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DISCUSSION AND STANDARD SETTING
DISCUSSION

1.NUTRITION IN THE ELDERLY

1. In food refusal are patients force fed? No, this does not happen.
2. How do we solve the problem of hospital food? This has been rescued by Lloyd Grossman in 2002. There is the Better Hospital food website but hospitals only have a budget of £2 per patient per day for food. The Charing Cross encourages relatives to bring in food and give patients food vouchers so they can eat in the canteen.

3. Is food allergy on the increase in the elderly? No but there are more on vegetarian diets and more with celiac disease.

2. BIOCHEMISTRY IN THE ELDERLY

1. Where does the idea of separate reference ranges for the elderly come from? Most variations are seen due to the increasing burden of disease.

2. Where do these reference ranges originate? Some were done when Autoanalysers became available as large numbers of measurements could be made easily. ‘Normal’ samples were analysed and the mean and two standard deviations were calculated.


There is also the BUPA book produced by Tom Whitehead which looked at data from 7,000 
BUPA screens by age. which focuses only on the data not the backgrounds of the patients?
3. Are elderly different biochemical? No, the differences seen are due to disease co-morbidity. It is difficult to define the elderly chronologically and depends on the analyte. In general:

Alkaline phosphatase is increased


Albumin is decreased


Magnesium is decreased


Cholesterol increases

Creatinine clearance is reduced but is affected by muscle mass


pO2 is decreased

4. Are TFTs useful in A&E in the elderly? TFTs are over-requested in all in-patients who have them measured several times. Due to the effect of non-thyroidal illness TFTs are not useful in A&E and in acutely sick patients.

5. Tumour markers should not be available for A&E as they are useful in follow-up but not in diagnosis.

SUMMARY
In acute medicine there is a tendency to ask for too many things too soon as requesting is easy. but the clinical conditions need to be considered.

Patients who stop enteral feeding are prone to refeeding syndrome and need calcium, magnesium and phosphate measured.

Calcium is important in confused patients; it does not need to be over 3 mmol/L to cause symptoms.
PROPOSED STANDARDS FOR DISCUSSION
1. Age related reference ranges are not appropriate except possibly PSA. PSA ranges have been agreed by the Department of Health and going back to one range for all men will affect referrals to Urologists.

2. A protocol for Biochemistry testing in the elderly in A&E is neither necessary nor desirable. Tests should be requested according to presentation using a panel of appropriate tests. Clinicians should be aware of special risk factors in the history of elderly patients such as anaemia, drugs and cancer.
3. A ‘dementia’ screen is not necessary as a first-line investigation. Tests need to be done but reversible dementia due to hypothyroidism or B12 deficiency as a presenting feature is not seen. Screening in chronic dementia from memory clinics is useful, it is not useful in the acute and A&E setting. There is no validated dementia screen but TFT, B12, syphilis serology and ESR are useful. Haematinics should be guided by the full blood count and clinical symptoms. A CT scan to rule out normal pressure hydrocephalus is indicated if there is no established history.
4. A ‘nutrition’ screen protocol for the elderly is not necessary. Albumin can be used as a marker of protein intake. Thiamine and Vitamin C are usually unnecessary and it is better to give the patient a therapeutic trial. Other Vitamins and Trace elements are usually not required unless on long term parenteral nutrition.
5. Are Vitamin D levels useful? There is evidence that a lot of the elderly are Vitamin D deficient In East London 80% of the Vitamin D levels they see are less than 15 U/L and the workload is increasing. Vitamin D is given empirically in osteoporosis, fragility fractures or myopathy of unknown cause. but in patients on Vitamin D at the doses used there is no need to monitor serum levels of Vitamin D. Rheumatologists are high requestors of Vitamin D levels in patients with myopathy and aches and pains but 60% are shown to be deficient. Vitamin D levels are useful in osteoporosis and fractures. Some labs do not do Vitamin D if calcium, phosphate and PTH are normal.
6. In electrolyte disturbances consider drug and medical history first e.g. diuretics, ACE inhibitors, Carbamazepine, SSRIs. The first line tests should be plasma and urine osmolality and urine sodium. Endocrine tests should not be front line.
7. Samples for Digoxin should be collected 6 hours post dose. It may be appropriate to analyse all samples and add a comment that the result is only appropriate if the sample is collected 6-8 hours post dose.


Clinicians need a good reason to ask for levels as if patients are rate controlled levels will be 
sub therapeutic. Levels are usefully done looking for toxic levels and if renal function is 
deteriorating levels can go up quite quickly. All results outside the reference range should be 
phoned. Remember the effect of hypokalaemia on digoxin pharmacokinetics.
8. Which units should be used fordigoxin? Mass units for all drugs except lithium.

9. No screening programmes for the elderly are necessary.

3. DISCUSSION AND STANDARD SETTING

1. We should not be ageist and reference ranges should not be different. Looking at BUPA data for urea and creatinine the patients are the worried well. When there was a star next to the results the referrals by GPs to the renal physicians of elderly patients increased. If normal adult reference ranges are used we will find a lot of renal disease in elderly patients.

2. Will this be solved by eGFR? Age is taken into account and GFR falls as one gets older so more people are flagged as abnormal. It is useful for calculating drug dosages and for referrals. The elderly with two co-morbidities will have significant renal disease. eGFR is to be reported on all all GP patients and if between 30 and 60 mls/minute blood tests are required every six months. This will have an impact on cost and organisation. Is the formula appropriate as there are more females with Stage 3 Chronic Kidney Disease at a younger age than men?
3. DOH reference ranges for PSA are not used by all labs. Should velocity changes be used instead? Is there a better marker?
4. Determining reference ranges-kit inserts or literature are commonly used.
5. Each case should be looked at on its own merit and look at the overall impact on the management of the patient.
6. Vitamin D reference ranges. Is the jury still out? Perhaps should have reference ranges for adequate, sufficient, borderline and severely deficient. Deficient <15, sufficient >50. It is easy to say drugs cost £20 per month but the elderly have to get them and take them. Vitamin D levels are cost effective.
