%) were the only other frequently 

reported problems.   

 

Table 1 here   

 

Financial circumstances 

Just under a third (31%) of people aged over 65 years perceived themselves to be 

under financial strain, only 13.9% of whom also received attendance allowance. This 

compared with 22.7% of people over 65 who perceived themselves as comfortably off 

and were receiving attendance allowance.  

 

Use of services in the year before death 

Over 90% of decedents had seen their GP in the year before death. Use of general 

practice varied with age; one third of people under 65 years were frequent attenders 

(11 or more visits in the preceding year), but this fell to 24% of the 65 to 74 year olds, 

and 19% of the over 75s. Around one third of the decedents had spent some time in 

hospital in the preceding year. The overall median total length of stay was 14 days, 

but in the 65 to 74 years age group this rose to 16 days. The number of people in each 

age group receiving specific health and welfare services is show in table 2.   

 

Table 2 here 

Use of general practice and hospital in-patient stays 

The odds of frequent attendance in general practice were increased by self-reported 

health that was poor or limited activities, and reported symptoms related to heart 

disease, blood pressure, chest and stomach (Table 3).  People who reported financial 
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difficulties had more than an 80% increase in the likelihood of being a frequent 

attender, whilst those who paid for some health care were also more likely to have 

seen their GP more than ten times. The oldest patients were significantly less likely to 

attend frequently, adjusting for their health condition and use of other services.  

 

 

Above median stays in hospital were strongly associated with self-reported poor 

health and health that limited activities. None of the demographic characteristics of 

patients was a significant influence on length of stay. Receiving home help or meals 

on wheels was a marker for longer staying patients, whether or not any fees were 

paid.  

 

Table 3 here  

 

Paying for health or social services 

One hundred and twenty five people paid for some health care, 103 paid for some 

social care and 40 paid for both. The services that people were most likely to pay for 

were home helps (104), meals on wheels (53) and chiropody (126), where means 

tested co-payments for publicly funded services are usual.  Eighteen people paid for 

in-patient hospital care, 24 for alternative therapies and 16 for physiotherapy. There 

were statistically significant differences between the number of people in different 

financial circumstances who paid for home help (chi square 10.7, df 2, p=0.005) and 

chiropody (chi square 16.1, df 4, p=0.003) only. In multivariate analyses (table 4), 

people who were less well off financially were less likely to pay for health or social 

care, taking into account their use of free services. People aged over 75 years, or 

whose health limited their activities, had increased odds of paying for services. Poor 
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self-reported health was also associated with a reduced likelihood of paying for health 

care. None of the reported symptoms were significant factors for the likelihood of 

paying for either health or social services. 

 

Table 4 here 

 

Discussion 

 

 

Summary of main findings 

Health status and functional ability were the most important determinants of the use 

of general practice and hospital services in the year before death. People who felt that 

they were badly-off financially were less likely to pay for services, and more likely to 

be frequent attenders in general practice.  Fewer than one in seven of those who were 

under financial strain were receiving an illness-related benefit, even though most 

should have been eligible to receive help.  

 

 

State benefits and advice in primary care 

Three quarters of decedents in this study were aged 65 years or more. Although some 

would have been interviewed more than six months before they died and others would 

have died suddenly, the proportion receiving attendance allowance (17.7% of those 

aged over 65) appears to be low. Previous studies have reported higher figures, 

ranging from 26% of a national sample of cancer decedents
8
 to over 50% in an inner 

London study of black Caribbean and white carers.
17

 In any given month in Great 

Britain, approximately 600,000 people are claiming higher rate attendance allowance, 
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and a similar number receive the higher rate care component of the DLA.
18

 The 

proportion of recipients nationally that are terminally ill is unknown. Cancer patients 

are the majority of recipients of benefits under the special rules,
19  

but account for 

fewer than 2% of the claims for high rate attendance allowance.
18

  Without 

information on the duration of claims these figures are difficult to interpret, but the 

data point to significant under-claiming of benefits by older people at the end of life 

in Britain.  
   

 

 

Primary care has been shown to be a suitable setting for the delivery of benefits 

advice that is effective in increasing income.
20

 Elderly patients are often the main 

recipients,
21,22

 and modest positive effects on health outcomes have been claimed.
23

 

Some of the failure to receive benefits may be due to stigma associated with claiming, 

a desire for independence
6
 or a lack of awareness or understanding of the benefits 

system.
10

  Dissatisfaction with advice on financial issues, or a need for more help at 

the end of life have been reported in other studies.
2,10

  

 

 

Paying for services 

The proportion of people living in the community who paid for health or social 

services in the year before death was small.  In the case of social care, co-payments 

for means tested local authority services such as home-help are the norm, whereas 

private health care generally supplements freely available NHS care. Poor perceived 

financial position, poor health or functional limitations were associated with not 

paying for services, taking into account other services that were accessed without 

payments.  People who paid for health services were greater users of general practice. 
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This may mean that they had greater needs which also motivated them to pay for extra 

care, or more likely, it may reflect more assertive patient behaviour that comes with 

higher socioeconomic position, or being a paying consumer. In contrast, receiving 

home help or meals on wheels was associated with greater length of stay in hospital, 

which suggests that this was a marker of need that was not captured by the questions 

on health status and functional ability.  

 

 

Frequent use of primary care services by people of lower socioeconomic position has 

been found previously.
23,24

  In this study, we found an independent effect of poor 

perceived financial position on use of primary care services, not attributable to 

differences in measured health status or age. Unlike most analyses of frequent 

attendance in primary care, our participants were in the last year of life, when it would 

be appropriate for a high proportion of them to be seen regularly by their GPs. Our 

definition of at least eleven consultations in a year is similar to that adopted in 

previous work, where the top 3% were classified as frequent attenders, which equates 

to at least one consultation per month.
13,14

 Older people and those reporting 

comfortable financial position were less likely to consult frequently. They may have 

had fewer health problems, but it is possible that the elderly are more stoical, whilst 

those who perceive themselves to be better off are generally more satisfied with their 

situation.  

 

Strengths and Limitations 

The main strengths of this study lie in the design and conduct of the BHPS. The 

sample is nationally representative and follows panel members over several years.  

The analysis is not limited by diagnosis or place of death, and avoids some of the 
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biases that might affect samples drawn from specific services or diagnoses. 

Information is not collected with terminal illness in mind, and without such 

sensitivities, the survey was able to collect a wide range of data on issues such as 

financial status. Low participation rates and selection bias are much less of a problem 

than in most end of life studies, and although proxy respondents may be used, their 

responses are not subject to the methodological limitations that may affect 

retrospective accounts. The range of questions on health services is wide, but it is a 

limitation of the study that there are no specific questions on contacts with nurse 

specialists, such as Macmillan nurses, or individual hospital specialties.  

 

 

This analysis is relevant to community dwelling adults, as BHPS participants who 

move into residential care are not surveyed. People in residential care face different 

issues in the use of health and social care at the end of life, and are worthy subjects 

for study in their own right.
25 

However, it is important to remember that our 

discussion of payment for services does not include the large burden of costs borne by 

people in residential care. Attrition of panel members due to ill health or death is 

another potential limitation. Any socioeconomic analyses of deaths at older ages may 

be misleading, if they fail to account for social variation in age at death.
26,27

 In this 

study, we used perceived financial situation to avoid some of the limitations of other 

available proxies for socioeconomic position, such as self-reported income. A 

person’s perception of how well-off they are combines aspects of absolute and 

relative wealth, and is likely to be relevant to health experiences.
28
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Implications for practice and research 

At present, only a minority of UK residents outside of residential care pay for health 

and social services in the year before death. However, the apparently low uptake of 

benefits merits further investigation. If this is a true reflection of the national picture, 

exploration of the underlying reasons should be the focus of future research. Health 

care professionals have unprecedented access to the dying, and could play an 

important role in ensuring that patients are aware of any welfare benefits available. In 

this study, a majority of decedents received pension incomes well below working 

wages, which suggests that they could have benefited from additional funds in their 

last year.  
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Box 1.  UK benefits for people with terminal illness  

 

People who are not expected to live for more than six months qualify automatically 

for help with personal care, under the special rules. There is no qualifying period, and 

benefits are paid weekly. The DS 1500 form is completed by a doctor. It asks for 

factual information on diagnosis, current and proposed treatment, clinical findings and 

whether or not the patient is aware of their condition.  

Attendance Allowance 

Attendance allowance is paid to people aged 65 years or more, who need help with 

personal care or supervision. The higher rate payment is £55.30 ($108) per week in 

2007. 

Disability Living Allowance  

This benefit is paid to people under 65 years of age who need help with personal care 

or getting around.  The higher rate payment is £62.25 ($122) per week for help with 

care, and £43.45 ($85) for mobility in 2007. 

Carers’ Allowance 

This is paid to carers who earn less than £84 ($164) per week after certain deductions, 

and spend at least 35 hours caring for someone who receives high rate attendance 

allowance or DLA. It is paid at £46.95 ($92) per week. This benefit stops eight weeks 

after the death of the person cared for.  
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Box 2. Measures of health, service use and financial circumstances selected from 

the British Household Panel Survey 

Measures of health and social care utilisation 
For each service, survey respondents were asked whether a service was NHS/Social Services and if 

payment was made. 

 

Number of GP consultations in the preceding year: (none, 1-2, 3-5, 6-10, 11+) 

Number of days spent as a hospital inpatient 

Any contacts with  

district nurse or health visitor 

physiotherapy 

occupational therapy or speech therapy 

psychotherapy or psychiatric services 

alternative medicine 

chiropody 

home help  

meals on wheels 

social work or welfare officer help 

other social services.  

 

Measures of health status and functioning 
Self reported health status (excellent, good, fair, poor, very poor)  

Whether health limits daily activities, and if so are the problems with 

getting dressed 

managing stairs 

doing housework  

walking for ten minutes 

Any health problems related to:  

arms, legs, hands, back (hereafter musculoskeletal) 

sight 

hearing 

skin conditions 

chest/breathing 

heart/blood pressure 

stomach or digestion 

diabetes 

anxiety or depression 

alcohol or drugs 

epilepsy 

migraine 

other.  

 

Measure of socioeconomic circumstances and incomes 
Perception of financial circumstances 

(Reporting answer to the question: ‘How well would you yourself say that you are managing 

financially these days – Would you say that you are living comfortably, doing alright; just about 

getting by; finding it quite difficult; finding it very difficult ?’ The five point scale was reduced to 

three points for the purposes of analysis, combining the top two and bottom two responses.  

Annual household income 

Annual individual income  

Pensions and specific state benefits  

attendance allowance 

disability living allowance 

incapacity benefit 

housing benefit 

council tax benefit 

income support 

other state benefits 
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Table 1. Decedents from the BHPS, 1991 to 2003: Demographic characteristics, 

income and health status in the year before death (n=1362)   

Characteristic  Number 

(%) of decedents 

Sex 

Males 

Females 

 

683 (50%) 

679 (50%) 

Age in years  

mean, standard deviation 

range 

 

72.9 years, SD 13.4 

18 – 101 years 

Annual income 

Median annual household income in GBP, Interquartile range 

Median annual individual income in GBP,  Interquartile range 

 

£12,400 (£5,550-£14,931) 

£  5,896 (£4,021-£8,931) 

Financial circumstances 

Comfortable/alright 

Just about getting by 

Having difficulties 

 

416 (31%) 

342 (25%) 

467 (34%) 

Marital status 

Married 

Widowed, divorced, separated or never married 

 

607 (44%) 

753 (66%) 

Number of decedents receiving benefits 

Attendance allowance 

Disability living allowance 

Income support 

Invalid care allowance 

Housing benefit 

Council tax benefit 

Other state benefits 

Severe disablement allowance 

Industrial injuries allowance 

Widowed mothers allowance 

 

193 (14%) 

78 (6%) 

183 (13%) 

8 (1%) 

178 (13%) 

285 (21%) 

    5 (<1%) 

32 (2%) 

15 (1%) 

1 (<1%) 

Number of decedents receiving pensions 

State pension 

Employers pension 

Spouses pension 

Private pension 

Widows or war widows pension 

War disablement pension 

 

 

950 (70%) 

413 (30%) 

121 (9%) 

49 (4%) 

 16 (1%) 

  8 (<1%) 

Self reported health 

Excellent  

Good 

Fair 

Poor 

Very poor 

 

77 (6%) 

298 (22%) 

386 (28%) 

319 (23%) 

269 (20%) 

Health limits daily activities 

Yes 

 

836 (61%) 

Specific reported health problems 

Heart/blood pressure 

Chest/breathing 

Stomach or digestion 

Diabetes 

Epilepsy 

Musculoskeletal 

Skin 

Sight 

Hearing 

Anxiety or depression 

 

560 (41%) 

439 (32%) 

227 (17%) 

133 (10%) 

25 (2%) 

759 (56%) 

124 (9%) 

248 (18%) 

363 (27%) 

161 (12%) 

Note: Note that since April 1992, people who were disabled before the age of 65 years continue to receive DLA instead of AA.  
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Table 2. Utilisation of health and welfare services in the year before death by age 

for decedents from the BHPS, 1991 to 2003.  

 
 Under 65 years 

Number of 

decedents, % 

(n=319) 

65 to 74 years 

Number of 

decedents, % 

(n=383) 

75 years plus 

Number of 

decedents, % 

(n=660) 

 

GP consultations* 

 

None 

1-2 

3-5 

6-10 

More than 10 

 

 

41 (13%) 

65 (20%) 

64 (20%) 

33 (10%) 

94 (30%) 

 

 

 

34 (9%) 

65 (17%) 

95 (25%) 

57 (15%) 

91 (24%) 

 

 

69 (11%) 

144 (22%) 

139 (21%) 

104 (16%) 

123 (19%) 

 
 

 

Χ229.57, 
df10 

P=0.001 

Hospital inpatient stay 

 

110 (35%) 125 (33%) 253 (36%) Χ23.75,  
P=0.153 

Days as a hospital inpatient  

Median IQR 

 

13.5 (5-29) 

 

16 (8-34.5) 

 

14 (6-35) 

 

Use of  other health services: 

 

District nurse or health visitor 

Physiotherapist 

Occupational or Speech therapist 

Psychotherapist 

Chiropodist 

Alternative medicine 

 

 

 

68 (21%) 

38 (12%) 

4 (1%) 

171 (5%) 

41 (13%) 

19 (6%) 

 

 

77 (20%) 

24 (6%) 

3 (<1%) 

4 (<1%) 

90 (24%) 

5 (1%) 

 

 

218 (33%) 

48 (7%) 

11 (2%) 

5 (1%) 

288 (44%) 

11 (2%) 

 

 

Use of social services 

 

Home help 

Meals on wheels 

Social work or welfare officer 

 

 

 

15 (5%) 

4 (1%) 

39 (12%) 

 

 

48 (13%) 

10 (3%) 

32 (8%) 

 

 

166 (25%) 

74 (9%) 

86 (13%) 

 

Number of people who paid for any 

social service 

11 (3%) 27 (7%) 105 (16%) Χ242.28 

P<0.001 

Number of people who paid for any 

health service 

33 (10%) 31 (8%) 101 (15%) Χ213.06  
P=0.001 

* Percentages do not total 100 due to non response 
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Table 3. Factors associated with the most intensive use of general practice and 

hospital in the year before death 

 Adjusted odds ratio of 

having 11+ visits to the 

GP in the last year 

(95% confidence 

intervals) 

Adjusted odds ratio of 

an above median stay 

(>14 days) in hospital in 

the last year (95% 

confidence intervals) 
Age in years 

Under 65 years 

65 to 74 years 

75 plus years 

 

1.00 

0.80 (0.55-1.17) p=0.237 

0.64 (0.44-0.92) p=0.016 

 

1.00 

0.71 (0.45-1.11) p=0.134 

0.78 (0.51-1.21) p=0.268 

Sex 

Females  

Males  

 

 

1.00 

0.84 (0.63-1.12) p=0.237 

 

 

1.00 

0.84 (0.60-1.17) p=0.310 

 

Marital status 

Married 

Widowed/divorced/separated/single 

 

1.20 (0.90-1.61) p=0.214 

1.00 

 

1.08 (0.77-1.53) p=0.64 

1.00 

Financial situation 

Comfortable/Doing alright 

Getting by 

Having difficulties 

 

1.00 

1.41 (0.97-2.06) p=0.070 

1.85 (1.31-2.62) p<0.001 

 

 

1.00 

0.75 (0.50-1.13) p=0.171 

0.74 (0.51-1.09) p=0.134 

Paid for services (versus not paid) 

Health 

Social 

 

1.99 (1.24-3.21) p=0.005 

0.82 (0.52-1.28) p=0.385 

 

 

1.62 (1.05-2.50) p=0.030 

1.95 (1.25-3.04) p=0.003 

Health status 

Poor or very poor  

Fair to excellent 

 

3.56 (2.61-4.84) p<0.001 

1.00 

 

 

1.75 (1.22-2.51) p=0.002 

1.00 

Specific symptoms 

Heart/BP  

Chest/breathing problems 

Musculoskeletal problems 

Stomach problems 

Sight  

Hearing 

 

 

1.71 (1.29-2.27) p<0.001 

2.00 (1.50-2.68) p<0.001 

0.89 (0.66-1.20) p=0.448 

2.21 (1.59-3.08) p<0.001 

0.70 (0.48-1.02) p=0.065 

0.86 (0.62-1.21) p=0.393 

 

 

0.93 (0.67-1.30) p=0.677 

1.18 (0.84-1.65) p=0.340 

0.69 (0.49-0.97) p=0.034 

2.05 (1.42-2.96) p<0.001 

1.18 (0.79-1.75) p=0.417 

1.08 (0.74-1.56) p=0.701 

 

Health limits activities of daily 

living 

Yes 

No 

 

 

 

2.05 (1.43-2.94) p<0.001 

1.00 

 

 

2.99 (1.89-4.71) p<0.001 

1.00 

Receiving services without 

payment (versus no service) 

Home help 

Meals on wheels 

 

 

  

 

1.95 (1.23-3.09)   p=0.005 

3.69 (1.34-10.12) p=0.011 
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Table 4  Factors associated with paying for health and social services - decedents 

from the BHPS, 1991 to 2003  

 

 

 Adjusted odds ratio of 

paying for any health care 

(95% confidence 

intervals) 

Adjusted odds ratio of 

paying for any social care 

(95% confidence 

intervals) 
Age in years 

Under 65 years 

65 to 74 years 

75 plus years 

 

1.00  

1.12 (0.60-2.10) p= 0.716 

2.05 (1.18-3.59) p=0.012 

 

 

1.00  

1.57 (0.78-3.17) p=0.204 

3.49 (1.83-6.67) p<0.001 

 

Sex 

Males  

Females 

 

1.96 (1.32-2.90) p=0.001 

1.00 

 

0.88 (0.60-1.29)  p=0.506 

1.00 

Financial situation 

Comfortable/Doing alright 

Getting by 

Having difficulties 

 

1.00 

0.59 (0.38-0.91) p=0.016 

0.42 (0.27-0.66) p<0.001 

 

1.00 

0.62 (0.40-0.96) p=0.03 

0.40 (0.25-0.63) p<0.0013 

Health status 

Poor or very poor  

Fair to excellent 

 

0.47 (0.30-0.72) p=0.001 

1.00 

 

1.37 (0.91-2.06) p=0.137 

1.00 

People who reported specific 

symptoms: 

Heart/BP  

Chest/breathing problems 

Stomach problems 

Musculoskeletal  

Skin 

Hearing  

Sight 

 

 

 

0.96 (0.66-1.40) p=0.838 

0.59 (0.38-0.91) p=0.017 

1.20 (0.73-1.96) p=0.473 

1.27 (0.83-1.93) p=0.268 

1.11 (0.60-2.05) p=0.747 

0.90 (0.59-1.37) p=0.615 

1.07 (0.68-1.70) p=0.772 

 

 

 

1.00 (0.68-1.46) p=0.987 

0.76 (0.50-1.15) p=0.192 

1.02 (0.62-1.68) p=0.945 

1.08 (0.71-1.65) p=0.709 

1.17 (0.63-2.17) p=0.625 

1.69 (1.14-2.52) p=0.010 

0.90 (0.57-1.42) p=0.657 

 

Health limits activities of daily 

living 

Yes 

No 

Getting dressed 

Climbing stairs 

Doing housework 

Walking for 10 minutes 

 

 

 

1.90 (1.21-2.98) p=0.005 

1.00 

 

 

3.08 (1.75-5.44) p<0.001 

1.00 

1.17 (0.35-3.93) p=0.794 

4.14 (1.31-13.04) p=0.015 

1.24 (0.79-1.96) p=0.355 

0.33 (0.09-1.17) p=0.086 

Receiving NHS services 

GP 

Hospital 

District nurse or health visitor 

Physiotherapy 

 

 

2.86 (1.27-6.43) p=0.011 

0.80 (0.52-1.21) p=0.282 

1.42 (0.94-2.14) p=0.097 

1.12 (0.59-2.13) p=0.720 

 

 

Receiving  social services without 

payment 

Home help 

Meals on wheels 

 

 

  

 

0.32 (0.16-0.63) p=0.001 

0.42 (0.05-3.56) p=0.428 

 

 

 

 


