
BRITISH MEDICAL JOURNAL VOLUME 294 7 MARCH 1987 643

Head injuries in the elderly

SIR,-We welcomed Mr S Galbraith's clear ac-
count of the importance of head injury in the
elderly (7 February, p 325). In a recent survey we
compared 1571 patients aged under 65 admitted to
our head and spinal injury unit in one year with 449
patients aged 65 years or over admitted during two
one year periods.' Intracranial haematomas were
more than three times more common in those aged
over 65 than in those under 65, with an overall
incidence of 9 4% in the older group and 2-7% in
the younger group. The differences were even
more pronounced when severity of injury was
considered using the criteria of the Glasgow coma
scale; many of the elderly victims of head injury
who were classified as having mild or moderate
injuries had intracranial haematomas. This sup-
ports the need for access to neuroradiological
facilities and particularly computed tomography.
The mortality after admission was 7% in the older
group, compared with 2% in the younger group.
Although those aged 65 years or over constituted
15% of all admissions to our unit, they accounted
for 10% of patients with head injuries admitted to
Scottish hospitals in 1981 and 83 had a mean stay of
8 8 days, compared with 2-7 days for those under
65 years.
The elderly thus represent a significant propor-

tion of all cases of head injury, with a high
morbidity and mortality. They require careful
monitoring and observation with access to com-
puted tomography and neurosurgical skill when
necessary.
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SIR,-Having just completed a prospective study
of 56 patients aged over 65 who were admitted over
six months with head injuries to the head and
spinal injury unit in Edinburgh, we were interested
to readMr S Galbraith's leading article (7 February,
p 325). Of the 56 patients in our study, nine had
suffered moderate or severe head injury, eight
dying as a result. The 48 survivors, 47 ofwhom had
sustained only minor head injuries, were seen six
weeks after discharge. Thirty nine had returned to
the place where they were living before they
suffered the head injury. Eight, however, required
home help (or more help if they were already
receiving it), seven had to be visited by a district
nurse, and 17 received increased visits from rela-
tives. Four of those who had changed their address
had moved to stay with relatives. The remainder
were in a geriatric assessment ward (two) or a
registered nursing home (one) or were receiving
long stay psychogeriatric care (one). The mean
length of stay in the ward was 6-8 days. It therefore
seems that minor head injury in the elderly,
although it does not often result in long term
admission to hospital, necessitates increased com-
munity support.
We also carried out simple screening investiga-

tions (chest radiography, electrocardiography,
measurement of urea and electrolyte concentra-
tions, and full blood count) to detect medical
disorders that might have contributed to or been
masked bythe head injury. Of the 48 patients thus
screened, 27 had abnormalities, mainly minor and
non-specific. In only three cases of minor head

injury (7-3% of those screened) did the results alter
the management of the patient. One patient had
left ventricular failure, and two had iron deficiency
anaemia. In no cases of moderate or severe head
injury did screening show an underlying medical
cause for the head injury. Frailty and reduced
functional reserve, rather than specific medical
disorders detectable by the screening used, seemed
to have made these elderly patients susceptible to
the more serious consequences of head injury.

Geriatricians already have a role in the care of
elderly trauma patients in orthopaedic units. 2
Perhaps there is now a case for establishing similar
links between geriatricians and neurosurgeons.
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SIR,-Mr S Galbraith (7 February, p 325) empha-
sised that elderly patients with head injuries should
be managed differently from younger patients
and pointed out the importance of "stroke" and
"confusion" as presenting signs of intracranrial
injury. Mr Gordon Brocklehurst and coworkers (7
February, p 345) did not make this point and,
although they reported subdural haematotna as the
most common of the intracranial haematomas,
they did not relate this to the time of injury or age.
Nor did they comment on the proportion of
patients with minor head injury who developed
subdural haematomas.

Subdural haematomas presenting with local-
ising neurological signs are not uncominon in
geriatric practice, though lesions that occupy intra-
cerebral space may mimic them. For example, at
this hospital recently a patient with a four and a
half month history of intermittent disorientation
after falling backwards off a stool was found to
have a midline tumour, probably a meningioma.
In one year there were five cases of subdural
haematoma in patients aged 74-88 among 190
unselected admissions to our geriatric unit. Three
patients presented with localising neurological
signs and two with drowsiness, one of whom died
before diagnosis. Two patients in the first group
became disorientated. Four patients underwent
surgical drainage and, having recovered well, were
discharged home.

It is essential that neurosurgical units do not use
criteria to assess the elderly that increase the likeli-
hood of missing an eminently treatable lesion. I In a
study reported from Nottingham seven out ofeight
patients aged 49-60 were diagnosed as having such
lesions while alive, whereas seven out of 13 aged
61-81 were diagnosed as having lesions only at
necropsy.2
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Snoring as a risk factor for ischaemic heart
disease and stroke in men

SIR,-Dr P Yates (7 February, p 371) suggested
that polycythaemia is an important factor explain-
ing the increased cardiovascular morbidity in
snorers. His-point is undoubtedly relevant.

Patients with sleep apnoea syndrome may
develop secondary polycythaemia,' 2 but it is not
common. We have not found any report that
patients with sleep apnoea generally have poly-
cythaemic haemoglobin concentrations; for
example, Shepard et al reported a mean value (SD)
of 153 (15) g/l.' We have had the same experience
in our patients.
As the prevalence of obstructive sleep apnoea

seems to be 1-2% in middle aged men and only a
few of these patients develop polycythaemia, it is
unlikely that this small subgroup could explain the
overall increase in the risk ofcardiovascular disease
in snorers. In a small subgroup of patients with
apnoea polycythaemia might increase the cardio-
vascular risk. On the other hand, the role of local
vasoconstriction related to hypoxaemia and in-
creased blood viscosity (even with normal values of
packed cell volume) in sleep apnoea might perhaps
be more important. There is, however, no evi-
dence on that score. Therefore, we concluded that
the increased risk in snorers was best explained by
the short term effects of sleep apnoea: hypoxaemia
and its consequences-for example, susceptibility
to cardiac arrhythmias. The second best explana-
tion is the higher prevalence of hypertension
among snorers. Other possible mechanisms are
not well documented. Certainly, we agree that
enhanced coagulation or decreased fibrinolysis
demands more research.
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Christ Church conference on postgraduate
education-25 years on

SIR,-Dr Alex Paton (14 February, p 393) rightly
highlights the confusion currently besetting
postgraduate medical education. I am a clinical
tutor nearing the end of my tutorship in a small
health district. The past six years have been
most enjoyable, but I am very conscious of the
inadequacies of my tenure. In Wessex the newly
appointed tutor has the advantage of a strong
regional structure in postgraduate medical educa-
tion. Tutors meet regularly in the regional centre
and once a year attend a two day residential
meeting. Thus the enthusiastic innocent is guided
into a job for which he or she is singularly
unprepared. The tutor relies heavily on his centre
administrator, and even with this help he is
unlikely to feel that he is getting to grips with his
responsibilities, all of which he has to fit into his
spare time until he has been in the post for a year or
two. These include programme organising, study
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