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rManagement of elderly demented patients
For every demented patient in an institution there are five
in the community' and the main burden thus falls on families
and neighbours. These supporters must receive adequate help
and counselling. The sympathetic listener who indicates his or
her understanding of the tension and frustration is an essential
member of any effective team, and, likewise, relatives must be
made aware of the help that is available and assured of its
arrival when needed. Nothing contributes so much to the
"end of the tether" syndrome as the sense of being hopelessly
beleaguered and that no one cares or wants to know. When
admission is required it should be possible within 48 hours,
preferably within 24 hours. Failure to provide timely help
inevitably leads to hardening of attitudes: sons-in-law issue
the ultimatum "either she goes or I do." These signs of
rejection almost always indicate "too little, too late," although
thev are commonly construed as yet another manifestation of
uncaring relatives.
The proceedings of a conference on brain failure in old

age, just published,2 provide interesting and useful reading.
The conference was concluded by workshop reports, one of
which dealt with the management and treatment of demented
patients. Management is the more appropriate word as it
suggests attention to all aspects of care, while treatment tends
to be more restrictive, often referring only to the use of drugs.
Nor is this mere pedantry: successful management means
accurate diagnosis, psychological and material support for
hard-pressed families, and more practical items such as day
care and "respite" admission.
Some general practitioners and other doctors often have a

limited view of demented patients and may fail to understand
the complexity of the problems they present; their efforts tend
to be confined to prescribing tranquillisers, with the danger of
aggravating the dementia. We hope that vocational training
schemes for general practice will include geriatric medicine
(including geriatric psychiatry), which will help future doctors
to realise the satisfaction of successfully meeting the challenge
of increasing numbers of elderly patients.
The doctor's role is as a member of the caring team, not

necessarily as its leader - at different stages of management
it may be the health visitor or social worker. The doctor's most
essential contribution is in establishing an accurate diagnosis
and thereafter relieving disturbed behaviour. Sanford3 has
shown that the commonest "last straw" is disturbed nights,
when relatives fail to secure adequate rest. The most natural
way of securing this is to ensure activity during the day, and

families need practical advice on how to provide day-time
stimulation and activity for the patient. Day care facilities
are very helpful and a good day hospital is an essential part of
any effective service.

Carefully used, tranquillisers may be one of the great boons
of modern medicine, but when used without adequate under-
standing these two-edged weapons can do great harm. The
choice of drug and dose should be tailored to the needs of the
individual patient. It is therefore logical to prescribe a dose of
a tranquilliser, as required, at 3 or 4 pm for a patient whose
restlessness tends to start thereafter and reach a crescendo
in the evening. By pre-empting this evening disturbance
a much lower intake of the drug may suffice. Cumulative
effects must be guarded against. Doctors should usually pre-
scribe a three- or four-week course of tranquillisers with the
firm intention of reducing or tapering off treatment thereafter
and in the reasonable expectation that the motor restlessness
will remain controlled. This approach reduces the incidence
of the most common adverse effects-constipation, bladder
disturbance, and somnolence. In all cases the doctor must
regularly review the drug regimen with the determination to
wean the patient off treatment. It is dangerous to issue repeat
prescriptions to this category of patient. An unexpected but
reassuring finding at this meeting was the remarkable
unanimity about the drugs to be used. Thioridazine was the
most popular and chlormethiazole was increasingly used
because of its almost complete freedom from adverse or
hangover effects.
The continuing increase in numbers of old people, especially

the very old, makes it inevitable that the problem of caring for
demented patients will increase steadily for the rest of this
century. If the impact of these elderly people on health and
social services is to be borne doctors, other health workers, and
research teams will have to take a much more positive interest
in their problems and all facilities will urgently have to be
augmented. Failure to match up to this "survival of the
unfittest" (Isaacs4) poses a looming threat to all the health
and social services.
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