


ISSN 148-4196

Contents

Editorial

1 From the Editor
Abdulrazak Abyad MD, MPH, AGSF, AFCHS; Chief Editor

Original Contribution/Clinical Investigation

3 Comprehensive Geriatric Assessment of Nursing Home and
Community Dwelling Elderly
Guzel Discigil MD, Ayfer Gemalmaz MD, Nil Tekin MD

7  King Hussein Medical Center Experience with Aspheric Intraocular
Lenses
Aymen Mdanat, FRCS, FRCOphth, Mousa Al-Madani, MD,
Fahmi Aleikoor, FRCS(OPHTH)

Review articles
11 Rational Prescribing in Elderly
Dr. Javaid Hamid Farooqi

15  The Efficacy of Method of Scrubbing of Operative Site on
Post-Operative wound infection
Rema Al-Majaly

Models and Systems of Elderly Care

19  Bridging The Gap with The Integration of Conventional and
Complementary Medicine
Peter De Lorenzo BSc, MACS

Education and Training

24 A Novel Model of Comprehensive Geriatric Care Centre in Turkey
Nil Tekin MD, Guzel Discigil MD

vy Middle East Journal of Age and Ageing
1 February 2007

Volume 4 Issue 1

Volume 4, Issue 1
February 2007

Chief Editor:

Abdulrazak Abyad MD, MPH, AGSE,
AFCHS

Email: aabyad@cyberia.net.lb

Publisher:

Ms Lesley Pocock

medi+WORLD International

572 Burwood Road,

Hawthorn, Vic Australia 3122

Phone: +61 (3) 9819 1224:

Fax: +61 (3) 9819 3269

Email: lesleypocock@mediworld.com.au

Editorial enquiries:
aabyad@cyberia.net.lb

Advertising enquiries:
lesleypocock@mediworld.com.au

While all efforts have been made to ensure
the accuracy of the information in this
journal, opinions expressed are those of
the authors and do not necessarily reflect
the views of The Publishers, Editor or the
Editorial Board. The publishers, Edi-

tor and Editorial Board cannot be held
responsible for errors or any consequences
arising from the use of information
contained in this journal; or the views and
opinions expressed. Publication of any
advertisements does not constitute any
endorsement by the Publishers and Editors
of the product advertised.

The contents of this journal are copyright.
Apart from any fair dealing for purposes
of private study, research, criticism or
review, as permitted under the Australian
Copyright Act, no part of this program
may be reproduced without the permis-
sion of the publisher.



Middle East Journal of Age and Ageing 2006, Volume 4, Issue 1

Editorial

Author
Dr Abdulrazak Abyad
Chief editor

This is the first issue this year and the journal has gained
momentum in the region.

As aresult a decision was taken to increase the frequency
of the journal to six issues per year. Additionally, the
journal will start this year to be regularly issued in hard
copy, available for subscription. The journal has been
approved as well for indexing in the WHO -EMERO
regional index this year. This is one step toward medical
index application and it will provide further help for
authors in the region who are looking to use their papers
for the purpose of academic advancement.

A review from Australia, discusses bridging the gap
with the integration of conventional and complementary
medicine. The author stressed that the cost of traditional
medicine has escalated yet , according to integrative
doctors such as Professor Avni Sali, there appear to be
justifiable concerns about whether these burgeoning
health care costs are actually delivering better health
outcomes for the community. The author added that
evidence is mounting that a more wholistic approach to
primary care, integrating complementary medicine with
conventional practice, has great potential to reduce both
these problems.

Another review from the UAE reviewed Rational
Prescribing in the Elderly. The author stressed that
iatrogenic disease is one of the major problems of
geriatric medicine and is of primary concern to physicians
caring for elderly. The authors added that the drugs most
often implicated are diuretics, digoxin, antidepressants,
antiparkinsonian drugs, and hypotensives and anti-
diabetic agents.

Dr Tekin N discussed a novel model of a comprehensive
geriatric care center in Turkey . The author pointed

out that Turkey has an aging society, and an increased
demand for service for the elderly will rise proportionally.

Izmir Narlidere Geriatric Care Center and Residential
Home is the largest of those organizations serving the
elderly since 2001. The mentioned nursing home has a
capacity of 1100 elderly, and have currently 850 geriatric
residents, 670 of those capable of self-care, and 180
incapable of self care. In this large center the care is
provided by a large multidisciplinary team, however
lacking a geriatrician.

A study from Jordan evaluated the effect of aspheric
intraocular lenses on visual function in patients
undergoing cataract phacoemulsification surgery. In this
study thirty consecutive patients underwent cataract
phacoemulsification with intraocular lens implantation.
The authors concluded that aspheric intraocular lenses
were associated with improvement of mesopic contrast
sensitivity, better image quality and less glare.

A paper from Turkey compared comprehensive geriatric
assessment between nursing home and community
dwelling elderly. One hundred and one elderly living

in Aydin Nursing Home and 77 registered patients of
Family Medicine out-patient clinics were included in
the study. The assessment included Katz Activities of
daily living (ADL), Lawton Instrumental activities of
daily living (IADL) and a questionnaire regarding to
demographic and medical data , in addition to Tinetti
balance and gait evaluation (TBG) and mini mental state
examination of the elderly. The authors concluded that
nursing home residents show lower performance on

all four domains - ADL, IADL, MMSE and TBG - of
comprehensive geriatric assessment, than elderly living in
the community.
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ABSTRACT

Aim: We aimed to conduct comprehensive geriatric assessment in nursing home and community-dwelling elderly and
compare functional ability and related factors in these two elderly groups living in different surroundings.

Materials and Methods: One hundred and one elderly living in Aydin Nursing Home and 77 registered patients of
a Family Medicine out-patient clinic, were included in the study. We filled out Katz Activities of daily living (ADL),
Lawton Instrumental activities of daily living (IADL) and a questionnaire relating to demographic and medical data,
by face to face interview and from nursing home or out-patient clinic medical records. Trained physicians applied the
Tinetti balance and gait evaluation (TBG) and mini mental state examination, to the elderly.

Results: Elderly living in nursing homes were older (p=0.001), more likely to be single (p=0.001), male (p=0.001),
and to have less children (p=0.001) than the elderly living in the community. Hypertension was the most prevalent
chronic disease in both groups. Nursing home residents show higher dependence on daily living activities. Risk of fall
and cognitive impairment were higher in nursing home residents.

Conclusion: We conclude that nursing home residents show lower performance on all four domains - ADL, IADL,
MMSE and TBG - of comprehensive geriatric assessment than elderly living in the community. This result should
draw attention of health professionals to understand healthy aging, measuring and coping with functional disabilities
and needs of elderly living in different surroundings.

Key words: elderly, nursing home, community-dwelling, comprehensive geriatric assessment.
http://www.me-jaa.com 3
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Introduction

Aging is a process of gradual and spontaneous change

in individual cells and organs resulting in changes in
function, in appearance, and thus in the experience of
aging.\V It is a known fact that the world’s population

is getting older. The elderly population is expected to
double in the next thirty years in the United States and an
increased rate of 62.0% is expected in Europe between
1990-2025%%., The elderly population increases gradually
in Turkey and it is expected to reach a rate of 9.0% until
2025, despite having a younger population compared to
developed countries“”. Care of elderly patients requires
special knowledge of the presentation and management
of disease in this age group, including physiologic and
social problems and requires attention to the functional
consequences of disease and disability®©.

Comprehensive geriatric assessment provides interdis-
ciplinary assessment, treatment planning, case manage-
ment, and, often, rehabilitation for frail elderly persons
and is especially important for those suspected of needing
long-term institutional care. So it is defined as a mul-
tidimensional, multidisciplinary diagnostic process, to
determine medical, psychosocial, and functional capaci-
ties and problems in elderly. In addition, comprehensive
geriatric assessment programs linking geriatric evalua-
tion, are effective for improving survival and function in
the elderly®®. It is important to understand disease and
disability measurement needs, factors for healthy aging
cost-effective approach in order to provide proper health
care for the elderly!'?.

In the present study, we aimed to perform comprehensive
geriatric assessment in nursing home residents and com-

munity-dwelling elderly and compare functional disabili-
ties and related factors in these two elderly groups living
in different surroundings.

Materials and Methods

Statistical analyses included descriptive statistics, stu-
dent t-test, and univariate and one hundred and one, of
110 elderly living in Aydin Nursing Home were included
in the study. Informed consent was obtained from each
participant. Nine bed-ridden elderly were excluded from
the study due to inability to obtain informed consent.
Katz activities of daily living (ADL), Lawton instrumen-
tal activities of daily living (IADL) and a questionnaire
regarding demographic and medical data were filled out
by face to face interview and from nursing home medi-
cal records of elderly. Tinetti balance and gait evaluation
(TBG) and mini mental state examination (MMSE) were
applied by trained physicians.

One hundred elderly over 65 years old were randomly
chosen from registered patients of a Family Medicine
out-patient clinic, and were called and invited to the
clinic for evaluation. Eleven elderly declined to partici-
pate and twelve elderly were excluded due to incomplete
participation. A total of 77 community dwelling elderly
were included in the study. Comprehensive geriatric as-
sessment including Katz, ADL, Lawton IADL, TBG, and
MMSE were applied by the same physicians.

Comprehensive geriatric assessment begins with a review
of major categories of functional ability, which are activi-
ties of daily living (ADL) and instrumental activities of
daily living (IADL). ADL are self care activities that a
person must perform every day such as eating, dressing,
bathing, transferring between the bed and a chair, using
the toilet, controlling bladder and bowel. IADL are activi-
ties that enable a person to live independently in his/her
house, such as preparing meals, performing housework,
taking drugs, running errands, managing finances, using
the telephone. Deficits in ADL and IADL indicate the
risk of becoming more dependent in performing these
activities'). Mini-Mental State Examination is a validated
screening test to assess cognitive function, which can

be administrated reliably by trained health providers. It
measures attention, orientation, registration and recall
memory, language function and praxis. A score of 24
and lower on MMSE might be consistent with cognitive
impairment and further examination is needed"". Tinetti
balance and gait evaluation test is an effective and simple
screening test to assess balance and gait status of the eld-
erly. A score of 19 and lower for Tinetti Balance and Gait
evaluation might be consistent with fall risk>!,

Statistical analyses included descriptive statistics, and
univariate and multivariate analysis. Chi-square or Fisher
exact test was used for univariate analysis. Logistic
regression analysis was used as multivariate analysis

to assess the associations with the two elderly groups
and comprehensive geriatric assessment domains, ADL,
IADL, TBG, and MMSE. A statistical package for the
social sciences (SPSS) version 10.0 was used for statisti-
cal analysis.

Results

Mean age of the total group was 73,87 £ 7,63 and age
range was between 60-95 years of age. There were ninety
one (51.1%) women and 87 (48.95) men. Seventy-seven
elderly were living in the community and 101 were nurs-
ing home residents. Table1 shows demographic character-
istics of the elderly.

Elderly living in nursing homes were older (p=0.001),
more likely to be single (p=0.001), male (p=0.001), and

http://www.me-jaa.com 4



Middle East Journal of Age and Ageing 2006, Volume 4, Issue 1

to have less children (p=0.001) than the elderly living in
the community.

Hypertension rate was 48.9%, and it was the most preva-
lent chronic disease in the whole group. Coronary artery
disease (p=0.001), cataract (p=0.000) and hearing deficits
(p=0.01) were more common among elderly living in
nursing home.

Mean total score of TBG was 19.55 for elderly living in
nursing homes, whereas it was 23.51 for elderly liv-

ing in the community. This result shows us that nursing
home residents carry a risk of fall. Likewise mean score
of MMSE living in nursing home residents was 19.68
whereas it was 25.00 for community dwelling elderly,
which also shows us, nursing home residents need further
examination in order to rule out cognitive impairment.
Table 2 shows mean scores for Katz ADL, Lawton IADL,
Tinetti balance and gait and MMSE and their associa-
tion with elderly in both groups. Results of multivariate
analysis showed that community dwelling elderly had 3
to 8 fold better outcomes on ADL (OR=8.11, 95% CI=
2.35-28.83) IADL (OR=6.57, 95% CI= 3.04-14.19) , bal-
ance and gait (OR=3.02, 95% CI= 1.51-6.00)and MMSE
(OR=5.98, 95% CI= 2.28-15.68).

Discussion

In the present study, we aimed to conduct comprehensive
geriatric assessment in nursing home residents and com-
munity-dwelling elderly and compare functional ability
and related factors in these two elderly groups.

Urbanization and industrialization has brought about
changes in family structure of immigrants in cities. With
ageing of the population and tchanges in social rela-
tionships, the number of institutionalizations has risen
spectacularly during the last decades!'¥. Transition to core
family of the modern world, from traditional extended
family has affected elderly and caused isolation'”. In
this perspective, geriatric evaluation of institutionalized
elderly and elderly living in their own surrounding is
important in understanding needs and determining char-
acteristics of health services to elderly living in different
surroundings.

Many studies report that mean age, being single and
education level are higher in institutionalized elderly,
which is similar to our results"®!'”. There is various data
about gender distribution both in community dwelling
and institutionalized elderly. Studies from developed
countries report that higher number of women residents
live in nursing home'*!*19), However studies from Tur-
key predominantly report higher rate of male residency
in nursing homes in various locations!'® 722D In the
present study elderly men were more prevalent in nursing

homes, similar to other studies from our country. Nurs-
ing home preference of elderly men may be explained by
cultural characteristics and social initiative of patriarchal
communities.

Dey AN. has reported that a significantly large propor-
tion of nursing home residents needed assistance in their
ADL’s and IADL’s"™®. In our study, similar to reported
results, nursing home residents were highly dependent on
ADL and IADL.

Falls are one of the most common geriatric syndromes
threatening the independence of older persons. Between
30 and 40 percent of community-dwelling adults older
than 65 years fall each year, and the rates are higher for
nursing home residents®?. Fracture risk is greater for
those living in institutions compared with those living in
private homes®. Impairment of cognitive function, bal-
ance and mobility skills increase fall risk®?.

Cognitive and behavioral impairment was found to be
widespread in institutions regardless of the level of
care®). In the present study, 84% of elderly living in
nursing homes had low MMSE score, which shows in-
creased risk of cognitive impairment and suggests further
examination is required. In addition, Tinetti balance and
gait total score was lower, and fall risk was present for
those living in nursing homes.

Conclusion

Increases in expected life span should draw attention of
health professionals to understand healthy aging, measur-
ing and coping with functional disabilities. In addition
elderly living in different surroundings may have differ-
ent needs. In the present study, we conclude that nursing
home residents show lower performance on all four do-
mains of comprehensive geriatric assessment, which were
ADL, IADL, MMSE and TBG, than elderly living in the
community. The degree and prevalence of functional im-
pairment among elderly people in different surroundings
should be taken into consideration when planning health
services and availability of quality home care services
that might help to cope with functional disabilities among
the elderly.
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Tablel: Demographic characteristics of nursing home and com-
munity-dwelling elderly.

Nursing Home Community—
elderly (n=101) dwelling elderly
n (%) (n=77)
n (%)
Age
<74 years old 44 (43,6 %) 55 (71,4 %)

75-84 years old 40 (39,6 %) 18 (23,4 %)

>85 years old 17 (16,8 %) 4 (5,2 %)
Gender

Men 64 (63,4 %) 23 (29,9 %)

Women 37 (36,6 %) 54 (70,1 %)
Marital Status

Married 9 (8,9 %) 38 (49,4 %)

Not married
Divorced or separated

14 (13,9 %)
78 (77,2 %)

0 (0%)
39 (50,6 %)

Education
Illiterate 33 (32,7 %) 45 (58,4 %)
Primary school 52 (50,5 %) 30 (39,0 %)
Middle school 8 (7,9 %) 1 (1,3%)
High school 8 (7,9 %) 1 (1,3%)
Occupation
Housewife 32 (31,7 %) 39 (50,6 %)
Farmer 15 (14,9 %) 28 (36,4 %)
Other 54 (53,4 %) 10 (13,0 %)
Children
None 26 (25,7 %) 6 (7,8 %)
1-2 31 (30,7 %) 15 (19,5 %)
34 35 (34,7 %) 35 (45,4 %)
>4 9 (8,9 % 21 (27,3 %)

Table 2: Mean age and mean scores for Katz ADL, Lawton
IADL, Tinetti balance and gait and MMSE in elderly living in
community, nursing home and the total group.

Variables Total group |Community | Nursing
(n=178) (n=177) Home
(n=101)
Mean age 73.70 71.67 75.34 *
Katz ADL (0-6) 5.44 5.87 5.11%*
Lawton IADL (9-27) |20.39 23.25 18.21 *
Tinetti Balance score | 12.25 13.53 11.27
(0-16)
Tinetti Gait score 9.03 10.03 8.29 1
(0-12)
Tinetti Balance and 21.25 23.51 19.55 F
Gait total score (0-28)
MMSE (0-30) 21.15 25.00 19.68 *
* p<0.001 +p<0.01
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ABSTRACT

Objective: To evaluate the effect of aspheric intraocular lenses on visual function in patients undergoing cataract
phacoemulsification surgery.

Patients and methods: A prospective and observational study that was conducted in ophthalmology department at
King Hussein Medical Center. Thirty consecutive patients undergoing cataract phacoemulsification with intraocular
lens implantation by the same surgeon, were examined for their visual function and contrast sensitivity before and
after surgery. Both high and low contrast visual acuities were evaluated and patient satisfaction regarding surgery
was graded as very satisfied, satisfied, neutral, dissatisfied and very dissatisfied. Patients with central nervous system,
ocular pathology or pre-operative complications affecting visual function were excluded from the study.

Results: The mean age of patients was 62.9 years with 16 males and 14 females. Eleven patients had contralateral
phacoemulsification with implantation of different types of intraocular lens. One patient was found to have a macular
hole and was excluded from the study. 93.3% of patients had log MAR best corrected visual acuity of less than 0.1
under high illumination. 56.7% of the patients were very satisfied with the results of the aspheric implant compared
to 9.1% of the other implants, which were used previously in the contralateral eye. 6.7% and 36.4% of the two groups
respectively had light related problems.

Conclusion: Aspheric intraocular lenses were associated with improvement of mesopic contrast sensitivity, better
image quality and less glare. We advise to use them routinely in patients undergoing cataract phacoemulsification

surgery except in cases of excessive preoperative negative corneal aberrations.

Keywords: Aspheric, traditional, contrast, satisfaction and aberrations.

Introduction Small positive spherical aberrations allow greater depth
of field. With aging, corneal aberrations increase and
Biconvex spherical surfaces create positive spherical lenticular aberrations turn into positive, resulting in more
aberration that is the peripheral rays comes to a shorter positive spherical aberration and loss of contrast sensi-
focus than central rays resulting in loss of contrast sen- tivity. Negative spherical aberration lenses are recently
sitivity'. Traditional intraocular lenses are examples of used to offset the positive aberration of the cornea. They
those lenses that induce positive spherical aberrations. should be precisely positioned; otherwise high order

aberrations such as coma will result.

Normally the cornea has positive spherical aberrations

that offset the negative aberrations attributed to the lens>. ~ Aspheric advanced optics intraocular lenses have two
aspheric surfaces to eliminate any spherical aberrations

http://www.me-jaa.com 7



Middle East Journal of Age and Ageing 2006, Volume 4, Issue 1

produced by the lens. The optic is asymmetrically bicon-
vex with the anterior surface steeper than the posterior.
The lens power is uniform throughout the optic surface,
resulting in similar diffraction of peripheral and paraxial
rays. They do not introduce new aberrations into the eye
and closely follow the optics of phakic eye keeping small
positive spherical aberrations with increased depth of
field and good contrast sensitivity*.

In this study we aimed to evaluate the effectiveness of
aspheric intraocular lenses in patients undergoing cataract
phacoemulsification surgery. Some of our patients had a
contralateral phacoemulsification cataract surgery with

a traditional lens implant, which we compared with the
recent surgery done.

Patients and Methods

This prospective and observational study was conducted
at King Hussein Medical Center. Thirty patients who
underwent phacoemulsification cataract surgery with
implantation of an aspheric intraocular lens by the same
surgeon, were examined. Inclusion criteria included
patient’s age between 50 and 85 years, intraocular lens
power of 10-30 diopters and potential visual acuity 0.6
log MAR or better after surgery. Any patient with ocular
pathology, central nervous abnormality or pre-operative
complications affecting visual function was excluded
from the study. Both high and low contrast visual
acuities were evaluated using Log MAR visual acuity
chart®. Patient satisfaction regarding surgery was graded
as very satisfied where patients had no light related
problem or glare at all; satisfied as having minor light
related problem or glare; neutral, where no clear opinion
was given; dissatisfied as having significant problems
and very dissatisfied where they regretted having the
operation.

SRK formula was used for intraocular lens calculation
with target refraction ranging between -1.02 to zero.
Patients were given the same standard pre-operative
treatment of topical phenylephrine 10% drops and
tropicamide 1% drops. Twenty eight patients had local
anaesthesia (lidocaine 2% and bupivacaine 0.5%, 1:1
mixture) and 2 patients had general anaesthesia. All
patients had clear corneal temporal incision of 3.00 mm.
Capsulorrhexis was on optic and 5.0 mm on average.
Surgery time ranged from 8 minutes to 23 minutes (15.2
minutes on average).

Results

The age range was 50-78 years (mean 62.9 years) with
1.14:1 male to female ratio. Eleven patients had previous

contralateral phacoemulsification cataract surgery with
implantation of another type of intraocular lens.

Two third of patients had zero log MAR best corrected
visual acuity and all patients had log MAR visual acu-

ity = 0.2 at high contrast level of illumination. At low
contrast illumination, seven patients (23.3%) had zero log
MAR best corrected visual acuity (figure 1). 56.7% of
the patients were very satisfied with the results of surgery
and an additional 36.7% were satisfied. Only two patients
were neutral and none of them were dissatisfied (figure
2). Among the eleven patients who had contralateral tra-
ditional implant, seven patients were more satisfied with
aspheric variety and four patients found no difference.
Four patients (36.4%) of the traditional implant group and
two patients (6.7%) of the advanced optic group had light
related problems. Increase in eye sensibility was found in
10% and unwanted images in 6.7% of the eyes with the
aspheric intraocular lens and posterior capsular opacifica-
tion occurred in one patient (tablel).

Discussion

Despite the importance of optical quality of an intraocular
lens on visual outcomes following cataract surgery, objec-
tive data on their optical quality are not readily available,
and manufacturing standards are industry regulated®.
Traditional implants are reported to cause light related
discomfort in 33% of patients and driving problems in
40% 7. In our series, 36.4% and 27.3% of the traditional
implant patients had such problems respectively.

Looking to figure one, we can see that 28 patients had log
MAR best corrected visual acuity of less than 0.1 (corre-
sponding to 6/9 Snellen’s acuity) under high contrast illu-
mination and that 26 patients had the same level of visual
acuity under low illumination. The differences between
these figures are not statistically significant but if we
looked at the finest level of visual acuity (zero log MAR
or 6/6 Snellen’s acuity) the figures become significant (20
patients compared to 8, p<0.05). We can conclude that
aspheric intraocular lenses are associated with the finest
vision at high illumination level.

Regarding patient satisfaction, 93.3% of the advanced
optic implants and 63.6% of the traditional implants were
either very satisfied or satisfied. These results were statis-
tically significant (p<0.05). If we look at the very satisfied
group of patients, we find the results more significant
(56.7% versus 9.1%, p<0.001).

Light related problems encountered in traditional implant
groups were comparable to reported figures in literature’.
In the advanced optic aspheric implant patients, less

light related problems, driving problems, increased eye
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sensibility, and unwanted images were seen. All of these
results except unwanted images were statistically signifi-
cant (Table 1).

We followed the patients for 6 months after the operation,
particularly looking for posterior capsular opacification;
only one patient of the aspheric implant (3.3%) had pos-
terior capsular opacification compared to two patients of
the traditional implant group (18.2%).

The comparison between different types of implants in
the same individual is associated with less subjective
error than comparing two different groups of patients in
terms of patient’s satisfaction, and side effects encoun-
tered after surgery. Among the eleven patients who had
contralateral traditional implant, seven patients were
more satisfied with the aspheric implant and four patients
found no difference.

Aspheric intraocular lenses are suitable for those with
previously LASIK treatment, keratoconus, and other
corneal aberrations®. They are designed with no varia-
tion in power from the center to the periphery providing
predictable outcomes for all patients including those with
zonular weakness or decentered pupils’. However, they
should not be used in excessive preoperative corneal
negative aberrations or post hyperopic LASIK where the
traditional implants with the counteracting positive aber-
rations are advised.

The USA experience with aspheric lenses was that they
resulted in better image quality, were more beneficial in
young with larger pupils, and were minimally affected by
decentration. The Italians found it to result in a dramatic
decrease in posterior capsular opacification, more forgiv-
ing in cases of slight intraocular lens decentration and tilt
and associated with better depth of field and less glare

Table 1 Side effects in relation to the type of intraocular lens.

and dysphotopsia. The French experience was that they
were associated with improvement of mesopic contrast
sensitivity and had lower high order aberrations and
fewer glares®.

In conclusion, aspheric intraocular lenses were associated
with improvement of mesopic contrast sensitivity, better
image quality and less glare. We advise to use them rou-
tinely in patients undergoing cataract phacoemulsification
surgery except in cases of excessive preoperative negative
corneal aberrations.
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Side effect Number and percentage of | Number and percentage of p-value
patients with aspheric IOL | patients with traditional
I0L
Light related problems 2 (6.7%) 4 (36.4%) P<0.05
Unwanted images 2 (6.7%) 3 (27.3%) P<0.02
Increased eye sensitivity 3 (10%) 4 (36.4%) P<0.05
Driving problems 0 3 (27.3%) P<0.05
Posterior capsular opacification 1 (3.3%) 2 (18.2%) P<0.02
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SUMMARY

Iatrogenic disease is one of the major problems of geriatric medicine and is of primary concern to physicians caring
for the elderly. The majority of patients with drug related admissions and readmissions to the hospitals are elderly. Age
related changes predispose the elderly to therapeutic poisoning, with the risk increasing in the presence of concurrent
medication and pre-existing disease processes. The drugs most often implicated are diuretics, digoxin, antidepressants,
antiparkinsonian drugs, and hypotensive’s and anti-diabetic agents. latrogenic disease is mostly caused by the lack of
physician sensitivity to how the medication acts in the elderly and where standard dose goes beyond the acceptable
levels given to the elderly. The avoidance of drug related adverse consequences in the elderly requires health care
practitioners dealing with elderly to become knowledgeable about the relevant issues in prescribing medication for the
elderly. To address these knowledge needs, this article discusses the physiological changes, altered pharmacokinetics,
altered pharmacodynamics and approach to reduce drug related problems in elderly populations.

Introduction

Safe and effective pharmacotherapy is one of the greatest
challenges in clinical geriatrics. Drugs have been
clinically employed to ameliorate the infirmities of old
age and have been advocated to prolong life span but in
both cases success obtained so far is meager. Medical
research has identified problems in the effective use of
drugs in this population. Elderly patients are less likely
to receive treatments indicated by guidelines. The most
common cause of iatrogenic illness is adverse drug
reactions which cause 10-15% of hospital admissions in
patients aged sixty and above.

As the age advances and disease becomes established,
clinically important changes occur in the way

that the body is able to handle drugs. Aging alters
pharmacokinetics and pharmo-dynamics affecting the
choices, dose and dosing frequency of many drugs. The
geriatric prescriber must know of these changes, so
that due allowance is made in the choice of drug, dose
employed, the therapeutic response to be expected and
risk of adverse drug reactions to be considered.

Human Aging and Changes in Drug Pharmacokinetics
and Pharmacodynamics

A number of age related physiologic changes occur that
potentially could affect drug pharmacokinetics and phar-
macodynamics in old age. The changes that are important
to prescribers are:

* Decrease in total body mass.

* Increase in body fat stores.

* Decrease in total body water.

* Decline in lean body mass.

* Decline in liver mass.

* Decline in hepatic blood flow.

* Decline in glomerular filtration.

Altered Pharmacokinetics

The time course, by which body absorbs, distributes,
metabolizes and excretes drugs.

Absorption: In general there is little change in absorption
of drugs in elderly.

Distribution: Total body water decreases by 10-15%
between the ages of 20-80. In contrast, the percentage of
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body weight that is body fat, is increased from 18-36% in
men and from 33-45% in women. Therefore, water-solu-
ble drugs such as paracetamol, digoxin, cimetedine and
ethanol will have decreased volume of distribution and so
higher serum concentrations, necessitating reduced doses.
Conversely high lipid soluble drugs will be distributed
very extensively resulting in prolonged plasma half-life
and action which can be a problem in the event of an
adverse reaction. For example, diazepam (which is highly
lipid soluble) may have prolonged elimination half-life of
up to 100 hours in the elderly.

Plasma proteins decrease with age, particularly in the
context of poor nutrition, chronic illness and disability.
This may cause an increase in free concentration of ex-
tensively bound drugs. It can increase toxicity in clinical
practice with diazepam, phenytoin, Warfarin and sali-
cylates.

Metabolism: With advancing age hepatic mass and he-
patic blood flow decreases. However, this is not reflected
in liver functions, which remain normal. In the elderly,
first pass metabolism of some oral drugs (propranalol, la-
betalol, and verapamil) is reduced, increasing their serum
concentration and bioavailability. Consequently initial
dose of drugs should be reduced by about 30%.

Hepatic clearance of drugs metabolized by cytochrone

P 450 system (phase 1 reaction e.g. diazepam, amitryp-
taline, chlordiazpoxide) is often reduced in the elderly.
Many drugs produce active metabolites in clinically rel-
evant concentrations. Accumulation of these metabolites
increase the risk of toxicity due to age related decrease in
renal clearance, particularly in patients with renal disease
e.g., benzodiazpines, tertiaryamine anti-depressants and
opioid-analgesics.

Renal Clearance

Renal function deteriorates with age, falling by 10% after
the age of 40 years. However, serum creatinine tends to
remain stable due to a concomitant decline in muscle
mass turnover.

The general effect of pharmacokinetic changes in the
elderly is to;

- Increase the duration of action of many drugs.

- Increase the serum concentration of many drugs.

So, commonly used Xanthines such as aminophylline and
theophylline require approximately 50% of dosage reduc-
tion in elderly. Similarly cimetedine and rantidine can
reach toxic levels if given in standard dosage.

Altered Pharmacodynamics

Pharmacodynamics has been defined as effect of drug

at receptor site. In the elderly the effects of similar drug
concentration at the site of action may be larger or smaller
than those in young persons. Increased sensitivity due to
aging must be considered when drugs that can have seri-
ous adverse effects are used. These drugs include mor-
phine, pentazocine, and warfarin, angiotensin converting
inhibitors, diazepam and levodopa.

Results

Although medications used by the elderly can lead to
improvement in health related quality of life, negative
outcomes due to drug related problems are considerable.
Three important and potentially preventable negative
outcomes due to drug related problems that can occur in
the elderly are:

i. Adverse drug withdrawal events, which are caused by
removal of a drug.

ii. Therapeutic failure (inadequate drug therapy)

iii. Adverse drug reactions.

Limited data are available about the prevalence of
adverse drug withdrawal effects and related therapeutic
failure in elderly. Adverse drug reactions are thought to
occur more commonly among elders compared with other
age groups.

Adverse Drug Reactions

Adverse drug reactions may be defined as unintended,
undesirable effects of substances used in prevention,
diagnosis or treatment of disease.

Many factors contribute to the problem including in-
adequate diagnosis, uncritical assessment of need for
drug treatment initially and at medical review, excessive
prescribing, tendency to initiate or repeat prescription for
non pharmacological reasons, sensitivity to drugs in old
age or poor compliance.

The adverse effects of drugs in the elderly are often
nonspecific and may readily be confused with symptoms
of disease. Therefore, adverse drug reactions should be
considered as a cause of any presenting symptoms in the
aging patient. The most significant non specific adverse
effects of drugs are confusion, falls and incontinence.

Drug Interactions

Drug interactions are common in the elderly and risk
increases with every medicine added to the patient’s
regimen. Drug interaction can attentuate or accentuate a
medication’s therapeutic or adverse effects in a patient.
Scrutiny of patient’s medication profile is necessary to
identify and avoid serious and problematic interactions of
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all types. Drug interactions may be of three types.
(i) Drug - Drug interaction

(2) Drug disease interaction

(3) Drug food Interaction

Risk Factors

A number of factors increase risk of drug related prob-
lems in the elderly including sub-optimal prescribing
(e.g., overuse of medication or polypharmacy, inappropri-
ate use and under use) medication errors in both dispens-
ing and administration problems and patient medication
non adherence, both intentional and unintentional.

Overuse (Polypharmacy)

Polypharmacy can be defined as either the concomitant
use of multiple drugs or administration of more drugs
than are clinically indicated. Polypharmacy practically
occurs because of the multiple disease states being treated
by multiple physicians. Also, most doctors have a ten-
dency to prescribe medication for many common symp-
toms. Multiple medication use has been strongly associ-
ated with adverse drug reactions. The key issues are that
no medication should be used without indication and no
duplication of therapy should occur. Moreover if side ef-
fects develop they should be addressed through changed
medication or altering the dose rather than by adding
additional medication.

Under use

An important and increasingly recognized problem in
elders is under use, defined as omission of drug therapy
that is indicated for the treatment or prevention of dis-
ease or condition. Several studies have shown that one or
more drugs were omitted in about half of elderly patients
because of lack of physician prescribing. Also elderly
patients with chronic disease were less likely to be treated
for unrelated disorders. Under use may have an important
relationship with negative health outcomes in elderly
patients.

Poor Compliance /Adherence

Medication non-adherence is a common problem in the
elderly. The prevalence ranges from 40-70% of patients.
Overall these patients are adherent with 75% of their
medication.

There are a number of factors which contribute to non-
compliance in elderly.

1. Many elderly patients are unable to afford their
medication.

2. Number of medication doses per day can contribute to

non-compliance.

3. Some patients may not be compliant due to social and
behavioural perceptions.

4. Some 50% of patients over the age of 85 have some
form of cognitive impairment. This may cause them
to forget whether they have taken doses of medication
each day, thus putting them at the risk to over dose or
under dose of essential medication.

Inappropriate Prescribing

Inappropriate prescribing can be defined as prescribing
of medication outside the bounds of accepted medical
standards. Alternatively inappropriate prescribing can
be defined as using drugs which should avoided because
their risk outweighs potential benefit.

Studies have revealed that 14-27% of persons 65 years of
age and older, living in the community, take one or more
such drugs. Inappropriate prescribing may pose impor-
tant health risks and has been found to be associated with
drug related hospital admissions and readmissions.

There is a set of medications which has been labeled
problematic for elderly because they are at increased risk
of adverse events from these agents.

Optimal Prescribing for Elderly

* Obtain complete history including drug history
* Diagnose appropriately
* Choose the right medication

* Choose the right dose based on principle of geriatric
pharmacology

* Monitor the drug therapy

* Use the lowest effective dose and least frequent dosage
of medication

* Establish realistic treatment goals

* Consider non-drug alternatives

* Simplify drug regime

* Consider high prevalence of cognitive impairment
* Decline with aging

* Determine the appropriate duration of treatment

* Avoid drug disease interaction

The role of Education

The proportion of population that is elderly is increasing
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and this is the group which consumes the most medica-
tion and is at most risk of adverse reactions.

Understanding the mechanism of these reactions is help-
ful in minimizing their occurrence.

* The golden rule is: Start low, go slow.

* Another rule is: If not essential, don’t prescribe.

* And finally remember that adverse drug reactions
in the elderly tend to be non-specific and present
as the geriatric triad of confusion, ataxia/falls and

incontinence.
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Drug Class Drugs to be avoided
Drug Class Drug / Disease / Food Drugs to be avoided Drugs with Special
ACE inhibitors Potassium sparing diuretics Precautions
Fluroquinolones Antacids, Diary products, Sucral- Long and medium acting benzodiazpimes | Antihypertensives
fate (Flurazepam, Diazepam, Chlordiazpox-
Digoxin Diuretics, Antacids, quinidine. ide)
Warfarin Many herbal remedies, aspirine, Anticholinergic tricyclic antidepressants | Digoxin
Non Steroidal Anti- Inflamma- (Amitryptiline, doxepion).
tory agents, green vegetables, Disopyramide Warfarin

fluroquinolones, cotrimoxazole,
amidarone.

Barbiturates when used for sedation

Anti Psychotic agents

Anticholinergic Drugs

Benign Prostate hypertrophy,

glaucoma, constipation, dementia.

Mepridine

Antibiotics

Chloropropamide

(1) Aminoglycosides

Carbidopa / Levodopa

High protein meals, pyridoxine,
dopamine antagonists

Dicyclomine, Propantheline and bella-
donna alkaloid

(i1) Tetracycline

Non Steroidal Anti Inflammatory
agents

Diuretics, ACE inhibitors, hyper-
tension, congestive heart failure.

(ii1) Vancomycin

(iv) Fluroquinolones

Theoplylline

Cimetidine, erythromycin,
refampin

(v) Sulphonamides

Tricyclic anti-dipressants

Anti-arrhythmic agents, ortho-
static hypotension

Lipophitic benzodiazpines

Calcium channel blockers, Mac-
rolides, grape fruit juice.
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ABSTRACT

Objective: to evaluate the efficacy of a method where the antiseptic was merely painted on to the operation site

without scrubbing it.

Patients and Methods: 68 patients undergoing elective and emergency operations in a single surgical unit have been
included in this study. Patients were randomized into two groups:

Group A: wherein skin preparation is done by traditional methods, i.e.; scrubbing the site for a full ten minutes with a
solution containing 0.75% chlorhexidine and 1.5% cetrimide followed by wiping the area dry and the application of

1% iodine in 70% spirit.

Group B: in which the site was prepared by painting the same antiseptics, which were allowed to remain for about two
to three minutes before being wiped off. This was followed by the application of 1% iodine in 70% spirit.

Results: The mean age and sex distribution of patients was not significantly different between the two groups and

when compared to the total.

Out of 68, forty-six patients had a clean procedure, 11 underwent clean contaminated procedures and in 11, the
procedures were for frankly contaminated conditions. The proportion of the type of procedures was not significantly
different between the two groups. There were a total of 7 patients who showed evidence of post- operative wound
infection (8%). Of these, 4 belonged to group A (8.82%) and 3 to group B (7.42%). The overall infection rate in the
two groups when compared was not significantly different. Therefore, the proportion of different procedures getting

infected in the two groups was not significantly different.

Conclusion: Simple painting of the operation site is an effective as the old traditional ritual of scrubbing for ten

minutes.

Key words: scrubbing, wound, antiseptics, infection.

Introduction

Mechanical skin preparation is a daily nursing procedure
in general surgery.) Bathing or showering cleans the skin
by mechanical removal of bacteria shed on corneocytes.
Bacterial counts are at least as high or higher after bath-
ing or showering with a regular soap than before. Fre-
quent bathing has aesthetic and stress-relieving benefits
but serves little microbiologic purpose. Mild, non-antimi-
crobial soap should suffice for routine bathing. Bathing

with an antimicrobial product reduces rates of cutaneous
infection and could be beneficial when skin infections are
likely or before certain surgical procedures.®

The trend toward more frequent washing with detergents,
soaps, and antimicrobial ingredients needs careful reas-
sessment in light of the damage done to skin and resultant
increased risk for harboring and transmitting infectious
agents. More washing and scrubbing are unlikely to be
better and may in fact be worse. The goal should be to
identify skin hygiene practices that provide adequate
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protection from transmission of infecting agents while
minimizing the risk for changing the ecology and health
of the skin and increasing resistance in the skin flora.®)

The traditional method of pre-operative skin prepara-
tion generally consists of scrubbing the part vigorously
for seven to ten minutes with a solution containing an
antiseptic detergent, the excess detergent being removed
by a dry swab. This is followed by the application of an
alcohol-based antiseptic. It is quite possible to achieve
satisfactory reductions in the number of skin organisms
by merely painting an antiseptic on to the operation site
and allowing it to act for a short time.

In this prospective randomized study, we evaluate the
efficacy of a method where the antiseptic was merely
painted on to the operation site without scrubbing it.

Patients and Methods

The sample of this prospective study was carried out in
Queen Alia hospital. All patients undergoing elective and
emergency operations in a single surgical unit have been
included in this study.

Anorectal operations, abscesses and day care procedures
were excluded from the study. All the patients for elec-
tive surgery were admitted a day prior to surgery. Hair
removal was done on the night before surgery by shaving.
Patients had a bath with no medicated soap and water

on the morning of the operation and were issued freshly
laundered clothes.

They were then randomized into two groups:

Group A: wherein skin preparation done by traditional
method, i.e.; scrubbing the site for full ten minutes with

a solution containing 0.75% chlorhexidine and 1.5%
cetrimide followed by wiping the area dry and application
of 1% iodine in 70% spirit.

Group B: in which the site was prepared by painting the
same antiseptics, which were allowed to remain for about
two to three minutes before being wiped off. This was
followed by the application of 1% iodine in 70% spirit.

The antibiotic policy in both groups was identical i.e. no
antibiotics in clean cases, three dose peri-operative anti-
biotics for clean contaminated cases and antibiotics for
three to five days in frankly contaminated and dirty cases.
All patients who underwent a clean procedure and did
not need intravenous fluids and those not having a drain
were discharged the next day to be followed up in the
out-patient department to check dressings. Those patients
needing hospitalization had to check dressing done on
the third day. All wounds were checked for any evidence

of infection and discharge, which was cultured. Wound
infection was defined as wound showing redness or swell-
ing of surrounding area or had a discharge irrespective

of whether any organisms were grown in the discharge.
Specific antibiotic therapy was instituted in patients who
showed evidence of infection.

Results

A total of 68 patients were included in the study (52
males and 16 females). Patients were equally randomized
to group A (scrub group) and group B (paint group) and
each group consisted of 34 patients.

The mean age and sex distribution of patients was not
significantly different between the two groups and when
compared to the total.

Out of 68, forty-six patients had a clean procedure, 11
underwent clean contaminated procedures and in 11, the
procedures were for frankly contaminated conditions. The
proportion of the type of procedures was not significantly
different between the two groups.

There were a total of 7 patients who showed evidence of
post- operative wound infection (8%). Of these, 4 be-
longed to group A (8.82%) and 3 to group B (7.42%). The
overall infection rate in the two groups when compared
was not significantly different. Of 4 patients in group A
were infected, one had clean procedures, 2 clean con-
taminated, and one frankly contaminated procedure. Of

3 incidences of infections in group B, one followed clean
procedures, one followed a clean contaminated procedure
and one followed frankly contaminated procedures.

Therefore, the proportion of different procedures getting
infected in the two groups was not significantly different.

Discussion

The current concepts of preparation of the patient’s skin
and surgeons’ hands are based on the pioneering work
done by Lister and others in the middle of the last cen-
tury. However, in 1961, Lowbury® stated “Although skin
disinfection has been the subject of interest and research
over hundred years, there is no generally accepted pro-
cedure for use either at the operation site or in the hands
of surgeons and nurses. Moreover, many discrepancies
in the evaluation of individual antiseptics have been due
to the differences and deficiencies in the techniques of
testing.”

Extensive studies of showering and bathing conducted
since the 1960s demonstrated that these activities increase
dispersal of skin bacteria into the air and ambient envi-
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ronment®7), probably through breaking up and spreading
of microcolonies on the skin surface and resultant con-
tamination of surrounding squamous cells. These studies
prompted a change in practice among surgical person-
nel, who are now generally discouraged from showering
immediately before entering the operating room. Other
investigators have shown that the skin microflora varies
between persons but is remarkably consistent for each
person over time. Even without bathing for many days,

the flora remains qualitatively and quantitatively stable.®
10)

In 11 studies reviewed by Keswick et al.'V, use of antimi-
crobial soaps was associated with substantial reductions
in rates of superficial cutaneous infections. Another 15
experimental studies demonstrated a reduction in bacteria
on the skin with use of antimicrobial soaps, but none as-
sessed rates of infection as an outcome.

It has been shown that the mere application of an anti-
septic on the operation site will cause a 99% reduction in
the colony counts of organisms on the skin and that this
reduction persists for two hours or more!?. Dineen!®

has shown that a five minute scrub is as effective as a ten
minute one in effectively reducing the number of micro-
organisms on the hands. However, in a survey of 113 hos-
pitals in the United Kingdom it is seen that the time for
antiseptic application varied from between less than one
minute to more than ten minutes?. It is difficult to opine
as to the optimal contact time needed to get a relatively
germ free operation site.

For surgical or other high-risk patients, showering with
antiseptic agents has been tested for its effect on postop-
erative wound infection rates. Such agents, unlike plain
soaps, reduce microbial counts on the skin>17, In some
studies, antiseptic preoperative showers or baths have
been associated with reduced postoperative infection
rates, but in others, no differences were observed(%-29,
Whole-body washing with chlorhexidine-containing
detergent has been shown to reduce infections among
neonates?, but concerns about absorption and safety
preclude this as a routine practice. Several studies have
demonstrated substantial reductions in rates of acquisition
of methicillin-resistant Staphylococcus aureus in surgical
patients bathed with a triclosan-containing product®*?¥,
Hence, preoperative showering or bathing with an anti-
septic may be justifiable in selected patient populations.
It is generally believed that control of all variables in a
clinical setting is difficult in attempts to assess relative
efficacy of methods of skin degerming. However, in our
trial, the two groups were uniform with regards to the
age, sex and the type of procedures performed.

The overall infection rate and the proportion of different
procedures showing post-operative infections were simi-
lar in the two groups. As a matter of fact, the organisms

grown in the discharge in patients undergoing clean con-
taminated and frankly contaminated procedures showed
Gram negative organisms which had earlier been isolated
in bile or the peritoneal fluid and the wound infection

in these patients was probably as a result of contamina-
tion during surgery. The cause of post-operative wound
infection in clean procedures (2 in this study) was due

to infection in subcutaneous haematomas. We have been
unable to prove that the old traditional method of scrub-
bing vigorously for long periods has any advantage over a
more simplified method of simply applying antiseptic on
the operation site.

Conclusion

Simple painting of the operation site is an effective as the
old traditional ritual of scrubbing for ten minutes.

The old method of prolonged scrubbing the operation site
can safely be omitted to a more simplified version.
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Introduction

The costs of medical care continue to spiral in developed
countries. The situation is unlikely to get better in the
future, with further technological developments such as
gene therapies, new drug classes, immunodiagnostic and
therapeutic devices in the midst of an ageing population
that will consume an ever-greater proportion of health
care resources. Yet, according to integrative doctors such
as Professor Avni Sali, there appears to be justifiable
concern about whether these burgeoning health care costs
are actually delivering better health outcomes for our
community. In addition, evidence is mounting that a more
holistic approach to primary care, integrating comple-
mentary medicine with conventional practice, has great
potential to reduce both these problems.

Complementary medicine may be defined as ‘diagnosis,
treatment and/or prevention that complements main-
stream medicine by contributing to a common whole, by
satisfying a demand not met by orthodoxy and by diver-
sifying the conceptual frameworks of medicine.’!" The
term ‘alternative medicine’ tends to indicate that it is not
integrated with mainstream medicine and that the patient
must choose one or the other. The term ‘complementary
medicine’ is preferable, as it promotes a cooperative rela-
tionship leading to improved health care for an individual
patient.

There is a great deal that can be learnt from complemen-
tary medicine. A survey in the UK found that patients
chose complementary medicine for four main reasons:

- Dissatisfaction with conventional medicine
- Lack of holism in conventional medicine

- A greater sense of self-control

- Support in chronic illness.

While GPs are trained and encouraged to provide this ap-
proach to all their patients, the statistics that are detailed
later in this article, would indicate that many GPs can
improve in these areas by undertaking further education

and training and by accessing appropriate resources to
improve their understanding of complementary medicine
and potential dangerous interactions.

The Trends

The trend towards integrating evidence-based comple-
mentary medicines into conventional medicine is growing
in the western world.

In 2001, a survey by the Royal Australian College of
General Practitioners (RACGP) showed that, 43% of ur-
ban and rural patients reported attending complementary
medicine practitioners.*! While some forms of comple-
mentary medicine have been around for centuries, there
have been substantial changes in its scientific base and or-
ganisational structure. Such changes have led to increas-
ing integration with conventional medicine. A potential
result of this change is that similar clinical, scientific
and regulatory standards could be applied to all forms of
primary health care.

It is now recognised that public spending on comple-
mentary medicines within developed nations far exceeds
the patient contribution for all pharmaceutical medica-
tions.”) These trends are consistent in the United States,
which suggests that use of complementary medicines is
increasing. Between 1990 and 1997 expenditure on these
therapies in the US increased by 45.2%, with the total of
over US$21 billion exceeding out-of-pocket expenditures
for all US hospitalisations. Furthermore, visits to practi-
tioners of complementary medicine exceeded the total of
visits to all US primary care physicians.[®

Similarly, use of complementary medicines by Australian
General Practitioners (GPs) is increasing. Surveys have
estimated that between 30-40% of GPs practice a com-
plementary medicine and over 75% formally refer their
patients for such medicines.!”# It is also estimated that
over 80% of Australian GPs think it appropriate to prac-
tice therapies such as hypnosis, meditation and acupunc-
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ture and that most GPs desire further training in various
complementary medicines.!® This interest is supported by
the forming of links between the Australasian Integrative
Medicine Association, the Royal Australian College of
General Practitioners and the Australian Medical Associa-
tion’s Advisory Committee on Complementary Medicine,
as well as the introduction of complementary medicine

in undergraduate medical courses and the development
of new postgraduate courses to train doctors in various
modalities.

The increased interest in complementary therapies by
both doctors and patients is paralleled by increasing sup-
port by the government. In Australia, the government has
provided these therapies with formal recognition by es-
tablishing an Office of Complementary Medicine as part
of the Therapeutic Goods Administration, and the Victo-
rian Government is the first outside of China to regulate
the practice of traditional Chinese medicine.

The Australian Institute of Health and Welfare statistics
show that Australians spend around $1 billion annually
on complementary medicines which include vitamin sup-
plements, homeopathic medicines and traditional Asian
and indigenous medicines.

In November 2006, the Australian Commonwealth
Government announced a $5 million funding program
through the National Health and Medical Research Coun-
cil (NHMRC) to investigate the use and effectiveness of
complementary medicines.!'!)

This new funding is in addition to the Commonwealth
Government’s recent $529 million investment in NH-
MRC grants for health and medical research.

The Cost of Complementary Medicine

In the USA, individuals spend more than US$35 bil-
lion on complementary medicines. This includes herbal,
vitamin and dietary products, relaxation therapy, mas-
sage, spiritual healing, self-help groups, folk remedies,
homeopathy, hypnosis, biofeedback, acupuncture, books
and classes.

About 58% of Americans using complementary medicine
treatments paid for these services themselves, since they
were not covered by health insurance or health mainte-
nance organisations.!'?

Nearly 60% of people using complementary medicines
were seeking to prevent illness or maintain health; only
42% were using complementary medicines to treat an ill-
ness. Chronic conditions such as back and neck problems,
anxiety, arthritis and headaches were the most common
reasons given for using these medicines. As in Australia,

those who use complementary medicine in the USA were
mainly female with a university education, aged 35-49
and of higher socioeconomic status.

The total expenditure on complementary medicines and
therapies in Australia is now in excess of $2.3 billion per
annum.

The impact to professional practice

Despite moves to support complementary medicines, it
often seems that there are two healthcare systems- con-
ventional and complementary that operates in parallel
without much interaction. It is estimated that out of the
patients who go to complementary practitioners, over
70% do not inform their doctor they are doing so.””) This
lack of communication about complementary medicines
is potentially hazardous as it raises the possibility of treat-
ment interactions and indicates a potential deficiency in
the doctor-patient relationship. This is even more signifi-
cant when it is considered that 83% of people seeking
complementary treatment for “serious medical condi-
tions” were found to be receiving treatment from a medi-
cal doctor for the same condition."!

The term “integrative medicine” can be seen to describe
medical practice that aims for a balance between its com-
plementary aspects. Thus, integrative medicine balances
art and science, supportive and curative therapies and
aims for a true partnership model whereby the practitioner
avoids a paternalistic attitude and fully involves the pa-
tient in decision making and the implementation of their
therapy. As well as describing medical practice that is
balanced, the practice of integrative medicine can also be
seen to involve principles for choosing between different
interventions. Thus, “complementary medicines” may be
integrated into medical practice by considering principles
that include the Hippocratic ethic of “first do no harm”,
respect for patient autonomy and informed consent as
well as the treatments practicality, cost effectiveness,
evidence of efficacy and applicability. When medicine is
practiced by applying a consideration of these principles
in the full context of a person’s life, it may be said to be
“holistic”.

With integrative medicine becoming widely supported,
the achievement of a truly integrated practice requires
collaboration across all medical disciplines as well as
support from government and professional organisations.
This is slowly happening and recently organisations such
as the Australian Medical Council have stated that a “ho-
listic, integrative approach is a prerequisite for best ortho-
dox practice”!'” and the RACGP has advocated a “whole-
person, integrated approach”. Certainly, the practice of
integrative medicine is fully compatible with current best
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practice and it is likely that in the future this type of prac-
tice will be simply considered “good medicine”.

It is therefore obvious that health professionals can no
longer ignore the rising interest in complementary medi-
cine by their patients.

The dilemmas for the health professional

The growth of complementary medicine poses a range

of dilemmas for the medical profession. Often, GPs are
forced into short consultations, where they write prescrip-
tions, order investigations and refer to specialists. There
is an enormous opportunity for doctors to expand their
services by offering scientifically validated complementa-
ry medicine modalities in their treatment armamentarium.

It is essential that all doctors, in particular GPs, have
insight into what, potentially half of their patients are do-
ing. Doctors who are familiar with complementary medi-
cine modalities are more likely to discuss complementary
medicine options with their patients in a non-judgemental
way.

Doctors will be better able to serve their patients by
integrating the science of conventional medicine with
the science of complementary medicine. It is becoming
increasingly more necessary for doctors to be educated
in integrative medicine; otherwise their patients will go
elsewhere. In fact, in both the USA and Australia, it is
reported that more members of the public visit a comple-
mentary medicine health professional than a doctor.

There are, however, clear pointers about the way in which
the profession may start to come to terms with the area.

It is important to recognise that complementary medi-
cines and some therapies are well established and increas-
ingly being used by the public. It is expected that such
use will continue to increase.

Evaluation of a range of complementary medicines and
therapies is currently being carried out by researchers
using scientific methodology. In the near future, evidence
based use of such medicines and therapies will be sup-
ported by high quality research. At the same time, train-
ing in certain complementary therapies will be increas-
ingly undertaken by universities and integrated into
medical education.

This was emphasised by the Australian Medical Associa-
tion (AMA), past Federal President, Dr Kerryn Phelps at
the AMA National Conference 2001.

“..as evidence emerges that some complementary medi-

cines are effective, then it becomes ethically impossible
for the medical profession to ignore them.

The basis of judgement must be on the basis of evidence
concerning safety, quality and efficacy. If such products
are being widely used then it becomes dangerous to ig-
nore the potential beneficial or adverse effects when used
in conjunction with mainstream (conventional) medicines
or in conjunction with other herbs. On the other hand,

if the evidence does not support the use of particular
complementary medicines to therapies, it is crucial that
consumers and practitioners - both mainstream and com-
plementary - are informed.”!'*!

Practitioners must be aware of both situations in which
complementary medicines provide potential benefits to
patients as well as those where there may potentially

be adverse reactions or interactions with prescription
drugs. Complementary medicines must be judged on an
evidence basis and medical practitioners can no longer
make judgments based on prejudice either for or against
complementary medicine.

The role of Education

Throughout Europe, complementary medicine has been
very popular in the community and also the medical
profession. Several of these medicines, especially herbal
medicine and homeopathy, are a significant part of medi-
cal practice in Europe and have been established for
many years.

There has been a gradual introduction of complemen-
tary medicine teachings in various medical schools in
Australia, Europe and the United States. The British
Medical Association has encouraged the incorporation of
complementary therapies into the medical undergraduate
curriculum and postgraduate training.[14] Furthermore,
the British Medical Association is in favour of doctors
working with accredited complementary medicine prac-
titioners. The European Parliament is working towards
guaranteeing the status of various forms of complemen-
tary medicine in the 15 European Union member coun-
tries. The Health Ministries of Singapore and Malaysia
have established national policy to integrate traditional
chinese medicine within mainstream medical practice for
a complete approach to community health care.

The need for research funding
It is crucial that governments around the world fund re-
search into complementary medicine. We need to find out

exactly how much the practice of integrative medicine
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can save the community. We also need to find out what
percentage of patients visit GPs to prevent disease and
what percentage of the public consults complementary
medicine practitioners compared with consultations with
GPs.

The peak body organisations seek, with interest, the
increasing level of scientific research being undertaken in
the areas of complementary medicine. Scientific evidence
provided by such studies has the potential to lead to fur-
ther integration of primary health care to the point where
patients do not have to make a choice. Patients can then
openly discuss any and all potential modes of diagnosis,
treatment and prevention with their GP and complemen-
tary medicine practitioner.

Support for the health professional

As indicated in this article, the implementation of integra-

tive medicine in professional practice presents a number
of issues for the health professional with respect to the
best advice and treatment to provide patients. Below, are
some valuable resources and associations specialising in
integrative medicine for all health professionals, educa-
tors and students.

Integrative Medicine Gateway ( www.imgateway.net )

IMgateway is currently accessed by over 6,000 General
Practitioners, Allied Health Professionals and students,
including the following leading organisations:- Australa-
sian Integrative Medicine Association (AIMA), Accred-
ited medical education providers, the Western Australian
General Practice Education and Training organisation
(WAGPET), the Victorian Metropolitan Alliance (VMA),
Victoria Felix (VicFelix), Epworth Hospital and The
Prince Charles Hospital Health Service District.

IMgateway provides members with access to a wide
range of flexible and easy-to-use services including-

* Over 3,000 detailed scientific monographs that
uniquely present both conventional and complementary
treatment strategies

» Evidence based information collected from over 3,000
industry-standard sources, including over 700 medical
and complementary journals

* Regularly updated monographs, which include 350
conditions, 300 herbs, 250 supplements

* Drug-nutrient depletions, herb-drug and supplement-
drug interactions

* Peer-reviewed information by 90 medical and

complementary medicine practitioners
¢ 3,000 Patient information sheets

* In addition, IMgateway is supported by leaders in the
field of complementary medicine including-Prof Marc
Cohen, Department of Complementary Medicine,
RMIT University, Lesley Braun, Leading consultant/
Lecturer & Naturopath/Pharmacist and Prof Avni Sali,
Director, National Institute of Integrative Medicine.

The Australasian Integrative Medicine Association
(AIMA) Inc. ( www.aima.net.au )

The Australasian Integrative Medicine Association
(AIMA) Inc. is a national, voluntary non-profit
organisation. Our members consist of medical
practitioners who provide holistic health care for

their patients - integrating Western medicine with
complementary medicine. Associate members include
allied health professionals including physiotherapists,
nurses, dieticians, pharmacists and other health
professionals. AIMA is officially affiliated with the
Victorian AMA (Australian Medical Association)

and the Graduate School of Integrative Medicine at
Swinburne University and is recognised as a special
interest group by the RACGP (Royal Australian College
of General Practitioners). AIMA is widely recognised
as a responsible authority in holistic, complementary
and integrative medicine and as an organisation that has
been in existence for over ten years, AIMA has made
steady progress in establishing credibility in the field of
Integrative Medicine.

AIMA seeks to provide :

* A support network and forum for practitioners
interested in integrative medicine.

* Provision of a website including a public referral
service.

» A regular international conference.
* Publication of a regular Journal (JAIMA)

» Representation for members to medical institutions
(AMA, RACGP, HIC, etc.)

» Promotion of high standards of professional ethics,
competence and conduct.

* Networking with medical and government
organisations to promote the practice of integrative
medicine.

* Facilitation of education through seminars, CME
meetings, workshops etc.

* Support for research in integrative medicine.
e Member’s benefits such as discounts on annual
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conference, products, insurance, finance etc

The National Institute of Integrative Medicine (NIIM)
( www.niim.com.au )

The National Institute of Integrative Medicine (NIIM)
aims to bring together teaching, research and the practice
of Integrative Medicine and its allied activities with

the objectives of facilitating improved understanding

of the utilisation, safety and limitations, evaluation and
development of complementary and alternative medicine
(CAM) to mainstream medicine. The Institute is the
outcome of many years of expertise gathered from the
management of the Graduate School of Integrative
Medicine (GSIM) originally located at Swinburne
University. This Institute has achieved significant support
from researchers and practitioners in a collaborative
effort to promote research and education in Victoria and
Australia generally on numerous facets associated with
Integrative Medicine. NIIM seeks to expand the original
mission of GSIM and achieve the following aims:

* To establish quality assurance teaching programs for
medical professionals and other allied health personnel

* To contribute to and support the development of
an education and a research culture in CAM which
observes the highest ethical standards,

* To facilitate collaborative research into Integrative
Medicine, drawing on expertise in CAM and in
research methodology,

* To source funding for CAM research and disseminate
research findings and to assure students and
prospective research industry partners of the highest
possible standards, in particular in herbal and other
natural medicines,

* To disseminate information about Integrative medicine
to those involved with healthcare delivery in all
disciplines, researchers, regulatory authorities and the
public,

* To establish a wellness clinic that will provide
integrative medical care for the best possible health.

* To continue building on our existing education and
research activities - to further enhance our innovative
reputation.

The NIIM belongs to a network of partners from around
the world including Asia, Europe, the Middle East and
the United States of America . This network provides
the backbone structure of NIIM teaching and research
capabilities.
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Letter to Editor,

It is well known that the world population is aging rap-
idly. In this sense, Turkey can be categorized as an aging
society, considering the demographic allocation of those
over 65 years of age. Even more, when statistical figures
are analyzed, Turkey is predicted to be an elder society in
the near future”. With the elderly population increasing
rapidly, demand for service for the elderly rises propor-
tionally. As a result, there is a significant necessity for
services benefiting the elderly, to increase on a similar
scale.

Currently in Turkey, facilities for the necessities of the
geriatric population are being rapidly developed and
Izmir Narlidere Geriatric Care Center and Residential
Home is the largest of those organizations serving the
elderly since 2001. The above-mentioned nursing home
has a capacity of 1100 elderly, and has currently 850
geriatric residents; 670 of those capable of self-care, and
180 incapable of self care. The elderly residents are able
to benefit from health and social services with a small
amount of individual payment, due to the fact that their

health expenditures are paid by the public and private
health insurances.

Health services are handled effectively by full-time
primary care physicians. Additionally, sufficient number
of nurses, health aides, physiotherapists, social workers,
clinical psychologists, radiology technicians and assist-
ant personnel are also present to ensure the well-being of
the residents. Main blocks accommodate those capable of
self-care while those incapable of self-care are made com-
fortable in the geriatric care center. The majority of those
incapable of self-care suffer from dementia and similar
chronic diseases and are bed ridden. They are cared for in
rooms accommodating mostly two people. Close care is
initiated

by nurses attending in-service education programs on a
regular basis. This facility also provides numerous job
opportunities for health aides who are required to follow
similar continuous in-service education programs.

Izmir Narlidere Geriatric Care Center and Residential

Home is affiliated with the closest university hospital in

the region. The facility is able to initiate radiological pro-
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cedures and the university hospital assists in procedures
involving laboratory work and complicated procedures
and conditions.

[zmir Narlidere Geriatric Care Center and Residential
Home is widely preferred by European nursing instruc-
tors and students who study in Turkish universities with
regard to European Exchange programs such as Erasmus,
Leonardo da Vinci. Furthermore, the facility is also an
integral part of medical students’ internship and practice.
It is undeniable that the nursing home is an important
ground of practice of geriatrics for family medicine phy-
sicians. It is quite possible that the nursing home can be a
special training area for family medicine residents in the
near future.

[zmir Narlidere Geriatric Care Center and Residential
Home is located in a decent part of the city, by the coast,
close to pine forests; and facilities are convenient and
safe for elderly residents, including hobby areas, swim-

ming pool and physiotherapy units. The rooms for hous-
ing are either for one or two persons. Also, apart from
interior sections, an amphitheater, a large sera and a small
private forest are also operational for the benefit of the
facility®.

Though organized as a modern and capable facility, [zmir
Narlidere Geriatric Care Center and Residential Home
still is in need of additional units. Some of these necessi-
ties are setting up a laboratory, organizing support from
professional geriatrists, inclusion of more physiothera-
pists, social workers and psychologists and the presence
of occupational therapists replacing medical instructors.

Consequently, though there is still room for facilitative
improvement. Izmir Narlidere Geriatric Care Center and
Residential Home resembles an emerging role model in a
developing and aging country and successfully serves the
Turkish elderly.
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