
competent multispecialty assessment of their individual
needs, wishes, and likelihood of benefit, not their age. This
may terrify the accountants, but there will be savings as well
as costs. If all patients are assessed for treatment on the basis
of their physiology extra spending on older people will be
partly offset by some younger people being spared the heroic
but predictably futile interventions currently lavished on
them simply because they are younger. Moreover, the
economic, as distinct from the hospital, costs ofsome curative
interventions (for severe angina, for example) may be more
than offset by savings on institutional and domiciliary care for
chronic disability.
The necessary research urgently needs to be done. The

NHS offers an excellent setting for systematic protocol based
collection of clinical, physiological, and outcome data on
patients using specific facilities. With the improved informa-
tion systems being installed in hospitals and primary care the

opportunities for such research should be greater than ever.
The public would be glad to see the new systems being used to
improve care rather than merely to trim costs.

J GRIMLEY EVANS
Professor of Geriatric Medicine,
University of Oxford,
Radcliffe Infirmary,
Oxford OX2 6HE
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Anaesthetics and elderly patients

The new frontier

As more elderly patients require anaesthesia anaesthetists
should be proficient in handling their special needs. Yet
sometimes a fatalistic attitude is adopted so that older patients
receive only routine care and any detrimental outcome is
attributed to their decrepitude rather than their management.
Hitherto anaesthetists' meetings and journals have paid scant
attention to the subject, but this may be changing. Earlier this
year the charity Research Into Ageing organised a joint
workshop on potential research with the Age Anaesthesia
Association.'

In caring for the old the "allowance for carelessness" should
be as small as that when attending to the young. Ideally
octogenarians and nonagenarians should receive as much
dedicated quality care as newborn and premature infants.
Anaesthetists would benefit by knowing more about clinical
gerontology: most perioperative morbidity and mortality
occur in older patients.2 There is a real need for perioperative
geriatricians-a role that anaesthetists could fill if they better
understood the specific requirements of the old.

Initially older patients should be comprehensively assessed
and prepared so that they are in an optimal state to withstand
both the operation and the recovery period.3 To undertake
this the anaesthetist requires an understanding of the highly
variable physiological changes of the main systems and the
often unusual presentation and natural course of diseases in
old people. Medical disease has more influence than either the
surgery or the anaesthetic on the outcome of operations in
older patients.4 The surgeon and anaesthetist should discuss
the best timing and type of procedure for individual patients
who are to undergo major procedures. Medical and social
factors may indicate that a progressive recovery plan should
be arranged or the operation should be postponed or can-
celled. Algorithms might be particularly useful for planning
preoperative tests and investigations in elderly people. The
results of multivariant analyses of the risks of cardiovascular,
respiratory, renal, and hepatic dysfunction and of throm-
boembolism and confusion could be used to tailor manage-
ment individually.

Administering anaesthetics in older patients requires more
than usual attention. With the increased routine use of
electronic monitoring of the electrocardiogram, blood pres-

sure, oxygen saturation, carbon dioxide output, core tem-
perature, and muscle relaxation a high degree of refinement is
possible. Recently introduced short acting volatile and intra-
venous anaesthetics and muscle relaxants, analgesics, and
powerful vasoactive agents are, if used skilfully, particularly
beneficial in elderly patients. There seems little to choose
between general anaesthesia and a spinal block if both are
expertly managed.56 Whether prolonged spinal blocks offer
better protection against life threatening complications for
high risk patients undergoing major surgery is still argued.78
Local nerve and field blocks are both well accepted by elderly
patients and are very useful during and after surgery.

Supplementation ofblockswith sedation or a combination of
sedation and analgesia, however, is fraught with danger. This
is due to altered drug effects and other problems that
commonly affect elderly patients during anaesthesia.9 These
include potentially dangerous stimulation of sympathetic
nervous activity; fragility of bone and skin or fixation of
joints; the complications presented by diabetes and pace-
makers; and the need for precise fluid, electrolyte, and heat
balance. Given these problems the experience ofthe anaesthe-
tist may play an ever larger part than usual in the outcome of
surgery.' More than a decade ago a remarkably low mortality
(6'2% at 30 days after operation) was reported from Harvard
when the prevailing standards of care were assiduously
applied in the treatment of 500 patients over 80 years old."
Attention to the patients' medical condition, routine use of
anticoagulants, and extended measurement of blood gases
postoperatively, with mechanical ventilation when indicated,
seemed to contribute to this success. More recently, also in
the United States, a mortality of 8-4% at 30 days after
operation was reported in 795 patients aged over 90 years.'2
These are admirable achievements, which anaesthetists and
surgeons in the United Kingdom should emulate.

Anaesthetists are often insufficiently involved post-
operatively. Unless the postoperative period is properly
observed for the consequences of mistakes in preoperative
and interoperative management such mistakes are unlikely to
be avoided in the future. Meticulous metabolic balance,
oxygenation-particularly in relation to analgesia-and care
of pressure points should be maintained, entailing high
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dependency nursing for certain patients. We do not yet know
which patients would benefit from such attention, but large
trials would help us to define the true incidence of morbidity
and its relation to the preoperative state and procedure.

Different specialists will need to cooperate to fill in the gaps
in our understanding of optional preoperative, perioperative,
and postoperative management in elderly patients. The
anaesthetist interested in geriatrics is not a subspecialist but
someone concentrating on the biggest challenge presented to
anaesthetists today. It is here that most can be learnt for the
benefit of patients of all ages.
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Corticosteroids and tuberculosis

For systemic symptoms and local pressure effects

Despite the newer regimens of antituberculous drugs guide-
lines from both the British and American thoracic societies
suggest that corticosteroids still have a role in the manage-
ment of tuberculosis.'2 Corticosteroids are most commonly
used for their anti-inflammatory properties to treat either the
disease itself or occasionally the hypersensitivity reactions
that occur with antituberculous drugs.34 As a generalisation
corticosteroids may be tried in any patient in whom systemic
symptoms or local pressure effects are a problem, provided
that the patient is taking antituberculous drugs to which the
organisms are sensitive.

Thoracic disease is the commonest form of tuberculosis
encountered by medical staff. In pleural disease the systemic
and local responses to tuberculoprotein may be reduced by
treatment with corticosteroids, with a prompt improvement
in symptoms.56 Furthermore, steroids limit the organisation
of pleural exudates and subsequent fibrosis, reducing the
chest wall deformity and scoliosis that may develop in
children.57
The use of steroids in patients with tuberculosis of the

pulmonary parenchyma is more controversial. Many trials
have shown that corticosteroids promote weight gain, reduce
fever, and encourage radiographic clearing but have little
effect on sputum conversion, cavity closure, and pulmonary
function.89 Thus corticosteroids cannot be recommended for
routine use in pulmonary disease,8 10 especially as progressive
disease may occur in patients with resistant mycobacteria.9"'
In patients moribund from tuberculosis, many of whom will
have pulmonary disease, nothing is lost by adding corti-
costeroids to antituberculous treatment.3 810

Tuberculous adenitis rarely causes problems, although
lymphadenopathy may increase after starting antituberculous
treatment.'2 Especially in children enlarged intrathoracic
nodes may cause bronchial obstruction,'3 which treatment
with corticosteroids reduces; occasionally surgery is neces-
sary. Corticosteroids have a role in the management of
pericardial tuberculosis, reducing the risk of adhesions and
subsequent constrictive pericarditis. 14

Several studies using both short and long term end points
have shown that corticosteroids increase survival and reduce
long term sequelae in patients with tuberculous meningitis,
although mortality and morbidity remain high.'" Thus corti-

costeroids should be given to all patients with tuberculous
meningitis.

Tuberculosis of the genitourinary system is uncommon,
but if it is wrongly treated progressive renal damage may
follow. Corticosteroids are helpful in reducing the distressing
symptoms of cystitis,'6 but their main role is in managing the
ureteric obstruction that may be present at diagnosis or
develop during treatment. Although the obstruction usually
responds to treatment with corticosteroids, recourse to
surgical intervention may occasionally be required. 7

Corticosteroids are frequently prescribed in gastrointesti-
nal tuberculosis,8 although there is scant justification for their
use. Intestinal strictures probably rarely complicate gastro-
intestinal tuberculosis treated with standard antituberculous
drugs; corticosteroids may be helpful in reducing adhesions.'9
In miliary tuberculosis and tuberculosis of soft tissues, bones,
or joints, the role of corticosteroids is poorly defined and there
are no firm indications for their use. In elderly patients the
improvement in constitutional symptoms with corticosteroids
may be helpful, increasing mobility and thus maintaining
independence, although this remains unproved.

Patients with AIDS have an increased risk of developing
tuberculosis and, although the infection usually responds to
standard antituberculous drugs,20 may require a prolonged
course of treatment.2' The role of corticosteroids in these
patients needs further defining.22

Treating other medical conditions with corticosteroids may
reactivate previously untreated infection, and prophylaxis
with isoniazid is recommended for patients receiving two or
more weeks of treatment with corticosteroids,''" although this
is not always successful.23 Despite the widespread use of
corticosteroids tuberculosis developing during treatment
with steroids is uncommon.8 Patients with evidence of
previously untreated tuberculosis (a grade 2 positive result of
a Heaf test if unvaccinated; a grade 3 or 4 positive result after
BCG vaccination) who require regular or protracted immuno-
suppressive treatment should receive a short course of
standard antituberculous treatment.24
Whatever the indication, the easiest and preferred route of

administration of corticosteroids is by mouth; there is no
advantage in giving them either intravenously or at the site of
infection -for example, intrapleurally.5 In most patients once
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