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They’ve had a Good I nnings!
David G. Green

Weall fear the prospect of becomingill and dependent in old ageand it isreassuring to feel that we can
count on the National Health Service. But as more and more doctors speak out about gaps in NHS
cover, can we be sure it will be there when we need it? Not only are there good reasons for worrying
about the ability of the NHSto cope, there is now strong evidence of deliberate discrimination against
theelderly. At the very timewe need care most, it may be withheld because adoctor takesthe view that
we have ‘had agood innings'.

Worse dtill, the NHS fails to provide health care for some elderly people even when the
improvement in health statuswoul d bethe sameor greater than for younger people. Some coronary care
units have upper age limits, even though thereisno evidencethat ol der people who have suffered acute
heart attacks benefit less than younger people from specialist cardiological care. These examples of
discrimination occur, argues Professor Grimley Evansof Oxford’ sRadcliffeInfirmary, becauseof ‘ poor
science and woolly ethics' .

A study of theNHSin Northern Ireland found that somedoctors' judgements about which patients
should be given priority for heart surgery were influenced by age, aswell as other characteristics such
as smoking and ‘body mass . In plain English, people who were fat, old or smoked were given lower
priority.?

A Scottish study found that older patients who had been admitted to hospital because of a heart
attack benefited from less extensive investigation (angiography) and fewer treatments, including
coronary artery bypass grafts (CABGs or ‘cabbages in medical slang) than younger patients.
Angiography involvestaking x-rays of arteries after the injection of adye. It was provided for 38% of
the under 50s; 27% of the 50-59 year olds; 14% of the 60-69 year olds; but only 3% of those aged 70
plus.

Therewasasimilar failureto carry out coronary artery bypass grafts. They were provided for 10%
of the under 50s; 11% of the 50-59 years olds; but only 6% of the 60-69 year olds; and a mere 1% of
those aged 70 or more.® Yet, studies of patients in their 80s have found that, if operated on when the
disease is till under control, they can tolerate surgery and enjoy a quality and quantity of life similar

to that of othersin their age group.*
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Many elderly people are conscious that advancing age has led the NHS to treat them differently.
In April 1999 a Gallup survey commissioned by Age Concern asked arandom sample of adults aged
over 50: ‘Do you feel the NHS has ever dealt with you differently since you have been 50 or older?
10 per cent of all respondents said ‘yes'; 8 per cent of those aged 50-64 said ‘yes'; and 13 per cent of
those aged 65 and over answered ‘yes'.

If anything, they underestimated the extent of the di scrimination. Breast cancer screeningisoffered
every three years to women aged 50-64. Despite the fact that the risk increases with age, women over
65 must request amammogram and when they do so thereis evidence that obstacl es are sometimes put
in their way. Severa studies have found that screening 65-69 year olds produces the same 20-30%
reduction in mortality asin 50-64 year olds.> A study of women in the Netherlands found that regular
mammographic screening of women over age 65 (and at least up to age 75) could reduce breast cancer
deaths by about 45%.°

Moreover, amajor USstudy, the Breast Cancer Detection Demonstration Project, found that 5-year
survival for women aged 60 or more was not very different from that for younger age groups. Death
from breast cancer after 5 years occurred in 7.4% of those aged under 50; in 8.5% of those aged 50-59;
and in 9.7% of women aged 60 or more.’

A study based on 3.7 million people in Y orkshire found that people over 75 suspected of having
cancer were less extensively investigated and when diagnosed, received less treatment than younger
patients. These reductions were not explained by the frailty of patients nor by the presence of other
complicating illnesses.

Among the women suspected of having breast cancer, 97% of those under 65 had the diagnosis
confirmed by histology (the optimal laboratory test). Among those aged 75 plus it was 63%. Not only
were elderly people subject to less thorough diagnosis, the optimal treatment was often not provided.
One per cent of those aged under 65 did not receive the optimal treatment for their clinical condition
(inthe words of the study, ‘ no definitive treatment’ was provided). However, 4% of those aged 65-74
failed to receive the optimal treatment; and 11% of those aged 75 plus. Lung cancer sufferers had a
similar experience. Of those aged under 65, 80% had their diagnosi s confirmed by histology; compared
with 70% for the 65-74 year olds; and 44% for those aged 75 plus. And ‘ no definitive treatment’ was
provided for 32% of the under 65s, 48% of the 65-74 year olds and 76% of those aged 75 plus.®

The simplest explanation is that some doctors take the view that the elderly have had a ‘good
innings’ and prefer to spend their limited budgets on younger people. This view is reinforced by the
tendency to treat individuals asif the average characteristics of their group —the old — applied to every

individual. It is accepted by medical ethicists that some treatments can do more harm than good and it
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Istrue that the pain and suffering entailed by some medical interventions may outweigh any potential
gain. Moreover, at some point death isinevitableand it may befutileto delay it by afew days or weeks.
In addition, elderly patients are more likely to have additional complicating illnesses— perhaps both a
heart condition and renal failure — and in such circumstances it may be that interventions like renal
dialysis and cancer or cardiac surgery will be less effective. But no such conclusion can be drawnin
every case. Medical codes of ethics expect decisions to be based on an individual assessment of each
patient and the physical condition of people of the same chronological agevariessubstantially. Medical
decisionsshould, therefore, be based on theindividual’ s unique biological age, not mere chronol ogical
age.

Rigid categorisationisnot the only problem, however. The underlying cause of age discrimination
Is that decades of rationing health care have undermined the professional ideal of the doctor as the
patient’s champion. If there are too few doctors to go round, even the most dedicated will find
themselves routinely concocting excuses for not providing clinically necessary treatments.

Two figuresreveal thehugedisparity betweenthe UK and similar European nations. OECD figures
for 1996 show that the UK had 1.7 practising physicians per 1,000 population. Germany had 3.4 per
1,000, France 2.9 and Poland 2.4. The only countries with alower proportion among the 20 leading
nations who supplied information to the OECD were Korea (1.2), Mexico (1.2) and Turkey (1.1).°
However well motivated individual doctors might be, if they are in short supply, the inevitable result
isthedilution of care.

Total spending on health careisalso low by international standards. In 1997 total expenditure on
health care in the UK was 6.9 per cent of GDP. The German figure was 10.7 per cent and the French,
9.6 per cent. Of the 29 advanced countries studied by the OECD, only Hungary, Ireland, K orea, Mexico,
Poland and Turkey spent less. To match German levelswould require an increase of nearly £30 billion
per year over and above the £44 billion spent in 1997.

Aswe get older we tend to need more medical attention and the chief defence of the NHS is that
it will provide care for everyone in their time of need. The unfortunate redlity isthat islesslikely to

be there just when we need it most.
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