
dose inhalers. This is especially valuable in treating elderly
people and children and is a more economical response to the
problem than prescribing the more costly dry powder devices.
Wheezy infants have been successfully treated with a large
volume spacer with a soft plastic face mask attachment2021;
many 2 year olds and most 3 year olds can learn to use
spacers effectively without a mask.

Large volume spacers are at least as effective as nebulisers
for giving high doses of bronchodilators in acute severe
asthma. Unlike nebulisers they are widely available,2223 cheap,
easily portable, and do not require electricity. Less severe
attacks of wheezing will often respond to several puffs of a
bronchodilator given slowly through a spacer one puff at a
time, one puff per minute, until the wheezing is relieved,
side effects of tremor and tachycardia are experienced, or a
stated maximum number of puffs has been given. This advice
should be set out clearly in a comprehensive self management
plan.24

Every asthmatic patient who uses a metered dose inhaler
should have a large volume spacer and know how to use it.
Steroid aerosols should preferably be inhaled through a spacer
whatever the dose both in adults and children. General
practitioners should have a spacer in their surgery for
demonstration purposes and one in the boot of their car for
treating acute attacks, with a spare for leaving with patients
who need one in the middle of the night. The advantages of
large volume spacers could feature more prominently in
future national and local asthma management guidelines, and
pharmaceutical companies could devote part of their advertis-
ing budget to making patients and doctors more aware of the
role of these devices. Package inserts for metered dose
inhalers should inform patients of the value of the volume
spacers in enhancing the effectiveness of inhalers, especially
during exacerbations.
By reducing the enormous waste of inhaled drugs that

results from poor inhaler technique, these measures would
reduce the respiratory prescribing costs. More importantly,
they should improve the effectiveness and efficiency of the

management of asthma and so help to reduce morbidity, the
need for admission to hospital, and perhaps even mortality.

DUNCAN KEELEY
General Practitioner,
Thame,
Oxfordshire OX9 3JZ
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Health checks for people over 75

The doubts persist

The government introduced health checks for people over 75
with more of an eye to client satisfaction'2 than to the findings
of research.3 General practitioners, who are contractually
obliged to provide the checks, remain uncertain of their
purpose and content, what constitutes competence and
satisfactory performance, and who should provide them. Two
papers in this week's journal illustrate this uncertainty
(p 619,4 p 6215).
What is the evidence that screening elderly people

improves their health? Four randomised trials have examined
the question. Using a nurse to screen people over 70 in an
affluent practice, Tulloch and Moore showed that screening
did not change the prevalence of illness, although patients'
morale and referral rates rose and admission rates fell.6 Using
a health visitor to assess people over 70, Vetter et al showed in
an urban practice that annual screening reduced mortality,
though not morbidity.7 A Danish study showed that three
monthly visits by a nurse to people over 75 reduced admis-
sions, emergency calls, and mortality.8 McEwan et al found
that domiciliary visits by a nurse to people over 75 improved
morale but no other measures of health.9

The failure of screening to improve morbidity does not
mean that it is a waste of time and effort. Screening improves
the quality of life.6"' In any case, the effects of screening on
morbidity have yet to be fully evaluated: so far, easily defined
measures of outcome, favouring the detection of medical
disorders, have usually been chosen in preference to sensitive
measures of functional disability." Screening should not be
regarded as having failed if the failure has been in offering
effective treatment or advice.
The current consensus is that screening is useful in

identifying functional disabilities, which may have received
little or no medical attention. The prevalence of functional
problems in elderly people-especially problems with hear-
ing,12 13 mobility,'2 continence,'2 vision,'4 teeth, '5 and cognitive
function'6 '7-is high. For how many of these and other health
problems does good evidence exist for the effectiveness of
screening? The benefits of treating hypertension in elderly
people are clear: the protection it offers against stroke and
myocardial infarction justifies the treatment of those up to
8018 and even beyond.'9 Given our limited resources, screen-
ing people at 75 and 78 therefore seems justified.
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The United States Task Force on Periodic Health Exami-
nations (which reviewed relevant publications and profes-
sional evidence from 1984 to 1988) has produced guidance on
screening for other conditions.20 For skin cancer only those at
high risk should be screened. For breast cancer neither self
examination of the breast nor mammography was thought to
benefit women after 75, and the evidence for any benefit from
clinical examination for breast lumps is less clear cut.

Although the task force did not support screening asympto-
matic people for dementia, there is a good case for establishing
a baseline of data at 75 but no evidence to repeat screening
annually. Cases with unexplained changes identified oppor-
tunistically could receive more detailed assessment. Suitable
tools would be the abbreviated mental test for dementia and
self care (D) rating for depression.2' The problem with such
tests is that they may cause anxiety or offence if applied
indiscriminately to those with full cognitive function. "Soft
questions" are needed to act' as a preliminary screen of
cognitive function and affect, which can be unobtrusively
incorporated into the conversation during the health check.

For dental disease the United States task force found little
evidence of any benefit from counselling but good evidence
that various measures-such as flossing, fluoride, low dietary
sugar, and scaling-prevented caries and periodontal disease.
Elderly people tend greatly to underestimate their dental
problems. The task force recommended testing women's
thyroid function but found no good evidence for routinely
analysing urine. It judged the case for visual screening to be
equivocal. The adequacy of simple questions to detect visual
disability has been doubted'4; ensuring that elderly people
regularly consult an optometrist might be the best approach.
The task force recommended that hearing should be

screened, but the validity of tests entailing whispering and
listening to a ticking watch remains unproved. Pure tone
audiometry is ideal but unsuitable for use by non-specialist
staff in primary care. More promising are validated question-
naires from the Medical Research Council's national hearing
study. A case finding approach to detecting symptomatic
hearing loss is inappropriate because of the prevalence of
denial, its association with depression, and agist attitudes
among clients, relatives, and professionals. '
The value ofscreening for polypharmacy and its ill effects is

unknown. Much evidence exists of the dangers of poly-
pharmacy-one in four people over 75 have more than 20 new
prescriptions a year, more than one third are suffering from
drug toxicity, and adverse reactions occur in one fifth of those
over 80.22

Measuring the quality of life (not mentioned in the general
practice contract) is probably important but requires further
research. Williams suggests simple questions for detecting
problems with the home, carers, social contact, finance,
wellbeing, and mobility.23 A suitable measure would be the
functional level (Bartel) activities of daily living scale.
What do the two studies in this week's journal-tell us of the

operation of the new contractual requirement, apart from the
wide variations in performance? Uptake and patient satisfac-
tion seem high, although general practitioners' enthusiasm
for screening is low. Part of this reflects their ignorance of the
value and methods of functional assessment. Many labour
under the misconception that the objective of screening
elderly people is to uncover unrecognised disease. Both
studies highlight the enormous training needs-not only of
doctors but also ofpractice and community nurses-and show
the need for coordinating the commissioning of nursing and
practice staff.

Both studies also confirmed previous findings of substantial
unmet needs-especially for audiological services, occupa-

tional therapy, and chiropody. Until commissioning authori-
ties make good the deficiencies a screening programme is
arguably unethical. Assessing the scale and nature of unmet
need and involving consumers in the process are critical to
ensuring that services are appropriate.

General practices should be resourced to screen their
elderly patients and collect data to provide a valid needs
assessment for clients and purchasers. Currently not all
general practices have the necessary skills. Additionally, in
many cases the standards of screening tools are not estab-
lished. The best way of addressing these problems may be to
develop a new role of public health nurse, who has epidemio-
logical training and experience of caring for elderly patients in
hospital and the community.
The government needs to amend or relax the contractual

requirements to permit different approaches after the initial
assessment. Flexibility is needed to permit research into
alternative ways of screening and assessing needs. National
guidelines need developing and implementing. They should
incorporate a standardised population screening programme
for hearing loss and hypertension and strategies for recognis-
ing unmet needs (particularly those arising from problems
with continence, hearing, and teeth). Also required are
techniques for assessing the functional state and mental health
of elderly people and recommendations on domiciliary visit-
ing. Meanwhile, the clinical professions need to agree and
review local guidelines with family health services authorities,
who together should plan to meet the needs for training,
personnel, and information and to establish consumer feed-
back. Demographic changes suggest that by the end of the
century the care of today's over 75s may present the nation's
greatest public health challenge.
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