Age and Ageing 2000; 29: 551-555

© 2000, British Geriatrics Society

Letters to the Editor

Anticoagulation of older patients: a need to
modify current practice

SIR—Whilst Gedge e¢f al. report on the clinical advant-
ages of a low-dose warfarin induction regimen over the
Fennerty regimen for anticoagulating eldetly patients [1],
Lip etal. question whether these results can be gen-
eralized to day-to-day clinical practice, or only where
clinicians are well motivated, and patients able to cope
with the dosage changes required [2].

In order to determine whether there is a need to
modify current practice and introduce a protocol such
as the modified Fennerty regimen to our service, we
investigated routine clinical practice in our hospital. First,
we investigated the relationship between age, anticoagu-
lation response and induction doses used and, secondly,
we conducted a survey among doctors working in the
eldetly-care wards of the influence of patients’ ages upon
their practice when initiating warfarin therapy.

We examined the anticoagulant clinic records and
medical notes for the 50 patients commenced on, and
referred to, the service in January and February 2000
for details of initial watfarin dosage regimen used and
international normalized ratios (INRs) over the initiation
period (which we defined as the first 2 weeks). We used
INRs of >4 and > 6 during this period as indicators of
lack of optimal control and of marked increased risk of
bleeding. For the second part of the study, physicians
working within elderly care were asked to document the
warfarin induction regimen they used and whether they
modified this for eldetly patients. We compated the
significance of differences in results in patients below
70 years and aged 70 years and above using the 1 test.

The results, shown in Table 1, indicated that signi-
ficantly more patients in the older group had an INR of
>4 at some time during the induction period. Whilst
75% of respondents to the questionnaires reported that
they modified their induction regimens by using lower
loading doses of warfarin for elderly patients, there was

Table |. Details of subjects and watfarin induction

(first 3 days)

Age (years)
<70 >70

No. of patients
Total 24 26
INR during induction
<4 17 (71%) 10 (38%)*
>4 7 (29%) 16 (62%)"
>6 1 (4%) 3 (12%)
Mean warfarin (mg) 24.3 23.0

“Significant difference between age groups, x7, P<0.05.

no significant difference between the groups in terms of
the actual loading doses of warfarin used in the initiation
regimens in the first 3 days.

Our results support the observation of Gedge ¢/ al.,
and sadly indicate no improvement on the results of
Gladman and Dolan, who reported in 1995 that 58%
of patients aged 75 and over had an INR >4, and 17%
of patients an INR of >0 during the initiation phase
[3]. We agree with Gedge e¢7 al. that efforts to improve
the initiation and modification of anticoagulation in all
patients, but particularly elderly subjects, are required to
ensure that their risks of bleeding as a result of our
interventions (however well-intentioned) are minimized.
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Adverse drug reactions and hospital admission
of older patients

SIR—We read with interest the article on adverse drug
reaction in eldetly patients by Mannesse ¢ a/. [1]. We have
also carried out a study of iatrogenic hospital admissions
of older patients over a 6-month period: our study
investigated patients aged 65 years and over admitted
under one consultant between January and June 1998.

Of the 328 admissions, 30 (9.2%) were directly attrib-
utable to drug-related problems. Many (36%) of these
admissions were due to inappropriate prescriptions. We
defined ‘inappropriate prescription’ as medications pre-
scribed where they were contraindicated or prescribed
without a proper indication.

Cardiovascular drugs were responsible for the highest
number of iatrogenic admissions (50%) followed by
non-steroidal anti-inflammatory drugs (NSAIDs; 16.6%).
Other drugs responsible were warfarin (13.3%), psycho-
tropics (13.3%) and hypoglycaemic agents including
insulin (6.6%). The findings were slightly different from
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studies that have shown NSAIDs to be the commonest
cause of iatrogenic hospital admissions [2, 3]. However,
cardiovascular drugs may overtake NSAIDs in this regard,
as has been shown in one recent study [4].

Our figure of iatrogenic admissions was lower than
that found by Mannesse ¢z a/. [1]. This may be because
we included slightly younger patients. It may also be
because we excluded the admissions due to non-
compliance and drug-related abnormalities found on
laboratory investigation that were not the primary causes
for hospital admission.

latrogenic admissions are sometimes unavoidable in
eldetly patients because of their altered pharmacokinetics
and pharmacodynamics and also because they are often
taking multiple medications. However, polypharmacy
can be minimized by judicious prescribing;

UTTAM SINHA, SANDIP RAHA, EDWARD WILKINS
Princess of Wales Hospital, Coity Road,
Bridgend CF31 IRQ, UK

Fax: (+44) 1656 752 038.

Email: UttmSinha@netscape.net

1. Mannesse CK, Derkx FHM, De Ridder MAJ et al
Contribution of adverse drug reactions to hospital admission

of older patients. Age Ageing 2000; 29: 35-9.

2. Chan TY, Critchley JA, Lau JT efal. The relation between
upper gastrointestinal haemorrhage and drug use: a case
control study. Int J Clin Pharmacol Ther 1996; 34: 304-8.

3. Cunningham G, Dood TR, Grant DJ ez al. Drug related
problems in elderly admitted to Tayside hospitals, methods of
prevention and reassessment. Age Ageing 1997; 26: 375-82.

4. Cooper JW. Probable drug reactions in a rural geriatric

nursing home population: a four year study. ] Am Geriatr Soc
1996; 44: 194-7.

Treating acquired haemophilia: an ethical
conundrum

SIR—Kelly and colleagues [1] report a rare case of
acquired haemophilia that responded well to treatment.
Such rare diseases can broaden our clinical thinking
beyond purely biological considerations.

I look after a similar patient in whom the treatment
raises particular ethical questions. This 69-year-old
woman was admitted after barricading herself into her
house. It was necessaty to force the door open with
a shovel to dislodge a chest of drawers wedged behind it.
She was lying on a couch saying that she had not been
able to move over the last 3 weeks because her legs ‘gave
out’. She said she was being victimized by people coming
into the house and using hypnosis. She denied placing
the chest of drawers behind the door and could not
understand how it had come to be there. She had
a history of chronic paranoid psychosis.

She was under a community-care order against which
she had appealed, but which the mental welfare commis-
sioners felt was still necessary. She had been on fort-
nightly clopixol injections, but had recently defaulted.
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She had a history of drug-induced parkinsonism, treated
hypothyroidism and iron-deficiency anaemia.

On examination, she had massive leg oedema with
ulcers, but no bruising or signs of bleeding. She was
anaemic with a haemoglobin of 41 g/1, a low mean cor-
puscular volume (65.7 fl) normal platelet count, normal
vitamin B12, but low serum ferritin concentration.

An intramuscular injection of clopixol caused massive
bleeding from the injection site. A clotting screen
showed an APTT of 2.4 with a factor VIII level of
0.02 iu/ml (2% activity) and a human factor VIII
inhibitor level of 62.5 Bu/ml. No undetlying cause was
found for the acquired haemophilia and she responded
well to transfusion, intravenous factor VIla and cyclo-
phosphamide; we avoided steroids because of the psych-
osis. The psychosis responded well to risperidone.
Unfortunately, a further admission resulted from this
lady tripping over her television cable and injuring
her leg, with substantial bruising. At that time, her
risperidone was stopped because of abnormal liver
function tests. Once again she was discharged under the
community-care ordet.

This lady is likely to become psychotic again. If she
will not voluntarily take oral medication, we may not be
able to give her intramuscular drugs for her psychosis
until the haemophilia is corrected. We cannot directly
treat her medical condition under mental health legis-
lation. Under common law, she would still be able to
withhold consent since she would understand the purpose
of the treatment. She may therefore rationally choose to
refuse medical treatment so that we have no treatment
to offer for her psychosis and thus cannot detain her.

The question therefore arises: could we over-ride
this lady’s informed refusal of a treatment for a medical
condition in order to treat her mental illness under
mental health laws? Assuming this to be ethically accept-
able, would the potential harm of physical restraint and
attendant risks of intravenous cannulation outweigh the
benefits of treating her psychosis? This rare condition
has stretched my thinking as well as my knowledge.
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Non-tuberculous respiratory infections

SIR—We read with interest the details of Woodhead’s
presentation on respiratory infections in older patients in



Connolly and Shaw’s conference report [1]. Morbidity
and mortality are worse in old age. Important determin-
ants include the cumulative impact of chronic insults to
the lung (e.g. smoking) and chronic lung and systemic
diseases. Deteriorating lung mechanics, depressed immune
function and social factors may also contribute.

Another important factor affecting outcome is the
management of older patients with respiratory infec-
tions. In older patients there are differences in pre-
sentation and causative pathogen [1]. Investigations are
necessary to assess the severity of infection and manage-
ment plan due to lack of physical signs and atypical
presentation. We wish to share our experience of a study
we conducted in older patients to examine the effect of
age on investigations and use of antibiotics using British
Thoracic Society guidelines as a standard [2].

We obtained records of patients admitted between
March and August 1998 to our hospital with a discharge
diagnosis of chest infection and pneumonia, and com-
pared 30 younger (<80 years) with 30 older (> 80 years)
patients in each group. All statistical comparisons were
by Fishet’s test.

Of 405 patients with respiratory infections, 216 (53%)
had chest infection. One hundred and fifty-six (72%) of
these were under 80. One hundred and five (26%) had
pneumonia, 66 of whom (16%) were under 80.

Older patients were less likely to have had investiga-
tions. Figures (younger »s older) were: sputum, 6/30 o5
0/30 (P=0.03); liver function tests, 22/30 »s 13/30
(P=0.04); blood cultures, 17/30 »s 9/30 (not signi-
ficant); atypical pneumonia screen, 7/30 »s 1/30 (not
significant); and blood gases, 23/30 »s 10/30 (£ = 0.002).
Older patients were also more likely to receive two
antibiotics for chest infection (4/30 »s 13/30; P =0.02)
and to receive a cephalosporin (2/30 »s 7/30; not
significant).

In this study we found that important investigations
were less likely to be undertaken in older patients, who
were more likely to receive multiple antibiotics. This
may partly explain the poorer outcome and the higher
incidence of drug-induced side effects in older people.
Older patients should receive the same standards of
treatment as the young,
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The Short Form-12 by telephone as a measure
of health-related quality of life after stroke

SIR—The assessment of health-related quality of life
following disabling illnesses such as stroke provides
an overview of the impact of deficits on an individual’s
daily functioning and well being, and is thus an
important outcome measure in the evaluation of health
care interventions [1]. Even mild stroke may affect
many different dimensions of health, the impacts of
which are not captured by measures such as the Barthel
index [2].

The Short-Form 12 (SF-12) is a short generic
measute of health-related quality of life, developed for
large-scale surveys in which longer measures are not
feasible [3]. As a 1-page questionnaire, it can be adminis-
tered in about 2 min to most respondents [4], compared
with 10 min for the longer SF-36 measure, from which
it is derived. Respondent burden is further minimized
by the absence of four of the six SF-36 items identified
as inappropriate for older respondents (SF-36 items 3a,
3g, 3h and 3i) [5-6]. Despite these features, however,
older patients, including those with stroke, appear less
likely to complete the SF-12 when it is administered
by post [7].

We administered the SF-12 by telephone to 45 stroke
survivors, then administered the SF-36, Barthel index
and 28-item General Health Questionnaire (GHQ-28) by
personal interview within the next week. Those respond-
ents independent in activities of daily living were
expected to teport higher physical health scores, while
respondents with probable psychiatric disorder wete
expected to report poorer mental health.

The SF-12 physical health summary score differ-
entiated between patients who were dependent or inde-
pendent in activities of daily living, with dependent
patients reporting poorer physical health—mean scores
(£SD): 30.2+£10.7 »s 43.34+10.3 (P<0.001). There
was no significant difference in the reported mental
health between these two groups of patients—mean
scores: 51.6+8.7 »s 5424 8.3. Both the physical and
mental health scores discriminated between respondents
with differing mental health status according to the
GHQ-28. Respondents with a probable psychiatric
disorder reported significantly poorer physical health
(mean physical health summary scores: 31.7+11.6 »s
41.2+11.4; P<0.05) and poorer mental health (mean
mental summary scores: 46.8 £ 8.2 »555.6 + 7.4; < 0.01).

Given the costs associated with conducting face-to-
face interviews and the poor data completion observed
with postal surveys [8-9], the ability to assess health-
related quality of life by telephone may facilitate health
outcome research. In our study, 85% of patients who
were able to be interviewed fully completed the SF-12.
This is an improvement on data completion rates
reported in a postal survey using the SF-12 [7].
Missing data related principally to items previously
reported as problematic for older respondents (questions
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4,5 and 7) [5-6, 10]. The SF-12, therefore, appears to be
feasible when administered by telephone, with a low
frequency of missing data even for items previously
identified as problematic for older people.

The criterion validity of the SF-12 physical health
summary score by telephone was supported by its ability
to discriminate patients who were dependent from those
independent in activities of daily living as indicated
by the Barthel index. Poorer physical and mental
health was observed among those with high GHQ-28
scores. The poorer physical health associated with high
GHQ-28 scores may reflect the inclusion of questions
with a somatic emphasis. Although the validity of the
scoring and interpretability of the SF-36 summary scores
has recently been called into question [11], our results
indicate that the SF-12 physical and mental health
summary scores are valid indicators of health-related
quality of life among patients with stroke.

In conclusion, administration of the SF-12 by
telephone offers a feasible and valid measure of health-
related quality of life. Since data completion is improved
over postal surveys, the telephone-administered SF-12
may be the preferred method of service evaluation when
general physical and mental quality of life data are
appropriate.

SALLY RuBeNAcH, CRAIG S. ANDERSON, SARA LAUBSCHER
Rehabilitation and Ageing Studies Unit,

Flinders University of South Australia,

Australia

Fax: (+61) 8 8275 1130

Email: sally.rubenach@act.gov.au

1. de Haan R, Aaronson N, Limburg M e¢al Measuring
quality of life in stroke. Stroke 1993; 24: 320-7.

2. Duncan PW, Samsa GP, Weinberger M ¢f a/. Health status of
individuals with mild stroke. Stroke 1997; 28: 740-5.

3. Ware JE, Kosinski M, Keller SD. A 12-item Short-Form
Health Survey. Construction of scales and preliminary tests of

reliability and validity. Med Care 1996; 34: 220-33.

4. Ware JE, Kosinski M, Keller SD. SF-12: How to Score the
SF-12 Physical and Mental Health Summary Scales, 2nd
edition. Boston, MA: The Health Institute, New England
Medical Center, 1995.

5. Hayes V, Morris J, Wolfe C e/ al. The SF-36 Health Survey
Questionnaire: is it suitable for use with older adults? Age
Ageing 1995; 24: 120-5.

6. Pit SW, Schurink ], Nair BR e a/. Use of the Short-Form-36
Health Survey to assess quality of life among Australian elderly.
Aust ] Ageing 1996; 15: 132-5.

7. Lim LL-Y, Fisher JD. Use of the 12-item Short-Form
(SF-12) Health Survey in an Australian heart and stroke
population. Qual Life Res 1999; 8: 1-8.

8. O’Mahoney PG, Rodgers H, Thomson RG ezal Is the
SF-36 suitable for assessing health status of older stroke
patients? Age Ageing 1998; 27: 19-22.

554

9. Dorman PJ, Slattery ], Farrell B eza. A randomised
comparison of the EuroQol and Short Form-36 after stroke.
BM]J 1997; 315: 461.

10. Brazier JE, Walters SJ, Nicholl JP ez al. Using the SF-36
and EuroQol on an eldetly population. Qual Life Res 1996; 5:
195-204.

11. Simon GE, Revicki DA, Grothaus L ¢ a/. SF-36 summary
scores. Are physical and mental health truly distinct? Med Care
1998; 36: 567-72.

A trial of blood pressure reduction in acute
stroke

SIR—A continuing controversy in the management
of stroke is whether hypertension should be treated
during the acute phase. Three-quarters of patients are
hypertensive at presentation. A high blood pressure is
associated with a poor outcome [1]. No large trials have
specifically assessed whether blood pressure should
be altered actively during the acute phase of stroke [2],
although outcome was worse in some trials involving
calcium channel blockers, an observation that appeared
to parallel their effect on blood pressure |3, 4].

As part of the protocol development of a trial testing
the effect of lowering blood pressute immediately post-
stroke, we developed a questionnaire asking for defini-
tions of blood pressure and current practice. We piloted
this at the 8th Huropean Stroke Conference (Venice,
April 1999, 27 respondents) and then surveyed UK
physicians with an interest in stroke (202 respondents
out of 350; 58%). Data were entered into an Excel
spreadsheet and analysed using Stata 5.0 (Stata Corp.,
TX, USA).

Respondents defined a high blood pressure as 200/
110 mmHg [interquartile range (IQR) 180,/100 to 220/
120 mmHg] and a low blood pressure as 100/60 mmHg
(IQR 95/60 to 110/70 mmHg). Levels at which physi-
cians would routinely intervene during the acute phase
were more extreme at 220/120 mmHg (IQR 200/110
to 230/130 mmHg) and 90/60 mmHg (IQR 90/50 to
100/60 mmHg). However, most physicians do not
currently alter blood pressure during the acute phase
of stroke unless hypotension is present (Table 1).

Table I. Current practice: percentage of respondents
who would raise, leave alone or lower blood pressure
in the presence of hypertension, normotension and
hypotension

Response (%)

~ Blood pressurev

Raise Leave Lower Don’t know
Blood pressure at admission
High 0 50 26 24
Normal 0 86 0 14
Low 42 31 0 27




Nevertheless, decisions to intervene were felt to depend
on factors other than just blood pressure, including
the presence of previous hypertension (treat 42%, do not
treat 11%, don’t know 46%), known carotid stenosis
(treat 17%, do not treat 25%, don’t know 58%), and
the type of stroke (ischaemic—treat 29%, do not treat
18%, don’t know 53%; primary intracerebral haemor-
rhage—treat 51%, do not treat 7%, don’t know 42%).
In patients admitted on antihypertensive medication,
more physicians would continue rather than stop it
during the acute phase (continue 48%, stop 18%, don’t
know 34%). One hundred and ninety respondents (83%)
supported the need for a randomized controlled trial
to address the question of blood pressure management
further.

These data confirm that current practice varies con-
siderably and that much uncertainty exists in how best to
manage blood pressutre during the acute phase of stroke.
Hence, a trial assessing the effect of blood pressure
reduction is now urgently required; such a trial could also
test whether prior antihypertensive therapy should be
continued or stopped.

Physicians may contact us for further informa-
tion about our planned trial: Fax: (+44) 115 840 4795;
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Email: enos@nottingham.ac.uk; http://www.nottingham.
ac.uk/stroke-medicine/enossummary.htm.
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