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Two of our patients had focal epilepsy, and in each a series
of attacks occurred over a short period of time and did not recur.
We have no explanation for this. Focal attacks are a complication
of multiple sclerosis, and one of the patients also had this
disease.

Posteriorly situated diverticula in the lumbar theca must now
be regarded as a characteristic myelographic appearance in the
cauda equina syndrome of ankylosing spondylitis. They were
present in both cases described by Matthews2 and in the
myelogram of McGill's case.9 In one of Matthews's patients
necropsy showed the diverticula extending backwards and
encroaching extensively on the laminae and spinous processes.
The arachnoid cysts that are being recognized increasingly with
more frequent screening of iophendylate in the supine position
do not involve bone.'0
The finding of nerve root lesions in the presence of extensive

bony abnormalities of the spine may not be surprising at first
sight. It becomes so when it is realized that bony ankylosis does
not encroach on the intervertebral foramina."' We have con-
firmed this.

Direct nerve compression by abnormal bony structures does
not seem to be the major cause of the spinal cord and peripheral
nerve signs seen in ankylosing spondylitis. In fact, there are
probably several different mechanisms, including associated
disease-for example, demyelination; interference with blood
supply, perhaps from radiation or possibly from arteritis; and
areas of arachnoiditis, occurring earlier in the disease and
resulting in atrophy. The last is likely because patients usually

develop their symptoms over a few months and then do not
progress further. The cerebrospinal fluid protein level is raised
in some acute but not in chronic phases, and the laminectomy
and necropsy findings in the cauda equina syndrome reviewed
by Matthews2 suggest arachnoiditis followed by atrophy. More
operative and necropsy observations are necessary to clarify the
aetiology.

We should like to thank Dr. E. R. Bickerstaff for his advice
and for letting us study a patient under his care, and Mrs. A. M.
Lyon for typing the manuscript.
This paper is based on a communication to the Neurological

Section of the Royal Society of Medicine made on 7 April 1973.
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Medicine in Old Age

Gastrointestinal Problems in the Old-II
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Acute Abdomen

The acute abdomen often causes considerable problems in
elderly patients. Its presentation may be atypical, its course
more stormy with later diagnosis and a much greater likeli-
hood of complications-especially at and after surgery.
Old people are often less able to cope with their illness

than are younger patients, so that early diagnosis becomes of
major importance; yet these are often the very patients who
are diagnosed late because of difficulties in communication,
few or atypical symptoms, absence of "classical" physical
signs, and difficulty in physical examination due to associ-
ated degenerative or disease processes. Pain may be absent or
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unimpressive and the description of its type and site is often
vague. Abdominal rigidity, and even guarding, may be absent
where it would certainly have- been present in earlier years,
and in such patients the presence or absence of gut sounds
can becoome a most important physical sign, the situation
being- in many ways analogous to the acute abdomen de-
veloping in a patient being treated with steroids.

Complications occur frequently: thus, complicatioms of
acute appendicitis are found at operation five times more
often in the old than in younger patients. Peritonitis from
whatever cause is less effectively kept localized in elderly
patients.. The mortality of major operations is increased
several-fold, especially if the operation is performed as an
emergency. The mortality rate increases in the elderly as age
advances.

It is a good general rule to admit to hospital elderly people
with severe abdominal pain, even if there are no physical
signs. It must be remembered that many medical causes of
acute abdominal pain may occur in the elderly, including
acute pancreatitis, diabetic ketosis, tabes dorsalis, Addison's
disease, hypercalcaeimia, haemochromatosis, or porphyria.
Furthermore, abdominal pain may be due to extra-abdominal
disease-for example, pleurisy, spondylosis, zster, etc.-and
these are common in old people. For an excellent review
of the acute aib in the elderly, see Charleswodii.l

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.5899.150 on 26 January 1974. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL 26 JANUARY 1974

Some Individual Conditions

DIVERTICULAR DISEASE

Small Intestine

Duodenal diverticula are common, second only to colonic.
They occur in about 10% of people after 55 years of age.
They have for long been regarded as being of little or no
clinical significance unless complications develop; but Clark2
has reviewed the literature, adding 15 cases of his own, and
has emphasized that duodenal diverticular disease may be as-
sociated with altered bowel flora, producing a form of stag-
nant loop syndrome with malabsorption and deficiency states
analogous to those found with jejunal diverticulosis. The
actual deficiencies seem to differ in prevalence from those in
the jejunal variety, so that iron, folate, and vitamin B12 de-
ficiency were seen in that order of frequency (the reverse of
the jejunal pattern); this may be because the altered bowel
flora in duodenal cases are localized to the upper small in-
testine.

Colon

Colonic diverticula develop in middle and later life, especi-
ally in the obese and the constipated. They occur in one in
three persons over 60. The diverticula are the result of a dis-
turbance of colonic motility, often with hypertrophied smooth
muscle, tending to produce high intraluminal pressures in the
colon. Fibre-deficient diets are associated with long intestinal
transit times and small infrequent stools. Such diets, with
abundant refined carbohydrate encouraging fermentation in
the intestine, also lead to abnormal increases of pressure in
the bowel, and are important factors in the pathogenesis of
diverticulosis coli.3

It is difficult to differentiate diverticulosis from diverticu-
litis clinically, and often radiologically.4 Three clinical pat-
tems may be recognized. Firstly, most cases are asympto-
matic. Secondly, symptoms may arise in uncomplicated cas-s
and consist of abdominal discomfort, pain in the left iliac
fossa, and constipation or diarrhoea. Thirdly, in complicated
diverticular disease, pain, tenderness, fever, and bleeding per
rectum may occur. There may be a mass in the left side of
the abdomen, and bladder involvement is occasionally seen.
A pericolic abscess may form and may perforate. It is worth
remembering that diverticular disease of the colon has been
called "the great imittor."
Treatment has traditionally been with a low-residue diet,

but Painter5 showed that unprocessed bran was effective in
relieving symptoms. It is cheap and easily taken. Daily doses
of 2-12 g (1-6 teaspoonsful) have been recommended, and
should be continued throughout life, even in asymptomatic
cases, except when complications are present. Acute symp-
toms still call for a low-residue diet, and drugs may be re-
quired-for example, antibiotics if infection is diagnosed,
anticholinergic drugs for pain (but they may aggravate con-
stipation), or faecal softeners to avoid obstructive episodes.
Sublaxative doses of Senokot have been shown to be spas-
molytic and might prove to have a place in management.
Drugs to avoid are morphine, neostigmine, and the hypnotic
glutethimide (which has been reported to cause smooth
muscle spasm). Surgery may be needed in complicated cases.

INFLAMMATORY DISEASE OF THE LARGE BOWEL

In the differential diagnoses of a patient with diarrhoea,
abdominal pain, change of bowel habit, and rectal bleeding,
it is worth considering inflammatory conditions such as
Crohn's disease and ulcerative coloproctitis. Though much
rarer than carcinoma or diverticular disease, they have im-
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portant differences in management and in therapeutic
possibilities.

Crohn's Disease

In the elderly Crohn's disease tends to affect the distal colon
and rectum, and may present at first like diverticular disease;
however, persistence of modest bleeding from the rectum
should suggest Crohn's rather than diverticulitis, where rec-
tal bleeding is more likely to be intermittent and severe.
Local fistulae or extraintestinal complications suggest in-
flammatory disease rather than diverticular disease. Whilst the
two conditions may co-exist, it is important to recognize
Crohn's disease when it is present. Management calls for
steroid therapy: surgical intervention often leads to com-
plications.

Ukerative Coloproctitis

Ulcerative coloproctitis may appear for the first time in the
elderly, and is then often more persistent and with a worse
prognosis than in younger subjects. Diagnosis is confirmed
by endoscopy and biopsy. Management is along the usual
lines, including steroid and sulphasalazine therapy.

CARCINOMA OF THE LARGE BOWEL

Carcinoma of the large bowel is mainly a disease of late
middle and old age. Half of them are in the distal colon; and
over one-third of these present with complete intestinal ob-
struction. Recent change of bowel habit is an important symp-
tom; there may be passage of mucus or blood per rectum.
TMe importance of routine rectal examination in elderly
patients cannot be over-emphasized.

Bleeding is usually occult and the patient may present with
iron-deficiency anaemia. This is common in old age, and its
most usual cause is gastrointestinal blood loss. Haemorrhoids
may be secondary to a carcinoma higher up. Proctoscopy and
siamoidoscopy should precede a request for barium enema.
The latter is unlikely to be of help unless there are clinical
features pointing fairly clearly to the large gut (for example,
bleeding, an abdominal mass or -suggestive sigmoidoscopic
findings).

INTESTINAL OBSTRUCTION

Intestinal obstruction may be mechanical or paralytic (adyna-
mic). The former is usually a surgical problem-the obstruc-
tion may occur in the small gut (hemia, adhesions) or large
gut (carcinoma of distal colon, divericular disease or vol-
vulus of the colon), but the big exception is faecal impaction
-easily diagnosable and amenable to medical treatment.
Adynamic obstruction is seen in mesenteric vascular oc-

clusion, ruptured aneurysm of the abdominal aorta, acute
pancreatitis, and various other causes of peritonitis.

GASTROINTESTINAL BLEEDING

Haematemesis and melaena may occur from peptic ulcer, with
or without ingestion of drugs (such as aspirin, steroids,
phenyl,butazone, or indomethacin). Haematenmesis may also
-though far less often-occur from hiatus hernia, oeso-
phageal varices, the Mallory-Weiss syndrome, a gastric neo-
plasma, or a blood dyscrasia. Appreciable rectal bleeding is
usually due to diverticular disease of the colon. Occult gastro-
intestinal bleeding may present as iron-deficiency anaemia:
such patients require serial consecutive faecal occult blood
tests.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.5899.150 on 26 January 1974. D
ow

nloaded from
 

http://www.bmj.com/


152

ISCHAXEMIA OF TE INTESTINE

Three syndromes of intestinal ischaemia are described.

Acute Mesenteric Vascular Occlusion

Acute mesenteric vascular occlusion (arterial or venous) pro-
duces the dramatic picture of mesenteric infarction:' acute
abdominal pain, vomiting, and diarrhoea (perhaps blood-
stained), distension with little guarding, loss of gut sounds,
and shock. Pre-existing cardiac disease is common and may
predispose to intestinal infarction without actual obstruction
of the mesenteric vessels; arterial embolism or thrombosis are

the commonest lesions, however, the former usually being
associated with atrial fibrillation. The prognosis is poor;
massive resection of intestine gives poor results-a high mor-

tality, or nutritional problems if the patient survives. A direct
attack on the artery is more hopeful, possibly with an arterial
anastomotic procedure in addition (for example, to the right
common iliac artery).

Chronic Intestinal Ischaemia

Chronic intestinal ischaemia may produce either intestinal
angina or ischaemic colitis.

Intesinal angina7 presents characteristically with pen-
umbilical pain soon after meals, unrelieved by alkalis; the
severity of the pain is related to the size of the meal, so that
meals get smaller and weight loss appears. There may be
diarrhoea. A bruit may be heard in the epigastrium, but few
other signs are found. Barium studies are negative but aorto-
graphy-with coeliac axis or superior mesenteric angiograhy
or both-will show the arterial lesions.

Ischaemic colitis results from more distal obstruction in
mesenteric vessels; in fact, both small and large gut may be
affected, and the lesions are segmental. It is worth consider-
ing tis diagnosis in the elderly with chronic diarrhoa which
is not due to a more obvious cause. Barium enema may help
but again the diagnosis is best made by aortography. Some
cases heal but strictures may have developed. Conservative
treatment is recommended if the diagnosis is certain (car-
cinoma being excluded, of course), unless complications such
as spreading peritonitis ensue."

Droiler' reported 13 cases of atheromatous disease of the
vessels supplying the gut in 1,700 geriatric patients admitted
consecutively to his departnent in Leeds.

APPENDICITIS

Though the clinical features of appendicitis are similar to
those at younger ages, complications are found five times

as often at operation. Early diagnosis is thus of extreme im-
portance.

PEPTIC ULCERATION

Peptic ulcer is common in the elderly: in women it is nearly
always gastric; in men the duodenal/gastric ratio of 4:1
(seen at earlier ages) is maintained. The former teaching
that large gastric ulcers are probably malignant is no longer
acceptable in the elderly, who may develop giant gastric
ulcers which are benign and may heal rapidly. On the other
hand, the recurrence rate is high, and the risk of haemor-
rhage is real,,0 so that surgical intervention may become
necessary. Acute gastric erosions may be due to drugs-
especially aspin which may be taken for conditions such
as ardtntis.

The history of peptic ulcer in the elderly may be typical,
but is often atypical and may be very short. A barium meal
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is often essential for the diagnosis to be made. The possi-
bility of malignancy may be suggested-r perhaps cannot
be excluded-by the results of the barium meal, and a
fiberoscopy is then sometimes of value. It is important to
establish an accurate diagnosis since management (as always)
depends on this.
Treatment for the elderly does not include bed rest or

strict dietary regimens: the former is unwise and the latter
usually impracticable. It is important to avoid smoking but
this may be difficult for some old people. Alkalis and choliner-
gic drugs may be used wi-th care. Carbenoxolone is to be
avoided as it is apt to produce troublesome hypokalaemia inl
the elderly, especially those on diuretics or with liver dys-
function; there is also the possibility of salt and water re-
tention, heart failure, and the need for further diuretic
therapy. Some of the liquorice preparations such as Caved-S
and Ulceda! claim to have reduced such side-effects. A
newer introduction for peptic ulcer is De-Nol, which is a
chelated bismuth compound which is said to protect the ulcer
site and to promote healing of both gastric and duodenal ul-
cers. It is used without severe restrictions as to diet, smoking,
etc., a-in is reported not to disturb electrolyte balance. Other
new drugs of some promise include Gefarnil (gefamate),
and antipepsins or carrageenins.

Complications call for the usual prompt measures. The
elderly do not tolerate haemorrhage well, especially upper
gastrointestinal bleeding. Perforation may be clinically re-
markably silent in old people.

CARCINOMA OF THE STOMACH

The incidence of stomach cancer increases with ageing, and
is higher in association with pernicious anaemia than would
be expected by chance. It is often diagnosed late owing to
the insidious onset of anorexia and weight loss, and should
be suspected when investigating any anaemia. The results of
faecal occult blood tests, barium meal and, if indicated,
fibreoscopy, will help towards the diagnosis. Exfoliative
cytology may be valuable, but gastric acid studies are less
valuable in the old, though if free acid is present this diag-
nosis is less liky.

LIVER AND GALL-BLADDER

Structural and functional changes are slight and have been
reviewed by Hyams."

Yaundice
The asse-ssment and management of jaundice in the elderly
are essentially as in younger patients. The diagnosis in the
old nearly always lies between gallstones, drug administration,
and obstruction by neplasm; but it is worth remembering
that the commonest cause of jaundice in the elderly with
congestive cardiac failure is pulmonary infarction-the in-
creased pigment derived from the liberated haemoglobin in
the infarct overloads the anoxic liver cells.

Obstructive jaundice is commoner than hepatocellular
jaundice, and extrahepatic obstruction (due to neoplasm or
gallstones) is conmnoner than intrahepatic (cholestasis, usually
drug-induced). The commonest cause is neoplasm, usually
carcinoma of the head of the pancreas, but sometimes meta-
static neoplastic deposit;s in the liver or in lymph ndes at
the porta hepatis. Primary casrinomas of the gallbladder and
bile ducts, or of the liver itself, are rare.

Calculus obstruocon to the common bile duct may be a
painless illness in the elderly. Sinc'e pain, and even a fluc-
tuating depth of jaundice, may occur in malignant cases,
differential diagnosis can be difficult. It is important to avoid
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undue delay in estatblishing the diagnosis since the mortality
may then rise sharply. It is recommended that if the diag-
nosis has not been established within six weeks of the onset
of jaundice in an old person, laparotomy should be per-
formed.

Hepatitis and Cirrhosis

Hepatitis is not common, but has a graver prognosis in old
age than in younger patients. It may be difficult to diagnose
and even lead to unnecessary laparotomy if it causes obstruc-
tive jaundice. Serum hepatitis is insidious in onset and affects
older and iller patients than infectious hepatitis. The latter,
however, tends to take on a more virulent character in the
old than in the young.

Cirrhosis is not rare, but may be clinically latent. It is
usually cryptogenic in old age. Primary biliary cirrhosis is
sometimes seen in elderly women, who present with prurtius
and, later, jaundice, malabsorption, pigmentation, xantho-
mata, clubbing, and hepato-(spleno-)megaly.

Haenochroma;tosis is occasionally seen in the elderly, and
may be associated with polyarthritis.

Drugs

Drugs may adversely affect the liver, and may cause hepatic
necrosis, fatty liver, a hepaltits-like reaction, or intrahepatic
cholestasis. The latter may sonmtimes be due to hyper-
sensitivity.
The table sets out various causes and categories of liver

injury, and gives examples relevant to elderly patients. In
geriatric practice, the main drugs implicated are: pheno-
thiazines (especially chlorpromazine), antidepressants, oral
hypoglycaemic agents, antirheumatic drugs, antituberculous
drugs, sulphonamides, diuretics, antithyroid drugs, anti-
convulsants, dichloralphenazone, and oral anabolic agents.

Toxic Liver Injury

Examples
Mechanism

Drugs Other Agents

Hepatic necrosis Halogenated hydro- DDT (dicophane)
carbons Paraquat

Heavy metals Benzene derivatives
Cytotoxic drugs Amanita mushrooms
Intravenous tetracycline Irradiation
Overdose of iron or Burns

paracetamol Hyperpyrexia

Fattv liver Alcohol Various organic and
inorganic chemicals

Irradiation
Other diseases

(ulcerative colitis,
diabetes, anaemia)

Hepatitis-like reaction Antidepressants
Anticonvulsants
Antituberculous drugs
Antirheumatic drugs
Halothane

Intrahepatic cholestasis Chlorpromazine
due to hypersensitivity Antidepressants

Oral hypoglycaemic
agents

Benzodiazepines
Thiazides
Phenylbutazone
Antithyroid drugs
Sulphonamides

Intrahepatic cholestasis Methyltestosterone
without hypersensitivity Oral anabolic agents

Mixed Antituberculous drugs
Sulphonamides
Oral antidiabetic agents
Methyldopa
Erythromycin estolate

In regard to the last group, elderly patients requiring ana-
bolic drugs should receive injections of, say, Deca-Durabolin
intramuscularly every three weeks, rather than oral agents.

Gallstones

The incidence of gallstones increases with advancing age,
especially in women. Symptoms are due to complications,
which develop more often in the elderly, who then fare less
well than younger patients. Apart from diagnostic difficulties,
surgery under non-elective conditions carries a relatively high
mortality.
Tle commonest problem is probably the silent gallstone(s).

Here, despite the risks of complications, most authors advo-
cate a conservative approach after the age of 60 years. A
most exciting development is the current research on the dis-
solution of gallstones by oral administration of chenodeoxy-
cholic acid.1213

Cholecystitis

Cholecystitis is usually associated with gallstones. Acute
attacks may mimic other abdominal emergencies, or myo-
cardial infartion or pleurisy. Treatment is by antibiotics and
supportive therapy. Rifamide is an antibiotic which is con-
centrated in bile, and may be valuable; otherwise a bac-
tericidal broad-spectrum antibiotic such as ampicillin or cep-
haloridine should be used. Erythromycin estolate should be
avoided, and so must morphine. Complications include gan-
grene, perforation or empyema of the gallbladder, and are
more likely in the elderly.

British surgeons tend to be cautious about cholecystectomy
soon after acute cholecystitis, but American surgeons favour
intervention early after the acute stage-though the mortality
still appears rather high.
Chronic cholecystitis is usually associated with gallstones,

and is then the commonest disease of the biliary system.
Symptoms are vague and the onset usually insidious: "flatu-
lent dyspepsia," especially after fatty food; nausea and vomit-
ing; discomfort in the right hypochondrium (or right scapula
or shoulder). There may be tenderness over the gallbladder
and a positive Murphy's sign. The picture is often atypical,
and must be distinguished from hiatus hernia and peptic ul-
cer, coloric disorders, and urinary infections.

Oral cholecystography is often remarkably unhelpful in the
elderly. Treatment may be medical and is then symptomatic,
with weight-reduction and restriction of fat intake; but the
definitive treatment if stones are present is cholecystectomy.
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