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issued by the Society of Clinical Psychiatrists.5 They review
the size of the problem and point out the importance of
local variations and conditions, which in some areas have
tended to create a "crisis." They restate the main diagnostic
categories to be found in the psychiatry of old age and review
the existing mental hospital schemes that have been adopted
to try to cope with the care of elderly, psychiatric patients.
They consider that local-authority provisions, such as home
help, meals on wheels, supervision by community social
workers, and residential provisions by the local authority
are all of importance in the care of the elderly. In attempting
to define the responsibility of psychiatrists for the care of
the elderly they differentiate between the acute organic
brain syndromes (delirious states), which are allocated to
the province of the geriatric physicians, and the functional
psychiatric disorders, which are accepted as the responsi-
bility of the psychiatrists. The chronic brain syndromes
(dementias) are not so easy to allocate to an appropriate
specialty, though the report recognizes that there may be
a variety of appropriate methods of caring for various types
of elderly people with chronic brain syndrome, including the
geriatric medical service, welfare homes, and psychiatric
hospitals.

It has been shown that people with chronic brain syn-
drome are those who will put the greatest burden on
institutions providing long-term care and that at the moment
the residential accommodation provided by the local
authority and the medical geriatric units already take a con-
siderable share of this burden.6 Psychiatrists take rather too
parochial a view of the care of the elderly if they see it in
terms of emptying psychiatric hospitals or even of inviting
a geriatrician into the psychiatric hospital to cope with their
geriatric problem.7 Perhaps it is inevitable that the scandals
in recent years concerning the psychiatric care of the
elderly8 9 have made both the public and the psychiatric
profession, for different reasons, turn away from acknow-
ledging the place of the psychiatrist in the care of older
patients.
The Department of Health, in order to reassure the

elderly and their families, has emohasized the role of
geriatric medicine in the setting of the general hospital for
dealing with the bulk of the problem of geriatric care. For
psychiatrists this solution can entail removing their responsi-
bilities for the care of the elderly.10 Yet the high degree of
psychiatric morbidity found in elderly patients, and the fact
that it is widely distributed in all forms of institutions,11
would suggest that, if anything, the psychiatric responsi-
bilities for the care of the elderly should be extended rather
than restricted. Furthermore, many of the concepts that have
helped most in improving the care of the elderly, such as
integrated assessment with the local authority,12 progressive
patient care involving not only doctors and nurses but
physiotherapists and occupational therapists in an integrated
team,13 boarding-out schemes, where these are appropriate,14
and many other innovations have come from the psychiatric
field and benefited from the skills and insights that psychi-
atric training affords. Perhaps up to now doctors working
for the elderly have tried too hard to define patients suitable
for existing institutions instead of defining broad types of
disability, the types of existing institutions that meet their
needs, and the other forms of care required for those whose
needs are not met well at the moment and who find them-
selves rejected by all specialties. An example of this type of
patient is the wandering, active patient with chronic brain
syndrome but without gross psychotic or behavioural dis-
turbance. Such a patient is apt to be seen as a medical

problem by the psychiatrist, a psychiatric problem by the
geriatric physician, and a hospital problem by the hard-
pressed welfare-home attendant. A unified department for
the care of old people, in which complete responsibility is
taken for the special problems of elderly patients and which
is manned by both physicians and psychiatrists, might allow a
framework within which new institutions could be planned
and existing facilities supervised to serve the elderly popula-
tion in the best possible way.
No plan for the elderly can be carried out without

trained staff willing to enter the field. The recruitment of
physicians, psychiatrists, nursing staff, and medical auxiliaries
is of the greatest importance for the future. Many factors
may have to be taken into account, such as the degree to
which universities and other grant-giving bodies finance re-
search and set up departments concerned with the care of
the elderly. Geriatric care deserves a change of priorities, not
merely in terms of lip service but in hard cash. Moreover,
medical schools should allocate enough time to teaching the
skills necessary for treating the elderly, making this an
essential requirement for undergraduate and postgraduate
training.
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Pseudomonas Chest Infection

Contamination of mechanical ventilators, humidifiers, and
suction apparatus with Pseudomonas aeruginosa has been
frequently reported, and this type of equipment is often
thought to be an important source of infection.lA Reservoir
nebulizers are particularly liable to contamination with
Pseudomonas spp., or more recently in the U.S.A. with
Serratia marcescens and their use has been associated with
a rising incidence of necrotizing pneumonia in some
hospitals.5 6 The problem of infection from nebulizers has
been less serious in Britain, since the reservoir type is not
so often used, and though the fluid in blower-humidifiers
is often contaminated this type of humidifier is Iess likely
to be responsible for infection.7 However, the survival and
growth of Pseudomonas spp. in humidifi.ers is of some rele-
vance, and it has been shown recently that naturally occur-
ing pseudomonas can grow in filter-sterilized distilled water,
whereas laboratory subcultures of the same strain either did
not survive or showed an extremely long lag phase before
growth in the same fluid.8
An important problem in many intensive care units is

infection of tracheostomy wounds with Ps. aeruginosa.
Pseudomonas usually colonizes only the tracheostomy site,

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.3.5768.203 on 24 July 1971. D
ow

nloaded from
 

http://www.bmj.com/


204 BRITISH MEDICAL JOURNAL 24 JULY 1971

but occasionally the organism will spread to the lungs and
cause a more serious chest infection. Carrying of organisms
from an infected patient on the hands of the staff is probably
one of the main routes by which infection spreads in these
units, though its original source is often uncertain. Mech-
anical ventilators are not necessarily the main source of in-
fection.7 Many possible human and inanimate sources of
pseudomonas have been described,9 and sinks or drains are
often suspected as the origin of infection because they are
usually found to be contaminated. Though infection probably
arising from a sink or drain has been reported,'0 11 typing
of pseudomonas strains suggests that they are an uncommon
source. Another possible source is hospital food, and recent
studies in one hospital suggest that patients commonly get
food contaminated with Ps. aeruginosa. But the relevance
of this observation to clinical infection is uncertain.12

Clinical pseudomonas infection has been increasing in
recent years in young infants with debilitating illness,'3 and
colonization of the nose, throat, and faeces with Ps.
aeruginosa tends to occur particularly in ill, male premature
babies.'4 In infant nurseries pseudomonas strains are not
often acquired from mothers but mainly from environmental
sources-for example, incubators,'5 contaminated breast
pumps,'6 infant feeds,'7 hexachlorophane,18 and other deter-
gent preparations'9-and are likely to be transferred on the
hands of nurses. In a recently reported study A. J. Barson
described 40 cases of fatal pseudomonas bronchopneumonia
in a retrospective survey of 600 consecutive necropsies at
the Children's Hospital, Toronto.20 The incidence of pseudo-
monas deaths increased from 6 cases in 1965-6 to 40 in
1967 and 8 months of 1968. Of the 40 patients of pseudo-
monas bronchopneumonia, over three-quarters had been
intubated with endotracheal tubes and two-thirds showed
laryngeal or tracheal ulceration. The average birth-weight
of those patients who were newborn babies was lower than
in the generality of newborn babies that came to necroDsy.
Infection was in all cases complicated by a primary disease,
of which the respiratory distress syndrome was the most
common (40%). The author considers that the use of
humidified ventilating equipment was an important predis-
posing factor.
The efficient disinfection of ventilating equipment has

been a subject of considerable discussion and research over
the past few years. Disinfection of nebulizers with 0.25%
acetic acid appeared to reduce the incidence of necrotizing
pneumonia in one study,21 though other workers have found
that chemical methods were unreliable.22 Disinfection by
heat is always preferable to chemical methods, and manu-
facturers should be encouraged to design equipment which
can be easily dismantled, cleaned, and autoclaved. Respira-
tory ventilators with expiratory and inspiratorv circuits are
particularly difficult to clean and disinfect. Though many
methods are available, and most appear to be reasonably
effective,23 24 none is entirely satisfactory. Meanwhile, the
incorporation of moisture traps in the expiratory and
inspiratory circuits, daily changing of tubing and traps, and
disinfection of the machine between patients should con-
siderably reduce the risk of infection. The treatment of
equipment such as ventilators, suction apparatus, and
incubators in a central area of the hospital should imnrove
standards of maintenance and disinfection. The infection of
burned patients by pseudomonas strains has been consider-
ably reduced by the use of whole-body plastic isolators,25
and a similar technique could be modified for nursing other
types of patient, including premature infants, who are par-
ticularly liable to acquire pseudomonas infection.
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Epiglottitis in Adults
It is generally assumed that acute eviglottitis is an illness
of children under the age of 5. That it occurs in adults,
though possibly less commonly, is not yet fully appreciated.
A recent article' describing two cases in adults re-emphasizes
the seriousness of the condition and the high mortality. The
author of the article, in common with others,2-4 describes
the apparent mildness of the condition at the onset, and the
rapidity with which respiratory obstruction supervenes.
The disease often starts as an infection of the upper

respiratory tract and progresses rapidly, with increasingly
severe sore throat, dysuhagia, cough, and voice change.
Pyrexia, about 100°-1020F (37 8°-38-90C), is a constant
feature, and the rapid onset of restlessness, prostration, and
dyspnoea from laryngeal obstruction are typical of the
disease. Laryngeal stridor and dyspnoea may come on as
quickly as four to six hours after the onset of the illness.

There may be little to see in the oropharynx apart from
redness of the mucosa, oedema of t1he uvula, and viscid se-
cretions. Indirect laryngoscopy in adults, or simply depres-
sing the tongue in young children will reveal a swollen, red
epiglottis curled backwards and downwards on itself in the
shape of a horseshoe.3 Inspiratory stridor and retraction of
supraclavicular soft tissue indicate narrowing of the air-
way, and palpation of the neck may disclose diffuse swelling
of soft tissue.4
The organism recovered from the throat or epiglottis is

usually Haemophilus influenzae type B, and blood culture
is frequently positive for this organism, which is in keeping
with the fulminating nature of the condition. The histologi-
cal findings at necropsy are massive oedema of the epiglottis
with infiltration by polymorphonuclear leucocytes, amounting
in places to micro-abscess formation. Curiously, the tissues
at the glottic level are nearly always spared.

Early antibiotic treatment is required if laryngeal obstruc-
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