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Medicine in Old Age

Geriatric Orthopaedics

M. B. DEVAS

British Medical Journal, 1974, 1, 190-192

In good health the aged have to face many problems in any
society; to them illness comes as a catastrophe which can take
away their independence. Because of this, geriatric orthopaedics
has become a most stimulating and rewarding subject, which
makes great demands on both medical and surgical skills as well
as on enthusiastic teamwork if the problems posed by each
patient are to be solved and independence to be regained.
The principles of geriatric medicine and surgery are the same

as at any other age but they have to be applied with the utmost
vigour from the moment of admission to the ultimate discharge
from outpatients (so-called "total care.") The circumstances in
which the patient lives, financial problems, the surgical con-

dition, the concomitant medical afflictions, how rehabilitation
and the social services can best be used, nursing care and, most
important, the morale of the patient all have to be carefully
considered. It must be remembered that in the elderly loss of
function means loss of independence.
The most important physical sign in geriatric orthopaedics

is to see the patient walk. The next most important is to see that
the patient can undertake the ordinary activities of daily living.
Hence all treatment must be aimed at the restoration of both as

quickly as possible. The old person invariably has many other
ailments besides that which has caused their admission to
hospital, especially when the latter is caused by a fracture.
Treatment is best managed by a team based on a special geriatric
orthopaedic unit, which is described below, to which the more

enfeebled patient may be transferred as soon as possible after the
necessary operation has been done.
There are two main divisions of surgical treatment: the

emergency repair of a fracture, and the elective orthopaedic
operation. In each, however, the same aim applies-namely, the
quick return to independence.
Bed rest in the elderly is bad for many reasons, the most

important being the difficulty in learning to walk again; this has
to be taught to a patient after prolonged decubitus. Secondly, the
activities of daily living, such as dressing and toilet, become
blurred in the mind of the very old, particularly in the presence
of slight confusion. Thirdly, there are various medical contra-
indications to bed rest; although in the immediatemanagement of
the patient they are less important, they include the increase in
osteoporosis; the danger of respiratory, genitourinary, and other
intercurrent infections; the liability to develop postural hypo-
tension; and the lowering of morale of both patient and relatives.
For these reasons, the best surgical procedure on an old patient
is one so designed that walking can start at once. In the
treatment of fractures no operation should be done that leaves
the patient in bed suffering not only from the effects of the broken

bone but also those of the operation. Ideally the latter should
deal radically with the fracture, leaving the patient only to re-
cover from an operation, which is always well tolerated in the
elderly. Finally the surgical procedure must never be considered
to be the whole treatment but merely an incident in the general
rehabilitation of the patient.

Hip Fractures

The fracture near the hip is the commonest emergency and one

which can cause serious difficulties. It exemplifies the problems
of management, treatment, and rehabilitation of all geriatric
surgical conditions. An outline of the care of this condition will
give a full understanding not only of the solution to the problem
but of the philosophy needed in orthopaedics in the elderly.

Ideally in the home the family doctor, knowing his hospital,
will reassure the patient that the broken hip will soon be mended
and that three weeks will be ample time in which to get well and
to return home; the sooner this message is understood by the
patient and those around her, the better the morale.
On admission to hospital the patient is investigated by the

radiology department and the clinical laboratory, with particular
emphasis on the nature of the fracture, and the blood haemo-
globin content, blood group, and blood urea level. Heart failure
and diabetes are excluded and, if the patient is in pain, a splint is
put on with a non-adhesive skin traction. Except for a few patients
with unstable diabetes and untreated heart failure (in whom
operation is delayed for a day or so while the condition is being
stabilized), the patient is prepared for the operation, which
should be done within twenty-four hours.

Before the operation the dehydrated patient is given fluids
intravenously. At operation it is necessary to give blood freely;
packed cells are of value to avoid overloading the circulation in
very anaemic patients. An antibiotic is given routinely to cover

the operation; streptomycin is to be avoided in the elderly
especially if there is any form of renal failure.

ANAESTHESIA

There is no contraindication to a geriatric patient receiving either
general anaesthesia or hypotension, each of which materially
benefit both patient and surgeon. In general, apart from untreated
diabetes or heart failure, to delay operation "to improve the
patient" because of other ailments has the reverse effect: once
the fracture has been treated surgically movement is no longer
so painful or so difficult, recovery is speedier, and walking can
start.

OPERATION AND AFTER CARE

The fractures near the hip may be divided into those of the
femoral neck and those of the trochanteric region. The latter
can be fixed firmly and safely by a pin-and-plate operation,
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which, adequately performed, allows the patient to weight bear
the next day. The fracture of the femoral neck should also pre-
sent no problem, though controversy still exists over the best
method of treatment. Replacement of the femoral head by a
Thompson type of prosthesis cemented into place gives rise to
fewer problems and promotes a faster rehabilitation than does
internal fixation. The wound is closed in layers with one or two
suction drains. An air-permeable adhesive dressing covers the
incision. The patient walks the next day. This operation, properly
done, has few complications-among which dislocation of the
prosthesis is conspicuously absent. Also, because a lateral
approach is used, which is not near the perineum, any incon-
tinence does not contaminate the wound; not being posterior,
the approach allows the patient to lie or sit comfortably; and
because it is not anterior, flexion of the hip does not cause
much movement of the sutured skin edges. These points also
apply to the pin and plate, which is also done through a similar
approach.

After operation pethidine or morphine are given adequately to
control pain. The same antibiotic which is sprinkled inside the
medullary cavity during operation is continued for at least five
days and longer if there is any indication of wound inflammation.
It must always be remembered that the elderly patient may be
confused and that wandering fingers can interfere with the
wound or drains. The suction drains are removed when drainage
has ceased, usually three or four days after operation.
On return to the ward the surgeon must have absolute confi-

dence that his operation is secure; that the fracture presents no
problem; and the patient may walk forthwith. Therefore it is
unnecessary to have more than a simple air-permeable adhesive
dressing on the wound: the next day the patient gets up and
walks, despite the flasks of the suction drains, which are tied to
the walking frame or put in the dressing-gown pocket. This
exercise must be part of the routine of the treatment of all such
patients; there should be no reservations in the mind of any of
those looking after them that early walking has no place or that
it is dangerous, because such unspoken anxiety is quickly sensed
by the patient. Such worries will not occur if the surgery is of the
highest quality.
During this time the relatives are seen by the ward sister and

the medical social worker to obtain an accurate assessment of the
home and circumstances of the patient. The assessment of the
patient in the ward continues by day and particularly by night,
during which time any occasional incontinence, confusion, or
anxieties become more obvious. If incontinence is present after
operation, despite treatment by hourly bladder discipline, the
patient is catheterized. It is at this stage that the most ill patients
are transferred to the geriatric orthopaedic unit.

Geriatric Orthopaedic Unit

The geriatric orthopaedic unit is an ordinary ward with a
nursing establishment for acute medicine. That the patients are
geriatric increases rather than decreases the work load, not
because they are in bed but for the very opposite reason: all
patients are up and dressed daily.
At the geriatric orthopaedic unit the patient comes under the

day to day care of the geriatric physician and his medical staff.
The essential feature of the unit is the weekly ward round, at
which both physician and surgeon and all members of the team
attend; the latter includes the junior medical staff, the ward
sister, physiotherapist, occupational therapist, medical social
worker, and the ward secretary. The round eliminates paper work
among the members of the team with its inherent delay. A
comprehensive programme is achieved for all patients, either
only for the next week or for the future after the patient's dis-
charge. All patients in the unit are dressed each day and walk.
There is no place in a geriatric orthopaedic unit for the bedridden
patient. The unit is geared to the patient partaking in the activi-
ties of daily living to the best extent possible. Each patient has a
small bedside locker and wardrobe; their clothes and shoes are

therefore kept at the bedside. The occupational therapist instructs
and helps in dressing and the other activities of daily living in
close co-operation with the physiotherapist who treats-and
teaches to walk -each patient as necessary. It is most important
to realize that an old person dressed feels "up," whereas in a
dressing-gown they feel they should be in bed.
Meanwhile in the acute orthopaedic ward those elderly pa-

tients not otherwise ill are discharged home without the necessity
of a stay in the unit.

MEDICAL ASSESSMENT

The medical assessment of a patient transferred to the geriatric
orthopaedic unit has to be comprehensive because the average
geriatric patient, especially when frail and senile, usually has
several other conditions to be diagnosed and treated. These
ailments, including simple anaemia, all impinge on the well-
being of the patient and the ability to regain independence. The
most common medical conditions seen are cardiovascular disease,
urinary infections, renal failure, poor sight, and pulmonary and
cerebrovascular disease. Psychiatric disorders occur in about
20% of patients, but these are not necessarily severe and are
often sporadic, associated with the sudden admission to hospital
with all its fears and strangeness.
Some conditions, such as vertebrobasilar insufficiency may

cause the patient to topple backward when walking, and this
tendency may be exacerbated by a walking frame, whereas a
frame with wheels eliminates the repeated neck flexion and
extension which occurs each time the ordinary walking frame is
lifted forward.

If a patient complains of persistent pain, particularly after a
hip operation, invariably it indicates that all is not well locally
and full assessment will find a cause. Never must it be considered
that the patient is complaining unduly. Only when the cause has
been found and put right can rehabilitation proceed. Similarly
some patients fail to progress in walking because the operation is
not secure and the feeling of instability caused by this is sufficient
to deter progress.

At the weekly ward round, and in all daily routine, the patient
must be fully involved; often slight deafness or confusion sets
patients apart from a discussion on their wellbeing. If the patient
does not understand he may become frightened, confused, and
unwilling. To the enfeebled geriatric patient the separation from
home and household gods is very distressing; he needs reas-
surance not only that he will go home but also that he will not go
until he is ready. This restores calm and the wish to progress.
There are few old people who, given such assurance, do not
want to go home.
Most patients are in the geriatric orthopaedic unit for some

three to four weeks; most have then regained their normal level
of independence but some may have a medical condition
needing further care in a geriatric progressive care ward. A few
patients fail to achieve independence and, after careful delibera-
tion, are accepted for long-term stay by the consultant geriatrician.
This should never happen because of surgical complications
rendering the patient incapable of walking. This again empha-
sizes the importance of having a surgical technique that gives
the lowest possible complication or failure rate.

Care in Elective Procedures

Arthrosis is a pernicious destroyer of independence in the elderly;
the condition slowly worsens, and gradually the patient be-P
comes more and more incapacitated until one day he is unable
to live at home. It is best to operate long before this stage is
reached but many old people still fear a visit to hospital for
elective surgery and procrastinate too long. In such enfeebled
persons the same methods apply as for the emergency admission
and it will readily be appreciated that such patients can have the
same programme as the patient with a fracture. But it is still
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important that the procedure should not keep the patient an
unwarrantably long time in bed. Thus an arthroplasty should
allow the patient to be up the next day. Prolonged bed rest after
such operations can undo all the good in general that the opera-
tion has done locally.
The old patient is worried, not by the loss of a full range of

movement, but by the loss of function commensurate with their
general activity in their declining years. It is far better for the
patient to achieve independence and a speedy return home than
to have a prolonged course of treatment to obtain ranges of
movement that they do not need in their normal life. Therefore
if the patient can dress; do up shoe laces; walk up stairs; cook;
sweep; and get on a bus with no pain or discomfort the operation
is highly successful even if movement in the joint concerned is
not full. Striving to regain this loss by physiotherapy is unneces-
sary.

Some General Considerations

The elderly respond well to operations, which should not be long
deferred-though for fractures it is better to rest the patient a
few hours (splinted if necessary to control pain) and to operate on
the next appropriate list, which should be within twenty-four
hours if possible. Whereas in the healthy adult conservative
treatment is to be encouraged for such fractures in the femoral or
tibial shaft, in the elderly proper and secure internal fixation is
always indicated when it can be achieved. The ankle fracture
should also be fixed to allow the patient to walk at once, even if
in a walking plaster. Even the unstable fracture of the humeral
shaft should be internally fixed to allow quick independence.

Fractures of the pelvis and vertebral bodies, both of which are
almost always stable, should be treated by early walking. To tell
the patient that the backbone has been broken fills them with
alarm; instead a careful explanation that there will be some pain
because of "heavy bruising of the bone" and advice that, despite
this, the general condition will be better if the patient is up allays
fear and gives confidence. Mild analgesics are given freely. Once
the patient can sit up in bed-usually in a day or two-it is as
comfortable to sit in a chair; the latter is no more painful than
standing and the patient is quick to achieve walking.

PATHOLOGICAL FRACTURES AND AMPUTATIONS

Pathological fractures lend themselves to internal fixation. If
metastatic deposits in a femur have so weakened the bone that a
fracture is imminent, prophylactic intramedullary nailing re-
lieves pain and prevents a catastrophe. Done through the knee
joint the operation takes only a few minutes; the hole made
between the femoral condyles through which the nail is passed
up the shaft is plugged with cement. Other pathological fractures,
whether imminent or present, should be dealt with by a similarly
active approach, for thereafter radiotherapy is facilitated because
there is no pain and no plaster cast. Because the patient may
only have a short while to live it is most important that the
quality of what little life remains should be satisfactory.
Amputations for vascular disease have a poor prognosis for

longevity; the operation is mentally and surgically traumatic,
and it may follow an attempt to preserve the limb by vascular
surgery. Understandably the old person dreads the loss of a leg
and its consequences which are an obvious loss of independence.
The sooner therefore that the patient should walk again, the
better. Not only this, if the patient can see the new limb-of
whatever type by the bedside at, or soon after, the time of
amputation, many anxieties are allayed. At one or two weeks all
geriatric amputees should have the means to walk, whether on a
sophisticated artificial leg or a simple early walking aid.

Conclusions

In this short description of geriatric orthopaedics the minutiae
of treatment have not been described; nor should they have been,
for they are part of the proper practice of medicine. What has
been emphasized are the intensive methods needed to give total
care to the aged so that they may continue to enjoy an active and
independent life. Geriatric patients are dignified in their accept-
ance of the inevitable end. They do not ask for longevity. They
may at times seem anxious, frail, and disheartened; too often
this is because they do not understand what is happening. To
them it is not existence that matters, but its quality. The aim of
all concerned in their treatment must, as in all medicine, be the
return of function, but, in the elderly, this is return to independ-
ence.

Today's Treatment

Diseases of the Skin

Management of Varicose Ulcers and Eczema

T. J. RYAN

British Medical3Journal, 1974, 1, 192-194

The lower leg is often a site of disease mainly because of man's
upright stance and gravitational stasis. The effects of venous
hypertension and stasis are partly related to age. When ulcers

Department of Dermatology, The Slade Hospital, Headington,
Oxford
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occur in the young adult the doctor must look for rarer under-
lying disorders of the blood or the connective tissue-for
example, sickle cell anaemia, vasculitis, Marfan's syndrome, or
congenital absence of valves, arteriovenous fistulae, or oblitera-
tion of the great veins."

Elevation and Exercise

At night the end of the bed should be raised. During the day the
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