
consider flagging reports when numerical changes are not
significant rather than simply highlighting results outside
reference intervals.5
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Alcohol and the elderly

Need for greater awareness

Although about 5-12% ofmen and 1-2% ofwomen in their 60s
are problem drinkers,' little information is available on the
medical problems of elderly dependent drinkers. Further-
more, information on the outcome oftreatment is inconclusive
because clinical studies have generally included only a few
patients.2 Most of the information that is available stems from
North America, and with a few exceptions34 little attention
has been paid to the problem in Britain.
The few studies conducted in humans have not shown

changes related to age in ethanol metabolism, although blood
flow through the liver decreases with age.5 Body water content
declines and body fat content increases with age, and lean
body mass decreases by about 10% between the ages of 20
and 70. Combined reductions of body water content and
lean body mass probably account for higher blood alcohol
concentrations in the elderly than in younger people after a
standard dose.
Some areas of the brain are more vulnerable to alcohol than

others, which is particularly important in older people. The
basal ganglia, hippocampus, reticular activating system, and
neocortex undergo faster neuronal loss with aging than other
regions of the brain, these changes resulting in impaired
cognition and motor skills.6 Probably at least 10% of patients
presenting with dementia have alcohol related brain disease.

In some elderly people alcohol misuse has been a longstand-
ing. problem, but bereavement, retirement, loneliness, or
boredom may lead to reactive depression with subsequent
heavy drinking in others.4 Elderly alcohol misusers are more
likely than younger misusers to hide their drinking, and they
have a greater tendency to drink daily rather than to binge.7
Between 5% and 15% of elderly people with alcohol problems
suffer from a pre-existing depressive disorder,8 and alcohol is
important in about a third of suicides in elderly people.9

In medical terms non-specific presentations of alcohol
misuse among the elderly are the rule. Poor hygiene,
myopathy, accidental hypothermia, osteoporosis, unex-
plained hyperuricaemia, hypoglycaemia, and hypertrigly-
ceridaemia may be caused or exacerbated by alcohol misuse in
the elderly.'" Alcohol may have an additive sedative effect
when combined with diazepam, amitriptyline, barbiturates,
and chloral hydrate; serum concentrations of the drugs
are increased because alcohol reduces their metabolism.
Conversely, metabolism of barbiturates, tolbutamide,

phenytoin, and warfarin may be increased because of enzyme
induction in the liver.' Dependence on alcohol and one or
more psychotropic drugs was found in 14% of elderly patients
in one study.'2

Medical problems tend to be more prominent in elderly
drinkers than in young drinkers, particularly if they began
drinking at a younger age.'3 Cirrhosis of the liver, peripheral
neuropathy, and cerebellar degeneration are common, and a
third of patients in a series of elderly patients had some form
of alcoholic liver disease.'3 Alcohol may provoke or exacerbate
parkinsonism in older patients,' and delirium tremens is
associated with a higher mortality in elderly people.'I
A study in Baltimore showed that the age specific incidence

of cirrhosis in white men living in urban areas was the
highest in the seventh decade'6 whereas in Europe a fifth
of patients with alcoholic liver disease were over 60 at
presentation. '7 Evidence of severe liver disease was more
prominent among the very elderly, and nearly a third
presented with symptoms not directly related to liver disease,
the commonest being dizziness and falling.'8 Prognosis was
age related: mortality after one year was 50% among those
over 60 with cirrhosis and 7% in those under 60. ' A smaller
community based study showed that 13% of subjects over 60
were drinking enough to put them at risk of alcoholic liver
disease.3

Musculoskeletal pain, insomnia, loss of libido, depression,
and anxiety are recognised complications of heavy drinking
but are common complaints among the elderly anyway.
Ironically, elderly alcohol misusers may cite these reasons to
justify their heavy drinking when alcohol is the cause. 19
A history of alcohol use should be obtained routinely from

all patients. Blood alcohol concentrations fall on average by
15 mg/100 ml/hour20 so tests carried out after some delay may
be misleading. The clinical threshold for alcohol dependence
should be set much lower in the elderly than in the young
because of their particular vulnerability to the toxic effects of
alcohol.

Treatment must begin with detoxification and be followed
by emphasis on abstinence and education about the dangers of
alcohol and polysubstance misuse. As a rule the elderly should
not be given benzodiazepines to prevent withdrawal symptoms
as these may produce delirium, but when necessary drugs
with a short half life- such as lorazepam or chlormethiazole-
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are preferable.5 Disulfiram should be avoided for long term
use as it may be hazardous in the elderly.2" Rehabilitation
programmes will differ for individual patients; medical or
psychiatric problems may need treatment, and help with
marital, financial, and legal difficulties may be necessary.
Other treatments include group therapy, individual counsell-
ing, and referral to the Alcoholics Anonymous organisation.

Finally, day hospital care and home visiting by health
visitors and neighbours may help in relieving the distress and
isolation of elderly people with alcohol problems.
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The BMA after the NHS review

Maintaining and enhancing unity

Unintentionally the government has united doctors through
its review of the NHS.I The BMA has benefitted, and its
membership, which was already high, has increased to over
three quarters of practising doctors. So its claim to speak for
the profession has never been stronger, and divisions have
been revitalised by the crisis. Furthermore, the association's
relation with other medical and health service bodies such as
the royal colleges have rarely been closer. The BMA has
made a crucial contribution to establishing the professional
consensus that has developed against the government's
proposal, and consolidation is now necessary as the govern-
ment presses on with implementing its white paper. It is a
good time to consider the possible effects of the NHS review
on the association itself.
The BMA strongly supports continued national agree-

ments on remuneration and terms and conditions of service.
If, however, the government and managers have their way
negotiations and decisions will be increasingly devolved
to districts, to proposed self governing hospitals, and,
in England and Wales, to upgraded family practitioner
committees. This will mean that local management will have
a greater influence on contracts and job descriptions of
consultants and other hospital doctors. The association will
thus have to strengthen its peripheral structure to provide a
platform for local negotiations: to achieve this BMA divisions
and local craft committees will need to cooperate more
closely. These developments are recognised in resolutions
tabled for the association's annual representative meeting in
Swansea next month.
The association already provides professional training for

its local press secretaries and place of work accredited
representatives-namely, medical shop stewards. It may now
need to offer courses on negotiating and to recruit more
accredited representatives so that every hospital, whatever its
status, will have adequate medical representation. General
practitioners will also be asking for more support in dealing
with family practitioner committees. The administrative and

industrial relations services provided by the regional offices
will have to be expanded. This will be expensive but is a cost
that members should be prepared to meet. These proposals
and others crucial to developing the association's peripheral
structure are contained in the report of the working party on
regional services recently approved by BMA council2;
representatives will be deciding on its recommendations in
Swansea.
The white paper concentrates on management, costs, and

cost efficiency, and a possible additional service to members
would be to provide training courses in management,
budgeting, and accounting. Whether the association should
offer such training is controversial in view of its recent
difficulty in setting up a national training unit. Nevertheless,
the demand from doctors for such training will increase as the
new information technology is introduced into the NHS. If
the government wants doctors to manage budgets the NHS
should provide the necessary training and the resources to do
this properly. Even so, doctors might welcome a different
perspective, and this might well be provided by organisations
such as the BMA arranging courses that concentrate on
management in the interests of patients rather than of the
Treasury. Indeed, joint ventures with, say, the nursing
profession could be professionally rewarding as well as more
economical. Such cooperation could lead to a professional
alliance with nurses and other health professions to provide a
counter weight to the increasing patronage of ministers and
the rising of power of managers.

Even if the association and other professional bodies can
temper some of the more extravagant proposals in the white
paper major changes are inevitable in the NHS, and the
association should move ahead of them rather than in
response to them. Paradoxically, the government has put the
association in a strong position, and this advantage should be
consolidated-particularly locally, where general managers
are already pushing for greater flexibility to negotiate with
staff. To meet this challenge the association will need not only
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