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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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bronchitis should have an appropriate antibiotic before
surgery; this seems reasonable, although in one of the few
studies on this problem Laszlo and colleagues4 found no
benefit from giving ampicillin routinely to patients with
chronic bronchitis having anaesthesia. There is no reason,
however, to give antibiotics to generally healthy patients having
operations-indeed, in the United States to do so would call
for automatic peer review under the "audit of antimicrobial
usage" system.5 Certainly the widespread preventive use of
broad-spectrum antibiotics would be likely to increase the
prevalence of resistant organisms. This risk might be reduced
by single-dose or short-course prophylaxis, as proposed for
cholecystectomy to prevent wound sepsis6; but again we lack
the evidence.
Thus there are still many important unanswered questions.

Should surgical patients other than those with chronic
bronchitis have antibiotics to prevent chest infection? If so,
which drug should be chosen, and would a single dose suffice?
Moreover, the value of prophylactic physiotherapy should be
assessed in a well-constructed trial. Until we can answer all
these questions we shall understand an important source of
surgical morbidity and mortality only too poorly.
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Rural dispensing
Before the NHS it was quite usual for many doctors to do
some of their own dispensing. But in England and Wales in
1976 only 2 970 700 people could have NHS medicines
dispensed by their doctors. This service, provided by 2748
GPs, is much appreciated by rural patients, whose well-
publicised travelling problems are not caused solely by winter's
snow and ice. The local pharmacist is another professional
whose services are much appreciated in country areas, though
the numbers are diminishing. Generally, local relations
between NHS doctors and pharmacists practising in these
areas have been excellent. But occasionally over the years
differences and ill feeling have arisen when members of both
professions have wanted to dispense medicines for the same
patients and the DHSS's ground rules for deciding who should
do so' have proved unsatisfactory. Both sides have strongly
criticised these rules. So in 1975 an inquiry was set up, the two
professions meanwhile agreeing on a voluntary standstill in all
dispensing arrangements.2 The committee, which comprised
doctors and pharmacists with Mr C A Clothier, QC, as an
independent chairman, has now reported (p 1559).
The report, which confines itself to England and Wales,

focuses on the source of friction between the professions-
the colloquially termed one-mile rule. The NHS regulations
on rural dispensing' state that a patient may ask a doctor to
dispense for him if he "(a) satisfies the committee that he
would have serious difficulty in obtaining any necessary drugs
or appliances from a chemist by reason of distance or in-
adequacy of means of communication, or (b) is resident in
an area which in the committee's opinion is rural in character,
at a distance of more than one mile from the premises of any
chemist." If the doctor already dispenses there should be no

problem, but the family practitioners committee has power
(subject to appeal) to require a doctor to dispense even though
he has not previously done so. Thus trouble for a doctor can
arise when a pharmacist closes an existing shop, leaving an
area with no dispensing pharmacy. Dispensing requires an
expensive capital investment by the doctor of, say, £10 000
to £ 15 000 for drug stocks and possibly more money for
extra accommodation and staff; while the arrival of a phar-
macist in an area previously without one may make a doctor's
existing dispensing practice-and possibly even his whole
practice-financially non-viable. On the other hand, as the
Clothier report points out, chemists maintain that the one-mile
rule "is out of date in the light of modern communication
facilities and changes in doctors' practice arrangements; and
that the operation of the rule adversely affects pharmacies in
rural areas by limiting the number of prescriptions they
could dispense."
The BMA's General Medical Services Committee and the

pharmacists' representatives submitted proposals to the
inquiry. The latter wanted the one-mile rule retained, but
with patients in rural districts outside that radius obtaining
medicines from their doctors only where distance or poor
communications caused serious difficulties in obtaining them
from the chemist. The doctors, however, advocated abolition
of the one-mile rule, free choice by the patients, and entitle-
ment for a rural practitioner to dispense for all his patients
if at least 50 asked him to do so. The strength of feeling
engendered over the dispensing issue is to a large extent due
to the financial implications. Rural GPs usually have modest-
sized lists, and, despite remuneration from the rural practices
fund,3 for many of them dispensing is an essential financial
element in the practice. Pharmacists, like all independent
business men, have been severely buffeted by inflation, and in
addition they have suffered from chainstore and supermarket
competition. Furthermore, the system of remuneration for
dispensing chemists has since 19644 favoured the larger
establishments. Doctors may argue that they should not have
to suffer for the commercial problems of chemists, while the
latter will maintain that, unlike doctors, they have the primary
function of dispensing, a highly skilled professional activity,
and that the public is entitled to have access to their services.
Where does the patient stand in this interprofessional argy

bargy ? From the report, it seems that his or her view
has been considered only second hand via the experiences of
the two professions. This may have been inevitable, given the
origins and structure of the inquiry and the relatively small
size of the problem. Even so, it is a pity, particularly in view
of the chairman's reference in his introduction to the fact
that the committee's work impinges "directly on the man in
the country lane who from time to time suffers an illness which
medicine may relieve." Perhaps both parties to this long-
running saga would have benefited from a few crisp words
of rural advice from this individual. In the event, the commit-
tee's conclusions are a predictable compromise: to set up a
statutory national joint committee to which proposed changes
in local dispensing arrangements should be referred. So
another bureaucratic straw is laid on the back of the working
professional. But if the outcome is improved relations between
doctors and pharmacists on this contentious issue then the
"man in the country lane" may, indeed, benefit.
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