
mortality and morbidity as end points. Until these data are
available mass treatment of risk factors in elderly people
should be avoided.
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New deal for old hearts

Age alone should be no barrier to treatment

With the insatiable demand for health care health economists
and politicians continue to remind doctors that they must help
choose how best to use the limited resources. Because of the
pressure on existing services many doctors have been reluctant
to refer older patients for specialist investigation and treatment
of heart disease. A joint working group on cardiological
intervention in elderly patients argues for a more enlightened
approach, based on risk-benefit analysis for each patient. Its
report emphasises that well judged intervention in elderly
people may be very worth while.'

In general the morbidity and mortality of disease increase
with age, so the potential value of intervention in elderly
people is substantial. Use of thrombolytic agents in acute
myocardial infarction is a good example. Studies suggest that
the relative benefit and risk of thrombolytic treatment are
similar in all age groups; the absolute benefit (the total
number of lives saved), however, seems greatest in elderly
patients because they have a much higher case fatality.2 Soper
has calculated that each quality adjusted life year3 saved by
thrombolytic treatment costs half as much in patients aged
over 65 as it does in patients aged under 55.4 No justification
exists, therefore, for the common practice of imposing age
limits for thrombolytic treatment or admission to a coronary
care unit.
The place of cardiac surgery and percutaneous trans-

luminal angioplasty in elderly people is less clear. Cardiac
surgery, particularly aortic valve replacement for aortic
stenosis, is undoubtedly of great value in patients over 70.5
Similarly, angioplasty in octogenarians has a high rate of
angiographic and clinical success.6 On the other hand, these
procedures are expensive and the incidence of complications
increases with age. The excess risk may, however, be over-
stated because the threshold for intervention, and therefore
the severity of the underlying disease, also tends to increase
with age.
By contrast, cardiac pacing for complete heart block is well

established as a highly cost effective and appropriate treatment
in the elderly. Sadly, British patients seem to be missing out.
The rate of implantation of pacemakers in Britain is still less
than halfthat reported in the United States, France, Germany,
and many other European countries.7 Most of the shortfall has
been attributed to centralisation of services and the lamentable
fact that in the United Kingdom seven million people still

have no immediate access to specialist cardiological services.
Indeed, providing a local pacing service and appointing a local
cardiologist both produce a dramatic and appropriate increase
in the rate of implantation of pacemakers.'01I

Underprovision is not peculiar to cardiac pacing. In 1988
there were 89 percutaneous transluminal angioplasties per-
formed per million population in the United Kingdom-less
than one tenth the rate in the US and less than a third of that in
most European countries.'2 This is hardly surprising, given
that Britain has fewer than six cardiologists per million people
compared with 45 per million in Europe as a whole and the
recommended 60 per million in the US.8
The demand for cardiac surgery and specialist cardiological

services for elderly people will increase as the numbers grow,
their expectations (and those of their families and doctors)
increase, and innovation continues. Given current NHS
funding the gap between what is medically possible and what
is affordable is likely to grow. We can at least seek to ensure
that everyone has access to specialist cardiological services
and try to allocate resources to what will do most good.
Perhaps then age alone will no longer bar patients from
effective treatment.

N A BOON
Consultant Cardiologist,
Royal Infirmary of Edinburgh,
Edinburgh EH3 9YW

1 Royal College of Physicians. Report of joint working group on cardiological intervention in elderly
patients. London: RCP, 1991.

2 ISIS-2 (Second International Study of Infarct Survival) Collaborative Group. Randomised trial of
intravenous streptokinase, oral aspirin, both or neither among 17 187 cases of suspected acute
myocardial infarction: ISIS-2. Lancet 1988;ii:349-60.

3 Williams A. Economics of coronary artery bypass grafting. BMJ 1985;291:326-9.
4 Soper J. Thrombolytic therapy in the early treatment of acute myocardial infarction: economic

appraisal of treatment. In: Clinical resource and audit group conference. Royal College of Physicians
and Surgeons of Glasgow (in press).

5 Elder AT, Cameron EWJ. Cardiac surgery in the elderly can produce substantial benefits at a price
of a moderately increased risk. BMJ 1989;299:140-1.

6 Jeroudi MO, Kleiman NS, Minor ST, et al. Percutaneous transluminal coronary angioplasty in
octogenarians. Ann Intern Med 1990;113:423-8.

7 Feruglio GA, Richards AF, Steinbach K, Feldman S, Parsonnet V. Cardac pacing in the world: a
surveyofthe state ofart in 1986. VIlIth world symposium on cardiac pacing and electrophysiology.
Pace 1987;10:623-786.

8 Rickards AF. Where's the block? BMJ 1984;288:737-8.
9 Chamberlain D, Bailey L, Sowton E, Ballantyne D, Boyle DMcC, Oliver M. Staffing in cardiology

in the United Kingdom 1988. Fifth biennial survey. Br HeartJ 1989;62:482-7.
10 Godden DJ, MacCulloch MS, Sandhu PS, Kerr F. Correcting a block?: successful experience of a

small British pacing centre. Br Heartj 1987;58:495-8.
11 Jacyna MR, Main G, Hanslip J, Pringle TH, Mcneill GP. The influence of cardiac staffing resources

on permanent cardiac pacemaker implantation rates. ScottMedj 1988;33:261-3.
12 Hubner PJB. Cardiac interventional procedures in the United Kingdom during 1988. Br HeartJ

1990;64:36-7.

70 BMJ VOLUME 303 13 JULY 1991

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.303.6794.70 on 13 July 1991. D
ow

nloaded from
 

http://www.bmj.com/

