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Cutaneous abscesses
In Britain pyogenic infections of the skin and subcutaneous
tissues account for about 5") of all general practitioner con-
sultations.' In the past 30 years orthodox treatment has been
based on the use of an increasing variety of antibiotics given
topically or systemically. This approach is logical in the
absence of frank suppuration, but it is highly questionable in
patients with abscess formation. After comparative neglect for
many years the important practical problem of how we should
treat cutaneous abscesses has recently been clarified by
Meislin et a12 in Chicago. Such abscesses accounted for 20, of
their adult emergency outpatient consultations, and they
analysed 135 cases in detail.

Sensitive aerobic and anaerobic culture methods yielded
bacteria from 96',_, of the abscesses in the series. Staphylococcus
aureus was isolated from only 24' )0, but it was usually in pure
culture, whereas other bacteria were mainly grown in mixtures.
The most frequent staphylococcal lesions were in the axilla,
while haemolytic streptococci were prominent only in hand
infections. Interestingly, Proteus mirabilis (the commonest
Gram-negative aerobe- in the series) was implicated in most of
the non-staphylococcal axillary abscesses. A possible explana-
tion may be the popularity of under-arm deodorants, which
tend to promote colonisation by proteus, whose biochemical
activities may then damage the epidermis.3
As might be expected, anaerobes were present in most

lesions situated between the thighs and waist, which constituted
400"o of the abscesses. The predominant species belonged to
the Peptococcus, Peptostreptococcuis, Fusobacterium, and
Bacteroides genera, though among the latter Bacteroidesfragilis
was less prevalent than penicillin-sensitive species. Neverthe-
less, the report's acceptance of an invariably pathogenic role
for these miscellaneous bacteria was not apparently based on
quantitative or semiquantitative data; and an even more
doubtful assumption underlay the prominence given to
lactobacilli and normal skin commensals in the culture results.
This last group of bacteria may, indeed, often have a protective
effect against true pathogens of the skin.4 Moreover, the
unqualified statement that anaerobes, including peptococci, are
normal residents of the human skin needs correction, since
the only truly anaerobic commensals are believed to be the
Propionibacterium group of "acne" bacilli (formerly Coryne-
bacterium acnes).5
The importance of the Chicago paper lies less in its varied

bacteriological findings than in the fact that 74",(, of the patients
were cured of their abscesses by incision and drainage alone.
The authors concluded that use of antibiotics should be
restricted to high-risk patients, where there are signs of
systemic infection, and in facial abscesses that may endanger
the cavernous sinus. Their assertion that in all other patients
"there is no indication for initial Gram-stain, culture, or
antibiotic therapy" is, however, questionable. Drainage alone
may not eradicate infection from the surrounding tissues, and
bacteriological data-including antibiotic sensitivities-may
prove valuable in immediate management or if there is
recurrence. Furthermore, the doctor should not omit to test
for glycosuria as part of his investigation.

Antibiotics are certainly not usually necessary as adjuncts to
drainage when cutaneous abscesses are well localised. When
their use is indicated-whether on the criteria of Meislin et al
or because of substantial surrounding inflammation-anti-
bacterial drugs should be chosen rationally. Co-trimoxazole may
be inactivated by components of pus," while tetracyclines,
erythromycin, fusidic acid, the lincomycin group, and amino-

glycosides possess other disadvantages. Generally the peni-
cillins or cephalosporins are preferable; but enthusiasm for
cloxacillin or flucloxacillin should be tempered by the
knowledge that both drugs (and their analogues) are highly
protein-bound and penetrate relatively poorly into tissue and
inflammatory fluids,' and both are very vulnerable to destruc-
tion by penicillinases from bacteria other than Staph aureus.8
These drawbacks do not apply to some of the cephalosporins,
notably cephradine, which is also the first of the group that
may be given by mouth or injection.9 Nevertheless, the optimal
use of this and other rapidly growing classes of antibiotics will
depend increasingly on information derived from both
bacteriology and the younger science of clinical pharmaco-
kinetics.
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Uncovering physical illness
in elderly patients with
dementia
Both taking a history and performing a clinical examination
may be difficult in patients with psychiatric illness. So
Kampmeierl has recently suggested that the traditional
primacy given to the clinical history may not apply and that
to make a diagnosis of physical illness certain diagnostic
procedures and laboratory tests may assume an important role
and be justified on the basis of an intuitive hunch or for
screening.
Most of our elderly patients with organic psychiatric

disorder still live in the community,2 and they form the most
vulnerable section of the elderly resident community. When
they require institutional care they take up beds mainly in
residential medical geriatric and psychiatric units3 rather than
in acute ones. Physical ill health is often said to be "silent" in
these patients, but more often the fact is simply that the patient
does not make any explicit or comprehensible complaints.
Furthermore, doctors or nurses question their relatives and
other informants too rarely. Assessing such a group of patients
presents major problems, however, among the most important
being the ethical ones. Should these patients be subjected to
painful or even uncomfortable procedures or treatments when
the downhill progress of most chronic organic psychiatric
disorder renders the normal enjoyment of life unlikely ? A less
attractive but important question is how cost-effective is such
medical investigation and treatment ? What are we trying to
prevent, and how may medical mismanagement create further
problems that would be avoidable with better care ?

Regrettably in Britain we do not have to ask the final
question that Kampmeier poses: is the management of patients
within the norms developed for quality care in general
hospitals by professional standards review organisations ? No
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controlled trial of the value of good medical care for elderly
people with organic psychiatric disorder has yet been carried
out, but the objectives would be to maintain physical inde-
pendence at home, minimise the amount of help and services
they require, reduce the load on relatives by improving their
behaviour, and avoid or defer the need for chronic institutional
care. So are there guidelines based on current knowledge to
help the doctor steer a course between being overzealous and
wasteful or slothful and neglectful ?
Some help comes from examining the course of organic

psychiatric disorder in later life. The reported short life
expectancy found in hospital series4 no longer applies as
elderly patients with organic disorders come to light through
outpatient and day hospital procedures.5 The disability from
dementing illnesses usually follows an insidious or steplike
declining pattern over some years. The relatives and attendants
of such elderly persons usually know what the baseline is for
their conduct, social and emotional control, physical capacity,
and residual ability to use their intellect and memory. This is
determined not only by the brain disease but also by such
factors as the environmental conditions, interpersonal relation-
ships, and the state of the patient's physical health.6 A sudden
change in a demented patient's state which cannot be
sufficiently explained should always call for a most stringent
review of his physical health. Physical examination (even
without co-operation) may find urinary tract obstruction,
intestinal obstruction, disorders of cardiac rhythm, myocardial
infarction, postural hypotension, or patterns of motor clumsi-
ness or sensory unawareness indicating neurological changes.
In such circumstances investigations may be justified, screen-
ing for common disorders and acting on hunches where clinical
intuition beckons.

Finding treatable conditions should be the doctor's first
concern. Silent infections, gastrointestinal bleeding, cardiac
disorders, endocrinopathies, and atypical postepileptiform
phenomena may all be detected by standard tests. Occult
thyroid disease is relatively common in postmenopausal
women,7 and depression and mental impairment may be
symptoms of hypothyroidism. The clinical importance of
vitamin B,.2 and folic acid deficiencies is less clear: proponents
of investigation and treatment have claimed that treatment with
these may restore mental function,8 ' but others have treated
large populations"' with not very encouraging results. Routine
biochemical screening often shows iatrogenic disorders
including hyponatraemia and hypokalaemia, as well as evidence
of subclinical osteomalacia.

In patients with acute delirium or recent and rapidly
increasing dementia the physical signs are nearly always
difficult to elicit, and a history may be unobtainable-
especially if the patient lives alone or with an elderly partner
who may be an almost equally unreliable informant. Never-
theless, failure to investigate such cases borders on negligence,
for the yield from investigation may include such treatable
conditions as subdural haematoma, glioma, meningioma,
midline cysts, and normal pressure hydrocephalus." 12

In patients with acute or subacute mental impairment in
whom preliminary investigation fails to identify a physical
diagnosis radiography of the skull, an electroencephalo-
gram, and even computerised axial tomography may provide
further information from pain-free and non-invasive tests. On
occasions cranial arteritis may present in old age simply with
confusion, and laboratory tests then show a high sedimentation
rate and changes in the serum proteins. Conscientious,
specific, and rationally based physical investigation is one of the
most effective ways of helping elderly patients who cannot

speak for themselves but whose quality of life may be improved
for months if not years by treating physical ill health.
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Postoperative chest
infections
Becoming a patient in hospital is said to be a hazardous
undertaking. Certainly anyone having an operation risks
acquiring a chest infection afterwards. This remains a major
problem despite advances in antibiotic therapy and improved
surgical and anaesthetic techniques.

Hypoventilation (particularly after abdominal operations),
impaired cough reflex, bronchospasm, and dehydration all
cause retention of sputum, often leading to segmental collapse
and perhaps pulmonary infection. Unfortunately many
clinicians are sceptical about the value of bacteriological tests
in chest infections, and their reluctance to investigate promptly
may lead to inappropriate antibiotic treatment. A close (though
not invariable) correlation between clinical and laboratory
findings has, however, now emerged from a prospective study
by Wilkinson and his colleagues.1 A profuse growth of the two
major respiratory pathogens, Haemophilus influenzae and
Streptococcus pneumoniae, alone or together, was almost always
associated with clinical evidence of chest infections. The
presence of pus alone was a reasonably reliable indicator of
infection, but mucoid sputum from some patients with
clinical evidence of infection also yielded appreciable growth
of pathogens. Coliforms or Staphylococcus aureus alone or
together were, by and large, isolated from patients who were
taking antibiotics and were not often associated with chest
infections-a confirmation of the view that their isolation is
not a reason for starting specific chemotherapy.

In established chest infections antibiotics should not be
considered as substitutes for good physiotherapy, but the value
of physiotherapy alone is questionable. A small trial by M R B
Keighley (personal communication) showed that the new
cephalosporin cefuroxime plus physiotherapy cured established
postoperative chest infections (as judged by chest x-ray film,
sputum purulence, duration of fever, and subjective response)
more rapidly than did placebo plus physiotherapy. Moreover,
the incidence of postoperative chest complications was not
affected by routine daily physiotherapy in the study of Nichols
and Howell.2

Antibiotics to prevent wound infections are now commonly
given for a variety of operations. Prevention of chest infections
has received less attention. We must ask firstly whether
antibiotic prophylaxis will work and secondly whether the
benefits will outweigh the problems. Opinions differ on its
value. May3 has tentatively advocated that patients with chronic
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