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Caring for the aged

The long-awaited White Paper1 on the future pattern of care
for the increasing number of aged people has disappointed the
staff struggling to provide services in hospitals and residential
homes, who have found little realism in its pages. The basic
strategy is to try to reduce further the length of stay in acute
hospitals, while at the same time using residential homes to
provide short-term support for those with "social problems."
In this way the Government hopes to increase support for the
aged from their families and neighbours.
The White Paper ignores present problems in residential

homes, making instead proposals for National Health Service
nursing homes in the hospital sector as a suggested solution to
problems in long-stay hospitals, and encouraging develop-
ments in the private and voluntary sector, over which the
Government has little control. The Government has not said
whether its policy is based on cash limits or on a sudden
realisation that families in England "do care for the elderly."
In reality, some elderly people have no families, while others
have families who have perhaps cared inappropriately by
taking an aged relative to live with them and now find them-
selves unable to cope any longer. Husbands die, children get
ill, and parents become more disabled.
From the sixteenth century to the formation of the NHS,

the elderly poor in need of care were placed in the workhouse
or poor-law infirmaries. During the second world war over-
whelming evidence accumulated of mismanagement and
misdiagnosis in the wards for the chronic sick in the poor-law
infirmaries. In 1948 responsibility for the care of the aged sick
was placed on the Health Service, while responsibility for the
frail elderly was left with the local authorities. Not sur-
prisingly, perhaps, in a society that had a 400-year history of
putting the old in warehouses, at first the aged sick were
dumped into empty wards of isolation hospitals and tuber-
culosis sanatoria. These wards have been the dowry of many a
consultant in geriatric medicine. Starting from the base of
ill-designed, ill-equipped wards, full of misdiagnosed and
mismanaged, bedbound, long-stay patients, a medical revolu-
tion has taken place. Wards have been changed to suit the
needs of the patients. Enthusiastic teamwork by doctors,
nurses, social workers, and remedial therapists has been
developed; and thereby thousands of aged people whose
condition was considered irremediable by other doctors have
been able to return home again.
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Throughout Britain departments of geriatric medicine have
removed so-called "bed blockers" from other hospitals in order
to rehabilitate and discharge them. They have developed
inpatient and outpatient services for the elderly living at home.
The staff working in these departments are justly proud of
their achievements. Sometimes their demands for resources
have brought them into conflict with specialists in other
disciplines, and the debate continues about whether the general
physician or the geriatrician should provide treatment for the
acutely ill elderly person.

For centuries the acute hospitals have denied the right of
the aged sick to enter, regarding them as "social problems."
Geriatric medicine has shown the fallacy of this argument, but
the belief is still widely held. Furthermore, average length of
hospital stay increases with age. The problem for the 1980s
and later will be coping with the increasing number of
people aged 85 and over-now 514 000 and likely to be 832 000
by 2011. Reducing the length of stay in this age group is far
from easy. Standardised mortality rates continue to decline and
will probably continue to decline as medicine advances. Every
life saved in middle age by modern medical techniques means
that the person lives to grow older, and this implies that each
breakthrough in medicine increases the number of people aged
85 and over. Until now we have coped with the increasing
number of elderly people by reducing the length of hospital
stay, and the number of acute beds occupied has fallen by
nearly 100 000 in the last 20 years. In the same period, how-
ever, places in local authority residential homes have increased
by 41 000 (610/ ).2 These statistics suggest that part at least of
the increased "productivity" in hospital may have been
spurious.
A study of residential care carried out in 1979 in London

highlighted many deficiencies.3 Few local authorities had a
properly defined objective assessment procedure. Most homes
were based on rooms with from four to six beds, with inacces-
sible lavatories; and few attempts had been made to create a
personal environment. The officer-in-charge usually did not
have a nursing qualification, and on-the-job training was given
in basic skills to care staff employed on the manual labourer
scale. Increasing pressures on staff in coping with the basic
needs of physically disabled residents often meant that there
was little time for mental stimulation. There were few facilities
for rehabilitation. Medical care was the responsibility of the
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resident's general practitioner, who might or might not be the
visiting medical officer.
A study in Leicestershire of levels of dependency in resi-

dents4 showed that 25% were in need of nursing care. The
residential homes have, indeed, repeated one of the
lessons of history and recreated the poor-law infirmaries.
All the ingredients have reappeared: lack of assessment on
admission, lack of defined medical responsibility, inadequate
notes, failure to provide for rehabilitation, lack of diagnostic
facilities, and an untrained staff.
When it talks of commissioning research into a "new con-

cept" of nursing homes in the hospital sector, the Government
seems unaware that it has already created a whole stock of
inadequate local authority nursing homes, full of people
requiring nursing care. The major reason that elderly people
cannot cope at home is because they are ill. Unless medical
responsibility for the care of the elderly in residential homes is
properly defined and nursing and rehabilitation staff are
provided, the policy of increasing turnover in this sector is
doomed to failure. The policy is based on straw in its assump-
tion that the elderly are in need of care because they are old
and not because they are ill. Diseases such as osteomalacia
lead to inability to cope at home; meals on wheels, a home help,
and holiday admissions are not, and never will be, the correct
treatment.
However good the home care services, some elderly people

will have to be cared for in institutions. Some looked to
Government, as in Denmark, to define the basic rights of
individuals in need of permanent care to have a single room
with a private lavatory, to furnish it with their own possessions,
and to be cared for by stafftrained to understand and meet their
needs. Those who expected that will find themselves dis-
appointed.
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Management of angina
and hypothyroidism
Reports of deaths from myocardial infarction or deterioration
of angina in patients recently started on thyroid replacement
treatment began to appear in the 1930s. Warnings were
published of the dangers of too vigorous treatment of hypo-
thyroidism and of the indiscriminate use of thyroid hormone,
particularly in patients with chest pain.1 Forty years on, the
problem persists: hypothyroidism is not infrequently
associated with angina, and if coronary artery disease is
present treatment with thyroid hormone, which increases the
heart rate and stimulates myocardial contractility and oxygen
consumption, will probably result in worsening of cardiac
symptoms. This dilemma needs to be re-examined in the light
of advances in the investigation and treatment of coronary
artery disease and of improved methods of managing thyroid
disease.
Hypothyroidism and angina are common conditions and

may occur together coincidentally, but there is also a more
direct association2 and hypothyroidism apparently pre-
disposes to coronary artery disease. One important aspect of
management, therefore, is the prevention or early treatment of
hypothyroidism, which should be possible with the ready
availability of assays of serum thyroxine and thyroid-stimulat-
ing hormone (TSH) concentrations. Many cases of hypo-
thyroidism result from treatment with radioiodine, and
adequate follow-up programmes should be set up to ensure
early detection of hypothyroidism.

In the individual patient with hypothyroidism, determining
if true angina is present or not is sometimes difficult. A specific
question should be asked about chest pain before treatment is
begun. In classic myxoedema chest pain indistinguishable
from that of angina may occur, with the electrocardiogram
showing non-specific abnormalities equally consistent with
myocardial ischaemia. Serum activities of enzymes associated
with myocardial infarction are raised and so are concentrations
of serum lipids. Occasionally the chest pain disappears with
thyroid replacement and the electrocardiogram reverts to
normal,3 but most patients' pain does not improve. Some
patients with coronary artery disease give no history of
angina; they, too, are at risk when treatment is started. The
message must be one of caution in any patient who is a possible
candidate for coronary artery disease.
Thyroid replacement should be with thyroxine (T4).

Thyroid extract is no longer used because of its variable
potency. Triiodothyronine (T3) alone is rather too short
acting, leading to undesirable variations in cardiac output.
A small oral dose ofT4 (usually 25,ug) should be given daily and
a clinical assessment made every two to three weeks, with an
electrocardiogram and an assessment of thyroid state by
measuring the serum TSH concentration. The dose of T4 can
be increased cautiously by 25 /tg increments to a maximum of
150 ,ug daily unless the severity of angina increases, when
the dose will need to be reduced.

Medical treatment of the angina can be started before or
simultaneously with T4 administration. Beta-blocking drugs
such as propranolol are useful except in the presence of severe
bradycardia. In addition to its antianginal action propranolol
affects the biologically active thyroid hormone T3 by inhibiting
deiodination of the prohormone T4.4 Long-acting nitrates may
also be of symptomatic benefit. Occasionally anaemia
associated with hypothyroidism may be a contributory factor,
when cautious transfusion of red cells may help to alleviate the
angina.5

Despite these measures, adequate replacement of T4 may be
unattainable because of the severity of angina. Many patients
have had to accept the unsatisfactory compromise ofcontinuing
hypothyroidism, with its attendant ill health, misery, and risk
of neuropsychiatric disturbance.5 One possible solution is
coronary artery surgery. Published data on this procedure in
patients with angina and hypothyroidism are scarce. In three
series5-7 with a total of 32 patients selective coronary angio-
graphy showed severe proximal coronary artery disease, and
coronary artery bypass grafting was performed in 25 cases.
After surgery adequate replacement with T4 was generally
achieved. Both angiography and surgery were well tolerated
with no mortality and no major surgical complications.
Maintenance of the hypothyroid state at the time of surgery
was not associated with increased morbidity. These results
suggest that in patients with incapacitating angina coronary
artery bypass grafting can be considered before correcting the
hypothyroidism. More studies are needed to provide data for
further analysis.
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