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may indeed prove easier to find finance for a wellplanned,
circumscribed task, with results visible reasonably quickly,
than for some more grandiose yet indistinct objective. Cer-
tainly that is a fair hope. More realism was evident, too, in
the choice of programme for the conference next year in
Stockholm, during the 28th Assembly, on the control of
the world's population: the decision has been taken to limit
it to medicine's role.

This, then, is not the moment for member associations to
waver in their adherence to the W.M.A. There are jobs to
be done that need worldwide effort and from which the
benefit could be equally global.
By thorough advance preparation member associations

'could do much to assure the success of next year's con-
ference on medicine's role in population control, and so in-
fluence its impact afterwards. If computers are to make their
full contribution to medical care-and it could be a great
one-not only must medical secrecy be fully secure but the
public must see it to be so. The W.M.A. has now its study
group, and it will need all the advice it can get from
,national medical associations in defining practicable ways of
achieving this. The W.M.A.'s "project" plan also merits sup-
port, especially by the better-off nations. Help is needed to
define areas for worthwhile, circumscribed intervention as
well as the provision of money and appropriate experts for
particular projects. Done sensitively and with discrimina-
tion this could bring the best kdnd of medical aid to the
developing countries. Britain, no more than the rest of the
world, can afford to stand aside, and the B.M.A. has much
it could usefully contribute.

Postural Hypotension in
the Elderly
When a person stands up many changes take place in his
systemic circulation. About 700 ml of blood leaves the chest
and is rapidly pooled in the abdomen and legs,' and the
pressure distending the right atrium falls to or below the
mean intrathoracic pressure, so that the heart has no blood
filling it on the right side. But before this shortage of blood
can result in a fall of pressure and a failure of the left side of
the heart to deliver blood several compensatory reflexes have
restored the status quo.
Nerve impulses pass up the vagi from the atria and great

veins telling the brain that the filling pressure of the heart is
low. Similar information goes from the systemic arterial
baroreceptors indicating that the systemic arterial blood
pressure has also fallen. The immediate effect is constriction
of the systemic arterioles and an increase in the rate and force
of cardiac contraction. There is some dispute whether the
so-called venous reservoirs constrict directly and play a part
in this reflex. They do not in fact need to do so because the
arteriolar constriction itself reduces the distension of dis-
tensible reservoir organs such as the liver and allows them,
by their own elastic recoil, to augment the effective amount of
blood filling the circulation.

So effective are these adjustments in a fit young adult that
the systemic arterial pressure measured at the level of the
upper arm dips only transiently on standing. Within 15-30
seconds it is commonly back at its previous level or even a
little above it. With more prolonged standing the immediate
effect of rapidly acting nervous reflexes is reinforced by

increased secretion of adrenal catecholamines and by the
liberation of angiotensin and aldosterone.
But things may go wrong with these mechanisms. If the

amount of blood filling the circulation falls, as in chronic
states of sodium and water deficiency (e.g., Addison's disease)
or after acute haemorrhage from any cause, postural hypo-
tension may be expected. Theoretically it might occur with
any lesion between the baroreceptors and their effector
sympathetic outflow. In cases of postural hypotension there
is nearly always a defect in the efferent sympathetic pathways.
It is generally worst in the lower limbs and trunk and is
associated with patchy loss of sweating; the patient is usually
impotent.2

In a few patients postural hypotension is so severe as to
prevent an ordinary ambulant life, but lesser degrees are
common. Most of us have had the experience of suffering
a transient feeling of faintness, giddiness, or symptoms of
retinal ischaemia on rising suddenly from the bed at night
in a hot room, or after squatting-that is when we have placed
an unduly large and rapid stress on a normally effective
regulatory system. Old people are more prone to such episodes,
especially when rising from a prolonged hot bath, getting
out of a comfortable armchair in a warm room, and so on.
It is not surprising therefore that easily measurable falls of
blood pressure occur in otherwise healthy old people. Investi-
gators have reported a fall of 20 mm Hg or more on standing in
11% of 250 otherwise fit old people3 and in 17 of 100 elderly
patients in hospital.4 A fall of 40 mm Hg or more was found
in at least 4% of old people in each study. Recently F. I. Caird
and his colleagues,5 from the Department ofGeriatric Medicine,
University of Glasgow, have reported on the considerable
frequency of postural hypotension in the elderly. The systolic
blood pressure fell on standing by 20 mm Hg or more in 24%
of 494 people over 65 and by 40 mm Hg in 5% of the total.
The magnitude of the postural fall was greater in those over
75, and almost half of these people had a fall of at least
20 mm Hg systolic. Few specific causes of the postural hypo-
tension were found, though in some patients several factors
acting together were associated with it. These included heart
disease, varicose veins, anaemia, urinary tract infections, hypo-
natraemia, and the administration of potentially hypotensive
drugs.
Does postural hypotension, especially over the age of 75,

matter? If so, should it be treated? One danger is that the
reduction of cerebral blood flow may be enough to precipitate
a cerebral infarct, perhaps by encouraging the local formation
ofa thrombus in an almost stagnant column ofblood. However,
there is evidence showing that this is an uncommon risk.6
Even if rarely, transient faintness may cause temporary loss of
consciousness, of vision, or of balance. It is not uncommon
for an elderly person to be found with a bump on the head,
perhaps lying on the floor, unable to say what happened.
Probably a number of fires in the homes of solitary old people
are started in this way. Danger may likewise arise out of doors
when crossing the road, though walking may then have
compressed the veins by the muscular exertion, so that an
acute fall of cardiac output is less likely.

It would be sensible for general practitioners and health
visitors to advise old people to avoid low easy chairs and sofas,
however comfortable at the time, because of the hypotensive
effect of getting up suddenly from such a situation. Especially
in the morning, when the plasma volume tends to be low, an
old person should make it a practice to get out of bed in two
stages, first sitting and dangling the legs for a minute or so,
and then standing up when he is adjusted to that position.
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This precaution is especially necessary for people who have
to get up once or twice at night to pass urine. The act of
micturition may acutely lower the blood pressure, either
by the exertion of increased intra-abdominal pressure, or
possibly by a spinal reflex from the bladder. Very hot baths
are unwise, but a rough surface on the bottom of the bath
and handles at the side help the person to get out safely.
Showers may be safer and more economical.
The mainstay of treatment of severe postural hypotension

is expansion of the blood volume, but this generally results in
a rise in the supine as well as the standing blood pressure.
Ifan elderly person has a distinctly raised blood pressure when
supine, it is inadvisable to go much further than advising a
reasonable amount of salt in the diet, lest postural hypotension
is exchanged for congestive failure or, still worse, for pul-
monary oedema. More heroic measures such as sympatho-
mimetic drugs and antigravity suits are not as a rule necessary,
but elastic stockings coming high up the legs may help to
relieve symptoms in cases of mild incapacity.
1 Sjostrand, R., Acta Medica Scandinavica, 1953, 145, 155.
2 Bannister, R., Ardill, L., and Fentem, P., Brain, 1967, 90, 725.
3 Rodstein, M., and Zeman, F. D.,Journal of Chronic Diseases, 1957, 6, 581,
4 Johnson, R. H., Smith, A. C., Spalding, J. M. J., and Woollner, L.,

Lancet, 1965, 1, 731.
6 Caird, F. I., Andrews, G. R., and Kennedy, R. D., British Heart

J7ournal, 1973, 35, 527.
Kendell, R. E., and Marshall, J., British Medical Journal, 1963, 2, 344.

Medical Officers' Prospects
The voluntary recruitment of sufficient doctors to the armed
Forces is always bound to be a source ofworry to the Ministry
of Defence. For they must offer a more attractive way of life
than civilian practice or a level of pay that is irresistible. Yet
the way of life, though it certainly does have its attractions, is
also beset with uncertainties, and the level of pay, though
intended to offer something more than civilian earnings, is
unlikely ever to be thought generous. Partly because of these
drawbacks the report ofthe Defence Medical Services Inquiry
Committee' published last week has to state that the scheme
of recruitment on which it must rely-namely, medical
cadetship-attracts too many men who are not strongly
motivated towards the services and have no intention of
staying.
This committee was appointed in April 1971 to review the

arrangements for providing medical, dental, and nursing
services for the armed Forces for peace and war, and of its
many recommendations two groups stand out. The first of
these is concerned with education, the second with the more
efficient use of hospital resources.

Like practice in civilian life medical service in the Forces
needs to be arranged so that doctors can continue to acquire
professional education. But the difficulties confronting the
medical officer are if anything greater than those the civilian
doctor must overcome. Servicemen are of necessity a relatively
healthy section of the population. The medical care of them,
and in some stations of their families also, naturally entails a
certain amount ofconventional clinical practice. But preventive
medicine must be a greater preoccupation of many medical
officers than it is in civilian life. And the committee did indeed
find that misgivings about their postgraduate training were the
greatest source of anxiety-except the possible threat of an
amalgamation of the defence medical services-to medical
officers about their service life. Many felt afraid of falling
behind their civilian contemporaries and thought that their
opportunities for further education were left toomuch to chance.

The committee has sensibly devoted to this anxiety the
attention it deserves and proposes a variety of measures to
improve the organized programmes of training and study.
Among them is a recommendation3 that service hospitals
should take sufficient N.H.S. patients "to give a reasonably
wide range ofclinical experience." It recognizes the importance
too of the medical officers receiving encouragement to under-
take advanced training and being granted the time for it.
However difficult postgraduate professional training may be
to fit into the requirements imposed on the armed Forces, its
necessity must be accepted from the top down if medical
officers are to be recruited in the first place and properly
utilized throughout their service thereafter.
When it comes to consider the provision of hospital services

for the Forces the committee favours some fairly drastic
reduction. It does not spend long on the idea, often proposed,
of unifying the medical branches of the three Services. For
apart from the resistance to it among the medical officers
themselves, it is generally acknowledged that any such amalga-
mation would increase instead of diminish the speed of com-
munication while the Royal Navy, Army, and R.A.F. remain
separate commands. But when local circumstances are right
co-operation between all three Services in running a hospital
and in other ways is greatly to be encouraged. The report
makes a number ofrecommendations on how this may be done
including, for example, inter-service centres for psychiatry
and plastic surgery. At the top it hopes to get more co-
ordination by rejuvenating the Defence Medical Services
Co-ordinating Committee, which at present meets only
irregularly and somewhat ineffectually. But unless this body
has authority and professional standing it could quickly
become just another paper tiger.
Though the committee's main concern was not with pay,

which is the responsibility of the Armed Forces Pay Review
Body, it touches on an issue that deserves some comment.
According to the report "there is overwhelming evidence, of
which doctors are aware," that many general practitioners in
civil life are earning more than the average of the £5,575 a
year that is taken as a base for the calculation of the medical
officers' pay. This point, it considers-as did the B.M.A. in
its evidence to the committee, should be drawn to the attention
of the Armed Forces Pay Review Body.
This body also issued a report2 last week, and its niggardly

approach to medical officers' pay is unlikely to win it popula-
rity. It recommends an average increase in pay of£185 a year
and in doing so declares the figure to be based on the rates
recommended by the Review Body's third report3 4 for the
Health Service doctors, which the Government has accepted.
The comparable figure in that report was £250 (less I10 for
earnings outside the Health Service). The figure now proposed
for Service doctors is thus £65 lower. The reason for this does
not appear in the report but is believed to derive from a
contention of the Government's that on the previous pay
scale Service doctors had been overpaid in relation to the
complex formula that relates their pay to the civilian scales.
The whole question of the relationship of these pay scales
needs thorough consideration, for on their being acceptable to
Service doctors depends the functioning of the medical
branches of the armed Forces.

I Report of the Defence Medical Services Inquiry Committee (chairmen: first,
Sir E. Compton, secondly, Sir C. Jarrett), Ministry ofDefence. London,
H.M.S.O., 1973.

2 Review Body on Armed Forces Pay, Supplement to Second Report, Cmnd.
5450. London, H.M.S.O., 1973.

8 Review Body on Doctors' and Dentists' Remuneration, Third Report
Cmnd. 5353. London, H.M.S.O., 1973.

4 British Medical Journal, 1973, 3, 65.
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