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Last scene of all
The last scene of all is not inevitably Shakespeare's second
childishness and mere oblivion, sans teeth, sans eyes, sans
taste, sans everything; for the corollary of two demented
people in every 10 aged 80 and over is that eight out of 10
are not demented. Nevertheless, the continuing age drift
means that by 1988 a health district containing 250 000
people will have to provide services for 3000 elderly people
with dementia; and health service planners are well aware that
their major task in the next decade will be coping with organic
mental impairment in the elderly-the subject of a recent
excellent report from the Royal College of Physicians.'
The college report acknowledges that institutional care is

unlikely to expand, so that most of the demented elderly will
have to be cared for in their own homes. This will throw
burdens on the family and neighbourhood network, the
statutory and voluntary services available at home, and the
hospital services. Ifhome care is to be successful near universal
re-education will be required. Among the college's recom-
mendations is the development, as a matter of urgency,
of specialist psychiatric services. The recent rapid expansion
in Britain of psychogeriatric services has been criticised as a
sign that politics has taken precedence over logiC,2 but others
see these developments as essential.3-5 Nevertheless, this new
development in the National Health Service and in psychiatry
has occurred without proper training, planning, allocation of
resources, or monitoring of performance; and innumerable
questions of resources and outcome remain to be answered.6
What type of service are these new specialist psycho-

geriatricians providing ? Of 87 district services identified in a
national survey, 65 dealt with all mental illness in those aged
65 or over, 10 dealt only with organic disorders, and 12
reported a less well-defined pattern. A third had some beds
in a district general hospital, but most were short of acute
beds and of day hospital places.6 Newly appointed psycho-
geriatricians tended to be allocated long-stay wards containing
many chronic schizophrenic and similar patients. The
impression that emerges from the survey is that the new
specialists arrive with considerable enthusiasm for their
subject while being allocated the worst resources.

In caring for the patient with dementia the first essential is
accurate diagnosis. Is there good evidence of a progressive
and irreversible deterioration in brain function ? Cross-sectional
studies may have overestimated the size of the problem by
including the educationally subnormal and the illiterate who
have grown to be old, for when old they may present diagnostic
problems. In like manner the depressed patient may not

bother to answer questions. In epidemiological surveys acute
confusional states are less prevalent, but in the hospital
service acute confusion is all too often equated with dementia.
Doctors need to recognise that an acute confusional state in
the elderly, like a febrile convulsion in a young child, is a
diagnostic challenge. So a full clinical, social, and psychological
assessment must be made in each case. Simply to state that
the patient is demented is inadequate and a diagnosis of senile
dementia usually means that the patient is older and less
intelligent than the examining doctor.
The first interview should preferably take place in the

patient's own home, with the opportunity for talking to
relatives and neighbours. In the early stages of dementia the
patients themselves may complain, but later the complaints
come from others in the family and neighbourhood network.
In all instances the real problem must be identified, and in
hospital the history is incomplete without an interview with
the relatives. Co-ordination of diagnostic techniques may best
be achieved if a bed is reserved for investigating dementia.7 8
Baseline psychological assessments, a full clinical evaluation,
haematological and biochemical investigations, computed
tomography, and probably in future years a profile of neuro-
transmitters in the cerebrospinal fluid will be necessary.
Some may argue that such investigation is too costly and

that it would be better to concentrate on developing screening
methods and diagnostic protocols that can be followed by the
general practitioner.9 The biggest cost of all, however, is
long-term institutional care; for if length of life after admission
is two years, then at £150 a week the cost adds up to over
,£15 000. Accuracy must be the cornerstone of any service,
for the treatable must be treated. Though there is as yet no
specific treatment for senile dementia of the Alzheimer type,
the recent identification of defects in neurotransmitter
substances holds out the hope that specific treatments may be
developed. This is the object of basic research, which-not
surprisingly-the college report sees as essential.'
What of the untreatable, who at present face a future of

deteriorating mental function ? How should they be cared for ?
Each case has to be treated on its merits. The policy of
reducing institutional care means that more patients will have
to be cared for at home until later in their illness, making new
demands on the tolerance of society. The degree ofdependence
in each case is determined by the acceptance of others. One
man's right to live at home may become another's duty to care
for him. Even a non-dementing illness changes people, and
after it they can be better or worse but never the same.

(© BRITISH MEDICAL JOURNAL 1981. Al reproduction rights reserved. VOLUME 283 No 6306 PAGE 1559

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.283.6306.1559 on 12 D

ecem
ber 1981. D

ow
nloaded from

 

http://www.bmj.com/


1560 BRITISH MEDICAL JOURNAL VOLUME 283 12 DECEMBER 1981

A dementing illness changes the carers as well. They have
to come to terms with the effects of the illness and learn to
accept deteriorating standards and to take risks. Setting the
house on fire, wandering in the street and being run over,
and dying when lost in the park are all recognised risks and
therefore genuine worries. The major task of the new breed of
psychiatrists in caring for patients with dementia will thus be
in family and neighbourhood therapy. What they must,
however, ensure is that in defending the line of diminishing
institutional resources they do not push people too far. The
ultimate protest of someone who cannot cope any longer is
murder. Many of our present services give priority to the
elderly who live alone; in reality those who live with others
may cause the greatest stress. In developing a policy of home
care for the demented we mrust care for the carers. The staff
in residential care and in long-stay hospitals will also require
training and support.
The college report is timely; it should be essential reading

for all, for all must realise that a policy ofcoping with demented
people at home implies that at times of illness the families will
not be able to cope and will inevitably turn to us for help.
Let us hope that such help will not be denied.
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Cutaneous mycobacteriosis

Skin lesions caused by mycobacteria are comparatively rare,
and few clinicians other than dermatologists have sufficient
experience to make a confident diagnosis. Their very rarity,
however, demands a high index of suspicion, for lesions may
otherwise remain undiagnosed for many years. The nomen-
clature of these lesions-tuberculosis colliquativa cutis and
tuberculosis cutis miliaris acuta generalisata are good examples
-must deter all but the most ardent classicists. Furthermore,
the range of mycobacterial diseases is changing and several
revisions have recently been made of Runyon's classification'
based on colonial morphology, reaction to light, and rates of
growth.2

Fortunately for baffled clinicians, Beyt and his colleagues
have recently proposed a relatively simple classification of the
diverse forms of cutaneous mycobacterial infections.3 The
first group includes all the lesions caused by inoculation from

an exogenous source. In patients not previously exposed to
mycobacteria the primary cutaneous focus is associated with
regional lymphadenitis to form the primary complex. This
pattern is seen most commonly in children: the tuberculin test
result becomes positive, the nodes may ulcerate, and rarely
the disease may progress to acute miliary tuberculosis. In
patients who have been infected before, on the other hand, the
cutaneous lesion results in a hyperkeratotic papule without
adenopathy-the "prosector's wart." Six out of 10 of such
lesions reported in the past 10 years have been in people
working in medically related professions.
The second group includes all lesions from an endogenous

source. The most common manifestation is scrofuloderma-
the fistulous openings of sinuses originating in glands or bones
previously infected with mycobacteria, as described by
Michelson in 1924.4 This condition is now rare but may still
be seen when lesions in lymph nodes, the epididymis, or bone
form local abscesses which drain through the skin with the
formation of sinuses. The other endogenous source is tuber-
culous material passed through body orifices-orificial
cutaneous tuberculosis. Oral, perirectal, and labial lesions
may remain undiagnosed for many years.5 Tuberculous
ischiorectal abscesses may sometimes be haematogenous.

Lesions due to haematogenous spread, indeed, form the
third group: the main conditions are lupus vulgaris, acute
haematogenous cutaneous lesions, and multiple nodules or
abscesses. In lupus vulgaris, plaques and nodules (usually on
the face) ulcerate and scar and contain "apple-jelly" nodules.
Extensive scarring causes serious disfigurement. Tubercle
bacilli are sparse in the lesions and may have attenuated
virulence. In his study of 3902 patients, Horowitz found
evidence of tuberculous disease elsewhere in 76% -usually in
lymph nodes, less commonly in the respiratory system and
skeleton.6 Chemotherapy is highly effective, though the
problem of scarring remains. The rare but potentially fatal
acute haematogenous lesions are characterised by multiple
cutaneous pustules in which vascular thrombi contain
numerous bacilli.7
Many cutaneous lesions, particularly those caused by

inoculation from an exogenous source, are due to mycobacteria
other than tubercle bacilli. Mycobacterium marinum (balnei) is
frequently responsible for ulcerated lesions appearing two
to three weeks after exposure to trauma sustained on beaches,
in swimming pools, or in aquariums. Skin lesions may be
caused by many other mycobacteria and may occur in un-
expected clinical settings, such as wound infection after
open-heart surgery8 and in the recipients of renal homografts.9
Necrotic indolent ulcers on the legs of children in Africa and
Australia may be caused by M ulcerans.10 11

Beyt and his colleagues3 specifically excluded from their
classification the tuberculids such as erythema induratum and
papulonecrotic tuberculid. These are considered to be hyper-
sensitivity phenomena; their histological features include
caseation necrosis with the formation of giant cells and
associated perivascular infiltrate. The result of the tuberculin
test is always strongly positive, but stains and cultures of the
lesions do not yield mycobacteria. Another omission from the
classification is the cutaneous complications of BCG
vaccination.12
When a patient has a skin lesion that could be mycobacterial

investigation should not be confined to histological examination
and a tuberculin test, which may give a negati-ve result to
purified protein derivative in some infections. Culture is
important, so that the causative mycobacteria may be identified.
Many of the mycobacteria other than tubercle bacilli are
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