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Foreword

With the appearance of a textbook as comprehensive as this one, it is
clear that the field of geriatrics is coming of age. The broad scope of these
volumes shapes a substantial answer to the question, ‘“What is geriatrics
and why should we be interested in it?’’ As I see it, there are at least five
reasons.

First, the scientific or intellectual reason: gerontology is the study of
aging from the biologic, psychological, and social perspectives. There is
increasing interest in the fascinating insights into the biologic mechanisms
of aging, errors in protein synthesis, DNA repair mechanisms, alterations
of the neuroendocrine system, changes in the immune system, genetic
controls, and somatic mutations.

Second, the demographic reason: this is the century of old age. There
has been a 26-year gain in the average life expectancy. This gain compares
with that acquired from 3,000 years B.C. (the Bronze Age) to the year
1900, which was about 29 years. Therefore, in one century, there has been
a gain in the average life expectancy almost equal to 5,000 previous years
of human history.

In 1830, one of three newborn infants survived beyond 60 years of age.
Today 8 of 10 newborn babies are expected to live a full life. In 1870, only
44 of 100 women who did not die of scarlet fever, diphtheria, chicken pox,
or other diseases, and who survived to 15 years of age, enjoyed what we
take for granted as the natural course of human life today. In 1920, a 10-
year-old person had about a 40% chance of having two of his or her four
grandparents alive. At present, that probability is over 80%. From birth,
women today will outlive men by nearly 8 years. This is a mixed blessing,
because many of the problems of age are the special problems of women.

Third, the epidemiologic reason: the high incidence and prevalence of
disease and disabilities with age is striking. Certain diseases pose ‘silent
epidemics,’’ which rise with the aging population. One, senile dementia of
the Alzheimer’s type, probably is the fourth leading cause of death; yet, it
only has received significant attention recently. Another, osteoporosis, is
unknown to 80% of the public according to one survey, but it is one of the
main causes of disability. Along with senile dementia of the Alzheimer’s
type, osteoporosis is one of the true scourges of old age. These are only
two examples of the kinds of medical disorders that affect great numbers
of people of advanced age and that, nonetheless, have, until recently,
attracted little research attention. These are frontiers of scientific knowl-
edge that are now responding to inquiry and experimentation.
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Fourth, the health costs: In 1982, about 10% of the gross national
product, or $320 billion, was spent on health care; $83 billion was spent
for Medicare and Medicaid, largely but not exclusively for elderly per-
sons. Of all health costs, 30% are associated with persons over 65 years of
age; 40% of all Medicaid funds go to nursing homes. There are about
20,000 nursing homes in the United States, in which about 1.5 million
people reside; 1.4 million are over 65 years of age. On any given day,
there are more patients in nursing homes than there are in hospitals.
Attempts to contain costs often focus on the elderly population. Consider-
ations of health care policy are a critical part of effective, prudent, and
humane geriatric practice.

Fifth, attitude: negativism toward old age. In my medical school days,
I was offended by the use of the word ‘‘crock’ and other insensitive
epithets. These attitudes are deep, widespread, and compel us to rethink
our approach to the evident resistance to the development of geriatrics in
our institutions of health care. Changing these negative attitudes requires
more than exhortation. It requires developing a sense of competence in
handling the clinical problems of elderly persons, a working knowledge of
the social, economic, and institutional barriers to respectful treatment and
how to change them, and the intellectual background to meet ethical
issues with both analytic and humanistic skills.

Geriatrics clearly is a topic of great complexity and breadth. Some 40-
50% of the time of most internists, family practitioners, gynecologists,
neurologists, and others already is devoted to the diagnosis, treatment,
and care of older persons. The field of geriatrics demands more than
attention to one’s body. It requires a greater appreciation of the social and
psychological forces that operate within us. In medical education, we
emphasize the search for a single explanation in the diagnostic evaluation
of a patient. We refer to a medieval philosopher, William Occam, and his
“‘razor.”’ He is said to have propounded the principle of searching for a
single explanation to any complex group of symptoms. This has been a
cardinal principle of differential diagnosis. Yet, the multiplicity of ill-
nesses, their complexity, associated polypharmacy, the disguise of one
disease by another, and the effect of the age of the host in altering the
presentation and the course of diseases all must change our reasoning.
Multiple interacting disorders more likely explain the problems of elderly
persons. The same factors also may change the character of treatment
response.

The future of medicine is coupled with the ‘‘graying of America’’ and
““the triumph of survivorship.”” We will have 55 million people over 65
years of age in the range of the years 2020-2030. We see corporate medi-
cine expanding rapidly. Some 20% of all voluntary hospitals are now
owned or managed by private corporations. It is possible that physicians
will take a distant third place to business and government in the conduct
of health delivery. Thus, understanding the social, political, and eco-
nomic realities of health care systems is essential to a geriatrician.

In geriatrics, we stress the team, the egalitarian collaboration of a
nurse, social worker, and other professionals with physicians. We stress
the importance of assessing function and, even more importantly, main-
taining and improving function. We can no longer depend on brief, mech-
anistic, overly economical, and, therefore, superficial forms of assess-
ment. Older patients in contemporary hospitals deteriorate because they

Foreword
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often are neglected after their acute episode has been taken care of. There
frequently are no efforts toward continuing function, even ambulation.
There should be signals that herald discharge planning at the very moment
of admission. Hospitals and physicians should be prepared to respond on
an urgent basis with rehabilitative and other restorative efforts when a
high-risk older person is in a medical crisis.

Charcot, the great French physician, one century ago, said, ‘‘The im-
portance of a special study of the diseases of old age would not be con-
tested at the present time.”” However, it has taken time. An American
physician, Ignatz Nascher, introduced the term ‘‘geriatrics’’ just after the
turn of the century. In Great Britain in the late 1930s, a unique physician,
Marjorie Warren, took leadership in the development of geriatrics. In
1976, the National Institute of Aging inaugurated a Geriatric Medicine
Academic Award. It also sponsored the Institute of Medicine, of the
National Academy of Sciences, special task force under the leadership of
Paul B. Beeson to study ‘‘aging and medical education.”” This report
concurs with most leaders in geriatrics in not promoting a primary care
practice specialty to which patients would be referred at some arbitrary
age. However, most leaders in geriatrics do favor the creation of an
academic specialty to insure that there will be new ideas and innovations
in diagnosis and treatment, as well as critical leadership in research and
education. This specialty must represent a broad range of knowledge
rather than a focused one, which is characteristic of other kinds of spe-
cialties.

Not long ago, there were those who objected that geriatrics did not
possess a distinct body of knowledge. If ever a book demonstrates the
falseness of that statement, it is this two-volume work concerning the
fundamentals of geriatric care, biomedicine, and psychiatry. It highlights
the fact that geriatrics is distinct in the breadth of its concern rather than
being a more narrow definition of a specialty. The goal of this unique book
is to integrate biomedical and psychosocial information with the perspec-
tives of ethics and social policy. These volumes provide the basic infor-
mation that most medical textbooks do not have, for example, on such
topics as law and the role of the environment in health. All of these
perspectives and data bases are necessary to achieve excellence in clini-
cal practice and to foster the further evolution of this expanding field.

Robert N. Butler, M.D.



Preface

“Old age ain’t for sissies’'*

In the last decade, two developments have changed the practice of medi-
cine: the aging of the population and the dominance of medical technol-
ogy. Both medical education and medical practice have responded to
these events. Aging, chronic illness, and long-term care now are fre-
quently written about in medical journals. Advances in diagnostic and
therapeutic technologies have out-stripped our ability to evaluate or to
pay for the new services. The field of geriatric medicine is a response to
the first development and a reaction to the second.

The medical response to the demographic imperative of aging has been
to codify a field of medical specialization that is relevant and useful to the
increasing numbers of elderly persons. The reaction is to emphasize a
broadly comprehensive, humane, and personal approach to patient care.
There no longer is any doubt that there exists a body of scientific knowl-
edge, which characterizes the field of geriatrics. In addition to a distinct
body of knowledge, most geriatricians also will describe a special ap-
proach and philosophy that characterizes the practice of geriatrics. There
is a growing awareness in academic medicine that special knowledge,
skills, and attitudes are needed to deal effectively with elderly patients,
particularly very old or frail patients. However, many physicians in pri-
mary care specialties such as internal medicine, family practice, and gen-
eral surgery claim (and accurately so) that they function as geriatricians
because many of their patients are elderly. In fact, in many instances,
clinical practices of these generalists predominantly consist of elderly
patients. Even with the advent of full-time geriatricians, the proportion of
elderly persons in general practice populations will increase within the
next 2 decades.

Both viewpoints are correct. Geriatrics is a specialty and also an essen-
tial component of almost any clinical practice. It is true that many physi-
cians, especially those in primary care settings, will have a large propor-
tion of elderly patients in their practice and (to a certain extent) will be
practicing geriatrics. Until recently, most graduate training programs in
medicine, family practice, or psychiatry did not include special consider-

* Moore, H: Sayings, in Alvarez J, Oldham P (eds): Old Age Ain’t For Sissies.
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ation of geriatrics. Many physicians have learned some of the practical
information of their own; however, the body of knowledge referred to in
the recent Institute of Medicine report and the theoretic and scientific
progress in this field has not been generally accessible. T It also is true that
we have, in the last 5 years in the United States, codified a specialty of
geriatrics that includes training programs in geriatric medicine at the fel-
lowship level. Many of the graduates of these programs will assume aca-
demic roles and bring the content of geriatrics to all relevant areas of
health care education.

In these volumes, we have tried to assemble the material in a way that
is useful for both practicing clinicians and physicians-in-training, espe-
cially those who have selected training in geriatrics. In addition, this text
is meant to be a comprehensive resource for a practitioner who needs
information for the clinical demands of the moment. For a research scien-
tist or physician in advanced training, there is an introduction to the
theoretical basis of each subject and a substantial bibliography. We hope
that, in this way, these volumes also will provide access to the new areas
of research and the new understandings that are now emerging.

Because we attempt to bring together in one place the full content of
geriatric medicine, this work is deliberately compendious. Geriatrics has
a broad basis; it includes clinical medicine, humanities, and the social
sciences. Also, Geriatric Medicine accordingly has several sections orga-
nized into two volumes. The division into two volumes is primarily in the
interest of the reader’s convenience and, thus, inevitably somewhat arbi-
trary. Nonetheless, our underlying concept is that the biological, the psy-
chosocial, and the philosophical are essential parts of a single whole. We
have called on a large number of contributors, in many different fields, to
assure that the subject matter is treated authoritatively.

Aging is an important and exciting area of biomedical research, which
is represented largely in Volume I. The diseases that are the greatest
scourges of old age are principally the chronic and degenerative disorders
such as osteoporosis, parkinsonism, stroke, Alzheimer’s disease, osteo-
arthritis, and peripheral vascular disease. Until recently, the level of re-
search activity into the causes and treatments of these disorders has been
markedly inadequate when measured against the numbers of people who
are afflicted and the costs—both financial and humanitarian—to our soci-
ety. However, there are areas of knowledge and research outside of
biomedicine that also are critical to progress in geriatrics. These include
disciplines that are based in social sciences and humanities, rather than in
biology and medicine. Health services research and bioethics are espe-
cially important to geriatrics. A geriatrician may need to emulate the
Renaissance scholar. The body of knowledge is broad and its relevance is
undeniable.

Geriatrics is unique as a medical specialty, because it is broader, rather
than narrower, than the parent disciplines. An effective clinician must
have some grasp of social gerontology, architectural design, law, psychol-
ogy and psychiatry, spiritual counseling, health policy and health care
economics, interprofessional sociology, epidemiology, and philosophical
ethics to claim a firm competence in the care of elderly persons. For this
reason, much of Volume II is devoted to chapters that are written by

t Institute of Medicine: Aging and Medical Education. National Academy of Sciences,
Washington, DC, 1978.
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experts in these fields. These authors provide information that is both
practical and relevant to clinicians, and that also may encourage a deeper
exploration of this field.

The breadth of subjects covered in these two volumes is a demonstra-
tion of the need for interdisciplinary practice in geriatrics and gerontol-
ogy. No one person can be an expert in each of these areas. Yet, each
subject will be relevant to the needs of an elderly patient at one time or
another. It is important for a geriatrician to be able to work effectively
with other health care providers as well as with social scientists and
policymakers, and to know where his or her own limits have been sur-
passed and where consultation is necessary. For appropriate and effective
consultation, one must have a basic understanding of the sphere of knowl-
edge of consultants.

The theoretical and clinical basis of geriatrics is a rich tapestry of
different disciplines. In weaving this tapestry, it was inevitable that there
would be overlappings and crossings of one discipline into another. The
reader occasionally may find material that is apparently redundant from
one chapter to another. We feel that such duplication is appropriate in a
comprehensive resource text such as this. In most cases, the areas of
overlap will provide a different perspective on the same topic and will
enrich the understanding of the reader in the process. We hope that the
indexing and cross-referencing will provide guidance to those who are
specifically seeking these different perspectives.

For a project of this magnitude, it is impossible to adequately acknowl-
edge all those who helped. It has been a project of many rewards, both in
the content and meaning of the work itself and in the expanding commu-
nity of scholarship and advocacy. From inception to completion, this
project has taken 3 years. During this time, innumerable persons have
contributed significant support. The staff of Springer-Verlag has given us
stimulating concepts and good ideas, in addition to steadfast sensible
guidance. The details of organizing, phone-calling, letter-writing, library
research, and manuscript preparation cannot be overemphasized in a
work of this size and complexity. Special acknowledgment in these areas
is due to Pamela Beere Briggs and Carol Saatzer. We also acknowledge
the generous support of the Henry J. Kaiser Family Foundation.

We are aware that we have joined the beginning of a very important
process. The profession of medicine is at a turning point; it is caught
between the successes of scientific and technologic progress and concerns
about the rising costs of care and the depersonalization of its delivery.
Patients—disaffected, frustrated, and often in real need—are caught in
between these unresolved issues. The moral center of the profession is at
risk in the policy debates. An understanding of geriatrics requires compe-
tent familiarity with the capabilities of the latest in medical technology, a
discerning sense of judgment about when and when not to use such inter-
ventions, and the courage and energy to take seriously the social role of
advocate for a patient. The complexity, richness, and mystery of aging
cannot be described better than it has been by T.S. Eliot in East Coker:

Home is where one starts from. As we grow older

The world becomes stranger, the pattern more complicated
Of dead and living. Not the intense moment

Isolated, with no before and after,

But a lifetime burning in every moment

And not the lifetime of one man only

But of old stones that cannot be deciphered.
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We choose to view the challenge posed by the geriatric imperative not
as a burden, but as an opportunity for medicine to restructure its priorities
and to respond to the real needs of modern society. Geriatrics can be a
vehicle for returning the values of compassion, moderation, and moral
judgment to both medicine and scientific progress. These volumes, in
themselves, will not create the complete clinician, but they can provide
the groundwork for the excellence that is possible in geriatrics. That
excellence not only is possible, but it is a duty we owe to our patients, our
profession, our society, and—in the final analysis—to ourselves.

Christine K. Cassel, M.D.
John R. Walsh, M.D.
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CHAPTER 1

Demographic Perspectives

DavibD WATTS, M.D.

MicHAEL McCaALLY, M.D., PH.D.

In the United States during the Twentieth Cen-
tury, the number and proportion of older per-
sons have increased substantially (see Figure 1-
1). In 1900, there were 3 million persons over 65
years of age, which represented 4% of the total
population. Elderly persons totalled 9 million or
7% of the population in 1940, and 24 million or
11% of the population in 1980. The United
States Census Bureau estimates that elderly
persons will number 57 million or 17% of the
total population by 2030. The aging of the
American population has significance for every
facet of our culture. Dr. Robert Butler has
ranked population aging as second only to the
prevention of nuclear war as the world’s most
pressing social issue.! The aging of our popula-
tion has particular significance for the health
care profession. Elderly persons have more ill-
nesses, use more health and medical care ser-
vices, and are more likely to die than other age
groups. The implications of this demographic
imperative for health policy,>? medical prac-
tice,*’ medical education,®’ and research®® are
widely appreciated. Demography, which is the
science of describing populations, informs so-
cial planning. It also informs a clinician’s con-
sideration of an individual patient.

An outstanding feature of the elderly popula-
tion is its continual change in character. New
individuals enter the population by reaching 65
years of age, while older individuals exit
through death. Persons who reach 65 years of
age have had different life experiences than the
older individuals they replace. Specific histori-
cal circumstances have shaped their formative
and adult years. Replenishment with new indi-
viduals transforms the elderly age group over

time. Uhlenberg estimates that this process pro-
duces a relatively rapid change, as over the
course of a decade there is a 60% replacement
of individuals 65 years of age and over.' A
given birth cohort differs from the preceding
cohort because of its historical experience and
its different size and composition. The degree
of dissimilarity between adjacent cohorts sug-
gests the degree of difficulty that society will
face in accommodating a particular new genera-
tion of elderly persons. This approach is based
on the cohort life course concept.!!

Somers has termed the social consequences
of a changing elderly population the ‘‘geriatric
imperative.”’'> Demographic information pro-
vides insight into the processes of these
changes and suggests appropriate improve-
ments in social and health policy. In this chap-
ter, we present the mechanisms that have pro-
duced the striking shift in the age structure of
the United States, develop a profile of Ameri-
ca’s elderly persons, and highlight major demo-
graphic and socioeconomic trends. These facts
specify the geriatric imperative.

The demographic characteristics of cohorts
that are particularly relevant to health care are:
size, mortality, income, education, race, resi-
dence, and living arrangements.

A Society in
Demographic Transition
The United States is changing from a society

with few elderly persons to one with many. This
process has been proceeding since the founding



of this nation. However, the relative growth of
the elderly age group was slow, from approxi-
mately 2% over 65 years of age in 1700 to just
over 4% by 1900. The birth cohort (all people
born in a given span of time) of 1900-1910 has
seen in its lifetime the proportion of elderly per-
sons increase 2.5 times to 11% in 1980. Persons
born in the 1980s also may see the proportion of
elderly persons double in their lifetimes. This
represents an exceedingly rapid phase of
growth of our elderly population. The model of
demographic transition provides an explanation
of this phenomenon.

Three factors determine the age structure of
a society: 1) fertility (number of children per
woman); 2) mortality (death rates at various
ages); and 3) immigration. Current government
limits allow us to neglect immigration as a fac-
tor in determining age structure within the
United States. In 1970, only 4.7% of the total
United States population was foreign-born; pro-
jections from the same census show that in
1980, 5.7% of those 60-64 years of age will have
been immigrants. Declining fertility and mortal-
ity rates have set the stage for the current in-
crease in the number and proportion of elderly
persons. This phenomenon may be depicted by
serial population pyramids for 1910-1980 as
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FIGURE 1-1 Number and
proportion of United States
population 65 years of age
and over, 1900-2030. (From
United States Census Bu-
reau, Washington, DC.)

seen in Figure 1-2. Each pyramid shows the
number of people per S5-year age span in a given
year. The 1910 pyramid shows the relatively
large birth cohort for that period, reflecting a
high fertility rate. The absolute size limit of a
cohort is set by fertility. Following the 1900—
1910 birth cohort through the series of dia-
grams, its size diminishes due to mortality.
Thus, original fertility and subsequent mortality
rates determine the size of a cohort in a particu-
lar year.

A declining fertility rate in the first half of
this century is the principal explanation for the
rising proportion of elderly persons. Women in
the birth cohort of 1865-1875 had an average of
four children each. Women born at the begin-
ning of this century had fewer than three chil-
dren, and the current figure is about 1.8 children
per woman. Lowered fertility means propor-
tionately fewer young people in the population;
hence, the society ‘‘ages.’’ A temporary rever-
sal of the trend toward lower fertility rates oc-
curred with the postwar ‘‘baby boom,”’ and ag-
ing of the population was halted for a time. As
that large birth cohort ages, the proportion of
elderly persons will increase rapidly in the early
part of the next century.

A declining mortality rate has meant that the
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FIGURE 1-2 Age structure of the United States population: 1910, 1940, 1960, 1980. Four
10-year birth cohorts are depicted. (From Soldo BJ: America’s elderly in the 1980’s. Pop
Bull vol 35, no 4 (Population Reference Bureau, Inc, Washington, DC, 1980, pp 8 and 9).

likelihood of survival to an advanced age has
increased. In the early years of this century,
improved sanitation, nutrition, and medical
care reduced the mortality rate at younger ages.
This tended to counteract the effect of a low-
ered fertility rate on the proportion of young
people in the population. Since 1940, however,
decreases in mortality have occurred through-
out all age ranges. Age-adjusted death rates de-
clined 25% for elderly men and 47% for elderly
women between 1940-1978." This decrease in
mortality for elderly persons (38% overall) ex-
ceeded that of younger age groups and contrib-
uted to expansion of the elderly population. Old
age, once achieved by a relatively few survi-

vors, has become a general expectation. Today,
more than 7 of 10 newborn infants may expect
to reach 65 years of age, compared with 4 of 10
in 1900. This phenomenal shift has been termed
by Butler the ‘‘triumph of survivorship.’’*
The phase of demographic transition ulti-
mately leads to low levels of both fertility and
mortality, such as exist now in the United
States and other developed countries. If these
rates persist over a life span, with fertility near
replacement levels, an equilibrium or ‘‘post-
transitional’’ state exists. A demographically
mature society would then have roughly equal-
sized cohorts at all age ranges, with a decline in
cohort numbers only as the limit of life span is



approached. With more people reaching the top
of the pyramid, its shape would become more
rectangular. The proportion of elderly persons
in this steady-state population would be near
20%. Barring any significant change in life ex-
pectancy, the United States may reach this
level by the latter half of the next century.!

Demographic Profile of Elderly
Persons

The aging of our society is a phenomenon of
demographic transition. A passage through the
transitional phase has resulted in a variety of
changes for the elderly population. The
dimensions of these changes may be outlined by
considering the following variables: number,
proportion, age composition, sex ratio, racial
composition, and life expectancy.

Number of Elderly Persons

The number of elderly persons will continue to
increase. The Census Bureau data in Table 1-1
show the increasing number of elderly persons
in this century, from barely 3 million in 1900 to
nearly 25 million in 1980. The Census Bureau
projects nearly 55 million elderly persons by
2030. This projection depends solely on mortal-
ity rates, since all persons who will be elderly in
2030 have already been born. The rate of
growth of the elderly age group will vary due to

TABLE 1-1
with Decennial Increase, 1900-1980
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past fluctuations in fertility rates. The number
of elderly persons will increase slowly after
1995 as small depression era cohorts reach 65
years of age; between 2010-2030, the elderly
population will swell dramatically as postwar
babies become senior citizens.

From the perspective of cohort size, stability
cannot be reached until 2050; that is, in a sta-
tionary or post-transitional population, the ratio
of the numbers of persons in adjacent cohorts is
1:0. The cohorts entering old age will not stabi-
lize until sometime after the baby boom cohorts
reach 65 years of age between 2010-2030, fol-
lowing which cohorts of decreasing size will en-
ter old age. We may reasonably assume that
fertility rates will remain low, that immigration
into the United States will remain low, and that
future mortality declines will be distributed
across all ages and have little effect on the pro-
portion of persons who reach 65 years of age.
This means that the most rapid rate of growth of
the over 65-year-old group already has oc-
curred. For this reason, we may expect some
reduction of the difficulty in accommodating
our aging population in spite of a continued in-
crease in the absolute numbers of elderly per-
sons.

Proportion of Elderly Persons

If immigration remains low, fertility rates will
determine the proportion of elderly persons.
Fertility predictions have been notably inaccu-

Total United States Population and Population 65 Years of Age and Over

Total U.S. Population

Population 65 and Over

Increase from

Increase from

Number Preceding Decade Number Preceding Decade

Year (in 1,000s) (%) (in 1,000s) (%)
1900 75,994 20.7 3,099 —

1910 91,972 21.0 3,986 28.6
1920 105,711 14.9 4,929 23.7
1930 122,755 16.1 6,705 36.0
1940 131,669 7.2 9,031 34.7
1950 150,697 14.5 12,362 37.3
1970 203,235 13.3 20,156 20.4
1980 221,700 9.1 24,830 23.2

Sourcke: Soldo BJ: America’s elderly in the 1980’s. Pop Bull vol 35, no 4, p 7 , Population Reference

Bureau, Inc, Washington, DC, 1980.
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rate in recent decades. The Census Bureau of-
fers a range of population projections that de-
pend on varying fertility assumptions, which
are shown in Table 1-2. The most likely projec-
tion assumes a replacement level fertility rate of
approximately 2.1 children per woman. Using
this assumption, the proportion of elderly per-
sons would reach 18.3% by 2030. The propor-
tion of elderly persons in 2030 would increase to
22.1% of the total population if the fertility rate
were below replacement levels.

The proportion of the population over 65
years of age varies markedly by race and ethnic
origin: 11.8% for whites, 7.9% for blacks, and
about 4% for Hispanic persons. A differing sur-
vivability is reflected in median age statistics for
blacks and whites. In 1979, the median age for
blacks was 24.6 years compared to 30.9 years
for whites. The higher fertility rate of blacks

TABLE 1-2 Percentage of Population 65 Years of
Age and Over with Median Age of United States
Population, 1900-1980; Projections Under Varying
Fertility Assumptions, 1990-2040

% of Total Median Age
Population Aged of Total
Year 65 and Over Population
Estimates

1900 4.1 22.9

1910 4.3 24.1

1920 4.7 25.3

1930 5.5 26.5

1940 6.9 29.0

1950 8.2 30.2

1960 9.3 29.5

1970 9.9 28.1

1980 11.2 30.2

Projections*

1990 12.1 (11.7-12.6) 32.8 (31.4-33.7)
2000 12.2 (11.3-12.9) 35.5 (32.5-37.3)
2010 12.7 (11.1-13.9) 36.6 (31.1-40.2)
2020 15.5 (12.7-17.8) 37.0 (31.4-41.7)
2030 18.3 (14.0-22.1) 38.0 (31.2-43.2)
2040 17.8 (12.5-22.8) 37.8 (30.7-43.9)

* Base data of projections are for July 1, 1976. Main projec-
tion assumes replacement-level fertility (2.1 children per
female). Range in parentheses is that implied by above re-
placement-level fertility (2.7 children per female) and below
replacement-level fertility (1.7 children per female).
Source: Soldo BJ: America’s elderly in the 1980’s. Pop
Bull vol 35, no 4, p 9, Population Reference Bureau, Inc,
Washington, DC, 1980.

increases the relative proportion of young peo-
ple. A higher infant mortality partly accounts
for the lower proportion who survive into old
age. Minorities as a group are poorer, have less
education, and have more health problems.
Their death rates generally are higher than
those of whites at all age ranges.

Age Composition of Elderly Persons

Elderly persons are not a homogeneous group.
The 65th year of life has marked the entry into
old age in the United States. The 65th year is a
convenient demographic landmark, but it as-
sumes a correlation between chronologic and
physiologic or functional age. Although this
may be a useful assumption when averaged for
a population, it ignores wide individual differ-
ences. As Fries observes, ‘‘variation between
healthy persons of the same age is far greater
than the variation due to age.”’'® The conven-
tion of age 65 is rooted in Social Security Old
Age Assistance legislation and retirement poli-
cies. It also is a holdover from an earlier era
when many fewer people reached 65 years of
age. Neugarten has made an important and use-
ful functional distinction between the ‘‘young-
old,” those 55-75 years of age, and the ‘‘old-
old’’ who are over 75 years of age.'” The health,
affluence, education, and political activism of
the young-old belies the traditional stereotypes
of elderly persons. Persons who are 75 years of
age and over may be more likely to evidence the
impaired health and functional status that typi-
cally is associated with the old-old or frail el-
derly group.

Demographic descriptions obscure the diver-
sity within groups and become the basis for
stereotyping. There is good evidence that in
their last decade elderly persons are likely to be
healthier, better educated, more active, and sat-
isfied than previously, and also less likely to be
poor or isolated. We must be prepared to accept
an elderly person as unique and likely to fit no
stereotype.

The elderly population is getting older. A
lower mortality rate late in life means that more
people are surviving to extreme old age. The
over 75-year age group and especially the over
85-year age group are growing proportionately



faster than the elderly age group as a whole.
Proportions of very old people (over 85 years of
age) will increase through 2010, then will de-
crease for a time as baby boom cohorts enter
the 65-75-year-old segment. As baby boom
children advance to the extremes of life, the
proportion of the very old will increase rapidly.
The Census Bureau anticipates nearly 8 million
people over 85 years of age by 2040, or 14.5% of
all elderly persons, compared with 2.3 million
or 9% in 1980.

Sex Ratio

The deficit of older males will continue. At
birth, there are 105 boys for every 100 girls, but
male mortality is higher at all subsequent ages.
As demonstrated in Table 1-3, in 1979 there
were 68.4 men per 100 women over 65 years of
age; among people over 85 years of age, there
were only 44.7 men per 100 women. Projections
through the year 2000 show the relative propor-
tion of males as declining further. This reflects
the fact that the mortality rate for females con-
tinues to fall faster than for males.

Racial Composition

Non-whites are under-represented in the el-
derly population, which reflects their higher
mortality in relation to whites. At present, life
expectancy for blacks is approximately 5 years

TABLE 1-3.
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shorter than that for whites. Life expectancy
for blacks has been increasing more rapidly
than that for whites in recent years, and differ-
ences in life expectancy at 65 years of age are
minimal. This suggests that the natural life span
is similar between the races. Life expectancy
for Hispanics is shorter than for blacks, and for
Native Americans it is shorter still. The differ-
ential life expectancy between races implies
that diseases subject to control by available
methods are more prevalent in non-whites.
Deaths due to accidents and violence are more
common for black persons; homicide is six
times more common in black males than for
whites of all ages and five times more common
in black males over 65 years of age.'®

Life Expectancy and Death

The maximum length of a life span is fixed or
nearly so (see Volume I, Chapters 1, 2). The
average life span has increased greatly in this
century, but the maximum life span probably
has not changed. Improvements in sanitation
and the control of infectious disease accounted
for the increased life expectancy at birth, which
has improved from 47-73 years since 1900. For
people 75 years of age, however, life expect-
ancy has barely changed at all (see Figure 1-3).
Fries points out a paradox in these trends; by
2018, life expectancy at birth may exceed the
average age of death projected from 75 years of

Sex Ratio: Men per 100 Women 65 Years of

Age and Over, by Age and Race, 1960-2000

Projections
Age (yrs)
and Race 1960 1979 1990 2000
Total 65 and over 82.6 68.4 67.3 66.6
65-69 87.8 80.1 80.5 82.4
70-74 85.3 72.9 72.9 74.6
75-84 77.4 60.4 59.6 59.9
85 and over 63.8 44.7 40.9 39.4
White
65 and over 82.1 67.8 67.7 64.6
75 and over 74.3 55.2 58.4 51.9
Black
65 and over 90.1 71.0 68.2 67.8
75 and over 87.6 62.2 62.6 57.3

SoURCE: Soldo BJ: America’s elderly in the 1980’s. Pop Bull vol 35, no
4, p 12, Population Reference Bureau, Inc, Washington, DC, 1980.



1. Demographic Perspectives

Ficure 1-3 Change in life expectancy at different
ages, 1900-1980. Persons 75 years of age today can-
not expect to live much longer than persons 75 years
of age in 1900, which suggests a fixed limit to the
human life span. (From United States Bureau of
Health Statistics, Washington, DC.)

age.'® Serial survival curves in this century,
shown in Figure 1-4, demonstrate that at any
given age, the proportion of surviving people
has increased. However, there remains a sharp
fall-off in survivorship as the apparent limit to
the life span is approached. The position of an
ideal survival curve, with causes of premature
death eliminated, shows a normal distribution
around a mean age at death of 85 years. Leaf
concludes that ‘‘there has been no extension of
the limit of the lifespan; only the proportion of

FiGURE 1-4 Survival curves for the United States
population, 1900 and 1980, with a projected ideal sur-
vival curve. The success in eliminating premature
death means that more people will reach the appar-
ent limit of a natural life span. (From United States
Bureau of Health Statistics, Washington, DC.)

the population reaching the apparent biologic
limit of about 85 * 10 years is increasing.”’"’

Death will be increasingly an elderly event.
At present, 16.8% of all deaths occur in people
85 years of age or older; but this group pres-
ently accounts for 1.01% of the population.?
The very old segment of the population is grow-
ing faster than any other in relative terms. This
will further concentrate deaths at the tail of the
survival curve. Death that occurs at the end of a
natural life span may have less of a sense of
calamity.

Socioeconomic Profile
of Elderly Persons

The health and illness of individual persons are
a physician’s primary concern. However,
health, longevity, and quality of life are deter-
mined less by medical intervention than by ge-
netic makeup, income, education, occupation,
living arrangements, and social supports. As
Sigmund Freud and many others have ob-
served, love and work are central to well-being
in human life.

The changing demographic characteristics of
elderly persons have been outlined in the pre-
ceding sections. The increasing numbers and
proportion of older persons and the growing nu-
merical predominance of women are obvious
changes in America’s elderly population. These
phenomena derive from the process of gaining
new individuals and losing others. An evolving
socioeconomic profile also is implied by this
process. Individuals who represent later birth
cohorts have distinct and different social histo-
ries when they enter the elderly age group. The
varying social history of three generational co-
horts is depicted in a life experience diagram
shown in Figure 1-5.

Elderly persons are changing with respect to
economic status, education, residence, living
arrangements, and health status. The persons in
the birth cohort of 1900 were 15-20 years old
during World War I and many served in the
Army; their subsequent outlook was shaped by
the Great Depression of their young adulthood.
The birth cohort of 1925 went through a peace-
ful childhood and witnessed deprivation in the
Great Depression years. Many served in World
War 1I and, subsequently, played a part in pro-
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Ficure 1-5 Life experience diagram, birth cohorts: 1900, 1925, 1950. The social, politi-
cal, or scientific events affect individuals differently, depending on the phase of life in
which they occur. The adaptation of the 1950 birth cohort to old age is likely to be different
than that of the 1925 or 1900 birth cohorts, due to differing social histories.

ducing the baby boom during the calm of the
1950s. The 1950 birth cohort enjoyed advan-
tages of education and prosperity during youth;
their large numbers crowded schools, colleges,
and careers. The Vietnam War affected the
lives of many, whether they were soldiers
abroad or activists at home. This generation
will become elderly in 2010-2030.

Economic Status

The economic disadvantage of elderly persons
has decreased. The percentage of elderly peo-
ple with annual incomes below the official pov-

erty level, termed the poverty rate, fell from
35.2% in 1959 to 14.6% in 1974, and since then
the rate has stabilized. In 1981, poverty rates
for elderly persons were comparable to those
for the population as a whole: 15.3% versus
14%.%" Social Security and other entitlement
programs seem to be the principal reason for
the improved economic status of elderly per-
sons. The risk of poverty remains high for el-
derly blacks, whose poverty rate was 39% in
1981, for women (18.6% in 1981), and for people
living alone (30.6% in 1980). In 1977, 27% of all
elderly persons living alone were poor, com-
pared to 8% of elderly persons living in fami-
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FIGURE 1-6 Median income for elderly families and individuals compared with younger
families, 1978. (From Soldo BJ: America’s elderly in the 1980s. Pop Bull vol 35, no 4, p 22,
Population Reference Bureau, Inc, Washington, DC, 1980.)

lies.?? For black elderly women who live alone,
1978 median income was below the poverty
level (see Figure 1-6). The data presented in
Figure 1-6 are not numerically complete. They
do not include in-kind benefit programs, such as
Medicare, food stamps, or subsidized housing;
nor do they reflect the large out-of-pocket medi-
cal expenses of elderly persons. In 1977, these
were $1,745 per elderly individual, which is
nearly four times that of people under 65 years
of age.

The aged-dependency ratio will increase.
The dependency ratio compares the number of
working people to non-working, or ‘‘depen-
dent,” elderly persons. For demographic pur-
poses, this is the population over 65 years of
age versus the population 18-64 years of age.

This ratio doubled between 1920-1960, thus re-
flecting the increased relative number of elderly
persons. Aged-dependency projections that as-
sume replacement fertility rates show little
change through 2000; then a rapid increase after
2010, which reflects the appearance of the post-
war baby boom cohort. An increased aged-de-
pendency ratio generates particular concern for
the Social Security system. The number of ben-
eficiaries per 100 covered workers is projected
with fertility at replacement to increase from 30
in 1979, to 40 in 2015, and to 52 in 2030. This
trend will be sensitive in the long-term to fluctu-
ations in fertility.?> The historic proposal to
raise the age of retirement to 67 is a response to
the increase in the aged-dependency ratio that
is projected in the next century.
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Education

The educational disadvantage of older persons
will decrease. Over 40% of today’s elderly pop-
ulation went no farther than elementary school,
compared to 20% of this figure among the 25—
64-year-old age group. Successively better-edu-
cated cohorts are entering the elderly popula-
tion, thus shrinking the education advantage
held by the young. Educational disadvantages
may handicap people in dealing with the bu-
reaucracy of service and benefit programs.
This may partially explain why many elderly
persons do not participate in programs for
which they are eligible. This problem is likely to
diminish as well-educated baby boom cohorts
enter the elderly population after 2010.

Residential Distribution

Elderly persons are over-represented in central
cities and small towns and under-represented in
suburban and farm areas. Farm areas have one
of the lowest proportions of elderly persons,
while small towns with populations of 1,000-
2,500 have the highest, 13.6%. It appears that
elderly persons may move from farms to nearby
towns to retire, while young people have mi-
grated to larger urban areas seeking work. El-
derly persons also are disproportionately over-
represented in central cities, because young
people have migrated to the suburbs. Siegel
points out factors that lead to high concentra-
tions of elderly persons in certain places, such
as the outward migration of young persons, in-
ward migration of elderly persons, and a low
fertility rate. Low concentrations of elderly per-
sons result from a reversal of these patterns.?

Geographic mobility decreases with age. The
vast majority of elderly persons do not move to
the Sunbelt on retirement. Instead, they tend to
stay in places they have lived, such as small
towns in rural areas or central cities. Of those
persons 65-74 years of age, 18%, along with
16% of those over 75 years of age, have
changed residence between 1975-1979; this
compares with 40% for the population as a
whole. Of those persons over 65 years of age
who changed residence, only 3% moved to a
distant state.?

The migration of elderly persons favors cer-
tain geographic climes. Although relatively few
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retired elderly persons move to a different part
of the country, their migration is selective.
Florida, California, and Arizona attracted more
than 50% of the elderly persons who moved to
distant states between 1965-1970. Sunbelt mi-
grants are younger and more affluent than el-
derly persons as a whole. As they age in their
new locale, their dependence on local health
and social services will increase.

Living Arrangements

Most elderly persons live in families and main-
tain intergenerational ties. The typical elderly
family consists of a husband and wife sharing a
household. Elderly parents, as well as their
adult children, prefer autonomy and indepen-
dence. Families of impaired and functionally
dependent elderly persons provide most of the
care, perhaps as much as 80%. A spouse is the
most likely care-giver. For unmarried elderly
persons, care is most often provided by an adult
daughter.? Institutionalization usually is a last
resort when the needs of an elderly person ex-
ceed resources of the family. Somers has ex-
pressed concern that the decreasing family size
may cause an increased ‘‘family aged-depen-
dency ratio,”” which can lead to a greater need
for institutional supportive care.?

Elderly women are likely to become widows.
The higher male mortality rate, and the fact that
women marry men older than themselves,
means that many more women than men will be
left alone after their spouse dies. Remarriage
rates for widowed elderly women are low. For
women, there are few available partners; unat-
tached women outnumber men 3:1 after 65
years of age. Figure 1-7, though, makes it clear
that the proportion of widowers among elderly
men also is substantial.

Advanced age and isolation increase the risk
of institutionalization. Overall, only about 5%
of elderly persons reside in nursing homes at
any one time. This figure rises to 22% for those
over 85 years of age. The lack of a spouse to
provide care often leads to institutionalization.
Only 12% of all elderly persons in institutions
are married, compared with 54% of the elderly
population as a whole. The tendencies toward
widowhood and longevity among white females
accounts for their over-representation in nurs-
ing homes. Other factors that increase an el-
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FIGURE 1-7 Widowed persons as a percentage of
the population by age and sex, 1970. (From United
States Bureau of the Census, Washington, DC,
1970.)

derly person’s risk of institutionalization are a
recent hospital discharge, incontinence, and
confusion or dementia.?’-?8

Health Status

James Fries offers the encouraging prospect of
increasingly healthy lives with a diminishing pe-
riod of morbidity in old age.'® He suggests that
much chronic illness may be postponed by
changes in life style, and that the need for medi-
cal intervention late in life may be expected to
decrease. Currently, elderly persons account
for a disproportionate share of health care ex-
penditures. Health care utilization by future el-
derly persons is a matter of intense concern and
discussion. Siegel anticipates great increases in
the total demand for health care due to larger
numbers of elderly persons and suggests that
per capita utilization of health care services by
elderly persons also may increase due to higher
educational and income levels.” Brody also
doubts whether very old people in the future
will be “‘less frail and less vulnerable’’ than to-
day.? Very old people have the highest rate of
health care utilization, and their numbers are
increasing rapidly.
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Chronic illness and disability has superseded
acute illness as the major threat to good health.
A reduction in the premature death rate means
that more people attain old age and, hence, are
likely to experience a chronic illness. Over 80%
of all elderly persons report one or more
chronic conditions. Major morbidities are ar-
thritis, heart disease, hypertension, and diabe-
tes. Our knowledge of the basic biologic mecha-
nisms and the prevention of chronic disease is
limited. Although it may be premature to pre-
dict major improvements in the health status of
elderly persons for the near future, Lewis
Thomas optimistically writes, ‘‘in the end,
when all the basic facts are in, I think it will turn
out that all forms of cancer . . . are a single
disease caused by a single central controlling
mechanism gone wrong . . . I look for the end
of cancer before this century is over.”’? Would
those saved from cancer then suffer other
chronic diseases?

The most serious concomitant of chronic ill-
ness for an elderly person is functional disabil-
ity and dependency. As the result of chronic
illness, 50% of all elderly persons are somewhat
limited in an activity of daily living, 18% cannot
carry on their major activity, 5% of those living
in the community, (i.e., non-institutionalized)
are confined to home.*® Elderly persons typi-
cally experience major psychosocial stresses,
such as retirement, financial crises, death of a
spouse or friend, and illness. One half of all
psychiatric inpatient admissions and outpatient
visits in 1977 were by elderly persons.* The
consequence of chronic illness for elderly per-
sons is a high level of functional dependency.
Meeting the dependency needs of older persons
is perhaps the most difficult social problem
posed by our aging population.

A Geriatric Imperative

There is little question that a patient with an
acute medical illness will receive expert techni-
cal care in the United States today. One has less
confidence, however, in the capacity of our so-
ciety to handle the dependency needs of an el-
derly, infirm patient. The needs of such persons
often are more social than medical. When care
is approached medically, emphasis is placed on
diagnosis and treatment. Scant attention may
be paid to the interests of an individual. Depen-
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dent elderly persons have been described as the
“‘boat people’’ of our health care system—they
do not seem to fit any level of care.’!*2 Institu-
tional placement often is the medical response
to a social dilemma.™

Demographic data predict an older and larger
aged population with a greater prevalence of
chronic disease. Medical science is being chal-
lenged to develop more effective approaches
for dealing with chronic illness. Our system of
social welfare is being challenged to develop
more satisfactory ways of caring for dependent
elderly persons. Successful integration of these
medical and social efforts is needed to meet the
broad challenge of the geriatric imperative.
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CHAPTER 2

Social Perspectives

RicHARD ScHULZ, PH.D.
SPERO MANSON, PH.D.

A fundamental understanding of the variety and
complexity of the problems that are associated
with aging requires multiple perspectives. This
is particularly true in the area of health, where
one might expect a medical model to dominate.
In gerontology, it has long been a tradition to
study social and psychological, in addition to
biologic or physical, determinants of health
status.

The purpose of this chapter is to provide the
reader with an overview of the social aspects of
aging. The first and second sections provide an
historical view of elderly persons in the United
States, as well as a perspective on current atti-
tudes toward them. Familial relationships of an
older person are discussed in the third section.
This is followed by a review of current knowl-
edge regarding retirement and leisure, widow-
hood, and aging viewed from a cultural perspec-
tive. The remainder of this chapter is focused
on the one central concern of social-psychologi-
cal researchers on aging; namely, the search for
the determinants of well-being among elderly
persons.

Elderly Persons in the United
States: An Historical Perspective

Aging as a biologic process has changed little in
the last 300 years. We age neither faster nor
slower than we did in Colonial America; nor has
our maximum life span increased or decreased
substantially. However, aging as a social pro-
cess has changed profoundly.

The percent of the population 65 years of age
and older was substantially lower in Colonial
America (approximately 2%) than it is today;
but, even more important than the difference in
numbers is the difference in the social status of
an older person then and now. In Eighteenth
Century America, those few who attained old
age were venerated and revered. They con-
trolled the land in a predominantly agrarian so-
ciety. They were the keepers of the culture,
served as social models, and (perhaps most im-
portant) they were thought to be closest to God
in a society where religion was central to most
peoples’ lives. As Keith Thomas' put it, ‘‘the
prevailing ideal was gerontocratic: the young
were to serve and the old were to rule. Justifica-
tion for so obvious a truth was found in the law
of nature, the fifth commandment, and the pro-
verbial wisdom of ages.’’ Like good red wine,
the soul was thought to improve with age,
reaching its earthly perfection in old age. In-
deed, instead of disguising old age, it was exag-
gerated through dress and self-report.

The bias in favor of old age began to shift
toward the young early in the Nineteenth Cen-
tury. Just as the number of older persons was
increasing, their social status was diminishing.
Forced retirement became more common, pov-
erty among elderly persons was more preva-
lent, and attitudes toward older persons shifted
more toward the negative. The reason for these
changes is still debated among historians. David
Hackett Fisher,! for example, argues that this
change was brought about by a widespread so-
cial revolution that occurred late in the Eigh-
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teenth Century. Both the American and French
Revolution were part of this great upheaval
that had a profound impact on the economics,
politics, and ideology of the Western World.
The centerpiece of the new order was an egali-
tarianism that precluded status differences
based on age.

An alternative view is presented by the histo-
rian W. Andrew Achenbaum,’ who suggests
that a major shift toward the devaluation of el-
derly persons began late in the Nineteenth Cen-
tury; it was the result of the perceived obsoles-
cence of elderly persons. After 1914, with the
increased urbanization, industrialization, and
bureaucratization of the United States, this pro-
cess was accelerated. Attitudes toward, and
treatment of, elderly persons reached their low-
est point in the period between 1914-1940.

Achenbaum’s analysis is consistent with the
perspectives that are advocated by several
cross-cultural researchers such as Leo Sim-
mons, Conrad Arensberg, and Solon Kimball,
who propose that the welfare of elderly persons
varies directly with the extent to which they
control valued resources. Thus, old people are
better off to the extent that they: (1) Control
resources on which younger people are depen-
dent, (2) Command vital knowledge of their cul-
ture; and (3) Are links to the past, particu-
larly to powerful gods. Old persons also fare
better when an extended family, as opposed to
a nuclear family, is an important component of
a society’s social structure, where the popula-
tion is clearly age-graded and definite roles are
attached to individuals of different ages; also,
where the population clusters are small and
there is a great deal of personal contact and
mutual interdependence among members. Fi-
nally, elderly persons do better the greater the
overall poverty; while each individual’s contri-
bution to the total productivity of a group may
be small, it nevertheless is valued.

Applying these criteria to the present-day
United States, Rosow? argues that ‘‘old people
are relatively better off and accepted when they
own family farm land, live in small communi-
ties, are members of racial or ethnic minorities
with extended kinship obligations, or belong to
unskilled, working-class groups where interde-
pendence and mutual aid are standard condi-
tions of survival.”

Given the accelerated rates of urbanization
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and industrialization in the United States since
1940, one might expect the plight of elderly per-
sons to be sorrier than ever; but, this obviously
is not the case. With respect to mortality, mor-
bidity, income, family relationships, and cul-
tural attitudes, the status of elderly persons has,
if anything, improved in the last 4 decades.
This is accounted for, in part, by the sig-
nificant growth in social programs that are
serving the elderly age group, as well as the
increased sensitivity among persons of all
ages (particularly in the last 2 decades) to the
problems confronting our rapidly increasing
elderly population.

Current Views of the Aged

The study of aging processes from maturity into
old age, as well as the study of elderly persons
as a special population, did not begin to flourish
until the early 1950s. One of the staples of sci-
entific gerontology since its inception has been
the study of attitudes toward elderly persons.
As aresult, we have available to us a large num-
ber of studies that document our views of this
nation’s elderly population.

What do these studies tell us? The underly-
ing assumption among gerontologic attitude re-
searchers and theorists has been that the gen-
eral public’s view of elderly persons is
fundamentally negative. Paradoxically, the em-
piric literature offers little support of this as-
sumption. Lutsky* points out that ‘‘reviews of
scores of studies on attitudes toward elderly
persons—studies involving diverse designs,
measures, and participants—have not found
consistent and strong evidence of negative reac-
tions to elderly persons.’’ There are some stud-
ies that show negative attitudes toward elderly
persons, and many individuals—young and old
alike—are misinformed about the demographic
and economic circumstances of elderly per-
sons; but, as a whole, the existing findings indi-
cate that elderly persons are not victims of a
general or singular attitudinal prejudice. The
kernels of truth in the ‘‘ageist’’® descriptions of
our society are that we tend to overestimate the
percentage of elderly persons who are residing
in institutions, and the percentage who are liv-
ing below poverty status; we also tend to under-
estimate their health status.
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The Family

The fact that more people are living to an older
age has several consequences for the family life
of older persons. First, it means that more peo-
ple will be spending a longer period during their
old age as a member of a couple. Second, mar-
ried individuals can expect a relatively long pe-
riod together after the children have been
launched. And third, the existence of multi-
generation families that span three and four
generations will become more commonplace.

Research on the family life of older persons
frequently has been focused on the relation-
ships between the older population and their
adult children. Approximately 81% of older
Americans have living children, and about 10%
have adult children who are 65 years of age or
over.b

One popular notion suggests that older per-
sons are neglected by their children or (even
worse) they are dumped into nursing homes;
but, in fact, there is little data to support this. In
three different western populations (American,
British, and Danish), over 80% of the respon-
dents had seen at least one of their adult chil-
dren in the preceding week.” Another study
shows a similar pattern: 55% of their older sam-
ple group had seen one of their children within
the last 24 hours and 81% within the previous 1
or 2 weeks.? In spite of the fact that we live in a
highly mobile society, most elderly persons (ap-
proximately 75% of those with children) live
near at least one of their children and visit them
once a week, and frequently every day.

What is the quality of the relationships that
underlies these interactions? Most older par-
ents and their adult children report positive
feelings for each other. Researchers have con-
sistently found high levels of regard reported by
both parents and their middle-aged children.® In
fact, a sizable proportion of older parents feel
close enough to their children to talk to them
about ‘‘things that really bothered them.’’® The
relationship between older parents and their
children appears to be motivated by both affec-
tion and a sense of duty.

One of the common characteristics of in-
tergenerational interaction is the provision of
mutual aid. The aid that is provided may take
the form of housework or baby-sitting, money
or gifts, information, advice, and moral sup-
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port. With respect to economic aid, the balance
between family generations is relatively even,
although children tend to receive more than
they give. Child care also favors the younger
generation, but with other kinds of aid the ex-
changes are fairly even. All in all, it appears
that parents continue to give to their children
what they can for as long as they can, and this
process reverses itself when the health and fi-
nancial condition of the parents deteriorate.

Retirement and Leisure

The proportion of older people who retire has
increased dramatically since the turn of the cen-
tury. In 1900, approximately 60% of the men
over 65 years of age continued to work, com-
pared to 18% in 1975. Industrialization, in-
creased longevity, economic conditions, the
availability of Social Security and other pension
plan benefits, and mandatory retirement poli-
cies, all have contributed to the increasing rates
of retirement.

Contrary to what is generally believed, most
people retire voluntarily. Also, many choose
early retirement, primarily because they feel
they have adequate incomes, have poor health,
and/or because they desire more leisure time.
Those people who retire involuntarily do so be-
cause of poor health, mandatory retirement pol-
icies, or because their jobs are eliminated.

There are many stories about the previously
healthy and vigorous man who unexpectedly
dies within weeks or sometimes even days of
his retirement date. Equally prevalent are anec-
dotes about retired individuals who come to feel
so useless and depressed that they require psy-
chiatric care. However, a causal relationship
has not been proven. Longitudinal studies show
the same pattern of health changes in both re-
tired and non-retired people of the same cohort.
As pointed out earlier, people in poor health are
more likely both to retire and retire early; but,
after they retire, their health is just as likely to
improve as it is to get worse. In general, retire-
ment does not result in increased mental health
problems or increased feelings of uselessness;
nor does it necessarily result in a decrease in
self-esteem or decreased levels of social inter-
action. Retirement becomes a difficult adjust-
ment problem when it is associated with a se-
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vere reduction in income and/or a precipitous
decline in health.

Research on the effect of retirement on mar-
riage shows, if anything, that the relationship
between husband and wife improves rather than
deteriorates. Middle- and upper-middle-class
women, in particular, welcome and view posi-
tively the retirement of their husbands. Con-
versely, working-class women sometimes feel
sorry that their husbands have retired. In gen-
eral, wives who do not welcome retirement
tend to have husbands who are in poor health or
unhappy marriages.

There are many definitions of leisure activ-
ity. Some define leisure in terms of what is done
with free time, others with what you do without
pay. Some equate leisure with play or with ac-
tivities that give you pleasure. However, there
is consensus among researchers that the oppor-
tunity for leisure activities increases after re-
tirement. Among current cohorts of older per-
sons are those who view leisure activities as
frivolous or as a waste of time; others see them
in a much more positive light—as a time to be
creative, develop new skills, and enjoy social
participation. In general, there is a close associ-
ation between occupational and retirement lei-
sure styles. Persons who have been active, cre-
ative, and energetic before retirement are likely
to be active, creative, and energetic in retire-
ment. Those older persons who have been dis-
satisfied with work also may be unhappy with
retirement. Finally, the pursuit of leisure activi-
ties is strongly related to one’s income. It fre-
quently is assumed that old people choose to
pursue quiet home-bound activities when they
simply may be unable to afford more diverse
activities.

Widowhood

The loss of a spouse is one of the major traumas
that are encountered by many older persons.
Women, by far, are more likely to experience
widowhood than men; both because they live
longer and because they tend to marry men
older than themselves.

The adaptational demands placed on an indi-
vidual who is dealing with the loss of a spouse
are severe. Not only must the individual cope
with grief and related feelings such as anger,
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fear, guilt, and depression, he or she often must
acquire (in addition) a new repertoire of practi-
cal skills such as shopping, cleaning, doing
laundry, or handling finances. Friendships with
other couples may be difficult to maintain, be-
cause the basis of these friendships has
changed; also, persons without spouses may
feel out of place at social gatherings with mar-
ried couples. Also, women frequently suffer fi-
nancially, because income from Social Security
and private pension plans is reduced. These
multiple sources of stress have been identified
as major contributors to the increased death
rates (which include death from suicide) and in-
creased rates of psychiatric treatment among
the widowed when compared to comparable
married individuals.

It has been popular in both the lay and scien-
tific literature to speculate about the existence
of a series of well-defined emotional stages that
bereaved individuals experience. The process
of adapting to the death of a spouse is said to
begin with denial and to end with acceptance
and recovery. However, data that supports this
notion consists primarily of anecdotal reports
and case studies. Systematic studies of large
samples of widows and widowers have failed to
verify the existence of stages among the be-
reaved.’

Aging in
Cross-Cultural Context

Much of the information presented above is
based on data collected from populations that
are roughly representative of the United States
population as a whole. These data tell us much
about the typical elderly person, often (albeit
wrongly) defined as a white middle-class male.
However, they tell us little about the health and
social aspects of aging of specific cultural
groups.

Mounting evidence of the relevance of cul-
ture to both the health and well-being of elderly
persons and to an understanding of their partic-
ular life experiences has led to careful and de-
tailed inquiries. Those areas of concern that are
especially pertinent in this chapter include
questions about 1) Cultural variability among
elderly persons in terms of mortality and mor-
bidity; 2) The perception and manifestation of
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disease; 3) Attitudes influencing service utiliza-
tion as well as treatment compliance; and 4)
The resources—both instrumental and affec-
tive—that enable one to cope with illness and,
conversely, to maintain good health and a sense
of well-being.

Although mediated by socioeconomic fac-
tors, death rates and disease prevalence among
living persons vary widely across different cul-
tural groups in the United States. For example,
the death rates of Mexican Americans,'
blacks,!" Native American Indians,'””> and
Alaska Natives'® are significantly higher than
the rate of death among whites; also, they in-
crease in the order just presented. Morbidity
patterns within these special populations pro-
vide some indication of the forces at work.

The highest prevalence rates of diabetes mel-
litus, biliary dysfunction, rheumatoid arthritis,
tuberculosis, and otitis media in this nation are
found among American Indians and Alaska Na-
tives.!* Tuberculosis and diabetes mellitus also
are common to Mexican Americans,'” whereas
sickle-cell anemia, heart disease, and hyperten-
sion occur with the highest frequencies among
blacks.!! Bacterial and parasitic diseases are
common in all three cultural populations. The
high prevalence of diseases of this nature im-
plies that chronically poor health and increasing
disability often accompany advancing age
among these populations.

Many of these diseases are associated with
conditions of poverty (e.g., overcrowding, in-
adequate housing, lack of pure water, and poor
nutrition). Other factors, some of which are
firmly rooted in cultural traditions (e.g., dietary
preferences and activity patterns), also contrib-
ute to being at a high risk for such diseases.
These etiologic components require special
consideration for the delivery of health services
to elderly persons from diverse cultural back-
grounds.

Psychiatric morbidity appears to vary as well
among cultural groups in the United States. The
most dramatic difference involves an age-re-
lated ‘‘cross-over’’ in suicide rates. During
early adulthood, blacks, American Indians and
Alaska Natives, and Mexican Americans com-
mit suicide much more frequently than whites.
The reverse is true over 60 years of age.!®!415
Culture-specific epidemiologic data are rela-
tively scarce, particularly with respect to el-
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derly persons, and they shed little light on this
trend. Some studies indicate that certain psy-
chiatric disorders are more prevalent among
older Blacks,'® American Indians and Alaska
Natives,!” Southeast Asian refugees,'® and
Mexican Americans,” than among older
whites. Other studies report no significant dif-
ferences among elderly persons in these
groups.? Despite this inconsistency, a frequent
misdiagnosis (e.g., of major affective disorders
as senile dementia, see Volume I, Chapters 335,
36) is a common finding and has provided a
greater impetus to look more closely at cultural
variability in the perception and manifestation
of illness.

A considerable body of research has devel-
oped on the views of illness that are held by
various cultural groups in the United States.?!
The differences are enormous and include con-
cepts of bodily function, widely divergent as-
sumptions about etiologic agents, and marked
variations in the nature and form of phenomena
that are thought to be symptomatic of illness.
Given that acculturational pressures are less
likely to have affected the older members of
these groups, such cultural differences are es-
pecially pronounced among elderly persons.
Recently emerging work?'-2 offers practical di-
agnostic strategies for a health care professional
that emphasize the psychosomatic and ecologi-
cal elements of the worlds in which people live.

The use of health services by elderly persons
also varies with cultural background.?!?4-2
Contributing factors include the perceived rele-
vance of the kinds of care offered, the cultural
background of the providers, staff sensitivity to
cultural differences in interactional styles, and
cognitive discrepancies in explanatory models.
Treatment compliance is affected by similar cir-
cumstances. The behavioral health literature is
fairly clear with respect to the role of psycho-
logical dispositions (i.e., beliefs about a threat
to health or efficacy of the prescribed action),
social context (support and primary group sta-
bility), situational demands, and personal
sources of care in ensuring adherence to a pre-
scribed regimen.?

Without exception, studies among different
cultural groups in the United States indicate
that social networks (family, friends, neighbors,
and mutual association groups) are among the
most potent mechanisms for marshalling instru-
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mental and affective resources to enable their
older members to cope effectively with health-
related problems.?®-3? Certain sectors of their
networks appear to operate differentially in this
regard. For example, immediate family mem-
bers are most likely to assist elderly American
Indians with problems that involve illness or
physical disability; neighbors and church mem-
bers assume much more prominent roles in
helping elderly blacks and Hispanics to cope
with the same kind of difficulties. Elderly
whites seem to respond in yet a different fash-
ion; they rely largely on formal sources of sup-
port and services.

These are some of the social and psychologi-
cal aspects of aging that acquire special signifi-
cance in a cross-cultural context, particularly
with respect to health-related questions. The
well-being of elderly persons ultimately repre-
sents the central concern of these lines of in-
quiry.

Well-Being Among Elderly Persons:
A Social-Psychological View

The dominant research theme within social ger-
ontology for the last 3 decades has been the
identification of those factors that improve or
aggravate the subjective and objective well-be-
ing of elderly persons. Research on stereotyp-
ing, morale, personal networks, disengage-
ment, and so on, all fall within this category.
The early sociologic research is characterized
by an Aristotelian approach to the problem;
that is, the identification and classification of
the relevant independent and dependent vari-
ables. The major research device has been the
survey instrument. Occasionally, these descrip-
tive and correlational approaches have been
supplemented and guided by theories that were
borrowed from other disciplines, especially so-
ciology and psychology. In the discussion that
follows, both the major theories and data that
describe and explain well-being among elderly
persons will be examined.

Disengagement and Activity Theories

Disengagement and activity theories have been
the dominant theoretic influence in social ger-
ontology for the last 2 decades, although their
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sovereignty has significantly waned in recent
years.

The disengagement theory evolved in the
late 1950s and was formally presented by Cum-
ming and Henry in 1961.33 It posits a functional
relationship between an aging individual and so-
ciety, asserting that there is a process of mutual
withdrawal or disengagement of an individual
from society and society from the individual.
An individual withdraws because of his or her
awareness of diminished capacities and the
growing imminence of death. Society with-
draws because it needs to fit younger persons
into the slots that were once occupied by older
individuals. These processes are said to be uni-
versal and inevitable and to promote system
equilibrium. Operationally, the disengagement
process is manifested by a decrease in the num-
ber and diversity of contacts between an older
person and society. The fact that disengage-
ment is thought to be a mutually satisfying pro-
cess is, in part, reflected by data that shows
high morale among elderly persons who with-
draw from society both psychologically and be-
haviorally.

The disengagement theory fired a contro-
versy that persisted for over 10 years. The ma-
jor opposition came from proponents of the ac-
tivity theory who argued that the social role
participation or activity among elderly persons,
while generally decreasing with age, correlated
positively with life satisfaction.?* Thus, both
theories assume that aging is characterized by a
general decrease in social interaction, but, they
differ with respect to the predicted correlates of
this process. The disengagement theory pre-
dicts a positive relationship between life satis-
faction and decreased social interaction; the ac-
tivity theory predicts the reverse.

Choosing between these diametrically op-
posed theories would appear to be an easy task,
but in fact it is not. Depending on which side of
the fence one wants to be on, a large source of
available literature can be found to support ei-
ther perspective.”® The fact that empiric sup-
port for either view is readily available or, even
more problematic, that the same data can be
interpreted as verifying either theory, suggests
major shortcomings within these theories.

The fundamental problem with both theories
is that they are not stated with enough specific-
ity, either in the original or revised versions, to
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make them falsifiable. Hochschild*® terms this
the ‘‘escape clause’ problem. For example,
disengagement states that withdrawal is univer-
sal, inevitable, and intrinsic; however, there
will be variations in the “‘form’ and ‘‘timing”’
of disengagement. Without specifying exactly
the nature of the variation in form or timing, the
door is left open for a post-hoc reinterpretation
of a myriad of disconfirming instances.

Other investigators* have criticized these
theories as being based too much on linear
models; they fail to capture the complex inter-
play between an individual and his or her social
system. A related problem is that they are fo-
cused too much on the static relationship
among the elements rather than on the pro-
cesses of adapting to aging. Finally, there is the
problem of meaning. Both disengagement and
activity theories ascribe meaning to the behav-
ior of aging individuals that is based on assump-
tions about the motives and desires of the indi-
vidual and society. In summary, after more
than 2 decades of existence, it seems appropri-
ate to conclude that neither the disengagement
theory nor the activity theory have proven to be
as useful a predictive tool as we would have
liked.

Social Breakdown Model

In response to the need for a more dynamic
model of normal aging, Kuypers and Bengtson®’
proposed the social breakdown model. A sys-
tems approach with feedback loops and cyclic
processes is emphasized in this model. The cy-
cle is initiated when an elderly individual be-
comes vulnerable to external evaluation and la-
belling because of the loss of historically
familiar sources of feedback, such as roles,
norms, and reference groups. The feedback or
labels that are provided for an elderly individual
primarily are negative, since they are derived
from socioeconomic use models. The eventual
consequence of the social labelling process is
the acceptance of negative self-labels (e.g., in-
competent, useless) and the eventual atrophy of
psychological and behavioral coping skills.
The model is replete with assumptions, but
relatively little data exist to support them. For
example, the assumption that aging is associ-
ated with a loss of roles, norms, and reference
groups is supported by Rosow?®; however, it is
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opposed (at least in principle) by advocates of
age status or age stratification® perspectives, as
well as by those who argue that elderly persons
represent a unique subculture with its own
group consciousness.*

Even if we accept the assumption of norm-
lessness, we must then show that elderly per-
sons look to the values and attitudes of persons
in their middle years and that these values are
predominantly negative. There is, however, lit-
tle evidence showing that elderly persons view
middle-aged persons as their relevant reference
group. Finally, one must ask whether this in-
deed is a model of normal aging, since the ma-
jority of elderly persons do not perceive them-
selves as incompetent or as atrophied as this
model would suggest.

Exchange Theory

The exchange theory*' is a more recent entry
into the social gerontology theory pool. It at-
tempts to explain the decreased social interac-
tion of elderly persons in terms of economic
exchanges. The basic assumption of the theory
is that interactions between individuals occur
and are sustained because the rewards that an
individual receives (e.g., esteem, compliance,
and entertainment) are greater than the costs he
or she incurs (e.g., time, boredom, and anxi-
ety). An interaction is imbalanced when one of
the partners of a social exchange is unable to
reciprocate the rewarding behavior of the other.
Thus, elderly persons become increasingly un-
able to enter into balanced exchange relation-
ships with other groups because of the decline
in power resources that is associated with age.
The imbalanced exchange ratio ultimately
forces elderly persons to exchange compliance
(they conform to the expectations and demands
of younger cohorts) for their continued suste-
nance. Disengagement occurs when the costs of
compliance and the loss of self-respect reach a
point where an older person would rather with-
draw from social interaction than comply any
more.

There are several conceptual problems that
are inherent in the exchange approach. For ex-
ample, the calculation of costs and benefits may
not be straightforward. A younger individual
who perceives no clear extrinsic rewards for
interacting with older persons may justify his or
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her spending time interacting with an older per-
son by generating intrinsic reasons (e.g., genu-
ine interest in older persons). Alternatively, one
can argue that virtue has its own reward; inter-
acting with an elderly person in a positive man-
ner can be viewed as a credit to a younger per-
son, especially if extrinsic rewards are absent.
The point is that the calculus for adding up
costs and benefits is considerably more com-
plex than the formula suggested by Dowd.

Another conceptual problem concerns the
absence of expectancies in the exchange model.
How satisfied we are with social interactions is
not so much a function of the absolute rewards
and costs that are associated with that interac-
tion, but rather the level of rewards and costs
relative to our expectations.

Learned Helplessness and Aging

Seligman* first proposed the learned helpless-
ness theory as a model to explain depression in
humans. According to this theory, when indi-
viduals are exposed to uncontrollable out-
comes, they develop expectations that future
outcomes also will be uncontrollable. This, in
turn, leads to the motivational, cognitive, and
emotional deficits that are associated with help-
lessness and depression.

The degree of helplessness will vary as a
function of the type of attribution that the indi-
vidual makes about the cause of his or her in-
ability to control important outcomes. In gen-
eral, the most damaging effects are expected
when an individual blames him- or herself for a
negative outcome and when an individual feels
that it was the result of a permanent and far-
reaching character flaw. For example, consider
a man whose spouse dies, blames himself for
her death, and believes that it was largely due to
his uncaring and negligent nature. Compared to
another person who is convinced that his wife
died because of a once-in-a-lifetime random
event that he could neither predict nor avoid,
the former should suffer greater, more general-
ized, and longer-lasting damage to his self-es-
teem.

Although this model has not been rigorously
tested with an elderly population, it has stimu-
lated considerable research on aging (in gen-
eral) and on the impact on elderly individuals of
institutionalization (in particular). Several re-
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searchers*** have suggested that aging is a pro-
cess that is characterized by large decreases in
an individual’s ability to control important out-
comes due to shrinking financial resources, de-
creased physical ability, a loss of the work role,
and so on. According to this view of aging, the
withdrawal and high rates of depression that are
observed among elderly persons are attribut-
able to the shrinkage in the sphere of environ-
mental control. Several studies have been car-
ried out experimentally that test derivations
from this model. Data are now available that
demonstrate the positive impact of control-en-
hancing interventions on institutionalized el-
derly persons,* the long-term effects of these
interventions,* the relationship between these
interventions and individual differences,* and
the relationship between competence and con-
trol in promoting health-related outcomes
among institutionalized elderly persons.*

As with the exchange theory, the central idea
of the learned helplessness theory concerns the
issue of power. In both theories, the declining
power resources of elderly persons are identi-
fied as the precipitating cause of their with-
drawal. Beyond this similarity, however, the
theories are vastly different. Learned helpless-
ness, because of its emphasis on one’s percep-
tion of the world, delves deeply into the phe-
nomenology of the individual; the exchange
theory does not.

Social Comparison Theory

Over 2 decades ago, Festinger*’ proposed his
theory of social comparison processes. The un-
derlying assumption of the theory is that there
exists in humans a basic drive to evaluate their
opinions and abilities. In the absence of objec-
tive evidence (e.g., physical reality), persons
will compare themselves with others to assess
the validity of their views or the quality of their
skills.

The relevance of social comparison pro-
cesses to an understanding of the adjustment to
later life is evident once we recognize that there
is no physical reality that readily provides an-
swers to questions such as: How should I feel
about my life? or How happy am 1? With the
possible exception of extreme cases, how we
respond to, or feel about, a wide array of cir-
cumstances and outcomes depends on the opin-
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ions and beliefs of relevant other persons. Who
are these relevant others for elderly persons?
There are several possible answers to this ques-
tion. One option is to identify similar other per-
sons in one’s environment and use them as ref-
erence persons. Another option is to make an
historical or temporal comparison. This is an
intraindividual comparison in which present cir-
cumstances, outcomes, abilities, and so on, are
compared with past circumstances, outcomes,
abilities, and so on.*”®

To the extent that any comparison yields
negative discrepancies, individuals are likely to
feel badly about themselves or their situation.
Thus, for example, an old person who perceives
relevant others to be considerably better off
than him- or herself, or who dwells on the fact
that his or her past was far better than the
present, may experience negative affect. Posi-
tive affect should result when comparisons
yield positive discrepancies.

Which of the two processes dominate should
have important consequences for adjusting to
later life. Given the many real declines that are
associated with reaching old age, comparisons
based on the past are likely to yield negative
discrepancies and, hence, negative affective
states. Alternatively, an elderly individual who
uses his or her contemporaries as a basis of
comparison should be less likely to experience
negative discrepancies and, hence, a negative
affect.

As an example, consider an institutionalized
older person and the types of events that he or
she is likely to encounter. Clearly, if such an
individual compares past housing conditions,
leisure activities, physical mobility and daily
events with present conditions, he or she is
likely to experience a negative affect. However,
if the same individual uses as a basis for com-
parison the circumstances and outcomes of sim-
ilar individuals in the immediate environment,
there is less likelihood of experiencing negative
discrepancies and, hence, a negative affect.

The type of comparison processes that older
persons engage in can be inferred from a recent
study in which residents of old age homes re-
ported no more symptoms of depression than
either a group of waiting-list control subjects or
a non-institutionalized young group.* This
would be expected if individuals engaged in
contemporary, rather than temporal, compari-

R. Schulz and S. Manson

son processes. A similar inference can be de-
rived from the large number of reported studies
on morale and well-being in elderly persons.
Despite large differences in objective condi-
tions of young, middle-aged, and elderly indi-
viduals, few studies report any age-related dif-
ferences in well-being and morale. Apparently,
individuals in different age groups adjust their
expectancies to bring them in line with the pre-
vailing conditions for that group. In societies
where there are large differences in the alloca-
tion of resources based on age, such a mecha-
nism is adaptive both for the society and the
individual.

Stage Theories

There are several ‘’stage’’ theories of adult de-
velopment that have come to popular attention
within the last decade. This includes the work
of Erik Erikson,*® Levinson,’' and Sheehy.*?

Erikson’s life span stage theory was one of
the earliest and best-known models of adult de-
velopment. He divided life into eight stages.
For each stage, an individual is called on to
make choices between two opposites. Only af-
ter making the correct choice within a particular
stage can an individual progress to the next
higher stage of development. For example, for a
young adult, the choices are between industry
and inferiority. The successful completion of
this stage involves striving for skill and mas-
tery, carrying through on projects, and having
pride in production. Failure is defined as being
passive, leaving things undone, and feeling in-
adequate about one’s productivity.

All eight of Erikson’s stages are described in
Table 2-1. A quick reading of the conflicts and
tasks that are identified for each stage shows
they have a great deal of intuitive appeal. Each
of us has confronted, at one time or another,
one or several of the identified conflicts. The
stages undoubtedly are useful in helping us to
gain a broad perspective on our lives. But
whether or not they are universally applicable
to all persons, as stage theorists would claim, or
whether or not they have a great deal of diag-
nostic or therapeutic value remains to be dem-
onstrated. As pointed out earlier, there is a
great diversity in the life paths and values of
different cultural groups within the United
States; yet, Erikson’s theory appears to be
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TABLE 2-1 Erikson’s Eight Stages
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Stage

Positive Resolution

Negative Resolution

1 Basic trust versus basic
mistrust

2 Autonomy versus shame and
doubt

3 Initiative versus guilt

4 Industry versus inferiority

5 Ego identity versus role
diffusion

6 Intimacy versus isolation

7 Generativity versus stagna-
tion

8 Integrity versus despair

Person likes or trusts work
associates, friends, relatives;
feels essentially optimistic
about people and their mo-
tives; has confidence in self
and the world in general.

Has own attitudes and ways of
doing things, not because
others expect them; is not
afraid to hold own opinions or
do what he or she wants.

Takes pleasure in planning and
initiating action; plans ahead
and designs own schedule.

Likes to make things and carry
them to completion; strives for
skill mastery; has pride in
production.

Has strongly defined social
roles; feels at home in work,
family, affiliations, sex role;
enjoys carrying out role behav-
ior, has sense of belonging;
takes comfort in style of life
and daily activities; is definite
about self and who he or she
is; feels continuity with past
and present.

Has close, intimate relation-
ship with spouse, children, and
friends, sharing thoughts,
spending time with them, ex-
pressing warm feelings for
them.

Has plans for future that re-
quire sustained application and
utilization of skills and abili-
ties; invests energy and ideas
into something new; has sense
of continuity with future gener-
ations.

Feels satisfied and happy with
life work accomplishments;
accepts responsibility for life;
maximizes successes.

Person distrusts people; pre-
fers to be alone because
friends ‘‘get you into trouble’’;
dislikes confiding in anyone;
distrusts self and the world in
general.

Is self-conscious about own
ideas and ways of doing things
and prefers to stay with tried
and trusted ways; avoids as-
serting self in group; empha-
sizes how much like others he
or she acts and feels.

Lets others initiate action;
plays down success or accom-
plishment.

Is passive; leaves things un-
done; feels inadequate about
ability to do things or produce
work.

Is ill at ease in roles, lost in
groups and affiliations; does
not enter into required role
behavior with much convic-
tion; may make radical
switches in work or residence
without meaning or purpose.

Lives relatively isolated from
friends, spouse, children;
avoids contact with others on
an intimate basis; is either
absorbed in self or indiscrimi-
nately sociable; relations with
people are stereotyped or for-
mal.

Seems to be vegetating; does
nothing more than routines of
work and necessary daily ac-
tivities; is preoccupied with
self.

Feels depressed and unhappy
about life, emphasizing fail-
ures; would change life or
career if had another chance;
does not accept present age
and mode of life; emphasizing
past, fears getting older, fears
death.

SouRrck: Adapted from Troll L: Continuations: Adult Development and Aging © 1982 by Wadsworth, Inc. Reprinted by
permission of Brooks/Cole Publishing Co., Monterey, CA.
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modelled almost exclusively after the middle-
class male. Virtually all of the adult develop-
mental stage theories lack the specificity re-
quired for empirical testing. They are perhaps
best viewed as useful conceptual systems that
allow us to define and focus in on some of life’s
major transitions.

Well-Being Among Elderly Persons:
A Summary View

A good theory in the social sciences has to be
plausible enough to avoid immediate rejection,
yet implausible enough to arouse interest; spe-
cific enough to permit empiric testing, yet vague
enough to escape easy refutation. This descrip-
tion obviously applies to the several theories
that we have just reviewed concerning the de-
terminants of well-being late in life. Although
we might be tempted to throw out this bathwa-
ter of theories, it would be difficult to do so
without throwing out the baby at the same time.

In fact, there is a kernel of truth to all the
perspectives that have been presented. Elderly
people as a group do decrease their level of
activity, become more reflective about their
lives, transact exchanges in their interpersonal
relationships, lose control over important out-
comes in their lives (and are saddened by this),
and adjust their expectations for old age to
roughly bring them in line with objective real-
ity. However, most of these statements would
accurately describe individuals of any age; as
with individuals of any age, elderly people are
happy to the extent that they have sufficient
financial resources and are healthy.
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CHAPTER 3

A Philosophical Perspective

SALLY GADow, PH.D.

The growing concern for the elderly manifest in
the emergence of specialty training and re-
search in geriatric medicine is of profound im-
portance, both in erasing the social stigma and
in easing the personal strains of aging. The
premise of geriatric medicine is that aging is a
clinical phenomenon in its own right, and is
worthy of a practitioner’s or a researcher’s full
attention. Indeed, for these clinicians, elderly
persons are a biologic elite.! As an elite, they
present special strengths as well as special
problems that other patients do not manifest.
They challenge, intrigue, and reward a cli-
nician in ways that younger patients do
not.

It does not follow, however, that a physician
or a society that is concerned about elderly per-
sons holds an unequivocally positive view of
aging. By analogy, pediatricians can hold
widely differing views of childhood, which
range from the view that childhood is a time of
intrinsic value and completeness to the opposite
view that it is of merely instrumental value—a
preparation for adulthood; thus, its meaning as
an experience is strictly relative to the attain-
ment of adulthood. Similarly, a special interest
in elderly persons can reflect any of the views of
aging along the spectrum ranging from negative
to positive. Because it is doubtful that elderly
persons can be helped in a meaningful way by
clinicians with an underlying negative appraisal
of the experience of aging, it becomes crucial to
identify the prevalent view that may con-
sciously or unconsciously inform the practice of
geriatric medicine.

Views of Aging

At one extreme, which can be designated the
negative end of the spectrum, is the view that
aging is a stage of dying; an inevitable physical,
if not also psychological, acquiescence of indi-
viduals to their mortality. The negativity of this
view derives, in part, from the general disfavor
with which mortality is viewed, particularly by
health professionals. If death was anticipated as
the pinnacle of human experience, aging—as
the period of preparation for death—might ac-
quire a different character.

In addition to the general negativity that is
associated with death and, thus, with aging as a
process of dying, aging is unique among the
stages of life; it is increasingly regarded as the
natural time to die. The implication of this per-
spective for medicine is clear. Death is to be
resisted less strenuously (if at all) in older per-
sons, while the death of a young person is a
tragic violation of the natural order. Chekhov’s
Iona mourns, ‘‘here my son’s dead and I am
alive. . . . It’s a strange thing, death has come
in at the wrong door.’’? The consequences of
such a view for both clinical and policy deci-
sions are obvious. If medicine is defined essen-
tially as the prevention of death (i.e., early
death), younger persons merit more care than
the older ones. Elderly persons must not only
bear the burden of the general negativity that is
associated with death (as must any person diag-
nosed as dying), they also must endure the
unique discrimination of being the only group
for whom death is culturally accepted.
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The view of death as a normal occurrence in
aging can be traced to either of two perspec-
tives: the statistical or the naturalistic (teleo-
logical). The modern decline in mortality for
every age group except the elderly group means
that death now is reserved largely for elderly
persons. Statistically, death was once normal
(because not unlikely) at any age; indeed, it was
more normal in childhood than adulthood; now,
it is unlikely in early life, while numerically the
norm for elderly persons. Now, ‘‘we place
dying in what we take to be its logical position,
which is at the close of a long life, whereas our
ancestors accepted the futility of placing it in
any position at all.””

The statistical ‘‘logic’’ of death in aging is
reinforced by the teleological view. This per-
spective appeals to natural phenomena as the
interpretive analogy for human experience.

Death for an older person should be a beautiful
event. . . . What is more beautiful than the spring
budding of small leaves; then the fully-leaved tree in
summer; and then the beautiful brightly colored au-
tumn leaves gliding gracefully to the ground?*

In the naturalistic view, death is the goal (telos)
of the aged plant, animal, or person; both for
ecological reasons (to allow room for the new)
and because the organism has fulfilled its ap-
pointed tasks and achieved its purpose in exis-
tence. Death is not an interruption, but an affir-
mation that the life already has reached
completion and its continuation would be point-
less. Only a premature death is unnatural, be-
cause it interrupts an incomplete life.

For the naturalist, a death late in life is ac-
ceptable from the perspective of the overall or-
der in which an individual exists. Since this is a
view in which the meaning of death derives not
from an individual but from the requirements of
the general social or natural context, the accep-
tance of death by an individual is not necessary.
As part of a larger purpose (i.e., the preserva-
tion and harmony of the whole), an individual is
not irreplaceable or supremely valued, but is a
contributing and replaceable part of the whole.
In short, because the naturalistic view is not
based on an empiric claim that individuals re-
gard their own death as the logical outcome of
aging, the view is not affected by the number of
elderly persons who may not welcome death.

A clinician who regards aging as the natural
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time for death will find incomprehensible an el-
derly patient with the opposite view, who re-
gards death as a radically individual (not eco-
logical) event; moreover, it is regarded as
absurd and inexplicable, void of relos. The fact
that older persons may acknowledge the likeli-
hood of death more than younger persons does
not mean that they find it acceptable, nor even
that they realize its nearness (implying its re-
moteness in youth). An individual does not be-
come increasingly mortal with age, nor more
able to realize the fact of mortality; for that fact,
as with old age itself, belongs to Sartre’s cate-
gory of the ‘‘unrealizables.”

I shall be dead for others, not for myself: it is the
Other who is mortal in my being. I know that I am
mortal, just as I know that I am old, by adopting the
outsider’s view of me. . . . My “‘mortality’’ is in no
way the object of any close, inward experience.’

If the necessity of death remains an abstraction
that cannot be inwardly realized, the statistical
probability that death is near is equally unreal-
izable.

The idea of death’s coming closer is mistaken. Death
is neither near nor far: it is not. . . . The old man
knows that he will die ‘‘soon’’. . . . and the word
‘‘soon’’ remains as vague at 80 as it was at 70.

The inability to relate directly to the neces-
sity of one’s death does not prevent encounters
with the possibility of one’s death. However,
possible death is realizable precisely because it
is a contingency, not a necessity. One does not
experience mortality, but the contingency of
human life; not the fact that one must die, but
the possibility that one might die—and that pos-
sibility, as with any other danger, is something
to be braved and survived.

Perhaps the real deep feeling is of joy, even triumph,
that one has survived the night. . . . Of course you
could die during the day, but it’s not likely, not even
possible, is it? This year, next year, sometime, again
becomes never.’

Death is unrealizable in its radical negation
of an individual. Without a meaning that tran-
scends personal existence, death is a purpose-
less closure and mortality is absurd. Death as a
contingency is not absurd; the body is not ex-
pected to withstand an overwhelming assault.
However, death as a necessity is meaningless.
It is in this respect that death can seem more
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absurd in old age than in youth, where it is by
definition only a contingency. An infant does
not die because it is mortal and must die, but
because of an unnatural chain of events that, in
principle, could have been prevented. How-
ever, an elderly person must die even if no par-
ticular lethal pathology is present; death cannot
be indefinitely prevented. The greater absurdity
of death in an elderly person is precisely that it
is natural, inevitable, and non-contingent. The
naturalistic view then, if not accepted by an el-
derly person, only reinforces the unrealizable;
it cannot redeem it. ‘‘Death cannot be both nat-
ural and radical’’ when ‘‘natural’’ connotes ac-
ceptance of the unacceptable.?®

Is there another sense in which death can be
viewed as natural for an older person—for any
person—without negating its radicalness? On
an individual level, death can be determined by
oneself to be natural if it can be informed with a
meaning and be accomplished in a form that is
congruent with a person’s unique being. Thus,
it may become natural when it is most artificial;
that is, when it is a conscious creation, an at-
tempt ‘‘not to perish simply as a perishable part
of the natural order. . . . as the unconscious
things, the frozen sparrow under the hedge, the
dead leaf whirled away before the night wind.’”®
Death that is natural is not a universal death—
the mortality that affects all alike—but the
‘‘well-crafted death,” the ‘‘death of one’s
own’’ of which Rilke writes.!® This type of
death is the unique creation of an individual,
and only that person can fashion it in such a
way that its radicalness is transcended and ren-
dered personally natural. Without the intention
of an individual in the creation of the meaning
and aesthetic form'! that the death is to have, it
cannot be natural in the radical sense. There is
no external criterion by which one could judge
for another that his or her death is natural in
that sense. Nor can one person provide for an-
other a natural death, since the only relevant
meanings of natural are the meanings that indi-
viduals determine for themselves. There can be
no general definitions at this level. The absence
of machines, the freedom from pain, and the
demonstration of serenity are not criteria for a
natural death, just as the use of a particular
medium or the choice of a certain content are
not criteria for a work of art. The criterion in
the creation of one’s own death, as in the crea-
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tion of art, is personal and individual ‘‘it has
sprung from necessity. In this nature of its ori-
gin lies the judgment of it: there is no other.”’"?

There are repeated opportunities during ag-
ing to reflect on death because of an older per-
son’s more frequent experience of the deaths of
others. ‘‘It’s uncanny when you are old, the
space and the silence which are left by all the
people who used to be in your life.”’" In addi-
tion, elderly persons often are more practiced in
shaping their own lives and, consequently, may
be more able than younger persons to create a
death that is natural for themselves. However,
this is only analogous to the possibility that an
experienced artist will be able to create works
of art with fewer impediments than a beginning
artist. It does not mean that older persons have
fashioned, solely as a function of aging, a view
and a meaning of death wherein it is natural for
them. It simply means that older persons are
likely to be more able than younger ones to re-
create an experience or event so that it is con-
gruent with their individual character. It offers
no grounds for a clinician’s expectations that
elderly patients will have faced and resolved all
of their concerns about death. Perhaps, though,
it offers one reason for the special interest that
elderly persons hold for many clinicians; that is,
the possibility that older patients will be more
emphatically individual and self-determining
than other patients in addressing both life and
death.

In a society and a profession that is seriously
concerned with the correction of abnormalities,
the negativity that is associated with death is
rivaled only by that associated with disease.
This connection is the basis for the second neg-
ative view that aging, even if not intrinsically a
terminal condition, is nonetheless a disease.
This view sometimes rests only on a confusion
of the normal physiology of aging with the pa-
thologies that often accompany it. But, even
when that distinction is clarified, the physiology
of aging itself sometimes is regarded as patho-
logic. That concept finds expression in the des-
ignation of clinical changes in aging as deterio-
ration or decline. To an objective observer,
however, there is nothing a priori degenerative
about those changes, unless one uncritically ac-
cepts as the only standard of health the condi-
tion that younger individuals manifest. Using
that standard, of course, aging by definition is a
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marked deviation; therefore, the only appropri-
ate response will be to “‘cure’” it.!

A slightly more positive view can coexist
with the view of aging as a disease, and it often
underlies the political support for geriatric med-
icine, (i.e., the view in which elderly persons
are elevated from the role of outcasts to that of
underprivileged citizens. They are brought ‘‘out
of the closet’’ to become recipients of a popular
benevolence toward the oppressed. The special
services that this view has generated have nota-
bly improved the quality of life of many elderly
persons. However, the risk to elderly persons
of this view is significant. It is the danger in any
targeting of disadvantaged individuals as spe-
cial groups that need services; the beneficiary
necessarily remains subordinate to the benefac-
tor. Inherent in that subordination is an inevita-
ble dependence and a powerlessness to deter-
mine the policies of the benefactor. As a result,
““in the consciousness of many old people and
in the eyes of society, they have become an-
other species. Ironically, an intensive caring
and concern for their welfare is frequently more
likely to suggest this relegation than indiffer-
ence and neglect.”’!’

A corollary of this view is the treatment of
elderly persons as objects of science, not of
public or private largesse. On this view, aging is
of interest as a specific class of phenomena,
which bears little relation to the features of ex-
periences shared by persons of all ages. The
danger of examining one category of persons as
distinct objects of interest is that the examiner
defines the parameters of the study, and so im-
poses on the persons studied a version of reality
that may not be theirs. Thus, they are estranged
from their own reality as well as from those
whose object they are. One outcome of ad-
dressing elderly persons as a separate species is
precisely described by Berger:

The fact that they can observe us has lost all signifi-
cance. They are the objects of our ever-extending
knowledge. What we know about them is an index of
our power, and thus an index of what separates us
from them. The more we know, the further away
they are.'6

Berger is referring to animals as objects of
study; the fact that his remarks apply cogently
to the study of elderly persons is a striking com-
mentary on the species approach.
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The opposite view of the species approach is
that there is nothing of importance that distin-
guishes aging from other experiences. Aside
from a few extra maladies, nothing alters. Theo-
retically, one can maintain the same scope and
intensity of social and professional involve-
ment. If elderly persons were not identifiable by
their physical markers, neither they nor those
observing them could differentiate their experi-
ence from that of younger persons. Because
this view seeks to avoid the stigma of the spe-
cies approach, it seems to represent the positive
end on the viewpoint spectrum. In fact, how-
ever, it is a ‘‘false-positive’’; at best, a neutral-
izing of the negative value of aging based on the
assumption that if aging were to be accorded a
special place in human experience, that place
could only be negative. Thus, it assumes that
“‘the only way of making aging human is to
make it as nearly like youth or mid-life as possi-
ble.”’!

The view that most closely approaches a
positive valuing of aging is the regard for elderly
persons as a cultural treasure, an historical
elite. According to this view, the value of aging
is the possession of spiritual wisdom or histori-
cal information. The positive direction of this
view cannot be denied; it identifies elderly per-
sons as a crucial resource in the endeavor to
make sense of the human condition. However,
the view entails assumptions about the value of
time and the relation to one’s body that may
ultimately undermine the positivity of regarding
elderly persons as historical and spiritual re-
sources. Most simply expressed, that view de-
nies the possibility that aging may be a time of
intense involvement with the present or future
rather than the past, or the possibility that the
primary value for an individual may be sensu-
ous rather than spiritual experience. Because of
the importance of these possibilities, the re-
maining sections of this chapter explore the
meanings of time and of the body in relation to

aging.

Views of Time

The way in which aging is regarded and experi-
enced is inseparably connected with the way in
which time is understood. Two concepts of time
can be identified as informing human experi-
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ence; both contribute, in particular, to the con-
flicts that surround decisions about the medical
treatment of elderly persons. These are the
views of time as linear and as generational. It
should be emphasized that the conflict between
the two views becomes destructive only when
one of them is regarded as the correct view and
when persons holding the other view are deval-
ued. As long as neither view becomes a means
of evaluating the worth of individuals, the dia-
lectic between these opposing concepts of time
can be seen as enriching the life of a society.

Linear time is represented by the succession
of identical units or points in a series. The line
of points ‘‘moves’’ only in one direction, for-
ward. Its movement, moreover, is inexorable;
linearity is continuous, with each point fol-
lowed instantly by the next. Because linear time
moves relentlessly forward, it is progressive: all
events lead to the future. When that concept of
time is the accepted form of social/historical
time, the movement of a society is an inexora-
ble ascent into the future.

The progressive direction of social time has
marked implications for individuals. It orients
personal experience toward the future; it pro-
hibits facing backward, dwelling in the past, or
attempting to bring the past forward. More im-
portantly, linear time as a socially enforced
construct is inimical to a positive valuing of el-
derly persons. Whereas the future of a society
is theoretically infinite, and (thus) capable of
endless progression, individual lives are finite.
They reach a point of little future. Using the
linear model, this is the point at which their
ascent peaks and decline begins; when an el-
derly individual no longer is regarded as partici-
pating in society’s progress. The old fall behind,
become marginal, are outside of time because
they are out of time:

We old people are not in modern life. Our impres-
sions of it are at second or third hand. It is something
we cannot know. We do know its effect on us, and
the impact is so great that it can alienate us from our
past, making it seem unlikely and irrelevant. We live
in a limbo of our own.!®

Worse than being marginal, elderly persons
in linear time are a weight that holds back those
still in the stream of progress. This is due to the
needs of the marginal competing with those in
the mainstream; allowing older persons to ab-
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sorb resources creates a clot in the flow of
time.

It should be noted that there exists a genera-
tional distance between many elderly patients
and their physicians. Medicine faces forward,
and with its progressive linear concept of time,
it tends to allocate both treatment and re-
sources according to the amount of time that
the treatment will purchase for a patient. With
this purely quantitative view of time, it is possi-
ble to assume that 20 years of benefit is greater
than 2 years, or that the death of a young person
is tragic while that of an older person is timely.
By definition, elderly persons lose with this
criterion; they have less time than anyone else
in which to benefit from even the most success-
ful treatment.

Elderly persons often retire from linear time
by choice, feeling keenly its antagonism to indi-
vidual life and to their lives in particular. Blythe
describes persons who retire to the countryside
deliberately seeking a sense of abidingness, re-
alizing that perhaps ‘‘it is better to live where
progress does not exist,”” where one can feel
‘‘sane and strong and part of the everlasting.’’"®
Elderly persons often realize that linear time,
with its forced march into the future, has no
room for a futureless life. The linear view, in
effect, forces them either to despair or to culti-
vate a different view of time.

The latter point is not difficult, since quanti-
fied time is not the original experience of time;
in that respect, it is as external and alien to a
person at 8 years of age as it is to a person 80
years old. The alternative view of time is not
mathematical, but experiential; it is subjective,
uneven, and idiosyncratic. It is ‘‘nature time,”’
seasonal, and generational. An individual’s life
is a round of experiences in which all of the
possible themes are continuously present; not a
series of stages in which the prescribed move-
ment is forward. In generational time, there is
no necessary progression toward an external
endpoint, because any place in the round is po-
tentially complete, an end, or a fulfilment. In
this view, old age is not a terminus and youth is
not a mere preparation. Each generation has a
validity, an intrinsic value that is not relative to
its past or its future. No one is marginal, no one
a threat to the whole. In this view, the quantity
of time lived or time remaining is not a measure
of personal worth.
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The Body in Aging:
The Phenomenon of Frailty

The most important dimension of aging that is
significantly influenced by different views of
time is the experience of the body. In linear
time, the body’s changes with aging can be in-
terpreted only as deterioration, which is consis-
tent with the overall evaluation of the elderly
age group as a declining element in a forward-
moving society. With the same instrumentalism
that devalues elderly persons as their social use
diminishes, the frail body is devalued as its use-
fulness to an individual diminishes. Indeed, so
significant is the body’s performance within a
progressive view of experience that altered
physical function with aging has resulted in a
general characterization of aging as an experi-
ence of frailty, weakness, even lifelessness—
despite the evidence of elders such as Scott-
Maxwell who insist that aging is ‘‘a place of
fierce energy,”” of ‘‘wild life that is almost in-
communicable,”” and ‘‘a place I had no idea ex-
isted until I had arrived here.”’?

An alternative to the linear perspective is the
view of aging as a crystal through which experi-
ences that are common to all persons are the
most clearly understood, thus becoming (as do
colors in a prism) purified and intensified. In
this light, the frailty of older persons is not a
feature that sets them apart from younger per-
sons, but an opportunity for both to understand
the frailty that each experiences. Whether old
or young, there exists as a given the possibility
of injury and destruction; the quality of frailty.
“To be as embodied existence, as flesh, is to be
fragile.”’*! The phenomena of fatigue, pain, and
illness are intrinsic to human existence.

The meaning that frailty has is not given,
however, although the phenomenon itself is
given in human experience. To appreciate this,
one needs only to contrast the prevalent mean-
ings of frailty at the opposite ends of the age
spectrum. The exquisite vulnerability of even
the healthiest infant calls forth tender concern
and devotion, while the same degree of depen-
dence in an elderly person often is found to be
burdensome, if not revolting. These opposite
meanings meet in the middle, in the ambiva-
lence that typically is felt by midlife adults
when they encounter their own frailty: They
cherish the physical expressions of concern that
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are permitted in the form of sick care; con-
versely, they are terrified of being found dis-
gusting.

The meaning that is given to frailty reflects
the overall approach employed in interpreting
human experience in general. The two ap-
proaches with the clearest (and most opposed)
interpretations of frailty are the rationalist and
the existentialist. Of the two, the existentialist
view offers the greater freedom to experience
dignity and integrity through frailty.

In the rationalist perspective, the human
condition is, in its essence, intelligible; that
which cannot be understood rationally is not
essential, but contingent or accidental. In meta-
physical terms, the essential is pure and endur-
ing, while the contingent is corruptible, and de-
caying. Thus, in rationalist metaphysics, flesh
and spirit divide; the spirit is essence (inde-
structible, while the flesh is frail (irrational and
transient). The experience of frailty is the testi-
mony to finitude, imperfection, and eventual
death. ‘“When a new disability arrives,”” writes
Scott-Maxwell, “‘I look about to see if death
has come, and I call quietly, ‘Death, is that
you?’ %

As long as frailty does not disrupt an other-
wise rational and seemingly infinite life, the fini-
tude of the flesh can be ignored. However,
when the body thwarts one’s projects and, thus,
erupts into conscious experience with the brute
objectness of physical reality, then frailty be-
comes thematic. More important, the very dig-
nity of the person as a self-defining subject is
destroyed if the body’s concrete limitations
overwhelm one’s sense of self. Frailty, then, no
longer is a background, a horizontal boundary
that marks the remote limits of human en-
deavor; it has overtaken the self at its very
center.

Regarded strictly as an object, a part of the
material world of decay, the aging body only
can destroy the dignity that consists of the
sense of self that remains at the center of one’s
experience; that freely determines the nature of
one’s relation with the body. When experience
is dominated by the body’s dysfunction and dis-
figurement, then dignity seems salvageable only
through a sharp distinction between body and
self to prevent a person from being defined in
toto as disabled; one’s sense of self repudiates
the body to escape being contaminated by its
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deterioration. The body becomes a mere shell,
a disguise:

A body like this is a dragon, all scales and folds . . . .
the dragon ate the white swan. I haven’t seen her for
years. I can’t even remember what she looks like. I
feel her, though. She’s safe inside, still alive; the
essential swan hasn’t changed a feather.?

The swan-dragon dichotomy symbolically
expresses what deBeauvoir mourns as ‘‘the in-
soluble contradiction between the inward feel-
ing that guarantees our unchanging quality and
the objective certainty of our transformation.?
The contradiction between subject and object
(self and body) is not a logical—as much as a
lived—contradiction that is cultivated by the
“self”’ to avoid becoming one with a frail and
failing body. The indignity of being swallowed
by a dragon is at least alleviated if the swan is
indigestible and survives to denounce its host as
its enemy.

However, the dignity that is purchased by
disowning a frail body ultimately is self-defeat-
ing, because the sense of self thereby surren-
ders its most essential freedom; that of deciding
how it shall regard itself. In fearing that it will
be defined (as is the body) as an object in the
world of finite objects, the sense of self gives up
the very essence of its not being an object, i.e.,
the essence of a subject as self-defining, capable
of transcending external definition. The contra-
diction is no longer between self and body, but
is the contradiction within oneself; a subject
that regards itself as an object.

The indignity of frailty is insoluble in the ra-
tionalist view, because the integrity of the self-
body relation is destroyed. More importantly,
one’s self—in fleeing the body’s failure as an
object—makes of itself an object.

The view of the body and its inherent frailty
as the imperfect and irrational element of exis-
tence precludes a self-body unity in aging by
forcing the sense of self to renounce the body.
This rationalist view also undermines the rela-
tion between one’s sense of self and the rest of
the world. As a physical and social object, the
body (in good health or ill) belongs to the world
as well as to oneself. It is the fact of the self
toward the world, but it is also the world’s clos-
est face to oneself. Thus, the body is the most
intimate connection that exists between one’s
sense of self and the world. Repudiating the
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body as a failed object or (worse) an enemy
jeopardizes that connection of persons and their
world, e.g., an individual who refuses to eat in
the company of others because of disgust with
his or her lack of coordination, or fear of others’
disgust. But to withdraw from the body when
its limitations become pronounced is no more
alienating than the other alternative; to deny its
limitations to prevent alienation. In the latter
situation, a true relation between oneself and
world is not achieved; only a facsimile that is
based on a denial of an individual’s reality.
“‘Real pain is there, and if we have to be falsely
cheerful, it is part of our isolation.”?

The combined isolation from both one’s
body and the world that is generated by the
rationalist view would seem to be grounds for
the most profound despair in aging. Yet, Blythe
observes:

The old often have amused eyes and are not neces-
sarily desperate. Serviced with dentures, lenses, tiny
loudspeakers, sticks and hip pins, the flesh has be-
come absurd and can no longer be taken seriously.
The body has become a boneshaker which might just
about get you there, if you are lucky.'®

The ‘‘amused eyes’’ are not those of the ra-
tionalist but of the existentialist. There are,
however, two types of existentialists, who need
to be clearly distinguished: 1) The grim unsmil-
ing ones in whom the lack of rationality elimi-
nates all black-and-white distinctions, only to
replace them with a grey and aimless ambiguity
(Sisyphus’ stone, Sartre’s freedom that sits like
a stone at the heart of being, deBeauvoir’s dirge
of insoluble contradictions); and 2) The danc-
ing, laughing existentialist who can say:

My formula for greatness is amor fati: that one wants
nothing to be different, not forward, not backward,
not in all eternity . . . this ultimate, most joyous,
most wantonly extravagant Yes to life represents the
highest insight that . . . nothing in existence may be
subtracted, nothing is dispensable . . . a Yes-saying
without reservation, even to suffering.

The above passage is from Nietzsche, after
10 years of unrelieved ill health, excruciating
pain, and professional failure.?” Frailty here is
not a reason for despair. Despair is the No-
saying spirit of rationalism and other forms of
idealism; ‘‘the degenerating instinct that turns
against life.”” Decay and weakness are mani-
fested not in the body’s decline, but in the lack
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of vitality in oneself to embrace one’s life—in-
cluding the life of the body—with its unceasing
tides of strength and frailty. The boneshaker is
absurd, but not a negation of life or an irrecon-
ciliable opponent of oneself. On the contrary, it
is the opportunity—greater in aging than at any
other time—to cultivate a conscious integrity of
oneself and one’s body; to cherish and not re-
nounce the body, and to care for it as one would
a beloved other with whom one has laughed,
danced, and from whom one will soon be
parted.

In the existential view, frailty is not a cause
for despair, but neither is it to be celebrated in a
“‘cult of suffering.’’ Nietzsche, who urged more
emphatically than any philosopher before him
that one becomes a ‘‘free spirit’’ through em-
bracing the body in all its finitude, also held in
utmost contempt the cultivation of suffering.
The danger in infirmity is that it may be experi-
enced as tragic and, therefore, as entitlement.
Nietzsche’s well-known abhorrence of privilege
as the reward of the weak is based not on a
contempt for weakness, but on a regard for suf-
fering as dialectical and as containing within it
the possibility for still greater strength, energy,
and vitality. The cult of suffering is the view of
weakness as the impossibility of strength; thus,
it is as much a closure to a part of existence as is
the worship of strength. It is that closure, the
No-saying spirit, that amounts to true weak-
ness. Physical frailty is simply one of the colors
that an existence will have; an especially strong
color that is neither black nor white and cer-
tainly not grey. ‘‘Perfect brightness. . . . even
exuberance of the spirit, is compatible in my
case,” insisted Nietzsche, ‘‘not only with the
most profound physiological weakness, but
even with an excess of pain.”’ In his last writ-
ing, only weeks before his collapse, he could
affirm the ‘‘sweetening and spiritualization
which is almost inseparably connected with an
extreme poverty of blood and muscle.”’?

If frailty is dialectical, which contains within
it its apparent opposite (i.e., new life and
strength), that potential should be even more
vivid in aging than in the experience of illness.
This is exactly the claim that Scott-Maxwell
makes in elucidating both the negative level of
dialectic (the level of contradiction) and the
positive level of synthesis. At the negative
level, frailty and energy are experienced in their

35

sharp antagonism to one another. ‘‘Inside we
flame with a wild life that is almost incommuni-
cable. . . . the sad fact is this vivid life cannot
be used. If I try to transpose it into action I am
soon spent.’’? Frailty and energy, in this sense
are so antithetical that the subjective dimension
of frailty is clearly its primary meaning. That
meaning is distinct from the objective medical
concept of vulnerability as the statistical proba-
bility of a new or increasing dysfunction that
occurs at a particular age. At the personal level
of free subjective aim, where probabilities do
not reach, frailty is not defined in relation to
other statistical entities; but, it is defined as an
individual imbalance (i.e., the degree to which
one’s own unique intensity cannot be lived).
In this light, frailty destroys the immediacy
in which a person’s energy and passion find
complete expression, with none left over to en-
ter consciousness. When the intensity sur-
passes the capacity to communicate it, it be-
comes conscious as the contradiction between
oneself and one’s body; between life and aging:

It is a place of fierce energy. . . . It has to be ac-
cepted as passionate life, perhaps the life I never
lived, never guessed I had it in me to live. It feels
other and more than that. It feels like the far side of
precept and aim. It is just life, the natural intensity of
life, and when old we have it for our reward and
undoing.>

The loss of immediacy is the ‘‘undoing,’’ the
intrusion into consciousness of purpose and
frailty at its opposite poles. What then is the
reward?

The energy and frailty are, in themselves, the
reward; however, only when seen at another
level of dialectic where they no longer merely
limit and define one another negatively, but also
are mutually affirming (i.e., where the positiv-
ity, as well as the limit, of each one derives
from the other). At this level, the consciousness
of ‘‘fierce energy,”” of the ‘‘natural intensity of
life’” become possible through frailty. ‘‘It may
be a degree of consciousness which lies outside
activity, and which when young we are too
busy to experience.’’*' When physical strength
is sufficient for one’s aims and vitality is fully
actualized without using the remainder, there is
no conscious access to that intensity. The body
expresses it and the world absorbs it before it
can become conscious. It is (of course) always
present in consciousness in specific forms as
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the projects and tasks that it fuels and that con-
vey the sense of activity, and of busy engage-
ment with the world. However, only when
those forms are absent can the pure intensity,
the life-force per se, appear in all its strength.

At this point, the very frailty that made pos-
sible this encounter with intensity is itself suf-
fused with new life and is rendered intense; it
becomes the new form for one’s life and is ex-
perienced with the passion that once was di-
rected into other forms. To the extent that it is
the focus of energy, frailty becomes (in turn)
the source of still more life. Scott-Maxwell re-
peatedly observes that pain brings new energy.
Is there an explanation? ‘It is the possibility
that all intense experience is an increase of en-
ergy.’’3? Frailty is not just the antithesis of en-
ergy, it is itself an intense experience that
brings with it new life.

Frailty and vitality are now so fused that the
contradiction between them is overcome.
Frailty becomes a positive rather than a nega-
tive limit; a needed boundary against dissolu-
tion that indeed is ‘‘one of the most subtle plea-
sures of the very old, . . . the utilization of
one’s frailty and slightness, the knowing how
short a distance one can go—and then going it.
The knowing that one need not do more be-
cause it is impossible to do more.”’* Frailty is,
at once, both a limit and a freedom—the free-
dom to lavish all of one’s intensity on the crea-
tion of a new self-body relationship in which the
body is not a mere object, but a subject; a be-
loved whose so-called imperfections are an es-
sential part of the whole.

Scott-Maxwell crystallizes the difference be-
tween rationalist and existentialist views of
frailty: ‘It may not make sense but it makes
me!”’* For the rationalist, one cannot make
sense of frailty. For the somber existentialist,
one can make neither sense nor self out of the
ebb of energy. However, for the Yes-saying in-
dividual, frailty is essential to the making of
oneself and—far from being an indignity in ag-
ing—it is a source of intensity and life without
which no self is whole.
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Caring for the Geriatric Patient



CuarTER 4

Epidemiology of Illness

MicHAEL McCALLY, M.D., Pu.D.

Epidemiology is the study of the occurrence of
disease and disability in human populations.
Groups of persons in communities or nations
are studied rather than individuals. Epidemiolo-
gists describe disease events to determine their
cause and to effect their treatment and preven-
tion."2 Their work is applied in both patient
care and health policy. This chapter presents
the epidemiologic study of disease and illness in
older persons. The epidemiology of aging is a
related topic that deals with the causes and ef-
fects of normal aging and its occurrence in a
given population.3

Epidemiology has made significant contribu-
tions to promoting our understanding of the ma-
jor causes of death: heart disease, cancer, and
stroke. The concept of risk factors emerges
from these studies. But the study of many com-
mon problems of old age has been neglected. A
large proportion of the suffering of older per-
sons is caused by incontinence, confusion,
wandering, falls, vision and hearing impair-
ments, and iatrogenic illnesses. Accidental hy-
pothermia is a good example of a relatively
common and easily prevented problem that has
a high mortality rate for older persons. The con-
dition was relatively unrecognized until a good,
descriptive epidemiological study was per-
formed that confirmed the clinical observations
of a British practitioner and established which
persons were at risk, the cause, treatment, and
prevention of this condition.** A clinical epide-
miology of common problems in elderly per-
sons is beginning to develop.®

Epidemiologic information is the basis of
treatment and prevention. To begin a differen-

tial diagnosis or to select the components of a
health screening program, a clinician must
know what types of illness are prevalent in a
patient’s population. For example, the Ameri-
can Cancer Society has recently concluded that
a Papanicolou smear (Pap test) is not indicated
in previously screened older women (over 60—
65 years of age) because of the low prevalence
of cervical cancer in this group.’” Epidemiologic
techniques are used to evaluate the quality and
effectiveness of health practices and programs.
Scientifically adequate controlled trials have
not been done to verify many clinical prac-
tices.® In a critical review of over 1,000 pub-
lished reports of research that evaluated geriat-
ric programs or services, only seven were
considered to be scientifically adequate.’ Fi-
nally, epidemiologic studies can help to evalu-
ate health care systems. Large studies of long-
term care insurance and prepaid health care
for elderly persons are being undertaken, but
they are extremely complex to design and rela-
tively expensive to carry out.!® The questions
they pose are critical, however, to shaping
health care institutions that are responsive to
the real needs of the geriatric population.
Three types of measures are commonly used
to describe the health of a population: 1) Mor-
bidity and mortality; 2) Health status; and 3)
The use of health services. It is important to
note that all three of these indexes reflect cer-
tain underlying values. Mortality rates seem to
be an obvious measure of health; but, by select-
ing the avoidance of death as our goal, we com-
mit the health care enterprise to focus on cures
for life-threatening diseases. Older persons, in
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fact, may value absolute longevity less than the
quality of their remaining years. Cancer pa-
tients who are candidates for a laryngectomy
may elect to have a potentially shorter survival
with their natural voice than the possibility of a
longer survival without it.!" We do not have
well-developed methods for evaluating out-
comes such as improved quality of life. Instru-
ments to measure functional improvement have
been developed, however, and are becoming
standardized (see Volume II, Chapter 10). A
patient’s perceived health status, conversely, is
a valuable measure that relates closely in many
studies to both objective measures of health and
to the use of health services.

The basic methods of study in epidemiology,
as in any science, are observation and experi-
mentation. In experiments, a scientist manipu-
lates one variable to see what will happen to
another. True experimental designs, particu-
larly randomized controlled trials, have not
been used widely in geriatrics research. The
need for such studies is well recognized.'? Re-
search in aging commonly uses prevalence or
cross-sectional studies that examine the rela-
tionship between age and a disease or charac-
teristic at one point in time. In such studies, a
cohort effect may introduce a significant bias. A
sample of elderly persons studied at any one
time are, in fact, the survivors of a larger birth
cohort who have been selected by factors that
favor survival. The knowledge that glucose tol-
erance and renal function, for example, decline
with age has been established by studies in
which cohorts of persons were followed with
measures over time. Longitudinal studies are an
important requirement of research in aging."

Health Status of Elderly Persons

Health is an integration of physical, mental, and
social well-being. The absence of disease is a
more important index of the health of a child
than of an elderly person, because older per-
sons are likely to perceive themselves as well in
spite of having one or more chronic illnesses.
The conventional concept of health status as
the presence or absence of one or more specific
diseases is less useful in elderly persons than
the concept of illness. Illness includes not only
the disease diagnosis, but also a patient’s per-
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ceptions and behaviors; it is a more appropriate
concept when considering the health of an el-
derly person.® Our efforts to uniquely define
health for the elderly age group and to develop
elder-specific health indexes may be unneces-
sary.'* The same general indicators of health
status are appropriate for all ages. It is their
meaning that may change with the age of the
persons measured. :

One difficulty in describing the health of an
older person is the need to distinguish disease
from normal aging. It seems possible to sepa-
rate biologic or normal aging from the effects of
stress, trauma, and disease. Busse distinguishes
“biological”’ and ‘‘secondary’’ aging.'® There
now is a substantial body of information that
describes changes in biologic function with
age.!” It is important to recognize that although
age-related changes occur in the functioning of
nearly every organ system, such common find-
ings as abnormal lab tests, anemia, confusion,
depression, and weakness (for example), can-
not be dismissed as old age.

A common stereotype that is shared by
many, including elderly persons, is that old per-
sons generally are frail, sick, and dependent.
While 85% have at least one chronic illness and
47% have some functional disability, 68% of all
non-institutionalized elderly persons report
their health as excellent or good.'>'® In a study
of the health beliefs of older residents of San
Francisco, 60% markedly overestimate the pro-
portion of elderly persons in nursing homes and
estimate their own health to be better than
others in their age group.'

Measures of Health Status

The common indicators of health status in-
clude: 1) General and specific mortality rates; 2)
Life expectancy or survivorship; 3) Rates of
disease; 4) Specific morbidity, 5) Levels of
functional impairment of sight, hearing,
strength, and cognition; and 6) Indices of dis-
ability as days of disability or bed days. The
problems with each of these measurements
have been discussed in a recent review.?

To measure the health of a person or popula-
tion, it is necessary to specify a dimension and a
valid measure. It is common to distinguish
health status from health behavior. The former
includes acute and chronic illnesses, functional



4. Epidemiology of Illness

abilities, and self-perceptions of health; the lat-
ter includes contacts with health professionals,
the use of health care services, and the use of
medications. Although health is a concern to
persons at any age, it is particularly important
to elderly persons. Studies of morale or the sub-
jective well-being of elderly Americans that
were conducted between 1948-1978 found
health to be more directly related to morale and
subjective well-being than to any other variable
considered.?!

Self-Rated Health of Elderly Persons

A number of survey studies show that elderly
persons believe themselves to be in good health
despite the simultaneous presence of a disabil-
ity and chronic illness.?%¢ Of persons over 65
years of age, 60% or more in these studies
judged themselves to be in good or excellent
health, with 80% fair, good, or excellent. Age,
sex, and setting appeared to influence the el-
derly group’s assessments of their state of
health. ‘‘Old-old”’ (over 75 years of age) per-
sons report more health-related problems than
‘‘young-old”’ persons (65-75 years of age), but
are more positive in rating their own health.?
Elderly males expressed a poorer health status
than females, even though males report less dis-
abilities and fewer illnesses. A subjective health
status is determined, in part, by the values of
family and environment (i.e., the norms of
one’s community).? Self-ratings of health are
related to an objective health status. Self-as-
sessments correlate with physician assessments
and other objective measures, which include a
number of diagnosed illnesses, disabilities, and
the numbers of medications being taken.?-24
Self-ratings appear to be stable over time and
correlate well with survival.?-2 They provide
useful information, particularly where objective
health status measurements are not feasible or
available; therefore, self-ratings may be helpful
in certain kinds of research.

Functional Impairments
and the Capacity for Self-Care

In a 1972 study, the National Center for Health
Statistics reported that 17% of all non-institu-
tionalized elderly persons had some limitations
of their mobility due to a chronic condition. Of
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this group, 30% (or about 5% of all elderly per-
sons) were home-bound by the severity of these
limitations.!® The functional status is a central
dimension of the health of an older person. The
fear of a loss of functioning is common. A loss
of function creates a dependency and need for
service. Systems to assess functional status are
crucially important for classifying the problems
and setting goals for individual patients, for co-
ordinating care in different settings, and for
managing programs and developing policies.
Research in long-term care is dependent on
valid and reliable assessment. A variety of
methods and instruments for assessment have
been developed over the last 20 years, and their
uses are discussed in Vol. II, Chap 10.2:

For example, Shanas has developed an index
of the capacity for self-care that is based on
answers to six questions: 1) Can you go out of
doors? 2) Can you get up and down stairs? 3)
Can you get about the house? 4) Can you wash
and bathe yourself? 5) Can you dress and put on
shoes? and 6) Can you cut your own toenails?
The score estimates the ability of an older per-
son to perform tasks that make him indepen-
dent of others for personal care.” The capacity
for self-care as measured by this scale de-
creases with age. Of all persons 65-69 years of
age, only 1 in 14 had three or more disabilities;
but, in those over 80 years of age, 1 person in 2
had three or more. Two tasks statistically
emerge as sensitive indexes of disability: walk-
ing stairs and cutting toenails. These may not be
critical for survival, but they probably reflect
the functional level of a number of important
physiologic systems such as vision, coordina-
tion, and mobility.

Disease and Disability

Disease, disability, and death increase with age.
Older persons are more likely than younger per-
sons to have a chronic rather than an acute or
self-limited illness, to have more than one ill-
ness, and to have some functional disability as a
result of their illness. The burden of disease and
disabling conditions can be appreciated by con-
sidering national data sets. Figure 4-1 summa-
rizes four results of illness that is due to heart
disease, cancer, stroke, and arthritis. These
conditions account for 75% of all deaths, 20% of
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FIGURE 4-1
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Burden of iliness for persons 65 years of age and over, according to selected

conditions: United States, 1980. ! Average for 1979 and 1980. ? Provisional data. (From:
National Center for Health Statistics, in Health in United States, U.S. Department of
Health and Human Services. DHHS publ no (PHS) 83-1232, 1982, p 122.

doctor visits, 40% of hospital days, and about
50% of the days spent in bed. Heart disease is
the largest portion of the burden, while arthritis
accounts for few deaths, but also for 16% of the
days spent in bed.

Mortality

Information on mortality rates and life expect-
ancy have been presented in Volume I, Chapter
2 and Volume II, Chapter 1. Table 4-1 shows
1974 data on the causes of death in elderly per-
sons.® Heart disease, cancer, and stroke remain
the leading causes of death as they have been
for the last 4 decades.

Information that describes the cause of death
must be interpreted carefully. Older persons,
particularly those 85 years of age and older,
usually die with a variety of diseases. It may not
be clear either clinically or at autopsy as to
which disease process was the proximate cause
of death. The inaccuracies in the cause of death
stated in death certificates have long been rec-
ognized.*® In 30% of all autopsied cases of per-
sons over 85 years of age, no cause of death is
obvious, and it has been suggested that senes-
cence be viewed as a disease and accepted as a
cause of death.?!

It is clear from Table 4-1 that chronic dis-
eases have replaced acute illnesses as the major
health threat to elderly persons. The recent in-
creases in the average life expectancy are due
to declines in arteriosclerosis and cerebrovas-
cular diseases.’? Although the proportion of
deaths with an underlying cause that is assigned
to a cardiovascular condition increases with
age, mortality rates due to diseases of the heart
and cerebrovascular diseases have declined
strikingly (25-35%, respectively) over the dec-
ade from 1966-1977.33 This decline is attributed
to life style changes in diet, cigarette smoking
and exercise, better treatment of hypertension,
and improvements in emergency and acute
care.** Potentially preventable accidents ac-
count for 4-5% of all deaths of elderly persons.
Injuries from automobile and other accidents
account for 2%, emphysema and bronchitis for
1.5%, and suicide for 0.5%.

Disease

A specification of the diseases and conditions
that older persons suffer depends on the setting
of the survey. Differing distributions of disor-
ders are found in surveys of non-institutional-
ized elderly persons at home, at a visit to a
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TABLE 4-1
Years of Age
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Causes of Death in the United States Population Over 65

Rate per 100,000 Persons

Women Men Both Sexes

All causes

4,788 6,958 5,680

Percentage of Total Deaths

Specific Cause Women Men Both Sexes
Diseases of the heart 45.1 443 44.7
Malignant neoplasms 15.1 18.6 16.8
Cerebrovascular diseases 16.5 11.7 14.1
Influenza and pneumonia 32 34 33
Arteriosclerosis 3.0 1.9 2.5
Diabetes mellitus 2.7 1.6 2.2
Injuries 1.9 2.1 2.0
Motor vehicle injuries 0.3 0.6 0.5
All other injuries 1.6 1.5 1.5
Bronchitis, emphysema, asthma 0.7 24 1.5
Cirrhosis of the liver 0.5 0.9 0.7
Suicide — 0.5 —_
All other 11.3 12.7 12.3

SouURrcE: From unpublished data from the Division of Vital Statistics, National Cen-
ter for Health Statistics, 1974, as presented in Reference 15.

physician, at a hospital discharge, or in a nurs-
ing home. The five most prevalent, chronic con-
ditions that were identified by a survey of non-
institutionalized persons over 65 years of age
are arthritis (38%), hearing impairments (29%),
impairments of vision (20%), high blood pres-
sure (20%), and heart conditions (20%).3> Many
elderly persons have unrecognized or unre-
ported health problems. Williamson, et al re-
ported in 1964 from Edinburgh, Scotland that in
200 persons studied who were over 65 years of
age, women had 3.42 disabilities or diseases,
with 2.03 unknown to the family physician; men
had 3.26 disabilities, with 1.87 unknown.’ Un-
met medical needs included hypertension, ane-
mia, diabetes, and depression. These findings
led to the development of the health visitor pro-
gram in the British National Health Service.
In contrast to patient self-reports of illness
and disability that were obtained by a survey,
outpatient and hospital discharge records use
medical diagnoses. Table 4-2 presents the prev-
alence of specific diseases and disease catego-
ries in non-institutionalized persons over 65
years of age at the time of discharge from short-
term hospital stays and at the time of a visit to
an office-based physician. These listings use

primary medical diagnoses and do not precisely
reveal why a patient made the visit to a physi-
cian’s office or was admitted to a hospital; but,
diseases of the circulatory, nervous, muscu-
loskeletal, and digestive systems account for
the majority of these contacts. For example, the
prevalence of arthritis is 38% in elderly persons
who were interviewed at home, but it repre-
sents only 7% of all office-visit diagnoses and
2.5% of all hospital discharges.

A variety of common health problems of
non-institutionalized elderly persons are not re-
vealed in Table 4-2, which presents primary
medical diagnoses. The common health prob-
lems of elderly persons and their prevalence in
the community are reflected in the contents of
these volumes. These problems include malnu-
trition, sleep disorders, elder abuse, medication
problems, alcohol and drug abuse, chronic
pain, dental problems, hearing and vision im-
pairments, and accidental hypothermia. These
common problems are potentially serious
health hazards for elderly persons and are de-
tected only by surveillance and a high index of
suspicion.

The prevalence of selected mental health
measures in the community and in nursing
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TABLE 4-2 Primary Diagnoses of Patients Over 65 Years of Age at Hospital Discharge and at Vis-

its to Office-Based Physicians

By Discharge

from Short Stay By Office-Based

in Hospitals Physicians
Diagnosis* (%)t (%)%
Diseases of the circulatory system 30.2 26.5
Hypertension 1.3 8.8
Acute myocardial infarction 2.7 —
Chronic ischemic heart disease 9.6 8.5
Cerebrovascular disease 6.2 —
Diseases of the nervous system and sense organs 5.5 10.4
Diseases of the central nervous system 0.8 —
Conditions of the eye — 6.6
Cataract 3.0 —
Diseases of the musculoskeletal system 5.0 94
Arthritis 2.5 6.7
Diseases of the respiratory system 8.5 8.7
Acute upper respiratory infections (except influenza) 0.8 2.8
Pneumonia, all forms 2.9 —
Diseases of the digestive system 13.1 5.1
Ulcer 1.5 -
Inguinal hernia 1.4 —
Cholelithiasis 1.4 —
Endocrine, nutritional, and metabolic 3.5 4.9
Diabetes mellitus 24 3.9
Diseases of the genitourinary system 7.5 4.7
Hyperplasia of prostate 23 —
Accidents, poisoning, violence 8.7 4.5
Fractures, all sites 4.9 1.3
Neoplasms 10.5 4.0
Malignant 9.4 —
Benign or unspecified 1.2 —
Diseases of the skin 1.2 3.5
Mental disorders 2.1 3.5
Infective and parasitic diseases 1.3 1.7
Diseases of the blood and blood-forming organs 1.2 —
Symptoms and ill-defined conditions 0.9 3.3
Special conditions and examinations without illness 0.3 8.5
Other diagnoses — 1.5

* Diagnostic groupings based on Internal Classification of Diseases, ed 8.
1 Based on percentage of discharges per 10,000 persons. Reference 15.
1 Sourcke: National Ambulatory Medical Care Survey 1973-1974, see Reference 15.

homes is presented in Table 4-3. Mental health
epidemiology is complicated by a lack of diag-
nostic precision.’” Although agreed-on defini-
tions and instruments are lacking, there is a
general agreement that dementia and depres-
sion are the most important mental health prob-
lems of elderly persons.3® Present estimates are
that 10% of the elderly population could be di-
agnosed as depressed and that 5% have a signifi-
cant cognitive impairment, including Alz-
heimer’s disease.?® One analysis suggests that
of any 100 cases of significant intellectual dys-

functioning or dementia, 20% are reversible if
properly diagnosed and treated, 50% would
have senile dementia of the Alzheimer’s type
(SDAT), and 20% would have multi-infarct de-
mentia.

Institutionalized elderly persons are likely to
have either severe functional impairments, a

cognitive disability, or both. Nearly two thirds
of all nursing home residents are cognitively im-
paired; one-third are confined to bed or chair
and one-third are incontinent.’* The rates of
chronic conditions or impairments in nursing



4. Epidemiology of Illness

TABLE 4-3 Mental Health Problems of Institution-
alized and Non-Institutionalized Elderly Persons

Percentage*
Elderly persons in the community
Symptoms of mental 25
illness
Clinically diagnosed 10
depression
Senile dementia 5
Elderly persons in nursing homes
Primary diagnosis of mental 16
disorder or senility
Chronic mental condition 56

or senility

* Maximum estimates.
SOURCE: A Chartbook of the Federal Council on Aging,
1981. DHHS publ no (OHDS) 81-20704, page 33.

home residents over 65 years of age is given in
Table 4-4. Almost 50% of all nursing home resi-
dents cannot see well enough to read an ordi-
nary newspaper, even with correction; one-
third cannot hear an ordinary telephone
conversation and 25% have impaired speech.
Many have multiple conditions.?*
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Falls and incontinence are risk factors for
hospitalization and long-term care. They are es-
pecially common in institutionalized persons,
although 60% of all non-fatal injuries to elderly
persons occur at home; the majority are related
to falls. The high incidence of falls in el-
derly persons can be attributed to a loss of mus-
cle strength and coordination, unsteady gait,
and a slowed reaction time. They may be pre-
ventable to the degree that they relate to haz-
ards in the physical environment or to medica-
tion side effects. Falls also may be the first
manifestation of the onset of an acute disease.!
Incontinence may be present in 25-50% of all
nursing home patients* and is commonly a rea-
son for nursing home placement. Poorly man-
aged incontinence can lead to medical com-
plications, particularly decubitus ulcer and
infection.

Disability and Functional Dependency

Functional dependency results from the in-
ability to attend to one or more of one’s own
needs, which include eating, walking, personal

TABLE 4-4 Conditions that are Common in Nursing Home Residents

Rate per 1,000 Residents

Ages Ages Ages 85
Diagnosis 65-74 75-84 and Older
Mental disorders 185.1 72.0 32.7
Hardening of the arteries 151.7 237.2 315.8
Stroke 138.0 120.6 87.5
Senility, old age, other symptoms, and ill-defined conditions 85.2 140.9 198.4
Diseases of the nervous system and sense organs 78.4 49.3 38.0
Endocrine, nutritional, and metabolic diseases 59.5 46.9 39.8
Diseases of the musculoskeletal system and connective tissue 58.5 70.7 80.0
Heart attack 41.1 55.3 68.9
Accidents, poisonings, violence 35.8 45.8 553
Diseases of the respiratory system 33.2 22.9 14.7
Diseases of the circulatory system other than hardening of the 31.4 39.9 43.4
arteries, heart attack, and stroke

Neoplasms 294 23.6 223
Diseases of the digestive system 18.6 17.9 21.6
Diseases of the genitourinary system —* 16.7 16.2
Diseases of the blood and blood-forming organs — 7.6 9.5
Diseases of the skin — 6.1 —

Infective and parasitic diseases — — —

Other diagnoses 15.9 15.0 13.5
Unknown diagnoses 9.3 10.5

* Dashes signify that figures are not reliable.

Sourck: Unpublished data from the National Nursing Home Survey. National Center for Health Statistics 1973-1974, as

in Reference 15.
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TABLE 4-5 The Prevalence of Disabilities and Functional Dependency

Percentage with Limitation or Need

Ages Total
Ages Age Ages 85 and Over
Under 64 65-74 75-84 Older Age 65
Activity limitation
Unable to carry on major activity 7 14 20 31 17
Limited in amount and kind of major 15 21 24 21 22
activity
Limited, but not in major activity 8 6 7 8 7
Need for assistance in ADL*
Dressing — 2 6 18 4
Bathing — 2 4 11 3
Eating — 0.6 1 4 1
Toileting — 1 2 7 2

* Activity of daily living.
SOURCE: A Chartbook of the Federal Council on Aging,

hygiene, dressing, shopping, cooking, and fi-
nances.'® Such a dependency can result from a
variety of mental or physical disabilities. The
National Center for Health Statistics estimates
that in the United States about 15% of all el-
derly persons are functionally disabled; that is,
unable to carry out one or more major activi-
ties. Other estimates are that 40-50% of all
community-living elderly persons are limited in
some activity; 18% with a limited mobility, and
5% who are home-bound (see Table 4-5).4

Prevention

The role of prevention in health care seems to
be clear in concept, but often problematic in
practice. We accept the common sense proposi-
tion that it is good medicine and good eco-
nomics to prevent disease. Multiphasic screen-
ing went through a period of promotion as a
technique for the early detection of preventable
diseases. Controlled trials have demonstrated
that broad screening programs have a relatively
high cost and low yield. Prevention remains one
of the clear goals of geriatric practice, but pro-
grams must be based on a careful consideration
of benefits and costs.

One might think that preventive services are
not appropriate for older persons, not realizing
that the benefits of preventive practices accrue
in the short-term, as well as over longer peri-
ods. If our goal is to maximize both the quantity

1981. DHHS publ no (OHDS) 81-20704, pp 29, 31.

and quality of life, then a case can be made that
older age groups are well suited for preventive
practices. One of the principles of preventive
medicine is that the prevalence of a disease in a
population must be high enough to warrant the
expense of its detection and intervention. The
high prevalence of chronic illnesses in older
persons and the potential for effective interven-
tion justifies preventive practices in geriatric
medicine.* It is an accepted premise that with-
out intervention a chronic illness that is predict-
ably associated with aging will progress to a
loss of function, disability, and dependency. In
addition, it has been suggested that certain el-
derly persons are at a high risk for such a de-
cline; those persons over 75 years of age who
live alone, have recently lost a spouse, have
recently been hospitalized, or are demented,
immobile, or incontinent—all are at risk for ill-
ness, institutionalization, and death. It is un-
known whether or not intervention in this high-
risk group can conserve resources, but it clearly
can contribute to their quality of life.

The goal of geriatric medicine has been de-
fined as the maintenance of the maximum qual-
ity and quantity of life; for example, to forego
mutilating but life-extending surgery when a pa-
tient feels that the quality of the additional life
to be gained is inadequate.* The justification of
screening and early detection requires that in-
terventions must do more good than harm in
terms of a conceptual product of quality and
quantity of life.
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Detection of Disease

Prevention requires a consideration of the con-
ditions to be prevented, detection strategies,
and interventions. The criteria for evaluating
detection strategies are: 1) Risk and benefit; 2)
Specificity, predictive value, safety, simplicity,
and cost; and 3) Acceptability to a patient. The
effectiveness of interventions can be best evalu-
ated by randomized, controlled, clinical trials.
Useful evidence can be obtained from well-de-
signed cohort or case-control studies, as well as
from natural experiments and clinical experi-
ence.

A disease or its consequences can be de-
tected in three ways: screening, periodic health
examinations, and case findings. All have their
role in geriatric practice. Screening involves the
testing of groups or populations to identify sub-
groups that have, or are at a high risk for, given
diseases. For example, a periodic health exami-
nation is done as part of personal health care by
scheduling, at preset intervals, office visits for
disease detection procedures. Case findings re-
fer to the addition of detection procedures to
office visits for other illnesses and the follow-up
of high-risk findings. An example might be the
investigation of the accident potential in the
home of a patient who is at risk for falling, and
intervention by instructing his or her family in a
prevention strategy such as placing the bed on
the first floor of the house.

Six criteria must be satisfied to justify
screening for a given disease (see Table 4-6).4
By this criteria, the value of screening in popu-
lations of persons over 75 years of age is not
clearly established. In one major review, Frame
and Carlson abandoned the consideration of
screening persons over 70 years of age without
discussion. It would seem that the value of
screening, especially in ““frail’’ and high-risk el-
derly persons or over-75-year age groups, needs
to be explored (e.g., an annual history and
physical examination with counseling has been
suggested instead of screening tests for chronic
conditions).®®

Recommended Practice

Four major studies have made recommenda-
tions for preventive care practices.** Sackett
recently has written a short note on preventive
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TABLE 4-6 Criteria to Justify Screening for a
Given Disease
Number Justification

1. The disease must have a significant effect
on the quality and quantity of life.

2. Acceptable methods of treatment must be
available.

3. The disease must have an asymptomatic
period during which intervention is effec-
tive.

4, Intervention in the asymptomatic phase

must yield outcomes superior to out-
comes after the appearance of symptoms.

5. Detection procedures must be available
at reasonable cost.
6. The incidence or prevalence must be suf-

ficient to justify the cost of detection.

Source: Frame PS, Carlson SJ: A critical review of peri-
odic health screening using specific screening criterias. J
Fam Pract 2:29, 123, 189, 283, 1975.

geriatric care.* Using the rigorous criteria of
The Canadian Task Force, he recommends a
geriatric, periodic health examination in two
parts: 1) Those components whose benefit has
been established by proper randomized clinical
trials; and 2) Those components that seem rea-
sonable, but must for the moment be accepted
on faith that they will do less harm than good
(see Table 4-7).

The recommendations of four studies are
summarized in Table 4-8. This table is modified
from a chart that was prepared by the American
College of Physicians.*® The presence of a num-
ber in a cell indicates that the practice is recom-
mended by the indicated authority for that
given age. The four authorities do not agree in
their recommendations; a clinician must use his
or her judgment to decide what is appropriate
for his or her practice.

It is now generally accepted that the annual
history and physical examination is a non-spe-
cific screening procedure that is not justified be-
cause of its high cost and low yield. It is not
supported by Frame and Carlson’s six criteria,
and none of the four authorities recommends a
routine annual examination. Breslow and So-
mers recommend that every 2 years persons
60-74 years of age have a professional visit that
includes tests for chronic conditions and profes-
sional counseling with regard to retirement, nu-
trition, bereavement, income, and physical re-
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TaBLE 4-7 Short List of Recommended Components of a Geriatric Periodic Health Examination

Accepted
on
Validated Components Frequency Faith
Blood pressure measurement Annual Hearing-vision
(Consider treatment in all patients with (fifth Psychosocial function
phase) diastolic blood pressure greater than 90 mm Hypothyroidism
Hg. Treatment of isolated systolic hypertension Stool for occult blood
is not validated. Use clinical judgment) Dental status
Immunization Skin cancer
Influenza Annual Anemia

Pneumococcal pneumonia

(In both, use clinical judgment, including health
status, comorbidity, and age and prevalence of
disease)

Not less than 5 yrs Nutritional status

SouRce: Sacket DL: Preventive geriatric medicine. Primary Care 9:3-5, 1982.

sources. For persons over 75 years of age, they
recommend an annual physical examination
and a behavioral history and counseling.

All four reports recommend at least a bian-
nual blood pressure check. Hypertension is a
risk factor for cardiovascular and cerebrovas-
cular mortality rates that increase with age. The
evidence of the efficacy and safety of therapy
for hypertension in elderly persons is convinc-
ing, but the effectiveness of treatment of sys-
tolic hypertension in elderly persons is yet to be
firmly established. The systolic hypertension in
the elderly project (SHEP) and the European
Working Party Study on High Blood Pressure in
the Elderly are in progress (see Volume I,
Chapter 12).

An annual breast examination by a physician
is recommended by all four authorities for
women who are 50-60 years of age, and by all
authorities except the Canadian Task Force for
women who are 60-70 years of age. The Ameri-
can Cancer Society recommendation for breast
cancer is that all women over 50 years of age
have a physical breast examination and a mam-
mogram every year. The evidence for the bene-
fit of an early detection of breast cancer is from
a single-site, randomized, and controlled trial
that was initiated by the Health Insurance Plan
of Greater New York, which found an improve-
ment in the survival of screened women over 50
years of age.’’” Technologic improvements in
mammography with the detection of small le-
sions with low-radiation doses and evidence

that 60-70% of the total benefit of screening
procedures is due to physical examinations
alone; this has led to the recommendation for
an annual breast examination and mammo-
grams. The Canadian Task Force feels that the
evidence for a benefit of screening for breast
cancer in women over 60 years of age is not
established. Frame and Carlson’s 1975 recom-
mendation of a mammogram only for women
with heavy breasts does not reflect the recent
technical advances and cost reductions of this
procedure.

There appears to be no consensus on screen-
ing procedures for cervical or endometrial can-
cer via a pelvic examination and Pap test in
women over 60 years of age. The American
Cancer Society position is that a Pap test is
indicated every 3 years, but not beyond 65
years of age because of the low number of cases
detected in women in that age group who have
been previously screened.” A pelvic examina-
tion should be done annually after 40 years
of age; at menopause, the examination should
include a Pap test and an endometrial tissue
sample. Women over 60 years of age who are at
a high risk for endometrial cancer because of a
history of infertility, abnormal bleeding, estro-
gen therapy, and a failure of ovulation of obe-
sity should be screened more frequently. The
Canadian Task Force similarly recommends no
Pap test on a routine pelvic examination in
women over 60 years of age.

Screening procedures for cancer of the colon



4. Epidemiology of Illness

and rectum may include a digital examination of
the rectum, an examination of stool samples for
occult blood, and a sigmoidoscopy. A consen-
sus of all four authorities is to perform an an-
nual examination of stool samples for occult
blood by using Hemoccult (R) or a comparable
test of two separate stool samples on each of 3
consecutive days. There are no controlled stud-
ies, at present, that demonstrate the value of
screening via a stool guaiac slide test. How-
ever, good demonstrations that guaiac screen-
ing can detect cancer at earlier stages plus the
evidence that treated early stage tumors have
reduced mortality rates both support this rec-
ommendation.*” The American Cancer Society
recommends an annual digital and 3-5-year sig-
moidoscopic examination of persons over 60
years of age, which is based on a significant
reduction in colon cancer mortality rates in pa-
tients who were screened with these two proce-
dures.

There is no clear evidence for a benefit of
early detection of defects of vision or hearing
by screening. It is important to note again that
screening is for population studies and is not the
same as the case findings of individual patients.
It is essential, for example, in a depressed or
withdrawing older person to test for defects of
vision and hearing. Screening has been recom-
mended at S-year intervals.®* The Canadian
Task Force suggests that such screening be
done during physician visits for other reasons.
Routine screening for glaucoma via tonometry
and fundoscopy is not presently recommended.
Frame and Carlson suggest such screening be
done every 4th year, but more recent evidence
questions both the reliability of the screening
procedures and the value of treatment be-
fore the onset of visual field loss.* However,
visual field defects may not come to the atten-
tion of either the patient or physician until they
are quite large. Clinicians obviously should use
judgment in how they apply these large popula-
tion studies to the practice of medicine as it
affects individual elderly patients. One must
keep in mind that these studies have not specifi-
cally examined the elderly population, and such
studies are critically needed.

Screening via a periodic laboratory examina-
tion is not recommended for geriatric popula-
tions by these four authorities with a few excep-
tions (see Table 4-8). Breslow and Somers

51

suggest screening procedures every 5 years
with cholesterol, triglycerides and an electro-
cardiogram (ECG) for coronary artery disease,
hematocrit tests for anemia, and a fasting and 1-
hour postprandial blood sugar test for diabetes.
A skin test for tuberculosis (purified protein de-
rivative, PPD) and a serologic test for syphilis
(STS) should be added to the 5-year screening
in high-risk groups. The Canadian Task Force
similarly recommends routine PPD and STS
tests in high-risk groups only.

The recommendations for the routine immu-
nization of elderly persons appear to be
straightforward: a diphtheria-pertussis-tetanus
(DPT) booster every 10 years and an annual
influenza vaccination. A polyvalent polysac-
charide vaccine against 14 pneumococcus sero-
types was licensed in the United States in 1977,
but there is not sufficient data to recommend its
routine use for persons.’! The American Col-
lege of Physicians recommends that the vac-
cine, which is given at intervals of greater than
5 years, be offered to healthy older persons
who, in a physician’s judgment, might benefit
from this vaccination.*? Lacking the evidence of
a benefit and with few known risks, the best
judgment appears to be to limit the use of
pneumococcal vaccine except in patients with
conditions that place them at high risk for
pneumococcal pneumonia (asplenia, alcohol-
ism, chronic obstructive pulmonary disease
(COPD), congestive heart failure, cirrhosis, dia-
betes, nephrotic syndrome, and renal failure).

Finally, an oral examination and dental pro-
phylaxis are recommended annually for the de-
tection of oral cancer and the maintenance of
dentition.®®* Other investigators feel that in
the absence of studies showing an increased
survival rate of patients screened for oropha-
ryngeal cancer plus the low prevalence of such
lesions, a self-examination is preferable to phy-
sician screening.*

Utilization

The cost of health services used by elderly per-
sons has been a topic of study and research for
2 decades. In the early 1960s, the research dem-
onstrated that elderly persons who were at risk
for illness were high utilizers of services, and
that they were being priced out of experience-
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rated commercial health insurance. Utilization
data was collected for the design of Medicare.
In the last decade, the primary concern has
been to document and control the costs of the
Medicare program.’® The growth in the number
of elderly persons, the increased demand for
service that is supported by Medicare reim-
bursement, the need to contain costs (particu-
larly of extended care), and the goal of dealing
more effectively with the health care and social
service needs to functionally disabled elderly
persons, all have led to the development of new
delivery systems. This section reviews the na-
tional information on health care utilization by
elderly persons in the private fee-for-service
sector. The fee-for-service data has been com-
pared to the available description of services
that are provided to elderly persons in health
maintenance organizations and long-term care
demonstrations.!® Information is presented for
four types of utilization: ambulatory care, nurs-
ing home care, home care, and hospitalization.
The Medicare experience has demonstrated
that our systems of delivering health services to
elderly persons have serious problems. Strong
incentives favor acute care and institutional ser-
vices. It often is difficult for patients to gain
access to the appropriate type and level of ser-
vice; the quality of service often is poor. Reim-
bursement is connected to the provision of ser-
vice regardless of the outcome. Costs are
almost uncontrolled. Third-party payers, pro-
viders, and patients all have an interest in the
development of alternative financing and deliv-
ery systems that might offer some remedy to
these problems. Many solutions have been con-
sidered, including block grants to states, long-
term care insurance, and home care programs.
Channeling programs and demonstration pro-
jects, such as the Triage program in Connecti-
cut, have attempted to effect cost containment
via appropriate use with a limited success.**
Prepaid health plans (such as HMO or health
maintenance organizations) have been shown to
be effective in controlling the costs of care of
the general population, primarily by reducing
hospital utilization.’’ Health plans have no par-
ticular incentive to enroll elderly persons as
they are ‘‘high risk, high utilizers.”” However,
available evidence suggests that HMOs can
provide comprehensive service to elderly per-
sons at costs that are less than expected from

M. McCally

Medicare reimbursement.’-7 The federal gov-
ernment, through the Health Care Financing
Administration (the agency which operates
Medicare and Medicaid) recently has sponsored
demonstrations of prepaid health care plans for
elderly persons. The social health maintenance
organization, which is the best known of these
models, was developed at the Levinson Policy
Institute at Brandeis University, and a national
demonstration of the concept is being con-
ducted at four sites.'®

A Social HMO (SHMO) is a prepaid health
plan that provides medical and long-term care
services to voluntarily enrolled Medicare recip-
ients. Its objectives are to provide enrollees
with medical and social services that are within
the limit of Medicare reimbursement, while re-
ducing the bias towards hospital and nursing
home care by encouraging the appropriate use
of alternative service. As in the HMO concept,
the provider organization shares in the risk. All
services that are available under Parts A and B
of Medicare are covered, including acute hospi-
tal care, skilled nursing care, intermediate care,
ambulatory services, and physician services. In
addition, some SHMOs propose health and so-
cial services that include transportation and
benefits, such as routine podiatry, preventive
dentistry, adult day care, and home services.
The SHMO pools funds from existing sources
such as Medicare, Medicaid, disability pay-
ments, private insurance, and patient-paid pre-
miums.

Ambulatory Care

Physician office visits are the most commonly
used measure of the use of ambulatory service.
The most common point of entry of persons
into the health care delivery system is through a
private physician’s office or group practice
clinic. A hospital outpatient department is in-
creasingly used for all forms of ambulatory care
by all age, race, and income groups. From
1972-1975, elderly persons increased their hos-
pital outpatient use by 11%. Elderly and very
young persons are more likely to use the tele-
phone for contact with health care personnel,
although black elderly persons use the tele-
phone 60% less frequently than whites.’
Ambulatory care visits are made by elderly
persons for the same illnesses and complaints
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that were described above. The National Am-
bulatory Medical Care Survey estimated in 1977
that the reasons for a physician visit were for
symptoms (58%), prevention (20%), and dis-
ease (10%). In 1977, the most common, princi-
pal diagnoses during ambulatory visits were for
heart disease, hypertension, eye disease (ex-
cept refractions), diabetes, and surgical after-
care. Heart disease and hypertension accounts
for nearly 25% of all visits by elderly persons.®
The majority of visits to office-based physicians
were made by previously treated patients. Ini-
tial visits comprised only 8.5% of the total visits
by elderly persons. In 73% of all visits, a return
is scheduled, thus reflecting return visits for
chronic conditions. In 41% of all visits, the time
spent by a physician in a direct encounter with a
patient is 10 minutes or less.*

The National Health Interview Survey is a
source of information about ambulatory care
services from the patients’ perspective. Data
from these household interviews are presented
in Table 4-9.% Elderly persons use more health
services of all types than other age groups. It is
not clear to what degree this level of utilization
reflects the health care need or is a provider-
created demand. Dental care, which generally
is not covered by Medicare, is less used by
older persons.

In a number of studies, there is a strong in-
verse relationship between the level of health
and physician use that is irrespective of race or
income.® In the opinion of a physician, older
persons who are seeking office-based ambula-
tory care are more ill than younger ones. The
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principal problem is judged to be not serious in
59% of all persons 14—-44 years of age, but in
only 32% of all persons over 65 years of age.®!
The disposition of a visit reflects a physician’s
intent to provide ongoing care; a continuity of
care is especially important for older and chron-
ically ill patients.

Hospitalization

In each year, about 20% of all elderly persons -
are admitted to an acute care hospital. In a 2-
year survey of all health services that were pro-
vided in the province of Manitoba, Canada,
10% of all elderly persons used 78% of all the
hospital days used by elderly persons in gen-
eral.%? This study, which is among the few longi-
tudinal studies of health service utilization sug-
gests that individuals have very stable patterns
of ambulatory visits and hospital use.®

Hospital use is directly related to age. The
percentage of hospital non-users falls and the
mean number of hospital days increases stead-
ily with age. However, a small proportion of
elderly persons use a large amount of health
care services and account for a disproportion-
ately large share of service usage. High users of
ambulatory services are more likely to be hospi-
talized and to remain hospitalized for more days
than those who make few or no visits to a doc-
tor. Of all older persons, 68% were never admit-
ted to a hospital in a 2-year period, while 3% of
the sample in the Roos studies accounted for
31% of all admissions.5?

TABLE 4-9 Health Service Use by Various Age Groups

Age Group (Yrs)

Health Service Use 45-64 65-74 75+
Mean number of physician contacts per year 5.7 6.9 6.8
Mean number of dental visits per year 1.8 1.3 0.8
Percent seeing a physician in past year 76.0* 80.0 81.0
Percent seeing a dentist in past year 58.8 34.7 22.7
Nursing home residents per 1,000 persons 3.7 12.0 97.3%
Non-federal hospital days per non-institutionalized person 1.75 3.28 5.86
Operations per 1,000 persons 124.60 165.90%

* Rate for ages 50-64.
t Rate for ages 75-84 = 58.9, and for 85+ = 236.6.
1 Rate for ages 65+.

Sourcks: Composite data from the Health Interview Survey, United States Department of Health, Education,
and Welfare, National Center for Health Statistics, series 10; and special analyses of NHIS data by Rand Corp.
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Not all elderly persons are high users of
health care services. As with other age groups,
a few consistently high users of health care ac-
count for most utilization. Very old persons
(over 75 years of age), are at a greater risk for
hospitalization, but they use somewhat fewer
physician visits than young-old persons. This is
contrary to the belief that very old persons use
more of all types of care, and it suggests that
more or better physician interaction or social
support functions might protect very old per-
sons from hospitalizations. Advanced age, low
self-reported health status, and a high number
of health problems indicate an increased risk of
hospitalization. Intervention should be targeted
towards these high-risk groups.

Surgery

Surgical rates are increasing for persons of all
ages. The number of inpatient surgical proce-
dures per 1,000 population was 78.4 in 1966,
and it increased to 94.5 in 1976. In the same
period, surgical utilization increased more for
persons over 65 years of age than for any other
age group; 38% for women over 65 years of age
and 42% for men. Several common surgical pro-
cedures showed substantial increases. Prosta-
tectomies increased 41% for men 45-69 years of
age and 17% for men over 65 years of age; cata-
ract surgery increased 38% in men and 54% in
women, and cardiac catheterization increased
10-fold in men 45-64 years of age.®

Part of the increase in both hospital admis-
sions and discharges can be explained by a
striking rise in the number of surgical proce-
dures that were performed on older persons.
There were approximately 105 procedures per
1,000 persons over 65 years of age in 1965,
which was the last year before Medicare. The
surgical rate rose to 123 in 1970 and to 155 in
1975. These rates grew faster for elderly per-
sons (3.4%lyear) than for non-elderly persons
(0.5%/year). Factors that may contribute are an
increased number of surgeons, improved surgi-
cal technology, and virtually unregulated reim-
bursements. In the absence of any evidence of
an increase in the prevalence of conditions that
require surgical intervention, there is a growing
concern that surgery is being used excessively,
particularly in elderly patients.5

M. McCally

Long-Term Care

Nursing homes have become a major part of the
health care system. In 1971, the numbers of
beds in long-term care institutions became
greater than the number of acute-hospital beds.
Elderly persons, especially those over 75 years
of age, are the major users of nursing home
beds; they use these beds at 20 times the rate of
persons under 65 years of age. Long-term care,
thus, is a major focus of concern regarding cost-
effective utilization (see Volume II, Chapter
27).
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CHAPTER 5

Development of Geriatrics

in the United States

JounN C. Beck, M.D.
SUSAN VIVELL, PH.D.

The History of a
New Specialty

The evolution of geriatrics began in the United
States in the late 1800s and early 1900s. The
first American textbook on the subject was pub-
lished in 1914 by Nascher,! who also is credited
with having coined the term ‘‘geriatrics.”” Inter-
est waned during World War I and resurfaced
only briefly in the late 1920s and early 1930s. It
has been suggested that physicians were reluc-
tant to enter geriatrics because it was consid-
ered to be less interesting than other fields and
because of the difficulty in developing an eco-
nomically viable practice. Elderly persons were
perceived as having less money and more ill-
nesses than the rest of the population.

In the early 1940s, there was an upsurge of
public interest in the status of elderly persons
and the diseases of old age. This led to the for-
mation of the American Geriatrics Society
(1942) and the Gerontological Society (1945);
the former is composed of physicians, while the
latter was designed to serve a broader constitu-
ency. The founding of these societies was coin-
cidental with the recognition that, at that time,
almost 7% of the population was over 65 years
of age, and with the realization that the care of
elderly persons was a multidisciplinary process
involving many fields. However, the flurry of
activity was short-lived; not until the 1960s was
there a reawakening of concern for elderly per-
sons. In 1965, the amendments to the Social
Security Act that are known as Medicare were
passed. Curiously, the fact that a massive infu-

sion of funds now was available for medical
care of elderly persons stimulated neither a
medical professional nor an academic response.
Nor has it resulted in adequate care, as evi-
denced by the following: 1) The most readily
available information concerns the 5% of the
elderly population who are institutionalized.
Reports from federal and academic sources in-
dicate that these patients often receive superfi-
cial and indifferent care.>* Data on medical and
other services for the 95% of the elderly popula-
tion who are non-institutionalized is less direct,
but it can be extrapolated from a number of
sources; 2) Although elderly patients present
more problems than younger patients and need
more time to give and receive information,
there is evidence that the average encounter
time between a physician and patient declines
with age.’ This trend holds for both general
practitioners and subspecialists and was notice-
able in almost all types of encounters (hospital,
non-hospital, first visits, repeat visits, and so
on), regardless of the severity or complexity of
the illness. This probably reflects a conscious
decision on the part of a physician to allot less
time to elderly patients; and 3) Further indirect
evidence about the relatively poor quality of
geriatric care comes from geriatric units that
recently were established to assess the status of
elderly persons in an effort to avoid nursing
home placement or to provide more beneficial
management. In one such unit, a careful and
comprehensive assessment of patients who
were discharged from acute teaching wards un-
covered an average of 3.4 new and treatable
problems.% Similar data from prehospital or am-
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bulatory assessment programs™'' underscore
the need for greater attention to the care of el-
derly persons. This record of substandard care
for elderly persons has been compiled during a
time when few physicians identify with the care
of older patients.*

Data about the number and characteristics of
physicians with an interest in geriatrics comes
from a 1977 American Medical Association
(AMA) survey. Only 0.2% of all responding
physicians listed geriatric care as one of three
possible areas of emphasis in their practice.
Geriatrics as a specialization was listed by 629
respondents: as the primary specialty by 371, as
secondary by 187, and as tertiary by 71. Consid-
ering the 88% response rate reported by the
AMA, this is equivalent to 715 of 363,619 physi-
cians. Physicians who listed geriatrics as their
primary specialty most commonly considered
their secondary specialty to be general or family
practice, internal medicine, psychiatry, general
surgery, or orthopedic surgery. The 125 physi-
cians who indicated that geriatrics was their
sole specialty interest were older than the other
responding physicians, and they were less
likely to have a specialty certification or to be
members of professional societies.

From national data, it is clear that the bulk of
medical care for the elderly age group in the
United States is provided by primary care phy-
sicians. Data from the University of Southern
California’s Division of Research in Medical
Education (USC/DRME) study of practicing
physicians'?!? indicate that approximately 80%
of all visits to physicians by persons 65 years of
age and older are made to primary care physi-
cians (i.e., internists and family and general
practitioners). Conversely, elderly persons
comprise 30-40% of these physicians’ prac-
tices. Family and general practitioners provide
the largest proportion of non-hospital care; gen-
eral internists provide the largest fraction of
hospital visits. Because there are few geriatri-
cians, the United States will have to depend on
these primary care physicians for some time to
come, regardless of what other policy options
might be selected.

Although the foregoing information suggests
that all is not well in terms of medical care for
the elderly population, there is evidence that
this state of affairs is undergoing substantial
changes: 1) There is a growing acceptance of
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geriatrics as a discrete area within medicine that
requires special knowledge and skills; 2) There
has been increasing financial support for fac-
ulty, program development, and research from
both the public and private sectors; and 3)
There is evidence'* of a widespread interest in
geriatric educational programs, although the
quantity and quality of training (especially at
the undergraduate and graduate levels) still are
considerably substandard.

Despite an increased concern for geriatric
training, there remains considerable room for
improvement. Well-conceived, high-quality
clinical work should be required of medical stu-
dents; more geriatric faculty members are
needed. Also, the number of graduates of geri-
atric fellowship programs still is substantially
below the projected manpower needs, even for
those who are planning careers in research and
teaching. Moreover, the competence of gradu-
ates in this area has not been routinely as-
sessed.

The Emergence of Geriatrics
as a Special Area

Defining the Parameters of the Field

Geriatrics is defined as a branch of medicine
concerned with the health and welfare of el-
derly persons that addresses itself to the clini-
cal, social, preventive, and remedial aspects of
illness in old age. The Institute of Medicine’s
1978 landmark report, Aging and Medical Edu-
cation, outlined the knowledge areas of geriat-
rics-gerontology.!® It emphasized that geriatri-
cians must be versed in both the changes that
are associated with aging and the ranges of nor-
mal and abnormal responses that are attribut-
able to these changes.

The variety of clinicians who currently are
providing medical care to the elderly age group
need to be made aware of ways in which diag-
nostic and therapeutic procedures that were de-
signed for younger age groups should be modi-
fied to conform to the epidemiological and
physiological differences of an older popula-
tion. Physicians must recognize the many ways
in which clinical problems may present in an
elderly person and must learn to formulate
problems and responses somewhat differently



5. Development of Geriatrics in the United States

than in dealing with younger patients. There
must be more concern for social and environ-
mental etiologies, as well as a greater sensitivity
to the wide variety of physiologic deficits that
can lead to an elderly patient’s inability to cope.
For example, it is not enough to identify confu-
sion, incontinence, instability and falls, and a
loss of mobility as common problems of old
age. A physician also must identify the pro-
cesses that underlie these problems to appreci-
ate how these dysfunctions can affect the lives
of patients and to assist them in developing
compensatory mechanisms."

Helping an elderly individual who has a re-
stricted capacity in dealing with a variety of
stresses to compensate is a central theme of
geriatrics. It is up to a physician to find ways of
reducing sources of stress and of enhancing de-
fenses. This is a pursuit that may range from
restructuring an overly restrictive institutional
environment to identifying those areas of pre-
ventive activity where early intervention can
reduce the extent of future incapacity. A geria-
trician specialist often is called on to assume
responsibility for an elderly patient at the point
when the constellation of health and related
problems endanger that individual’s ability to
cope. Whether prompted by an acute event
(e.g., afall, a social circumstance, or the loss of
a spouse), a final common pathway is decom-
pensation (see Volume II, Chapter 6). A geriat-
ric practice reflects this situation by crossing
the geographic boundaries of care to include as-
sessment, rehabilitation, continuing care in the
community, and long-term care in institutions.
Pfeiffer echoes the sentiments of many in noting
that, ‘‘the most important clinical service of-
fered . . . is not a specific therapeutic interven-
tion but rather the coordination effort of all ser-
vices required by an individual while continuing
contact is maintained with the individual.”’

Geriatrician specialists, as well as other in-
terested physicians, often will find themselves
at the head of an interdisciplinary team that is
composed of a variety of health workers who
are needed to respond to the physical, social,
and mental problems of elderly persons (see
Volume II, Chapter 30). Thus, the skills that are
required to coordinate care in a variety of set-
tings (the home to acute hospital, nursing home
to day hospital, and clinic to day center) are
paramount. A physician must be able to pre-
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scribe drugs as well as services and to be aware
of the dangers of both overtreatment and under-
diagnosis. In addition, a physician, perhaps, is
the most effective person in the geriatric multi-
disciplinary team to interact with medical and
surgical subspecialists (e.g., urologists, psychi-
atrists, orthopedists, or cardiologists) to insure
that medical, psychiatric, and surgical strate-
gies are based on combined expertise.

In summary, a motivated physician who is
seeking to become more expert at treating el-
derly persons, or a young physician wishing to
become a geriatrics specialist, may have to un-
learn a number of ways of doing things. The
hospital-trained, acute care, technology-ori-
ented, and contemporary medical graduate may
find it difficult to make the transition to the
more personalized, environmentally sensitive
mode of practice that is needed in caring for
older individuals.

Some medical educators and health policy
makers believe that adequate change will be
brought about by incorporating nursing home
training into the educational system of health
professionals and, particularly, physicians.
However, a nursing home represents only one
subset within a much larger system of health
and welfare services that must be mobilized and
coordinated to bring about improved health for
elderly persons in the United States. The two
extreme boundaries of this system are the acute
tertiary care hospital and the home. Between
these extremes lie skilled nursing facilities and
nursing homes, physicians’ offices and ambula-
tory care clinics, day hospitals, other partial
hospitalization arrangements and day care cen-
ters, geriatric evaluation units (ambulatory or
institutionally based), geriatric rehabilitation fa-
cilities, a variety of congregate housing arrange-
ments that are integrated with health care
provisions, and other alternatives yet to be de-
veloped.

Discussions about care for elderly persons
typically lead to a dichotomy of views. The so-
cial model argues that aging is a social problem
with primarily social solutions, such as im-
proved housing, income, and social services;
the medical model stresses that accurate diag-
noses and treatment will lead to an improve-
ment in functional status and a lessened depen-
dency. According to the social model, the care
of elderly persons should not rest solely with
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physicians, but rather should be directed by
more socially oriented professionals who could
call in physicians as technical participants to
address strictly medical problems. There is a
real danger that this type of strategy may be
attractive to physicians for perverse reasons. A
physician’s indifference to elderly persons is
part of our present problem; the solution is not
likely to be found in excluding a physician or in
permitting physicians to exclude themselves.
The distinction between the social and medical
models is conceptually useful in highlighting the
complex interaction of the multiple problems
that beset some elderly individuals; but, the di-
chotomy ultimately breaks down and is destruc-
tive. Both approaches must be melded if a pro-
ductive solution of the problems of aging is to
be achieved.

Differences Between
Primary Care Medicine
and Geriatric Medicine

Some practitioners believe that there are no dif-
ferences between primary care deliverers (gen-
eral internists, family physicians, and general
practitioners) and geriatrician specialists. This
attitude reflects a lack of knowledge about the
content of an optimal geriatric practice. Some
aspects of this content are presented in Table 5-
1), which highlights those characteristics that
distinguish primary care and geriatric medicine.

Geriatric Medicine
as an Academic Discipline

A more precise definition of the geriatric do-
main, together with an influx of research and
development funds, has led to a rapid prolifera-
tion of programs in academic settings. In 1982,
the evidence that geriatric medicine is recog-
nized as an area of expertise includes: 1) A
small group of physicians who identify them-
selves as geriatric specialists and an emerging
faculty; 2) An increasing number of educational
programs in geriatric medicine at various stages
of development, at least four endowed chairs,
and one department of geriatric medicine; 3)
Increased funding for biomedical research on
the special problems of elderly persons, al-
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though funding for health services research that
is relevant to the elderly population remains in-
sufficient; 4) Discussions that are underway
concerning the development of stronger profes-
sional organizations in geriatric medicine and
nursing (perhaps comparable to the Association
of University Professors); and 5) Some financial
support, albeit inadequate, for the training of a
cadre of physicians and other health profession-
als with special knowledge of the problems of
elderly persons.

Manpower Needs

There is a growing recognition that better-
trained physicians will be needed in the near
future to care for the elderly population. There
is less agreement as to how this need should be
met.

One school of thought, which is represented
in the Institute of Medicine report,'* supports a
continuation of the current heavy reliance on
existing physician types—especially primary
care providers in internal medicine and general
and family practice. The preparation for the
growing demands of elderly patients would in-
clude more intensive training during medical
school and graduate medical education (for
those who are yet to graduate) and remedial
education through continuing medical educa-
tion for those who already are in practice.
Meeting these training needs would require a
cadre of academic geriatricians whose sphere of
practice would be confined to the teaching med-
ical centers. The training of academic geriatri-
cians would, in fact, also produce a core of
practicing geriatricians, because experience
from other fellowship training efforts suggests a
“spillover’’ rate of 40-50% into private prac-
tice.!®

An alternative plan calls for the development
of trained geriatricians who are intended to per-
form in both the academic and the practice
roles.!” Physicians who are trained in this man-
ner would serve as consultant specialists in the
management of complex geriatric problems and
would, in all probability, also maintain an ongo-
ing responsibility for some subset of geriatric
patients.

A third approach to the problem has been to
attempt an estimate of the need for geriatric
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TABLE 5-1 Differences Between Primary Care Medicine and Geriatric
Medicine (Scaled 1-5)*

Primary Geriatric
Care Medicine
Knowledge—Special (problems) diseases of 2 5
elderly persons
Knowledge—Atypical presentation of dis- 2 5
ease in elderly persons
Multiple pathologies—Primarily chronic 3 5
Interaction of physical and mental illnesses 3 5
Estimation of functional capacity 2 4
Knowledge—Problems in the use of drugs 2 5
in elderly persons
Recognition of unreported illnessesT 3 5
Knowledge of home conditionst 1 5
Health education of elderly persons (signifi- 2 5
cant others)
Long-term care 1 5
Continuity of care 5
Accessibility—physical convenience; per- 3 5
sonally reachable (e.g., speaks patient’s
language)
Comprehensive patient care and teamwork 1 5
Advocacy for elderly persons$ 0 5
Special ethical issues in the elderly age 0 5
group/

* 1" represents a global assessment of present primary physician performance; *‘5”
represents the ultimate performance of a geriatric physician.

+ Williamson (see reference 17) first described the phenomenon of the ‘‘iceberg’” of
unreported illness and demonstrated that, in Scotland, many older people attributed
symptoms of illness to aging. This attitude is not confined to Scotland; it clearly is
much more universal. The need for some form of health surveillance seems to be
evident. In a recent review of periodic health examinations, a Canadian Task Force
reported that while surveillance procedures were not economically worthwhile for
most age ranges, it was their recommendation that presumed healthy older persons be
examined at appropriate ambulatory clinics (either annually or at longer intervals,
depending on the parameters required).

11 Knowledge of home conditions is an invaluable part of comprehensive patient
care. An environmental assessment contributes important information about a pa-
tient’s physical dwelling, the presence or absence of caring relatives and/or significant
others, the social network, and so on.

§ A geriatric physician in the United States also must recognize the importance of his
or her role as an advocate for better and more humane systems of care for elderly
persons.

I'There are a series of unsolved ethical problems that surround the delivery of health
and welfare services to elderly persons. Resources are not unlimited; therefore, it
becomes necessary to set financial boundaries to the services that are to be supplied,
as well as to make decisions that concern the distribution of services (an even more
difficult task). How funds are apportioned reflects the belief systems of individuals, of
small and large groups, and of our society as a whole. A geriatrician specialist must be
aware of these issues and must make a contribution to their eventual solution.
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physicians by identifying areas in which their
activities would be focused.® A strong empha-
sis is placed on nursing homes and teaching
hospitals for such estimates.

All three approaches point to the need for
better-trained physicians who are capable of
coping with the problems of elderly patients.

Whether such training can be appended to the
training that is now being offered to primary
care physicians, or whether a new entity (the
geriatrician) is needed, continues to be debated.
However, two critical elements should be kept
in mind. The Graduate Medical Educational
National Advisory Committee (GMENAC) has



64

predicted a surfeit of physicians in virtually all
areas involving primary care by the year 1990.%!
In the field of geriatrics, however, some degree
of additional manpower will continue to be
needed. It is therefore appropriate to consider a
redirection of physician manpower into the care
of the elderly.

The Present Situation

The USC/DRME estimated that in the year
1977 approximately 187 million physician visits
were made by individuals 65 years of age and
older, which includes 84 million visits by those
over 75 years of age. By the year 2030, these
numbers will be projected to increase by demo-
graphic pressure alone to 443 million and 220
million visits, respectively.!?13

Data from these studies of physician encoun-
ters with elderly patients on a typical day are
given in Table 5-2. As shown, primary care pro-
viders accounted for most of the care. Family
and general practitioners provided the largest
segment of non-hospital care; general internists
provided the largest fraction of hospital visits.
Among medical subspecialists, cardiologists
saw the largest number of both ambulatory and
hospitalized elderly patients; dermatologists
saw the next largest number of ambulatory pa-
tients, while neurologists, chest physicians, and
gastroenterologists saw the next largest number
of hospitalized patients.

Conversely, as a percentage of total encoun-
ters, patients who are 65 years of age and older
accounted for 35% of all visits to internists, 35%
of all visits to family physicians (including gen-
eral practitioners), and 6% of all visits to psy-
chiatrists. These proportions are approximated
closely in data from the National Ambulatory
Medical Care Survey for ambulatory visits
only.

Geriatricians

A Rand Corporation study of geriatric physi-
cian manpower' uses data derived from two
sources: 1) the USC/DRME data reported by
physicians; and 2) The data based on various
governmental reports, which include the Na-
tional Health Interview Survey and hospital dis-
charge data from the National Center for Health
Statistics. Because the provider-based and con-
sumer-based data sources were closely reconci-
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liable, the former was used for subsequent cal-
culations. These data are adjusted on the basis
of productivity information to develop esti-
mates of full-time equivalents (FTEs). The steps
that are involved in this process are summa-
rized in Table 5-3. The yield in total physician
visits for each time period is then distributed
over three different physician manpower
models that proportionately distribute non-hos-
pital and hospital-based care separately across
three classes of physicians: geriatric specialists,
medical subspecialists, and primary care physi-
cians (see Table 5-4). To further explore possi-
ble alternatives, it was assumed that some of
the workload of the primary care physicians
and the geriatric specialists would be delegated
in varying proportions to non-physician pro-
viders (i.e., physician assistants/gerontologic
nurse practitioners and social workers). Three
different patterns of delegation were used as
examples (see Table 5-5).

These projections, when applied to popula-
tion estimates for 1977 and to representative
years in the future, produce data as shown in
Table 5-6. If a geriatrician operates as a consul-
tant, the burden of manpower that is required
continues to rest with the primary care physi-
cian. As a geriatrician takes on increasing pri-
mary care responsibilities, the burden of care is
shared. The differences between the relative
proportion of manpower shown in Tables 5-5
and 5-6 are attributed to lower productivity esti-
mates for a geriatric specialist.

Some investigators maintain that a more ap-
propriate target for geriatric care should be the
population over the 75 years of age, as opposed
to the conventional practice of using 65 years of
age as the onset of old age. Similar manpower
projections for this group for the year 2010 (to
permit comparison with Table 5-6) are shown in
Table 5-7. The proportion of FTEs remains sim-
ilar to the previous table, but the number of
physicians that are required is somewhat less.
Because persons over 75 years of age need sub-
stantially more care than those over 65 years of
age, the figures remain impressive.

Sources of related manpower are the geron-
tologic nurse practitioner/physician assistant
and the social worker. Table 5-8 shows the ef-
fects of redistributing this care for the same
year (2010) under two patterns of delegation.
Neither pattern produces a commensurate re-
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TABLE 5-3 Estimates of Manpower Needs for
Geriatric Care (Recipient-Based Data)

Number of geriatricians needed is a function of:

1. Number of persons in pertinent age groups (65+
or 75+) at selected dates (1977, 1990, 2010,
2030);

2. Average annual rate of use of services of health
care providers (visits per year per person);

3. Productivity of health care providers (visits per
year per provider FTE*); and

4. Factor for improved care:

1 x2
3

Number needed (in FTE) = X 4
This equation is applied to each postulated parti-
tion of effort among types of physicians and of
surrogate health care providers.

* FTE = full time equivalents.

J. C. Beck and S. Vivell

duction in the level of physician manpower, be-
cause the productivity levels of the non-physi-
cian providers are estimated to be only about
60% of the levels of the physicians.

These projections are not intended to pro-
duce an exact number of physician equivalents,
but rather to estimate the approximate quantita-
tive implications of alternative solutions. Given
this information, several conclusions emerge: 1)
There is going to be a need for substantial num-
bers of physicians with the requisite skills to
provide care for elderly persons; 2) If a signifi-
cant proportion of these physicians are to be
geriatricians, training must begin at once; 3)
Considering that current geriatric training pro-
grams graduate fewer than 100 physicians per
year, even the most conservative estimates sug-

TABLE 5-4 Partition (Percentage) of Effort of Health-Care Personnel in the Care of Elderly Persons:
Effect of Training Programs Aimed at Different Geriatrician Roles

Non-Hospital Care*

Hospital Care

Type of Training GS MSS PCP GS MSS PCP

1. Status quo 1 14 85 1 19 80
2. Training geriatricians for academic posi-

tions only — — — — — —
3. Training geriatricians for academic posi-

tions and as consultants in practice 25 10 65 20 15 65
4. Training geriatricians for academic posi-

tions, as consultants, and as primary

care physicians 40 10 50 30 15 55

* Includes ambulatory care, nursing home care, and common alternatives to nursing home care.

Sourck: Kane RL, Solomon DH, Beck JC: Geriatrics in the United States: Manpower Projections and Training Consider-
ations. The Rand Corporation #R-2543-HJK, 1980, p 37.

NoTE: GS = geriatric specialist; MSS = medical subspecialist (cardiologist, gastroenterologist, and so on); PCP = primary
care physician (internist, family physician, general practitioner).

TABLE 5-5 Partition (Percentage) of Effort of Health-Care Personnel in the Care of El-
derly Persons: Delegation of Physician Functions to Non-physicians

Non-Hospital Care* Hospital Care

Level of Delegation MD+ PA/GNP SW MD PA/GNP SwW
Minimal (status quo) 95 3 2 100 0 0
Moderate 65 25 10 90 10 0
Maximal 40 40 20 80 20 0

* Includes ambulatory care, outpatient, hospital, nursing home care, and common alternatives to nursing
home care.

+ Only GS and PCP are assumed to delegate. MD refers only to non-surgical physicians.

Sourck: Kane RL, Solomon DH, Beck JC: Geriatrics in the United States: Manpower Projections and
Training Considerations. The Rand Corporation #R-2543-HJK, 1980, p 38.

NoTEe: PA/GNP = physician assistant or geriatric nurse practitioner; SW = social worker.
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TABLE 5-6 Number of Physician Personnel (in FTEs*) Needed in 1977 and 2010 to Care for Per-
sons 65 Years of Age and Older at Current Use Levels

Number of Physician Personnel Required

1977 2010
Mode of Geriatric Practice GS MSS PCP GS MSS PCP
Status quo 432 730 22,772 655 1,109 34,453
Consultative 9,915 5,484 17,808 15,000 8,330 26,953
Primary care 15,509 5,484 14,214 23,452 8,330 21,527

* FTE = full time equivalent.
Sourck: Kane RL, Solomon DH, Beck JC: Geriatrics in

the United States: Manpower Projections and Training

Considerations. The Rand Corporation #R-2543-HJK, 1980, p 39.
NoTtE: GS = geriatric specialist; MSS = medical subspecialist; PCP = primary care physician (general internist,

family physician, general practitioner).

gest a deficit in manpower; 4) Even in the most
extreme model, which calls for a geriatrician to
deliver primary care, a substantial burden will
remain with primary care physicians and medi-
cal subspecialists who must be adequately
trained; and 5) If we are to rely on non-physi-
cian providers for any proportion of geriatric
care, they also must be trained.

In light of the predicted physician surfeit
(even in primary care disciplines) by 1990,%! it
must be emphasized that the projections for
geriatric manpower needs do not imply training
an increased number of physicians. The choice
of using FTEs was deliberate, because it sug-
gests the possibility of redirecting present and
future physicians away from overcrowded spe-
cialties into geriatrics. As shown in Table 5-9,
GMENAC forecasts a surplus of more than
6,500 primary care physicians in general inter-
nal medicine and family practice and almost
18,000 internal medicine subspecialists. If a
proportion of physicians who are training for

TABLE 5-7 Number of Physicians (in

these specialties were redirected into geriatrics,
much of the projected deficit could be met.

All of the above manpower projections as-
sume that care would be offered at current lev-
els of use. The estimates discussed elsewhere,
however, suggest that elderly persons receive
approximately 25% less ambulatory care than
other age groups. The shorter encounter time
between physicians and older patients is pri-
marily responsible for this disparity. Therefore,
the estimate for improved medical care-pro-
jected manpower figures could be raised by
25%.

Academic Geriatrics and Geropsychiatry

Regardless of the final model that is chosen,
there is an immediate need for a substantial co-
hort of academically based geriatricians. They
would serve as educators for future physician
and non-physician providers. One study of the
need for this group of faculty'® produces an up-
per-bound estimate of 1,600 and a lower-bound

FTEs*) Needed in 2010 to Care for

Persons 75 Years of Age and Older at Current Use Levels

Number of Physicians Required

Mode of Geriatric Medical Primary Care
Geriatric Practice Specialist Subspecialist Physician
Status quo 335 577 17,441
Consultative 7,587 4,357 13,688
Primary care 11,823 4 357 10,987

* FTE = full time equivalent.

Source: Kane RL, Solomon DH, Beck JC: Geriatrics in the United States: Man-
power Projections and Training Considerations. The Rand Corporation #R-2543-

HIJK, 1980, p 39.
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TABLE 5-9 Selected Projections of Physician Sup-
ply Compared to Estimated Requirements in 1990

Estimated
Specialty Surplus
Primary care
General internal medicine 3,550
Family practice 3,100
Internal medicine subspecialties
Hematology/Oncology 700*
Gastroenterology 400
Infectious Diseases 1,000
Allergy/Immunology 1,000
Nephrology 2,100
Rheumatology 1,300
Cardiology 7,150
Endocrinology 1,800
Pulmonary 3,350

* Projected deficit.

SoUrce: GMENAC, 1979(21) Graduate Medical Education
National Advisory Committee: Interim Report to the Secre-
tary. DHEW Publ No HRA 79-633, Washington, DC, Gov-
ernment Printing Office, 1979.

estimate of 900 (see Table 5-10). Thus it seems
that at least 900 faculty persons are needed to
provide a minimal staff for medical schools and
to train other health professionals, as well as
internal medicine and family practice residents.

The National Institute of Health (NIH) rec-
ords suggest that it is unlikely that more than
60% of all geriatrician graduates will remain in
academic medicine. Thus, at least 1,500 must
be trained to yield 900 academic physicians,
which produces a spillover of 600 practicing
geriatricians. Even with a goal of producing
only academic geriatricians, the spillover effect
would result in two practitioners for every three
academicians.

At the present utilization rate, there is an
estimated need for over 1,100 practicing gero-
psychiatrists. The Rand Corporation’s projec-
tions call for a minimum of 450 faculty, which
means training 900 academic geropsychiatrists
to allow for a 50% loss to community practice;
but, this would supply nearly 50% of the mini-
mum number of geropsychiatrist practitioners
that are needed today.

Geriatric Research

The faculty in geriatric medicine and geropsy-
chiatry who have been previously discussed
would participate in the full range of academic
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pursuits. It is estimated that approximately 25%
of their time would be spent in clinical activities
that would proportionately offset the need for
practicing geriatricians. In addition, it is esti-
mated that a further 25% of their time would be
spent in research that is pertinent to geriatrics.
Table 5-11 shows the estimated geriatric re-
search manpower needs. For the estimates of
900-1,600 FTEs of academic geriatrician man-
power, approximately 450 academic geropsy-
chiatrists are added to provide a minimum staff-
ing for psychiatric training programs; this
brings the total to approximately 1,400 FTEs.
However, 25% of their time will not be suffi-
cient to undertake productive research in an
area that is just beginning to emerge.

One compromise is to anticipate that a heavy
use will be made of doctoral-level researchers
in related fields—both basic and applied. At a
minimum, one would foresee the need for at
least one doctorally prepared researcher to
work with each academic geriatrician. Such dy-
ads imply a total research FTE complement of
1,700-2,500 persons who are capable of doing
research in geriatrics. The estimated need for
some 2,000 doctoral-level researchers in aging
can be contrasted to the 453 graduates who
were supported by the National Institute on Ag-
ing (NIA) or its predecessor, National Institute
of Child and Human Development—Adult De-
velopment and Aging Branch (NICHD-ADAB),
between 1965-1975. Of these, approximately
two-thirds have remained in academic work
that is related to aging.

This type of compromise will not suffice to
establish geriatrics as an academic peer with the
traditional disciplines. The lessons of other re-
cently accepted fields in academic medicine,
such as family practice and general internal
medicine, should be appreciated. The task of
developing clinical and teaching programs ex-
tract an enormous price from the first genera-
tion of academic practitioners. Unless active ef-
forts are undertaken to prevent it, research and
other scholarly activity is relegated to a lower
priority in the quest to mount new programs.

In the case of geriatrics, which cannot draw
on the wisdom of many practitioners, the loss is
doubly severe. Not only must one be concerned
with the nurturing of academic geriatricians,
but one also must be sensitive to the great
need for new and better information about the
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TABLE 5-10 Estimated Need for Academic Geriatricians

Upper-bound estimate
Residency training

2.0 faculty, internal medicine residence X 328 programs
1.5 faculty, family practice residency X 230 programs
2.5 faculty if both in one hospital X 128 hospitals

Medical student training
3 FTE* per medical school X 124 school

Less economies of scale where residency programs are located in primary university

hospitals

Lower-bound estimate
Residency training
Internal medicine

0-9 FT faculty and 0-29 residents at 0 FTE X 190 programs
10-19 FT faculty and/or 30-49 residents at 1 FTE x 85 programs
20+ FT faculty and 0-29 residents at 1 FTE X 23 programs

0-9 FT faculty and 50+ residents at 1 FTE X 2 programs

20+ FT faculty and 30+ residents at 2 FTE X 4 programs

10+ FT faculty and 50+ residents at 2 FTE X 5 programs

20+ FT faculty and 50+ residents at 2 FTE X 147 programs

Family practice

0-3 FT faculty and 0-17 residents at 0 FTE X 126 programs

4-6 FT faculty and/or 18-29 residents at 0.75 FTE X 134 programs
7+ FT faculty and 0-17 residents at 0.75 FTE X 4 programs

0-3 FT faculty and 30+ residents at 0.75 FTE X 8 programs

7+ FT faculty and/or 30+ residents at 1.5 FTE X 44 programs

4+ FT faculty and 30+ residents at 1.5 FTE X 19 programs

7+ FT faculty and 30+ residents at 1.5 FTE X 23 programs

Less economies of scale due to coexisting programs

Medical student training (as above)

Less economies of scale where residency programs are located in primary university

hospital

FTEs*
656
345
320
Subtotal 1321
372
(90)
Subtotal 282
Upper-bound total 1603
Internal medicine subtotal 422
(456 programs)
Family practice subtotal 238
(358 programs)
(12)
Residency training subtotal 648
372
(131)
Subtotal 241
Lower-bound total 889

* FTE = full time equivalent; FT = full time.

clinical problems that are faced by the grow-
ing number of elderly persons in the United
States.

In addition to the doctoral-level researchers
who already have been accounted for, physi-
cian researchers who are trained in the tech-
niques of biomedical research are necessary to
provide a working bridge between the labora-
tory and geriatric clinical activities. Minimally,
an average of two such academic geriatrician

biomedical faculty are presently needed per in-
stitution to make progress in geriatrics possible.
We recognize that these 250 physicians may not
be equally distributed across all institutions, but
the total number will likely fall into this range.
Mechanisms must be developed to recruit,
train, and reward such persons if we are to find
new answers to geriatric problems and to re-
examine the answers that currently have been
promulgated.
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TaABLE 5-11 Estimated Geriatric Research Man-
power Needs
FTEs*

Academic geriatricians 889-1,603
Academic geropsychiatrists 450

Total 1,339-2,053
Research geriatrician FTE* at
25% 335-513

+1 Doctoral-level researcher

per geriatrician 1,339-2,053
Total research FTE 1,674-2,566

* FTE = full time equivalent.

Specialty Recognition

The development of geriatrics into a distinct
field of medicine, with its own special training
and research, raises the question of what should
be done about specialty recognition. Stevens?
has described the steps that eventually led to
the inclusion of a specialty into the undergradu-
ate and graduate medical curricula. These steps
involve appropriate identified faculty, distinc-
tive residency and fellowship programs, and
some form of specialty recognition. The pro-
cess usually begins with the informal socializing
of individuals who are interested in sharing sci-
entific and intellectual activities in the common
field. This is followed by the development of
formal organizations, the emergence of practi-
tioners who limit their practice to this field, and
concern about the standards of knowledge in
the field; next may come the establishment of
limited numbers of faculty positions (including
endowed chairs) and demands that elements of
the field be added to the continuum of medical
education. The steps leading to formal specialty
recognition include: 1) As advances in a field
lead to the development of a new technology or
a new system of health care delivery, a group
develops special expertise in the area; 2) An
organization or society is formed to encourage
the exchange of ideas and techniques; 3) Mem-
bership in the organization becomes a mark of
distinction in the field and (to externalize that
recognition) a certification of excellence in the
field becomes established; and 4) Responsible
health care institutions come to accept certifica-
tion as evidence of competence and limit care
within the field to those who are certified.?>
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Options for Specialty Recognition
of Geriatric Medicine

The development of special requirements and
guidelines depends, in part, on the type of spe-
cialty recognition that eventually will be se-
lected. For example, the process that is in-
volved and the residency review mechanisms in
specialty recognition of the primary- or con-
joint-board type are quite different from those
involving established specialty boards that offer
a Certificate of Special Competence. Thus, to
develop a doctrinaire Special Requirements and
Guidelines, it is necessary to delineate the char-
acteristics of the emerging geriatric training
programs, as well as the options that are avail-
able for specialty recognition. The growing
number of training programs in geriatric medi-
cine under the auspices of family practice, in-
ternal medicine, and psychiatry is a compelling
reason for consistent special requirements to be
established.

A brief description of the advantages and dis-
advantages of each option for specialty recogni-
tion will permit arranging the options in an or-
der of priority. Options 1. Primary Board and 2.
Conjoint Board, will be discussed together,
since both envisage a separate and free-stand-
ing Residency Review Committee and separate
Special Requirements. Their advantages are:

First, the development of a clearly defined iden-
tity that confers status on the specialty and,
thus, facilitates the recruitment of excellent
individuals into geriatrics.

Second, increasing concern with the quality of
care (including the question of licensure for
specialty practice) could effectively be dealt
with by either of these routes, as could the
financial forces that favor specialty recogni-
tion.

Third, since geriatrics involves interdisciplinary
and multidisciplinary activities, these two
options might help to broaden the accredita-
tion and certification process to involve
other professional health groups (e.g., as has
been done in radiotherapy).

The disadvantages of options 1 and 2 in-
clude:

They would further fragment medicine with a
new specialty that encroaches on other do-
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mains; as a result, the cost of health services
might rise.

Both options would lead to the removal of geri-
atrics (a specialty, in part, based on new sys-
tems of health care delivery) from the main-
stream of family practice, internal medicine,
and psychiatry. This could lead to major dis-
ruptive changes in the latter fields as the de-
mographic changes evolve in the United
States.

The third option is a Certificate of Special
Competence that is offered by already estab-
lished specialty boards, such as the American
Board of Family Practice, the American Board
of Internal Medicine, and the American Board
of Psychiatry and Neurology (now separated
into two distinct specialty boards). The advan-
tage of this option is that it identifies geriatrics
as an area of special expertise, while still keep-
ing it in the mainstream of the ‘‘parent’’ special-
ties. This lessens the threat of fragmentation. A
disadvantage of this option is the possible diver-
gence (on an individual specialty basis) of the
Special Requirements and Guidelines and the
accreditation and evaluation processes.

Option number four is a Certificate of Special
Competence that is jointly sponsored by all or
various combinations of the established medical
specialty boards with a major concern for geri-
atrics. This option represents a new approach
to specialty recognition that has been encour-
aged by the American Board of Medical Spe-
cialties (ABMS), which uses as a template the
emerging specialty area of critical care medi-
cine. Its advantages are comparable to those of
option 3, in that it identifies geriatrics as an area
of special expertise, yet maintains it in the
mainstream of the ‘‘parent’’ specialties. How-
ever, option 4 also insures uniformity in the de-
velopment of Special Requirements and Guide-
lines as well as the accreditation and evaluation
processes. Still, another advantage is the easier
financial viability of this option as compared
with option 3, which adds a substantial mone-
tary burden to each of the specialty boards.

The mechanisms for accreditation of fellow-
ship programs within the established specialties
is under active development by the Accredita-
tion Council on Graduate Medical Education. It
would appear that the development of Special
Requirements and Guidelines and the accredita-
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tion mechanism will reside within the purview
of the established residency review committees
within established specialties such as internal
medicine and family practice. Options 3 and 4
pose hard philosophical and practical issues
within the American Board of Family Practice,
which considers itself an all-inclusive generalist
specialty. The recognition of geriatric medicine
as a separate specialty would open the door to a
similar recognition for other areas, such as ob-
stetrics, emergency medicine, and so on.

A fifth option, the Modification of Present
Primary Board Certificates, consists of having
appropriate specialty boards (internal medicine,
family practice, and psychiatry) modify their
General Certificates to include a statement rec-
ognizing special training in geriatric medicine.
This would allow time to assess the evolution of
geriatric medicine as a specialty, while simulta-
neously giving recognition to physicians with a
special interest in that field. It represents a
strategy that is also being considered by physi-
cian assistants and nurse practitioners.

A sixth option, a Certification by Specialty
Society(s), would set a precedent in terms of
professional organization structure. It would
pose a threat to the established specialty
boards; in a climate such as prevailed in the late
1970s and early 1980s, it would focus further
Federal Trade Commission attention on spe-
cialty societies and specialty boards. In the
American system, they are clearly separate, but
inter-related, systems of professional activities.
For instance, the American Geriatrics Society
has approved prerequisites for Society Fellow-
ship status. These included board certification
in either internal medicine, family practice,
neurology, psychiatry, physical medicine and
rehabilitation, or surgery—together with evi-
dence of special training or experience in geriat-
rics that is endorsed by two members of the
Society.

A seventh option is the recognition of a spe-
cialty board that is unrelated to ABMS, which
consists of professionals such as gerontologic
nurse practitioners, gerontologic nurse special-
ists, pharmacists, social workers, and so on.
Although this would not be a precedent as de-
scribed in option 6, its disadvantages are similar
in that it would be damaging to the present orga-
nizational patterns of American medicine. It
represents an option that has been selected by
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the various health professional groups in ge-
netics.

A final option, of course, is that there be no
specialty recognition. The obvious advantage is
that it removes a potential economic struggle
for turf from a group of established specialties.
Its critical disadvantages are that it would re-
tard the development of improvements in geri-
atric education, research, and delivery pro-
grams that are destined to improve the health
status of elderly Americans.

The Debate Over Recognizing New
Specialties

The recognition of new specialties is controver-
sial for a number of reasons. For example,
some form of specialty recognition confers sta-
tus, which plays a part in recruiting highly qual-
ified individuals into the specialty. Moreover,
the advent of some form of cost control of hos-
pital and physician services—whether initiated
publicly, privately, or through some combina-
tion of the two—will create new financial forces
and situations that favor specialty recognition.
Increasing concern with the quality of care, wit-
nessed by discussions of licensure for specialty
practice, also serves as a force that favors spe-
cialty recognition. Stevens? identified two
other cogent arguments in favor of specializa-
tion: 1) Allowing that some specialization of ac-
tivity contributes additional knowledge in a
field; and 2) Concentrating interest in a particu-
lar area often leads to improved services. Con-
versely, the disadvantages of specialty recogni-
tion are grounded in the observation that
medicine has become increasingly fragmented
to the point where some specialties may be en-
croaching on the domains of others. As a result,
the cost of health services may have increased,
and there may be confusion among patients as
to the appropriate type of care they need.

In spite of the disadvantages, there are at
least three additional reasons to proceed with
some type of recognition: 1) The GMENAC re-
port gives only passing mention to geriatric
medicine. This oversight in terms of future
manpower planning would not have occurred if
some form of specialty recognition had been
achieved; 2) The Joint Commission on Hospital
Accreditation (JCHA) is giving more attention
to the criteria that institutions use to grant at-
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tending staff privileges. One criterion that has
emerged (despite the protests of specialty
boards) is specialty-board certification (either a
certificate by a primary board or a Certificate of
Special Competence); and 3) The 1980 pay
scales for Veterans Administration and Depart-
ment of Defense personnel, as enacted by Con-
gress, use recognition via a specialty board as a
criterion for the level of remuneration. Thus,
there is a bonus for certification by a primary
specialty board, plus an additional bonus for
additional certifications—whether via another
primary specialty board or via a Certificate of
Special Competence.

The American Geriatrics Society has re-ex-
amined an earlier position in a new statement
entitled: Geriatric Medical Education: Devel-
opment Since the American Geriatrics Society
Conferences on Geriatric Education, 1976—
77.2:% This report supports the need to identify
and recognize persons who have special exper-
tise in the area, and it proposes that the Ameri-
can Geriatrics Society play a major role in this
process.

In Report of a Study—Aging and Medical
Education," the Institute of Medicine also took
the position that ‘‘a formal practice specialty in
geriatrics not be established but that gerontol-
ogy and geriatrics be recognized as academic
disciplines within the relevant medical special-
ties.”” It expressed its belief that the care of the
elderly population should be the responsibility
of appropriately trained primary care physi-
cians. It voiced a concern that if geriatrics were
recognized as a practice specialty it would draw
attention, energy, and resources away from
needed improvements in the training of nurses,
nurse practitioners, and the other health per-
sonnel who are so essential to the day-to-day
care of elderly persons. The committee felt that
training a cadre of geriatric specialists would
suggest a medical solution to what it saw as a
largely social problem.

In summary, the Institute of Medicine com-
mittee recognized that although the develop-
ment and recognition of geriatrics within vari-
ous disciplines was necessary to advance
research and education in geriatrics-gerontol-
ogy and to train leaders in this field, there were
strong precedents against making it a formal
specialty.

While the Institute of Medicine was complet-
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ing its report, the Association of Professors of
Medicine (APM) drafted a policy statement in
1978 which encouraged: 1) The organization of
geriatric teaching programs within departments
of internal medicine; 2) The introduction of ger-
ontology into the undergraduate medical curric-
ulum; and 3) The development of electives in
geriatric medicine for undergraduate medical
students. It requested that a consideration be
given to an affiliation with chronic care facilities
for the purpose of teaching the natural history
of complex chronic illnesses. The APM state-
ment did not seek to develop specially trained
faculty to lead the proposed programs in geriat-
ric medicine. It opposed a separate specialty or
department of geriatric medicine; it considered
geriatrics to be within the scope of general in-
ternal medicine.

One year later, the Federated Council on In-
ternal Medicine (FCIM) (which represented the
American Board of Internal Medicine, the
American College of Physicians, the American
Society of Internal Medicine, the Association of
Professors of Medicine (APM) and the Associa-
tion of Program Directors in Internal Medicine)
formulated a policy statement on geriatric medi-
cine that attempted to take into consideration
the many changes that had occurred during the
1978-1979 academic year.*

Their 1981 statement?’ differs from the 1978
APM statement in that the FCIM would want
geriatric medicine to be incorporated into the
core curriculum of residencies in internal medi-
cine, as well as the development of a faculty
that is trained especially for careers in geriatric
medicine. Accordingly, it encouraged the orga-
nization of fellowship programs for advanced
training in geriatrics. Furthermore, it recog-
nized certain needs for geriatric medical spe-
cialties in community sites (i.e., outside of aca-
demic medical centers). On several points, the

* These changes included: 1) The maturation of the eight
Veterans Administration (VA) Geriatric Research, Educa-
tion, and Clinical Centers (GRECCs); 2) The initiation of
the VA’s Fellowship Program in Geriatric Medicine; 3) The
development of several non-VA fellowship programs; 4) A
rapid expansion in federal funding to support such aspects
of programs in geriatric medicine as curriculum develop-
ment; 5) The entry of several large foundations into this
area; and 6) Visible developments in gerontology and geri-
atric medicine in some of this nation’s medical schools.
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FCIM draft statement goes beyond the Institute
of Medicine report as well as the APM state-
ment in recommending steps to foster the devel-
opment of geriatric medicine within internal
medicine.

The American Board of Internal Medicine
(ABIM) announced its intent to develop some
form of specialty recognition at the 1981 meet-
ing of the American Board of Medical Special-
ties (ABMS). The statement included the recog-
nition that geriatrics is an integral part of
internal medicine and that internal medicine has
a major responsibility for the orderly growth of
this special area. The ABIM also emphasized
that it had taken steps toward a greater empha-
sis on geriatrics within internal medicine. These
included:

1. In the ABIM publication, Attributes of the
General Internist and Recommendations for
Training,® the ABIM stated that compe-
tence in geriatric medicine is an essential
skill in general internal medicine.

2. It emphasized that since 1979, ABIM con-
sultants had been included on each certifying
examination committee so that more and
better questions on geriatric medicine were
being incorporated into ABIM certifying ex-
aminations.

3. The Board emphasized that it fully sup-
ported the activity of the residency review
committee in internal medicine’s Special Re-
quirements for better training in geriatrics
during rotations on general internal medicine
services.

4. It announced that, at its next recertification
cycle, the ABIM planned to place more em-
phasis on issues in geriatrics.

5. In introducing its new computer-based ex-
amination, the ABIM will include in that
portfolio a series of cases that emphasize im-
portant issues in geriatric medicine.

6. The ABIM said it believed that geriatric
medicine should remain a large and essential
component of internal medicine and most
other specialties, rather than a separate dis-
cipline or new practice specialty.

These issues also have been examined by the
American Academy of Family Physicians and
by the American Board of Family Practice.
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Both have been against any specialty certificate
in geriatrics. They point to the official defini-
tion of family practice as ‘‘comprehensive med-
ical care with particular emphasis on the family
unit, in which the physician’s continuing re-
sponsibility for health care is not limited by the
patient’s age, or sex, nor by a particular organ
system or disease entity.”’?® The American
Board of Family Practice recently has stressed
the importance of required training in geriatrics
and gerontology through new ‘‘Essentials”
(special requirements for residency training in
geriatrics).® The American Board of Family
Practice’s written certification and recertifica-
tion examinations are divided into seven major
subdisciplinary areas, one of which is geriat-
rics-gerontology. It, thus, would seem that the
specialty of family practice, through its board
and specialty society, consider geriatrics-geron-
tology to be a vital part of their specialty.
The ABIM and the American Board of Family
Practice met in the summer of 1982 to address
mutual areas of interest in the development of
educational programs in geriatrics-gerontology,
in improving the quality of the examination
questions in their respective specialty-board ex-
aminations, and in planning joint areas of inter-
est in recognition of special graduate medical
education in the field of geriatrics.

The academic and practice specialty of psy-
chiatry also has begun to address the issues of
geriatric content in its training programs and the
production of geropsychiatrists for both aca-
demic and practice roles. Two manpower re-
ports before 1980'%:3! estimated the number of
geropsychiatrists in the United States to be be-
tween 20-30. In 1982, over 400 persons have
joined the newly formed American Association
for Geriatric Psychiatry; but, not all have come
from the medical profession. There are, as of
this writing, seven advanced geropsychiatric
education programs in the country. Only four
offer fellowship training; in most instances,
their contribution consists of 3—6 months during
the core residency in psychiatry followed by 1
year of fellowship. The issue of specialty recog-
nition and accreditation of training programs in
geropsychiatry has been discussed by the
American Board of Neurology and Psychiatry
(now to be separated into two distinct specialty
boards).
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Integration of
Graduate Medical Education,
Clinical Care, and Research*

The establishment of new programs in geriatric
medicine, as in any clinical program, has re-
quired ‘‘classrooms’’ and ‘‘laboratories.”” The
former are, in large part, the clinical services
that are developed at the academic medical cen-
ter; the latter are bench laboratories in proxim-
ity to the patients whose disorders often form
an important part of the research agenda. For
a complete program, however, it also is neces-
sary to have access to the ‘‘comprehensive
classroom’’ (e.g., senior citizens centers, board
and care facilities, nursing homes, and so on)
or ‘‘laboratory without walls’’ component that
is found in the community, which permits the
study of interlocking health and social problems
of independent elderly persons. Thus, the inte-
gration of the continuum of medical education,
clinical care, and research has striking differ-
ences from other disciplines.

Education and Training

There has been a substantial increase over the
past several years in opportunities in geriatric
education for medical students, postgraduate
students, and practicing physicians in the
United States. A 1981 study identified 135 pro-
grams at the undergraduate level, 44 in graduate
medical education, and 37 geriatric fellow-
ships.!® There has been a similar increase in the
amount of educational materials that are being
made available. Thus, although (as we have
seen) the question of specialization in geriatrics
still is the subject of much debate, it is impera-
tive that an attempt is made to define the field’s
educational objectives and to develop guide-
lines for training programs for physicians. Such
guidelines, while allowing for flexibility and in-
novation, must be comprehensive enough to in-
sure a high standard of professionalism. This
section explores recommendations concerning

* The collaboration of Alan S. Robbins in preparing this
section is acknowledged.
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geriatric educational programs that are based
on judgments made by experts in the field.?

A recently formulated set of educational pro-
gram development objectives includes the
knowledge, skills, and attitudes that are essen-
tial for geriatric training at all levels; they serve
as a rationale for the program guidelines that
follow.** There also is a discussion of recom-
mendations for geriatric educational compo-
nents during core training in internal medicine,
family practice, neurology, or psychiatry resi-
dency programs.

The major aim of an advanced residency or
fellowship program in geriatrics should be to
train academic leaders and educators. It should
extend for at least 2 years, of which a minimum
of 1 year should be devoted to clinical care. The
balance of the training period should be focused
on scholarly activity or research in geriatrics or
gerontology. Eligible candidates must have
completed their residency training in internal
medicine, family practice, neurology, or psy-
chiatry. Specialty-board certification is recom-
mended. In neurology or psychiatry, some ex-
perience with internal medicine is a necessity.
Residency and fellowship programs in geriatric
medicine are to be implemented only in pro-
grams that already are approved by the respec-
tive residency review committees in internal
medicine, family practice, neurology, and psy-
chiatry.

Program Administration

The sponsoring institution must demonstrate a
major commitment to geriatrics. Only in this
way can it accomplish the educational objec-
tives and give the program director enough flex-
ibility and authority to supervise the program.
The sponsoring institution should have an aca-
demic affiliation and be involved in geriatric re-
search activities.

It is strongly recommended that this program
director devote full time to the program respon-
sibilities. Directors must: 1) Be board-certified
(or its equivalent) in internal medicine, family
practice, neurology, or psychiatry; 2) Have an
academic appointment; and 3) Be experienced
in teaching, clinical care, or research as it ap-
plies to geriatrics. To provide a meaningful edu-
cational experience, a minimum of three to four
faculty members is recommended, with a ratio
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of faculty to trainees of 1:3 or 1:4. All clinical
research activities must be directly supervised
by faculty.

Future faculty members should have special
training in geriatrics. To serve as exemplary
role models, faculty members should have ex-
perience both in teaching and clinical care. Ex-
pertise in research and administration also are
recommended. The following activities are ap-
propriate for faculty role models in geriatrics: 1)
Clinical and didactic teaching for health profes-
sionals; 2) Clinical care; 3) Research and scien-
tific presentations; 4) Continuing medical edu-
cation for physicians and allied health
personnel; and 5) National and local profes-
sional society participation.

The curriculum should provide clinical expo-
sure to inpatient and ambulatory care settings,
primary care, and consultative roles. Training
should offer experience with both well and ill
elderly persons and with patients who have
medical, psychosocial, and economic prob-
lems. Experience must include interaction with
the array of disciplines that are concerned with
the care of elderly persons, both individually
and as part of a health care team. There should
be an emphasis both on refining clinical skills in
dealing with the multiple and complex problems
of the elderly population and in making clinical
decisions that are based on functional assess-
ments. Residents must receive training in pre-
dicting the outcomes of chronic diseases and in
devising therapeutic plans that coordinate and
mobilize medical and social support services.
Core training should be provided in the basic
biologic, psychological, and social aspects of
aging (i.e., in gerontology as it relates to geriat-
rics), and in the relevant diseases and disorders
that are most frequently seen in elderly per-
sons.

Clinical training must encompass enough pa-
tient contact and a wide enough spectrum of
problems to accomplish the above goals. There-
fore, trainees should work with both sexes—
especially with men and women over 75 years
of age, since these individuals have needs that
clearly are different from the younger popula-
tion.

The following sites and functions are essen-
tial to geriatric training: 1) Primary care (see
Chap. 64) on a specialized, inpatient geriatric
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evaluation or assessment unit or on a general
medical ward specifically oriented to the care of
elderly persons (i.e., including the presence of a
health care team); 2) Primary care on a geropsy-
chiatry unit or on a psychiatry ward, as well as
a neurology ward that emphasizes geriatric
care; 3) Ambulatory primary care in a special-
ized geriatric evaluation or assessment unit or
in a setting that is geared to care for elderly
persons; 4) Primary care in a nursing home; 5)
Geriatric consultative care to medical or surgi-
cal specialty services. Some primary care expe-
riences must be provided in the health care
team setting (preferably in a community site),
and in a periodic as well as a longitudinal fash-
ion. Participation in clinical work in one or
more of the following sites is recommended: 1)
Rehabilitation inpatient or ambulatory services;
2) Hospice, retirement home, or senior citizens
center; 3) Home care program or patient’s
home; 4) Day care center or neighborhood
health clinic; and 5) Service center.

Core Content

Content areas that should be included in geriat-
ric training are discussed in detail else-
where.?233 The following are the most highly
rated objectives that cross the traditional sys-
tems of codification. Trainees will:

1. Interview and take an accurate medical his-
tory of an elderly patient that includes such
functional history as a patient’s ability to
perform daily activities, and such psycho-
social history as motivation, morale, family
and social interaction, household composi-
tion, and productivity.

2. Conduct and record a complete physical
examination of an elderly patient with spe-
cific attention to normal physical signs of
aging; functional assessments such as men-
tal status testing and the ability to perform
daily activities.

3. Distinguish ‘‘normal’’ from pathologic ag-
ing (e.g., with respect to cognitive function,
psychomotor performance, human sexual-
ity, personality adjustment, and illness be-
havior).

4. Demonstrate  clinical  decision-making
skills, taking into account an altered clinical
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presentation of disease, multiple illness
complexes, a patient’s life style, cost-bene-
fit factors, and prognosis prediction.

5. Apply knowledge of clinical pharmacology
in elderly patients (the use, interactions,
and side effects of specific drugs and pa-
tient drug use behavior).

6. Apply knowledge of rehabilitation medicine
in managing the problems of elderly pa-
tients (underlying principles, facilities and
programs, developing rehabilitation plans,
and predicting outcomes).

7. Identify available social resources and pro-
grams in planning the care of an elderly pa-
tient (financial, health, and social supports,
including natural support systems).

8. Coordinate and provide for a continuum of
care (delivery of integrated care to elderly
persons at differing levels of health and so-
cial services, such as hospitals, nursing
homes, day care centers, and a patient’s
home).

9. Provide personalized and empathetic care
to patients and their families.

10. Coordinate assessment and management as
part of an interdisciplinary health care
team.

Research

Continuing scholarly activity is critical to fur-
thering and refining a geriatrician’s knowledge
base. Biomedical, psychosocial, educational,
and health services research are appropriate for
geriatric trainees. The trainee should be al-
lowed sufficient time to become well grounded
in research. Trainees who opt for an academic
career that involves research and teaching
should contemplate additional time for ad-
vanced research training in geriatrics-gerontol-
ogy. Faculty supervision and adequate facilities
should be provided. Programs that are geared to
training academic geriatricians should provide
an opportunity for candidates to confer with au-
thorities in their fields when this seems appro-
priate.

Evaluation of Candidates

Each program should periodically evaluate its
candidates throughout the training period.
There should be written documentation of per-
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formance. The evaluation should not only as-
sess clinical knowledge, but also those areas
that are defined by the program objectives. The
assessment of special skills should include (for
example): 1) Carrying out functional assess-
ments; 2) Functioning as a member of the health
care team; 3) Developing a therapeutic plan that
is based on accurate prognostic predictions;
and 4) Coordinating multiple health and social
resources or interacting with a patient and fam-
ily in an effective and empathetic manner.

All programs should require written evalua-
tions of clinical knowledge and an assessment
of clinical skills by faculty supervisors. Atti-
tudes, research, and administration and teach-
ing skills all should be evaluated. Measurement
techniques may include a clinical bedside or
written examination, a chart or record review,
the use of attitudinal skills, and ratings by stu-
dents, house staff, and faculty.

An evaluation should be used to improve
performance. Therefore, an assessment should
begin early and continue throughout the train-
ing period so that feedback can improve future
performance. Some particularly effective tech-
niques included videotape feedback, patient in-
teraction, allied health staff rating of perfor-
mance, and attitudinal measures.

Training in Internal Medicine,

Family Practice,

Neurology, and Psychiatry

The curriculum recommendations that are de-
scribed here do not distinguish among the type
of residencies, since certain knowledge, skills,
and attitudes may be considered essential to
any physician’s education in the care of elderly
persons. Indeed, it is the amount of experience
and the degree to which a trainee has mastered
the key objectives that distinguishes a specialist
in geriatrics from a resident in internal medi-
cine, family practice, neurology, and/or psychi-
atry. The list of objectives that have been previ-
ously enumerated for the fellowship applies as
well to residency level training.

Geriatric training should be required of all
residents. Any attempt to effectively teach resi-
dents must involve dealing with house staff bi-
ases (ageism or age discrimination) in a frank
manner. When the program director and faculty
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insist on geriatric training as an integral part of a
residency, it indicates to residents that the care
of elderly persons is important and involves a
unique body of knowledge and skills. The core
content that is outlined above for geriatric fel-
lows is applicable in most areas for residency
training in geriatrics.

Geriatrics ideally should be integrated into
an overall residency program through lectures,
teaching rounds, and clinical conferences. Dur-
ing a 3-year training program, at least a 2-month
block of experience in geriatrics should be pro-
vided by using the patient population, training
sites, and clinical interactions that are recom-
mended for geriatric fellowships. A longitudinal
clinical experience is highly desirable, since it
provides an opportunity to both gain insight
into the course of a chronic disease as it affects
an older individual and appreciate the multiple
factors that affect health care in elderly per-
sons.

Because demands for time in residency train-
ing programs are substantial, the quality of the
educational experience in geriatrics must be
maximized. Experience should be provided
with both well and ill elderly males and females
and patients should represent a spectrum of
common geriatric disorders. While training in a
primary care inpatient or ambulatory care set-
ting is preferred, a consultation and liaison ex-
perience also is acceptable if a discreet geriatric
consultation service exists.

Residents should be evaluated during their
geriatric experience the same as they would
during other clinical rotations in their training
period. An evaluation by patients and allied
health professionals, especially with regard to
interpersonal skills, is a particularly relevant
type of assessment for a geriatric service.

The goal of geriatric training for a non-spe-
cialist is to provide the candidate with the
knowledge, skills, and attitudes that are neces-
sary to deliver competent, cost-effective, and
empathetic care to elderly persons. Candidates
should be able to understand a patient from a
medical, psychological, and socioeconomic
standpoint, and to provide either multidiscipli-
nary integrated care or refer patients to other
providers who can deliver this type of care.

The guidelines that are dealt with in this sec-
tion are a basic attempt to set out specific edu-
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cational objectives for graduate geriatric train-
ing. Many of the principles and specifics of a
curriculum should be viewed, however, as a
preliminary guide for faculty and educators who
are concerned with the many emerging training
efforts that are currently found in geriatric med-
icine.

Models of Practice

Training programs for geriatricians and geriatri-
cally oriented physicians will require appropri-
ate training sites. The growing number of el-
derly persons assures an adequate patient pool,
and the projected surfeit of physicians assures
an adequate supply of health care providers.
However, the availability of good models of
care is much more constrained; as already
noted, the present and future problems of geri-
atrics lie in the quality of services that are pro-
vided rather than the quantity. A basic goal of
geriatric training programs is to bond to model
programs. However, in many instances, it may
be necessary to create the models where they
do not exist.

We are highly critical of most long-term care
and are quick to believe that a closer affiliation
with the academic world must improve the
quality. Students at all levels enter long-term
care training with negative attitudes about the
field of geriatrics and its elderly clients. There-
fore, it is essential that they participate in a
positive experience. The environment must
permit students to work at a pace that maxi-
mizes their chances of being effective. Given
the current level of uncertainty about the best
way to provide long-term care, it may be un-
wise to lay the double burden of cost contain-
ment and training on existing long-term care in-
stitutions.

There are compelling reasons to consider
renovating current programs over constructing
new ones; but, working with established pro-
grams can present serious problems. The proto-
type that first comes to mind is a teaching hospi-
tal. This model offers a cause for concern. The
problems that are created when ambulatory
programs are established in teaching hospitals
already have been witnessed; at best, it is ex-
pensive and cumbersome. It is not clear that
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long-term care services could withstand the
burden of becoming teaching services. Most
long-term facilities lack the necessary resources
and funds.

The question of how to allocate trainee costs
and services is likely to be even more complex
in a nursing home than a hospital, because nurs-
ing homes are smaller, less well staffed, and
reimbursed at a lower rate. Without special pro-
visions, few can absorb the administrative over-
head that is associated with an office of medical
education. Some form of affiliation or consor-
tium may be possible, considering the preva-
lence of nursing home chain operations. How-
ever, most chains, as with the large majority of
independent nursing homes, are operated for
profit, while a traditional teaching hospital is
non-profit. It is not clear whether proprietary
long-term care institutions should be used as
teaching sites. Arguments in their favor are that
they provide a model setting for institutional
long-term care, and that anecdotal experience
indicates the feasibility of cooperative and ben-
eficial linkages between universities and hospi-
tals. Nonetheless, there remains some question
as to the possibility of conflicting goals and phi-
losophy—especially when the presence of a
teaching program may threaten operating effi-
ciency and reduce profits.

Training for long-term care requires a long-
term investment. As long-term care institutions
are transformed into teaching sites, the funds
must be found to support educational activities
without drawing on payment for care. It proba-
bly is appropriate, particularly at the outset, to
consider additional compensation to a facility to
offset disruption costs.

Teaching sites in long-term care institutions
should not be designed to help students adapt to
the existing constraints of long-term care. In-
stead, they should provide opportunities to re-
conceptualize roles and approaches to clients.
The goal of a university-institution collabora-
tion is to develop a means of treating long-term
care clients that is consistent with real world
resources. However, it is not necessary to start
with these constraints foremost in mind. The
success of collaborative efforts between aca-
demic medical centers and community hospi-
tals, which has transformed the hospital system
in the United States, is especially encouraging.
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CuaPTER O

Patterns of Disease:

The Challenge of Multiple Illness

PaTrICK W. IRVINE, M.D.

Much of the illness that is seen in elderly pa-
tients is predictable and may be preventable.
Indeed, common patterns of disease recur often
enough to provide clinicians with the opportu-
nity to prevent major disabilities. Unfortu-
nately, there is a common feeling that the care
of elderly persons is more frustrating than it is
rewarding; many professionals, when over-
whelmed by a hopeless stance, fail to appreci-
ate how small interventions can make a major
impact on the quality of life. Physicians in train-
ing often see elderly patients with one disorder
after another as part of an inexorable downbhill
course, which leads them to believe there is lit-
tle that can be done for these patients. Most
major illnesses, however, do not occur by acci-
dent, but partially result from pre-existent
conditions that contribute to a greater risk of
further disease. By minimizing or eliminating
antecedant conditions, clinicians can prevent
subsequent diseases. Therefore, contrary to
common attitudes, a major goal of geriatric
medicine is the anticipation and accordingly,
prevention of illness.

Basic Clinical Principles
of Geriatric Medicine

To achieve a better understanding of the role
that multiple illnesses play in the health of el-
derly persons, it is important to emphasize
some of the characteristics that differentiate
geriatric medicine from adult medicine.

Multiple Disease is the Rule

The care of elderly persons forces clinicians to
coordinate the complexities of multiple active
problems. A unifying hypothesis rarely links
signs and symptoms together in a single patho-
physiologic process. The ‘‘one diagnosis’’ rule
that often explains several multisystem prob-
lems in adults generally does not apply.' Ill-
nesses in older patients often involve multiple
organ systems that inter-relate by symptom,
physical findings, functional capacity, and
treatment. The emotional and social conse-
quences of the physical conditions also inter-
relate.

Diseases are Different

Certain medical problems are clearly segre-
gated into the older population. Adenocarci-
noma of the prostate, temporal arteritis, poly-
myalgia rheumatica, and osteoarthritis are just
a few representative examples.? Furthermore,
in very old persons, functional disturbances in
mobility, intellectual function, urinary and fecal
incontinence, and internal homeostasis all be-
come much more common.® Likewise, iatro-
genic disorders are increasingly prominent.*
Most conditions that occur in young persons
also occur in old persons, thus broadening the
differential diagnosis and placing more impor-
tance on the relative risk of certain diseases and
on the development of a rational approach to
clinical problem solving.
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Presentation of Diseases

The non-specific presentation of illness is very
common in advanced age; classic symptoms
frequently are absent. The body’s response to
illness frequently is tempered by age per se, or
by other physiologic dysfunctions. Weight loss,
failure to thrive, confusion, falls, and inconti-
nence are just a few of the symptoms that com-
monly herald serious disorders, although they
may bear little relationship to the underlying
diseased organ.’ Sepsis without fever is not
uncommon.® Up to 40% of all older people with
myocardial infarction may experience no chest
pain, pneumonias may occur without a cough,
and an acute abdominal condition may present
with confusion or anorexia.®’ Clinicians must
be aware of such subtleties and suspect more
global problems.

Aging, Disease, or Both

Differentiating the normal aging process from
treatable diseases is a common dilemma. Tradi-
tionally, older patients, their families, and
health care professionals alike have been quick
to implicate ‘‘aging’’ as the cause of many mala-
dies. Some physicians remain biased, thus un-
fortunately missing treatable diseases. Because
of excess organ reserve beyond what is nec-
essary for ordinary functional needs, it is un-
likely that aging per se causes symptoms in the
absence of disease except in very old individ-
uals. The physiology of the aging process, al-
though very different between both organ sys-
tems and individuals, generally portends about
a 1% decrement in function per year after
35 years of age. Realizing that the functional
capacity in youth is often 4-10-fold in ex-
cess of average needs, one can readily appre-
ciate that functioning is compromised only with
very advanced age or with the additive effects
of disease.?

Under-reporting of Illness

There is a stereotype that older patients are
chronic complainers; ‘‘everything is always
wrong.”” In fact, they probably complain no
more, on the average, than patients in other age

groups when considering the number of prob-
lems they have to report. Williamson found that
older people, in fact, complained less often than
they should about their health problems.® This
concept of unreported disease is recognized in
Great Britain as the ‘‘iceberg of illness’’ in el-
derly persons. It may be due to a variety of
factors. One possible explanation is that older
people themselves confuse disease with normal
aging. They assume there is nothing that can be
done for a problem that is ‘‘normal for their
age,”” and they fail to report symptoms. In the
practice of modern medicine, it no longer
is acceptable to tell a patient, “‘it’s just old
age.”” Older patients will not even ask about
the problem the next time that they see their
physician.

Goals of Care are Different

Whereas, in younger patients, health care pro-
viders concentrate primarily on curing a dis-
ease, among elderly patients the efforts need to
be shifted toward preventing premature death
and maximizing functional independence.'®
This means that the approach toward older pa-
tients often is different and, in a sense, more
complex. In advanced age, ‘‘competing risks”’
of diseases that cause death become a reality.'!
Difficult decisions regarding the prolongation of
life versus the quality of life versus the cost
of providing care enter into the equation.
What constitutes premature death often is diffi-
cult to agree on. The most common challenge
is maximizing an older patient’s ability to
function.'? Adding life to years requires metic-
ulous attention to functional aspects of medical
care.

These concepts regarding the care of elderly
persons add to the complexity of decision mak-
ing—a greater complexity than is present for
most younger patients. This multiplicity of in-
ter-related elements is best approached by us-
ing a team of professionals. The team approach
enables expert health care team members of
varying disciplines to dissect out the elements
of disease more carefully; when orchestrated
properly, they put the pieces of the puzzle to-
gether in a manner that effectively integrates
the social, psychological, and physical aspects
of each individual patient.
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Factors That Underlie
the Complexities of
Illness in Elderly Persons

To understand the nature of illness in elderly
persons, a clinician must appreciate dimensions
that are beyond physical disease. Figure 6-1 il-
lustrates that aging is just one process in every
individual on which chronic illness and acute
illness are superimposed. To fully assess an in-
dividual’s health status, a physician must con-
sider factors in the medical, psychological, and
social domains. The overall health status of
every individual, to some degree, represents a
synthesis of three variables: aging, chronic dis-
ease, and acute illness. In a young individual,
aging plays a minor role; yet, as one approaches
the maximal life span, aging becomes a force of
greater and greater importance. Figure 6-2 illus-
trates how physical, psychological, and social
changes tend to blend together with advancing
age. Again, younger individuals show more in-
dependence among these three domains,
whereas older persons commonly develop a
strong interdependence. The major influence of
these variables again points out that a physician
alone cannot meet all the needs of truly geriatric
patients, and that an integrated team approach
is imperative for true comprehensive care.

AGING

PN

CHRONIC >
DISEASE

ACUTE
DISEASE

FIGURE 6-1 The aging process influences and is in-
fluenced by chronic and acute illness. All three deter-
mine a person’s state of health.

PHYSICAL

N

SOCIAL PSYCHOLOGICAL

FIGURE 6-2 The triad of social, psychological, and
physical domains become more interdependent with
advancing age.
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Inter-Relationships of Ilinesses

With advancing age, several chronic diseases
often coexist in the same individual; when sev-
eral diseases are present, one disease often al-
ters the clinical expression of another. The fol-
lowing discussions describe how diseases
inter-relate in their pathogenesis, clinical ex-
pression, and treatment (see Table 6-1).

Masked Expression

Masking occurs when one disease prevents the
detection of a second coexistent disease. A
good example is rheumatoid arthritis that is co-
existent with coronary artery disease and an-
gina pectoris. Since a patient is not able to per-
form major exercises that would normally lead
to increased myocardial oxygen demand and
produce anginal pain, symptomatic angina may
not occur until very late in the disease course
despite the presence of major coronary artery
disease. The first symptom might be a myocar-
dial infarction or angina at rest. Similarly,
masking may occur in patients who have co-
existent chronic obstructive pulmonary disease
(COPD) and peripheral arterial vascular dis-
ease. Claudication may not be experienced in
this clinical situation, because an individual’s
exercise tolerance is limited by pulmonary dis-
ease. When masking occurs, physicians and
older patients may have little warning before
the development of advanced disease states or
complications of these conditions.

TABLE 6-1 Inter-relationships of Disease

Masked expression: Disease X prevents expression
of Disease Y

Altered presentation: Disease X presents unusually
secondary to Disease Y

Altered therapy: Treatment of Disease X modified
secondary to Disease Y

Enhanced pathology: Disease X exacerbates Dis-
ease Y

Simulation of diseases: Disease X appears to be
exactly like Disease Y

Cascades of diseases: Disease X leads to Disease
Y, which leads to Disease Z, and so on.

Cycles of diseases: Disease X leads to Disease Y,
which leads to Disease X, and so on.
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Altered Presentation

One disease may present in a specific manner
due to the presence of an underlying second
disease process. For example, in an individual
with minor cardiac conduction disease and
thyrotoxicosis, the presentation of thyroid
disease may be that of supraventricular tachy-
arrhythmia.®® In this circumstance, the cardiac
conduction system represents the ‘‘weakest
link>’ among organ systems influenced by thy-
rotoxicosis, and it demonstrates pathologic ef-
fects due to its lower threshold to symptomatic
expression. Likewise, in an individual with se-
nile dementia of Alzheimer’s Type and a uri-
nary tract infection, a complaint of dysuria may
be absent while the deterioration in cognitive
functioning may be the clinical clue. Just as the
presentation of illness is a function of host fac-
tors, such as the unique physiology of elderly
persons and the ability to report disease, clini-
cal expression also is a function of which dis-
eases coexist.

Altered Therapy

Often, physicians are wise to modify the treat-
ment of one condition when it coexists with a
second condition. This common clinical di-
lemma is illustrated by the treatment of hyper-
tension in the face of COPD. Whereas a beta-
inhibiting agent such as propranolol would be a
good choice for a second-step antihypertensive
in the absence of COPD, it is a poor choice
when considering the presence of the second
disease. Similarly, timoptic (an ophthalmic beta-
inhibiting agent) would be a poor choice of
treatment for that same patient’s glaucoma.'
Treatment incompatibilities are not unusual to
physicians; but, in elderly patients with greater
numbers of coexistent chronic illnesses and an
increased use of medications, there is a much
greater potential for error.

Enhancement of Pathology

One disease often exacerbates a second dis-
ease. For example, when an individual with
pre-existent osteoarthritis of the left hip and
knee suffers a sprained right ankle, greater
stress will be placed on the arthritic hip and

knee. Even with proper rehabilitative tech-
niques, a physician should not be surprised
when this patient returns 1 or 2 weeks later with
a chief complaint of increased arthritic pain in
the uninjured extremity. Also, consider an indi-
vidual with a symptomatic coronary artery dis-
ease and hypothyroidism. Unless thyroid re-
placement is initiated in extremely small doses
and is advanced very carefully, life-threaten-
ing ischemia or dysrhythmias may occur.

Simulation of Diseases

Diseases commonly simulate other diseases. A
differential diagnosis of common clinical con-
stellations brings this point out well. The symp-
toms of acid-peptic disease often simulate those
of coronary artery disease. Intermittent claudi-
cation may sound historically exactly like bursi-
tis or osteoarthritis, particularly when the his-
tory is unclear. A depression may be easily
confused with dementia or coexist with demen-
tia in an older patient.!® Differential diagnosis,
therefore, becomes a major challenge as his-
tory, physical examination, and laboratory data
are influenced by the presence of other chronic
illnesses.

A Cascade of Problems

In this clinical circumstance, the initial problem
leads to a second complication or problem that
contributes to the development of a third prob-
lem, and so on. This ‘‘cascade’” develops when
the step-wise effects of several interdependent
problems progressively lead to the development
of other difficulties. Whereas cascades may be
simple, they also may be complex and involve
multiple organ systems and several complica-
tions. A simple example (see Figure 6-3) points
out how the innocent administration of a sleep-
ing pill can lead to hip fractures or nursing home
placement, which are only two of several other
ramifications. If the hypnotic agent is one that
accumulates in an elderly person due to re-
duced metabolism (e.g., flurazepam) the pill
will lead to progressively severe morning leth-
argy.'® This confusion or lethargy may give a
false impression of senile dementia. If not eval-
uated, that patient may find him- or herself be-
ing placed in a nursing home for intellectual
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FIGURE 6-3 The cascade of drug-induced illness:
hypnotic—lethargy—fall.

dysfunctioning because of this gradual decline.
If the sleeping pill had never been prescribed,
morning lethargy, confusion, and nursing home
placement might not have resulted. Would a
physician ever relate nursing home placement
to the initiation of a sedative-hypnotic medica-
tion? Consider a second example (see Figure 6-
4), whereby an older person develops seizures
for the first time. After an evaluation for
etiology, phenytoin is prescribed in a dose that
is appropriate as monitored by ‘‘normal”’
steady-state serum levels. However, because of
age-related pharmacodynamics, phenytoin pro-
duces a mild balance disturbance. Although an
individual might not demonstrate a balance im-
pairment on testing, he or she may fall in a situ-
ation that requires optimum balance, such as a
trip or slip. The fall, which results in a fractured
hip, might really be considered the end-product

SEIZURES
\
PHENYTOIN
N
ATAXIA
\
FALL

FIGURE 6-4 The cascade of drug-induced illness:
phenytoin—ataxia—fall.
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FIGURE 6-5 The cascade of constipation-induced
illness.

of a cascade of subtle events that began with the
onset of seizures. As a third example (see Fig-
ure 6-5), consider an older individual who has
become constipated through inactivity. This
results in bloating, anorexia, and vomiting. Ad-
equate food and fluids are no longer ingested
and mild dehydration ensues. This dehydra-
tion may lead to significant orthostatic hypoten-
sion, which could contribute to a skull-fractur-
ing fall. Through this cascade, ‘‘benign’
constipation may lead to serious disorders. It is
important to be aware of cascade effects be-
cause of their preventable nature.

Cycling of Problems

When several inter-related problems become
self-nurturing, a cycle or ‘‘vicious circle’’ may
result.'” Cycles rarely stand alone; they usually
inter-relate with cascade effects. Figure 6-6
demonstrates how delirium and dehydration of-
ten inter-relate in a cyclic manner. In this case,
the initial stages of delirium and dehydration
may be entirely subclinical. Similarly, the at-
tempts of aged kidneys to conserve salt and wa-
ter probably will be only mildly impaired when
compared with younger individuals.'® The rela-
tive degree of dehydration, however, may en-
hance the stress that is placed on these compro-
mised homeostatic mechanisms; a progressive
cycle that leads to clinical dehydration and de-
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FIGURE 6-6 The delirium-dehydration cycle.

lirium may result. The development of these
conditions would be even more likely if other
disease processes and/or treatment of chronic
illnesses coexist. For example, the continued
use of diuretic therapy for hypertension would
intensify the loss of salt and water. Likewise,
the presence of immobility that is caused by
arthritis or stroke also would enhance the limi-
tation of fluids.

In a second example (see Figure 6-7), an
older person who is suffering from a febrile ill-
ness may enter a self-perpetuating cycle. The
ensuing dehydration produces delirium and a
drying of secretions. These conditions promote

VIRAL
ILLNESS
FEVER
DEHYDRATION
DRYING \\
SECRETIONS DELIRIUM
ASPIRATION \\\\‘
COUGH
COMPROMISED \\\\ ‘//,
HOST

DEFENSES = PNEUMONIA

FIGURE 6-7 The dehydration-aspiration pneumonia
cycle hypothesis.

CVA

/ DEPRESSION \

CHANGE IN “POOR
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NURSING
FRUSTRATION
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FIGURE 6-8 The depression-staff reaction cycle.

increased microaspiration, decreased cough
reflex and cough force, and immobility. All of
these factors contribute to the development of
clinical pneumonia.'® The initiating cycle in this
example included dehydration and delirium,
which again points out the importance of pre-
venting dehydration in acute illnesses.

As a third example, consider an older patient
who suffers a stroke and becomes depressed
(see Figure 6-8). One manifestation of the ill-
ness—poor performance in self-care activities
on a hospital ward—is noted by the profes-
sional staff and efforts to quicken self-care ac-
tivities are undertaken. Perhaps through fail-
ure, the nursing staff becomes frustrated and
angry; this causes counterproductive patient
frustration, anger, and further depression. This
cycle illustrates how members of the health
care team play key roles in clinical care. One
bad word about a patient in a clinical nursing
conference may be passed on from shift to shift
and even amplified if the health care team is not
interactive, introspective, and questioning.
Members of the health care team play roles in
these cycles. In some cases, the role is produc-
tive and helpful; in other cases, however, it is
detrimental and actually contributes to the dete-
rioration of patient care.

Despite the presence of so many coexistent
diseases in geriatric patients, most new difficul-
ties have their origins in past problems, in pres-
ently active problems, or in the treatment
thereof. Clinicians always need to look care-
fully at logical extensions of known problems,
and then consider newly developed diseases
and their impact on coexistent processes. In
planning diagnostic evaluations and other treat-
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ment approaches, one must always consider the
preventive measures that may never allow di-
sastrous cascades or cycles to develop.
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CHAPTER 7

Guidelines for

Selected Geriatric Problems
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JupIiTH G. MILLER, M.S.N.
CHRISTINE K. CASSEL, M.D.

Among the most distinctive and important parts
of the body of knowledge that makes up geriat-
rics are the overlapping areas of ‘‘atypical pre-
sentations of common disease’’ and the func-
tional disability differential diagnosis. Many of
the most common presenting complaints of el-
derly patients are protean problems, such as
falling, urinary incontinence or dizziness.
These are not a ‘‘diagnosis’’; they are, instead,
problems that require evaluation. The chances
are that they will be due to many contributing
factors; perhaps, some that are physiologic and
others that are social or psychological. Like-
wise, more traditional, common medical prob-
lems such as anemia can be multifactorial and
atypical in presentation in elderly persons. It is
misleading to look for the answer to a problem,
such as syncope only in the chapter on cardi-

ology; likewise, weight loss may be caused by
problems that are more likely to be helped by a
social worker than an oncologist.

Thus, in this chapter, we offer diagrammatic
representations of the approach to many of
these common geriatric problems, which in-
clude weakness, dizziness, syncope, anemia,
falling, urinary incontinence, constipation, im-
potence, weight loss, pressure sores, and men-
tal confusion. This is not intended to be an ex-
haustive treatment of each subject. The reader
will find more detailed discussions of every area
under the appropriate diagnostic entity. In-
stead, these guidelines are intended to help with
assimilating all of the multidisciplinary factors
that can result in a common problem and other-
wise may be quite difficult to unravel.
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Pressure Sores (Decubitus Ulcers)

Over 70% occur in patients over 70 years of
age.

Occur in 5-10% of hospitalized patients, and
5-30% of patients in nursing homes.
Candidates for decubiti are bedridden and

wheelchair patients.

Elderly persons have thin skin, a loss of elas-
ticity, and subcutaneous fat.

Malnourishment, dementia, incontinence
(soiling), and immobility are high-risk fac-
tors.

Pressure over bony prominences such as the
sacrum, ischial tuberosities, heels, scap-
ula, greater trochanter, lateral malleoli and
occiput, all produce ischemia. A normal
capillary pressure of 32 mm Hg is ex-
ceeded under the buttocks of a person sit-
ting in a wheelchair. A pressure greater
than 44 grams/cm? applied for 2 hours

can lead to an ischemia, edema, and cell
death.

Shearing forces on the skin over the sacral

area produced by a partial sitting position
in a cranked-up bed predisposes one to
pressure sores.

‘‘Sheet burns’’ from transferring a neurologi-

cally impaired person may start a pressure
sore.

Prevention is the most effective approach.

Repositioning patients, or padding, is the
most effective measure of prevention.
Use of eggcrate or ripple mattresses, foam
rubber pads, sheepskin lining, and water

mattresses ease pressure.

Polyurethane boots protect the heel.

A reddening of the skin over a bony promi-
nence is a signal of an impending pres-
sure sore. Reposition the patient.

Perianal care, especially for incontinent
patients.

PRESSURE SORE

T

Tissue pressure, edema,
Ischemia, cell death

External
Irritants

Pressure
Over bony prominence
Bedfast
Wheelchair
Sitting > 2 hours

Shearing Forces
Slipping down in bed
Pulling patient up in bed
Sliding onto commode

Heat and Moisture
Friction (Prosthetics, casts)
Diaphoresis
Incontinence (Urine, Feces)

1

Cellular Hypoxia

Underlying Impaired
Physiological Disorder Response
{Skin Turgor Sensory Loss
Dehydration Neuropathy
Dry skin CVA
Weight loss CNS lesion
{Circulation Immobility
PVD and microvascular Paralysis
Obesity Arthritis

Parkinsonism

Infections Lack of Awareness
Hypo / hyperthermia Self neglect
Dementia

Impaired Healing
Vitamin deficiencies
Protein deficiencies
Malnutrition
Anemia

FIGURE 7-1



7.

Guidelines for Selected Geriatric Problems

Weight Loss

Weight is one of the vital signs that always

should be measured in as reproducible a
fashion as possible.

Weight loss may be the only clinical evidence of

hyperthyroidism in an old person.

Anorexia, rather than frank nausea, may ensue

in drug toxicity or as a side effect without
toxic levels.

Nutritional status and food intake are strik-

ingly multifactorial. In the investigation of
unexplained weight loss, consider all possi-
bilities even if one already has been found.
For example, a person may not eat well be-
cause of glossitis due to pellagra, but the vi-

91

ways consider the possibility of late-onset al-
coholism.

The most common iatrogenic causes of weight

loss in elderly persons are drug effects and
unpalatable diets (i.e., low sodium).

Consider an occult malignancy when a patient

presents with unexplained weight loss, but
an extensive radiologic work-up is not al-
ways necessary. A careful history, physical
examination, and a few carefully chosen lab-
oratory studies usually will unearth the cause
of the weight loss—malignant or otherwise.
Caveat—depression may be a prodrome of
an underlying malignancy.

In severe chronic heart failure, stable weight in

the presence of edema may suggest a loss of
muscle mass. This weight loss usually is re-

tamin deficiency itself may have been caused
by depression, confusion, poverty, self-med-
ication, or an underlying malignancy.

In a depressed person who is living alone, al-

lated to organ hypoperfusion. The patient is
likely to be quite weak and sick. Caveat—A
similar picture may ensue with the overvig-
orous use of digitalis and diuretics.

WEIGHT LOSS
ALWAYS CONSIDER
DRUGS
DEPRESSIONS
MALIGNANCY
HYPERTHYROIDISM
MORE LIKELY TO /\ LESS LIKELY
HAVE ANOREXIA W
PSYCHO-SOCIAL IATROGENIC PHYSIOLOGICAL PSYCHO-SOCIAL IATROGENIC PHYSIOLOGICAL
Anxiety Drugs Diminished smell Poverty Drugs Fever
Paranoid state Stimulants and taste Neglect sedatives Chronic heart
Living alone Antibiotics Anemia -esp. with alcohol failure
Digitalis Uremia dementia Drugs producing Chronic diarrhea
Theophylline Liver Disease ordepression Gingivitisor ~ Chronic inflam-
Reserpine Intestinal over- Tardive matory disease
NSAID growth dyskinesia Dysphagia
—Blind loop Movement Disorder

—Diverticulosis Painful mouth

Chronic constipation —vitamin

Fecal Impaction deficiency
Gallbladder disease —candidiasis
Addison’s disease —herpetic lesion
Infection —gingivitis

Problems with dentures
Severe dementia
Immobility

FIGURE 7-2
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Confusion

J. R. Walsh, S. Bromberg, J. G. Miller, and C. K. Cassel

To differentiate delirium from dementia, remember:

Dementia

Tends to be gradual

Global cognitive impairment in
presence of clear consciousness
Prolonged and progressively down-

Delirium
Onset Usually acute
Consciousness Cloudy—incapable of focusing or
responding to environment
Course Fluctuating, typically reversible
Duration Usually brief (less than 4 weeks)
Orientation Disoriented

Psychomotor changes

Somatic complaints Not prominent

Prominent with perceptual and
communicative problems

hill, although sometimes reversible
Indefinite and terminal

Oriented until late in course
Usually absent until later stage

Frequently very prominent

Etiology Often multifactorial Usually able to ascribe to one
major etiology, although other
problems often overlay

Caveats Underlying reversible causes should be initially

History, physical, and laboratory examination
generally will distinguish delirium from de-
mentia.

In all cases of confusion, it is important to dis-
continue all non-essential medications.

managed.

Other causes of confusion can be superimposed
on an underlying Alzheimer’s or multi-in-
farct dementia, which considerably worsens
the functional status.

Maximize a patient’s orientation and avoid re-
straints.



CONFUSION

DELIRIUM

Toxins and Drugs

Benzodiazepines
Barbiturates
Narcotics
Digoxin
Analgesic (including NSAIDs)
Steroids
Antidepressants
Bromides
Antihypertensives (including aldomet and B-blockers)
Phenytoin

* Alcoholism-acute/chronic

*Heavy metals (including arsenic and bromide)

Central Nervous System
*Subdural Hematoma
*Stroke
*Seizure
*Hypertensive encephalopathy
*CNS Infection - abscess, meningitis
*Chronic Degenerative Diseases

Cardiopulmonary Diseases
Congestive Heart Failure
Myocardial Infarction
Chronic or Acute Lung Disease (}pCO,pOo)
Arrhythmia
General or Systemic Disease
Malnutrition and Deficiency States (B4, B1o, Pellegra)
Anemia
Fecal Impaction
Urinary Retention
Remote Effects of Tumors
Infections

Fluid and Electrolytes
Sodium Excess
Dehydration, Water Intoxication
Acid Base Disturbance
Hypercalcemia
Metabolic-Endocrine
Hypothyrodism
*Hyperthyroidism
*Hyper- and Hypoglycemia
Hyperosmolar State
Azotemia
Hepatic Encephalopathy
Addisons and Cushings Diseases
Physical and Environmental
Sleep Disturbance
Immobilization
Relocation / Adjustment Reactions
Affective Disorders
Hypo- and Hyperthermia
Trauma
Severe Pain
Surgery, Anesthesia

*Conditions can result in or lead to dementia.

DEMENTIA

Degenerative

Alzheimers

Picks

Parkinsons

Huntingtons

Halverdorn Spaltz

Shy Drager

Spinocerebellar Degeneration

Progressive Dementia Complex of Guam
Vascular

Multi Infarct Dementia

Vasculidites (SLE, Temporal Arteritis)

Lacunar Strokes

Binswangers

Infectious
Jacob Cruetzfeld
Kuru
Subacute Sclerosing Panencephalitis
Sequelae of Meningitis (bacterial, fungal and viral)
Tertiary Syphillis
Toxins
Bromides
Arsenic
Chronic Alcoholism

Deficiency States
B4, Deficiency
Niacin Deficiency
Trauma or Anatomic Disruption
Chronic Subdural Hematoma
Normal Pressure Hydrocephalus
Intracranial Mass
Other
Hypothyroidism
Post-hypoglycemic states
Post Anoxic Damage
Chronic Seizure Disorder
Sensory Deprivation (blindness, deafness)

FIGURE 7-3
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Anemia

Anemia itself is not a diagnosis, but rather a
sign of a disease.

Dehydration may decrease the plasma volume
and produce a rise in hemoglobin or hemato-
crit values, thereby obscuring an anemia.
Congestive heart failure has the opposite ef-
fect.

An examination of the blood smear by a physi-
cian is important to correlate abnormal find-
ings with the clinical manifestations.

A normal reticulocyte index of 2-3 assesses
bone marrow functioning. Values less than 2
occur with a decreased marrow production,
and values greater than 3 indicate that the
predominant mechanism is either hemolysis
or acute bleeding.

Anemia results from a decreased formation of
red cells, excessive loss (bleeding) or in-
creased destruction (hemolysis), or some-
times a combination of these.

An MCV >100 fl suggests alcoholism, liver

* MCV = mean corpuscular volume.

J.R.

Walsh, S. Bromberg, J. G. Miller, and C. K. Cassel

disease, hypothyroidism, and vitamin B-12
or folic acid deficiency. But an MCV >115fl
almost always is due to a folic acid or vitamin
B-12 deficiency.

A mild hemolytic disease typically will cause an
increase in bone marrow activity, thereby
preventing an anemia. A reticulocytosis and
sometimes, an increased serum bilirubin are
helpful clues.

Remember that azotemia predominantly causes
a bone marrow production defect that often
results in anemia in elderly men. Simply ob-
taining a BUN or serum creatinine level may
obviate an extensive study for another cause
of anemia.

Inquire about dietary intake, alcohol consump-
tion, medication, and blood loss.

Always search for treatable anemias.

Always look for a bleeding lesion in an elderly
patient with an iron-deficiency anemia
(IDA).

Be skeptical about a diagnosis of anemia of se-
nescence in an elderly person.
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Syncope

A sudden temporary loss of consciousness and
loss of postural tone.

An elderly patient may have a combination of
factors that cause syncope (e.g., a patient
with compromised cerebral circulation de-
velops a rapid cardiac arrhythmia which to-
gether causes syncope).

A good history and physical examination fre-
quently will uncover the cause in older peo-
ple.

The most common cardiovascular abnormali-
ties that cause syncope in elderly persons are
cardiac arrhythmias, postural hypotension,
and carotid hypersensitivity.

Postural hypotension:

A fall of 25 mm Hg in systolic pressure some-
times is observed in older people who are
asymptomatic.

A critical diagnostic feature is the presence of
symptoms with a drop in blood pressure.

Remember:

An older patient confined to bed may be-
come hypotensive on standing.

Anticipate symptoms in older patients
whose systolic blood pressure is around
100 mm Hg, and, especially, if they are
to receive drugs such as tricyclic antide-
pressants or vasodilators or become vol-
ume depleted with diuretics.

J.R.

Walsh, S. Bromberg, J. G. Miller, and C. K. Cassel

Syncope on exertion in a patient with a systolic
aortic murmur is most likely due to aortic
stenosis.

Ambulatory 24-hour ECG monitoring detects
significant numbers of arrhythmias, even in
patients who have had no arrhythmia discov-
ered with a standard ECG.

Carotid sinus hypersensitivity
About one third of all older men with arterio-

sclerotic and hypertensive heart disease
have hyperactive carotid sinus.

It most often is asymptomatic.

In patients with syncope and falls, look for
other causes even in the presence of a hy-
peractive carotid sinus.

Typically, syncope occurs when hyperex-
tending the neck when shaving or looking
upward, turning the head when backing a
motor vehicle, or pressure from a collar.

Bradycardia is the most frequent cause of
symptoms; less frequently, hypotension,
or a combination of the two occurs.

An older patient may develop symptoms
from a carotid sinus hypersensitivity after
receiving digitalis preparations.

Carotid massage, in rare instances, causes
transient or permanent neurologic deficits;
therefore, reserve this maneuver for pa-
tients in whom other diagnostic measures
fail.
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. Blood Loss
— Hypovolemia —{— Diuretics

Antihypertensive
Antidepressants

— Drugs Antipsychotics
Diuretics
Nitrates
Pain
Postural .
— - = — Vasovagal —E Anxiety
Hypotension Fear
— Bedfast
Diabetes
. Alcohol
~— Neurological Shy-Drager
Tabes Dorsalis
Aortic Stenosis
— Exertion —E IHSS
Pulmonary
Stenosis
{CEREBRAL __[— ({Cardiac Output =»»— Cardiac Arrhythmia
PERFUSION
SYNCOPE — Myocardial Infarction
— Carotid Sinus Hypersensitivity
Micturition
— {Venous Return Cough
| Cerebrovascular Valsalva

Accident

H .
ALTERED *E A):\F;Crﬁiaycemna
METABOLISM oxia

FIGURE 7-5
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Dizziness

Dizziness is a general, non-specific complaint
that describes a disturbed sense of orientation
to space. A patient may use the term dizziness
to indicate vertigo or a feeling of light-headed-
ness, faintness, giddiness, or unsteadiness.

Vertigo is an abnormal perception of motion
or an illusion of altered posture or motion.
Some physicians consider ‘‘true vertigo’’ to be
a sensation of rotary movement, whirling, or
turning, which signifies a vestibular distur-
bance.

Normally, the vestibular system interacts
with visual and proprioceptive signals to pro-
vide information about the position of the head
and body in space. Damage to any of these sys-
tems or any alteration that produces an im-
balance of sensory information will lead to a
complaint of dizziness. The combination of a
visual impairment due to cataracts, diminished
position sense due to a peripheral neuropathy,
and vestibular impairment due to ototoxic drugs
all can convert an active older person to a bed-
ridden patient.

Steps in Evaluation

Establish whether a patient’s complaint is ver-
tigo, another form of imbalance, or other
non-vertiginous disorders.

If the presence of vertigo has predictive value,
its absence is less clearly predictive.

Eyes—altered visual perception may cause diz-
ziness. Visual clues may be lost when mak-
ing turns while walking, descending stairs,
following cataract surgery, or changing to bi-
focals.

Associated hearing fluctuation:

Vertigo without
Hearing Changes

Vertigo with
Hearing Changes

Labyrinthitis
Vestibular neuronitis
Benign positional
labyrinthitis
Cervical vertigo
Motion sickness
Vascular disease

Meniere’s disease

Head trauma

Middle ear or mastoid
infection

Perilymphatic fistula

Ototoxic drugs may cause dizziness with or
without a hearing loss.

Is vertigo peripheral or central?—Peripheral
characteristically is severe, intermittent,
whirling, associated with nausea and vomit-
ing, aggravated by position, present less than
3 weeks, or accompanied by nystagmus (usu-
ally horizontal or rotary).

Orthostatic blood pressures.

Cardiovascular examination.

Neurologic examination.

Special maneuvers: hyperventilation, valsalva,
cautious carotid stimulation.

Initial laboratory tests:

CBC, electrolytes, fasting blood sugar, BUN,
thyroid tests, FTA-ABS.*

Special tests where indicated:

Audiometric tests, electronystagmography,
x-ray film study of the internal auditory
meatus, computed tomography (CT scan),
or spinal fluid.

Older people should not be exposed to risk of

a cerebral angiogram if dizziness is the only

complaint.

* CBC = complete blood count, BUN = blood urea nitro-
gen, FTA-ABS = fluorescent treponemal antibody absorp-
tion.
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VERTIGO

PERIPHERAL

Motion Sickness
Benign Positional Vertigo
Menieres Syndrome

Labyrinthitis - Bact., viral,
mycotic

Metabolic-Pagets, AODM

Cerebello-Pontine Angle
Tumors, Eighth Nerve Tumors

Cervical Vertigo

Jrugs-Ototoxic (aminogycosides,
aspirin, quinine)

2erilymphatic Fistula

DIZZINESS

CENTRAL

Vascular lesions
Vertebrobasilar insufficiency
Lateral Medullary syndrome
Subclavian Steal
Subarachnoid hemorrhage
Cerebellar hemorrhage-
infarct

Drugs-Indomethacin, phenytoin,
alcohol

Metabolic - Thiamine Deficiency,
Diabetes Mellitus

Post traumatic
Concussion, skull fracture

Seizures - especially temporal
lobe

Degenerative Disease
Tumor

Infection

FIGURE 7-6
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NO VERTIGO

Hyperventilation syndrome

Cardio - Respiratory
secondary to hypoxia

COPD, CHF, pneumonia
Cerebral hypoxia
Stroke, hypertension

Vertebrobasilar insufficiency
TIA

Arrhythmias

Carotid sinus syndrome
Aortic stenosis
Postural hypotension

Drugs - tranquilizers,
sedatives, indomethacin

Multiple Sensory Deficits
Eye
Proprioceptive loss

Metabolic - hypothyroid,
hypoglycemia

Hematologic - polycythemia,
anemia, hyperviscosity

Psychogenic - anxiety, phobias,
depression



100

Urinary Incontinence

Incontinence is a symptom, not a disease.

It affects nearly 3 million elderly persons in the
United States—prevalence is higher in nurs-
ing homes (25-35%).

Types of incontinence:

Uninhibited (urge) incontinence: Involuntary
urination with an urgent desire to urinate
that cannot be suppressed. The removal of
cerebral inhibition of urination in dementia
is common. The patient gets an urge to
urinate, but is unable to get to the bath-
room quickly. The combination of uninhib-
ited bladder contractions and an impaired
mobility (stroke, arthritis) frequently are
responsible for incontinence.

Cystitis causes bladder irritability (detru-
sor muscle irritation), which triggers in-
voluntary contractions.

Uninhibited bladder (detrusor hyper-refle-
xia) is the most common bladder abnor-
mality found in elderly persons.

Stress incontinence: Leakage of small
amounts of urine with increase of intraab-
dominal pressure (i.e., coughing, sneezing,
laughing). Found primarily in women.

Overflow incontinence: Leakage of small
amounts of urine in a patient with urinary
retention due to a prostatic obstruction or
a urethral stricture. A large hypotonic
bladder results when the pressure in a full
bladder exceeds that exerted by the ob-
struction, and small amounts of urine may
be lost.

Causes are multiple—frequently, there is more
than one cause for incontinence. For exam-
ple:

A demented elderly person with an uninhib-
ited bladder may develop incontinence
when:

Receiving a sedative that dulls the percep-
tion of bladder cues.

Placed in an unfamiliar environment and
cannot find the bathroom quickly
enough.

Takes excessive fluids before bedtime or a
diuretic in the evening.

J. R. Walsh, S. Bromberg, J. G. Miller, and C. K. Cassel

An older male with frequency and nocturia
due to a bladder outlet obstruction from
prostatic hypertrophy may develop incon-
tinence following the administration of an-
ticholinergic drugs, thereby causing over-
flow incontinence in an already distended
bladder.

Detrusor instability often is present in pa-
tients who have stress incontinence.

Management

Clinical clues to explore: Drugs, genitourinary
symptoms, previous surgery, urinary tract
infection, locomotor dysfunction, amount of
urine leakage, time of day, perception of
bladder fullness, ability to voluntarily post-
pone the act of urination.

Before seeking urologic consultation, correct or
modify precipitating factors, treat any sys-
temic infection, examine for a distended
bladder, remove fecal impaction, perform a
complete neurologic examination, treat a uri-
nary tract infection, and measure residual
urine.

If incontinent at night, discontinue the sedative.
These drugs often dull perception of bladder
cues.

Accessibility of toilet or urinal.

Incontinence chart to record incidence and pat-
tern of incontinence and to evaluate the ef-
fects of bladder training and medication. In
patients with neurologic causes of inconti-
nence, institute bladder training at regular in-
tervals to avoid episodes of incontinence.

Anticholinergic drugs are helpful for urge in-
continence by reducing uninhibited contrac-
tions and increasing the bladder capacity. In
addition to probanthine, oxybutynin, and
other atropine-like drugs, imipramine (25-50
mg TID) has been successful. Imipramine
also has an alpha-adrenergic effect that stim-
ulates urethral sphincter resistance.

Urecholine for a flaccid bladder if no outlet ob-
struction exists.

Do not use catheters simply for convenience of
the medical staff or family.
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Fecal Incontinence

Less frequent than urinary incontinence.

It often is the deciding factor for nursing home
placement.

May occur in about 20% of all residents in nurs-
ing homes.

Major causes:

Fecal impaction:

Diagnosis—Rectal examination and x-ray
of abdomen.

Disease of colon, rectum, or anal sphincter.

Diarrheal disorder.

Neurologic disorder.

Always look for correctible cause:

Fecal impaction is a common, easy to diag-
nose, and treatable condition. Feces above
impaction become liquefied by bacterial
action and fluid feces bypass the obstruc-
tion (overflow fecal incontinence). To pre-
vent fecal impaction, treat constipation.

J. R. Walsh, S. Bromberg, J. G. Miller, and C. K. Cassel

Immobility — Constipation —
Impaction — Incontinence

Remember—Evacuate barium from bowel
promptly after barium gastrointestinal
study.

Discontinue all laxatives, antibiotics, and
antacids that cause diarrhea.

Remove all drugs that decrease awareness of
need for bowel movement.

Check diet for milk and fruit, stop alcohol
intake.

Do not label an old person as senile or de-
mented if feces are found in bed—check
for the cause.

With dementia, bowel cues are ignored or the
patient is unable to respond quickly enough.
Formed stool are passed often at predictable
times, so that a patient can be placed on a
toilet before an anticipated bowel movement.
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FECAL INCONTINENCE
PRECIPITATING OR AGGRAVATING FACTORS
Confusion
Fecal Impaction
Diarrhea [~ Coffee
Milk
Dietary: Fruit
Alcohol
| Hyperalimentation
[ Laxatives
Drugs: Antacids
| Antibiotics
[~ Unfamiliar surroundings
i Inaccessible toilet
Environment Bedrails
|_ Restraints
[~ Stroke
Immobility Severe Arthritis
| Parkinsonism
UNDERLYING DISORDER
/ \ Loose
Formed Stool Frequent Stool
Neurogenic Functional Colorectal Fecal
Disability Disease Impaction
CNS — Psychiatric Problem l\;
uninhibited Physicial Disability " .
gastrocolic Surgical Nonsurgical
reflex Drugs which disturb awareness Colorectal Infectious Colitis
Dementia Sedative carcinoma
CVA Antipsychotic Inflammatory
Normal Pressure Rectal Bowel Disease
Hydrocephalus prolapse
Brain Tumor Diverticular
or Metastasis Bowel Disease
Infarction

Spinal Cord Lesions

FIGURE 7-8

Metabolic Disease

Hyperthyroidism
Carcinoid

Autonomic
Neuropathy

Diabetes Mellitus
Amyloidosis

Sequelae of
chronic enema
and laxative use
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Constipation

A frequent anxiety-provoking complaint of old
age.

Older people have been conditioned to believe
that a daily bowel movement is consistent
with good health.

Many older people take laxatives prophylacti-
cally.

Habitual laxative users need increasing
amounts to obtain expected results, which
often eventually produces a thin flabby colon
from a loss of intrinsic innervation and atro-
phy of smooth muscle.

Old people are more sedentary, which predis-
poses them to constipation. In physically ac-
tive people, an increase in intraluminal co-
lonic pressure occurs after eating.

Drinking water rapidly distends the stomach
and, in turn, stimulates intestinal activity.
Stool consistency is related to the state of
hydration. Therefore, encouraging fluid in-
take helps to prevent or overcome constipa-
tion.

/ DRUGS

PRECIPITATING
CAUSE

N

ENVIRONMENTAL

CONSTIPATION

MECHANICAL
OBSTRUCTION

J.R.

Walsh, S. Bromberg, J. G. Miller, and C. K. Cassel

Poor dietary habits with an insufficient intake of
bulk-forming foods leads to constipation.
Adequate fiber increases stool bulk, stool
water, and the transit time of fecal material.
Bran is a good source of dietary fiber, and its
judicious use often circumvents the need for
laxatives or enemas.

The effect of drugs on producing constipation
should especially be considered in older peo-
ple.

Even a mild procedure such as a barium enema
may have devastating consequences in an
old person.

Constipation causes abdominal fullness (bloat-
ing), loss of appetite, irritability, a sense of
depression, nausea, or vomiting (a conse-
quence of which may be dehydration or aspi-
ration pneumonia). Weight loss and behav-
ioral changes may suggest systemic disease.

Fecal impaction is a serious problem in elderly
persons. A rectal examination discovers
most impactions, although a flat x-ray film of
the abdomen may be necessary to diagnose
an impaction that is higher in the colon.

Anticholinergics

Opiates

Aluminum Containing Antacids
Ganglionic Blockers

Iron

Chronic Laxative Abuse

Decreased Physical Activity
Gl Barium Study

Decreased Fluids

Low Fiber Diet

Inadequate Diet

I

Cancer
Inflammatory Bowel Lesions

Diverticulosis Stricture
Anal Pain ———< Fissure
Hemorrhoids

R

ANATOMIC
SYSTEMIC Depression
DISEASES Dementia

\ SYSTEMIC

DISEASE

Thyroid Disease
Hypothyroidism
Occasional Hyperthyroidism
Hypokalemia
Hypercalcemia
Neuropathy

FIGURE 7-9



7. Guidelines for Selected Geriatric Problems

Falls

Too frequently, the consequences of falls are
treated, but attention is not given to estab-
lishing the cause.

Falls are common in frail elderly persons; the
risk of falling increases with age. There is a
higher prevalence in elderly women.

Most falls are accidental and consequences are
trivial. But, with the high incidence of falls
(18% being severe), it points to a problem of
great magnitude.

About 50% of the deaths that are due to injury
in elderly persons are caused by falls.

The incidence is high in nursing homes; patients
are older, have greater disability, take more
medicines, and use assistive devices.

Falls often result from a combination of factors
such as the aging process, (decreased pro-
prioceptive responses with a lessened ability
to integrate these responses in the central
nervous system), diseases (especially im-
paired vision, cardiovascular, and neurologic
disorders), drugs, alcohol, and environmen-
tal hazards. (Always look for associated
causative factors, even if one cause is promi-
nent).

Those persons who live alone are at greatest
risk from the consequences of falling.

__ FUNCTIONAL
DISABILITY

ACCIDENTS

FALLS

| NEUROLOGICAL J
DISORDERS

CARDIOVASCULAR

MISCELLANEOUS
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Thirteen percent have been drinking alcoholic
beverages before falling.

A cardiac arrhythmia that causes dizziness or
syncope is common. The electrocardiogram
(ECG) may be normal, but prolonged, ambu-
latory cardiographic monitoring usually doc-
uments the arrhythmia.

Falls often occur at night when one is going
from a bed to the bathroom. A night-light and
removal of obstacles prevent accidents.

Repeated falls lead to a loss of confidence, with-
drawal from activity, confinement to home
or a room, and despondency.

Of all falls, 40% in women and 27% in men over
75 years of age lead to fractures.

Remember—A subdural hematoma can be eas-
ily missed in an elderly individual.

Hypothermia may occur after a fall in an elderly
person who is living alone.

If an elderly patient has a significant drop in
blood pressure (>20 mm Hg) on standing up,
even if asymptomatic, avoid administering
drugs that will cause a further reduction.

Management involves elimination of the cause
(if possible), rehabilitative measures such as
strengthening muscles, improving balance
and gait, removal of environmental hazards
(inadequate lighting, scatter rugs, and so on),
and establishing communication warning
systems for those who live alone.

Instability

Gait disorder

Walking aids

Environment
Poor Vision

Confusion

Seizures
Dementia
TIA

Cervical spondylosis

1

Parkinson’s disease

Hypotension

Dysrhythmia

[

Carotid sinus syncope

Drugs

Anemia

Dehydration

FIGURE 7-10
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Impotence

An inability to attain or maintain a penile erec-
tion until completion of the sexual act.

Organic: Insidious onset, libido preserved,
patient on multiple medications, and no erec-
tions in AM or nocturnal.

Psychogenic: Acute onset, well remem-
bered, selective impairment, concomitant loss
of libido, and marital discord.

The history usually will direct a clinician to the
cause.

In older healthy men, the capacity for an erec-
tion is normal, but the response time is
slower.

There usually is no single etiology in older indi-
viduals for impotence.

J.R.
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Older people are more susceptible to medica-
tions, especially with respect to sexual func-
tions.

Although psychogenic causes of impotence pre-
dominate, the older the male, the more likely
he is to have an organic etiology.

Chronicity does not rule out a treatable cause
for impotence.

Remember the requirements for a normal
erection:

Normal penile anatomy and blood flow.

Normal genital sensory input.

Intact parasympathetic (S2-S4) and sympa-
thetic input (T12-L4).

Good cerebral and limbic system function.

A well-regulated endocrine system.

IMPOTENCE
UNDERLYING DISEASES DRUGS PSYCHOGENIC
Neurologic Sedatives - Depression

Brain tranquilizers

Spinal Cord Anxiety
Sympathectomy Phenothiazines Performance
Tumor Medical condition
Disc disease Antihypertensives

Pernicious anemia

Ganglionic Blockers

Decreased Desire and

Parkinsonism Reserpine High Threshold
Multiple sclerosis Aldomet Undesirable partner
Autonomic neuropathy Clonidine Monotony
Prazosin Decreased visual cues
Cardiovascular Beta Blockers
Stroke Hydralazine Negative aging attitudes

Leriche’s syndrome

Antidepressants

Endocrine-Metaboiic
Thyroid disease
Adrenal disease

Malnutrition Alcohol

Diabetes Mellitus

Uremia Estrogens

Cirrhosis

Digoxin

Genitourinary

Complication of Prostatectomy Clofibrate
Hematological-Oncological Narcotics

Anemia

Leukemia Diuretics

Lymphoma

Tricyclic
MAO inhibitors

Hydrochlorothiazide

Spironolactone
Anticholinergics
Trihexyphenidyl (artane)
Benztropine (cogentin)
Antihistamine
Antidepressants
Antipsychotic
Disopyramide (norpace)
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CHAPTER 8

Clinical Evaluation
of the Patient

MARY SHEPARD, M.D.
JOHN R. WALSH, M.D.
CHRISTINE K. CASSEL, M.D.

Health professionals who care for elderly per-
sons are in a unique position to contribute im-
portantly to a major segment of society. Clini-
cian involvement often occurs at critical life
junctures, such as the time of nursing home
placement, loss of independence due to a
stroke, loss of family support due to the death
of a spouse, or during the throes of a terminal
illness. Maintaining a patient’s vigor and inde-
pendence is an important function of a clinician
in relationship to the majority of elderly persons
who are active members of their communities.
In either setting, information gathering and
problem management require considerable
skill, time, and effort to achieve an optimal out-
come for the patient.

Important differences between old and
young persons need to be appreciated by clini-
cians for effective information gathering. This
chapter will discuss the general aspects of an
interview and physical examination that are pe-
culiar to the older population, while more de-
tailed descriptions of specialized areas will be
found in other chapters.

An attitude contaminated with untrue biases
interferes with an appropriate assessment of el-
derly persons. Therapeutic nihilism (a feeling
that any intervention is likely to be unsuccess-
ful) predictably leads to a superficial evaluation.
Similarly, in situations that are dominated by
psychiatric or psychosocial problems, a thor-
ough medical examination should not be ne-
glected. Thoroughness is the guiding principle
that produces useful data that will contribute to
appropriate diagnostic and therapeutic decision
making. However, a clinician should pace the

evaluation according to the urgency of the clini-
cal presentation and a patient’s stamina. A typi-
cal thorough internist’s history taking and phys-
ical examination may be too tiring to complete
in a single session. If the concern is not emer-
gent, it is far better and more likely to yield
accurate information by breaking the initial
complete assessment up over several days or
several clinic visits.

Special Considerations

Physiological, psychological, economic, social,
and environmental factors influence the health
of older people and must be included in the as-
sessment of health status. The following are
major areas to consider.

Evaluation of Common Disorders

Volume II, Chapter 6 described the prevalence
of interacting chronic disorders in elderly per-
sons and the regrettable phenomenon of under-
reporting and underinvestigation. An example of
a condition that is more commonly found in the
older population, but is frequently underinvesti-
gated and untreated, is falling. A history of fall-
ing may not be volunteered by an older person.
The interviewer must specifically inquire about
falls. A patient is either embarrassed or as-
sumes that it is a ‘‘normal’’ part of aging. The
incidence of falls is higher in those persons over
75 years of age; a time of increased risk of intel-
lectual, neurologic, sensory, and physical im-
pairments. A chronologic history may be diffi-
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cult to obtain, but a physician should ascertain
what the person was doing at the time of the
fall, whether there was a loss of consciousness,
whether it occurred spontaneously or as a result
of tripping, and how rapidly a recovery oc-
curred. Other episodes of faintness or dizziness
should be elicited. Witnesses to the event
should be questioned. Faintness on assuming
an upright posture may point to postural hypo-
tension. Light-headedness that is reproduced
by looking at or turning the head may alert a
physician to a possible vertebrobasilar artery
transient ischemic attack (TTA), labyrinthitis, or
carotid sinus sensitivity. Arrhythmias only may
rarely have a prodromal palpitation. Faintness
on exertion may indicate a hemodynamically
significant aortic stenosis. Muscular weakness
that is due to steroid therapy, hypokalemia, dis-
use atrophy, thyroid disease, or other diseases
may be responsible. An unsteady gait due to
neurologic disorders such as a stroke, Parkin-
son’s disease, or limited mobility from arthritis
also may lead to falls. The evaluation of falling
may be time consuming, but it can prevent seri-
ous morbidity.

Atypical Presentation of Disease

Disease presentation is not always straightfor-
ward in an elderly person for a variety of rea-
sons. Persons with impaired cognitive abilities
are unable to relate symptoms and may mani-
fest illness through behavior changes that are
noted by attentive care-givers. Pneumonia, sep-
sis, pyelonephritis, stroke, and congestive heart
failure may present with minimal symptoms
other than cognitive or behavioral changes.

Barriers to Communication

Many elderly persons suffer from auditory and
visual impairments. An examiner should opti-
mize a patient’s sight and hearing to maximize
information gathering. If a patient has eye-
glasses and a hearing aid, then they should be
used. For a hearing impairment, an examiner
should sit directly in front of a patient at eye
level in a well-lighted room, speak slowly and
distinctly, and refrain from putting one’s hands
over one’s mouth when speaking. Not only
does this decrease the volume of the voice, but
many people compensate for a hearing loss by
lip reading.

M. Shepard, J. R. Walsh, and C. K. Cassel

Functional Assessment
Unlike younger individuals whose functional
limitations are resolved completely during hos-
pitalization (e.g., a broken femur after a skiing
accident), an older person is at greater risk for
a long-term impairment. Hence, a functional as-
sessment is necessary to determine the effect of
physical and mental impairment on his or her
ability to perform activities of daily living. An
accurate sense of the range of possible func-
tional outcomes will improve the effectiveness
of the health care team in planning and working
with a patient. The assessment is used to pre-
scribe the appropriate rehabilitative measures.
Repeat assessment monitors progress so that a
realistic recommendation of the therapeutic
goals can contribute to a successful long-term
discharge planning.

Figure 8-1 is an abbreviated format to aid in
appropriate placement and to prescribe rehabil-
itative measures.

Home Living Assessment

It is not always practical for an older individual
to visit a physician every time his or her condi-
tion changes. Some system for home evaluation
is useful, particularly for patients with major
functional limitations that compromise one’s
mobility. The evaluation of any person with a
functional impairment is not complete without a
home visit by a physician, visiting nurse, social
worker, or rehabilitation team. An objective of
this visit is to evaluate the adequacy of the liv-
ing arrangements to meet an elderly person’s
functional needs. Particular importance is
placed on safety, hygiene, physical comfort, so-
cial supports, nutrition, and medication compli-
ance.

Social Network

Social networks are invaluable sources of help
for the activities of daily living and at times of
crises. These people may be neighbors, family,
friends, or church members. It is good planning
to record names and telephone numbers in the
event that an urgent need arises.

Financial Assessment

Physicians should be aware of a patient’s finan-
cial situation and may need to tailor the evalua-
tion and management more carefully for a per-
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Mobility—the ability to ambulate independently

Walks Inside Outside
Without assistance
Balance problems
Falls
Aids to ambulation:
Cane Walker
Wheelchair
Ability to transfer: Bed
Chair
Toilet

Travel Drives
Public transportation
without assistance
with assistance

Activities of daily living:

Feeds self
Dentition
Swallowing (solids)
Prepares own meals

Shopping If not, who does

(distance)

With assistance

Needs assistance (type)

Liquids
If not, who does

Sources of help: Friends, Relatives, Neighbors

Grooms and dresses self
Needs assistance (type)
Needs reminder

Bathing and showering

Using toilet Needs help

Social activities:

Involved in activities with:

Needs help (type)

A. Family B. Neighbors C. Church D. Fraternal/social/political organizations

How often

Personal activities (hobbies, reading, TV, bars, and so on)

Describe a typical day’s activities:

FIGURE 8-1

son with limited financial resources. This does
not mean, however, that needed tests or proce-
dures should be foregone because of their costs.
Social work assistance is crucial to sort through
and uncover sources of reimbursement and spe-
cial programs. Insurance policies may have
been forgotten and should be scrutinized for
benefits that medicare excludes. In addition,
special community programs may provide as-
sistance.

Abbreviated functional assessment.

Nutritional Assessment

Multiple factors contribute to the nutritional
state of an older person, and a thorough nutri-
tional assessment may suggest modifications
that could improve well-being (see Volume II,
Chapter 12). Nutritional deficiencies stem from
various sources. Some may be medical, others
may involve inadequate funds to purchase food,
an inability to shop, or an omission of meals due
to forgetfulness. Some people on fixed incomes
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feed their pets rather than themselves. A disin-
terest in food may be a manifestation of depres-
sion or may be due to cancer, congestive heart
failure, infection, or gastrointestinal disease.
Visual and/or hearing impairments may pro-
duce difficulty in negotiating the market place.
Physical problems, such as residual paralysis
due to a stroke or a severe Parkinsonian tremor,
may interfere with cooking and getting food
from the plate or to the mouth. Food may offer
little interest as the sense of taste diminishes
with age. Medication may interfere (e.g., anti-
cholinergic drugs produce dry mouth and may
make food less palatable).

Preventive Measures

Health maintenance and preventive medicine
are legitimate areas of interest in elderly age
groups as in younger age groups. Evaluating
and advising an elderly person on good nutri-
tion is just one of many areas. The cessation of
smoking should be advocated. Women should
be encouraged to learn breast self-examination.
Patients should be asked about pneumococcal,
influenza, and tetanus immunizations, and the
dates should be recorded in the problem list or
in a conspicuous place in a patient’s record.
The prevention of falls, removal of causes of
incontinence, and avoidance of iatrogenesis
with drugs and procedures are preventive com-
ponents of geriatrics.

Medication

A notorious cause of illness and disability in an
elderly person is medication side effects.
Any medication (but, particularly those that are
recently added or changed in dosage) should be
suspect with an onset of new symptoms. El-
derly persons not only take multiple medica-
tions, but they are subject to more errors be-
cause of poor vision, memory impairment, and
limited dexterity. A review of all medications
taken, including over-the-counter medications
and medications found in one’s medicine chest
at home, is indicated. An inquiry may reveal
that a patient is taking medicine that has been
prescribed for a spouse or a neighbor. It often is
helpful to ask a patient or spouse to bring all
medicines, including over-the-counter medica-
tions, on a subsequent clinic visit. If there are
suspected problems of drug compliance, a visit
by a physician or home health care nurse may
help to evaluate the cause.
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Special Aspects of Data Collection

Source and Reliability

Unless he or she is unable to give an adequate
history because of obtundation or severe de-
mentia, a patient should be interviewed alone.
Patients with diminished cognitive function of-
ten can provide useful information, and a cli-
nician may even be unaware of the cognitive
defect until a mental status examination is
done. Subsequent discussions with friends and
family may expose behavioral problems, incon-
tinence, apathy, weight loss, sleep distur-
bances, and other problems that have not been
mentioned by a patient. Initially, it is best for a
physician to interview the person privately to
allow him or her to discuss concerns, fears, and
symptoms that he or she may be reluctant to
share with a spouse, children, or friends. Each
case must be individualized, however, and
some patients may prefer to be interviewed
with a care-giver in attendance.

Old medical records are an invaluable source
of information to provide the details of past ill-
nesses and surgeries. Even mentally intact indi-
viduals often have gross misunderstandings
about their past medical history and treatments.

Chief Complaint(s)

Multiple problems are typical of older persons
and, accordingly, a clinician should seek multi-
ple complaints rather than a single chief com-
plaint. One must be patient in eliciting prob-
lems—the major distressing problem may be
hidden in a rambling story. Occasionally, while
ascertaining the reason for a visit to a physi-
cian, other problems with more significant
health consequences than the one(s) of concern
to a patient may be uncovered. Thus, inconti-
nence, falls, loss of weight, and anorexia may
be elicited only by direct questioning. A patient
may consider them to be a consequence of ag-
ing or is fearful because he or she perceives
them as very serious. The major problem may
not be a concern of a patient, but rather a prob-
lem that is observed by the care-givers (spouse,
family, friends, or neighbors). A patient and
physician each may be concerned with different
problems. A physician must address both and
should never ignore a patient’s complaint.
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Present Illness

This provides the opportunity to explore the
chief complaints that may be various combina-
tions of physical, mental, or social problems.
The possibility that changes in the environment
may intensify confusion or even bring on incon-
tinence in a minimally demented individual
should be explored. Similarly, a patient with a
well-compensated heart failure may have an ex-
acerbation after moving to a new living situa-
tion, if inadequate attention is given to the
amount of salt used in meal preparation.

Past Medical History

Surgical

A list of surgeries, the subsequent course, and
complications is useful in predicting the future
risk of anesthesia and surgery. Facts about a
tumor type, extent, and nodal involvement that
are obtained from surgical and pathology re-
ports should be noted in the case of cancer sur-

gery.

Medical

Major illness and complications, both self-lim-
ited (i.e., pneumonia) and chronic (coronary ar-
tery disease or diabetes) should be outlined and
review both treatments and hospitalizations. A
wallet-sized card with a list of diagnosis, medi-
cation and a copy of an electrocardiogram
(ECQG), if abnormal, is a useful aid to an unfa-
miliar physician in an emergency situation.

Drug Allergies

Persons with serious allergies, regardless of
age, should be encouraged to wear a medi-alert
bracelet or necklace. Unconscious patients may
have drug allergies noted on their permanent
medical record. Serious drug allergies should be
noted on a patient’s permanent problem list.

Habits

Alcohol, drugs, tobacco, tea, and coffee use
should be quantitated. Terms such as ‘‘he or
she is an alcoholic’’ or ‘‘tobacco abuser’’ do not
accurately portray these problems late in life.
Special attention needs to be focused on a pa-
tient for whom this is a new pattern (see Vol-
ume II, Chapter 17). Older people sometimes
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begin to use alcohol in an attempt to cope with
losses and loneliness during a period of uncer-
tainty. They deny or minimize the use of alco-
hol in medical interviews. Relatives and friends
may first bring the problem to a physician’s at-
tention. A knowledge of alcoholism may pro-
vide an explanation for enigmatic falling epi-
sodes, confusional periods, and nutritional
deficiencies.

Family History

Most familial diseases have manifestations in
earlier adulthood and do not pertain to elderly
individuals. It is valuable to inquire about
contact with tuberculosis in family members.
Alzheimer’s disease and some malignant dis-
eases may have a genetic predisposition that is
manifested in later years. A family history can
provide information relevant to physician-pa-
tient rapport. For example, a person’s attitude
about certain diseases or about the medical pro-
fession may stem from earlier experiences with
a family member. If a family member has had
complications of an illness, this knowledge may
instill fear in a patient.

Review of Symptoms

This inventory is designed to survey the prob-
lems that are known to be occult, but neverthe-
less common in the elderly population. The goal
is to uncover these symptoms early enough to
plan an intervention for a patient’s benefit. A
thorough review of systems requires time and
patience, especially with a slowly responsive,
partially deaf patient; but, it is well worth the
effort if treatable or modifiable conditions are
uncovered.

General Systems

Instead of the usual typical set of symptoms,
the only evidence of physical or mental health
impairment may be an insidious, slowly pro-
gressive decline in function. A disinterest in
life, weight loss, agitated or reclusive behavior,
all may be subtle manifestations of a thyroid
disease, chronic infection, malignancy, uremia,
dementia, drug side effect, congestive heart
failure, or depression. These vague symptoms
may be noted initially by a neighbor or relative
rather than by the patient, who may be unaware
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that anything is wrong. A careful review of the
duration of decline and the temporal relation-
ship to the death of a loved one, a move to a
new residence, or a change in drug dosage may
provide an answer. As mentioned previously,
the symptoms of depression, anorexia, vague
and poorly characterized pain and confusion
should not be attributed to old age alone, until a
careful investigation has been carried out to ex-
clude other diagnoses.

Skin
The skin of an elderly person is notably thin and
may be dry with a loss of elasticity. These
changes make an evaluation of dehydration of
the skin less reliable. An increased capillary fra-
gility may result in reddish-purple spots that ap-
pear on the hands and forearms (senile pur-
pura). Bruisability, however, also may reflect
fragile skin, vitamin deficiency, coagulopathy,
liver disease, and/or elderly abuse. Pa-
tients who are confined to bed or a wheelchair
for long periods of time may develop pressure
sores. There is a predilection for these to occur
over bony prominences that are subjected to
pressure for extended periods of time (e.g.,
heels, occiput, sacrum, and scapulae).
Ulcerations, moles, rashes, and other new
skin lesions should be investigated with respect
to the duration and symptoms of itching, bleed-
ing, or pain. Pruritis with or without a rash
should call into question new or old medica-
tions, jaundice, soaps, new clothing, and other
new environmental exposures.

Hearing
Diminished hearing may be noticed by an el-
derly person’s family and friends before the pa-
tient is aware of it. Some persons purposely
ignore it, because they wish to avoid a hearing
aid and the negative stigma of aging that is asso-
ciated with its use. Hearing loss may invoke
paranoia in older persons who hear sounds in-
distinctly and who incorrectly assume that a
conversation is about them, which generates
feelings of resentment and hostility. Hearing
loss restricts daily activities by preventing tele-
phone conversation, listening to the radio, and
social interactions.

Presbycusis is a gradual bilateral loss of hear-
ing in an older person that sometimes is accom-
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panied by a ringing in the ears (see Vol I, Chap.
9). There is difficulty in understanding speech,
especially with simultaneous background noise
and other conversations. The presence of dis-
ruptive background noise at social gatherings,
stores, and restaurants sometimes makes com-
municating so taxing that one retreats from so-
cial interactions. High-frequency sounds are
difficult for an elderly person to hear and cer-
tain loud sounds are uncomfortable. A person
may only hear parts of words, not the conso-
nants (which are of a higher frequency), but
only the lower frequency vowels. Speaking
loudly or shouting often causes distortion by
increasing the higher frequency sounds. Not all
older adults are hard of hearing, and those who
are not resent being shouted at.

Cardiovascular Symptoms

Dyspnea is a commonly elicited symptom that
may indicate cardiac or pulmonary disease.
Dyspnea alone may be an anginal equivalent
with the shortness of breath overshadowing or
replacing chest pain as the marker of coronary
insufficiency.!? Weakness and confusion alone
may be the initial symptoms of congestive heart
failure. Similarly, the first manifestation of a
myocardial infarction is variable. An older per-
son may feel weak and faint or experience syn-
cope in the absence of any chest pain. Classic
chest pain occurs in only 25% of older pa-
tients, although a recent study supports the oc-
currence of some chest pain in almost 60% of
elderly patients.? Symptoms demand careful
scrutiny to avoid missing major diagnoses.
Weakness, faintness, vertigo, and syncope are
common complaints that lead to falls. Postural
hypotension is just one of the many possible
causes. The worsening of a chronic stable angi-
nal pattern or of congestive heart failure should
alert a physician to consider thyrotoxicosis, a
change in dietary habits, or medication non-
compliance. Pedal edema often is not cardiac in
origin; chronic venous insufficiency, hypopro-
teinemia, liver disease, and sedentary habits all
can lead to pedal edema.

Gastrointestinal Symptoms

Anorexia may occur with infection, depression,
dementia, and medication side effects, and it
need not imply the presence of gastrointesti-
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nal pathology. Gastric pathology, however, can
be insidious with minimal symptoms of early
satiety or weight loss.

Dysphagia (difficulty in swallowing) is a fre-
quent problem that usually is due to motility
disorders, mass lesions, obstructive strictures,
or a pseudobulbar palsy due to a stroke. Classi-
cally, liquids are more troublesome with a neu-
romuscular or motility disorder, while solids
are more difficult for those with intraluminal
obstructions.

Constipation can be particularly troublesome
in a sedentary person, especially with a diet that
contains few bulk foods, poor fluid intake, and
medications with anticholinergic side effects.
Diarrhea may have various etiologies, but if it
alternates with constipation then one should be
suspicious of a fecal impaction or overuse of
laxatives.

Rectal bleeding has multiple causes that in-
clude hemorrhoids, vascular ectasias, inflam-
matory bowel disease, cancer, and diverticula.
This should be investigated as in any other age
group. Fecal incontinence always should be
thoroughly evaluated.

Genitourinary Assessment

The frequency of urination (particularly noctu-
ria) and urinary incontinence lead to major dis-
abilities. Thorough questioning is indicated to
evaluate possible diabetes, bladder infection,
prostate obstruction, and causes of inconti-
nence, so that studies can be obtained for treat-
ment or appropriate referral to a urologist.

Nocturia not only is a nuisance, but it may
subject an individual to injuries from accidental
falls or to dysuria, and the frequency may point
to an infection. An inquiry should be made
about evening fluid intake or the administration
of an afternoon diuretic as possible modifiable
causes.

Incontinence of urine may have multiple
etiologies; a search for reversible and treatable
causes is essential. Medications, especially di-
uretics and those with anticholinergic side ef-
fects, can play a role. The time of day that in-
continence occurs may provide clues to
correcting the disorder (e.g., incontinence at
night may be due to grogginess caused by a
sleeping pill. A history of previous prostate
problems or surgery may be relevant. Stress in-
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continence generally is first noted with the loss
of small amounts of urine when coughing,
sneezing, or laughing in multiparous women.
They may have rectocoele, uterocoele, and
atrophic urethritis/vaginitis in conjunction.
Urge incontinence defines an urgency to uri-
nate, but being unable to get to the bathroom on
time. Patients with incontinence due to a stroke
or dementia with diminished cerebral control of
urination may not be aware of this urge.

Environmental factors should be sought; a
patient with limited mobility who is trapped in a
bed with side rails or strapped in a chair may be
incontinent solely because of his or her inability
to get to the bathroom. This occurs frequently
in hospitals and nursing homes. The distance
from the bed or chair to the bathroom may de-
cide whether or not the patient is continent or
incontinent.

Health professionals should try to be tact-
fully candid on the topic of sexuality. Open-
ended questions such as ‘‘is your sexual life as
fulfilling as you would like it?’’ indicates that a
physician is willing to discuss these problems if
a patient wishes.

Physical Examination

A physical examination begins by observing a
patient before the interview, as he or she enters
the room during the interview, and as he or she
sits, stands, and answers questions. Hearing,
visual, and neurologic disabilities may be imme-
diately obvious.

Vital Signs

Blood Pressure Blood pressure should be
taken in both arms, although differential read-
ings that indicate a possible subclavian steal
syndrome are uncommon. More importantly,
determinations also should be made with a pa-
tient lying, standing, and sitting. Normal,
asymptomatic elderly patients may demon-
strate a decline of 20 mm Hg in systolic pres-
sure when they stand.! A greater drop in sys-
tolic blood pressure with a systolic pressure of
less than 100 mm Hg is seen in elderly patients
who have symptomatic postural hypotension. If
it is accompanied by tachycardia, the cause
may be volume depletion due to dehydration or
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blood loss. Without an increase in heart rate, an
autonomic nervous system disturbance or a
beta-blocking drug must be considered.

Temperature This parameter should be rou-
tinely measured. Poor thermoregulatory con-
trol that is manifested by cold and heat intoler-
ance is a consequence of an autonomic nervous
system dysfunction. The conservation of heat
via cutaneous vasoconstriction and an increase
in heat production via shivering is impaired in
elderly persons. In an overheated environment,
an old person has the opposite problem with a
diminished capacity for sweating; therefore, he
or she cannot lower the body temperature effi-
ciently. Elderly persons are at risk for hyper-
and hypothermia during the extremes of
weather in summer and winter.

A clinician should be alert for hypothermia.
A low-reading rectal thermometer should be
available to confirm low oral readings, espe-
cially in high-risk patients with alcoholism, hy-
pothyroidism, phenothiazine use, and stroke.
Poverty also is a major risk factor. If confirmed
as <35°C or <95°F, special measures need to be
instituted to rewarm a patient (see Volume I,
Chapter 30).

Weight Weight is a useful measurement; un-
fortunately, it often is not recorded. It may be
used both to monitor a patient’s nutritional sta-
tus and in diuretic therapy for congestive heart
failure. Several recordings over periods of time
provide reference information when patients
complain of weight loss. Weight is a vital sign
that a home health staff can follow with home-
bound elderly patients.

General Statement

A brief description of the general appearance at
the time of an examination should include the
state of nutrition, state of hydration, coopera-
tion, and apparent age.

Eyes Wrinkling and loosening of the skin
around the eyelids produces an eversion or ec-
tropion of the eyelids with exposure of the con-
junctiva, and often with an accompanying in-
flammation or tears. Entropion, or incurving of
the eyelids, may produce an irritation of the
eyelids by the eyelashes. Tear production is di-
minished in elderly persons.

Visual acuity should be checked via the use
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of the Snellen chart; if one is not available, a
patient can be asked to read convenient printed
material such as a newspaper or magazine.
Each eye should be checked separately with
and without eyeglasses. Visual fields can be
screened quickly in a cooperative patient by the
confrontation method.

A careful opthalmologic examination evalu-
ates the cornea, lens, and fundus. Some cata-
racts can be readily seen by using an op-
thalmoscope. An examination of the retina
should be systematic, and the optic disc should
be carefully examined for pressure atrophy due
to glaucoma; also, the macula should be
checked for evidence of macular degeneration,
and the background retinal field for evidence of
diabetic or hypertensive retinopathy. Many
older patients have had cataracts extracted. In
this case, the opthalmoscope should be used
with a +10 diopter lens. Measurement of in-
traocular tension is easily done in either the of-
fice or home, and it may alert a physician to an
early case of glaucoma before the visual loss is
irreversible.

Oral Cavity The gums and teeth should be
checked for infection, caries, and intraoral le-
sions. If a person wears dentures, he or she
should be evaluated for the fit and state of re-
pair. Mucosal lesions should be sought, espe-
cially in smokers.

Hearing Profound hearing problems will be
obvious during an interview. Mild losses, how-
ever, may be missed unless testing is included
in the examination. The external canal always
should be checked for wax build up. Asking a
patient if he or she hears a ticking watch may
detect major losses and determine which side is
affected. A refined testing of frequencies should
be referred to an audiologist.

Pulmonary Examination

Older individuals may have subtle but signifi-
cant pulmonary pathologies, particularly those
with long histories of smoking or occupational
exposure to lung toxins. The coexistence of car-
diac or neurologic problems sometimes ob-
scures pulmonary problems. Obstructive dis-
ease, pneumonia, pulmonary embolism, tuber-
culosis, and cancer are prominent consider-
ations in elderly persons. An examination
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should determine the ability to generate a
cough, the pattern of respiration, expansion of
the chest, and auscultation of the lung fields. In
a cooperative patient, an estimate of forced ex-
piratory volume can be made after a patient
takes a deep breath and subsequently counts
while exhaling.

Cardiovascular Examination

Carotid and femoral pulses should be auscul-
tated for bruits, although therapy for an asymp-
tomatic carotid bruit is uncertain.’ A firm hard
artery on palpation may be due to Monche-
berg’s medial sclerosis. The character of the ca-
rotid pulse may be an indicator of aortic
valvular disease, if it is significantly slow in the
upstroke (AS) or rapidly collapsing (AI).!

An auscultatory S-3 gallop in old age gener-
ally indicates left ventricular dilatation and
failure. A chronic fourth heart sound is heard
frequently enough to be considered almost nor-
mal in a frail elderly person; this probably re-
flects decreased compliance of the left ventri-
cle, but not failure. However, an S-4 gallop
that develops suddenly in a person with angina
pectoris may indicate an acute change such as a
silent myocardial infarction.

Systolic murmurs are common and occur in
60-80% of elderly subjects in some series.
They originate from the aortic area and often
are due to a dilatation of the aortic annulus and
ascending aorta that is associated with sclerosis
or calcification of the aortic ring. This murmur
is shorter in duration and less intense (grade 1-
11/V1) than that of aortic valvular stenosis.
Without other evidence (e.g., slow carotid up-
stroke or evidence of a left ventricular hyper-
trophy), aortic stenosis should not be diag-
nosed on the basis of this murmur.'

A history of weight loss and anemia in a pa-
tient with a new murmur that is suggestive of
aortic insufficiency (AI) or mitral regurgitation
(MR) should make a physician suspicious of
bacterial endocarditis—especially in an individ-
ual with a recent urologic or dental investiga-
tion.

Atrial fibrillation is common, but it might
indicate a systemic disease such as thyrotoxico-
sis or pulmonary emboli. Tachycardia may
indicate a systemic problem with thyrotoxicosis

115

or occult blood loss and may be the only signifi-
cant abnormal finding on an examination.

Abdomen

A palpable, abdominal aortic aneurysm should
be carefully distinguished from a simple tortu-
ous aorta, which is less than 3 cm wide and
seldom has an associated bruit.

Intra-abdominal pathology (e.g., acute appen-
dicitis, gall bladder disease, or bowel obstruc-
tion) may present atypically with poorly local-
ized pain.

Rectal Examination

This examination provides invaluable informa-
tion about the prostate gland in men and the
cervix, uterus, rectal wall, and contents of the
lower abdominal cavity in women. A rectal ex-
amination still is considered the best screening
examination for prostatic carcinoma. Fecal
impactions and rectal masses can be detected,
and the stool can be tested for occult blood.

Genitourinary Examination

Men should have an inguinal examination for
hernias. Women should have a periodic pelvic
examination. A pelvic examination must be
done cautiously and without trauma. The vagi-
nal mucosa may be friable and tear easily. A
thorough examination must be done on symp-
tomatic patients, or if estrogens are used.* The
extent of this examination should be guided by
symptoms. There is a decreasing rate of inci-
dence of carcinoma of the cervix after 75 years
of age. Endometrial carcinoma is uncommon,
especially if estrogens are not taken; most are
discovered after symptoms occur, rather than
on a routine examination. Discomfort must be
weighed against benefits in a very old, infirm
woman who has no symptoms that are referable
to this area.

Neurologic Assessment

Neurologic disease is a major cause of disabil-
ity in old age, which often produces significant
functional impairment. Special consideration
must be allocated to an examination of the ner-
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vous system because of age-related changes of
posture and balance, and of disease entities re-
lated to stroke, parkinsonism, and dementia
that cause a loss of functional capability and
(frequently) falls.’> An accurate functional as-
sessment of older people with neurologic disor-
ders is crucial to determine and coordinate ap-
propriate rehabilitative measures and support
systems.

A loss of frontal lobe inhibitory function pro-
duces frontal lobe release signs that are mani-
fested by abnormal facial and hand movements
(primitive reflexes). The palmomental reflex
and the glabellar reflex that are found in some
normal old persons is observed more frequently
in persons who have dementia.®

Absent ankle jerks and a diminished vibra-
tory perception in the ankle and foot are charac-
teristic findings in elderly persons. However,
there is controversy about such changes being
strictly age-related in the absence of ade-
quate study of long-term influences of mild-to-
moderate metabolic changes (e.g., decreased
glucose tolerance, environmental toxic influ-
ences, and viral disease). Clinically, an age-re-
lated peripheral neuropathy itself is not func-
tionally significant, but it may be meaningful
when associated with visual, muscular, or pos-
tural abnormalities; a clinically significant pe-
ripheral neuropathy suggests causes other than
aging itself (e.g., diabetes, alcoholism, and ma-
lignancy).’

A systematic mental status examination is
important in the examination of every elderly
person. A physician can rapidly administer a
screening examination to evaluate certain criti-
cal functions in every patient. These should in-
clude the level of consciousness, orientation,
attention, expressive and receptive language,
memory of immediate, recent, and past events,
constructional ability, abstract verbal reason-
ing, proverbs, and statements that require judg-
ment. Occasionally, a garrulous, interesting
older patient with good social skills appears
to have normal mental capabilities; he or she
has learned to cope with an intellectual impair-
ment in a gradually constricting environment.
However, a screening mental status exami-
nation uncovers obvious deficits. This occurs
frequently enough so that a cautious physician
will not rely on global impressions, but will
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perform a systematic mental status exami-
nation.

A very old person stands with feet apart,
flexed at the knees and hips, bent over, and
looking upward. Short shuffling steps with very
little flexion at the ankles cause older persons to
trip and stumble more frequently. The flexion at
the knees causes increased work and fatigue of
the thigh muscles. There is a loss of arm motion
on walking, and turning around is done en bloc.
This senile gait appears to be a subtle form of
parkinsonism, although it lacks many other fea-
tures, such as tremors and the cogwheel phe-
nomenon. The bent-over posture is attributed
to degenerative changes in the intervertebral
discs. In addition to describing the gait, the
functional abilities in walking and standing
should be described.

Basic Laboratory Tests

Laboratory tests usually are guided by a pa-
tient’s particular problems, ability to cooperate,
and limitations of intended therapy. It is of little
value to test for problems in which there is no
intent of resolution due to a far advanced or
terminal disease. In most geriatric practices,
however, this is not the case. In almost all pa-
tients, there are conditions such as anemia,
electrolyte disturbances, and infections where
treatment may substantially improve even seri-
ously impaired patients. For a routine evalua-
tion, a complete blood count, serum creatinine
level, electrolyte panel, and urinalysis suffice
for most asymptomatic patients. Thyroid func-
tioning should be assessed, especially in older
persons with cognitive, cardiac, and neurologic
disorders; periodically, even in asymptomatic
patients. A stool guaiac test should be a part of
every initial physical examination and the eval-
uation of anemia. Chest x-ray films should be
ordered for symptomatic patients or for those
who are at risk for pulmonary disease (e.g., pa-
tients with a history of smoking, lung cancer, or
a malignancy that is known to metastasize to
the lungs). Electrocardiograms should be ini-
tially obtained in all elderly patients and re-
peated at appropriate intervals in patients with
pacemakers, conduction disturbances, and
symptoms of severe angina.



8. Clinical Evaluation of the Patient

While physicians always should be cautious not
to needlessly squander health care resources,
and while laboratory tests should never be done
“‘routinely’’ without good reason, it also is es-
sential not to err on the opposite side. Failing to
investigate a protean symptom, such as falling
or anorexia, may lead to a cascade of illnesses
that could significantly impair and possibly
shorten a person’s life. Appropriate and meticu-
lous medical evaluation and treatment can im-
prove the quality of life and prolong the life
span in some patients. There are no simple rules
to determine what constitutes an appropriate
investigation in a geriatric patient, because they
are all different. Each must be assessed as an
individual, not as a representative of a certain
chronologic age group. As with all medical
practice, time devoted to interacting with
a patient is likely to be more productive in
the diagnosis and therapeutic decision mak-
ing than a battery of screening laboratory
tests.
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CHAPTER 9

Psychological Aspects

of Patient Evaluation
PeTER R. LEBRAY, PH.D.

Three decades of research have yielded signifi-
cant data that begin to elucidate the complex-
ities of human aging. Human aging is defined as
complex interactive alterations in the physical,
psychological, social, philosophical, and spirit-
ual aspects of a person throughout the life span.
Human aging is an important area within geron-
tology (the study of aging) and geriatrics is
health care in relation to aging.

This chapter will focus on research in the
psychological aspects of later life and the trans-
lation into clinical practice. Geropsychology re-
searchers, to date, have attempted to: 1) De-
scribe characteristics of older adults; 2) Define
normative, pathologic, cognitive, emotional,
developmental, and behavioral aspects of matu-
rity; 3) Aid in predicting behavior and adjust-
ment; 4) Develop methods of psychological as-
sessment and treatment of elderly persons; and
5) Evaluate treatment effects and program in-
terventions.'?

The goals for this chapter are aimed at: 1)
Challenging practitioner attitudes; 2) Develop-
ing the knowledge base or what a geriatrician
needs to know for practice; and 3) Defining the
principles for practice or what a geriatrician
needs to do. The emphasis is on what is differ-
ent later in life as applied principles for a geria-
trician (physician, nurse, and mental health or
allied health professional).!%-11.14

Defining Normal

With few exceptions, much of the geriatric re-
search literature is problem oriented.' The
characteristics of older adults who are living
normal and vital lives in the community have
not been documented extensively.

The Kansas City Studies of Adult Life,"
a field survey of community-residing elderly
persons in the late 1950s, suggested several ma-
jor adaptation styles in maturity: disengage-
ment, activity, and continuity. An important is-
sue emerged concerning whether it is ‘‘natural
and inevitable’’ that older persons and society
mutually relinquish the roles, rules, and rela-
tionships that were obtained during mid-
adulthood.!®

During the 1960s, a large panel of ‘‘normal’’
community-residing elderly persons were stud-
ied longitudinally by researchers at Duke Uni-
versity.!”!® These studies of normal aging
showed physical health to be a key determinant
in the quality of later life. Where health was
maintained, elderly persons continued active
social participation and enjoyed satisfaction
with their lives, relationships, and activities
during maturity.

Several longitudinal studies of cognitive
functioning'® also have demonstrated the main-
tenance of intellectual skills well into later life
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as a positive correlate of physical health and
continued stimulation. Despite the fact that
emotional and physical health problems corre-
late positively with increasing chronologic age,
the preceding studies advise that “‘illness’’ does
not accurately represent the period of later life
for 95% of the elderly population who are resid-
ing outside of long-term care institutions.

Research Methods

Much geriatric research data is cross-sectional,
thus comparing two age groups at one point in
time. The paradigm often consists of comparing
a group of 70-year-old persons with college
sophomores on cognitive or performance tasks.
Inevitably, older subjects do poorly; histori-
cally, this supported the idea that later life signi-
fies a loss, decline, stasis, or a wait for death.2
Such data supports an attitude that aging is de-
nied or, perhaps, feared. Age differences that
are obtained cross-sectionally may, in fact, re-
late more directly to differences other than age
(e.g., health, schooling, experience, or socio-
economic factors).

Longitudinal studies (following one cohort or
group over an extended period of years) prove
that age changes are often less dramatic than
those observed in cross-sectional studies.
Which data can be applied with confidence to
depict population characteristics?

More recent and robust are cross-sequential
methods that compare several age groups longi-
tudinally. These life span developmental stud-
ies have shown ‘‘within’’ age group variability
to be greater than ‘‘between’’ age group vari-
ability over time in a number of cognitive, per-
formance, and psychosocial criteria.'2""?> What
emerges is the fact that individual differences,
which are obtained during the life span, appar-
ently become greater during the period of later
life. Thus, each elderly person is unique and
requires highly individualized assessment and
care.

Attitude

Geriatric health care providers, patients, and
families are not immune to social values, cus-
toms, and attitudes toward human aging and
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elderly persons. The important issue of attitude
is complex and difficult to analyze in an age-
stratified society.!>!3

Some elderly persons will live out their lives
in poverty, isolation, or institutionalization.
This stereotype, then, is extended to all elderly
persons. Thus, physicians, mental health and
allied health professionals, public officials and
elderly persons themselves have an increasing
responsibility to counteract this false and de-
structive stereotype. One way is to provide op-
portunities for the well-being and social partici-
pation of elderly persons.’

With respect to health care, older adults of-
ten have multiple chronic diseases and disabili-
ties, and die; thus, the philosophy, aim, and
efforts of many medical care providers are
threatened. A geriatric patient, who is charac-
terized elsewhere as a ‘‘stranger in our land’’%
represents a subgroup of the older adult popula-
tion to which all medical trainees are exposed.
This ill, hospitalized minority subgroup of el-
derly persons dramatically influences the atti-
tudes and practices of health care students, who
eventually may generalize all elderly persons.
Obviously, if elderly persons are regarded as
frail, dependent, senile, diseased, and of low
social utility, then a geriatrician will be imbued
with fatalism, cynicism, and frustration in his or
her attempts to serve elderly patients and their
families.”? Such negative attitudes represent
ageism or stereotyping based on chronologic
age.”? Physician attitudes can be improved by
exposure to reliable knowledge and by intro-
spectively responding to the idea of one’s own

aging.

Geriatric Specialty

Since 1945, geriatrics has been recognized as a
medical specialty in Great Britain. In the
United States, the debate focuses on functional
versus categoric issues; that is, whether health
care is a function of all persons despite age, or if
there are indeed special concerns by age group
or category. Geriatric health care appears to be
an emergent specialty, and its growing aca-
demic credibility is changing medical attitudes
towards elderly persons (see Vol II, Chap. 8).
The ‘‘unique and complex medical problems as-
sociated with aging’ '3 are acknowledged in the
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growing available literature on geriatric medi-
cine.31-3¢

Psychosocial Models

Collectively, aging attitudes stem from and in-
teract with psychosocial theories of later life.
These models directly influence health care pol-
icies, programs, and practices. They are de-
scribed in the following paragraphs.

Pathologic Theory

Health characteristics, behavior, and social ac-
tivities of elderly persons are considered on a
continuum ranging from normal to abnormal.
Social deviancy among elderly persons and a
departure from usual social norms and values is
a cardinal measure. This theory often is applied
in medical and health care settings.’”-®

Disengagement Theory

This theory postulates that later in life it is inev-
itable, irrevocable, and mutually agreeable that
elderly persons begin to have less interactions
with others and engage less frequently in social
roles. This is assumed to be desirable and to
result in the eventual disengagement of individ-
uals from the social system.'?16

Activity Theory

The activity theory postulates that it is impor-
tant to continue the role and activities of the
middle years well into later life. Thus, opportu-
nities for being active and engaging in leisure
and other pursuits remains paramount, as ex-
emplified by senior citizen centers.*

Continuity Theory

This theory suggests that one’s personality in
the earlier years has a strong influence on one’s
adjustment during the later years. In fact, we
become more like ourselves in this period of
later life.!213

Heterogeneity Theory

The recognition of individual differences and an
increased variability in later life that is based on
life span developmental psychology supports
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heterogeneity.??* This theory postulates that
there is increased variability later in life and
increased ‘‘within’’ group differences with re-
spect to chronologic age. The implication is that
there cannot be a single approach that is appli-
cable to all elderly persons.

In brief summary, attitudes towards aging
are composed of a complex constellation of
psychological sets. This ‘‘model”’ of a geriatric
patient becomes a significant variable influenc-
ing practice.? In reality, perhaps more impor-
tant than with any other age stage, geriatrics
demands a recognition of the unique individual-
ity of each elderly patient.3

Knowledge Base

Mental Health Data

The frequency and incidence rate of mental
health problems later in life, as a category of
general health problems, has been shown to in-
crease with chronologic age.® It is important to
note that some 95% of the present elderly popu-
lation reside in the community, while about 5%
are in institutions of all types at any given
time.*! Among the community-residing group, it
is estimated that 10-20% suffer from significant
psychiatric disorders.* Furthermore, it is be-
lieved that approximately 7% of those persons
over 65 years of age have a dementia, with the
incidence increasing to 20% over 80 years of
age. Many of the problems of elderly persons
that require intervention are attributable to the
‘“five D’s’’: depression, delirium, dementia,
death, and dying. It is important to note that
these problems can coexist,36:4344

Depression is termed the ‘‘common cold’’ of
elderly persons, with an incidence rate as high
as 30% of all elderly persons in the community
suffering from a significant and treatable de-
pression. Later in life, depression is not simply
endogenous; in fact, it occurs in numerous
forms among elderly persons.** For example,
there can be an organic depression, anticipatory
grief, depression that is secondary to a life re-
view? or nutritional deficits, and others. De-
pressions, when accurately identified, can be
treated and are responsive to psychotherapy
(see Volume I, Chapter 36). Antidepressant
drugs may be useful when used judiciously with
attention to both side effects and interactions
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with other drugs. It is important to consider
alternative interventions, such as a glass of milk
or wine at bedtime, instituting a daily exercise
program, or family counseling.*

Delirium, previously termed the ‘‘acute
brain syndrome,’’ can have numerous causes in
elderly persons (e.g., trauma, toxicity, or tu-
mor). Delirium often is abrupt in onset, requires
a careful history and physical examination with
laboratory work for a diagnosis, and most im-
portantly can be reversed. If confused with de-
pression or dementia and allowed to progress,
delirium may result in permanent cognitive
compromise.

Dementia is recognized in three major forms:
1) Multi-infarct dementia with cerebrovascular
disease; 2) Senile dementia of Alzheimer’s type
(SDAT), which arises from a primary cerebral
neuronal degeneration; and 3) Normal pressure
hydrocephalus with a triad of confusion, uri-
nary incontinence, and an impaired gait.**6 De-
mentia also can arise in combination with other
degenerative neurologic or systemic disorders
(e.g., Parkinson’s disease, progressive supranu-
clear palsy, Korsakov syndrome, and arterio-
sclerosis) (see Volume I, Chapters 4 and 35).

Dementia is recognized as the fourth leading
cause of death in the United States today.* It is
characterized by an insidious, progressive cog-
nitive compromise, often with affective and be-
havioral disturbances. Although dementia and
depression may mimic each other, in depres-
sion the cognitive functions remain intact if ex-
amined carefully.®%

On a daily basis, some 3,000 elderly persons
die, while 4,000 achieve the age of 65 years.
Death today is largely the experience of the el-
derly age group. Issues of loss, grief, and wid-
owhood can be pernicious, and special counsel-
ing can be helpful where a life-threatening
illness or death of a family member occurs.
Vague feelings of loss, emptiness, or anxiety
can persist even up to years following the death
of a spouse or family member; they often co-
exist with physicial health complaints.?

Among institutionalized elderly persons, it is
estimated that up to 50% have significant psy-
chiatric disorders. The use of psychotropic
medications in institutions is indeed great. The
average age of institutionalized elderly persons
is 77 years, and the average length of stay is

about 30 months, which often terminates with
death.*!
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Generally, the staff in long-term care settings
are prepared to expect certain behaviors; for
example, confusion and wandering may be ex-
pected, while assaultiveness, demanding be-
havior, or verbal abusiveness may be regarded
as unacceptable. Too often, the solution seems
to be punitive, which includes physical and
chemical restraints. Some critics note that nurs-
ing homes today, in effect, are psychiatric set-
tings notably without expert staff, training, and
resources to deal with the high incidence rate of
psychiatric, affective, and behavioral problems
that are present.!” The interest and availability
of medical directors who offer clinical training
and program development can do much to im-
prove such situations.*’

Common Psychological Problems

In considering the common psychological prob-
lems of later life, it is helpful to review the char-
acteristics of a successful adaptation to matu-
rity. First, there is some congruence over the
life course; in effect, what the person was, what
they are, and what they hope to become has
commonality or similarity. Also, there is some
acceptance or coming to terms with what soci-
ety prescribes for an elderly person; that is, an
older adult in some way accepts being an ‘‘elder
statesman’’ in his or her family, community,
and society.

Successful aging involves a complex balance
between past experience, present resources,
and environmental demands. Developmental-
ists propose that successful adaptation depends
largely on the resolution of successive psycho-
social tasks 233948

Later life may involve major transitions and
changes in roles, rules, and relationships that
were obtained during the middle years.!2%
Studies of age adjustment, loss, and stress®
suggest that—for many elderly persons—the
period of later life may be as turbulent psycho-
socially as earlier developmental periods (e.g.,
adolescence).

Common psychological problems®?3% later
in life which are most often referred for consul-
tation to a psychologist include the following:

Aging Per Se

In a society that emphasizes youth, vitality, and
productivity, both gerontophobia and ageism
abound.?” Indeed, one could ask, ‘“‘why sur-
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vive?’’’! Among elderly persons, denial, mini-
mization, and projection (‘“They’re old, I'm
not!”’) are manifest.!4’> Remedies to hide ‘‘age
spots,”’ to wash ‘‘gray’’ away, and to remain
“forever young’’ abound. Even thinking that
one is old eventually may require psychothera-
peutic intervention.’

Social Relations

Outliving or surviving relatives and friends,
late-life marriages, and family conflicts with or
without a disease, all are major social problems
that are encountered in maturity.>3” The ability
to maintain social interests and to establish new
relationships appears significant in positive
aging. 545

Disability

Disability rarely is planned; yet, cancer,
strokes, cardiovascular, renal, and other disabl-
ing forms of chronic disease have a high inci-
dence rate later in life. Psychological reactions,
adjustments, and sequellae often involve both
patient and family members. The socioeco-
nomic aspects of disability can be devastating.
Medical management, including rehabilitation
and community health services, are para-
mount.

Retirement

For many elderly persons, retirement is an
event that signifies the cessation of full-time,
meaningful employment. Psychosocial research
shows retirement to be a complex process for
which many are unprepared.'> Developing sen-
jor job services that offer part-time flexible
work opportunities can provide for a continuing
sense of purpose and meaning in life (in addition
to income).

Forgetfulness

Cognitive studies in maturity’’- generally
show that where health is maintained cognitive
functions are preserved in the later years. Mem-
ory difficulties, therefore, should be interpreted
as general symptoms that require further clini-
cal investigation. Deficits in recent memory
may herald the onset of a primary dementia,
particularly if insidious, gradual, progressive,
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and where other pathognomic signs are ab-
sent.>® In contrast, the presentation of abrupt
onset memory problems increases a suspicion
of delirium due to multiple causes.® An addi-
tional clinical issue is defining whether the
memory problem actually impairs functioning.
If so, remediation, memory aides, and cognitive
retraining (including functional reality orienta-
tion) may be useful .®34

Widowhood

At any period during adulthood, the loss of a
spouse is a major stress, if not the primary
stress.®! The loss of a spouse includes many
psychosocial dimensions (i.e., loss of a com-
panion, driver, helper, or homemaker). The ad-
justment follows no singular sequence and the
survivors must be helped to adapt as their own
needs require.5?

Loneliness

This is a ubiquitous state of mind for many el-
derly persons i.e., the subjective sense of ‘‘be-
ing alone.”” Elderly persons may outlive peers,
friends, and even their own families; resources
and abilities to make new acquaintances wane.
In some cases, a physician, clinic, or hospital
become a surrogate family, with an elderly pa-
tient periodically demanding attention. Joining
a ‘‘senior citizen center’” or home visits by
peers can be helpful for some; for others—es-
pecially those persons who deny they are old—
such social interventions fail. Suicide may be-
come the solution; it is especially common in
white males who are widowers.

Diminished Resources

For some elderly persons, socioeconomic re-
sources are retained; for others, resources are
limited (if not eroded completely), which even-
tually leads to a ‘‘welfare nursing home place-
ment.”’ An increased awareness of a lifetime
allocation of resources is emerging.®® The prob-
lem is national in scope and requires public
action and major policy decisions.!2!

Adaption

How is it possible to enjoy a full 4 score and 10
years in contemporary society? As Darwin



9. Psychological Aspects of Patient Evaluation

noted in his historic treatise, the rule seems to
be to adapt or perish. Adaptive models focus on
individual-environment interaction® and point
to the necessity for a geriatrician to consider
environmental factors in health care (e.g.,
transportation, neighbors, or safety).

Clinical Intervention

Principles for Practice

Multiple, complex, and interactive problems
that often are presented by elderly persons re-
quire multiple, practical, and (often) creative
solutions.5%2%:32.36.65 Table 9-1 lists geriatric pa-
tient-clinician characteristics and special clini-
cal considerations.

The role and function of a clinician may dif-
fer in geriatrics.®’” Ideally, a clinician has a
strong commitment and genuine interest in
older adult patients. Older adults are valued and
are responsive to medical and psychological
treatment.*>? A knowledge of ‘‘what’s differ-
ent’’ in medical care for a geriatric patient is

TABLE 9-1
teristics

Elderly Patient and Clinician Charac-

Elderly
Characteristics

Clinician
Characteristics

Long past, shorter
future

Multiple, interactive
problems

Sensory and physical
changes
Change in learning

Reliability as a histo-
rian
Reasons for services

Personal (ego)
strength

Diminished financial
resources

Multiple needs

Advanced age
Chronic conditions

Increase time with
history taking

Complete medical
evaluation, team
approach

Compensatory meth-
ods

Focus, repeat, pace,
familiar

Collaborate, case
management

Grief, depressions,
dementias, compe-
tency, behavior and
family problems

Analysis versus short-
term intervention

Sliding scale, public
and voluntary pro-
grams

Home visitation, com-
munity advocate

Role reversal

Optimal management
VErsus cure
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paramount.?’¥ The effective geriatrician is re-
quired to have a specific applied knowledge of
the types of health problems, treatments, medi-
cations, and health and community resources
that are available to older adults.

A person-centered holistic model can be use-
ful in individual assessment and therapy,
agency and resource planning, and community
resource coordination. For example, as an in-
terview guide, the model raises questions re-
garding one’s health, cognitive functioning, so-
cial relations, outlook on life, and living
situation.'® Operationalizing the whole person
model, a clinician becomes a collaborative team
member, which includes the patient-family unit,
community health resources, agency and re-
lated supports.

A clinician’s role often may be that of a man-
ager rather than initiating acute treatment
and cure approaches. The assessment and man-
agement of a geriatric patient can be enhanced
through home or care facility visits. Regular of-
fice or clinic visits, or nursing home or hospital
rounds, enable a geriatrician to manage, detect
early, or even prevent many geriatric health
care problems.>*

Psychological Assessment®-7

Interview
Through the interview process, it is possible to
obtain information regarding a patient’s affect,
cognitive functioning, behavior, and perfor-
mance. Interviews may be structured, including
self-completion forms,? or information may be
obtained through a systematic inquiry.”! Special
techniques are noted for interviewing confused,
disoriented, or demented elderly persons’? or
those who are presenting a variety of ill-
nesses.”? Since elderly persons often present
with both psychogenic and organic symptoms,
careful attention to health history, practices,
and functional observations yield important
clinical data.”®™

Compared with younger patients, an inter-
view with an older adult may require a longer
period of time for history taking with special
attention to later life versus life-long problems.
Attention to peripheral sensory modalities is
critical (i.e., can the person see or hear?). In
addition to medical problems and diagnoses, an
interviewer needs to assess functional capaci-
ties. For example, an older patient may be re-
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quested to walk, read, write, identify common
objects, and perform other functional tasks.
Additionally, patient observations can be made
that include gait, posture, speech, facial expres-
sion, emotional tone, unique or unusual man-
nerisms, and motor performance. Geriatric in-
terview data should be corroborated with
family members for accuracy. An optimal as-
sessment also may entail a non-threatening
manner, pacing, repetition and multiple brief
sessions or observations.”

Behavioral Observations

Applying the principles of behavioral analysis,
based on operant and respondent conditioning
or learning, can be useful clinical tools.® A geri-
atrician, staff, or family actually may record the
behaviors of interest or concern (so-called tar-
get behaviors), along with their frequency, mag-
nitude, and circumstances in which such behav-
iors are exhibited. Recording not only provides
a useful clinical record of behavior, it can serve
to make elderly persons or their families more
aware of when, and under what conditions, be-
haviors of interest occur. These data can provide
rational, problem-solving solutions. A de-
mented patient who ‘‘acts up’’ in social situa-
tions, but who is agreeable at home, may be
behaving inappropriately due to overstimula-
tion. In other words, family members can learn
that overstimulation precipitates inappropriate
behavior, and they can use this in managing the
environment on behalf of a demented elderly
person.

In addition, careful behavioral observations
over time can help to define the clinical course
of a disease or problem. A demented, confused
elderly person who rather abruptly becomes
combative and hostile, for example, may be-
haviorally display the effect of an intercurrent
medical illness.

Psychological Tests
As adjuncts to an interview and observation,
multidimensional assessment formats,’’” brief
and valid cognitive screening instruments,’’-"
adaptations of psychometric tests,* special ger-
iatric projective instruments,?-% and dementia
screening scales,? all are useful with elderly pa-
tients (see Table 9-2 and Volume II, Chapter
10).

When administered, scored, and interpreted

P. R. LeBray

TABLE 9-2 Representative Psychological Tests

Cognitive-general
Wechsler Adult Intelligence Scale-Revised
(WAIS-R, 1981)
Halstead-Reitan Neuropsychological Test Bat-
tery
Luria-Nebraska Neuropsychological Test Battery
Full-Range Picture Vocabulary Test
Ravens Progressive Matrices (Colored)
Cognitive-screening
Mental Status Examination (MSE)
Short Portable Mental Status Questionnaire
(SPMSQ)
Wisconsin Card Sorting Test
Quick Test
Mini-Mental State Examination (MMS)
Memory
Wechsler Memory Scale
Rey Auditory Verbal Learning Test
Complex Figure Test
Memory for Designs Test
Babcock Strong Recall Test
Performance
Complex Figure Test
Bender-Gestalt Test
Benton Visual Retention Test
Block Design (WAIS-R, 1080)
Kohs Blocks
Personality-General
Minnesota Multiphasic Personality Inventory
(MMPI)
Rorschach Technique
Senior Apperception Test
Gerontological Apperception Test
Health/affect screening
Zung Self-Rating Depression Scale
Geriatric Sentence Completion Form
Beck Depression Inventory
Cornell Medical Index
Millon Behavioral Health Inventory
Multidimensional Functional Assessment
(OARS)
Rating scales
Geriatric Rating Scale
Dementia Rating Scale
Portland Adaptability Inventory
Mattis Organic Mental Syndrome Screening
Examination
Sandoz Clinical Assessment-Geriatric

by qualified professionals, these psychological
tests can be useful in describing, predicting, and
defining the interventions for older adults. Ob-
jective and projective measures of intelligence,
memory, personality, symptomatology, and or-
ganic conditions can be made.

Perhaps most widely used is the 10-item
Mental Status Examination (MSE), which was
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developed by Kahn and associates.” Using an
interview format, an examiner asks five ques-
tions that relate to orientation (new knowledge)
and five items that pertain to old information
(remote or stored memory). For example,
“‘what day, month, year is it?”’ or ‘‘who is the
President of the United States?"’ Scoring is rel-
atively straightforward: 0-2 errors (negative for
cognitive impairment), 3-5 (mild), 5-7 (moder-
ate), and over 7 (severe impairment). Variations
of the MSE, including more extensive items or
performance tasks, also are available.?5-%
Cognitive functions, such as intelligence,
memory, reasoning, and behavioral perfor-
mance, can be evaluated by using the Wechsler
Adult Intelligence Scale-Revised (WAIS-R,
1981). This widely used scale of adult intelli-
gence includes norms for older adults that allow
a comparison of test scores of individuals with
their age peers. The WAIS-R yields a full-scale
1Q, a verbal IQ that is derived from six sub-
tests, and a performance 1Q that is derived from
five subtests. The examiner is able to determine
the level of intellectual functioning and descrip-
tive aspects (e.g., vocabulary, reasoning, calcu-
lations, and visuo-practic functioning).
Memory can be evaluated via the Wechsler
Memory Scale, including verbal and non-verbal
retention and recall tasks. Learning with re-
peated trials can be assessed via the Rey Audi-
tory Verbal Learning Test, in which 15 paired
associate items are repeated for five trials and
are concluded with a recognition task. Nonver-
bal recall can be evaluated by using such tests
as the Rey Ostereith Complex Figure, Memory
for Designs, or Bender Gestalt (recall task).
Multiaxial tests (MMPI, CPI*) are quite
lengthy and require relatively functional eye-
sight and reading comprehension. Instead, brief
rating scales or checklists such as the Zung
Self-Rating Depression Scale and the Geriatric
Sentence Completion Form are favored under
most circumstances.®” Multipart batteries, such
as the Reitan Neuropsychological Battery or
Luria-Nebraska are lengthy and require stam-
nia for both the examiner and examinee. How-
ever, portions of such batteries can be em-
ployed separately (e.g., Aphasia Screen, Finger
Tapping, or Left-Right Hemisphere Scales).

* MMPI = Minnesota Multiphasic Personality Inventory.
CPI = California Personality Inventory
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Neuropsychological Testing

Cognitive assets, as well as deficits, can be ex-
plored by using neuropsychological tests.®-%
Such testing can be especially useful as aids in
establishing differential diagnoses, serial testing
(defining the course and progression of a cogni-
tive disease), and prediction of behavior (e.g.,
competency or behavioral safety). For older pa-
tients, a neuropsychological evaluation may be
beneficial in more precisely defining cognitive
disorders. Such data can serve to advise health
care providers, staff, or family members in such
practical matters as optimal communication,
supervision, or behavioral management.

Neuropsychological testing is generally indi-
cated when a concern exists regarding an older
adult’s cognitive functioning. More precisely,
such test data can be helpful for a wide variety
of neurologic or medical diseases (e.g., infarcts,
dementias, systemic encephalopathies, or other
degenerative disorders). Test results can help to
establish functional or behavioral aspects of a
disease, as well as to indicate compensatory
and behavioral management strategies.

Regarding the progression or course of a cog-
nitive disorder, serial testing that uses (for ex-
ample) parallel forms such as the Wechsler
Memory Scale or Luria-Nebraska is recom-
mended. This is necessary in test-retest situa-
tions to account for test learning or practice
effects.?’

It is crucial that a neuropsychologist is sensi-
tive to factors that affect an older patient’s test
performance. Such factors may include: 1)
Testing location; 2) Stamina or fatigue during
the testing process; 3) Test familiarity or experi-
ence; 4) Cautiousness; 5) Incidence of periph-
eral sensory or motor deficits; 6) Interaction of
deficits (e.g., linguistic-motor); and 7) Intercur-
rent illness.’” The major concern is that such
factors, unless adequately appreciated, may be
misinterpreted as cortical deficits in the inter-
pretation of neuropsychological test results.
However, when carefully executed, such test-
ing can be a valuable adjunct to a clinical as-
sessment and treatment.

Intervention
Psychological intervention can be beneficial in
four areas: individual, group, family, and com-
munity. 324338

The reviews of individual psychotherapy
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vary from general discussions,®”* elderly per-
sons and their families,” behavioral ap-
proaches,® psychoanalysis,* psychotherapy
with demented elderly persons,® and special
assessment methods.?'® Therapeutic goals of
patient management, educating family and
staff, using ancillary resources (protective ser-
vices or volunteer visits), and a life review are
frequently mentioned features.?% While indi-
vidual psychotherapy with older patients is clin-
ically valuable, few empiric studies exist.*¢’

Group work with elderly persons can be an
efficient use of limited time and staff, especially
in institutional settings.? Group content, pro-
cess, and leader functions differ significantly
from those with younger adults. Specific ap-
proaches can include resocialization, remotiva-
tion, reality orientation, reminiscing rehabilita-
tion, and cognitive or behavioral retraining.*>%
Elderly groups can be educational (retire-
ment preparation), psychotherapeutic, or social
(resocialization, serving affiliate, or self-help
functions—National Alzheimer Disease Foun-
dation). In geriatric group work, it has been
noted that therapists often must assume a posi-
tion of more authority and responsibility than in
situations with younger people who are more
familiar with this kind of interaction. Reality
focus seems most beneficial, regardless of the
specific type of group. It is advised that geriat-
ric groups optimally meet frequently and
briefly, as opposed to the more conventional 90-
minute sessions.3>%

In many geriatric groups, life review and
reminiscing are Key ingredients, since older
adults tend to reflect on past experiences in at-
tempts to provide an identity and meaning for
themselves in the present. Thus, they integrate
their lives as they have lived them with their
current selves.”3? Besides reactivating inter-
ests and social responsivity in the presence of
others,” groups provide alternatives to tradi-
tional mental health services, which include:
neighborhood, organizations, institutional gov-
ernments, informal drop-in centers, and a vari-
ety of day care and day treatment programs.5’

Adults in the United States most often grow
old in the social context of their families. Fam-
ily and kinship dynamics are extremely impor-
tant to clinical insight.”> The presence or ab-
sence of family has been noted to be of great
significance in psychotherapy for elderly per-
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sons.* Where family relation conflicts are deter-
mined, the family systems approach (involving
all family members) and a focus on their per-
ceived problems and solutions has much to of-
fer.’ Frequent issues may include competency,
care-giver dilemmas, abuse, sexuality, and in-
tergenerational conflicts and disputes over real
property.%?

Community intervention is based on the fact
that a geriatrician often must assume an advo-
cacy role on behalf of elderly patients, espe-
cially when family support is lacking. With re-
spect to mental health, traditional delivery
systems simply are not effective.!”2 As with
intervention, there are important differences in
how geriatric health services are organized.
Creative options are being explored in innova-
tive institutional and community mental health
programs.% The need is apparently great. One
epidemiologic study indicated that some 81% of
all community-residing older adults who might
benefit from mental health services are not re-
ceiving them.®

Psychological Consultation

As licensed health care providers, psycholo-
gists have a major role and responsibility in car-
ing for this nation’s older adult population.
Working collaboratively with physicians and
other health care providers, psychologists can
be effective team members in the assessment,
treatment, and consultations that involve el-
derly persons and their families.®® Psychologi-
cal consultation is significantly more than deter-
mining whether or not a patient is ‘‘crazy.”” A
consultation is indicated to objectively evaluate
a range of cognitive disorders, behavioral dis-
turbances, and affective or interpersonal dys-
functions; also, perhaps, to aid in such later life
transitions as widowhood, retirement prepara-
tion or adjustment, disability, sexuality, and
marital or family concerns.

A physician should be prepared to discuss a
patient and his or her concerns with a consult-
ing psychologist who can render a report that
includes background information, family con-
cerns, test results, diagnostic impressions, and
care or treatment recommendations. Based on
the fact that many geriatric patients have both
psychogenic and organic problems, a physician-
psychologist partnership has much to recom-
mend on behalf of all concerned.!!
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CHAPTER 10

Instruments to Assess Functional Status

RosAaLIE A. KANE, D.S.W.

The essence of geriatric practice is the expert
management of a patient’s needs. To accom-
plish this goal, a geriatric team must translate
its knowledge about a patient’s functional abili-
ties and limitations, psychological state, social
supports, and personal preferences into recom-
mendations that often have far-reaching effects
on a patient’s life style. This requires a physi-
cian to become involved in collecting, synthe-
sizing, interpreting, and weighing a formidable
amount of patient-specific information. Much of
this information differs, in kind, from labora-
tory values, physical signs and symptoms, and
radiology results, which are combined to reach
a medical diagnosis.

The gerontologic and geriatric disciplines
have spawned a large family of diverse and un-
ruly assessment tools to measure various as-
pects of the physical, mental, and social func-
tioning of old people.! These instruments range
from brief screening tools to comprehensive
multidimensional batteries that yield multiple
scores. Some of these latter instruments have
become enshrined as multipurpose instruments
that are used, without adaptation, to identify
patients who are at risk, to develop the informa-
tion base for care planning, to monitor care, and
to generate the outcome measures for evaluat-
ing the care programs. Unfortunately, the effec-
tive all-purpose geriatric assessment tool is as
illusory as the proverbial free lunch. Instead,
assessment instruments should be tailored to
the purposes at hand.

This chapter discusses the considerations for
a physician in choosing assessment tools to in-
corporate into clinical practice. The choice of

instruments depends on the purpose of the mea-
surement (e.g., screening, initial care planning,
monitoring, or program evaluation) and the ex-
pected characteristics of the population being
assessed. Beyond the choice of instruments, a
geriatric team needs to consider the general
measurement strategy, which includes criteria
for deciding who conducts the assessment,
when, where, using which informants, and with
what level of detail.

What is Measured?

Physical, mental, and social factors almost
seem inextricably intertwined in the etiology of
functional impairment in elderly persons. A cli-
nician needs both a measure of the extent and
nature of the functional impairment itself (e.g.,
what can the patient do, what does the patient
do) and measures of the separate components
that might account for the functional results
(e.g., physical health, pain, or discomfort lev-
els, depression, social circumstances, and so
on). The latter determinations offer clues to the
cause of functional impairments; therefore,
they suggest appropriate strategies for a remedy
of the functional impairment depicted in the
first measure.

A general functional measure must take into
account the capabilities of a patient, the social
environment in which a patient is located, and
the resources (financial and otherwise) at a pa-
tient’s disposal to minimize the functional ef-
fects of physical or mental impairments. For
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convenience, the characteristics to be mea-
sured can be separated into several domains.

Physical Functioning

General physical health can be measured
through combinations of symptoms, diagnoses,
physical handicaps, categories of drugs that are
taken, and reports of disruptions due to ill-
nesses (e.g., hospital days per year, bed days
per year, or days unable to perform usual ac-
tivities) to produce a summary statement of
a person’s health status.? Self-ratings and
professional ratings of health also may
be incorporated into such measures. This ap-
proach offers an overview of morbidity levels
(actual and self-perceived) and can be incorpo-
rated into self-completed questionnaires, which
are supplemented by checklists to be completed
by a physician or other care-givers. Pain and
discomfort also merit measurement (both alone
and to contribute to a summary score); how-
ever, at present, our ability to gauge this char-
acteristic systematically is rudimentary.

Self-Care Abilities/Independent Living
Skills

Geriatricians concur in the importance of mea-
suring abilities linked to self-care. Conven-
tionally, a distinction has been made between:
1) Basic activities of daily living (ADL) that
keep an individual fed, clothed, toileted, and
clean; and 2) More complex, so-called instru-
mental activities of daily living (IADL) that may
be necessary for independent living. The IADL
activities include cooking, cleaning, laundry,
using the telephone, using public or private
transportation, managing money, or taking
medicines. The performance of these functions
depends on a happy combination of physical
abilities, mental acuity, motivation, and social
circumstances. Social factors, in particular,
must not be overlooked. For example, it is eas-
ier to use public transportation if the bus stop is
nearby. Some men who cannot prepare meals
simply may have never learned to cook. Labor-
saving equipment may change laundry from an
impossibility to a manageable task. Self-medi-
cation may become possible through a strategy
of simplifying the regimens, making containers
more readily distinguishable, and eliminating
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child-proof caps. The care team can exercise
ingenuity in its efforts to improve IADL scores,
which (in turn) are related to independent com-
munity living.

Mental Functioning

Although general measures of mental function-
ing are available, it is a disservice to elderly
persons to combine information about cognitive
abilities and general affective status into a sum-
mary statement. As it is, cognitive abilities and
affective states interact with the confusion of a
care-giving team. Therefore, it is worthwhile to
measure the cognitive and affective dimensions
separately. Cognition can be further divided to
include (for example) memory, perception,
judgment, calculation, and social intactness.
Some persons can participate lucidly and ap-
propriately in a wide range of social experi-
ences and make judgments about an immediate
situation, despite considerable memory loss.
Cognitive measures should be sensitive enough
to pick up these distinctions, which have practi-
cal implications for care-planning.

Affective status measures must include a
measure of depression that is capable of differ-
entiating the saddened mood states prevalent in
the entire population (and especially among el-
derly persons) from a sustained and severe de-
pressive state that puts an individual at risk for
deteriorating functioning, self-destructive be-
havior, and high mortality rates. Anxiety is a
second affective component worthy of atten-
tion, especially because it may be the impetus
for hasty decisions regarding a change in life
style.

Social Functioning

Social functioning includes social contacts and
relationships, social roles, resources, and activ-
ities. These characteristics have an objective
and a subjective component. The frequency and
range of social contacts and activities can be
enumerated; however, only a patient can indi-
cate whether the observable social circum-
stances are perceived as satisfactory. A geriat-
ric team is interested in the extent and nature of
the available social support from two perspec-
tives: 1) Its potential for providing care and as-
sistance to a patient; and 2) Its potential for
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meeting a patient’s needs for human affiliation
(e.g., companionship and the giving and receiv-
ing of confidences). The geriatric field also has
developed summary measures of a perceived
social well-being that measures abstractions
such as morale, life satisfaction, or content-
ment.>- Finally, a new and promising area of
instrumentation is evolving to measure ‘‘per-
son-environment fit.”” This requires that infor-
mation about an individual’s functional abilities
and value preferences be combined with objec-
tive information about a given social environ-
ment. The score generated measures the desir-
ability of the environment for that particular
person.

Judging the Need for Care

The geriatric team is increasingly being asked to
determine how much care is needed, of what
type, and for how long. Some assessment tools
have been developed to help a care-planner de-
cide what is needed on the basis of observed
functioning, the likelihood of ameliorating that
functioning, and the measured social supports.
Of course, the formulas used to move from as-
sessment to prescription of health care and sup-
portive services require assumptions that are
based on value judgments. How much risk
should individuals be permitted to take? How
protective should care be? How much expecta-
tion do we have for relatives to provide care? It
is crucial that a physician examine and consider
the assumptions embedded in the tools used to
establish program eligibility in his or her state,
locality, or organization.

Why Measurement?

Measurements are distinguished from non-
standardized clinical judgment in the specificity
and uniformity they bring to the assessment
process. The implication of measurement is that
standardized techniques will be used to gather
and record information. Clinicians sometimes
argue that such standardization dehumanizes
and oversimplifies the complex phenomena be-
ing observed, hampers the artistry of the intui-
tive care-giver, and interferes with the physi-
cian-patient relationship.

R. A. Kane

This argument creates a spurious dichotomy
between measurement and clinical assessment.
The instruments used to measure functional sta-
tus gauge the limitations of capability or perfor-
mance, but they do not explain the etiology of
the observed phenomena. A full medical history
and physical examination, with its accompany-
ing tests, are still needed to find out what is
wrong. Clinical judgments often can become in-
corporated into the measures. None of the as-
sessment tools discussed in this chapter can be
used to reach a diagnosis. Conversely, a diag-
nosis alone gives little information about the ca-
pacity for independence once a patient is diag-
nosed as suffering from arthritis, diabetes, heart
disease, or a dementing illness. Little has been
explained about a patient’s capabilities and
prognosis for independent living.

Measurements are needed to evaluate the ef-
fects of treatments or simply to monitor
changes over time in the functional areas so
important to a patient. Without systematically
looking for changes in the psychological and
social functioning associated with medical
treatment, such changes will be found only in a
haphazard fashion. Also, without implementing
a measurement strategy that is applied consist-
ently, a physician is hampered in interpreting
his or her observations. A precipitous change in
any measurement may be more important than
the actual measurement itself. For example, we
may note two patients whose weekly social
contact is limited to one face-to-face encounter
and one daily telephone call. However, for this
one patient, this may represent a continuation
of a stable pattern and, for the other patient, it
may be an ominous change in a previously gre-
garious individual.

Measurements are also needed to identify
cases from a larger population and to determine
both their need and eligibility for publicly
funded services. The eligibility issue becomes a
quasi-legal matter, with equity demanding con-
sistency in assessment approaches. The mea-
surement also can be an organizing tool for a
geriatric team, and even for the patients or their
families. It is a systematic way of considering
all circumstances and factors relevant to devel-
oping a plan to maximize a patient’s indepen-
dence. Optimal care plans flow from a good as-
sessment.
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Measurements also serve a community func-
tion beyond the planning and evaluating of one
individual’s care. For want of a nail, the nur-
sery rhyme tells us, the battle was eventually
lost. Perhaps, for want of a sensible and inex-
pensive service (e.g., hearing aids or home
modifications), patients are experiencing undue
functional impairments and ultimately are be-
ing offered more disruptive and expensive ser-
vices (e.g., nursing home care or daily in-home
services). However, we can only document
such situations through an aggregation of cases
that have been assessed in a uniform manner.
Similarly, this systematic assessment forms the
basis for program evaluation and for many qual-
ity assurance techniques that use patient-spe-
cific outcome measures. '

Finally, systematic measurement has stra-
tegic significance for training in the health pro-
fessions, for resocializing previously trained
practitioners, and for demonstrating the impor-
tance of geriatric programs. Appropriate as-
sessment tools that can demonstrate a positive
change can combat the pervasive prejudice that
geriatric care makes no difference. For instru-
ments to have this effect, they must be able to
capture increments of improvement or deterio-
ration at the lower end of the functional spec-
trum. Some measures perpetrated on an older
patient are akin to measuring nail growth in
yards—there is little likelihood that the nail’s
growth measured so far will ever occur! Armed
with suitable assessment tools, it also is possi-
ble to teach paraprofessionals (nurse’s aides or
home health providers), family members, or
perhaps patients themselves to monitor impor-
tant changes and to take appropriate actions to
intervene or summon other assistance. Even
when assessment tools have been designed for
an older population, many still are insensitive to
meaningful functional levels in the frail elderly
populations found in nursing homes.

Types of Measures and Scores

The available measurements differ in their
scope and detail. Some are designed as screen-
ing tools, whereas others are designed for thor-
ough evaluations. Both a screening tool and a
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detailed instrument may be unidimensional
(i.e., measuring a single dimension of function-
ing) or multidimensional. Instruments also dif-
fer in the extent to which they summarize infor-
mation through one or more scores.

Some instruments for geriatric assessment
are, in actuality, standardized recording for-
mats. (An example is the PACE* methodology
developed for multidisciplinary assessment and
care-planning for nursing home residents.%’
This technique involves applying decision rules
to making a large number of observations, but
no effort is made to summarize the information
through scoring techniques. Similarly, many of
the tools used to measure social functioning are
purely descriptive, with no effort to weigh the
information to rank the adequacy of that func-
tioning; in contrast, other tools do provide
scores. There are screening instruments, for ex-
ample, that score cognitive functioning, com-
plete with cutoff scores to suggest when a pa-
tient is not a reliable informant.®® There are
multidimensional assessment tools that yield a
single score, such as the Sickness Impact Pro-
file'%12; or, a score for each domain, such as the
OARS* instrument. '3

The development and interpretation of
scores on the assessment batteries involves
several considerations.

Norms

Before drawing conclusions that certain pat-
terns are pathological, one needs information
about their normal distribution. There is a dan-
ger that we will focus on observed problems
and functional impairments in the patients who
are being assessed and then undertake protec-
tive interventions without realizing that the
phenomenon is prevalent in the population
at large. Similarly, without population-based
norms, a program may be held responsible for
poor outcomes that exist independently of that
program (e.g., a nursing home held responsible
for depression when its prevalence mirrors that
of the general population).

* PACE = patient appraisal and care evaluation; OARS =
Older Americans Research and Service (Center Instru-
ment).
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Thresholds

For the voluminous descriptive information to
have clinical significance, one must define
thresholds below which the observations con-
note a problem. The geriatrician is not so inter-
ested in developing the perfect scale to capture
a range of social behavior as he or she is in
developing mechanisms for determining when
an individual has reached a level of social isola-
tion, depression, or fragile social support that
requires professional assistance.

Cultural Differences

Interpretations must take into account differ-
ences that are based on ethnicity or social class.
The interpretations also must consider age-co-
hort characteristics, which may involve behav-
ior patterns and preferences that differ from
those of the care providers and assessors.

Selecting an Instrument

Reliability and validity, of course, are general
considerations for choosing an instrument. Re-
liability—the property of producing the same
result in repeated applications in the absence of
real change—is poorly established for many
instruments now in use. Inter-rater relia-
bility most often is established through asking
several interviewers to complete the form on
the basis of a standardized stimulus, such as a
videotaped interview. When multiple interview-
ers gather the information independently, it is
much more likely that interviewer styles and
sensitivities or extraneous circumstances of
a particular interview introduce unreliable
results. This is particularly true if the method of
assessment involves either questioning or ob-
serving a patient directly. Professional ratings
have a better chance of being reliable, but they
also may not be valid. For example, consider
when floor nurses rate the ADL capacity of
their patients based on widely shared beliefs,
but without empirical verification.
Validity—the property of measuring what
one intends to measure—is difficult to achieve
when given the abstractions that we examine in
geriatrics. There is an ever-present danger that
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scales purporting to measure complex qualities
(e.g., cognitive ability, social support, or mo-
rale) become too trusted. Sometimes, we act as
though the measurement were a concrete mani-
festation of the property measured (e.g., height
or weight) instead of an approximation of an
elusive concept. Because action based on such
measures can set in motion a self-fulfilling
prophecy, it is important that the geriatrician
examine the items in the scales used and under-
stand the arguments made for their validity.

Beyond reliability and validity, other consid-
erations are important for the selection of the
measurement strategy.

Choice of Informant

A decision about whether the informant is to be
the patient, a family member, or a professional
care-giver can influence the results rather mark-
edly. In general, there is too much reluctance to
get information directly from an elderly patient.

Type of Information

Related to the choice of informant is the deci-
sion about the type of information that will be
used. Information may be gathered from ratings
that are based on general observation or on spe-
cific demonstrations of abilities, or from a self-
report.

Capacity Versus Performance

Functional abilities may be measured according
to the capacity to perform a function or ac-
cording to the actual behavior in performing
that function. For example, we can measure the
extent to which a patient can bathe him- or her-
self or the extent to which he or she does bathe
him- or herself. Capability can be assessed
through self-report (e.g., “‘can you walk 10
feet?’’) or through demonstration (e.g., ‘‘show
me how you would walk 10 feet.’’) The former
method is subject to distortions due to an exag-
geration or underestimation of abilities,
whereas the latter method can be cumbersome.
However, it is possible to apply assessment
techniques by using demonstrations for a wide
variety of functions, such as making change,
using the telephone, dressing, taking medicine,
reading, or writing (the Performance ADL test
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is a good example'¥). There are times, however,
when it is more appropriate to assess actual per-
formance than the capacity to perform. For ex-
ample, a physician may want to use a patient-
specific assessment to determine whether the
quality of life is adequate in a particular long-
term care facility. In that case, it is much more
important to know whether the patient does go
‘out than whether he or she can go out, or
whether he or she does take a bath by him- or
herself than whether he or she can do so. If a
question were posed in terms of capacity, real
restrictions in independence might slip by unno-
ticed.

Time Frames

Available instruments vary in the time frames
established for measurement. They may probe
one’s behavior or feelings right now, over a re-
cent short period (e.g., 1 day, 1 week, or 1
month), over a longer period such as 1 year, or
even over an entire lifetime (e.g., ‘‘have you
ever felt short of breath?’’). The shorter the
time period in question, the more likely that
accurate information can be recalled. However,
if the object is to assess a particular patient
rather than to describe a whole population, a
short time frame is inappropriate to tap rare—
but important—social events. For example,
‘‘last week’’ would be an injudicious time pe-
riod on which to base an understanding of a
patient’s contact with out-of-town relatives.

Place and Time of Measurement

Too often, elderly persons are at a disadvantage
when they are assessed. In an acute care hospi-
tal, for example, they experience the unfamil-
iarity and dependency-engendering nature of
the surroundings. Furthermore, they still may
be recovering from an acute episode. Inevita-
bly, some assessment must occur in an acute
hospital, but the assessor should regard that in-
formation as a likely understatement of a pa-
tient’s capabilities. When in doubt, it might be
worthwhile to send a patient home and to assess
what occurs under those circumstances, even if
a patient falls into the large group of hospital
patients who technically are eligible for nurs-
ing home care because of a functional impair-
ment.
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Amount of Detail

A considerable variation is available in the
amount of detail that is offered by a measure-
ment tool. For example, let us consider mea-
sures of the ADL. The most commonly in-
cluded items are bathing, dressing, getting to
the toilet, transferring, and feeding. A parsimo-
nious way of measuring these items is used in
the Katz ADL scale,® where each function is
dichotomously rated as either independent or
dependent (see Table 10-1). Other scales intro-
duce a wider range of response choices, which
at least differentiate between complete indepen-
dence, independence with equipment, depen-
dence on help from other persons or complete
dependence. For example, the Barthel Self-
Care Rating Scales'® have permitted more re-
sponse categories and also have increased the
number of items by dividing the tasks (e.g.,
drinking from a cup or eating from a plate) (see
Table 10-2 for a portion of the Barthel Self-Care
Rating Scales). In another modification of ADL
measurement that was designed for an arthritis
program, separate ratings are made of the speed
of performance and the pain or discomfort that
accompanied the performance.!” In rehabilita-
tion settings, extremely detailed approaches to
ADL measurement that divide each task into
numerous subcomponents are available.'8

Purpose of Measurement

The purpose of the measurement should influ-
ence the choice of the assessment tool and the
general assessment strategy.

Screening

If the instrument is to be used for screening and
case-finding, then brevity is important. The
items included on a brief instrument should be
selected to achieve the desired sensitivity and
specificity. To screen for depression in a
recently bereaved elderly person, one seeks a
tool that specifically picks up severe depres-
sion. Asking a person, ‘‘how often have you
thought of killing yourself?”’ is more useful than
asking, ‘“‘how often do you feel sad and blue?”’
The latter question would pick up so many
false positives that another layer of screening
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TABLE 10-1 Katz Index of ADL

R. A. Kane

Index of Independence in

Activities of Daily Living
The Index of Independence in Activities of Daily Living is based on an evaluation of the functional inde-
pendence or dependence of patients in bathing, dressing, going to the toilet, transferring, continence, and
feeding. Specific definitions of functional independence and dependence appear below the index.

QMmoo w»

Dependent in all six functions.

Independent in feeding, continence, transferring, going to toilet, dressing, and bathing.
Independent in all but one of these functions.

Independent in all but bathing and one additional function.

Independent in all but bathing, dressing, and one additional function.

Independent in all but bathing, dressing, going to toilet, and one additional function.
Independent in all but bathing, dressing, going to toilet, transferring, and one additional function.

Other Dependent in at least two functions, but not classifiable as C, D, E, or F.

Independence means without supervision, direction, or active personal assistance, except as specifically
noted below. This is based on actual status and not on ability. A patient who refuses to perform a func-
tion is considered as not performing the function, even though he or she is deemed able.

BATHING (Sponge, shower or tub)

Independent: assistance only in bathing a single
part (as back or disabled extremity) or bathes
self completely

Dependent: assistance in bathing more than one
part of body; assistance in getting in or out of
tub or does not bathe self

DRESSING

Independent: gets clothes from closets and
drawers; puts on clothes, outer garments,
braces; manages fasteners; act of tying shoes is
excluded

Dependent: does not dress self or remains partly
undressed

GOING TO TOILET

Independent: gets to toilet; gets on and off toilet;
arranges clothes, cleans organs of excretion
(may manage own bedpan used at night only
and may or may not be using mechanical sup-
ports)

Dependent: uses bedpan or commode or receives
assistance in getting to and using toilet

TRANSFER

Independent: moves in and out of bed indepen-
dently and moves in and out of chair indepen-
dently (may or may not be using mechanical
supports)

Dependent: assistance in moving in or out of bed
and/or chair; does not perform one or more
transfers

CONTINENCE

Independent: urination and defecation entirely
self-controlled

Dependent: partial or total incontinence in urina-
tion or defecation partial or total control by
enemas, catheters, or regulated use of urinals
and/or bedpans

FEEDING

Independent: gets food from plate or its equiva-
lent into mouth (precutting of meat and prepa-
ration of food, as buttering bread, are excluded
from evaluation).

Dependent: assistance in act of feeding (see
above); does not eat at all or parenteral
feeding.

Evaluation Form

Name Date of Evaluation

For each area of functioning listed below, check description that applies. (The word ‘‘assistance’’ means

supervision, direction of personal assistance.)

BATHING—either sponge bath, tub bath, or shower
O O

Receives no assistance (gets in
and out of tub by self if tub is
usual means of bathing)

Receives assistance in bathing
only one part of body (such as
back or a leg)

O
Receives assistance in bathing
more than one part of body (or
not bathed)

DRESSING—gets clothes from closets and drawers—including underclothes, outer garments, and usin

fasteners (including braces, if worn)

Gets clothes and gets com-
pletely dressed without assis-

Gets clothes and gets dressed
without assistance except for
tance assistance in tying shoes

d
Receives assistance in getting
clothes or in getting dressed,
or stays partly or completely
undressed
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TOILETING—going to the ‘‘toilet room’’ for bowel and urine elimination; cleaning self after elimination

and arranging clothes

Goes to ‘‘toilet room,’’ cleans
self, and arranges clothes with-
out assistance (may use object
for support such as cane,
walker, or wheelchair and may
manage night bedpan or com-
mode, emptying same in
morning)

TRANSFER

Moves in and out of bed as
well as in and out of chair
without assistance (may be
using object for support such
as cane or walker)

CONTINENCE
0

Controls urination and bowel
movement completely by self

FEEDING

Feeds self without assistance

0
Receives assistance in going to
‘‘toilet room”’ or in cleansing
self or in arranging clothes
after elimination or in use of
night bedpan or commode

O
Moves in or out of bed or
chair with assistance

O

Has occasional ‘‘accidents’

O
Feeds self except for getting
assistance in cutting meat or
buttering bread

O
Does not go to room termed
“‘toilet”’ for the elimination
process

O
Does not get out of bed

Supervision helps keep urine
or bowel control; catheter is
used or is incontinent

O
Receives assistance in feeding
or is fed partly or completely
by using tubes or intravenous
fluids

Sourck: Katz S, Ford AB, Moskowitz RW, et al: Studies of illness in the aged. The Index of ADL: A standardized

measure of biological and psychosocial function. JAMA 185:94ff, 1963. Used with permission.

would be needed to identify those who are at
greatest risk. When a condition frequently oc-
curs in the population and ranges in its severity,
the specific approach seems to be indicated
even if some real cases are missed. In contrast,
when screening for a relatively rare condition
with life-threatening implications (e.g., elder
abuse) a more sensitive screening tool is desir-
able. The false-positives can later be eliminated
without enormous expense.

We may appropriately question whether the
tools currently being used to screen for demen-
tia are too sensitive, especially given the fre-
quency of at least some memory loss, the heavy
use of prescription drugs, and the lack of social
milestones to prompt one’s memory for date
and place. They may be useful when routinely
used to alert a clinician to memory loss and to
set in motion a process of ruling out alternative
causes. Such tools should never be used to di-
agnose dementia.!”®

Sometimes, screening measures are com-
bined with a longer assessment tool, so that a
failure of the initial screen triggers the more in-
depth assessment. However, such strategies re-
move the major advantage of screening; that is,
doing a preliminary sorting inexpensively. For
the convenience of both care-givers and pa-
tients, screening tools should be refined so that
they can be administered by telephone or by
receptionists. There also is a considerable un-
tapped potential for using self-report screening
tools that can be completed by patients and
their families before an encounter with a phy-
sician.

Comprehensive Assessment

Comprehensive assessment tools need to be
conducive to the needs, pace, and constraints
of clinical encounters. They should contain
branching questions, so that patients need not
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TABLE 10-2 Examples of Items from Barthel Self-Care Rating Scales

Score Items
Transfer/chair

0 Intact Able to approach, sit down, or get up from a regular chair safely; if in wheelchair, able
to approach a bed or another chair, lock brakes, lift foot rest, and safely perform either
a standing pivot or sliding transfer; able to return safely, changing the position of the
wheelchair if necessary; able to remove and replace arm rest if necessary.

1 Limited As above but requires adaptive or assisting devices such as a sliding board or a lift, or
takes more than a reasonable time, but does not require assistance.

2 Helper Minimal assistance or lifting is required.

Dress upper body

0 Intact Able to dress and undress upper body, including obtaining clothes from their customary
places such as drawers and closets; able to handle bra, slip, pullover garment and front-
opening garment, as well as manage zippers, button, and snaps.

1 Limited Requires prior retrieval or arrangement of clothes, or able to dress presentably in spite
of omission of some of above or through use of special closures, or takes more than a
reasonable time.

2 Helper Patient performs at least one-half the effort him- or herself.

Bladder continence

0 Intact Complete voluntary and elective control of bladder (never incontinent).

1 Limited Has catheter, urinary-collecting device or urinary diversion; able to clean, sterilize, and
set up the equipment for irrigation without assistance; able to assemble and apply con-
dom drainage or an ileal appliance without assistance; able to empty, put on, remove
and clean leg bag or empty and clean ileal appliance bag; no accidents. May have blad-
der urgency.

2 Helper Needs assistance with external device, or has occasional accidents, or cannot wait to
get bedpan or to the toilet in time.

3 Null Incontinent despite aids or assistance.

Bowel continence

0 Intact Complete voluntary and elective control of the bowels (never incontinent).

1 Limited Regularly requires stool softeners, digital stimulation, suppository, laxative, or enema,
but does not require assistance; has colostomy but does not require assistance; no acci-
dents. May have bowel urgency.

2 Helper Needs assistance using suppository or taking an enema or has occasional accidents.

3 Null Incontinent despite aids or assistance.

SOURCE: Sherwood SJ, Morris J, Mor V, et al: Compendium of Measures for Describing and Assessing Long Term Care
Populations. Boston, Hebrew Rehabilitation Center for Aged, 1977, mimeographed.

be offended, inconvenienced, or made anxious
by questions that are either too easy or too diffi-
cult. They should be keyed to thresholds with a
clinical significance and be capable of mea-
suring functioning in increments that reflect
improvements or deterioration which are
meaningful to a patient. The comprehensive
assessment tool should provide the basis for
care decisions and, thus, should provide infor-
mation about capacity as well as performance;
it also should provide for the notation of infor-
mation that is relevant to the etiology of a func-
tional limitation. They should permit easy in-
corporation into office routines. Here, a
physician might consider assigning a nurse or

social worker to administer the comprehensive
assessment.

Monitoring

One monitors for two general reasons: 1) To
observe any change in problems that have been
noted and, perhaps, treated; and 2) To rescreen
in areas where no problems were found. The
frequency and detail of the monitoring should
depend on the type of problem, the type of regi-
men that was introduced, and the expected fre-
quency of change. Although medical providers
generally understand the importance of devel-
oping a monitoring strategy for the use of potent
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drugs, they are less conscious of the need to
monitor the effects of socially oriented deci-
sions (e.g., nursing home placements, decisions
to send a patient home under the care of a frail
relative, or a posthospital, adult foster care
placement). The effects of such interventions
can be monitored with the help of specially de-
signed tools. It also is feasible to involve para-
professional personnel, relatives, and patients
themselves in this monitoring.

Role of Value Judgments

Assessment instruments have a veneer of sci-
ence. Itis easy to forget that they embody value
judgments at every step. Values are reflected in
the choice of items to be measured and the way
results are scored (i.e., the way items are
weighted in an overall score). Most of all, value
judgments are reflected in the decision rules by
which the information generated by the assess-
ment is translated into an action plan.

Half Empty or Half Full?

No matter how detailed an assessment, eventu-
ally a judgment is required about what the infor-
mation means. Does a describable set of social
conditions add up to an adequate or inadequate
environment for self-care? Does a S on a scale
of 1-10 in physical functioning mean that a pa-
tient can or cannot live alone? Such questions
are interpreted according to the optimism or
pessimism of the beholder.

A physician may not be fully aware of the
implications of a recommendation that a patient
receive substantial amounts of assistance. Such
a prescription can set into motion a chain of
events whereby care at the intervals and inten-
sity suggested is deemed too expensive to de-
liver in the community. Thus, a benevolently
protective interpretation of this assessment
data may be responsible for iatrogenic depen-
dency and social disruption. This is particularly
true if a concerned and risk-averse family is
acting on a physician’s advice. The interpreta-
tions are further tempered by philosophical be-
liefs regarding whether it is better to err on the
side of offering too much or too little care.

"The very act of assessment involves taking
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inventory of a person’s limitations, which then
may seem to add up to a heavy weight of prob-
lems. A more optimistic stance requires a con-
sideration of the strengths that an individual
brings to the situation. Sometimes, the instru-
ment itself seeks out evidence of strength; an
example is the inclusion of ‘‘positive cognition”’
in the criteria for identifying dementia.?

Setting Goals

The purpose of assessment is to lead to care
plans that will improve or prevent the deteriora-
tion in functional status. However, we have ar-
gued for a far-ranging assessment of physical,
mental, and social factors; each of which, in
turn, can be divided into several dimensions.
When a clinician establishes goals for care, he
or she must have determined which outcomes
are to be maximized. Value preferences are at
the heart of that determination. If activity
comes at the expense of physical comfort, if
mental alertness comes at the expense of pain,
if social satisfaction comes at the expense of a
considerable risk to safety, what goals should a
health care team adopt? Should the preferences
of a patient be consulted? Those of the family?
The care-givers themselves? Or, perhaps, the
person or agency paying the bill? These are im-
portant decisions that require thoughtful atten-
tion. The assessment itself will not provide the
answer, but the assessment will provide the ba-
sis for predicting a variety of likely outcomes of
various care strategies.
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Ethical Dimensions of the
Physician-Patient Relationship

ANDREW JAMETON, PH.D.

The ethical aspects of the physician-patient re-
lationship are shaped by such factors as the
medical tasks at hand, the understanding or im-
plicit contract between a physician and patient,
the expectations that both physician and patient
have of medical care, the social and institu-
tional background of medical practice, and the
personal and professional values that physi-
cians and patients bring to the interaction. In
this chapter, we will focus on four related as-
pects of the physician-patient relationship: 1)
Autonomy and paternalism; 2) Truth-telling and
disclosure; 3) Adherence to medical regimen;
and 4) Problem patients. Underlying all four of
these are questions about who should make de-
cisions regarding therapy and whose evalua-
tions of health, illness, and the quality of ther-
apy should govern health care.

Autonomy and Paternalism

The degree to which physicians may legiti-
mately influence their patients’ decisions has
been a subject of lively debate during the last 2
decades.'-* Making decisions for others gener-
ally is termed ‘‘paternalism’ or ‘‘parental-
ism,”’”7 and the polar positions in this contro-
versy can be conveniently labelled ‘‘traditional
paternalism’ and the ‘‘patient choice model.”

Proponents of both positions agree that phy-
sicians legitimately possess a measure of medi-
cal authority that arises from their professional
obligation to maintain both knowledge and ex-
pertise in medicine.®° Physicians can authorita-
tively educate patients about medical matters.

Where patients have misapprehensions about
the nature of their disease or what to expect
from treatment, physicians can offer more real-
istic accounts. In addition, physicians have a
professional commitment to use science in the
service of humanity, to encourage health, and
to treat diseases and injuries. Physicians are ex-
pected to respect these goals and to refuse to
cooperate with unwise or substandard practices
(even when requested by patients), unless con-
vincing reasons can be given for setting these
standards aside. Thus, most commentators
agree that physicians may legitimately attempt
to persuade patients of the importance of health
and freedom from disease and to educate them
about appropriate therapies.

The Traditional Paternalism Model

Traditional medical paternalism is an extension
of two features of this core concept of author-
ity. First, many patients rely on physicians to
guide them securely through bouts of a disease,
to rescue them from the threat of death, and to
wield the powers of science to lessen suffer-
ing.!'® Even when a patient is less trusting, medi-
cal therapies that are controlled by a physician
can have a significant impact on a patient’s
comfort and life. Also, health care institutions
often place considerable decision-making
power in the hands of physicians, while individ-
ual patients lack the means to control these in-
stitutions.!" Thus, physicians have significant
psychological, medical, and institutional power
regarding the important health decisions of their
patients. Second, health care practice broadly
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involves clinicians in intimate personal issues
such as family relations, sexuality, judgments
of maturity and sanity, employment counseling,
and so on. A sensitive physician can easily be-
come a psychological and personal counselor
for patients. Thus, physicians can extend their
guidance beyond medicine to include personal
and moral realms.?

Traditional paternalism combines these two
elements of power and intimacy. Traditional pa-
ternalists believe that, on some occasions,
sound practice requires using power and an inti-
mate knowledge of their patients to direct them
forcefully toward proper treatment in three
ways: 1) A physician may guide patients toward
values that he or she personally holds in high
regard. A physician who believes in responding
quickly and aggressively to problems may press
for immediate treatment and may override a pa-
tient’s preference for a slower pace; 2) A physi-
cian may assume that a patient accepts the
same health values as that physician and, there-
fore, may move quickly ahead with procedures
without inquiring into a patient’s wishes; and 3)
A paternalist physician may overrule the judg-
ment of patients who seem to be making a mis-
take. For instance, patients may need to be
pressed to accept a burdensome, but ultimately
beneficial, treatment such as cancer chemother-
apy. Even people who ordinarily are fully com-
petent can become stressed, confused, or de-
pressed by medical urgencies. Paternalist
physicians may obtain a patient’s compliance
with their judgments through the weight of med-
ical authority, direct instructions, the theater of
infallibility, playing on fears and dependencies,
ignoring objections and questions, or communi-
cating information selectively.

The Patient Choice Model

The patient choice model rejects practices of
the traditional paternalist model as being incon-
sistent with the ethics of medicine. This posi-
tion holds that, insofar as possible, all decisions
regarding medical care should be made by indi-
vidual patients. In its purest form, the patient
choice model sees a physician as limited to in-
forming patients about therapeutic options, dis-
cussing the pros and cons of these options, and
answering questions. Patients are expected to
take this information and use it, together with
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personal values and self-knowledge, to make
decisions on treatment that health professionals
are expected to accept.

This antipaternalist position has its philo-
sophical roots in the works of Immanuel Kant
and John Stuart Mill.*'* Kant saw autonomy as
a major element of respect among persons. Au-
tonomy is the ability to choose and to carry out
actions because of goals and values that one
perceives as being one’s own.!>-!7 Paternalism
violates autonomy by taking control from the
patients and placing it in the hands of their med-
ical care-takers. Mill emphasized personal lib-
erty, particularly the freedom of speech and
personal expression. The American legal tradi-
tion emphasizes autonomy in its laws on con-
tract and negligence. Judicial decisions gener-
ally have followed the tradition of Cardozo,
who wrote in 1914:

Every human being of adult years and sound mind
has a right to determine what shall be done with his
own body; and a surgeon who performs an operation
without his patient’s consent commits an assault, for
which he is liable in damages. . . . This is true ex-
cept in cases of emergency where the patient is un-
conscious and where it is necessary to operate before
consent can be obtained.!®

The concept of informed consent is an attempt
to express in medical care the legal tradition of
autonomy.

What (according to the patient choice advo-
cates) is wrong with paternalism? Three objec-
tions usually are raised. First, the patient
choice advocates argue that many putative acts
of paternalism are not really paternalistic. The
rationale for paternalism is that one is doing
something for a patient’s own good. Antipa-
ternalists argue that physicians are self-de-
ceived when they force patients to do what is
““for their own good”’; in such cases, physicians
impose on patients to benefit themselves and
use paternalistic justifications as rationaliza-
tions.'*2 For instance, physicians often have
been accused of being reluctant to terminate a
life-sustaining therapy in order to serve their
own anxiety regarding death and to cloak this
fear with expressions of dedication to the pa-
tient.

Second, patient choice advocates argue that
liberty and autonomy are basic human values.
It is essential for people to control their own
lives; otherwise, they become less human and
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lose both social standing and the respect of
others. Autonomy is especially vulnerable in
chronically debilitated older persons who de-
pend heavily on others to implement their
choices. Moreover, those who devalue elderly
persons also devalue their autonomy.

Third, patient choice advocates argue that
personal liberty is good for people: ““Only I
know how best to manage my life and under-
stand what will satisfy me.”” The patient choice
advocates claim that physicians simply cannot
know enough personal information about their
patients to guide them. Patient care will be im-
proved by patient control; patients will feel
more satisfied and their care will meet their
needs more exactly.?!

Respect for Persons

Since these issues are under debate, a physician
may wonder to what degree he or she may ethi-
cally direct his or her patients to particular
courses of therapy, instead of involving them in
decisions regarding their care. The key to re-
solving this issue is that physicians should
maintain, throughout their practice, respect for
patients as persons. A respect for patients gen-
erally involves two factors. First, it involves
maintaining an empathetic appreciation of a pa-
tient’s point of view. This means listening to
patients, having compassion for their suffering,
and seeing them as whole persons with a wide
range of interests, abilities, and needs in a so-
cial context of their own. Second, respect for
persons also involves avoiding manipulating
them for one’s own ends. More subtle forms of
manipulation and a lack of respect include
keeping older patients waiting longer on the as-
sumption that they have nothing important to
do with their time or failing to communicate
directly with a patient and instead talking to his
or her spouse, son, or daughter. An intermedi-
ate form of manipulating patients for one’s own
ends is represented by the practice of institu-
tionalizing persons with questionable or border-
line competence so that one ‘‘doesn’t have to
worry about them.” More extreme forms of
manipulating elderly persons include such in-
stances as warehousing them in nursing homes
for profit? or pauperizing them to make them
eligible for benefits.”* Because a respect for per-
sons requires both empathy and non-manipula-
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tion, the use of paternalism must be very selec-
tive and carefully circumscribed.

A respect for persons is an important con-
cern in geriatrics. Some cultures regard elders
with special respect, dignity, and reverence.
They believe that wisdom takes a long life to
achieve and recognize experience as a basis for
knowledge and authority. Some cultures also
see a long life as an achievement, and they
honor elderly persons for attaining great age.?*
In the United States, the status of elders varies
widely. Some achieve a high standing through
public office, wealth, or creativity. However,
most commentators see a general disregard and
a lack of respect for elderly persons in the
United States.” This may be attributable to
their minor role in economic production, to in-
creasingly nuclear family structures, to techno-
logic changes that undermine the value of accu-
mulated wisdom, to a youth-oriented culture
that is devoted to activity and innovation, or to
the poverty of elderly persons as consumers.
Older persons may have to struggle to be heard;
families and institutions may hinder communi-
cation between older patients and their physi-
cians.

Indeed, there is a patent irony in a young
physician who acts ‘‘paternalistically’’ (i.e.,
like a parent) toward an older, wiser, and more
experienced patient. In this situation, we see a
potential conflict between two sources of au-
thority: scientific expertise versus personal ex-
perience and wisdom. Although medical educa-
tion fosters a trust in ‘‘objective’’ scientific
health factors and discourages confidence in a
patient’s subjective reports of symptoms, older
patients often have valuable insights about their
health that have been won through long experi-
ence. Some of this personal knowledge may
sound quaint to a physician, but respect for per-
sons involves giving them credit for some au-
thority about themselves. It even may be medi-
cally unwise, as well as disrespectful, to neglect
a patient’s interpretations of his or her symp-
toms. For instance, one study found that the
low self-assessments by patients of their overall
health were more powerful predictors of death
than their medically oriented ‘‘objective”
health status.?

Thus, differences in the values and expecta-
tions between a physician and patient normally
should be occasions for negotiation and teach-
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ing—not expressions of dominance. It is impor-
tant to respect a patient’s choices, and to err on
the side of liberty. For example, one may send a
patient home after treatment of a depression
even though some risk of suicide always per-
sists, rather than foster despair and dependency
through institutionalization. If patients are real-
istic about their situation and clearly wish to
refuse treatment—even if death is a risk—there
rarely can be respectful grounds for physicians
to substitute their own judgment of the situa-
tion.?” A patient may prefer to spend his or her
last weeks in alcoholic oblivion instead of pur-
suing the more fulfilling course that is suggested
by Kiibler-Ross’s stages. Although it is, per-
haps, hard for some to appreciate, such a choice
may fit better into a person’s life patterns and
values than a more standard hospitalized de-
mise. Also, consider the case of an elderly pa-
tient with a gangrenous leg. This patient refuses
a surgical amputation. If at this juncture physi-
cians discuss the matter with the patient, they
may learn that this patient really would rather
die than lose his or her last remaining elements
of independence; or, that he or she feels that
bodily integrity is of such importance that he or
she would rather go intact into the next world
sooner than piecemeal later. A respect for au-
tonomy requires that when patients make such
judgments competently, their decisions should
be respected.

It is also important in these situations to
maintain communication. If a patient is to make
maximal use of a physician’s point of view, a
maximally open exchange of views and infor-
mation is needed. This may be difficult in many
health care settings. The common problems of
aging, such as poor hearing, interfere with such
communication. Institutions for the chronic
care of elderly persons also may debilitate pa-
tients, prohibit privacy, or allow little time for
discussion.

Physical and social dependency make sup-
port for autonomy a delicate matter. For in-
stance, spoon-feeding a debilitated patient may
require time and sensitivity,?-3° Others who are
intimately involved in aiding vulnerable persons
to achieve personal objectives need to have
sensitive interpersonal skills and to avoid taking
advantage of a patient’s dependency.’!' Indeed,
victimization and even physical abuse of elderly
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persons are prevalent social problems.’?=3* It is
important for physicians to strive to overcome
institutional obstacles and to prepare patients
for better participation in their care.

Mental Incapacity

Must paternalism be avoided altogether? Or, is
it possible both to respect a patient and act (to
some degree) paternalistically? In general, pa-
ternalism should be avoided, but there are a
variety of conditions under which patients are
unable to make decisions for themselves. Men-
tal retardation and illness, dementia, and de-
pression, all may make a person unable to man-
age his or her affairs. Some medications reduce
mental competence. In a crisis, a person may be
unable to exercise judgment due to an emo-
tional upheaval; rarely, there may be informa-
tion that some patients are unable to handle.
Paternalistic practice generally is acceptable
and sometimes required in such circumstances.
However, since judgments of mental capacity
are so difficult to make, such determinations
should be approached with care. A patient’s re-
fusal of certain treatments never should be pre-
sumed to be incompetent. For a judgment to be
made, a careful investigation of mental and situ-
ational factors must be undertaken.

Justified Paternalism

Should competent patients ever be treated pa-
ternalistically? Although patient choice advo-
cates hold that paternalism never should be
practiced, some believe that a respectful coer-
cion of competent patients occasionally is justi-
fiable.273 Certain conditions, however, should
be met. First, a patient should receive full re-
spect and should not fall into a class of disval-
ued patients. Second, a physician should have
an effective therapy of low risk to offer. For
instance, treating acute meningitis in a patient
who refuses treatment mysteriously and with-
out reasons'S is more justifiable than requiring a
patient to stay in a coronary care unit for obser-
vation when that patient wants to go home.
Third, the coercion or inducement should be
brief and mild. For example, patients who are
recovering from surgery may be appropriately
cajoled, urged, and threatened until they get up
and move around. Such a brief intervention
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contrasts with incarcerating a patient to obtain
compliance with tranquilizer therapy. Fourth,
there should be a good reason to suppose that
the value being sought is a patient’s and not
merely a physician’s and that a patient’s real
interests are foremost. To overcome a patient’s
reluctance to have an amputation, one needs a
very good reason to think that this patient really
is more interested in diminishing the risk of
death at the price of losing a leg. In contrast, in
the case of forcing people to get out of bed after
surgery, ambulation is part of a larger project in
which a patient is engaged—i.e., recovering
function; thus, there is a good reason to think
that this patient will be grateful later. Last, it is
important to be cautious when patients request
paternalistic treatment. For instance, if the
choice is left with a patient and this patient re-
plies, ‘‘Doctor, I want you to decide,’” this may
arise from both a genuine indecision on a pa-
tient’s part and a need for guidance that this
patient can use maturely. The generation of
people who are now among the very elderly
population may not be comfortable with the pa-
tient choice model. They may want to relate to
a physician as a priestly authority figure. In
these cases, a physician should be able to as-
sume such responsibility as is appropriate,
while continuing to make decisions within the
framework of a patient’s value system. How-
ever, a physician should not assume this atti-
tude towards a patient without first attempting
to enjoin this patient’s participation in decision
making. When an ongoing relationship exists,
values and perspectives are more likely to be
revealed, thus making serious decisions less of
a struggle for power and more of a true partner-
ship.

There is a deep and ongoing debate among
philosophers over the importance of avoiding
paternalism in showing respect for persons. Al-
though autonomy is not an absolute value and
subordinating it to other important goals (e.g.,
health, personal independence, and the needs
of others) occasionally is justifiable, it is impor-
tant that such judgments be made with a full
respect for the person. Since most expressions
of paternalism are inconsistent with a respectful
concern for the whole patient, current practice
recommends that it be avoided (except in lim-
ited circumstances).
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Truth-Telling and Disclosure

The move toward respect for patient choice
and away from traditional paternalism is closely
related to a fuller disclosure of medical informa-
tion to patients. To make choices, patients need
adequate information. The process of obtaining
informed consent involves giving patients the
information that they need to make competent
decisions about their care.’® Truth-telling and
disclosure, however, go beyond decision-mak-
ing. People also seek medical information to un-
derstand changes in themselves and to cope
with them, to reduce anxiety, and to develop
supportive communication with experts in
health and disease.

Disclosure has increased, especially with re-
gard to potentially terminal conditions.’’” For
example, in 1961, Donald Oken surveyed physi-
cians and found that approximately 90% main-
tained a policy of not telling patients about their
cancer diagnoses.’® When the study was repli-
cated 20 years later, researchers found a com-
plete reversal in medical opinion; 90% favored
the disclosure of a cancer diagnosis.* In both
studies, physicians attributed their preference
for disclosure or non-disclosure to clinical judg-
ment. This shift can be justified by the following
reasons in favor of disclosure.

Reasons for Disclosure

First, the decline of paternalism reflects a more
general abandonment of the detailed control of
patients and their ideas. Informed patients as-
sume and accept more responsibility for the
management and consequences of care than do
uninformed patients. Thus, through disclosure,
physicians share the responsibility for care
more widely.

Second, there is a greater recognition that
medical language is not magical (i.e., that
speaking the name ‘‘death’” does not bring
about death). The word ‘‘cancer’’ is used more
widely and does not inspire quite the irrational
dread it once did. We increasingly recognize
that rendering a grim prognosis does not mean
destroying a patient’s ability to cope with a seri-
ous illness. Negative reactions to bad news can
be ameliorated by a clinician’s continuing pres-
ence and support.
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Third, the patients’ rights movement is part
of a broad consumer rights movement that fa-
vors full disclosure, honest advertising, fair
purchase contracts, and rational consumer de-
cision-making. Consumer rights presume that
when providers—whether they are automobile
dealers, drug companies, or physicians—pro-
vide full and honest descriptions of their ser-
vices, consumers can better control their pur-
chases and improve their quality of life.

Fourth, medical care has traditionally re-
quired patients to fully disclose their symptoms
and reactions to medications. Respect and reci-
procity require that this honesty be returned.

Fifth, the trust that is so important to the
healing relationship requires a policy of disclo-
sure and honesty in the long run, even though
that policy may create difficult moments. If pa-
tients come to believe that physicians will be
dishonest with them, they are likely to disbe-
lieve the truth even when physicians are being
honest. Thus, the long-range consequences of
dishonesty also must be considered.

Lastly, discussing dying with patients can be
beneficial for both patients and staff. Kiibler-
Ross saw disclosure as an important element of
a supportive environment in which patients rec-
ognize their situation and resolve feelings about
dying in a healthy way.?

Cautions

Despite this general presumption favoring
truth-telling, many subtleties bear careful anal-
ysis. In the first place, the principle that ‘‘one
should tell the truth,”’ is ambiguous. It could be
taken to mean that “’we should not tell lies.”
Conversely, it could mean that ‘‘we should fully
disclose all those things we know to be true.”’
The latter reading would require much broader
and fuller disclosure than the former.

Second, we can distinguish between the con-
cepts of honesty and sincerity (on one extreme)
and the concept of saying what is true (on the
other). The former apply to the character, in-
tention, and overall attitudes of practitioners.
The latter applies to verbal expressions alone.
The principle of truth-telling can be seen appro-
priately as part of a broader charge to maintain
an open and forthright professional character.

Third, avoiding lies generally is regarded as a
stronger obligation than full disclosure. This
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generally is due to the fact that lying tends to
induce false beliefs in others instead of merely
tolerating them, and it maximizes one’s in-
volvement in deception. For instance, it is one
thing to hold back from trying to talk a patient
out of his or her firm belief in the value of Vita-
min B-12 injections; it is another to urge pa-
tients to undergo Vitamin B-12 therapy for
imagined health worries.

Fourth, although lying, in general, is more
problematic morally than non-disclosure, a fail-
ure to disclose information is (on some occa-
sions) tantamount to lying. When a patient
clearly does not know a crucial fact about his or
her health and is entitled to it, a disclosure is
obligatory and silence is no more defensible
than lying.

Fifth, there is many a slip between the lip
and the ear. Strictly true statements can be mis-
understood by clients. The prominent silences
of withheld information may tell patients more
than disclosure, may cause anxiety, or may give
mistaken messages.

Disclosing Bad News

A basic commitment to open communication
and the right to know should be managed with
an appreciation of the reasons for it and its com-
plexities. For instance, if there were a good rea-
son to think that a patient would be significantly
harmed by a disclosure, withholding or delaying
information should be considered. If the infor-
mation is of a nature that the patient neverthe-
less needs to know it, one often can ameliorate
this problem through care and timing in reveal-
ing the information. Patients who are anxious to
maintain a high degree of control over their
lives may willingly undertake medical risks to
meet their needs. However, some patients may
prefer paternalism; thus, disclosures may ethi-
cally take a back seat to reducing a medical
risk. For instance, there is some evidence that
coronary care unit patients who deny their con-
dition fare better than patients who recognize
the dangers they are facing.*! This suggests that
one should approach discussions about death
with more caution in coronary care unit patients
than in oncology unit patients.

Being upset and emotionally demonstrative
in reaction to bad news is not necessarily harm-
ful. Being upset normally is only one stage in
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accepting difficult truths,” and it can have a
positive health impact.*> When bad news needs
to be disclosed, physicians are better off think-
ing in terms of how to disclose and how to pro-
vide support during a period of crisis, rather
than thinking of withholding information. The
characterologic concepts of honesty and sincer-
ity are crucial here. It is not merely important to
tell the truth. Clinicians should maintain suffi-
cient honesty and sincerity to stay with their
patients and to help them work through their
reactions. This is an important area for self-
examination by physicians. Some physicians
support truth-telling in principle, but their cool
and distant manner and quick departure in tell-
ing bad news reveal a fear of the intimacy that is
needed for honest communication about a seri-
ous illness.

Side Effects

To make rational decisions about taking medi-
cations, patients need to be aware of the poten-
tial side effects. However, physicians com-
monly believe that patients are more likely to
suffer the side effects of medications if they are
told about them.*® This is a medical reason for
withholding information in such cases. How-
ever, drug prescribing is a realm in which a ra-
tional approach is badly needed. Many drugs
are prescribed for conditions for which they are
not indicated,*-47 and patients often fail to take
prescribed medication.® More prudent pre-
scribing and better disclosure methods can go
far to improve the adherence of patients to med-
ical regimens; therefore, a strong presumption
in favor of disclosure is justifiable. Moreover,
the kinds of side effects that are engendered
most often by communication are those that fall
under the heading of discomforts (e.g., head-
aches and nausea) rather than dangers.* Again,
it is more important to find ways of disclosing
information that minimize harm, rather than to
think in terms of withholding information.

Placebos

The use of placebos challenges the injunction to
tell the truth and should be approached with
extreme caution. A placebo is a medication that
has no active physiologic mechanism for the
condition being treated.” Since placebos oper-
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ate by means of suggestion, there is a direct
conflict between the issues of truth-telling and
medical benefit. Placebos more often are pre-
scribed for patients who are not respected by
their physicians because of non-compliance or
low social standing.’' In fact, however, place-
bos work best when there is a good physician-
patient rapport; the ‘‘best’’ patients often are
the best candidates for a placebo response.*>#
Some studies also suggest that a high degree of
disclosure is possible while still maintaining
the placebo effect. For example, during with-
drawal from narcotics, a patient may know that
some pills or injections will be dummies and
still receive the intended medical benefit.*>

Mistakes

Physicians may hesitate to disclose their mis-
takes to their patients. However, many patients
are sympathetic to the difficulty of practicing
medicine without error and are impressed by an
honest disclosure. Thus, admitting mistakes
may make a contribution to a physician-patient
relationship. Moreover, where additional medi-
cal care is needed because of an iatrogenic ill-
ness or frank errors, patients are entitled to an
explanation.

Non-Standard Remedies

Many people hold false beliefs about health and
medicine. Unless physicians possess mission-
ary zeal, they must tolerate many of these false
beliefs in their patients.’3 The general presump-
tion that favors disclosure does not require that
one tell patients all that one knows. One can
tolerate illusion and hypochondria in patients
and still meet the obligations of disclosure. For
instance, an ear, nose, and throat specialist de-
tected early signs of throat cancer in a 56-year-
old woman. He tried to impress her with the
fortuitousness of the discovery and the need for
prompt therapy. The patient, however, felt no
pain or discomfort. She was sure that she did
not have cancer and that cancer meant a death
sentence. She would not accept therapy. At this
point, the physician attempted to convince her
that she had cancer. He was unwilling to pro-
ceed with therapy unless she clearly understood
the reason for it, but she steadfastly refused to
accept the diagnosis. In hindsight, this physi-
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cian believes that it would have been prudent to
have abandoned a full disclosure and to have
pressed for therapy without insisting the patient
fully understood the situation. As it happened,
this patient refused treatment until she became
symptomatic 1 year later. This physician feels
that an earlier intervention might have pro-
longed the patient’s life.

Sometimes, patients seek information about
alternative therapies, ‘‘quack’ remedies, and
even such threatening items as books on suicide
methods. The legal doctrine of informed con-
sent does not require discussing remedies that
are beyond the standards of medical practice.
However, discussing them with patients who
ask about them can help to strengthen a physi-
cian-patient relationship. Addressing oneself di-
rectly and consciously to what may seem to be
foolhardy courses of action may do more to dis-
courage such a course than to pretend these
remedies do not exist.

Who Should Disclose Information

Determining who should give patients informa-
tion is a problem in our complex health care
institutions. The American Hospital Associa-
tion’s, A Patient’s Bill of Rights places the first
responsibility for communicating information
that is relevant to informed consent on a physi-
cians’ shoulders.* Likewise, hospital policies
usually give physicians the major responsibility
for disclosing patient diagnoses and treatment
plans. However, other members of a health
care team may know the outcome of a pathol-
ogy report before the attending physician.
Moreover, nurses and aides work intimately
long hours with patients, and there may be
many occasions for important discussions of
medical matters.

Nurses are particularly conscious of their re-
sponsibilities for patient education and for ad-
vocating the needs and rights of hospitalized
patients.’*> Instead of attempting to maintain
tight control over information and overburden-
ing themselves with educational functions, phy-
sicians would do well to delegate disclosure
as widely as possible and to support multiple
sources of information for patients in hospital
settings.’** Supporting the relationships of
other professionals with patients can strengthen
the interprofessional relations of a hospital
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team, increase the overall level of information
that is available to patients, make communica-
tion with patients more timely, and show a col-
lective respect for the rights of patients. Teams
should discuss coordinating communication
patterns with patients as a regular part of their
conferences.

Some physicians have philosophical objec-
tions to the notion of truth-telling and disclo-
sure for patients. For example, some physicians
maintain that absolute objectivity is impossible;
thus, truth-telling is an impossible ideal. They
feel that one way or another, they will present a
biased view to patients. However, it is impor-
tant to strive for objectivity and honesty with
patients, even if perfection in these realms is an
ideal just beyond our reach. We can improve
the level of patient care and recognize the rights
of patients even though we fall short of ideal
objectivity.

Another reservation comes from those who
believe that illusions are important to people.
People engage in self-deception, especially with
regard to health and illness. They sometimes
have treasured and unshakeable beliefs about
vitamins, allergies, dietary practices, and man-
aging their bowels. However, the ideal of scien-
tific practice requires that practitioners avoid
self-deception and struggle against illusion in
testing and recommending therapies. If patients
avoid illusions, they will be able to control and
manage their health more effectively. The
struggle against illusion serves both physicians
and patients.

Adherence to Medical Regimen

Prescribing medications and managing regi-
mens are among the most common and most
important interactions between a physician and
patient. In this setting, physicians become di-
rectly and concretely involved in their patients’
lives. Prescribing a therapy, regimen, or medi-
cation may have many meanings to both a phy-
sician and patient. In addition to the psycholo-
gical impact of a medication, it may symbolize
the power of science, reassure a patient, consti-
tute a gift, establish a bond between a physician
and patient, appease the conscience of either
the physician or the patient, and so on. For a
medication or a regimen to be effective, a pa-
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tient must carry out a physician’s instructions
for its use. For a patient to have the power to
carry out these instructions, the meanings or
significance that a regimen has for this patient
must support the physiologic activity of the reg-
imen or drug.

The Problem of Non-Adherence

Physicians and other health care professionals
have many ways of encouraging patients to ac-
commodate themselves to medical regimens.
When adherence to a regimen is crucial, a pa-
tient may be hospitalized so that the responsi-
bility for the timing and dose can be assumed by
hospital staff. However, when patients take
their instructions and prescriptions home, they
and their families take over the detailed man-
agement of medication. This places consider-
able power in the hands of both patients and
their families. In itself, that power can be a ben-
efit. Patients may feel healthier when they be-
lieve that they have more autonomy.*’ For in-
stance, hospice programs sometimes report that
patients who control their own pain medication
obtain better pain control and do not abuse
medications. However, a close adherence to a
regimen is, for the most part, problematic for
patients. The regular taking of pills of any kind
challenges memory and fits poorly into busy
or irregular lives. Some regimens involve a Pu-
ritan abstinence from pleasurable and habitual
activities such as smoking, drinking, or eating
spicy foods. In a survey of the available litera-
ture on compliance, Blackwell found that some-
where between 25-50% of all patients failed to
take their prescribed medicines. A large propor-
tion of the remainder frequently made mistakes
in the dose, timing, and duration of medica-
tions.*® As with a missionary who sees parishio-
ners fall by the wayside, a physician may be
troubled by how to bring his or her patients
back to the fold of medical orthodoxy. More-
over, non-compliant patients challenge the ego
of a physician; he or she may feel powerless,
personally rejected, or that his or her work is
meaningless.

Because patient compliance with regimen
seems to express such virtues as self-care, con-
cern for health, discipline, and persistence (and
because non-compliance also challenges a phy-
sician), non-adherent patients may seem to be
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offensive to a physician. For example, a patient
confesses faith in medicine in a physician’s of-
fice, but then turns away from it at home. A
non-adherent patient embraces values that a
physician rejects—comfort above health, irreg-
ular life patterns above scientific precision, and
maintaining old habits instead of learning new
ways. Thus, a non-adherent patient risks the
danger of being judged as a hated or problem
patient.>! As a negation of medical practice, a
problem patient tends to acquire additional neg-
ative features in a physician’s imagination. A
non-compliant patient is pictured as slovenly,
careless, old, forgetful, alcoholic, irresponsible,
irrational, or deficient in character or sanity.
However, non-adherence is widespread, and
physicians should understand that it is not a
moral failing of a patient or a personal rejection
of physicians. Indeed, since patients sometimes
interpret the meaning of medication differently,
they may modify their prescriptions in good
faith. A respect for autonomy demands a re-
spect for the different perspectives of patients
regarding medication.

Supporting Adherence

An awareness of non-adherence is the first step
in appreciating the ethics of coping with it. A
clinician cannot assume that his or her patients
are taking prescribed medications. In their wish
not to disappoint physicians, to avoid seeming
incompetent, or out of sheer ignorance, patients
may report that they are taking medications
when they are not. Careful questioning and an
accepting atmosphere can support fuller dis-
closure by patients with regard to their medical
regimens.

Success in obtaining adherence is not simply
a question of achieving a rigid objective. The
first question with regard to obtaining compli-
ance is not ‘*how’’ but ‘‘whether’’ to press for
better adherence to a regimen. Is a physician
offering something that is worthy of a patient’s
adherence? For instance, some elderly persons
are multiply and overly medicated. The side ef-
fects of combined medications can be ex-
tremely burdensome to a patient’s independent
function and mental competence. In assessing a
geriatric patient, a prudent physician would, if
possible, withdraw all medications before pro-
ceeding with a diagnosis. In these cases, a pa-
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tient’s neglecting his or her medications may
only serve to balance out the polypharmacy.
Whether adherence should be desired or not de-
pends, in part, on a risk-benefit assessment for
each individual situation.

Even if the objective is worthwhile to both a
physician and patient, it does not follow that
any means to achieve it is justifiable. We al-
ready have defended both the patient choice
model over paternalism and disclosure over
withholding information and lying. Obtaining
adherence also must be conducted within the
limits of respect for persons.

Respect for Persons

Respect for persons demands that a good analy-
sis of the problem of non-adherence be sought.
A lack of ability on the part of a patient may be
the problem (e.g., forgetfulness or a complex
diet may pose problems). A patient may not
understand the importance of the objective, or
it may be in conflict with a patient’s other per-
sonal values. In the last case, the truth simply
may be that a patient does not want the medica-
tion. Making these distinctions is important in
determining whether or not to support memory,
engage in negotiation, educate patients, or plan
another therapy.

The values of older patients are likely to be
well-developed through long experience, and
these values may have a special power for
them. Moreover, certain values may be more
closely associated with later life experiences
than those early in life. Pacing, sense of time,
and priorities may shift during life.”® Certain
tasks can be regarded as being particular to
aging; for instance, integrating one’s life experi-
ence into wisdom, resuming activities that were
interrupted by midlife tasks, or preparing for
death.>! Certain problems also can be more
closely associated with aging, such as increas-
ing isolation as peers die off. Tasks and prob-
lems gain poignancy and importance when they
are conducted under the shadow of death.

Medications and regimens should be consis-
tent with a patient’s values, life goals, and life
style (e.g., very restrictive diets can be ex-
tremely burdensome). A less than optimal med-
ical regimen can be justified by the important
psychological gains of a more varied diet. Regi-
mens need to be realistic in terms of a patient’s
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home situation. Costs, transportation, family
structure, and cultural values all may set limits
on the potential for medical manipulation. Ac-
cepting tailoring and control by a patient and
restraining one’s own enthusiasm for futile
medical perfection may do much to turn an im-
possible regimen into a successful one.

The moral value of respect for persons is
consistent with good medical practice. Indeed,
a good practice rests on its ability to address the
needs of patients as persons. The physiologic
and biochemical features of drugs and regimens
must be judged in terms of their actual effects
on patients as a whole. Thus, the moral value of
respect for persons is an important part of ade-
quate prescribing practices and techniques for
obtaining compliance.

Problem Patients

The concept of problem patients does not refer,
in this sense, to those patients who have un-
usual or interesting medical problems. A prob-
lem patient is the ‘‘undesirable’’, ‘‘uninter-
esting”’, or ‘‘hateful’” patient."-%' In this
discussion, the challenges of a physician-pa-
tient relationship are not primarily medical and
intellectual but are human and emotional. The
origins of these problems vary widely and in-
volve personality, values, social status, the na-
ture of disease, and so on. The concept of a
‘‘problem patient” is emphatically a relational
one. A patient who is a problem for an individ-
ual physician may not be a problem for another.
Patients who are difficult for certain kinds of
physicians may be interesting, rewarding, chal-
lenging, and worthwhile to physicians with dif-
ferent kinds of education. Some patients who
are difficult for physicians to work with may be
challenging and rewarding to nurses or social
workers. Problem patients are defined as much
by the values of medical practice as they are by
the individual characters of the patients.

Self-Examination

Since the concept of a problem patient is a rela-
tional one, perceiving a patient as a problem
suggests an examination of both a patient’s and
a physician’s values and characters. Since the
character of a physician is the most accessible
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to examination by that physician and because a
physician’s character has a long-term impact on
patients, a physician who encounters a difficult
patient should first ask: ‘‘What are my values?”’
“What are my expectations of patient care?”’
Patients do not exist to serve or to satisfy the
ego of a physician. In working with difficult pa-
tients, physicians may find that they can fulfill
their conceptions of adequate medical service,
even if they are unable to pursue their most
cherished aims with every patient.

Geriatric patients may cause anxiety in phy-
sicians, because they remind them of their own
aging and mortality; they may arouse uncon-
scious conflicts with parental figures; or they
may threaten a physician’s competence by
seeming so frail that they might die during pro-
cedures.® Defining a cure (consciously or un-
consciously) as a complete remission of symp-
toms or a restoration of youth is to doom many
patients to failure. Indeed, an emphasis on re-
search to slow the aging process or to extend
the life span may reflect both the ideology of
youth and our cultural lack of regard for elderly
persons.%% If aging were valued, then such re-
search would only delay a desirable phase of
life. Elderly persons with complex chronic
problems may seem to be boring and frustrating
to physicians who are oriented to acute care.%
Adjustments that solve one problem may only
create others. In older patients with complex
chronic problems, medical assistance is by no
means useless. The fine tuning of an old ma-
chine is an art that requires great judgment. The
problem is not for patients to make themselves
more interesting in these areas, but for physi-
cians to develop the skills and training that are
needed to make complex chronic problems
medically more interesting.

Suffering

Most acute care practice rests on the assump-
tion that health problems can be solved and that
when they cannot, the suffering they cause can
be palliated. Some people become problem pa-
tients because they suffer in ways that medicine
cannot help. Sometimes, we react to suffering
with fear and rejection. Thus it is easy to fear
and reject a patient who is suffering. Where
medicine cannot intervene to eliminate suffer-
ing, physicians need to be prepared to maintain
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communication, even if this involves sharing
the burden of suffering. One of the most impor-
tant functions of health care professionals is to
assist patients both in finding meaningful ways
to interpret their suffering and in providing a
community of support for them.56-¢’

A disvalued person also may be a problem
patient. Some patients may be disvalued be-
cause they are irresponsible about their health
(e.g., they smoke or drink). Other patients may
be disvalued because they are poverty-stricken,
run-down, or oppressed. For some physicians,
elderly patients generally are disvalued pa-
tients.® In a world of ‘‘social triage,”’ disvalued
patients (as with patients who have uninterest-
ing diagnoses) tend to receive less respectful
care than more favored clients.

Scarce Resources

Another type of problem patient seems to im-
pose heavily on medical resources. The limited
resources may be of several different types,
such as local or national fiscal resources, staff
time and energy, pharmaceuticals and equip-
ment, organs or blood, beds and institutions;
and so on. The allocation of scarce resources is
a complex area of ethical concern, but most
commentators agree that fairness and justice
should govern their distribution.®®” Since the
impact on the federal budget of the costs of
health care for any individual patient are so
small and uncertain, worry over national health
care costs should not be expressed in decisions
that are made at a patient’s beside. Instead,
such concern should be expressed through in-
stitutional policies that are designed to create
fair access to medical resources. Most com-
mentators believe that such considerations as
the need of a patient for care, the wishes of a
patient, the likelihood that therapy will be suc-
cessful, the burdens of treatment on a patient,
and (to a lesser degree) its burdens on a pa-
tient’s family, all are relevant considerations;
but past and potential social productivity,
blameworthiness for illnesses, and the likability
of a patient are not relevant. In the case of
scarce resources (as in all cases where patients
are seen as creating problems), it is important to
remember that health care is a compassionate
enterprise and even burdensome patients de-
serve respectful and well-appointed care.
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Insofar as age makes successful treatment
less likely and more burdensome to a patient, it
is a relevant consideration; but, age per se is not
arelevant consideration in allocating resources.
Although some physicians see less value in
the lives of older persons because they may
have shorter life expectancies than younger
persons, this consideration is counterbalanced
by the increased respect due to them for their
experience and life-long contribution to society.
Health care is not necessarily based on future
productivity, and it may be owed to persons on
the basis of their past contributions and com-
mitments. Moreover, the decreased time that is
available may increase its importance. Fixed
age limits on access to care, therefore, must
face strong ethical challenges. Moreover, phy-
sicians may find themselves involved in the is-
sues of intergenerational justice. Younger fam-
ily members may feel burdened by providing
care for their parents and may overlook the
care that was given to them while they were
young.

Dangerous Patients

Also problematic are patients who are danger-
ous to the staff or to other patients. These pa-
tients may be demented, delirious, angry, ob-
streperous, out of control, and so on.”" Certain
distinctions are crucial in deciding how to treat
these patients. First, it is important to distin-
guish patients who are actually dangerous from
those who are merely obnoxious, aggressive, or
hard to care for. A patient who pulls out intra-
venous lines or who yells at the staff is not
necessarily dangerous. Second, when sedatives
are used to protect others from a patient, the
rights of that patient to liberty must be consid-
ered; therefore, great care must be taken not to
impose sedatives on patients without excellent
reasons. Because they are disregarded, institu-
tionalized elderly patients sometimes are sub-
jected to blanket pacification through the use of
drugs.”? Third, when patients are dangerous,
physicians should be conscious of the rights of
non-physicians who must work closely with
these patients. Nurses and technicians are enti-
tled to protection. Although the rights of a pa-
tient must be considered, the needs of the staff
also have weight. Fourth, protecting others
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from patients is not so much a medical problem
as it is a legal or police problem. It is important
to distinguish between restraining a patient for
his or her own welfare and restraining a patient
for the sake of others. Insofar as a physician is
acting to protect others, he or she is acting in a
police or court role. Insofar as a physician is
acting to protect a patient, the issues of pater-
nalism are involved. In either case, ethical is-
sues involved in limitations of liberty or auton-
omy must be considered.

Institutional Limits

Problems in physician-patient relationships
may arise neither from a physician nor a pa-
tient, but from underlying institutional limi-
tations. Limited resources, the focus on acute
care, lack of coordination between institutions,
limited referral options, ignorance about
chronic illnesses, and multiple social problems,
all make it difficult to give respectful and even-
handed treatment to all patients. For instance, a
physician’s power to control a patient’s access
to medical resources may invite patients to act
manipulatively toward their physicians. Such
patients then may be seen by their physicians as
having manipulative personalities, although
they would not act this way in other circum-
stances. It is important in these settings neither
to blame patients nor oneself: instead, one
should understand how institutions affect a
physician-patient relationship. It is possible to
resist institutional pressures toward social tri-
age and to find creative ways to give meaning to
suffering that cannot be alleviated.

In treating problem patients, the main objec-
tive should be to get beyond the problem and
encounter a patient as a person. As interdisci-
plinary teams develop, increasing resources are
available to support physicians in coping with
human problems. A coordinated interdiscipli-
nary team offers varied skills and personalities
for coping with combined medical and personal-
ity problems. The physician-patient relation-
ship is not a unitary and unchanging concept,
nor is it determined entirely by the medical sci-
ences. As medical science develops, it should
be guided by the ethical goals of practice. These
goals shape a physician-patient relationship and
are linked with the social setting of health care.
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Encounters between physicians and patients
are not only encounters between professionals
and laypersons, they also are encounters be-
tween values. A dialogue on values between a
physician and patient requires respect and pa-
tience on both parts. Geriatric practice requires
that both medical authority and the authority of
age each receive respectful consideration.
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CHAPTER 12

Nutrition
Erica T. Goopg, M.D., M.P.H.

Nutrition is a life-long process. An individual’s
nutritional intake has a completely pervasive
impact on his or her entire being. The charac-
teristic amount of calories and nutrient density
is necessarily altered by a person’s age, sex,
activity, family and social practices, range of
choices, economic status, and degree of health
or illness. When nutrition is suboptimal or ex-
cessive, the impact on that individual is deter-
mined by his or her unique requirements and
adaptability. While we know something of the
nutritional needs of groups of healthy subjects
(as reflected in the recommended daily allow-
ances (RDAs) established by the United States
National Research Council') our knowledge of
specific individual variation and how it affects
the quality and duration of human life is limited.
Animal studies show that the concept of ‘‘more
is better’” does not hold true at least for calo-
ries in rats, since the life span of male rats may
be doubled by underfeeding.? A caloric restric-
tion may lead to a beneficially delayed cell cycle
turnover, may be more compatible with a
known diminution in the total body cell mass
with age (as shown in humans?), or may in some
way improve immunologic functioning. While
‘‘ideal nutritional intake’’ for a healthy, non-
medicated, and active elderly individual weigh-
ing approximately what he or she should differs
only slightly from that of a younger counter-
part, this set of homeostatic forces rarely pre-
vails. The requirements may change over time
for aging persons as they and their environ-
ments change.

Thus far, few studies have addressed the is-
sues of nutritional requirements in elderly per-

sons. Many ‘‘standards’’ that have been estab-
lished as guidelines (e.g., the RDAs) have made
nutrient recommendations for a single group
over 51 years of age. It should be kept in mind
that these are extrapolated from the known re-
quirements in younger individuals, and they
may provide only limited guidance in relation to
a particular elderly person’s requirements.

Nutritional Status and Aging

Cell cultures of human fetal fibroblasts undergo
50 population doublings when controlling for
detrimental media factors and crowding. If a
younger and older population of human cells is
mixed in cultures, the older population dies
first; again, when it reaches an inherent number
of approximately 50 cell doublings (see Volume
I, Chapter 1). Fibroblasts that are taken from
individuals with an illness associated with a rel-
atively earlier aging process (e.g., diabetes or
progeria) die sooner than expected in vitro.
However, there is not a 1:1 correlation be-
tween this cell-doubling number and the longev-
ity of a respective individual. Furthermore,
while small amounts of hydrocortisone can pro-
long the diploid fibroblast cell life span by in-
creasing the proportion of cells that actively
synthesize DNA (S phase) and through increas-
ing cell division,* no nutritional factors beyond
standard media levels have been shown to play
a direct role in prolonging the inherent in vitro
life span of a cell line.

In rats (a much more complex system than
the in vitro one), whose life spans can be dou-
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bled with caloric restriction, it is not known
whether or not the doubled life span represents
a genetically preordained cell cycle-doubling
number. Morphologically, however, tail ten-
dons from underfed, biologically youthful rats
contain collagen fibrils that appear to be under-
aged in terms of contractibility, which is rela-
tive to the tail collagen of their ad libitum-fed
peers.> Calorie restriction in various animal
models also can improve immunologic aging
and delay the onset of tumors.® An analogy can
be drawn between a long-lived lean rat and cer-
tain human subjects, in that a non-obese indi-
vidual is indeed at less risk for developing
hypertension, diabetes, a joint disease,
endometrial cancer, and other ills than his or
her obese counterpart. Longitudinal studies
have shown an increased mortality rate in
markedly obese humans, most dramatically in
those who are diabetic.”

Conversely, population studies have sug-
gested that while both extreme leanness and ex-
treme obesity are associated with an increased
mortality, a mild-to-moderate overweight con-
dition in humans was not (see Volume II, Chap-
ter 4). These are population studies, and many
factors involved are not clear. In this controver-
sial area, a clinician must remember to consider
the improved quality of life that appropriate nu-
trition can offer to individual patients.

Nutrient Intake/Nutrition Assessment
Surveys

In the past 20 years, United States agencies
have completed three major nutrition assess-
ment surveys that were designed to determine
the adequacy of dietary intake among United
States citizens, including the elderly popula-
tion.3-1° Despite some sampling error and cer-
tain biases in interpretation, the results of all
three provide a reasonably accurate overview.
Smaller regional studies,!'='? have explored spe-
cific dietary intake and nutritional statuses of
elderly persons and provide data for the devel-
opment of intervention programs that are de-
signed for older Americans. A major drawback
with each of the above-cited surveys is that all
are cross-sectional, rather than longitudinal, in
design.

Within each survey, nutrient intake has been
evaluated against RDA values, which have
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changed somewhat between 1968, 1974, and
1980, thus altering the interpretation of ‘‘ade-
quate’’ intake. Also, since each RDA value is
set at a level designed to provide an intake of
that nutrient at 2 standard deviations (SD)
above the mean ‘‘required’’ intake for a group
of healthy persons of that age and sex, each
study has developed its own yardstick for deter-
mining adequacy. This makes intersurvey com-
parisons less meaningful.

Nevertheless, the major conclusions regard-
ing the nutritional status of individuals 60 years
of age and greater are that older women were
more frequently deficient in nutrients and had
greater degrees of deficiency than men in calo-
ries, calcium, iron, Vitamin A, thiamine, and
riboflavin. Some studies revealed subouptimal
levels of dietary protein and niacin, as well. The
suboptimal intake of calories, thiamine, and ri-
boflavin was often demonstrated in men. Only
certain studies showed a limited intake of pro-
tein, calcium, Vitamins A and C, and niacin.
With increasing age, the number of nutrients
that are ingested at suboptimal levels increased
for both sexes. One study performed clinical
examinations on patients in a search for physi-
cal signs of a nutritional deficiency. For both
blacks and whites, at least one such sign was
seen in 41% of all individuals, and two physical
signs were demonstrable in 15% of those per-
sons studied.

Nutritional Assessment

Introduction

A screening nutritional assessment should be
made initially, and at appropriate intervals
thereafter, to intercept early changes in a for-
merly well-nourished person and to prevent nu-
tritional problems. Most manifestations of nu-
tritional problems are relatively non-specific
and can develop late in the course of a chroni-
cally aberrant intake. A physician may serve as
the primary assessor,'®> but a variety of other
paramedical personnel, community members,
or agencies can assist in providing an assess-
ment, therapy, and follow-up examination for
nutrition in an elderly patient.

The nutrition history may be as brief or com-
prehensive as needed for the intended pur-
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poses. Information may be obtained through
the use of a questionnaire that is completed by
the subject (using large print and good spacing)
or a nutritionist during the interview. The his-
tory form (see Figure 12-1) can serve as a guide
for detailed questioning. In addition, cross-
checks are included in the form of a self-admin-
istered 24-hour food diary, a food frequency
list, and an interviewer checklist of probable
nutritional adequacy.

The physical examination includes anthro-
pometry, which encompasses height, weight,
and wrist circumference as a screen for body
frame size. It also can include skinfold determi-
nation, underwater weighing, and other meth-
ods of obtaining body composition information.

The actual measurement of height is essen-
tial, although there is considerable dispute
about the usefulness of standard height mea-
surements in elderly persons.'* Height de-

FIGURE 12-1 Nutrition History

E. T. Goode

creases with vertebral fractures, kyphosis, and
other age-related changes. An estimate of true
height may be best made by the combined val-
ues of current height and reported initial height.
A bedside height may be obtained by measuring
from the sacral prominence in both directions,
while a patient lies in a decubitus position.

Several height-weight charts exist, such as
the Metropolitan Life Insurance Company ta-
ble, in which no provision is made for aging (see
Table 12-1).15 Table 12-21¢ shows age-related
real weight changes and is based on actual mea-
surements of 13,600 subjects, as reported by the
National Center for Health Statistics. Standard
values can be used to assess acceptable weight,
with a 15%-20% compliance value added to the
upper *‘desirable weights.”’!” It should be noted
that even Table 12-2 only goes to 75 years of age
and that no standardized tables exist for very
elderly persons.

Older Adult

I. Data
Name

Sex

Birthdate L/ Age

Occupation

(former) (present)

Marital status l | | | |

sIMIDIwIsel

Ethnicity of meal preference

Do you eat well?

always | usually | sometimes | never

Restrictions |

yes l no
Describe:
Self-imposed/prescribed
For how long?

Months Years

B L D | Snacks

Meals generally eaten with others:

With whom?
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Who prepares the meals?

Your health is:

good fair poor

A. General Meal Pattern (or last 24 hours if no stable pattern):

BREAKFAST AMTS | LUNCH AMTS | DINNER  AMTS
Foods eaten:
Other: Other: Other:
Major variations from stated pattern?
yes no
Do patterns vary on weekends?
yes no
Does money for food fluctuate much?
yes no
B. Exercise?
What? 1. 2.
Amount
Frequency
Has amount of exercise changed in the past year?
yes no
In what way?
C. Food Sources:
Characteristic fat sources:
(cross check of meal habits)
Butter _______ Margarine Lard
Qil (type) Other
Daily salt intake:
“alot” _______ ‘“‘some” “little”’
Salt food at table?
yes no
In cooking?
yes no
Soy sauce used?
yes no
Pickles? Pickled foods?
yes no yes  no
Relish? Salt pork?

yes  no yes  no
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FiGURE 12-1 (Continued)

E. T. Goode

D.

Drugs Taken:
Medicines Routinely Intermittently
Amt/#  Dose |Amt/#  Dose

1.

2
3
4.
5.
Do you use: (Name type used)

Baking soda? Laxatives? Antacids?
(amt/week) (amt/week) (amt/week)

Vitamins, mineral supplements, other food supplements? name

dose or strength

Benefits derived from supplements? (In the patient’s own words):

Sleep habits: hrs/night hrs/day
Any night eating:
yes no
Dentures worn?
yes no
Any problems?
descri
Gums OK? (describe)
yes no

Weight: Problematic?

yes  no

Any major changes, last 5 years?

Do you avoid certain foods because of:
yes  no

Problems with digestion?

Problems with diverticuli?

Problems with fat intolerance?
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Lactose (milk) intolerance?

Problems with diarrhea?

Problems with vomiting?

I. Changes you would make in your diet if you could (would):

J.  Who or what most influences your present eating habits? (Several may apply)
Person-family member?
Your children?
Other person?
Restaurants?
TV commercials?
Money?

K. Food budget:
Food stamps, public assistance, and so on

How much do you spend on food per week (for yourself)? Home use: $

Meals out: $

L. Shopping habits:
Frequency:

times per wk or month
Stores used:

1. 3.
2. 4.

If you can’t, who shops?

M. Kitchen facilities:
Cooking: (check all that apply)

Stove Oven Hot plate

Microwave
Storage facilities at home:

Refrigerator

yes no
Freezer

yes no
Other

Vegetable garden?
yes no
N. Write down everything you ate yesterday. It sometimes helps you to remember if you start with
evening and work backwards. Include alcoholic beverages, juices, and so on taken with medi-
cines.
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Skinfold thicknesses often are used to esti-
mate body fat stores (e.g., ‘‘overfatness’).
While it is most accurate to weigh subjects un-
der water to assess body fatness, this is not
broadly practical. Instead, skinfolds should be
used. The biceps, triceps, subscapular, and su-
prailiac crests are measured in a standard
way,'® using Lange or Harbenden calipers.
These should be done bilaterally, since hemi-
body measurements are quite different in most
individuals. Some studies have attempted to
use one measurement—the triceps or subscap-
ular skinfold for this derived value; but, an as-
sortment of studies have shown the relative in-
accuracy of a single measurement, especially
for elderly males."” In general, anthropometry
data for the elderly population is limited. Stud-
ies are currently in progress that will clarify the
extent to which fat percentages change with age
at varying levels of habitual exercise. Except in
well-exercised individuals, skinfolds may be
relatively valueless for the extremely elderly
population.

A clinical examination begins by observing a
patient for generalized abnormalities, such as
extremes of habitus, edema, color, or signifi-
cant muscle wasting; it includes a full examina-
tion for clinical signs of nutritional problems.
Specific signs of a deficiency should not be
overlooked (see Table 12-3'9-21), Most physical
changes that are associated with suboptimal nu-
trition are common with other signs of under-
lying illnesses. Laboratory studies must be
done to confirm these impressions. Most labo-
ratory test results have not been standardized
to those of normal elderly individuals. Assessed
protein stores are only correlated with pro-
tein status in early stages of deprivation. In
19% of otherwise healthy elderly individuals,
serum albumin values can be abnormally low
when compared with standards for younger
adults.??

Medical observers can assess nutritional sta-
tus with good interobserver reproducibility
(81%) and a good correlation of observations
with objective laboratory measurements of nu-
tritional status.?? Many medical observers,
however, will not address a comprehensive nu-
trition assessment in either history taking or
physical examination. Even in a medical office
setting, a simple measurement of height often
can be overlooked. It is critical that a medical

E. T. Goode

practitioner notes specific changes in elderly
patients which are most likely to represent nu-
tritional changes—and then acts accordingly.

Probability of Specific
Needs or Deficiencies
in Elderly Persons

Recommended daily allowances have been es-
tablished by a committee of the National Acad-
emy of Sciences National Research Council.
They represent a value that is considered to be
2 SD above the range of ‘‘typical’’ human re-
quirements. The RDAs (see Table 12-4) assist in
estimating the nutritional adequacy of a charac-
teristic dietary intake for protein, and also for
some vitamins and minerals. While this set of
allowances is designed for groups of people, it
can be used to roughly assess the needs of an
individual. The RDAs account for changes in
the calorie requirements of elderly individuals
older than 75 years of age?*; otherwise, no spe-
cific recommendations are outlined for persons
beyond 65 years of age. A clinician must de-
velop an ‘‘index of suspicion’” with respect to
nutrition. Generalized malnutrition should be
considered if a person is ill, immobilized, drinks
alcohol to excess, is demented, takes multiple
medicines or laxatives, is excessively heavy or
lean, has ill-fitting or no teeth, or has limited
access to food for any reason (including eco-
nomic).

Major nutrition imbalances that occur in an
aging person take the form of excessive calorie
intake relative to activity, excess fats (the to-
tal percentage of calories and/or a predomi-
nance of saturated or monounsaturated fats),
and excessive sodium. A fiber deficiency is a
major problem, with the attendant problems of
constipation, higher blood sugars in diabetics,
and an added predisposition to diverticular dis-
eases and colon carcinomas. Deficient calcium
is seen almost universally in white and Oriental
women unless it is supplemented. A wide indi-
vidual variation in protein use is demonstrable
among the elderly population and can lead to a
suboptimal protein status in some older individ-
uals with a seemingly adequate intake. Finally,
a small collection of single-nutrient insufficien-
cies may be seen, such as folic acid (especially
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TABLE 12-3 Physical Examination
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Physical Findings

Non-Nutritional
Possibilities
for Same Sign

Hair
Pluckable
Thin, sparse

Nails
Koilonychia
Transverse ridges
Pallor

White spots

Skin
Acanthosis nigricans
Dry, scaling

Poor wound healing

Erythematous eruption
Flaky paint dermatosis
Follicular hyperkerato-
sis

Perifollicular hemor-
rhage

Scrotal or vulvar ecze-
matous changes
Nasolabial seborrhea

Corkscrew curls of
body hair

Petechiae, purpura
Pigmentation, des-
quamation (sun ex-
posed)

Lemon-yellow cutane-
ous flush

Wasting
Hypercarotenemia

Vitiligo

Eyes
Angular palpebritis
Corneal vasculariza-
tion
Dry, dull conjunctiva
(xeropthalmia)
Bitot’s spot’s
Mild scleral icterus

Papilledema

Fundal capillary mi-
croaneurysm

Consider
Deficiency of
(If italic, Consider
pathognomonic) Excess of
Protein
Protein, biotin, zinc Vitamin A
Iron
Protein, calories
Iron, Vitamin B-12,
folate
Zinc
Calories
Vitamin A, Zinc, Vitamin A
EFAs*
Vitamin C, Zinc,
protein, calories
Vitamin A
Protein
Vitamins A, C,
EFAs
Vitamin C
Riboflavin
Riboflavin, Niacin,
Vitamin B-6
Vitamin C
Vitamins C, K
Niacin
Vitamin B-12 Niacin
Calories
(Benign) carotene
excess
Vitamin B-12
Riboflavin
Riboflavin
Vitamin A
Vitamin A
Vitamin B-6
Vitamin A
Vitamin C

Chronic illness; genetic
(males)

Anemia of chronic dis-
ease

Malignancy, diabetes
Cachexia, illness

Felty’s, other illnesses

Familial (idiopathic)
Coagulopathy

Variety

Rarely familial in blacks

Senile purpura, steroids
Superficial similarity to
bullous pemphigoid,
porphyrya cutanea tarda
Superficial similarity to
carotenemia

Cachexia (illness)
Hypothyroidism

Autoimmune, diabetes
mellitus, Addison’s dis-
ease

Sicca syndrome

Hepatitis, other liver
disease

Intracranial lesion, pres-
sure pseudotumor cere-
bri



166

TABLE 12-3 (Continued)

E. T. Goode

Pale conjunctivae

Heart
Congestive heart fail-
ure, sudden death

Abdomen
Hepatomegaly

Muscles, Extremities
Pedal edema

Calf tenderness

Muscle wasting

Bones
Osteoporosis

Joints
Tenderness

Arthralgia

Neurologic
Confabulation, disori-
entation
Encephalopathy confu-

sion — coma with CNtT

VI weakness, oph-
thalmoplegia, nys-
tagmus

Tetany, irritability

Ophthalmoplegia
Ataxia, | vibratory
position sense

DTRs | slowed relax-
ation

DTRst 1 Babinski
positive

Drowsy, lethargy

Weakness, pares-
thesias

Decreased touch sense
(stocking/glove)
Decreased position, vi-
bratory sense
Incontinence (cord
neurogenic changes)
Hypogeusia

Iron, folate, Vita-
min B-12

Vitamin C, thi-
amine

Protein

Protein, thiamine

Thiamine, Vitamin
C
Calorie, protein

Calcium (chronic)

Vitamin D, cal-
cium, phosphorus
Vitamin C

Vitamin B-1 (Kor-
sakoff’s)

Vitamin B-1
(Wernicke’s)

Calcium, magne-
sium (seen with se-
vere illnesses that
cause imbalances)

Phosphorus thiamine

Vitamins B-1, B-12
Vitamin B-1

Vitamin B-12

Vitamins B-1, K+
Vitamins B-1, B-6,
B-12

Vitamin B-12
Vitamin B-12

Zinc

Vitamin A

Preformed Vit
A, D

Anemia, other causes

Multiple other causes

Liver disease, alcohol,
multiple illnesses, he-
mochromatosis

Congestive heart dis-
ease, stasis
Thrombophlebitis,
postactivity, cramps
Disuse, steroids

Chronic steroids,
heparin

Osteomyelitis, fracture,
inflammatory

Multiple causes (infec-

tious, antigen-antibody

related)

Diabetes mellitus
Alcoholism

Hypothyroid

Diabetes mellitus, multi-
ple other causes
Diabetes mellitus, multi-
ple other causes
Multiple other causes

Multiple other causes

Chemotherapy, chronic
disease

* EFA = essential fatty acids.
+ DTR = deep tendon reflexes.

1t CN = cranial nerve.
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in persons who are abstaining from fresh pro-
duce and eating limited meat), riboflavin (if
dairy products are shunned), Vitamin B-12 (in
enforced or true vegans), zinc, calcium, or
magnesium.

Prevention and Common Problems

A generally preventive approach to nutrition in
elderly persons must be implemented during
youth to reap the greatest health benefits. By
the time an elderly individual is assessed, there
may be the need for an active intervention as
well as for prevention. Often, the source of a
nutritional deficiency is social and/or economic.
A physician’s role as a coordinator of interdisci-
plinary management is critical in this area.

Advice from allied health professionals is
valuable, but a patient will fully value the ad-
vice given by a nutrition counselor only if that
counsel is reinforced by a physician. Realisti-
cally, a physician rarely will have time to
launch a thorough nutrition evaluation on each
elderly patient. A nutrition history form can be
used as a screen, and the exhaustive techniques
that are outlined for physical and laboratory
evaluation can be reserved for glaringly mal-
nourished patients.

A broadly applicable approach to assessment
uses a 7-day food diary kept by a patient and
evaluated in terms of the dietary goals that were
developed by the Senate Select Committee on
Nutrition and Human Needs? (see Table 12-5).
The use of an eating pattern that is consistent
with these goals theoretically promotes normal
weight, normal blood pressure, and also the
prevention of—or improvement in—such de-
generative processes as obesity-associated
adult-onset diabetes, hypertension, some forms
of heart disease, as well as such simple prob-
lems as constipation. Use of these goals may
promote periodontal and dental health and may
decrease the tendency toward developing some
forms of cancer. Despite many objections,? the
dietary goals have withstood the test of time,
have been modified and adopted by the United
States Department of Agriculture (known as the
Dietary Guidelines), and are widely recognized
as a prudent dietary recommendation.

The use of these goals presumes that a rela-
tively wide variety of foods will be chosen
within each of four categories, which include

E. T. Goode

TABLE 12-5 Dietary Goals

Increase carbohydrate consumption to account for
55-60% of the caloric intake.

Reduce overall fat consumption from approxi-
mately 40% to 30% of energy intake.

Reduce saturated fat consumption to account for
about 10% of total energy intake; also, balance
that with polyunsaturated and monounsaturated
fats, which should account for about 10% of en-
ergy intake each.

Reduce cholesterol consumption to about 300
mg/day.

Reduce sugar consumption by about 40% to ac-
count for about 15% of total energy intake.

Reduce salt consumption by about 50-85% to ap-
proximately 3 grams/day.

The goals suggest the following changes in food
selection and preparation:

Increase consumption of fruits and vegetables and
whole grains.

Decrease consumption of fatty or processed high-
fat meats and increase consumption of poultry,
fish, and lean cuts of meat.

Decrease consumption of foods high in fat* and
partially substitute polyunsaturated for saturated
fat; no fried foods; trim fat and skin from meats.

Substitute low or non-fat milk for whole milk.

Decrease consumption of butter fat, eggs, organ
meats, and other high cholesterol sources.

Decrease consumption of sugar and foods high in
sugar content.

Decrease consumption of salt and foods high in salt
content.

Keep alcoholic drinks to 2 per day or less.

* See Table 12-6.

milk, meat (or high-protein food), fruit and veg-
etables, and grain groups. Each group supplies
invaluable nutrients, including (from the milk
product group) the vitamins riboflavin, Vitamin
D, Vitamin B-12, and pantothenic acid. Magne-
sium, zinc, calcium, and protein are ample. The
meat group and high-protein alternatives pro-
vide niacin, thiamine, folic acid, and Vitamins
B-6 and B-12. Iron is the primary mineral, and
protein is provided in large amounts. The vege-
table-fruit group contains Vitamins A, C, E,
and B-6, and folic acid; minerals include iron
and magnesium. The bread-cereal group sup-
plies niacin, thiamine, Vitamin B-6, and pan-
tothenic acid; ample iron, magnesium and zinc,
and substantial fiber are present. Fiber is not a
specified component of the dietary goals; how-
ever, it is extremely important, particularly in
elderly persons, as an adjunct to normal bowel
functioning. Approximately 2 Tbsp/day of



12. Nutrition

wheat bran is inexpensive and helpful in this
regard.

It is presumed that an individual will better
handle the nutrients in food and will have an
improved quality of life if he or she limits the
intake of alcoholic beverages. One or two
glasses of wine or the equivalent seems pru-
dent; but, absolute recommendations are diffi-
cult, since individual physiologic and psycho-
logical tolerance varies. Finally, while the goals
do not mention exercise as a means of improv-
ing health status, it is understood that this is
critical to anyone’s health. Many elderly per-
sons (particularly women) regularly subsist on a
limited 900-1,000 calories/day, which does not
provide adequate protein, vitamins, or miner-
als. Also, an increased level of exercise gener-
ally provides an impetus for an increased ca-
loric intake and (hopefully) an improvement in
associated nutrients.

No studies have been done that evaluate the
nutritional status of a large population of elderly
people who eat in accordance with this set of
guidelines. However, the guidelines can be
used as a screen for adequacy of intake when an
individual’s patterns are evaluated by dietary
history. As an example, the Pilot Geriatric Ar-
thritis Program evaluated the nutritional intake
of individuals over 55 years of age based on the
dietary goals alone and on four index nutrients:
calcium, Vitamin C, Vitamin A, and protein.?’
Calcium was found to be most often deficient,
Vitamin A the next most frequently deficient,
and Vitamin C was third; finally, protein was
taken suboptimally in only a minor percentage
of the individuals studied.

Obesity (see Volume I, Chapter 29)

Obesity (excess body fatness) rarely begins
abruptly in the elderly population. It generally
has begun decades before. Treatment should
optimally occur early after its onset and be
aimed at those individuals who are developing
associated risk factors. It is difficult to provide
a calorie-restricted diet at any age that satisfies
the RDA for nutrients. The problem is height-
ened in elderly persons due to decreased energy
requirements and often markedly reduced exer-
cise. If calorie restriction is essential, a compre-
hensive vitamin-mineral supplement and atten-
tion to protein and fiber intake is critical.
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The risks that are directly associated with
obesity in elderly persons include: 1) Adult-on-
set diabetes; 2) Increased heart size; 3) Arthritic
problems, including osteoarthritis; 4) Gout; 5)
Hypertension; 6) Biliary tract disease; and 7)
Endometrial carcinoma in women.? Less di-
rectly associated with obesity is an increased
risk of atherosclerosis and ischemic heart dis-
ease (which is seen more frequently in leaner
men than in age-matched, more obese women),
despite the clear increases in serum cholesterol,
triglycerides, and hypoalphalipoproteinemia
that are seen with increasing adiposity.?’ Respi-
ratory incompetence and sudden death (pre-
sumed to be cardiac) also are obesity-associ-
ated risks.30

Osteoporosis

Osteoporosis is one of the most severely detri-
mental diseases of elderly persons, particularly
in white and Oriental women,; it is probably to
some extent preventable. The variety of factors
that lead to osteoporosis in the elderly popula-
tion is thoroughly covered in Volume I, Chapter
28. Several of these are nutrition-related, and
include (most importantly) attention to calcium,
phosphorus, phytate, and magnesium in the diet
at an early enough age (premenopausally in
women) to prevent significant osteopenia. Sun
exposure or Vitamin D in the diet and exercise
also are essential.’'-33 The role of dietary fluo-
ride is not presently quantifiable.

Once osteoporosis develops, its reversibility
is limited. Since the problem is asymptomatic
before an overt fracture, women neéd guidance
regarding calcium-magnesium supplements be-
ginning at approximately 35 years of age. Os-
teoporosis is felt by many researchers to be due
to the low calcium : phosphorus ratio in our
Western diet,? to inactivity, and (in some) to
a lactase deficiency.® Bone loss is accelerated
postmenopausally when estrogen levels de-
cline. Several studies have demonstrated the
preventive aspects of supplemental estrogen
use. Diminishing levels of exercise with age
may be a major contributor to bone calcium
loss.?

One important study was conducted with 130
perimenopausal women 35-50 years of age who
were placed on normal diets with ‘‘usual’’ lev-
els of exercise and calcium intake. The subjects
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TABLE 12-6 Calcium : Phosphorus Ratio*

E. T. Goode

Effect on
Foods Calcium
(Balance) (Ca: P Ratio) Specific
Sesame seeds, molasses, seaweed 2:1
Milk, milk products, root vegetables, some Good 1:1-1.2:1
leafy vegetables
Shellfish, fruit, fruit juice Just <1:1
Whole grain foods, baked items, rice, potatoes, 1:2-1:9
eggs, legumes, most vegetables
Meat, fish, poultry, soft drinks, flour 1:10 or >1:10

* Ca = calcium; P = phosphorus.

maintained a continual negative calcium bal-
ance with recommended (RDA) levels of cal-
cium.?® Despite a declining gut ratio of calcium
absorbed to calcium ingested with age, it never-
theless was possible for all the women studied
to achieve a positive calcium balance. This re-
quired an intake of 1.241 grams/day of calcium
for a steady-state calcium balance and approxi-
mately 1.4-1.5 grams/day of calcium for a posi-
tive calcium balance.

Lesser risk factors for developing osteoporo-
sis include smoking, relative leanness (since ad-
ipose tissue is a major source of extragonadal
estrogen production postmenopausally), dura-
tion of lactation, and inadequate skeletal acqui-
sition in youth and/or small body habitus.*

Desirable calcium intake is related to level
of dietary phosphorus. In general, the cal-
cium : phosphorus ratio in an adult diet should
remain in the 1:1 range. Table 12-6 shows
foods that provide an ample calcium : phos-
phorus ratio. Table 12-7 provides specific exam-
ples of high-calcium foods. Since this is a diffi-
cult relationship to achieve in a mixed
high-protein Western diet, examples of inex-
pensive readily available calcium supplements
are included (see Table 12-8).

Several practices, some of which are com-
mon in elderly persons, lead to a diminished
calcium absorption. These include:

High antacid intake;

High oxalate diet (includes spinach, rhubarb,
chard, chocolate, sorrel, beet greens, pars-
ley, and bran);

High phosphorus medications such as Nu-
traphos®; and

A high phytic acid or phytate diet (seen in raw
grain foods).

Phytic acid binds calcium in the gut. Yeast-
leavened products promote the presence in the
gut of phytase, which is an enzyme that inacti-
vates phytate. Phytate also is capable of binding
iron and zinc.

Osteoporosis can be delayed or offset by eat-
ing a balanced diet, which includes adequate
calcium (either dietary or supplemental) to a
level of approximately 1.5 grams/day in fe-
males. Males may require less. Daily exercise is
important—as aerobic as allowable by an indi-
vidual’s cardiovascular and pulmonary status;

TABLE 12-7 Good Food Sources of Calcium

Milk,* buttermilk
Cheese*

Cottage cheese,* ricotta, Farmer’s cheese, moz-
zarella

Canned salmon (when bones are eaten)

Leafy greens (? oxalates): collards, bok choy, kale,
and mustard greens

Rutabagas

Broccoli

Blackstrap molasses
Tofu (bean curd-cake)
Fortified soy milk

Masa Harina

Tortillas (corn, not flour)
Sunflower seeds

Sesame seeds

* Can be high in saturated fat.
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TABLE 12-8 Calcium Supplements
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Ca/tab Mg/tab Other
Name Generic (mg) (mg) Ingredient
Dolomite Calcium and Magnesium 130 mg 80 mg 0
tab carbonate
Titralac® Calcium carbonate
1 tbsp 168 mg Ca 0 0
1 tsp liquid 400 mg Ca 0 0
Os Cal® tab Calcium carbonate 250 Ca 0 125 units Vitamin D-12
Calcit® Calcium gluconate 152.8 mg 0 100 units Vitamin D-2
Calcium lactate Ca
Calcium carbonate
Tums® Calcium carbonate 200 mg Ca 0 0
Generic Calcium gluconate 500 mg 0 0

but, more likely, just the movement of the skel-
etal structure against gravity. Some fluoride is
advisable, although massive sodium fluoride
supplementation is unwarranted. If the water is
not supplemented, tea and sardines are good
sources of fluoride.

Periodontal Disease

Periodontal disease, which leads to a deminer-
alization of the jaw, is a widespread problem in
the United States (see Volume I, Chapter 34).
Tooth loss occurs in an estimated 35 million
people, starting at about 35 years of age. Seri-
ously affected edentulous patients already are
limited in their nutritional repertoire. The lack
of mastication itself leads to a further deminer-
alization of the mandible. Animal studies*
showed that osteoporosis and jaw demineraliza-
tion were promoted by feeding a diet with a
calcium : phosphorus ratio of 1:10. Clinical re-
sorption of bone was found on a histologic ex-
amination of several bone sites, and it was first
detected in the mandibular alveolar bone and
was followed by vertebral bone. Resorption of
jaw trabecular bone led to a loosening of the
teeth, which was followed in turn by a trauma-
tization of the gingivae, by hemorrhaging, and
by a superinfection of the gums. Another
study*' reported the ability, in several species
of animals, to reverse dimineralization of long
bones and jaws by feeding a high-calcium diet

with a calcium : phosphorus ratio of 1.2:1 for
approximately 42 weeks. The demineralization
of the jaw and vertebral bodies occurred at ap-
proximately the same rate and preceded the
dimineralization of long bones. The feeding of a
diet with an optimal calcium : phosphorus ratio
led to a remineralization of both the jaw and
vertebral bodies, which proceeded more rapidly
and completely than in the long bones.
Despite the fact that a correspondence be-
tween osteoporosis and alveolar bone deminer-
alization has not been demonstrated in humans,
it seems reasonable to recommend optimal lev-
els of dietary calcium to prevent both problems.

Cardiovascular Disease

Cardiovascular disease in an elderly individual
is considered to be largely irreversible. Clearly,
the emphasis on identifying risk factors as mod-
ifiers of atherosclerosis must be addressed at a
young age. Hypertension, hyperlipidemia, ciga-
rette smoking, diabetes mellitus, obesity (in
some), and probably a lack of exercise, all are
contributors to degenerative arterial disease.
The definitions of predictors of atherogenic risk
become less and less clear with advancing age.
Even the reliable low-density lipoprotein (LDL)
cholesterol to high-density lipoprotein (HDL)
cholesterol level becomes less predictive,* and
it eventually is non-predictive for atheroscler-
otic complications in very elderly persons. For
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a patient over 75 years of age, it would be un-
wise to make major interventions in the type
and amount of dietary fat (see Volume I, Chap-
ter 29). It would seem prudent in a relatively
young elderly individual (i.e., between 60-75
years of age) to advocate the dietary goals with
a relatively limited amount of saturated fat and
an overall fat intake of approximately 30% of
the total calories ingested. Some authors would
dispute this view,* advocating that a decreas-
ing fat intake to approximately 10% of the total
calories does provide some amelioration of both
cardiovascular and peripheral vascular diseases
(even in elderly persons) when coupled with a
high-complex carbohydrate diet and exercise
routine. For a severely compromised elderly
person who is looking for an answer and willing
to devote his or her time to such a regimen, it is
not harmful if other nutritional principles are
not neglected.

Studies done with a population of healthy,
active, 60-93-year-old individuals showed that
HDL cholesterol concentrations could be in-
versely related to alcohol consumption with ei-
ther total carbohydrate or refined carbohydrate
ingestion—both expressed as a percentage of
the total calorie intake.* It should be noted,
however, that these dietary factors were not
related to an LDL : HDL ratio of cholesterol.
Individuals who consumed a low-carbohydrate
diet had 10-20% higher protective HDL choles-
terol levels than did those who consumed diets
high in these food substances. Dietary fat did
not correlate particularly well with HDL cho-
lesterol in this population. These early studies
should not be taken as a mandate for the altera-
tion of dietary goals-type recommendations.

Exercise must be accounted for in any study
that attempts to relate nutrition to cardiovascu-
lar disease (see Table 12-9 and Table 12-10).
One early study* looked at the total serum cho-
lesterol levels as these were influenced by rela-
tive amounts of physical activity in two sepa-
rate communities in Switzerland; one was rural
and the second was urban. At comparable ages,
groups at each decade of life between 10-70
years of age were similar in most features; but,
cholesterol levels were uniformly higher in the
urban study subjects. The rural population is
notable for a high level of physical activity,
even among octagenarians. At 70 years of age,
serum cholesterol levels of the rural men and

E. T. Goode

women were 160 ml/dl and 190 ml/dl, respec-
tively. In the urban area, the corresponding lev-
els were 195 ml/dl and 235 ml/dl. Both groups
consumed similar levels of dietary fat at 35% of
the calories/day, and also a similar saturation of
fat. Each population had similar smoking habits
and weight. The only major variable that
emerged was the hard physical activity in the
rural community.

Hypertension (see Volume I, Chapter 12)

Hypertension may be subject to some dietary
interventions in elderly persons. The role of so-
dium chloride and its relationship to hyperten-
sion has been explored extensively, but specific
information about old age is lacking. Certain
strains of animals are susceptible to salt-in-
duced hypertension; in others, this relationship
is not seen.* It is highly likely that similar ge-
netic properties may occur in humans, since hy-
pertension often is seen in multiple members of
a family. The characteristic United States daily
intake of salt is somewhere between 4-10 grams
of sodium per individual. Salt intake below 2.5
grams/day has been advocated as a means of
reducing extracellular fluid,*’*® primarily for in-
dividuals with a strong family history of hyper-
tension. However, this sort of recommendation
must be viewed with caution in elderly persons,
since they often have a reduced sense of taste
(hypogeusia) and because sodium is a means of
increasing taste in food.

It seems reasonable to moderate the levels of
sodium in a hypertensive elderly person’s diet
as one factor in treatment. There is a close asso-
ciation between the degree of processing of
foods and the sodium levels in those foods.*
Processed foods almost invariably tend to lack
the same levels of nutrients that are seen in
fresh foods and include excessive levels of
sugar, salt, or saturated fats.

Labels are important clues to sodium con-
tent, but are difficult at times to interpret. A
label may say sodium phosphate, ascorbate,
benzoate, nitrate, ferrocyanide, and so on,
which is clear. However, an individual must be
cautioned to also avoid foods that are labelled
with monosodium glutamate, disodium or triso-
dium (phosphate, isonate, and dihydrogen py-
rophosphate), baking soda or powder, garlic,
onion, celery salt, sea salt, salt pork, brine, or
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TABLE 12-9 Mean Heights and Weights and Recommended Energy Intake

Energy Needs

Age Weight Height (with range)*
Category (yrs) kg pounds cm inches kcal
Males 51-75 70 154 178 70 2,400 (2,000-2,800)
76+ 70 154 178 70 2,050 (1,650-2,450)
Females 51-75 55 120 163 64 1,800 (1,400-2,200)
76+ 55 120 163 64 1,600 (1,200-2,000)

* The energy allowances for the older age groups represent mean energy needs over these age spans, allowing for
a 2% decrease in basal (resting) metabolic rate per decade and a reduction in activity of 200 kcal for men and
women between 51-75 years, 500 kcal for men over 75 years, and 400 kcal for women over 75 years. The
customary range of daily energy needs of =400 kcal at any age emphasizes the wide range of energy intakes that

are appropriate for any group of people.

Source: From The Harris-Benedict equation, in Blackburn G, et al: Nutrition and metabolic assessment of the
hospitalized patient. J Parent Enteral Nutr 1:11-22, 1977, used by permission.

self-rising flours. Over-the-counter and pre-
scribed medications, particularly antacids, lax-
atives and sleep-aids, are notorious offenders;
labels must be read. A Fleet’s enema can pro-
vide 300 mEq of sodium if retained for 1 hour.

Diabetes (see Volume I, Chapter 25)

It is widely recognized that glucose tolerance
declines with age®; however, fasting blood
sugar does not significantly change with age,
and it rises very little as a person becomes pro-
gressively older.>! Although not all elderly dia-
betics are obese, many are at least 20% above
the recommended weight for their height.

A typical American Diabetes Association
(ADA) diet can be a formidable challenge to an
elderly individual who is being coached for the
first time. A clinician must bear this in mind in

TABLE 12-10 Activity Energy Needs

instructing an elderly diabetic person to follow
dietary instructions. Such factors as life-long
ethnic and social patterns of eating, financial
problems that limit the amounts and types of
foods available to an individual, and various
limitations on cooking and home resources
must be taken into account. In addition, a
newly diagnosed diabetic patient may have a
limited comprehension and require repeated in-
struction. It is advisable to simplify the instruc-
tions by providing an individual with dietary
goals. This supplies a relatively high percentage
of carbohydrate in one’s diet, much of it com-
plex; a general avoidance of simple sugars and
refined carbohydrates must be emphasized and
can be recommended to all older individuals.
Programs and individual work with an el-
derly person require the assistance of a die-
tician, with an emphasis on very simple recipes
and the use of a variety of fresh and seasonal

A means of estimating energy needs for an individual
may be derived from the Harris-Benedict equation
(developed in 1908), (which considers height, weight,
age, and sex in arriving at basal energy expenditure
(BEE). A further correction is made for normal ac-
tivity levels or increased requirements incurred with
illness or injury.

Males: BEE = 66.47 + 13.75 (W) + 5.0 (H)
- 6.75 (A)
Females: BEE = 655.09 + 9.56 (W) + 18.5 (H)
— 4.67 (A)
W = Actual weight in kg
H = Height in cm (inches
X 2.54 = cm)

A = Age in years

Adjustment for an ambulatory individual:

Activity Formula
Light or sedentary sitting or BEE x 1.2
standing
Moderate walking, housework BEE X 1.5
Strenuous running, carrying a BEE x 1.75

load
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foods whenever possible. Foods should be used
that can be eaten without cooking and without
teeth. Examples include dairy products that
emphasize low fat items, meats that are soft and
available (e.g., fresh fish, canned [water-
packed] tuna, chicken or turkey without skin
that can be finely cut before eating), and lean
red meats (on occasion). The vegetable-fruit
group can emphasize such items as green
beans, summer squash, cauliflower, broccoli,
cabbage, spinach, and other dark green vegeta-
bles—all of which can be steamed without fat
and are soft when cooked. The emphasis should
be on limited cooking, so that vitamin and min-
eral content is maintained. Many soft raw fruits
are available, and some are surprisingly high in
fiber (e.g., pears and persimmons).

Dietary fiber can be important in controlling
hyperglycemia in a diabetic person.’> Some dia-
betic elderly persons have been able to discon-
tinue hypoglycemic agents altogether after add-
ing high-fiber foods to their diets. Legumes,
bran in juice and sprinkled on cereal, high-fiber
cereal, bran muffins, and a variety of fresh fruit
and vegetables may be used.

Cancer

Whether one can alter the chances of develop-
ing a given type of cancer through changes in
one’s nutritional practices is a topic of major
interest and debate to physicians and patients
alike. Nutrition can play either a protective role
through the maintenance of health and immuno-
logic competence or a harmful role through the
introduction of excesses (calories, fats, alcohol,
or nitrates) or carcinogenic substances. In 1980,
the National Cancer Institute commissioned the
National Research Council to make a compre-
hensive study of the topic of nutrition and can-
cer as a means of providing guidelines for food
policy action and recommendations for further
research.’? The committee focused on cancers
that are known or suggested to be diet-related.
These include tumors of the breast, uterus,
prostate, gastrointestinal tract, and the urinary
bladder. The relation between these cancers
and dietary practices has usually been estab-
lished by animal studies.

Of all dietary factors, the one most strongly
linked with carcinogenesis was the total level of
dietary fat and calories. An interpretation of
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this observation is complicated. As the levels of
dietary fat (and calories) increase, one usually
finds progressively larger amounts of hydrogen-
ated fat. These artificially firm, hydrogenated
fats introduce abnormal trans-saturated fatty
acids, which have been shown to change the
properties of biologic membranes and by this
mechanism may act as cocarcinogens.’* One
might do better to have small amounts of butter
and fresh oils in one’s diet and to avoid such
hydrogenated fats as cooking shortenings, hard-
ened margarines, baked goods, and other prod-
ucts that are made from these items.

The issue of dietary fiber has been given wide
publicity for over 10 years. One study found no
association between high-fiber intake and a
lower risk for colon cancer; however, it did
show that the incidence of colon cancer was
inversely related to the intake of the pentosan
fiber fraction that is found in whole wheat prod-
ucts. The committee concluded that the total
fiber from fruits, vegetables, grains, or cereals
exerts a protective effect against colorectal can-
cer, but that any possible influence is probably
related to the intake of specific components of
fiber than to the total fiber itself.

In looking at the protective effects of vita-
mins against cancer, the committee focused on
the role of Vitamins A, C, and E. There was
found to be an inverse relationship between the
intake of Vitamin A and/or carotenoids and car-
cinomas that occurred in the lungs, larynx, or
bladder. Several studies have explored the role
of high doses of Vitamin A, especially retinoids
(synthetic analogues of the vitamin), in prevent-
ing neoplasias. In animals, retinoids have been
shown to inhibit chemically induced neoplasias
of the breast, bladder, lung, and skin. Vita-
min C possibly inhibits the formation of some
N-nitroso-related carcinogens. Vitamin E
has a similar effect in terms of N-nitroso com-
pounds.

The committee recommended the ample use
of cruciferous vegetables (cabbage, broccoli,
cauliflower, or brussel sprouts) because of their
indole content, which (based on animal studies)
may be protective against cancer. They further
recommended decreased amounts of food addi-
tives. With the exception of saccharin, no addi-
tives have been shown to be directly tumori-
genic, but it is reasonable to be cautious with
respect to the use of high levels of new food
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substances. The mycotoxins, especially afla-
toxin, are powerful carcinogens. However,
they generally are not present in the United
States food supply due to regulated food stor-
age methods.

Certain foods contain extrinsic mutagens
(e.g., charred meat and fish) and the attendant
products of browning in these foods. The com-
mittee noted that in areas of the world where
very highly salted and cured meats are eaten
regularly, there is a much greater incidence rate
of cancers (particularly of the esophagus and
stomach) than is seen in the United States. If
alcohol intake is excessive, particularly when
combined with tobacco smoking, there were
many more cancers of the mouth, throat, lar-
ynx, esophagus, and lungs than would be seen
in a comparable group of non-alcohol users.
The committee recommendations, except for
the specific provisos enumerated above, are
those of the dietary goals.

Vitamin and Mineral Supplementation

Vitamin and mineral supplementation to the
level of the RDAs is recommended for any per-
son over 60-65 years of age. Even a relatively
healthy-looking diet, which provides more calo-
ries than many elderly women consume, never-
theless is often deficient in some nutrients. In
the long run, this may lead to subtle changes
that can significantly diminish the quality of life.
A number of studies have underscored this im-
pression, both in the prevalence of deficient
nutrients and in the correction of some
clinical problems with an adequate dietary in-
take_55.56

A recent study of 270 healthy elderly persons
between 60-94 years of age who are active in
the community, take no medicines, but do use
supplemental vitamins and minerals, showed
that those with the lowest supplemental intakes
performed less well on the Wechsler Memory
Test and the Halstead-Reitan test (which mea-
sures abstract thinking).**-*® For both tests, low
blood levels of Vitamin C and Vitamin B-12
were noted to correlate with poorer scores.
Low riboflavin and folic acid serum levels cor-
related with a poorer performance on the ab-
stract thinking test. Nutritional intake, as re-
ported by patients, did not always correlate
with blood levels of nutrients.

175

Drug-Nutrient Inter-relationships

Food that is taken in combination with pharma-
cologic agents can interfere with the absorp-
tion, bioavailability, metabolism, or excretion
of certain drugs.”” Nutritional status itself must
be good for an ‘‘optimum’’ hepatic handling of
pharmacologic agents. An individual’s status
with respect to protein, essential fatty acids,
ascorbic acid and riboflavin, calcium, magne-
sium, and zinc all have an influence on drug
metabolism. Certain nutrients are interfered
with in one of a variety of the above fashions.
Some drugs are specifically used for their vita-
min antagonist properties.

Certain drugs, such as tricyclic antidepres-
sants, may promote nutrient intake. Amitripty-
line (begun with 25 mg at bedtime) may be
highly effective in not only improving depres-
sion, but in concomitantly improving appetite
and nutrient intake. Cyproheptadine hydrochlo-
ride also can be used for appetite, but its anti-
histaminic properties may be a problem unless
used only at bedtime. Antidepressant medica-
tion may need readjusting if an individual has
gained undesirable weight during antidepres-
sant therapy. Some drugs promote or inhibit ab-
sorption of nutrients.

Since many elderly individuals are given a
variety of medications from multiple physi-
cians, and may take over-the-counter prepara-
tions as well, it is critical for one physician to
act as a conduit and advisor with regard to these
substances and dosages. It then behooves this
physician to determine which, if any, may be
compromising the nutritional status. It is well
known, although often overlooked in the press
for time, that a patient complains of malaise,
palpitations, fatigue, anorexia, and muscle
cramps may be suffering the effects of over-
medication and undernutrition.

Federal Nutrition Programs

Recent federal programs that lead to nutrition
assistance for elderly persons have included the
United States Department of Agriculture’s two
programs: the National Food Stamp Program
and the Direct Food Distribution Program.
Both are available in virtually every community
for feeding needy people, including the elderly
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population. Both programs pose access prob-
lems for debilitated persons. Volunteers can
help to some extent. Medicare indirectly influ-
ences nutrition intake through an improvement
of health and conservation of personal funds for
food expenses. More directly, the National Nu-
trition Program for Older Americans, autho-
rized by the Older Americans Act of 1965, Title
VII, is a formula grant program that provides
federal allotments to each state Agency on Ag-
ing based on the number of state residents 60
years of age and older.*® Each state agency, in
turn, awards funds to local communities for el-
derly nutrition programs. Each program pro-
vides at least one hot meal per day, 5 days/
week, which meets 33% of the daily RDA.
Recipients must be over 60 years of age (al-
though a spouse may be younger) and must be
eating inadequately for financial or physical rea-
sons or by virtue of social isolation. Funds for
transportation and outreach are less readily
available, since the program primarily is de-
signed for congregate meals. Typically, no
‘‘meals-on-wheels’’ system is built into the pro-
gram; but, in some areas, provisions are made
to serve the home-bound.

Despite the mandate that is arising from the
1969 White House Conference on Food, Nutri-
tion, and Health*® that the goal of adequate nu-
trition for all United States citizens is an appro-
priate one, the United States lacks a national
nutrition policy or guidelines for action. While
we continue to see legislation in which eco-
nomic vicissitudes, national defense policy, ag-
ricultural policy, foreign trade, and other fac-
tors prevail over the goal of adequate food for
all age groups, nutrition may continue to be a
subpriority for the forseeable future.
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CHAPTER 13

Exercise

HERBERT A. DE VRIES, PH.D.

All available medical evidence shows that func-
tional capacity at the cellular, tissue, organ, and
system levels decreases with age. The most im-
portant losses in the cardiovascular system are
related to heart function. The ability of the
heart to pump blood (maximum cardiac output)
declines approximately 8% per decade after
adulthood.! Blood pressure typically increases
with age as fatty deposits gradually clog the cor-
onary arteries and the circulation decreases.

Respiratory changes include a decrease in vi-
tal capacity and stiffening of the chest wall.
Since breathing requires more muscular effort,
maximal ventilation decreases.

Skeletal muscles gradually decrease in
strength, and the capacity for muscular endur-
ance is reduced. Some 3-5% of all muscle tis-
sue is lost in each decade.

Physical Decline with Aging

All these losses combine to create a consider-
able loss in the body’s ability to transport oxy-
gen from the ambient atmosphere to the con-
sumer cells and to use it at the cellular level.
This loss in maximal oxygen consumption capa-
bility translates into a loss of energy. Men have
lost about 50% of this capacity by 75 years of
age. Women follow a similar course.??

Thus, it is possible that the functional losses
that are reported in the literature as age changes

Sourck: de Vries HA: Tips on prescribing exercise regi-
mens for your older patient. Geriatrics Apr 1979, pp 75-81,
reprinted with permission of Geriatrics.

may, in fact, result from at least three contribut-
ing factors: 1) An increasingly sedentary life
style; 2) Unrecognized incipient disease pro-
cesses; and 3) True aging changes. The first fac-
tor, ‘‘disuse phenomena’’ or the ‘‘hypokinetic
disease’’ of Kraus and Raab, is the only one of
the three that can be easily reversed.*

Parameters in Older Patients

Over a 5-year-period, my colleagues and I
tested and trained over 200 volunteer subjects
at the Laguna Hills Retirement Community, in
California. These subjects ranged from 56-88
years of age and every sample drawn from the
population averaged within 2 years of age
70.5—15

Need for Medical Examination

In one phase of an experiment, we tested to
their voluntary maximum tolerance 29 men, 61—
79 years of age who had had a medical screen-
ing examination, including a resting 12-lead
electrocardiogram (ECG). Of the 29 men, 15
had premature ventricular contractions (PVCs).
Of eight men who had to discontinue the experi-
ment before attaining maximal tolerance, four
had multifocal PVCs, two had an ST-segment
depression greater than 3 mm, one had severe
angina, and one went into ventricular tachycar-
dia. On the basis of this evidence, we concluded
that both a medical screening examination and
an individual assessment of exercise tolerance
are essential to ensure the safety of older peo-
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ple—even so-called healthy normals—in an en-
durance-type exercise program.

Type of Exercise

Recent evidence has supported Tuttle and Hor-
vath’s!® earlier findings that different types of
exercise may elicit very different physiologic
responses, even when the work bouts are
equated for metabolic demand. The increase in
heart rate with a unit increase of oxygen intake
(VO,) is greater for arm work than for leg
work.»1"-2 The blood pressure response at
equal levels of VO, also is greater for arm work
than for leg work® %1% and greater for static con-
tractions than for rhythmic limb exercise.?'-23

Our work in this area showed that cardiac
effort, which is estimated from the heart rate-
blood pressure product in these older men, in-
creased least rapidly with an increased work
load in walking-type exercise. Cycling created
considerable isometric tension in the upper limb
muscles. Crawling exercises created heavy iso-
tonic loads in the small muscles of the arms and
shoulders. An analysis of the data showed that
the increase in blood pressure was the most im-
portant determinant of the increasing work of
the heart.

We concluded that the most effective train-
ing loads could be handled with the least car-
diac effort by maximizing the rhythmic activity
of large muscle masses, and by minimizing high
activation levels of small muscle masses and
static muscle contraction.!® The natural activi-
ties of walking and running seem to accomplish
this.

Prescription of Exercise

Principally, we used progressive walking, jog-
walking, and continuous jogging in our work
with elderly persons. We provided each individ-
ual three cues for the monitoring of exercise
heart rate (taken 5-10 seconds after the cessa-
tion of exercise):

1. Minimum heart rate = 40% of heart rate
range;

2. Target heart rate = 60% of heart rate range;

3. Heart rate of 75% heart rate range should not
be exceeded.

Table 13-1 shows the double-progressive ap-
proach we used for gradual progression in a jog-

H. A. de Vries

TaBLE 13-1 Double-Progressive Jog-Walk
Program Based on Three Workouts per Week
Number

Days Run Walk of Sets*

1— 6 50 steps 50 steps 5-10

77— 12 50 steps 40 steps 5—-10
13— 18 50 steps 30 steps 5—-10
19— 24 50 steps 20 steps 5—>10
25— 30 50 steps 10 steps 5—10
31> 36 75 steps 10 steps 5—>10
37> 42 100 steps 10 steps 5—-10
43 — 48 125 steps 10 steps 5—-10
49 — 54 150 steps 10 steps 5-10
55— 60 175 steps 10 steps 5—10
61 — 66 200 steps 10 steps 5->10
67 — Individualized program

* Increase number of sets by one each day at each level of
exercise.

walk program based on three workouts per
week. This approach worked well in average,
healthy, and asymptomatic older men and
women. However, in a few subjects, even this
protocol proved too severe,” and we decreased
their exercise to a progressive walking pro-
gram,

Trainability

Over a 42-week training period, oxygen trans-
port in the experimental subjects improved by
29% (p <0.05), while the controls showed no
significant change.” Highly significant improve-
ments (p <0.01) also were observed in vital ca-
pacity (19%), minute ventilation (Ve) at 90%
maximum (35%), and in arm strength (12%).

Other significant health benefits that were
observed during the experience at Laguna Hills
included a decrease in skinfold measurements
concomitant with weight loss, and a decrease in
both systolic and diastolic blood pressure. Ex-
ercise also had a highly significant ‘‘tranquil-
izer” effect on resting muscle action potentials,
which appeared to be considerably better than
that of meprobamate.!?

Conclusions

On the basis of our work and the more recent
work of others, we believe that the trainability
of healthy asymptomatic men and women in
their 60s and 70s is not greatly different in a
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relative sense from that of young men and
women. However, the hazards of endurance
training may be considerably greater because of
the increased incidence of asymptomatic car-
diovascular diseases in older subjects. For this
reason, medical screening and individual as-
sessment of exercise response both are advis-
able before a subject undertakes endurance
training beyond vigorous walking.

In addition to the training effect on oxygen
transport and physical work capacity, other sig-
nificant health benefits seem to accompany the
training process, which include a decrease in
skinfold dimensions and in diastolic and sys-
tolic blood pressure. One of the more important
acute responses to endurance exercise appears
to be the highly significant reduction in the rest-
ing muscle action potential level, which can be
interpreted as a ‘‘tranquilizer’’ effect.
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CHAPTER 14

Sexuality
DANIEL H. LABBY, M.D.

Clinical studies during the past 20 years con-
cerning the preservation of sexual activity as
part of vigorous aging have confirmed that there
not only is no specific age at which sexual activ-
ity must necessarily end, but that many individ-
uals continue active sex lives into their 7th, 8th,
and even 9th decades. In fact, study subjects
who are 60-90 years of age engage in sexual
relations with a variable frequency that extends
from once every other month to three times per
week. This proves to be more a function of how
much sexual activity existed in early adulthood,
as well as the availability of a willing partner
and the state of one’s physical health. Con-
versely, if sex has never been important nor
particularly enjoyed, the aging process can
even provide a convenient excuse for giving up
sexual activity if this is desired. Recent studies
by George and Weiler! have shown that despite
older data suggesting a decline in sexual activity
in the last half of adulthood, levels of sexual
activity remain more stable over time than has
been previously appreciated.

Much of this misinformation was due to
myths that were perpetuated both by elderly
persons themselves and by the medical profes-
sion to whom they came for assistance. For ex-
ample, as soon as an aging male notices the
anticipated slowing and dampening of his sex-
ual responses, he is liable to worry that his erec-
tile capacity is waning and fears it will disap-
pear; he does not realize that this slowing is an
expected part of the aging process. Women are
less susceptible to these attitudes, but they may
become victimized by their partners’ anxieties

and withdraw sexually to protect their hus-
bands from feelings of inadequacy. The net
result is the loss of what could be an otherwise
rewarding intimate life. An aging male is partic-
ularly prone to avoid confronting his diminish-
ing powers to deny the encroachments of aging.
The social view of sex in aging is often associ-
ated with notions of guilt and shame as to
whether it is “‘proper” to be sexually active
during advancing age; eventually, the need for
sexual activity becomes completely denied and
repressed. Another fact of aging that feeds sex-
ual withdrawal is the comparison of the inten-
sity of sexual responses during both middle age
and early aging with what it was earlier in life.
Men, for example, reach their peak of sexual
activity in their late teens in contrast to women,
who reach theirs in their 30s. It is ironic that
during middle life, when women become more
responsive, men become less responsive sexu-
ally. Further excuses for withdrawing sexually
will be found with illnesses that increase in fre-
quency after 60 years of age, although few
health conditions make sex altogether impos-
sible. Nonetheless, diabetes, arteriosclerosis,
and cardiac problems (especially coronary ar-
tery diseases) bring additional anxieties that en-
courage sexual withdrawal, particularly in
males. Much of this can be preserved if there is
both an opportunity for counseling from a phy-
sician and the availability of a cooperative and
understanding partner. An aging male is partic-
ularly vulnerable to erectile dysfunctioning if
there has been a long period of abstinence due
to illness, especially if he has been accustomed
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to regular stimulation and intercourse. He can
recover slowly once stimulation and sexual ac-
tivity is resumed.

Despite abundant new clinical information
about aging sexual functioning, there is some
reluctance on the part of the medical profession
to prepare the aging population to understand
and accept their aging sexuality. ‘‘The readi-
ness is all,”” as Hamlet says. Physicians often
have problems in dealing with an aging individ-
ual, even to the point of denying their need for
sexual activity during the aging process. One
study? found that when physicians were given
identical descriptions of patients with psychiat-
ric symptoms that differed only in respect to the
age of the patient, they more frequently re-
ferred patients who were described as young for
psychological assistance than those who were
described as old. Part of this may have roots in
a physician’s inability to see an elderly patient
as anything but an ‘‘old person’’ and to con-
front one’s own aging process, as well as the
notion that an aging male who inquires about
these difficulties can be stereotyped as ‘‘a dirty
old man.”” Most often (in this author’s experi-
ence), it is an extension of the difficulties that
physicians have in discussing sexual problems
with their patients comfortably, as well as the
uncertainty about their own skills in sexual
medicine, that force them to avoid taking a sex-
ual history. There also is a fear that a physi-
cian’s own ignorance in this area will be re-
vealed. Add to this a physician’s impatience in
dealing with an aging patient, and the result is
clinically irresponsible behavior. Physicians oc-
casionally avoid addressing sexual issues by us-
ing inappropriate humor and arbitrariness with
such comments as ‘‘Well, what can you expect
at your age?”’ or ““You’ll get used to it as you
get older,” or ‘“Well, maybe you’ve had as
much as you’re going to get!”” Too often, this
produces depression and only feeds a patient’s
loss of sexual self-confidence. Alex Comfort?
has said that such patients can be ‘‘dewitched
through thoughtlessly prohibitive or insuffi-
ciently explicit and reassuring advice.”’ It is re-
grettable that a physician cannot become the
advisor and guide for what Butler and Lewis*
have described as ‘‘the opportunity for the ex-
pression of compassion, affection, and loyalty;
affirmation of the value of one’s body and its
functions, a means of self-assertion and affirma-
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tion of life, the pleasure of being touched and
caressed.”’ It has been pointed out that next to
the fear of death, which we all share directly or
indirectly, the fear of losing sexual pleasure and
intimacy and the opportunity to insure their
continued availability ranks high in the hierar-
chy of pressures that people feel as they enter
middle age and advance further in the aging pro-
cess. As someone has said: ‘‘Sex doesn’t make
you live longer, it only makes you want to!”’

Psychosexual and Social Issues

In addition to new available clinical information
concerning functioning during aging sexuality, a
large body of information has developed that is
concerned with the psychological and social
conditioning factors that are important determi-
nants of sexual activity among elderly persons.
Much of this is attitudinal. For example, it is
difficult for sexually active parents and grand-
parents to understand and accept the sexual
freedoms of their younger children. These same
younger teens and adults can hardly believe
that their elders, especially their grandparents,
are continuing to enjoy the sensual and intimate
sharing that they have pre-empted as their right.
This was demonstrated in a sentence comple-
tion procedure for assessing attitudes toward
elderly persons in which students most often
stated that ‘‘sex for most old people is negligi-
ble, unimportant, and past.”” Studies from
Duke University, by Eric Pfeiffer, et al,® pro-
mote a more accurate understanding of sexual
behavior during the middle life and geriatric
years. The have pointed to dramatic differences
between men and women of corresponding age
with respect to the indicators of sexual behav-
ior. Also, they have shown that men generally
reported greater interest and activity than
women, although both expressed a declining in-
terest and activity with advancing age. It was
apparent that sex still continued to play an im-
portant role in the vast majority of the subjects
studied. Aging women exhibited a surprisingly
greater sexual decline than their male counter-
parts. This conflicts with earlier studies by Kin-
sey and his team,’ and especially with the stud-
ies of Masters and Johnson® who contend that
an aging female shows little evidence of sexual
incapacity. If this does occur, it is more liable to
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be a function of a male’s loss of interest and
capacity with aging, rather than a female’s own
loss of interest and capacity. Although a hus-
band’s withdrawal may be a primary determi-
nant, an elderly wife could find aging a good
reason to end an activity that she had never
found satisfying. All indicators seem to point to
the lack of a sexually capable and socially ac-
ceptable partner as the major problem for
women. Nonetheless, there is a significant in-
crease in the sexual drive of a middle-aged
woman. This often reflects an intense feeling of
release and security from the risk of pregnancy,
especially following menopause. In many
cases, it may lead to casting about for new sex-
ual partners or an opportunity to extend and
develop her experience in sexual variation. It
seems that the decline of sexual interest in
women (if genuine) is one of circumstance
rather than capacity, and it is extrinsic rather
than intrinsic—an important insight for a prac-
ticing geriatrician. Possibly, this is a function of
the passive role that many women assume,
compared to men who are more liable to be
sexually opportunistic and aggressive.

With declining sexual activity in both sexes,
there is a parallel diminution in both masturba-
tion and the frequency of morning penile erec-
tions. Ejaculatory intercourse also occurs less
often in an aging adult according to Martin®; it
declines from a 98% rate up to age 60 years of
age, to 77% among men in their 80s. While a
woman’s capacity for sex remains intact
throughout her life span, fewer women than
men remain sexually active. If there is regular
stimulation, there seems to be no special time
limit that is drawn by advancing years for fe-
male sexual activity. Also, Klegman'® reports
that orgasmic responses still occur in women in
their 70s and older; Christenson and Ganion'!
have found that older wives with younger hus-
bands are more sexually active than younger
wives with older husbands. Curious differences
unique to each gender have been reported that
affect sexual behavior. Men seem to be more
reticent than women to admit they are no longer
interested in sex, and they are most often the
one who determines continuing sexual activity
or its absence. However, a male is markedly
affected in the frequency of his sexual expres-
sivity by his health, past sexual experiences,
general life satisfactions, capacity to adapt, ba-
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sic fears, and social factors such as class and
education level. For a female, however, her
marital status seems to be of immense impor-
tance, as well as her acceptance of a suitable
partner. Particularly among older women, the
enjoyment derived from sexual activity in their
younger years and their present orgasmic capa-
bilities appear to be critical. Less important ef-
fects are related to religious, social, economic,
psychological, and health variables.

Sexual Functioning in Aging

The alterations in sexual functioning that occur
with aging are unique to each sex. While a fe-
male experiences abrupt changes in endocrine
functioning with menopause, a male’s changes
are a gradual cessation of fertility that is due to
a slow diminution in spermatogenesis. This oc-
curs after the 5th decade, although there may be
persistent sperm production well into the 9th
decade in some individuals. Although the level
of circulating testosterone exhibits a gradual re-
duction past 60 years of age, in males, the de-
crease is much less than observed in sex steroid
levels in women (see Volume I, Chapter 27).
There is an even more intense decrease in the
circulating free testosterone level that possibly
is associated with the progressive rise in sex
steroid-binding globulin past 50 years of age.
Despite these and other endocrine changes pre-
viously described in this volume, there is no
scientific support thus far for the notion of a
male menopause or climacteric—certainly,
nothing comparable to that seen in menopausal
women.'? Such clinical states have been charac-
terized in males by such vague complaints in
varying combinations as poor appetite, ennui,
depressed libido and transient erectile difficul-
ties, shortened attention span and difficulty in
concentrating, irritability, fatigue, and distur-
bances in the sleep cycle. These symptoms are
so non-descript as to be easily assigned to the
more common psychosomatic states that are as-
sociated with the aging process (e.g., depres-
sion, anxiety, and mood instability). It is rare
that any of the above can be specifically as-
signed to changes in the concentration of any
single endocrine determinant, nor do they re-
spond to injections of testosterone or other en-
docrine preparations.



14. Sexuality

Achieving an adequate firm erection requires
more intense and longer direct stimulation of
the penis, especially past 60 years of age. Pre-
ejaculatory ‘‘seeping’’ generally is absent be-
yond this age due to the accompanying reduced
seminal ejaculatory volume. The period of ejac-
ulatory inevitability becomes progressively
brief in aging (this may be associated with a
testosterone deficiency), and it is often associ-
ated with the need for prolonged direct stimula-
tion to make ejaculation possible. Much of this
undoubtedly is a reflection of alterations in the
prostate gland and the nerve supply to the geni-
tal area. As a result, in aging men, the plateau
period in the sequence of sexual arousal be-
comes extended. Because of this, an aging male
has a certain advantage as a lover in being able
to provide prolonged stimulation for his female
partner, who will benefit by the extended avail-
able time to reach orgasm and to enjoy multiple
orgasms as well. Aging men also describe a
lesser physical need to ejaculate, and there is a
more rapid loss of erection following ejacula-
tion. A progressively longer refractory period
will ensue before another coital experience can
be successfully undertaken. An aging male
must understand that he may not be able to
complete each coital experience with an ejacu-
lation and orgasm.'* Despite this, many aging
males in their 7th and 8th decades and beyond
discover that sufficient erectile capacity is
available for a satisfying intercourse, even if an
orgasm and ejaculation do not occur. Many ag-
ing males report that they approach maximum
erectile firmness in a step-wise manner, at times
softening with continuing stimulation and re-
gaining firmness as arousal progresses. If this
physiologic phenomenon is not understood as a
natural evolution of aging sexual functioning, it
can become a significant cause of anxiety and
fear that erectile ability is being lost and will
soon be totally unavailable. Secondary impo-
tence due to this experience eventually can de-
velop unless a patient is informed and educated
by his physician as to its true significance and
the partners are so advised that they can con-
tinue to be sexually active.

In an aging female, there is an evident grad-
ual decline in reproductive capacity that begins
somewhere between 30-40 years of age. This is
followed later by irregularities in the menstrual
cycle that signal the onset of menopause. In the
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United States, this event occurs most often in
women in their late 40s to mid-50s. There is no
physiologic basis established that would pre-
vent an aging female from continuing to enjoy
sexual intercourse into later life. As mentioned
previously, this is more determined by the lack
of an available or cooperative partner, although
it can be a function of her simple wish to end an
activity that has never been satisfying. The lat-
ter point is especially true if there has been a
dysfunctional marital relationship that possibly
was associated with long-standing problems or
life stresses. Frequently, an elderly woman who
cares for a sick husband over an extended pe-
riod of time finds herself sexually frustrated.
This often continues following the death of that
husband. Once the process of mourning and
loss has been completed, she may wish to so-
cially re-establish herself. However, many
women who are not so inclined, find greater
contentment in being able to shut off their sex
life than do men in the same situation. Unhap-
pily, there are social proscriptions that relate to
whether or not this is age-appropriate. Al-
though attitudes are changing, many women
presently in the over-65 age group still are ham-
pered by what is considered acceptable since
they may be at risk of embarrassment if they do
not ‘‘act their age.’’ There is evidence that mas-
turbation increases under these circumstances
in older women who are inclined to relieve their
sexual tensions despite their wish to develop
rewarding heterosexual relationships.

The endocrine events that are associated with
menopause are described in Volume I, Chap-
ters 26 and 27. Although many women experi-
ence menopause asymptomatically, others find
that vasomotor instabilities (e.g., hot flashes,
the atrophic changes in breasts, genitals, and
skin), which are associated with irritability and
depression, are very demoralizing. There is
confusion about the exact meaning of many of
these symptoms, with the exception of the cor-
relation between hot flashes and decreased es-
trogen production. The physical correlates of
the postmenopausal period, with changes in the
vaginal cytology and the atrophy in the vaginal
mucosa, are critical to good sexual functioning.
Vaginal lubrication is slower in onset and even-
tually is diminished in amount. Longer stimula-
tion may be needed during arousal and fore-
play, but this change occurs at a time when the
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genital tissues are less able to tolerate increas-
ing friction. Dyspareunia due to vaginal dryness
and pain may occur unless correction is
achieved by local estrogen creams or a systemic
estrogen replacement therapy. With low levels
of estrogen, the sensitivity of the vaginal tissues
increases, and there may be pain on clitoral
stimulation and painful uterine spasms during
orgasm. At times, the orgasmic phase may be
short. However, a woman is fortunate that, for
the most part, her orgasmic pattern is pre-
served; she may continue to have multiple or-
gasms if she has had them in the past. There
may be only minor alterations in her libidinous
drive.

At present, figures indicate that about four of
five men who remain in good health during old
age will continue to be interested in sex. About
two of three men in their 60s remain sexually
active, but only one in five are still active in
their 80s. It has been observed in men that sex-
ual interest declines somewhat with time, but
not as much as performance. About one third of
all women in their 60s continue to be sexually
interested despite the fact that only one-fifth
report ongoing sexual activity. In both sexes,
other influential factors enter, such as one’s
general physical state, the use of drugs or alco-
hol, antihypertensive medications, and a wide
variety of dysfunctional medical and surgical
disorders. Although the capacity to function
sexually remains, it depends on how well an
aging individual can compensate for physical
changes that occur with aging or accompanying
illnesses, and the significance of sex during the
past life of the relationship. It principally is the
learned pleasure from frequent former, good
sexual experiences that replaces the more phys-
ically oriented drives at this time in life. This is
further supported by the notion promoted by
Masters and Johnson® that during the postmen-
opausal period of women’s lives, the psyche
plays a large part in determining the intensity of
their libido. They further indicate that endo-
crine factors alone could be responsible for sex-
ual behavior in many postmenopausal women.
One could expect a relatively uniform response
to the diminution and ultimate withdrawal of
sex hormones, but (so far) there is no estab-
lished universal reaction pattern to sex steroid
withdrawal.

The fact that many women intensify their in-
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terest in sex after the menopausal period has
been thought, in the past, to be due to freedom
from the risk of pregnancy after menopause.
However, the privacy, the exclusive attention
to the married relationship in the absence of
children who now are grown, and the notion
that sexual activity can continue and is even to
be cherished in old age—all of this has enabled
the psychological and emotional components to
dominate sexual drives in the elderly popula-
tion. In caring for an elderly couple, it is impor-
tant to know if sex has been valued as an
important part of the intimate life of a
well-functioning relationship over a long period
of time so that guidance can be constructed re-
alistically. Preparations for the inevitable
through both the education of realistic expecta-
tions as aging continues and sympathetic coun-
seling can go far in assuring that disinterest,
sexual boredom, and inhibition do not take
over. An interested geriatrician should be in-
formed of the state of sexual activity in an aging
couple and make certain that prolonged absten-
tion from sexual activity, with its ensuing hand-
icaps, does not occur unless a physical illness
supervenes. Sexual disuse can be devastating to
an aging individual’s capacity to resume a satis-
factory sexual life.

The Effect of Disease
and Illness on Sexual
Functioning During Aging

Aging in humans inevitably is associated with
many emotional losses that have widespread
and devastating effects on an elderly person’s
physical and psychological self-image. Much of
our sense of intactness, our body image, (and
especially) our self-concept, our sense of dig-
nity and self-worth, as well as our attractive-
ness to others and vitality all seem to be related
to the encroachments that aging has made; also,
how intact and well-functioning our sexuality
remains. During adult life, both our sense of age
and our sense of sexual capacity seem to be
related to our defense against isolation, loneli-
ness, and how well our intimate needs are met.
When both aging and a waning sexuality occur
together, the effects may be disastrous and may
lead to a serious depression. Add illness to
these decrements and the result is demoraliza-
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tion, depression, and a strong sense of futility
and hopelessness.

The role of a physician in attending aging
patients immediately becomes clear. Not only
must he care for the physical illness, but he also
must serve a patient through reassurance and
re-education about how it is possible to pre-
serve sexual functioning, the intimate life of the
relationship, and attractiveness to others at a
time when rejection and loneliness are threat-
ened. Certain illnesses that strike during aging
deserve special attention.'

Since intercourse is stressful, both physi-
cally and emotionally, it often is viewed as pos-
sibly life-threatening by those aging individuals
with impaired functioning of the cardiovascular
system. Nevertheless, sudden death during in-
tercourse is rare and accounts for less than 1%
of all sudden coronary deaths, and it is alleged
to be more common during extramarital inter-
course. In recent studies, particularly by Hel-
lerstein, et al,'* the cardiovascular demands
during intercourse of 91 middle-aged and long-
married men who were observed by using tape-
monitored electrocardiograms (ECG) revealed
that only 18 of 48 who had an arteriosclerotic
heart disease experienced cardiac symptoms
during intercourse; only five discontinued inter-
course because of a rapid heart beat or severe
angina. It was the author’s contention that *‘the
equivalent oxygen cost is similar to that of
climbing a flight of stairs, walking briskly, or
performing ordinary tasks.’’ It generally is be-
lieved that most coronary patients should be
able to resume their average daily activities
within 8-12 weeks after an acute myocardial
infarction in the absence of serious arrhythmias
or congestive heart failure; more time is neces-
sary if there are further complications. It is their
recommendation that nitroglycerin or some
equivalent coronary dilator be taken 10 minutes
before intercourse if there is fear of angina dur-
ing the period of exertion. Planned physical
training following a coronary occlusion often
will diminish anginal episodes in the early
postinfarction months. A physician will neces-
sarily have to be alert to the possibility that his
or her patients may use their illness state as a
way of withdrawing from continuing sexual ac-
tivity and may (in a sense) be cheating them-
selves and their partners of a necessary and re-
warding intimate life. In a normotensive
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individual, during intercourse, the rate of respi-
ration may increase to 40 breaths per minute
with a sinus tachycardia in excess of 100-180
beats per minute. There is a concomitant rise in
systolic blood pressure of 60-80 mm Hg above
the resting pressure. The response of a hyper-
tensive patient may be exaggerated during a pe-
riod of exertion. This is non-threatening in
cases of uncomplicated hypertension, because
the major change will be an increase in heart
rate with little change in stroke volume. Despite
the sense of fragility of a hypertensive patient,
it is surprising that more people do not experi-
ence cardiac or cerebrovascular accidents dur-
ing sexual activity; but, such reports are rare.
With effective medication, most risks are di-
minished, but the antierectile potential of many
of the antihypertensive compounds must be
kept in mind. Alterations in libido have been
reported following cerebrovascular accidents.
In one reported series of 105 stroke patients,'
less than 60 years of age, 29% reported a dimi-
nution of libido following a stroke and 60% re-
ported no change or even an increase. The fre-
quency of coitus decreased for 43% of the
group, but it was unchanged or increased in
22%. The fact that sexual activity decreased
more than libido emphasizes the importance of
psychological and social factors in determining
the sexual behavior of disabled patients.

Similar considerations apply to physiologic
stresses that are related to sexual intercourse
with two common pulmonary disorders during
aging: 1) Chronic obstructive pulmonary dis-
ease (COPD); and 2) Bronchial asthma. One
study showed that of 100 men with COPD, only
17 were found to be impotent.!¢ It was thought,
however, that impotence was more likely re-
lated to psychological problems, such as poor
identification and expectations of gender role,
poor skills at communicating, and conflict reso-
lution. Counseling should explore areas of con-
flict in a marital relationship or within the per-
sonality of an individual. Once marital partners
understood their illness and took a more active
role in intercourse or were encouraged to as-
sume an acceptable role, coital frequency and
enjoyment were comparable to, or even greater
than, the norms in healthy couples of similar
age.

There are special difficulties that are related
to sexual functioning in aging males with diabe-
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tes mellitus. Previous studies have shown that
from one third to one half of all diabetic males
eventually become impotent. Indeed, in a youn-
ger population, Kolodny, Masters, and John-
son'? found a 200-300% higher incidence of a
diabetic or a prediabetic curve in males with
symptoms of secondary impotence when com-
pared with a cross-section of the general popu-
lation by using a 5-hour glucose tolerance test.
Here, erection begins but fails to persist, and it
suddenly may be lost. As a diabetic patient
ages, the problem may intensify, but it is less
related to the duration of illness or the use of
antidiabetic compounds than to age. Once es-
tablished, it is difficult to reverse. There seems
to be no correlation between erectile capacity
and the age of onset, insulin dose, or the degree
of control of the diabetes; however, there is
some relationship with the number of relapses,
such as the frequency of ketoacidosis and
coma. There not only are endocrine mecha-
nisms, but also neurologic and vascular mecha-
nisms that are active in the pathology of diabe-
tes. Some changes suggest an impaired
testicular function that is associated with
slightly elevated 17-ketosteroid excretion and
high estrogen excretion when vascular compli-
cations attack the circulation of the seminal
vesicles and the vas deferens. There also is an
obliteration of the penile arteries and a microan-
giopathy of small vessels of the corpora
cavernosa, which produce a reduced blood
flow. All of this can induce impotence. In diabe-
tes mellitus, sexual problems more often afflict
males and less often females who (in even ad-
vanced stages of diabetes) remain sexually ex-
pressive and competent, unless there is an ex-
tensive peripheral vascular pathology.

In acute and chronic renal failure, males
again seem to be more prone to sexual dysfunc-
tioning (especially erectile failure) than females.
Fatigue, lethargy, listlessness, and the general
effects of illness, all diminish sexual desire and
force many patients to withdraw from their ac-
customed sexual life. Questionnaire studies!” of
519 adults with a renal disease, who were
treated with dialysis or had received renal
grafts, reported serious sexual impairments re-
lating to the frequency of intercourse, potency,
and ability to achieve orgasm. All patients un-
dergoing dialysis experienced a marked de-
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crease in the frequency of intercourse after the
onset of uremia. Of 345 men, 135 reported hav-
ing no intercourse following the onset of ure-
mia. Thirty-eight patients reported sexual activ-
ity three or more times a week before uremia
began, but only four claimed such activity
since. Of 90 women who experienced orgasm
during intercourse before uremia, 47 reported
orgasm with intercourse following kidney fail-
ure. These results seem to be less age-oriented
than related to renal morbidity.

In an aging patient with chronic arthritis, a
common sexual difficulty is related to the limi-
tation of mobility during coital positioning. This
most often accompanies an osteoarthritic-hip
disease, especially if it is bilateral. While the
same mechanical problems may occur in the
presence of active rheumatoid arthritis, there
also may be difficulty due to joint contractures,
joint inflammation with pain, and the general
symptoms of lassitude, weakness, fatigability,
and even muscle atrophy. Despite these limita-
tions, sexual activity can be conducted with the
use of analgesics before intercourse. Patients
should be encouraged to try a variety of experi-
mental procedures and positions that allow the
successful performance of intercourse, espe-
cially those that will minimize distress from
painful weight-bearing joints.

For specific difficulties that are related to
problems within the pelvis in females or (partic-
ularly) the prostate in males, readers are re-
ferred to Volume I, Chapters 17 and 18. Sexual
problems can be expected with any surgical
intervention in an aging patient. Procedures
that are long-term and serious in the pelvic area
may not only cause, but also exaggerate, sexual
disturbances. For example, node dissections
for tumors in the pelvic area, the testis, the
bladder, or the prostrate, rectum, and sigmoid
colon all may have unfavorable conse-
quences—particularly if erectile functioning is
disturbed by a necessary nerve disruption that
occurs due to the procedure, or if an ileostomy
or cystostomy become necessary. The effects
on a patient’s sexual self-image, feelings of ac-
ceptance, and attractiveness are issues that re-
quire proper education and guidance by a sensi-
tive and concerned physician. Dlin and

Pearlman'® have described a patient’s point of
view:
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‘“When people face the loss of an internal organ,
the re-location of a body orifice, and the loss of a
natural body orifice together with facing the possibil-
ity of death, they suffer significant grief reactions
that must be worked through. The slow and tedious
working through of their personal feelings and their
relationships with others depends on their maturity
and sophistication. Sexual function is focused on be-
cause it represents very graphically the patient’s in-
vestment in life. Return of interest in this function in
most individuals is a good indication of willingness to
return to productive life.”

Surgical procedures in the lower pelvic area
may be expected to interfere with good sexual
functioning. Although surgery may remove a
pathologic process or provide relief from the
disabling complications of a disease, a patient’s
expectation of permanent sexual dysfunction-
ing may be so strongly reinforced that they be-
come content to live out this expectation. It
requires an astute physician to sense the degree
of psychogenic overlay and, through some form
of acceptable guidance and psychotherapy, to
help a patient to return to satisfying sexual ac-
tivity. Much of the postoperative difficulty can
be overcome by good preventive counseling,
preoperatively, that will continue postopera-
tively and prevent demoralizing postoperative
emotional states. Preoperative knowledge of a
patient’s intimate and sexual life is fundamen-
tal, so that positive statements that sexual func-
tion in some form can follow the same pattern
after surgery as it did before will dispel the
myth that surgery destroys sexual respon-
siveness.

Sexual Dysfunction in Aging

As may be seen from the previous discussions,
there are many determinants of both the fre-
quency and the quality of sexual life of an aging
individual. They range from a fundamental lack
of general understanding of the effect of the ag-
ing process on sexual functioning to the ability
to accept the appropriateness of sexual activity
in old age. It is critical to good medical care for
a physician to acknowledge those factors that
have established rewarding sexual activity in a
long, friendly, and functional marital relation-
ship so that there can be continued intimacy,
nurturance, shared concerns, and a mutual
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sense of worth. These features are basic to the
care of individuals with a sexual dysfunction
and often are overlooked by otherwise well-mo-
tivated physicians who feel that sexual con-
cerns in aging individuals must be directly at-
tacked. In the same context, one can include
many of the special environmental features of
aging that relate to career and retirement, emo-
tional and physical fatigue, depression, and
even excess weight and the use of alcohol. The
role of physical illnesses can hardly be over-
looked when assessing sexual dysfunctioning,
especially those already mentioned that relate
to cardiovascular disease, pulmonary and renal
disorders, diabetes, and pelvic arthritis with its
physical limitations of movement. Patients who
use antihypertensive or antidepressive drugs
also may have difficulty in managing an erection
and in ejaculation. Less seems to be known
about the effects of drugs on female sexual re-
sponsiveness. Segraves'” feels that this proba-
bly reflects a tendency for physicians, who
most often are males, to be more interested in a
male’s functioning than in a female’s sexual ex-
periences.

For whatever reason, an aging patient does
not commonly choose to come for treatment of
sexual dysfunction; in fact, a responsible physi-
cian interested in this age group frequently will
have to initiate inquiries to elicit basic sexual
information before intervening in the sex life of
a geriatric patient. An aging patient often will
assume, when dealing with a health problem,
that sexual activity is to be avoided. Genuine
sexual dysfunctioning does occur for a number
of reasons in an aging individual. In females,
this often takes the form of painful intercourse,
which is commonly related to a postmenopausal
vaginal wall atrophy with resulting dryness. It is
best controlled by the use of a local estrogen
cream or suppository. Contributing causes, of
course, should be ruled out (e.g., mixed infec-
tions, diabetes, or vaginal carcinomas). Or-
gasm in an aging female occasionally is accom-
panied by painful uterine contractions. This can
elicit extraordinary anxiety in both a woman—
who may feel that there is a serious underlying
disease, or her partner—who may attempt to
modify intercourse in some more comfortable
way. Failing this, his own preoccupation will
produce erectile disturbances and, eventually,
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secondary impotence. This can be relieved by
an explanation from an informed physician. It is
important that this is achieved before it be-
comes an established sexual pattern; especially
if there has been a prolonged and pleasurable
past sexual life. As noted previously, a rela-
tively short-term period of dysfunctioning in an
aging couple will respond quickly to proper
management with a restoration of satisfactory
sexual functioning. If allowed to continue, it
may be very difficult to salvage. Again, this is
especially true for males because of their diffi-
culty in reachieving confident erectile function-
ing during the aging period, if they experience a
prolonged period of abstinence.

Secondary impotence is the most common
sexual complaint in an aging male and increases
in frequency with aging. The many possible eti-
ologic factors already have been alluded to, but
the most powerful seem to be the fear of non-
performance, insufficient knowledge about the
normal evolution of sexual functioning as a con-
comitant of aging, and (particularly) the fact
that orgasm and ejaculation is not to be ex-
pected with each intercourse experience. This
kind of information must be shared by both
partners, since in sexual intercourse what
happens to one is happening to both. An aging
male who cannot depend on his erectile perfor-
mance is not only insuring that he will continue
to be relatively impotent, but he is creating con-
cerns in his partner, who, unwilling to expose
him to failure, will withdraw and deepen the
problem.

Except for those concerns that are directly
related to the state of physical and emotional
health of a patient, the management of sexual
dysfunctioning is not any different than the
treatment rendered for a younger patient.?0
Again, strict attention to how well informed a
patient is and to contributory problems (e.g.,
diabetes, cardiopulmonary disorders, dietary
concerns, and the use of drugs and alcchol) may
be all that is necessary. A thorough review of
prescribed medications (as noted above) is all-
important, particularly antihypertensive com-
pounds that are related to guanethidine and
reserpine, as an well as the phenothiazines or
anticholinergic blocking agents, sedatives and
so on. It is extremely important to detect an
underlying depression in elderly persons, since
any of the determinants described above may
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be accompanied by a heavy layer of emotional
distress. It is not only that depression itself can
be devastating to sexual desire, but that the use
of antidepressive compounds may be associ-
ated with a variety of erectile and ejaculatory
dysfunctions. In the same context, an aging
male frequently will confess that for most of his
life sexual activity was most ego-satisfying
when it was related to actual intercourse. For
this man, sex will be thought of in genital terms,
which subordinates important secondary ac-
companiments that are so often reinforced
through intercourse, such as intimacy, mutual
nurturance, affirmation of a sense of worth and
acceptance, and protection against loneliness
and isolation. When added to the need to hold
and be held and to the attendant feelings of re-
latedness and reciprocity, much can be accom-
plished by a counselor who will assist an aging
couple in developing non-coital techniques that
can supplement the need for actual penis-in-
the-vagina intercourse. This will be of special
importance in the presence of a physical disease
with handicaps that block the customary man-
ner of engaging in intercourse. Those profes-
sionals who choose to work with a geriatric pa-
tient in the area of sexuality must be
well-trained to perform a careful sex history to
evaluate the sexual quality of the past marital
relationship and the ordinary effects of aging on
sexual functioning, the inroads of physical ill-
ness, and the state of a patient’s understanding.
Only then can a therapist understand the possi-
bilities for those patients who wish to continue
to be sexually active.
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CHAPTER 15

Sleep and Sleep Disorders

CHRISTIAN GUILLEMINAULT, M.D.

Epidemiology of
Sleep Complaints
in Elderly Persons

Sleep and Sleep Complaints

Survey data reveal that a greater proportion of
elderly persons are dissatisfied with the quality
of their sleep than any other age group. A num-
ber of studies indicate that elderly persons
awaken several times per night."* In one
study,? 25-30% of all subjects over 65 years of
age reported frequent night awakenings, 15% of
all subjects 65-75 years of age reported arous-
als before 5 AM, and 25% of all men over 65
years of age and 40% of all women over 45
years of age considered themselves to be ‘‘light

sleepers.’” Of all subjects over 65 years of age,.

15% slept fewer than S hours/night and had diffi-
culty in falling asleep (i.e., long sleep latency),
which is approximately twice as prevalent in
females of all ages than in men; it was signifi-
cantly more persistent in females over 55 years
of age than in younger women.

Another survey of 1,064,004 subjects,* which
was conducted under the auspices of the Ameri-
can Cancer Society, showed that insomnia in-
creased with age (16% for men, 31% for women
over 50 years of age). Several studies show that
the elderly population went to bed earlier, had
an increased amount and duration of wake after
sleep onset (WASO), and had an increased
number of daytime naps.>-® Similarly, in 1,006
households in the Los Angeles Metropolitan
area’ and in 1,645 adults living in Alachua
County, Florida,!® sleep difficulties generally

increased with age and were more prevalent in
women than in men. Many reports confirm that
sleep complaints generally increase with
age. 5811

There also is an increase in hypnotic use by
elderly patients. A telephone survey of 549 sub-
jects!? showed not only an increased complaint
of WASO in elderly subjects, but also an in-
creased use of sleeping pills and alcohol before
bed. In one study,' 9% of the respondents took
sleeping pills; again, with a higher proportion
among women and elderly persons. In a random
telephone survey of 6,340 respondents,'* com-
plaints about sleep problems did not increase
with age. However, the female complainants
outnumbered the males, and the intake of sleep-
ing aids at bedtime increased with age. Johnson
and Clift’ also found an increased hypnotic use
in the elderly population.

In conclusion, despite the heterogeneity of
surveys, lack of knowledge of many variables,
near systematic elimination of physically sick
or incapacitated elderly persons from the sur-
veyed populations, the elderly age group ap-

' pears to have an increased time in bed, more
WASO, and more daytime naps. In addition,
elderly persons use more sleeping ‘‘aids’’ (e.g.,
aspirin, alcohol, and sleeping pills) and women
complain more than men.

Sleep Complaints and Mortality

Insomnia and short or long total sleep periods
have been associated with a significantly de-
creased life span in men.* An increased mortal-
ity rate due to coronary artery diseases,
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strokes, and aortic aneurysms has been re-
ported in both men and women who slept more
than 7.9 hours/night.'® It has been observed that
men and women, even without a prior history of
heart disease, high blood pressure, diabetes, or
stroke, were more likely to die within 6 years if
they reported and complained that they usually
slept less than 7 hours or more than 7.9 hours.!”

Those persons who ‘‘often” took sleeping
pills had 1.5 times the mortality rate of those
subjects who never used sleeping pills. Findings
for the elderly population were similar to those
of other age groups.

Normative Data on
Sleep in Elderly Persons

Objective Sleep Parameters

Standard sleep stage monitoring uses selected
physiologic parameters that are recorded
throughout the night or a 24-hour period. An
international reference system'® includes moni-
toring via the use of an electroencephalogram
(EEG), an electro-oculogram (EOG), and a di-
gastric electromyogram (EMG) to determine
sleep states, stages, and wake time. Sleep scor-
ing usually is performed in 20 or 30 second ep-
ochs, which depends on the type of polygraph
used. Sleep staging is based (when an EEG is
analyzed) on both amplitude and frequency.
Sleep normally is subdivided into two states
that are as different from each other as sleep is
from wakefulness: rapid eye movement (REM)
sleep and non-rapid eye movement (NREM)
sleep. NREM sleep is subdivided into four
stages (stages 1-4) that range from light sleep or
the transition from wakefulness to sleep (stage
1) to so-called slow-wave sleep (stages 3 and 4),
which is characterized by high-amplitude slow
waves of 1-3 cycles per second. Multiple indi-
ces are calculated when objective sleep parame-
ters are determined, which include total sleep
time (TST) in minutes, total sleep period time
(SPT), sleep latency (SL), wake after sleep on-
set (WASO), and wake after final arousal
(WAFA). The percentages of NREM and REM
sleep, total time in bed (TIB), and total dark
time (TDT) also are commonly reported. A no-
table factor in studies that were performed to
determine normative sleep parameters is the
great individual variability. This variance
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stems, in part, from the small number of sub-
jects who are monitored in each age group.

A number of disputes concerning the inter-
pretation of data that is obtained from monitor-
ing remain unresolved. For instance, it gener-
ally is accepted that monitoring equipment and
experimental situations themselves affect a
polygraphic recording. To compensate for what
is termed the ‘‘first-night effect,”’!® most re-
searchers do not include recordings from the
first laboratory night in their findings. However,
where there is a general agreement that the
“first-night effect’’ subsides by the second
night in middle-aged adults, controversy exists
in this issue with respect to the elderly popula-
tion. Some investigators claim that elderly sub-
jects require as many as 4-5 nights for adapta-
tion.?% Other investigators, while finding the
‘“first-night effect’’ to be more prominent in el-
derly than younger subjects, argue the effect
nevertheless is negligible by the second
night.2!.22

Another controversy concerns the scoring of
stages 3 and 4 NREM sleep in elderly persons.
Currently, most researchers score all records
the same way. However, there is evidence of
normal changes in amplitude that accompany
old age. Some researchers? argue that ampli-
tude criteria should be modified in scoring
EEGs of elderly subjects, thereby clarifying the
differences between pathologic and non-patho-
logic data.

Table 15-1'-31 presents subjective and objec-
tive evaluations of the different parameters in
elderly subjects compared to middle-aged sub-
jects. First-night effects were considered before
any analyses were performed. As already men-
tioned, the most important change concerns
stages 3 and 4 NREM sleep. This may be re-
lated to a problem in scoring criteria.

Changes in Sleep/Wake Patterns

The process of aging results in changes in many
physical and mental characteristics. Daytime
phenomena include a loss of ability to perform
highly skilled tasks in rapid fashion, to resist
fatigue, to maintain physical stamina, and so
on.’!' These changes may be sleep-related;
changes in nocturnal sleep patterns may lead to
decreased daytime alertness and to increased
daytime fatigue. However, just as physiologic,
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TABLE 15-1 Review of Research on Subjective Sleep Complaints

Sleep/Wake Variable Subjective Impression Objective Finding Reference
Nocturnal time in Perceived as increased Increased 19-21
bed (TIB)
Nocturnal sleep pe- Variously perceived Variable or inconclusive 19
riod time (SPT)
(time from sleep
onset to final
awakening)
Total sleep time Perceived as reduced Reduced or un- 19,22-25
(TST) changed
Sleep efficiency (SE) Perceived as reduced Reduced 19,21,26

(ratio TST to noc-
turnal TIB)

Sleep latency Perceived as longer
duration or un-

changed

Increased number and
total duration

Wake after sleep on-
set (WASO)

NREM sleep
Stage 1

Stage 2
Stage 3-4 slow-
wave sleep (SWS)

REM sleep

Normal or increased 18,19,21,26,28

Increased number 19-21,23,25,27,29

and total duration

Unchanged 21

Unchanged or in- 27,30
creased

Unchanged or increased 18,30,31

Absolute and relative 148,30,31

reduction scoring
definition

Decrease in absolute
amount, but per-
cent of TST (rela-
tive amount) is un-
changed

age-related changes in sleep patterns can affect
daytime functioning, changes in daytime func-
tioning can affect nocturnal sleep.

Although there has been no controlled study
that demonstrates the effects of retirement on
sleep, one study has shown that daytime nap-
ping increases with age in men irrespective of
employment status, but only in those women
who are not fully employed.?? This study
showed that for both sexes, the TST in the 24-
hour period was approximately the same over
60 years of age as below 40 years of age.** For
elderly persons, however, daytime napping did
not seem to compensate for impaired nocturnal
sleep.

Although few objective data are available on
the effects of different environments on the
sleep of the elderly population, several
groups**% have demonstrated that environ-
mental noise (e.g., that of airports) is more dis-
turbing to the sleep of elderly persons than to

young persons. Men appear to be somewhat
less sensitive to noise than women.

Inter-relationship
of Biologic Rhythms:
Changes in Elderly Persons

Humans have been found to have several fun-
damental and endogenous biologic rhythms
that, in normal circumstances, follow a circa-
dian pattern and are synchronized with each
other.*! For instance, the circadian rhythm of
the core body temperature is very stable.*
Other biologic systems, such as the hormonal
and gastric secretions, also follow circadian
rhythms; but they are less well understood at
present. The regular alteration of sleep and
wakefulness, which also is circadian, differs
from other fundamental human circadian
rhythms in that it can be altered at will. Other
circadian rhythms can depart from their normal
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patterns in many ways, but they are not easily
manipulated. The period, amplitude, or phase
may establish an abnormal relationship with an-
other rhythm or ‘‘Zeitgeber,”” or may become
desynchronized with another rhythm. Two
rhythms may partially entrain each other with
predictable changes in both. Finally, the pattern
(wave shape) of the rhythm may change. A
rhythm may become disorganized, the pattern
of the rhythm may change, or the rhythm may
disappear altogether. However, these changes
are not brought about by a conscious choice on
the part of an individual, as are changes in sleep
schedules. In normal living conditions, there is
a strong relationship between the sleep/wake
circadian rhythms and other rhythms. How-
ever, when the sleep/wake pattern is changed
(e.g., because of jet travel or a change in job
scheduling, and so on), the other rhythms do
not immediately shift phase with the sleep/wake
schedule. As anyone who has experienced jet
lag knows, time is required for the sleep/wake
rhythm to entrain the other biologic rhythms.

The inter-relationship of these circadian
rhythms in the elderly age group differs from
the inter-relationship in middle age. One study
found that the rhythm of body temperature
speeds up in elderly persons and generally is
higher during summer and autumn.*' In more
than 50% of the cases studied, a biphasic pat-
tern with a transitory depression in the early
afternoon was observed. With aging, there ap-
pears to be a breakdown of the biphasic pattern
of sleep and wakefulness and a return to the
polyphasic alternation of sleep and wakefulness
that is seen in childhood; one study reported
that, the amplitude of these cycles, as judged by
the amount of NREM and REM sleep, is dimin-
ished.? Another study, however, failed to dem-
onstrate any change in the period of the average
REM-NREM cycle.?' It appears from the avail-
able data that elderly persons may be at greater
risk for presenting some instability in the ampli-
tude of their biologic rhythms.

In conclusion, there is evidence that normal
sleep for elderly persons is different from nor-
mal sleep for younger individuals, but data are
scarce. Animal data®** suggest that dysfunc-
tion in the mechanisms that entrain circadian
rhythms may frequently accompany the aging
process. This would mean that sleep and wake-
fulness would be locked into an abnormal and
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conflicting relationship and may be responsible
for the sleep fragmentation that is commonly
seen in the elderly population.

Sleep and Physiology
in Sleep

The idea that the controls impingin, on nearly
all organs in our bodies are modified by the
three states of alertness (wakefulness, NREM
sleep, REM sleep) has only recently been ac-
cepted. One must understand these changes to
comprehend the increased risks that are experi-
enced by elderly persons during sleep, not only
during major illnesses, but also in association
with minor probiems while awake. The auto-
nomic nervous system, through its central con-
trol, readjusts its parasympathetic-sympathetic
balance with each state of alertness (wakeful-
ness, NREM sleep, REM sleep). An examina-
tion of a single organ or system may reveal only
part of this readjustment of the parasympa-
thetic-sympathetic interaction. As a general
rule, from wakefulness to REM sleep, there is
an increased vagal activity with a decrease in
the sympathetic function.

Most studies have been performed on devel-
oping subjects (during infancy and early child-
hood) and middle-aged individuals. Significant
differences were found in these two subpopula-
tions. There is little normative data on multiple
functions during sleep in subjects over 60 years
of age.

Breathing During Sleep

Most humans sleep in a supine position which
influences breathing during sleep. The position
affects tidal volume and oxygen saturation and
may lead to specific problems in patients with
disorders such as kyphoscoliosis, abdominal
obesity, and thyroid enlargement. The recum-
bent position tends to intensify breathing disor-
ders, yet most human physiologic studies are
performed on standing or seated subjects. Arte-
rial oxygen pressure (PaO,) decreases at a rate
of 0.42 mm Hg per year after the 14 years of age
in awake supine subjects.® Thus, a 60-year-old
subject’s PaO, would be at least 20-22 torr
lower than an adolescent’s.
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Other physiologic changes also are related to
the different sleep states. During REM sleep,
for instance, a continuous antigravity muscle
atonia is present, which involves the intercostal
and accessory respiratory muscles.*-#’ Respira-
tion is rapid and irregular, with brief episodes of
hypopnea and apnea. The respiratory rate and
minute ventilation decrease. This may be re-
lated to the loss of wakefulness stimuli.* Eye
movements and myoclonic twitches often ac-
company other breathing irregularities during
REM sleep. However, ventilatory studies that
are performed on sleeping humans have pro-
duced controversial results. Some find during
“phasic’’ REM sleep a depressed ventilatory
response to carbon dioxide (CO,) as compared
to NREM sleep, but no impairment during
““tonic’” REM sleep.* Other investigators have
found no significant differences between REM
and NREM sleep. Ventilatory responses to
hypoxia are decreased, but present, during
NREM sleep. The extent of these responses
during REM sleep also is controversial.

Some airway reflexes are altered during
NREM and REM sleep. Laryngeal stimulation
produces different responses depending on the
state of alertness, which includes the appear-
ance of reflex apnea during sleep.® Depression
of the cough reflex is greatest during REM
sleep. Increases in upper airway resistance dur-
ing sleep probably are related to the decrease in
muscle tone of the upper airway-dilating mus-
cles.

Finally, one must emphasize that the arousal
response from sleep is one of the most, if not
the most, important cardiorespiratory defenses
of a sleeping individual. It leads to increased
respiratory and heart rates and to the increased
stimulation of all the mesencephalic-reticular
formation. An impairment of this mechanism
may be closely related to many sleep com-
plaints and life-threatening situations for the el-
derly population.

Cardiovascular Functions and Sleep

Arterial Pressure Changes

During Normal Sleep

Significant hemodynamic changes occur during
sleep in normal middle-aged human beings.’-5
There is a direct relationship between sleep

C. Guilleminault

stages and arterial pressure. Systolic and dias-
tolic arterial pressure significantly decrease
during NREM sleep and reach their lowest val-
ues during NREM sleep stages 3 and 4. More-
over, the lowest values are found during the
first one third of the night, when stages 3 and 4
NREM sleep are predominant.

Arterial pressure varies during REM
sleep,’6-%60 probably as a result of phasic
“bursts’’ during tonic inhibitions. During some
abrupt increases, arterial blood pressure may
exceed even the highest values that have been
recorded in the same subject during waking
hours. Similar findings have been noted in sub-
jects who had sudden systolic and diastolic ar-
terial pressure increases in association with
twitches. Findings in animal studies corrobo-
rate this understanding of sleep-related sys-
temic arterial pressure changes in normal hu-
mans.

Pulmonary Arterial Pressure (PAP)

Changes During Normal Sleep

Cyclic variations of pulmonary arterial pressure
(PAP) have been noted in three normal middle-
aged subjects during stages 1 and 2 NREM
sleep.®! Conversely, during stages 3 and 4
NREM sleep, PAP was more stable. The PAP
values were not different from values that were
obtained when the subjects were awake and su-
pine. Unfortunately, there is no systematic data
on healthy elderly subjects.

Heart Rates and Sleep States

Heart rate is lowest and most regular during
stages 3 and 4 NREM sleep. In contrast, during
REM sleep, heart rate variability increases, es-
pecially in association with phasic REM activ-
ity. Bursts of eye movements and myoclonic
twitches are accompanied by a brief tachycar-
dia and sometimes are followed by a rebound
bradycardia. The parasympathetic system is
largely responsible for the modulation of heart
rate during sleep, in particular, for the brady-
cardia that can be seen during the REM sleep
phase.®? Experimental data have shown a great
increase of vagal activity that reaches its maxi-
mum during REM sleep.®3 The sympathetic sys-
tem also appears to play a role, although a mi-
nor one, in regulating the heart rate during
REM sleep.
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Temperature Regulation and Sleep

Body temperature falls throughout the night,
with the lowest body temperatures occurring in
the early morning hours. However, with neutral
ambient temperatures during REM sleep, rectal
temperature increases about 0.2°C and skin
temperature about 0.5°-0.2°C. The absence of
sweating during REM sleep does not solely ac-
count for the increase in skin temperature;
vasodilatation of the skin also may play a role.
A decrease in sweating begins 2-3 minutes be-
fore each REM sleep period, and this thermo-
regulatory mechanism is suspended during the
entire REM sleep period. Other temperature
regulatory mechanisms, (e.g., shivering) also
are absent during REM sleep. Experimental an-
imal data have shown that hypothalamic ther-
moregulatory structures are inactive during
REM sleep.®

Many other changes have been recorded dur-
ing REM sleep. For instance, an increase in
cerebral blood flow has been measured, with
the smallest increase being 62% in the cerebel-
lar white matter and the largest being 173% in
the cochlear nuclei. The phasic increases in
cerebral blood flow occur in association with
bursts of rapid eye movements. Large intracra-
nial pressure waves also occur during REM
sleep. The REM sleep-related rise in intracra-
nial pressure may approximately double the
steady-state pressure.’® Furthermore, there are
nocturnal reductions in the glomerular filtration
rate (GFR), renal plasma flow, filtration frac-
tion, and the excretion of sodium, chloride, po-
tassium, and calcium.

In conclusion, sleep and sleep states have an
impact on the controls of multiple physiologic
variables, but investigations of the effects of
sleep states on these variables have been per-
formed only recently—and then rarely in el-
derly persons. When available, they indicate
trends that are similar to those of young or mid-
dle-aged adults. These changes must be consid-
ered together with sleep pathologies and the im-
pact of sleep on illnesses in elderly persons. For
example, if a spontaneous increase of arterial
blood pressure occurs during sleep in associa-
tion with phasic REM sleep and twitches, then
will these changes endanger an elderly subject
who is presenting a high blood pressure and
fragile cerebral arteries? Similarly, what is the
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effect of a fall in arterial pressure during stages
3 and 4 NREM sleep on the arteriosclerotic ce-
rebral circulation of elderly persons? Will the
sudden intercostal and accessory respiratory
muscle and REM sleep-related muscle atonia
endanger an elderly person with an acute respi-
ratory infection? No differentiation has been
made within the ‘‘elderly’’ age group between a
60-year-old individual and an 80-year-old one.
For all these reasons, a clinician must be espe-
cially sensitive to the possible inter-relation-
ships of normal physiologic changes in sleep
and the individual age-related and pathologic
changes or symptoms in his or her patients.

Sleep Pathologies

Sleep pathologies fall under two different head-
ings: 1) Disorders of sleep; and 2) Sleep and
sleep states that induce (or worsen) somatic
syndromes. The two are interconnected (i.e., a
disorder of sleep affects the physiologic
changes that are associated with sleep) and,
sleep-related syndromes often lead to sleep dis-
orders such as insomnia and daytime somno-
lence). These interconnections may explain
some of the epidemiologic findings on mortality
and sleep disorders. If a subject presents an ab-
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