Identifying drug-related
illness in the elderly

by Robert E Vestal

Since geriatric Eatients take more drugs than younger ones, it's

not surprising t

ey suffer more adverse effects. But how do you

differentiate an adverse effect from another disorder that may

mimic it?

l dentifying adverse drug reactions
in the elderly can pose a special
challenge.

Multiple illness is the rule, rather
than the exception, among geriatric
patients, and with multiple illness
come multiple medications and the
possibility of confusing dosages and
drug Interactions.

Many geriatric patients see more
than one doctor and may be taking
bwo or more drugs of the same type
or with similar side effects.

Antidepressants, antipsychotic
agents, anthhistimines, and non-
prescription  “cold” remedies and
sedative preparations, for example,
all have anticholingergic properties.

The effects, which may be ad-
ditive, produce dry mouth, blurred vi-
sion, constipation, urinary retention,
and neuropsychiatric symptoms.

Taken injudiciously, over-the-
counter drugs by themselves may
create problems; elderly people,
more 5o than younger patients, are
apt to rely on them as cure-alls for
transient symptoms whose basis they
don't understand.

Finally, we doctors may fail to
diagnose drug-related illness in elder-
ly patients, since the symptoms often
mimic other discrders that we
associate with the aging process —
forgetfulness, weakness, confusion,
tremor, ancrexia, and anxiety. (Table
1) ;

Why are they vulnerable?

Though the potential for adverse
drug reactions varies among aged in-
dividuals, certain age-related somatic
and physiclogic changes that affect
drug distribution, hepatic
metabolism, and renal excreticn dic-
tate that we rule out tocicity in symp-
tomatic geriatric patients,

Drug distribution. Distribution, the
process by which drugs are delivered
to various sites in the body, depends
on the proportions of body fat, total
body water, and lean mass.

Again, there are varations; total
body water, both in absolute terms
and as a percentage of body weight,
is usually reduced in elderly people,
while body fat tends to increase.

The effect of these changes is to
reduce the proportion of lean body
mass per unit of total body weight.
Such changes may affect blood
levels of geriatric patients taking
drugs regularly, especially obese and
emaciated patients.

In the former, the capacity to store
lipid-soluble drugs, such as bar-
biturates, increases and may result in
a longer effect and greater risk of tox-
icity as drugs administered at the
usual dosing intervals accumulate,

In emaciated patients, with reduc-
ed total bady water, such water salu-
ble drugs as antipyrine and ethanol

can concentrate at toxic levels.

In addition, albumin levels are
reduced in elderly persons, For drugs
that are protein-bound, the reduced
albumin results in an increase in the
amount of free drug comcentrate in
the plasma and subsequent diffusion

into body tissues where sites of ac-

tion are located or into the liver and
kidneys for eliminaticn.

This is particularly true when renal
failure results in low protein binding
of a drug such as phenytoin. Even
though the total plasma level may be
in the low therapeutic range, a con-
siderable amount of free drug may
be available.

Increasing the dosage could result
in an adverse reaction. Table 2 lists
therapeutic levels of drugs. Levels
above this range can cause toxicity.

Hepatic metabolism, Liver mass
represents 2,5 percent of body
weight until middle age, when it
becomes relatively and progressively
smaller. Studies indicate that the
decrease in size is accompanied by
altered metabolic capacity for some
drugs, which, in turn, results in a pro-
longed halflife and the possibility of
drug accumulation and toxicity,

Renal excretion. Eenal function

decreases as much as 50 percent
from ages 20 to 90, with an average
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decline of about 35 percent. Thus,
drugs that are eliminated by the
kidneys, such as digoxin and the
aminoglycosides, may reach toxic
levels in the presence of reduced
renal function.

MNulrition and environmental fac-
tors. In addition to age.related
physiclogic changes, the geriatric pa-
tlent's nutritional status may affect
drug metabalism. With some drugs,
such as antipyrine and theophylline,
a low-protein‘high-carbohydrate diet
is associated with a longer half.life.
Because of socioeconomic cir
cumstances, many elderly people
have nutritionally poor diets.
Although overt protein malnuirition
is relafively uncommon, ook for
signs of vitamin deficlency as an in
dication that the geriairic patlent may
have problems in drug melabolism.

Take a drug history

Often, It is not physlologic or
metabolic changes that acoount for
toxic reactions in eldery patients, but
simply the fact that they're taking too
much of a drug or too many drugs.
Always review a geralnic palients
drug history when e comes in with
a complainl. Think aboul possible

aduerse reactions and question the
patient to delermine if his symploms
coincide with a drug reaction. While
a printed form may do for younger
patients, the elderly patient may
need some memaory jogging. so its
best to conduct the history on a face-
to-face basis. The patient may forget
the name of a drug — if, in fact, he
ever knew it — but he'll be able to tell
you about his “high-blood-pressure
pills” or "those pills | bought at the
chemist for my constipation.™

[t may be necessary to have a
relative confirm the report, Find out
what prescription drugs the patient is
taking, what the dosage is, and how
long he's been taking the drugs. If the
patient or his relative cannot
remember what drugs were prescrib-
ed by another physician, have your
assistant phone the doctor's office.

Find out when the patient takes his
medication. Is he following the
prescribed regimen, or does he take
his pills all at once? Ask about non-
prescription medications,

Mgain, the patient may not be able
to remember specific names, but
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DRUG ILLNESS IN THE ELDERLY

TABLE 1
DRUG ALERT
These drug groups most frequently cause
adverse effects in geriatric patients
Drug group Presanting symptems thal suggest sxicity

CARDIOVASCULAR AND RESFIRATORY DRUGS

Cardiae glycosides Faligue, weakness, anoresia, palpitations, visual
complaints, peychic disturbances such as bad
drearns, agilatan, fainling, peewdohallucinations

Diuralics Lrinary retention or ncontingnce, jont pain
su[qmm of qout. weakness, fabigue, dizziness.
fainting, skin rash

Antihyperiensive agents Headache, palpitations, nausea, dizziness or light-

headednass, nasal congestion, drowsiness, skin
rash, dry mouth, fever, jaundice, deprassion

J-adrenpcapior [yspnea due to heart failure or branchospasm,

Blackers hallucingtions. nighimaras, insamnia, fatigue,
depression, fainting, dizziness

Antiarrgythmic drsgs Diarrhea, nausea, vamiting, anarexa, skin rash,
joint pain, fever conlusian

Aniicaagulants Bruising, bleeding. rash, rarely GI disturbances
such as anorexia, nausea, somiting, or diarrhea

Bronchoditab s Nausea, vamiling, palpiations, tremar, anxiety

DRUGS ACTIMG OM THE CENTRAL NERVOUS SYSTEM

Analgesics Drowsiness, confusion, defusians, hallucinations,
naused. wamifing

Sedative-hypoetic and Rastlessnass 1o frank psychosis, diowsingss,

anxighytic agents confusion, ataxia, impairment ol memory,
raaction time. and auddory atlention

Tricyelic Canfusion, dryness of mouth, agoravation of

anlidapeasesnts Elan:um, urinary hesiancy and retention,

izziness, fainting
Anli-Farkinsonian drugs Confusion, néghtmares, increased forgetfulness,

urinary hasitancy and retemtion, constipation. Witk
IEvacopa, nausea, womiting, depression or elation,
impaired m&rltw perception, paranoad ar agitatad
behaviour, dizziness, fanting, dyskinesias

DRUGS ACTING DN THE ENDOCRINE SYSTEM

Thyroid and antithywoid Tremor, weight Ioss, heal iniolarance, palpitations,

drugs fever, skin rash

MOWSTERDIDAL ANTI-INFLAMMATORY AGEMTS

InSsmet hatin Maugea, vormiling, diarrhes, abdominal pain,
headache, dizzingss

Galicylates Comlusion, disarlentation, tinnitus, drowsiness,

maused, vomiing. flushing, sweating. dizziness,
dyspnea, palpitations, minal pam
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through careful questioning you can
learn whether he's in the habit of tak-
ing laxatives, unusual amounts of
vitamins, aspirin or aspirin-containing
drugs, or other overthe.counter
agents, such as sleeping pills, an-
tacids, or coald remedies that can in-
terfere with the absorption of some
drugs or exaggerate their effects.
Cold remedies containing an-
tihistimines, for example, have
sedative gualities that may enhance
the effects of tranquilizers, Be sure to
ask about drinking and smoking
habits; chronic alcohol consumption
and cigaretle smoking can stimulate
the metabolism of some drugs.

The physical examination
While the diagnosis of drug-related

illness depends on an accurate
history and appropriate laboratory
tests, the physical may give you
some important clues. Check for
postural hypertension. Examine the
skin for rashes indicative of drug
hypersensitivity.

In patients taking anticoagulants,
look for hematomas or hemoar-
throses, both of which signal an
overabundance of free drug.

Confirmatory tests

Have patients with abdominal pain
perform an occult-blood test to deter
mine possible bleeding from aspirin
or another nonsteroidal anti-
inflammatory drug.

Prothrombin time more than two
or two-and-one-half times control in-
dicates a need to lower the dose of
warfarin, A low serum potassium
confirms diuretic-induced
hypokalemia.

An ECG will tell you if digitalis use
has caused arrythmias. Look for an
increase in serum creatinine or a
decrease in the 14.-hr creatinine
clearance test as an indication of
nephrotoxicity from
aminoglycosides.

Finally, plasma levels of some of
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First oral
broad spectrum
anti-fungal agent

Janssen Pharmaceutica is proud to
announce the introduction of Nizaral,
the first oral, broadspectrum an-
tifungal agent which is systemically
absorbed,

Mizoral has a broad spectrum of
anti-fungal activity including useful
inviva activity against maost common
pathogenic fungi causing acute and
chronic infection as well as against
some bacteria and protozoa.

The convenient oral dose is well
absorbed from the gastrointestinal
tract and widely distributed
throughout the body. Unlike the
large number of antibiotics available
for the treatment of bacterial infec-
tions, there are few effective agents
for the management of serious fungal
{myecotic) infections. There is no aral
preparation with this spectrum of ac-
tivity and the other systemic an.
timycotics have unacceptable side-
effects and can be dangerously tosic.

Intensive clinical trials and more
than a year of widespread usage have
shown Mizoral to lack significant side-
effects or toxicity. Im a survey of
1 361 patients, the most frequently
reported side-effects were
nauseafvomiting (3%}, pruritus
(1,7%) or abdominal pain (1,3%).
All ather reported reactions ocoured
with a frequency of less than 1% and
|| many as single instances only.

|| However, many patients were receiv-
|| ing concomitant therapy and the
|| association of side-effects may have
been co-incidental and not directly
related to Mizoral,

Mizoral's maode of action intedferes
with the metabolism of the fungal
organism altering membrane
permeability. In Candida it inhibits
the outgrowth of wyeast cells into
mycelia which represent the invasive
forms of the erganism and are more
|| resistant to host defences,

For further information please con-
tact Jannssen Pharmaceuticals,
Private Bag X3014, Randburg

the drugs listed in Table 2 will also 2125 or telephone
help you confirm suspected drug tox. (011) 789-1223,
icity. 11
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