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The development of a short instrument to
identify common unmet needs in older
people in general practice
Steve Iliffe, Penny Lenihan, Martin Orrell, Kate Walters, Vari Drennan, Sharon See Tai 
and the SPICE research team

Introduction

THERE is a long history of underdetection of disability in
older people in community settings and the 75 years-and-

over checks have stalled.1-3 There is evidence that the
Comprehensive Geriatric Assessment (CGA) plus strong long-
term management can improve survival and function in older
people and prevent admission to hospital or placement in
nursing/residential care.4,5

Comprehensive assessment of older people combined with
action on agreed problems can improve survival and function,
but there is a lack of clarity on optimal approaches in general
practice and, despite its advocacy in the National Service
Framework for Older People,6,7 no structured needs assess-
ment tool is currently in widespread use. A new multidiscipli-
nary needs assessment tool, which triangulates patient, carer,
and professional perspectives (Camberwell Assessment of
Need in the Elderly — CANE) is useful for research in primary
care and successful in identifying unmet needs, but too
lengthy for routine clinical use.8 There is a need for a shorter,
practical, primary care-friendly tool that builds on existing
information, focuses on unmet needs, and can be used to
trigger a comprehensive assessment process.9

However, attempts to introduce new methods of working
and new technologies into primary care are often unsuccess-
ful, resulting in the ‘shoe-horning’ of innovation and subse-
quent resistance to change among practitioners.10 One way
to try and overcome this may be to involve users and
providers, as part of a cultural revolution in care delivery, in the
design and development of new methods, so that these are
congruent with clinical practice and become incorporated into
routine work as heuristics (‘rules of thumb’).11 Involving ser-
vice users has been shown to contribute to changes in the
provision of services in a range of clinical settings.12 The
heuristics that general practitioners (GPs) use in making clin-
ical decisions shape performance more powerfully than any
form of formal training, explaining why educational activities
can increase knowledge without changing practice.13,14 In this
paper we describe how a heuristic for identifying unmet needs
among older people has been developed in collaboration with
service users and providers, in an iterative design process
using mixed methodologies.15

Method
User involvement in healthcare development can take many
forms. We opted for a partnership approach of shared decision
making, as described in Arnstein’s Ladder,16 to allow accurate
targeting of services, avoidance of unwanted provision, and
help with developing policies, strategies, and priorities.17,18 A
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SUMMARY
Background: No structured needs assessment tool exists that is
appropriate for older people and also suitable for use in routine
consultations in general practice.
Aims: To engage older people in the development of a brief,
valid, practical, and acceptable instrument to help identify
common unmet needs suitable for use in routine clinical practice
in primary care.
Design of study: User involvement in a multi-stages approach
to heuristic development.
Setting: General practices, voluntary groups, and community
organisations in north and central London.
Method: Subjects included patients aged 65 years and over in
purposively selected practices, voluntary organisations for older
people in the same localities, community organisations involving
older people, general practitioners and community nurses. Data
were collected through mixed methodology interviews using a
structured assessment tool (Camberwell Assessment of Need for
the Elderly), a postal questionnaire, and focus groups. Synthesis
and interpretation of results was done through a consensus
conference followed by a Delphi process involving primary care
professionals.
Results: Five domains of unmet need were identified as priority
areas by all three data collection methods, the consensus
conference, and the Delphi process: senses (vision and hearing),
physical ability (mobility and falls), incontinence, cognition,
and emotional distress (depression and anxiety) (SPICE).
Conclusions: Public involvement in the design of clinical tools
allowed the development of a brief assessment instrument that
could potentially identify common, important, and tractable
unmet needs in older people.
Keywords: consumer involvement; elderly; needs; primary care.

 



triangulation of methods was chosen to optimise the general-
isability of findings. The heuristic was developed in five stages:

1. Analysis of CANE data from 544 interviews.
2. A primary care user questionnaire survey with older

people recruited from GPs’ lists.
3. Four nominal groups with older people and three with pri-

mary care professionals.
4. A consensus conference, including a series of work-

shops on developing and modifying the instrument.
5. A modified Delphi process with the steering group and

primary care professionals.

This staged approach progressively focuses on the research
question (Figure 1).19 Each stage is described in detail below.
Approval was obtained from the Camden and Islington Local
Research Ethics Committee and the Barnet, Enfield and
Haringey Local Research Ethics Committee.

The research team
The research team was made up of academic and service
GPs, an old-age psychiatrist, a counselling psychologist, an
academic primary care nurse, a medical sociologist, and two
user representatives — one came from the local Age Concern
group and the other from a local voluntary group for dementia
care. Local voluntary organisations, Age Concern and Help the
Aged, were consulted about the development of the research
protocol. Apart from steering the project, the research team
debated ways of minimising researcher biases in the method-
ologies employed.

Assessment of needs using CANE
The CANE is a comprehensive needs assessment tool for
older people, which is suitable for use in a variety of settings.20

It identifies met and unmet needs and allows individual, carer,
and staff rating. An unmet need may be indicated when the
individual is not receiving an appropriate intervention or
assessment. Data for CANE were available from community,
sheltered housing, day hospital, and care home settings.21-24

For the CANE assessments, participants were asked to iden-

tify their own individual met and unmet needs. Items were
ranked in order of frequency of unmet needs. Data were then
grouped into different subcategories (sex; age groups: 65–74,
75–84, 85+ years; and primary care and other patient 
interview data samples) to investigate potential differences in
highest ranked items and those that were consistently ranked
highest among subcategories. Items highly ranked for 
primary care patients were given precedence if they differed
greatly from the sample group as a whole. Associations
between subcategories and highly ranked items were
checked using χ2 tests in SPSS for Windows. The 10 highest
ranked items were selected for the consensus conference.

Postal questionnaire
A postal questionnaire was developed by the study team with
user involvement from the three user representatives on the
research team, based on the list of needs recommended for
the ‘single assessment process’ in the National Service
Framework for Older People.7 It asked responders to rank the
most important topics the GP or practice nurse should ask an
older person about in a normal general practice consultation.
This questionnaire asked participants’ opinions of the most
important topics for older people in general, rather than to
identify their own personal unmet health needs. It was piloted
with service users attending a local Age Concern day centre,
and refined before use. To optimise the diversity of the popu-
lation surveyed by this method, four wards were purposively
selected for their deprivation characteristics (high deprivation
DETR index25 >0, medium deprivation DETR index -1 to 0,
and low deprivation DETR index <-1), and ethnic mix. These
wards were located in three London boroughs with a high per-
centage of the population aged 65 years and over. General
practices located in each ward were identified through health
authority databases and recruited to the study. The question-
naire was sent to a random sample of registered patients aged
65 years and over in each practice, stratified by age group
(65–74, 75–84, 85+ years). The sample for those aged
85 years and over was selected on a 2:1 ratio, in comparison
with the other samples, to increase representation of this ‘hard
to reach’ group. 
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HOW THIS FITS IN

What do we know?
Identifying unmet need in older people can 
lead to gains in their health status and functioning. 
With limited time, health professionals in primary care cannot
realistically perform full systematic needs assessments in general
practice consultations. Unmet need among older people is
limited in scale and range in community-dwelling populations.

What does this paper add?

Older people can contribute powerfully to the development of
clinical heuristics (‘rules of thumb’). Five domains of unmet
need have been identified by public and professional
consensus as priority areas: senses, physical activity,
incontinence, cognition and emotional distress (SPICE). The
SPICE heuristic could be used as a useful prompt to
opportunistic identification of unmet need in older people.

Figure 1. Staged approach to the research question.
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Demographic data from the questionnaires were analysed
to create a profile of responders. Proportions of patients who
rated items on the questionnaire as very important or impor-
tant were recorded, and these items were ranked from highest
to lowest. Data were also subcategorised by sex, age group,
living alone, and living in residential homes, to check for poten-
tial differences in rankings. Associations between highly
ranked items and these subcategories were also checked
using χ2 tests. Comparable items on CANE and the postal
questionnaire were compared to see if they were consistently
highly ranked. The top 10 ranked items were selected for the
consensus conference.

Group interviews using nominal group techniques
Group interviews were held with users and providers using a
nominal group technique, nominal groups being potentially
powerful learning and development tools.26 They have a par-
ticular role in analysing healthcare problems and can help
bridge the gap between researchers and practitioners.27,28 The
exercise was conducted with seven purposively selected
groups, each with 5–12 participants. Three groups consisted of
healthcare professionals (two groups of GPs and one of prac-
tice nurses). Four groups were of older people, from a local
Age Concern day centre, a community centre group, an Asian
elders’ group, and an Afro-Caribbean elders’ organisation.

A nominal group approach designed for ill-structured prob-
lems was chosen, to allow for disagreements over problem
definition, and for potential solutions that overlapped or varied
widely in specificity. This required the groups to generate
ideas, confirm that they were addressing the same problem,
analyse the content of the ideas, categorise ideas, and clarify
the items in each category.29

Each group was asked to generate a priority list of important
unmet needs (using their own experiences to guide them), that
they felt would be appropriate to be introduced in a routine GP
or practice nurse consultation with an older person. Unmet
need was defined as a problem that an older person had that
may be hidden or not immediately obvious to their doctor or
nurse, and that had not been adequately addressed either by
themselves, their family and friends, or professionals. Each
group was cofacilitated by members of the research team who
were experienced in nominal group methods, with an observ-
er who attended all groups to take detailed notes. User groups
were cofacilitated by a user representative on the research
team. All groups worked in English, but the Asian elders’
group was also cofacilitated by a local representative who
translated the discussion into Gujarati for participants who did
not speak English. Group observers made field notes on the
group processes as well as the discussion content. The
groups were encouraged to summarise their discussions in a
list of priority unmet need areas. The priority areas from each
group were summarised for the consensus conference.

Consensus conference
Consensus conferences permit informed deliberation by
experts about complex problems.30 The consensus confer-
ence included voluntary organisations, social care, housing,
primary care, and user representatives. The results of the first
three stages (CANE data, postal questionnaires, nominal
groups) were circulated in advance to all participants, and 

presented in the opening session of the conference. Four
workshops followed, each tasked with identifying and ranking
domains of unmet need using the presented data, but inter-
preted by workshop members’ experience. These domains
had to be tractable (amenable to intervention), of high impact
to individuals, and significant for health and social care.
Workshops were conducted using nominal group rules,28,29

and ranked domains were written on flip charts for presenta-
tion in the plenary session. This session was used for a whole-
conference debate on the domains, and a final selection and
ranking process to produce a short list of unmet needs.

Delphi process
A single-stage modification of the Delphi process was used
because it is a powerful way of obtaining a wider scope of
anonymous expert opinion without the logistical problems of
convening conferences.30 The final selection of domains was
circulated to 30 GPs and 30 practice nurses in practices with-
in the academic department’s network for promoting primary
care for older people, for comment on their appropriateness
and acceptability for use in primary care, amendment of mean-
ings and content, and re-ranking. Practitioners were also
asked to suggest questions that would be appropriate for each
domain chosen. The responses from practitioners were then
collated and synthesised by the research team.

Results
CANE interviews
In all, 544 CANE interviews were analysed from four commu-
nity and institutional studies using CANE. These were grouped
into three patient samples: 311 (57.2%) community (primary
care and sheltered housing) patients, 160 (29.4%) day hospi-
tal patients, and 73 (13.4%) care home residents. More were
female (323 [59.4%]), and there were slightly more patients
(237 [44%]) in the middle age band (75–84 years). There were
no significant sex differences in each age band, or in each
patient sample.

Overall the five highest ranked unmet needs were memory,
daytime activities, psychological distress, company, and
mobility. Of the 10 highest ranked items across all responders
(Table 1), there were no significant differences by sex, but sig-
nificantly more patients in the oldest age group (85+ years)
had unmet needs regarding mobility (χ2 = 26.5, 4 degrees of
freedom [df], P<0.001), eyesight/hearing (χ2 = 29.6, 4 df,
P<0.001), and accommodation (χ2 = 13.0, 4 df, P = 0.01)
compared with the two younger age bands. Memory was the
highest ranked item, which was heavily swayed by the resi-
dents of care homes, where 60 (82.2%) disclosed this as an
unmet need. Comparing men and women in each age group
separately did not disclose any new items requiring inclusion.

Significantly more primary care patients had unmet needs
regarding accommodation (χ2 = 20.9, 2 df, P<0.001), eye-
sight/hearing (χ2 = 33.2, 2 df, P<0.001), self-care (χ2 = 64.7,
2 df, P<0.001) and continence (χ2 = 20.1, 2 df, P<0.001). The
primary care sample alone did not rank any new items higher
than those ranked highest over all samples.

Postal survey
A total of 534 out of 1201 (44.5%) completed questionnaires
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were returned. More questionnaires were from women (296
[55%]), and 226 responders (42%) were aged 65–74 years,
176 (33%) were aged 75–84 years, 118 (22%) were 85 years
and over. Eighteen (3.4%) lived in care homes and 208 (39%)
lived alone. A third of the responders (33.4%) were in receipt
of income support benefit, indicative of very low income, 103
(19.3%) responders had carers, and 70 (13%) were carers
themselves.

Items concerning mobility (difficulties walking, climbing
stairs, getting out and about, and falls) were ranked highest for
the whole sample as well as in all subgroups of responders.
Problems with medication (which was not in CANE) were high-
ly ranked as were problems managing pain, which has no
comparable item on CANE (although it is covered under phys-
ical health). Hearing problems were ranked highly by the two
oldest age groups, those in care homes, and those living
alone. Problems with going to the toilet were most important
for men in the 65–74-year age group, men and women in the
oldest age group (85+ years), and those living in care homes.

Nominal groups
The domains prioritised by the nominal groups are shown in
Figure 2. There were differences in perspective between pro-
fessional groups and nominal groups of older people. For
example, professionals identified ‘loneliness’ and ‘intimate
relationships’ but these were not identified as highest priority
areas to discuss in the general practice consultation by the
user groups. At this level of analysis there were no differences
between ethnic groups or professional disciplines.

Consensus conference and Delphi process
Table 2 shows the conclusions of the consensus conference.
Mobility was ranked highest in the conference feedback ses-
sion. Access to treatment was ranked highly in the workshops,
but did not appear in the final feedback summary, as it was an

indication of the process of health care rather than an individ-
ual need. The Delphi process deleted the domains ‘informa-
tion’ and ‘accommodation’ from the final selection. The final
selection of domains comprised: ‘senses’ (vision and hearing),
‘physical ability’ (mobility and falls), ‘incontinence’, ‘cognition’,
and ‘emotional distress’ (depression and anxiety). The SPICE
mnemonic was devised by the research team to summarise
the final five domains in an easily memorable form that starts
with the least sensitive domains, and includes 69% of the
unmet health needs found in the earlier CANE studies.22-24

Discussion
This study used a range of methods, with a mixture of profes-
sional disciplines and extensive user involvement to develop a
simple heuristic that prioritises unmet needs in older people
that can be addressed in primary care. Each of the methods
used to elicit citizens’ views has limitations, which may bias our
study findings. Simple ranking questionnaires are easy to
devise and analyse, but are sensitive to question wording and
prone to internal inconsistency and, alone, are of limited
value.30 Nominal groups can produce superficial results, and
are open to bias from professional and other interests with dif-
fering levels of authority; face-to-face interviewing is open to
researcher bias.30 Similarly, consensus processes lack the
time for reflection that may be needed to understand complex
issues.30 However, when these different methods are com-
bined together in a process of methodological triangulation,
the errors of validity are reduced — this is the strength of this
study. For example, potentially embarrassing or very personal
themes (like incontinence or sexual relationships) may not be
discussed in nominal groups but could be elicited in anony-
mous questionnaires or by in-depth discussion prompted by
the full CANE. 

Our results would not have been obtained by seeking the
opinions of small groups of GPs, as evidenced by the differ-
ences in priorities identified by different methods. The samples
were broadly representative of the older London population
rather than the United Kingdom as a whole, but this demo-
graphic limitation is also offset, at least to some extent, by the
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Table 1. Ranking of problems in CANE interviews and postal 
questionnaire responses.

Problem area CANE interviews Postal questionnaire

Hearing and vision 7 3
Mobility 5 1
Incontinence 9 7
Memory 1 8
Psychological distress 3 10
Physical health – 2
Accommodation 6 –
Daytime activities 2 –
Information about 5 4

health
Self care 10 9
Social contact/ 4 –

company
Intimate relationships 8 –
Looking after – –

the home
Finances and benefits – –
Pain control – 5
Managing medicines – 6

The problem domains are based on the list of needs recommended for the
‘single assessment process’ in the National Service Framework for Older
People.7 Entries represent the top 10 priorities, where 1 = highest and 10
= lowest. CANE = Camberwell Assessment of Need for the Elderly.

Figure 2. Unmet needs identified by nominal groups.
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triangulated methodology and the consensus approach
involving a wide process of consultation and consistent user
involvement.

In the National Service Framework for Older People front-line
professionals in primary care are advised to ‘explore the fur-
ther needs of older people they have contact with, beyond
their immediate problem’.7 Mapping the needs of older people
was also a key recommendation in the Audit Commission
report The Coming of Age,31 and good-quality information to
inform planning was cited as a central element in its recent
report Forget Me Not.32 There is evidence that unmet needs
are fewer than expected and cluster in particular domains.21

Nevertheless, lengthy assessment instruments that fit poorly
into routine clinical practice may therefore be counterproduc-
tive, over-burdening practitioners and collecting information
unnecessarily. This study has shown that a short assessment
covering only five domains can be developed by users and
providers, and is likely to be effective in identifying 69% of the
unmet health needs in older patients in the community. This
has implications for the overview assessment of the ‘single
assessment process’.7 Thus, for primary care it may be more
worthwhile to target particular domains rather than aim for a
comprehensive but more time-consuming approach.

Pietroni and colleagues urge a cultural revolution in engag-
ing people in service design and reorganisation.11 This study
demonstrates that involving older people in all stages of the
development of a clinical tool is possible and creates an instru-
ment with high content validity that is small enough to function
as a memorable heuristic. A mixed methodology of involve-
ment allows ‘hard to reach’ groups to be engaged, and public
involvement alters the priority given to problems by clinicians.
The SPICE heuristic has strong content validity but there is a
need to test its feasibility and acceptability in primary care.
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Table 2. Consensus conference ranking of unmet need domains.

Top 10 unmet need areas Overall ranking

Memory 2
Depression/mental distress 2
Continence 2
Mobility 1
Vision and hearing 2
Information: medical and social 2
Accommodation 2
Significant others/relationships 9
General queries 9
Looking after home 8


