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Dementia-the quiet epidemic
Something like one in ten of persons aged 65 and over have
dementia,' and its prevalence increases steeply with age,

reaching an alarming 220O for those aged 80 and over.2 Health
and social services are already overburdened trying to cope

with mentally impaired old people, and families may be under
intolerable stress. Since this aged group is the section of the
population which is increasing most rapidly it may well be
asked what is being done about the problem, casting as it
does a sombre shadow into the 21st century.

It is therefore timely that the Medical Research Council
has paid attention to the medical needs of the elderly, and its
Subcommittee on Senile and Presenile Dementias has now

produced a report3 which presents a wide-ranging review of
present biomedical knowledge and prospects for research.
The medical neglect of this devastating and fatal illness which
affects so many people and commands so many expensive
resources reflects the poor image of old age in general and
mental illness in particular. Furthermore, the many different
hospital professionals who work with mentally ill old people
tend to be professionally and even geographically separated:
psychiatrists, geriatricians, neurologists, and psychologists all
have clinical contact while pathologists and neurochemists
are only marginally in touch. Finally, in teaching centres
patients with dementia tend to be either in the community
under the care of general practitioners or tucked away in
remote mental hospitals; a few are equally misplaced as "bed
blockers" in acute wards.

Even in basic terminology there are serious problems-for
example, where does "normal" forgetfulness end and early
dementia begin? Why are the characteristic senile plaques
and neurofibrillary tangles of Alzheimer's dementia also
found4 in brains from clinically normal people? Blessed et al
have shown a correlation between plaque counts and the
severity of the impairment; are we to conclude that Alzheimer-
type dementia is really a sort of "accelerated" aging and
that everyone would develop it if they were to survive long
enough? Does the similarity of the pathological changes in
the two conditions mean that Alzheimer's presenile disease is
merely early-onset senile dementia, despite suggestions5 that
they are genetically separate ?

Clinical assessment of individual patients has different
priorities. Firstly, there must be no doubt that the condition is
truly irreversible. Treatable and reversible conditions such
as myxoedema, vitamin B12 deficiency, and normal-pressure
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hydrocephalus must be excluded. The newer non-invasive
investigations such as computerised axial tomography offer
great opportunities, and detailed studies should now be
carried out. Most demented patients, however, and especially
the older ones, have either primary parenchymatous de-
generation or multi-infarct diseasef; some have coexisting
primary and arteriopathic conditions. In the Newcastle series4
half the cases were purely parenchymatous, 300% were arterio-
pathic, and the remainder were "mixed."

Until recently we had little cause for therapeutic optimism
in either Alzheimer's or senile dementia, but the finding7
of low y-aminobutyric acid concentrations in parts of the
brains of patients dying from Huntington's chorea does at
least offer some possible hope. Of great interest also is a
preliminary report8 that brains from patients with Alzheimer's
disease had very low concentrations of choline acetyltransferase
and acetylcholinesterase in the amygdala, the hippocampus,
and the cerebral cortex. These findings open up the possibility
that chemical means may be found of restoring low concentra-
tions of neurotransmitters to normal, with relief of symptoms.
Sceptics should remember that before levodopa was introduced
any person who had claimed to have a drug that would control
or even abolish the akinesia of Parkinsonism would have been
regarded as a quack.
The transmissible spongiform slow virus encephalopathies

provide another avenue for research. Kuru is associated with
the ritual cannibalism ofhuman brains in New Guinea,9 while
Creutzfeld-Jakob disease is a related condition which has also
been transmitted from man to primates.10 One case has been
reported in a patient who received a corneal graft from a
donor later found to have the disease,11 suggesting the possi-
bility of person-to-person transmission. Collaboration is
needed between research workers working on human dementia
and those in animal breeding research working on slow virus
infection. Perhaps a start might be made by finding whether
pathologists and postmortem room attendants have experienced
an unusually high incidence of dementia.
The consistent finding of amyloid material in senile plaques

raises the possibility that immune disturbances may play a
part, and we need to know whether patients with Alzheimer's
disease show any immune deficiency or autoimmune dis-
turbance or indeed whether there is any association between
the disease and HLA type. These and other questions show
the need for well-designed multidisciplinary research into the
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dementias and the subcommittee has recommended that the
MRC should give priority to support for suitable projects.
Meantime, what can we do for these patients and their

unfortunate families? Doctors, nurses, and social workers
need to be aware of the importance of early recognition so that
caring relatives (and neighbours) should receive the best
counselling and support. There are five demented patients in
the community for every one in hospital,' and emphasis should
be given to community care by providing adequate health
visitor, home nursing, and home help services together with
good day care facilities. These community services must be
backed up by adequate institutional services, and prompt
admission should be available at the time of need, whether it
be due to deterioration in the patient's condition or a call for
a respite for caring relatives.

Strict attention to general health is important for patients
with dementia: any intercurrent illness leads to rapid deteriora-
tion and dependency, often with increased confusion and
behaviour disorder. At all costs families must be protected
from reaching a state of exhaustion and despair, because
rejection of an old person by his or her family is almost always
irreversible.'2 Monitoring the state of the family is often best
undertaken by the health visitor, though where a social worker
is already closely concerned the task may be left to her. At all
costs a multiplicity of visitors (often with a minimum of
effective action) should be avoided-this only increases
frustration and bewilderment.
Many drugs are marketed with alleged beneficial effects on

mental function in demented patients, but psychiatrists and
geriatricians remain unconvinced of their value. Minor and
major tranquillisers, however, are extremely useful for con-
trolling restlessness, insomnia, and aggressive behaviour.
Each practitioner should choose his own small range of drugs
and get to know them well by using them in carefully titrated
dosage with frequent review and a willingness to withdraw
or reduce dosage as the patient improves.
At present responsibility for institutional care is divided

among the local authority, the psychiatric services, and the
geriatric services. Inevitably, too, some patients find their way
into acute hospital wards., This confusion is inimical to the
efficient use of resources, and services need to be co-ordinated
properly to ensure that patients are in the right institution at
the right time. The use of special local authority hostels for
the elderly with dementia has not been widely accepted; in
Scotland local authorities have avoided making any provision
at all. The Royal College of Psychiatrists (Scottish Division)
recently produced a short report on the psychiatrist's contribu-
tion to the care of the elderly, firmly recommending that the
NHS should provide this institutional care for elderly demented
patients and that local authorities should be freed- from this
responsibility. Firm decisions on these matters are long over-
due. Meanwhile, scarce resources are being squandered by
failure to take the necessary steps towards rationalisation.
Failure to tackle the increasing problem of dementia will not
merely jeopardise community services: it will threaten
the working of all NHS institutions, including the acute
hospital sector.
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Legionnaires' disease
It is years since a new disease has been recognised which
proves to have a bacterial cause; we have long learned to
expect that an infection of unknown aetiology will be due to a
virus or rickettsia. Yet such is legionnaires' disease, first
recognised-although it is now known to have occurred before
-whenv it took epidemic form at a convention in Philadelphia
in 1976. Hitherto many subsequent studies, not only of further
American cases but also others in British visitors to Benidorm
and of some- in Nottingham, have been briefly reported in
epidemiological bulletins-findings we reviewed recently-
but a full account of last year's outbreak and ofthe work which
disclosed its cause has now appeared in two papers from the
Center for Disease Control, Atlanta.2 3
The Pennsylvania State American Legion Convention at

Philadelphia on 21-24 July was attended by 3683 delegates and
others, among whom 183 were attacked, with 29 deaths.
Incidence increased with age, from 3.7% in the under-40s to
12-3% in the over-70 group. The incubation period was about
seven days, although sometimes longer. At the onset a day of
malaise and muscle pain was followed by rapidly rising fever
to a high maximum, with rigors, cough (at first dry), chest
pain, and dyspnoea. Cyanosis is not mentioned, but most
patients were treated with oxygen and some required mech-
anical ventilation. There was proteinuria, often some impair-
ment of renal function, a moderate leucocytosis, and a raised
sedimentation rate. Radiography showed patchy consolidation
proceeding to confluence, which in nearly half the cases was
unilateral. After two or three days' progression resolution was
by lysis. Of seven antibiotics cephalothin appeared to be the
least and tetracycline and erythromycin the most effective; the
efficacy of erythromycin has since been confirmed experi-
mentally.
The source and mode of spread of the infection were closely

investigated, with mainly negative and in some ways puzzling
results. Although infection was believed to be air-borne,
person-to-person spread was not observed, and in the princi-
pally affected hotel ("A") housing the delegates further cases
did not occur after the convention was over. The only em-
ployee of 400 in the hotel possibly but not certainly affected-
and this on a vital date (24 July)-was an air-conditioner
repair man, but in 29% of the staff serological evidence of past
infection was obtained later, and it is believed that the infec-
tion may be mild or inapparent. Minute inquiries about the
detailed movements of "conventioneers" showed that those
affected had spent longer in the lobby of hotel A. Here the
story becomes confused, because some of those attending
three other functions were affected (a eucharistic congress and
conventions of candlemakers and magicians), and there was a
simultaneous outbreak of "Broad Street pneumonia," which
appears to have been the same disease. For non-residents of
hotel A the authors claim to have established a connection
between attack rate and the time spent on the pavement out-
side the hotel watching a parade; a distinction is even drawn

 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.1.6104.1 on 7 January 1978. D
ow

nloaded from
 

http://www.bmj.com/

