


Encyclopedia of Aging and Public Health



Sana Loue
Martha Sajatovic (Eds.)

Encyclopedia of Aging
and Public Health

Core Editors: Siran Koroukian, Linda S. Lloyd, Scott Ober,
Laura Weiss Roberts, Lori B. Siegel

With 10 Figures and 19 Tables



Sana Loue, JD, PhD, MPH

Case Western Reserve University

School of Medicine

Cleveland, Ohio

Martha Sajatovic, MD

University Hospitals Case Medical Center

Case Western Reserve University

School of Medicine

Cleveland, Ohio

ISBN-13: 978-0-387-33753-1

This publication is available also as:

Electronic publication under 978-0-387-33754-8 and

Print and electronic bundle under ISBN 978-0-387-35419-4

Library of Congress Control Number: 2007931335

All rights are reserved. This work may not be translated or copied in whole or in part without the written permission of the

publisher (Springer Science+Business Media, LLC, 233 Spring Street, New York, NY 10013, USA), except for brief excerpts

in connection with reviews or scholarly analysis. Use in connection with any form of information storage and retrieval,

electronic adaption, computer software, or similar or dissimilar methodology now known or hereafter developed is

forbidden.

The use in this publication of trade names, trademarks, service marks, and similar terms, even if they are not identified as

such, is not to be taken as an expression of opinion as to whether or not they are subject to proprietary rights.

Springer is part of Springer Science+Business Media

springer.com

# 2008 Springer Science+Business Media, LLC.

Product liability: The publishers cannot guarantee the accuracy of any information about the application of operative

techniques and medications contained in this book. In every individual case the user must check such information by

consulting the relevant literature.

Editor: Bill Tucker, New York; Thomas Mager, Heidelberg

Development Editor: Susanne Friedrichsen, Heidelberg

Production Editor: Christian Kopecki, Frank Krabbes, Heidelberg

Cover Design: Joseph Piliero, NYC; Erich Kirchner, Heidelberg; Frido Steinen-Broo,

Barcelona, de’blik, Berlin

springer.com

Printed on acid-free paper

SPIN: 11426011 2109 –5 4 3 2 1



Editors-in-Chief
Sana Loue, JD, PhD, MPH

Case Western Reserve University
School of Medicine

Cleveland, Ohio

Martha Sajatovic, MD

University Hospitals Case Medical Center
Case Western Reserve University

School of Medicine
Cleveland, Ohio

Core Editors
Siran Koroukian, PhD
Case Western Reserve University

School of Medicine
Cleveland, Ohio

Linda S. Lloyd, Dr. P.H.

Alliance Healthcare Foundation
San Diego, California

Scott Ober, MD, MBA
Veterans Affairs Medical Center

Cleveland, Ohio

Laura Weiss Roberts, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Lori B. Siegel, MD, FACP, FACR
Rosalind Franklin University of Medicine

North Shore Rheumatology
Lake Forest, Illinois



Table of Contents

I. Foundation Topics

Biology of Aging . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1
Teresa Dolinar

The History and Demography of Aging in the United States . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11
Gail E. Souare � Linda S. Lloyd

Cultural Diversity among Elders in the US: Meeting the Challenge

of the Ethnogeriatric Imperative . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 23
Gwen Yeo

Legal Aspects of Aging . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 35
Janet L. Lowder � Sandra J. Buzney � Catherine M. French � Sana Loue

The Participation of Cognitively Impaired Elderly in Research . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 49
Sana Loue

II. Topics in Aging and Public Health . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 65

Index . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 831



List of Contributors

Rami Abbass, MD, MBA
University Hospitals Case Medical Center

Cleveland, Ohio

Josephine Albritton, MD
Medical College of Georgia

Augusta, Georgia

Mohammed Alishahie, MD
The Cleveland Clinic Foundation

Cleveland, Ohio

Medical University Shiraz

Iran

Christopher Allen, MD
University Hospitals Case Medical Center

Cleveland, Ohio

Monique A. Anawis, MD
Chicago, Illinois

Ellen Z. Anderson, PT, MA, GCS
University of Medicine and Dentistry of New Jersey

School of Health Related Professions

Newark, New Jersey

Teresa Trogdon Anderson, MD, MA, FAAP
University of New Mexico Children’s Hospital

Albuquerque, New Mexico

Ashish Aneja, MD
The Cleveland Clinic Foundation

Cleveland, Ohio

Jyoti Aneja, MD
Case Western Reserve University

Cleveland, Ohio

Lecia Apantaku, MD
Rosalind Franklin University of Medicine and Science

North Chicago, Illinois

Jennifer Niskala Apps, PhD
Children’s Health System

Milwaukee, Wisconsin

Lisa M. Arfons, MD
University Hospitals Case Medical Center

Cleveland, Ohio

Karen Ashby, MD
University Hospitals Case Medical Center

Case Western Reserve University School of Medicine

Cleveland, Ohio

Lakyntiew Aulakh, MD, DABN
Hopital Regional de Sudbury

Regional Hospital

Sudbury, Ontario, Canada

Virginia E. Ayres, PhD
Case Western Reserve University

Cleveland, Ohio

LaGenia Bailey, PharmD, BCPP, RYT-500
East West Healing Arts and Yoga

Chicago, Illinois

Nathan J. Bailey, JD, MS
Marion, Illinois

Sudeshna Banerjee, MD
University Hospitals Case Medical Center

Cleveland, Ohio

Vanessa M. Barnabei, MD, PhD
Medical College of Wisconsin

Milwaukee, Wisconsin

Kristin M. Beasley, JD
United States District Court for the Southern District

of Illinois

Benton, Illinois



Gus Beck, MD
University Hospitals Case Medical Center

Cleveland, Ohio

Tracy M. Beck Kruger, JD
Southern Illinois University at Carbondale

School of Law

Carbondale, Illinois

Bertrand D. Berger, PhD
Clement J. Zablocki VA Medical Center

Milwaukee, Wisconsin

Karen J. Berte, PhD
Clement J. Zablocki VA Medical Center

Medical College of Wisconsin

Milwaukee, Wisconsin

Edward E. Best, DMD, FICD
Case Western Reserve University School of Medicine

Louis Stokes Cleveland Veterans Affairs Medical Center

Cleveland, Ohio

Janet M. Blanchard, MD, MS
Lake Hospital Systems

Mentor, Ohio

Marjolijn Blom, PhD
University of Utrecht

The Netherlands

Linda Blust, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Kimberly R. Bogan, MD
Case Western Reserve University School of Medicine

Cleveland, Ohio

Robert A. Bonomo, MD
Case Western Reserve University School of Medicine

Louis Stokes Cleveland VA Medical Center

Cleveland, Ohio

David M. Boruta II, MD
Columbia-St. Mary’s Hospital

Medical College of Wisconsin

Milwaukee, Wisconsin

Linda D. Bradley, MD
Cleveland Clinic Foundation

Cleveland, Ohio

Diane W. Braza, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Bruce Brockstein, MD
Evanston Northwestern Healthcare

Evanston, Illinois

Dawn Brown
Case Western Reserve University

School of Medicine

Cleveland, Ohio

Thomas E. Bucher

Edith Burns, MD
Medical College of Wisconsin

Clement J. Zablocki VA Medical Center

Milwaukee, Wisconsin

Sandra J. Buzney, JD, LISW
Hickman & Lowder, Co., L.P.A.

Cleveland, Ohio

Amanda M. Buzo, JD
Hickman & Lowder, Co., L.P.A.

Cleveland, Ohio

Tambra K. Cain, JD
Barrett, Twomey, Broom, Hughes, & Hoke, LLP

Carbondale, Illinois

James Carlson, MS, PA-C
Rosalind Franklin University of Medicine and Science

North Chicago, Illinois

David Carroll, PhD
Clement J. Zablocki VA Medical Center

Medical College of Wisconsin

Milwaukee, Wisconsin

James F. Carter, MD, FACOG
Medical University of South Carolina

Charleston, South Carolina

xii List of Contributors



Kristin A. Cassidy, MA
Case Western Reserve University

School of Medicine

Cleveland, Ohio

Michelle Champoir, MA
Case Western Reserve University

School of Medicine

Cleveland, Ohio

Donna T. Chen, MD, MPH
University of Virginia Health System

Charlottesville, Virginia

JannatFay Clark, MSSA
Tri-County Mental Health and Counseling Services

McArthur, Ohio

Gray B. Clarke, MD
University of New Mexico School of Medicine

Albuquerque, New Mexico

Paula J. Clayton, MD
University of New Mexico

Albuquerque, New Mexico

American Foundation for Suicide Prevention

New York

Nicoleta Coconcea, MD
Case Western Reserve University School of Medicine

Cleveland, Ohio

Connections-Community Mental Health Center

Beachwood, Ohio

Elizabeth Cogbill, MD
Clement J. Zablocki VA Medical Center

Medical College of Wisconsin

Milwaukee, Wisconsin

Natalie Colabianchi, PhD
University of South Carolina

Prevention Research Center

Columbia, South Carolina

Jenice Contreras
Case Western Reserve University School of Medicine

Center for Minority Public Health

Cleveland, Ohio

Sandra Cook
Southern Illinois University at Carbondale

School of Law

Carbondale, Illinois

Gregory S. Cooper, MD
University Hospitals Case Medical Center

Cleveland, Ohio

Michelle M. Cornette, PhD
Clement J. Zablocki VA Medical Center

Medical College of Wisconsin

Milwaukee, Wisconsin

Katherine Crow, MPA
Alliance Healthcare Foundation

San Diego, California

Carol J. Culley, MBA
Hickman & Lowder, Co., L.P.A.

Cleveland, Ohio

Jay Curtis, JD
Southern Illinois University at Carbondale

School of Law

Carbondale, Illinois

Marina Damis, MD
University Hospitals Case Medical Center

Case Western Reserve University School of Medicine

Cleveland, Ohio

Benjamin D’Angelo, PhD
Wisconsin Department of Corrections

Waupun Correctional Institution

Waupun, Wisconsin

Michael Darflinger
Southern Illinois University at Carbondale

School of Law

Carbondale, Illinois

William Davis, JD
Sangamon County State Attorney’s Office

Springfield, Illinois

Mitzi J. Dearborn, PhD
Clement J. Zablocki VA Medical Center

Medical College of Wisconsin

Milwaukee, Wisconsin

List of Contributors xiii



Jody de la Pena Murphy
University of California San Diego

San Diego, California

Ernesto Delgadillo
Southern Illinois University at Carbondale

School of Law

Carbondale, Illinois

Leslie K. Dennis, PhD, MS
University of Iowa

College of Public Health

Iowa City, Iowa

Jessica Diggs, PhD
Case Western Reserve University

School of Medicine

Cleveland, Ohio

Philipp L. Dines, MD, PhD
St. Vincent Charity Hospital

Cleveland, Ohio

Teresa Dolinar, MD
Louis Stokes Cleveland Department of Veterans Affairs

Medical Center

Case Western Reserve University School of Medicine

Cleveland, Ohio

Matthew Eccher, MD
University Hospitals Case Medical Center

Case Western Reserve University School of Medicine

Cleveland, Ohio

Gary W. Edmunds
Case Western Reserve University School of Medicine

Center for Minority Public Health

Cleveland, Ohio

Tionn Fambro
Southern Illinois University at Carbondale

School of Law

Carbondale, Illinois

Elizabeth Fine, MD
University Hospitals Case Medical Center

Cleveland, Ohio

Raymond Firfer, MD, FACS
Chicago Medical School

Rosalind Franklin University Clinics

North Chicago, Illinois

Douglas N. Flagg, MD
Case Western Reserve University Hospitals Medical

Practices

South Euclid, Ohio

Polina Fradkina, MD
Evanston Northwestern Healthcare

Evanston, Illinois

Shelley Francis, DrPH
Case Western Reserve University

School of Medicine

Center for Minority Public Health

Cleveland, Ohio

John Franco, MS
Case Western Reserve University School of Medicine

Cleveland Clinic Foundation

Cleveland, Ohio

Kathleen Franco, MD, MS
Cleveland Clinic Lerner College of Medicine

Cleveland Clinic Foundation

Cleveland, Ohio

Catherine M. French
Hickman and Lowder Co., LPA

Cleveland, Ohio

Dahlia Fuentes, MPH, MSW
University of California San Diego

VA San Diego Healthcare System

San Diego, California

Matthew A. Fuller, PharmD, BCPS, BCPP,
FASHP
Cleveland Department of Veterans Affairs

Medical Center

Brecksville, Ohio

Case Western Reserve University School

of Medicine

Cleveland, Ohio

xiv List of Contributors



Rashmi Gangamma, M.Phil
The Ohio State University

Columbus, Ohio

Cynthia M.A. Geppert, MD, PhD, MPH, FAPM
New Mexico VA Health Care System

University of New Mexico School of Medicine

Albuquerque, New Mexico

Fareed Ghafoor, MD
Rosalind Franklin University of Medicine and Science

North Chicago, Illinois

Clare A. Gideon, PhD
V.A. Pittsburgh Health Care System

Pittsburgh, Pennsylvania

Tomas Gigena, MD
University Hospitals Case Medical Center

Cleveland, Ohio

John Gillmore, MD
Clement J. Zablocki VA Medical Center

Medical College of Wisconsin

Milwaukee, Wisconsin

Maria Lourdes Gonzales, MD
University Hospitals Case Medical Center

Case Western Reserve University School of Medicine

Cleveland, Ohio

Deborah J. Gould, MD
Case Western Reserve University

Cleveland, Ohio

Robert S. Haber, MD
University Hospitals Case Medical Center

Case Western Reserve University

Cleveland, Ohio

Stephen Haggerty, MD
Highland Park, Illinois

Gloria Halverson, MD
Froedtert Hospital

Medical College of Wisconsin

Milwaukee, Wisconsin

Joseph P. Hanna, MD
Case Western Reserve University School of Medicine

MetroHealth Medical Center

Cleveland, Ohio

Sara Harkness, PhD, MPH
University of Connecticut

Center for the Study of Culture, Health, and Human

Development

Storrs, Connecticut

Thomas W. Heinrich, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Paula L. Hensley, MD
University of New Mexico

Albuquerque, New Mexico

Juan Hernandez, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Craig A. Horswill, PhD
Gatorade Sports Science Institute

Barrington, Illinois

Amy S. House, MD
Medical College of Georgia

Augusta, Georgia

Sara Ingram, JD
Heyl, Royster, Voelker, & Allen

Edwardsville, Illinois

Lynn Janas, PhD
Rosalind Franklin University of Medicine and Science

North Chicago, Illinois

Rien M.J.P.A. Janssens, PhD
Vrije Universiteit Medical Center

Amsterdam, The Netherlands

Zane Jennings, MSW, LISW
Case Western Reserve University

Mandel School of Applied Social Sciences

Cleveland, Ohio

List of Contributors xv



Gerald J. Jogerst, MD
University of Iowa

School of Medicine

Iowa City, Iowa

Brandy L. Johnson, JD
Boggs, Boggs & Bates, L.L.C.

St. Louis, Missouri

Christopher P. Johnson, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

David A. Johnson, DC
North Shore Spinal and Sports Rehabilitation

Lake Bluff, Illinois

Jeffrey T. Junig, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Helen C. Kales, MD
University of Michigan

VA Ann Arbor Healthcare System

Ann Arbor, Michigan

Marshall B. Kapp, JD, MPH, FCLM
Southern Illinois University at Carbondale

School of Law

Carbondale, Illinois

Daniel B. Keaton, MD
Case Western Reserve University School

of Medicine

Cleveland, Ohio

Elizabeth Kee
Southern Illinois University at Carbondale

School of Law

Carbondale, Illinois

Jason S. Keri, MD
University of California San Diego

San Diego, California

Asra Kermani, MD
Diabetes and Endocrinology Clinical Consultants

of Texas

Dallas, Texas

Daniel S. Kiernan, MD
Buffalo Grove, Illinois

Amy M. Kilbourne, PhD, MPH
University of Michigan

VA Ann Arbor Healthcare System

Ann Arbor, Michigan

Judy E. Kim, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Jennifer Kimble, MD
University Hospitals Case Medical Center

Case Western Reserve University School of Medicine

Cleveland, Ohio

Kathy A. King, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Susan R. Kirsh, MD
Cleveland VA Medical Center

University Hospitals Case Medical Center

Cleveland, Ohio

Timothy E. Klatt, MD
Froedtert Hospital

Milwaukee, Wisconsin

Patrick Knott, PhD, PA-C
College of Health Professions

Rosalind Franklin University of Medicine and Science

North Chicago, Illinois

Siran M. Koroukian, PhD
Case Western Reserve University

School of Medicine

Cleveland, Ohio

Kathryn Krieg, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Armand Krikorian, MD
University Hospitals Case Medical Center

Case Western Reserve University School of Medicine

Cleveland, Ohio

xvi List of Contributors



David Larson, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Gunnar L. Larson, MD
Clement J. Zablocki VA Medical Center

Milwaukee, Wisconsin

Jon A. Lehrmann, MD
Clement J. Zablocki VA Medical Center

Medical College of Wisconsin

Milwaukee, Wisconsin

Paul Lemen, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Craig A. Lemley, MD
Medical College of Wisconsin

Milwaukee, Wisconsin

Michael Levine, MD
Brigham and Women’s/Massachusetts General Hospital

Harvard Affiliated Emergency Medicine Residency

Boston, Massachusetts

Christopher J. Levy, JD
Simmons Cooper, LLC

East Alton, Illinois

Teresa J. Linares Scott, PhD
Case Western Reserve University

School of Medicine

Cleveland, Ohio

Linda S. Lloyd, DrPH
Alliance Healthcare Foundation

San Diego, California

Mary Lock, JD, MPA
Jackson County Public Defender’s Office

Murphysboro, Illinois

Bruce D. Long, MD
Fairview Hospital

Osteoporosis and Arthritis Center Lutheran Hospital

Cleveland, Ohio

Rachel Long, MD
Chicago, Illinois

Sana Loue, JD, PhD, MPH
Case Western Reserve University School of Medicine

Center for Minority Public Health

Cleveland, Ohio

Janet L. Lowder, JD, CELA
Hickman & Lowder, Co., L.P.A.

Cleveland, Ohio
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Preface

Health issues in the context of aging are becoming an increasing concern to individuals, health care providers, and

health care systems. This is, to a large extent, a result of the increasing prominence of persons aged 50 and older

who comprise the global population. Not only has the number of older persons in the world tripled over the past

50 years, but it is expected to more than triple again over the next 50 years. In fact, the older population is growing

at a faster rate than the total population in almost all regions of the world!

As an example of this growth, consider the following. In 1950, only three countries in the world—China,

India, and the United States—had more than 10 million people aged 60 years and older. In 2000, the number of

countries with more than 10 million individuals aged 60 or older increased to 12. It is anticipated that by the

year 2050, 33 countries will have more than 10 million people who are 60 years of age or older; of these,

5 countries will likely have more than 50 million people who are 60 years old or older.

This Encyclopedia focuses on issues of concern to individuals aged 50 years and older. Full-length chapters

provide an in-depth examination of foundational issues including the biology of aging, the demographic

characteristics of the U.S. aging population, legal issues critical to older persons, the participation of cognitively

impaired older persons in research studies, and the development of competencies in order to meet the varying

health needs of a diverse older population.

These full-length chapters are followed by an alphabetical listing of encyclopedia entries on health issues that

are relevant to adults aged 50 years and older, which together address diverse aspects of life as a mature adult:

theories of aging, illness, health care, diagnostic procedures, legal issues, recreational opportunities, relationships,

sexuality, and personal hygiene. Each entry has been authored by one or more experts in the relevant field.

Together, these chapters and entries provide a multi-faceted perspective of the aging experience.

Sana Loue

Martha Sajatovic



1 Biology of Aging
Teresa Dolinar

Aging is a complex developmental process that is, as yet, poorly understood. From a physical perspective, aging

involves a loss of resilience or reserve capacity to respond to stressors, and this acquired vulnerability usually

means that aging is associated with some greater susceptibility to illness as well as some decline in function over

time. Nevertheless, the effects of aging are highly variable; some men and women are still running races at the age

of 82, while others are frail and bed‐bound in a nursing home. In this brief overview, the physiology of aging in the

major organ systems, what is known about the human life span, and different theories of aging are outlined.
Physiology of Aging

We have learned a great deal about aging physiology and which biological parameters change with age through the

Baltimore Longitudinal Study on Aging, sponsored by the National Institute of Aging (NIA). This study has

tracked a group of older persons for about half a century. It confirms that the most important physiological

changes that accompany the aging process may relate primarily to disease susceptibility. Some clinical measures,

such as laboratory tests for anemia or liver functioning, remain consistent for early and later adulthood. Never-

theless, there are patterns associated with aging in the various systems of the body, as described below.
Cardiovascular System

The cardiovascular system involves the heart and the blood circulatory pathways (e.g., arteries and veins) in the

body. The heart rate at rest is generally unchanged with age. However, there is a reduced maximal heart rate in

response to exercise among elderly subjects. This occurs even in older persons who are aerobically fit and have no

evidence of underlying cardiac disease. Thus, the 82‐year‐old master athlete will likely run a marathon more

slowly than he did in his younger years. Although his ability to pump blood throughout his body is unchanged

when he is resting, he cannot reach the levels of cardiac output while running that he once did.

The left ventricle of the heart fills more slowly in older persons and becomes stiffer; this predisposes aging

adults to heart failure. Older persons are more at risk of becoming overloaded with fluids (‘‘volume overload’’)

when they have excess salt in their diets or when their blood pressure is uncontrolled. In addition, there is an

increased stiffness of the blood vessels with aging, as the walls of the major arteries thicken and lose their elasticity.

This greater rigidity predisposes older persons to increased blood pressure and to atherosclerosis. It also decreases

the responsiveness of the automatic mechanisms in the body that help regulate blood pressure. These alterations,

combined with a decreased ability to achieve a more rapid heart rate when needed, make older persons more

susceptible to drops in their blood pressure (‘‘hypotension’’), e.g., when they are dehydrated.
Respiratory System

With age, the chest wall stiffens, which affects the compliance and elasticity of the lungs. Further contributing

factors are osteoarthritis of the spine and calcification of the cartilages of the rib cage. Thus, a 70‐year‐old
‘‘healthy’’ man has about 50% of the lung function of a 30‐year‐old man, who himself is probably at the peak of his

lung functioning. The energy expenditure of breathing is increased, although the lungs maintain adequate

exchange of oxygen and carbon dioxide. There is only a slight decrease in the concentration of oxygen in the

arteries of older adults (Janssens 2005).
# Springer-Verlag Berlin Heidelberg 2008
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In normal aging, these changes cause less respiratory ‘‘reserve’’ and make older persons more likely to

experience shortness of breath with any illness. Older persons are also more susceptible to severe respiratory

consequences from the same influenza viral infection that may cause only minor illness in younger family

members. This increased susceptibility to morbidity from respiratory illness is the reason why physicians target

older persons for influenza and pneumococcal vaccinations.
Renal and Urinary Systems

One of the most clinically significant changes in older adults is a decline in ability to maintain salt and water

balance in response to stress (Hodak and Verbalis 2005). Maintaining this balance is an important function of the

kidneys. Blood volume in the human body is already decreased with aging. The older kidney loses its ability to

concentrate urine in response to acute volume losses, such as bleeding in the gastrointestinal tract or dehydration.

This may be coupled with a decrease in the sensation of thirst, as the special nerve endings (‘‘osmoreceptors’’) that

help regulate this function are less robust in signaling to the brain to initiate water‐seeking behavior. Therefore, a
90‐year‐old woman who begins vomiting from a viral gastroenteritis is more likely to become dehydrated and

develop acute renal failure from the illness than her 30‐year‐old counterpart. This older patient is also more likely

to be admitted for hypernatremia, or increased sodium levels in the blood. The proportion of sodium and other

elements of blood (‘‘electrolytes’’) is delicate, and disturbance of this balance may create increased risk of

mortality from a viral illness that is usually self‐limited in younger persons.

With age, there is also a loss of the diluting capacity of the kidney and a reduction in the ability to excrete

excess water in the face of fluid overload. This makes management of an older person, who requires intravenous

(IV) fluids for dehydration, more difficult than that of a younger person. This loss in dilutional capacity of the

kidney is partially due to a decline in the filtration ability of the kidney. This decline does not seem to occur

inevitably with aging, but does seem to occur in about 70% of persons after the age of 65. This change also affects

the metabolism of drugs that are cleared by the kidney.

The capacity of the bladder decreases with age, and so older persons are less able to hold their urine

voluntarily. This problem is compounded by enlargement of the prostate in older men, which also contributes

to the urgency of voiding. The force of bladder contractility declines, so that more urine remains in the bladder of

both men and women after voiding. This predisposes both sexes to an increased incidence of urinary tract

infections. Older women are also more susceptible to infections because of thinning of the vaginal wall and the

tissues of the urethra after menopause. Interestingly, older persons also tend to produce more urine at night,

which is thought to be related to changes in the daily rhythm of hormones (antidiuretic hormone or ADH) that

help regulate urine production.
Endocrine System

The endocrine system refers to the body’s hormonal production and regulation. Much attention has been focused

on the hormonal changes that occur with aging. There is a decline in growth hormone (GH) levels among elderly

persons, with a decline in both GH secretion and serum GH concentration. This decline in GH is thought to

contribute to a decrease in lean body mass and muscle strength, a thinning of the skin and bones, and an increase

of fat in older adults. Studies have shown conflicting results as to whether replacement of GH in older persons can

lead to permanent reversal of these changes without untoward side effects.

Insulin resistance increases with age, so that older persons are more likely to present with hyperglycemia with

acute illness, even if they were not previously known to be diabetic. This insulin resistance with aging seems to be

independent of the degree of body fat or physical activity. Parathyroid hormone levels increase with age, making

older persons more susceptible to hypercalcemia. There is no decline with age in serum total or free thyroxine

concentrations. Thyroxine clearance does decrease with age, and this is why older patients with hypothyroidism

often require lower starting doses of thyroid‐replacement therapy.
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Dehydroepiandrosterone (DHEA) is a hormone that decreases with aging. DHEA is produced by the adrenal

cortex, and although its function in the body is unclear, it appears to be a chemical compound needed in the

production of androgens and estrogens, the major sex hormones. Yet, researchers are studying it closely. In

80‐year‐old men and women, the serum concentration of DHEA is only 20% of that seen in 20‐year‐olds. Its effect
on aging is unknown, and studies have shown some potential adverse effects with supplementation.
Skin

The skin is a very important ‘‘system’’ of the body. With age, there is a thinning of the epidermis and dermis, with

wrinkling and increased laxity of the skin. This is independent of ultraviolet light exposure. There is also decreased

vascularity of the skin. These changes make the skin more susceptible to friction injury and shearing forces,

sometimes leading to ‘‘skin tears’’ as a result of minimal trauma in frail older persons. There is a decrease in the

healthy turnover of the outer layer of the skin (the ‘‘epidermis’’) and as a result, skin tends to be drier, with itching

and cracking more common. Hair grows more slowly. Graying of hair is variable but does occur in all persons to

some extent, as the number of melanocytes in hair bulbs decreases over time. There is a loss of subcutaneous fat,

which may contribute to greater susceptibility to deep sores (decubitus ulcers) over pressure points such as the

sacrum and heels.
Gastrointestinal System

The lining of the stomach secretes less acid with age, but this does not appear to affect digestion. Associated

thinning of the gastric mucosa may decrease absorption of nutrients, making B12 vitamin deficiency more

common with age. There is often a change in the timing and coordination of swallowing (‘‘esophageal motility’’),

which may predispose to pill‐induced esophagitis. Colonic function also declines so that older persons are more

likely to experience constipation.
Brain and Sensory Systems

There is a slight shrinking of the brain with aging. Thus, on brain imaging, it is common to see some degree of

cerebral atrophy in those who are over 80 years of age.

Additionally, there is a decline in sleep efficiency with aging, which is described as the ratio of time spent asleep

to time in bed. Insomnia is thus a common complaint of the elderly. Multiple awakenings at night, some of which

can be prolonged, are common.

Thermoregulation, the body’s maintenance of a constant body temperature, is altered with age, increasing the

risk of both hypo‐ and hyperthermia. Older persons have decreased sweating also, which predisposes them to

severe consequences of extreme temperatures.

Vision and hearing are likely to decline with aging. For instance, there are changes in the lens of the eye with

age, as there are modifications in lens proteins. This leads to a thicker and more opaque lens, what can become

clinically symptomatic as a cataract. Sensitivity to sound (i.e., auditory stimuli), especially in certain ranges, may

decline, although these changes may be amenable to intervention and should be carefully evaluated.

In the sixth and seventh decades, there is a sharp decline in the sense of smell. The cause of this is multifactorial

as the cells and cilia of the olfactory epithelium decrease in number and function (Seiberling 2004). Taste is also

affected with age, but anatomic changes are less impressive, and may be related to changes in the taste cell

membrane rather than to loss of taste buds. There is a greater reduction in the ability to detect salty/bitter tastes

than sweet tastes. Older persons may therefore tend to add more salt to foods, which may in turn exacerbate

hypertension or congestive heart failure.
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Musculoskeletal System

Lean muscle mass and strength declines by the fourth decade. This has been demonstrated by cross‐sectional
imaging with CTscan. By the age of 70, muscle mass declines by about 25%, unless resistance training and exercise

combats the decline.

Bone mass decreases with age, after reaching a maximum in the second decade. Bone loss is accelerated during

menopause, when it can increase to 2–3% per year.
Life Span

Understanding the underlying physiology of aging may help practitioners to target therapies to help patients live

both healthier and longer lives. It is thus important to understand the biological influences on life span.

The maximum life span is species‐specific, and it is believed to represent the way in which organisms balance

their ability to survive and reproduce in a competitive environment. In many organisms, this balancing act may

represent what some biologists feel are evolutionary pressures for a minimally successful life. Field mice live only a

few days, and most die from cold exposure. These mice invest their available energies in maintaining their body

temperature and reproducing to maintain their species. They do not have sophisticated DNA repair‐and‐
maintenance mechanisms for their cells as humans do, who survive much longer. In fact, the ability to repair

ultraviolet (UV) radiation to DNA is directly related to a species’ maximum life span (Hart and Setlow 1974).

The longest living human on record is now recognized to be Madame Jean Calment of France, who died at

the age of 122 years in 1997. Average life expectancy has increased dramatically over time, gaining nearly 30 years

in the past century. In 1900, the average life expectancy was less than 50 years. Today it stands at 77 years (see

>Table 1). The most dramatic advance occurred because of improvements in sanitation and the treatment of

infections. Advances in treatment of cardiovascular disease caused gains during the past decade.
. Table 1

Expectation of life at birth

Year Average expectation of life (years)
1970 70.8
1980 73.7
1990 75.4
2000 (projected) 77.1
2010 (projected) 78.5

Source: U.S. Census Bureau, Population Division, Working Paper No.38. U.S. Center for Vital Statistics of the United States, Annual, and

National Vital Statistics Reports (NSVR).
But can this trend continue? Experts project that the maximum life span will remain at 90–100 years. Even if

we eliminated the top 10–15 causes of death, including cardiovascular disease, cancer, and kidney disease,

demographers feel that we would not gain more than another 20 years of life expectancy. The rate of infant

mortality will not decline, because of congenital disease and accidental death, and to reach an average life

expectancy of 100 years, experts feel would require the elimination of all mortality before the age of 85

(Kinsella 2005).

Research has given some interesting clues about how the human life span may be lengthened. One of the

interventions known to reliably extend life span in animal models ranging from Drosophila flies to primates, such

as the rhesus monkey, is calorie restriction (CR). What is meant by CR is underfeeding without malnourishment.

Most studies involved severely restricting calories (up to 40% of what animals would eat freely), while still

providing essential minerals and vitamins. CR can increase both the average and maximum life spans of mice and



Biology of Aging 1 5
rats by more than 50% (Weindruch andWalford 1988). Even more important perhaps is the fact that CR seems to

delay physiological and pathological changes usually seen with aging. Diet‐restricted animals show less aging in

hormonal, immune, and cardiac function and less cancer than animals that are allowed to eat freely. They do,

however, show a decrease in reproductive abilities.

The underlying mechanism for the increase in life span is not entirely clear, and likely represents how inherent

genetic/developmental determinants can be manipulated by environmental factors. It likely represents an inter-

action of changes at the molecular, cellular, and system levels. It does not seem to be related only to an alteration

in metabolic rate (McCarter and Palmer 1992). The model of CR may also help to demonstrate how many of the

theories of aging overlap. Genetic theory may be involved. When gene expression is compared in calorie‐restricted
animals and normally fed animals, there are a number of genes that show altered expression (Koubava and

Guarente 2003). Some of these genes likely affect the insulin growth factor‐1 (IGF‐1) pathways. The oxidative

stress theory may also help explain the benefits of CR (Sohal and Weindruch 1996). There is some evidence that

oxygen consumption is lowered by CR, thus oxidative stress is lowered and there is less production of reactive

oxygen species (ROS). This leads to less cellular damage and cross‐linking of proteins. Hormonal factors may also

be involved, as there is evidence that GH levels may be affected by CR.

There are ongoing studies in rhesus monkeys on the physiological effects of CR (Roth 2005). There is even NIA

sponsored research with trials of CR (20–30% reduction) in young and middle‐aged persons to see the effects on

aging in humans.
Theories of Aging

Given that aging is complex, there exist many theories that attempt to explain the concept (see >Table 2). Animal

models have served as the basis for much of what is currently known about the aging process. Not one unifying
. Table 2

Selected theories of aging

Evolutionary
Disposable soma Selective pressures for reproduction; body is disposable once this occurs
Antagonistic pleiotropy Antagonism between genes beneficial for reproduction but not for longevity
Molecular
Genetic Changes in gene expression affect longevity and aging
Somatic mutation Damage occurs to DNA over time, affecting transmission of genetic material
Cellular
Wear and tear Damage accumulates to cells over time
Free radicals Oxidative metabolism produces free radicals toxic to DNA and proteins
Telomere shortening Shortening of telomeres with time permanently affects cell division (senescence)
System
Neuroendocrine Master biological clock controls hormones and body’s ability to react to stress
Immune Immune function declines with age, increasing risk of cancer and infection
theory for the mechanism of aging exists, and the translation from short‐lived animal models to human models is

not ideal. Aging involves changes at the molecular, cellular, and system levels and is influenced by developmental,

environmental, and ‘‘chance’’ factors.
Genetic Theory

Is longevity genetically based? The fact that longevity is species‐specific seems to support an underlying genetic

component. Centenarians are currently being studied by researchers to unravel the mystery of longevity, as their
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siblings and children are also likely to live longer. If the reason why siblings of centenarians are much more likely

to live to age 100 themselves was entirely due to socioeconomic or environmental factors, that advantage should

decline with age (Perls and Dellara 2003).

In animal models such as the nematode and the Drosophila fly, single‐gene mutations have been associated

with longevity. There is a line of Drosophila with a specific gene mutation nicknamed ‘‘Methuselah’’ (Lin et al.

1998), which show an approximately 35% increase in average life span. They also show an increased resistance to

stress, including starvation and higher temperatures. In mice, there seems to be a link between longevity and genes

that encode for a hormone, IGF‐1, which is an insulin‐like hormone that influences the rate of growth. Lower

levels of IGF‐1 seem to be associated with longevity in multi‐model systems. In mice, the shorter, smaller, lighter‐
weight animals are the ones that live the longest. Mice with higher levels of IGF‐1 die younger, and tend to be

heavier and larger animals at 3 months of age (Miller 2005). Shutting off insulin‐signaling pathways in nematodes

also makes them live longer (Kimura et al. 1997).

Are there human longevity genes? There is an ongoing New England Centenarian Study that includes genome

studies to look at links for genes that may be associated with longevity in centenarians and their families. There

does seem to be a locus on chromosome 4 that is common to many long‐lived families, but studies are ongoing

and attempts to replicate prior studies continue (Puca et al. 2001).

The genetic puzzle remains complicated for researchers and is unlikely to be the only underlying explanation

for aging. For example, baboons and humans share about 97% of their genes, yet baboons live for about 20 years

and humans about 80 years. Experts foresee that what we have learned about genes and longevity is unlikely to

lead to gene therapy or other types of genetic manipulation to extend life. Instead, it is likely to help provide clues

about how the cells of our bodies work. We are more likely to use this knowledge to design drug therapies that

might slow down the process of aging (Miller 2005).
DNA Maintenance and Repair Mechanisms

Some ‘‘evolutionary’’ models of aging (Kirkwood 1988) focus on the balance that must exist between the need of a

species to reproduce and the disposability of the organism once this occurs (Disposable Soma Theory). For

example, the cells of the human body accumulate damage to their DNA over time, and humans must invest some

energy into maintenance‐and‐repair mechanisms. Despite these attempts at repair mechanisms, damage even-

tually accumulates in key molecules in the cell. This causes some cells to permanently stop dividing, a term called

senescence. Some say that this process is ultimately protective, as abnormal cells cannot survive and replicate to

produce a cancer (Campisi 2005). This process may be genetically driven, so that some genes guide early

reproduction and are advantageous in early life, but can be ‘‘pro‐aging’’ to prevent cancer later on. This is a

concept referred to by the term ‘‘antagonistic pleiotropy.’’
Free Radical Theory

A specific form of the ‘‘wear and tear’’ theory, where accumulated debris in cells leads to their malfunction and

death, is the free radical theory. This theory was first proposed by Harman (1956). The mitochondria, where

energy is produced in human cells, produce vital energy. However, this process is tied to the production of what is

termed ROS. These are unstable compounds, such as superoxide or hydroxyl radicals, that can combine with cell

components and lead to damage to DNA and proteins (Finkel and Holbrook 2000). Species with longer life spans

produce more superoxide dismutase, an enzyme that inactivates ROS.

One of the specific ways ROS cause damage is by producing cross‐linking of proteins. These cross‐links
increase with age and alter especially long‐lived proteins such as collagen and elastin, which can lead to stiffening

of the arteries and heart (Lakatta and Levy 2003a, b). Cross‐linked proteins are often not functional and cannot be

cleared by the usual system for dealing with damaged protein in the cell. Thus, they accumulate and can

contribute to damage or disease. One specific example of cross‐linking is the reaction between glucose in cells
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and an amino group found in proteins, a process known as ‘‘glycation.’’ One of the underlying theories for why

diabetic patients show premature aging is that hyperglycemia or increased sugar levels leads to increased ROS in

the cells that line the aorta and thus causes premature atherosclerosis.
Cellular Aging and Senescence

A recurring theme in aging is maintenance and repair, and this goes on also at the cellular level. Cell turnover is a

way of ensuring healthy cells. However, normal human cells will not divide forever, even in culture in the

laboratory. After a defined number of cell divisions, cells enter a non‐dividing state termed senescence. Thus,

cells seem to be able to ‘‘count’’ the number of their divisions rather than the time that passes.

What is responsible for this process? Is there a master biological clock? Some feel that what may be responsible

for this counting mechanism are telomeres and their process of shortening over time. Telomeres are caps at the

end of chromosomes that become shorter with every cell division. This process is what is thought to keep human

cells from becoming immortal and from dividing indefinitely in culture. This is thought to take place because,

after a defined number of cell divisions, critically shortened telomeres generate a ‘‘DNA‐damage signal,’’ which

causes the cell to enter senescence (Wright and Shay 2005).

There is, however, a mechanism to counteract this process by an enzyme called telomerase, which is able to

‘‘add back’’ parts of telomeres that are lost. Telomerase is turned off in most cells of the body early on in life so that

they are not immortal. Cells meant to keep dividing, such as stem cells of the bone marrow, do have active

telomerase. In the 1990s, it was discovered that introducing telomerase into non‐stem cells of the human body

could make them immortal in cell culture (Bodnar et al. 1998).

Cancer cells, in nearly 90% of cases, show abnormal expression of telomerase, and this is thought to be one of

the underlying reasons why the abnormal cancer cells can survive and replicate. Introducing telomerase into

normal cells does not, however, turn them into cancer cells.

Higher levels of telomerase expression in cancer cells correlate with a worse clinical prognosis. One of the

challenges for researchers is to find ways to inhibit telomerase in cancer cells, as this may ultimately make cancer

cells more responsive to chemotherapy and other anti‐cancer therapies (Wright and Shay 2005).

Telomere length may also correlate with human longevity. A study looking at telomere length in peripheral

blood smears showed that longer telomeres were associated with a lower risk of death (Cawthon et al. 2003).

Telomeres shorten not only with cell replication, but can also shorten with oxidative stress (Von Zglinicki

2002). This serves as one example of how multiple theories of aging interact. Another example is demonstrated by

how telomere activity may be modulated by genes. The p53 gene may be a mechanism for ‘‘controlling’’ cell

senescence. It is an example of ‘‘antagonistic pleiotropy,’’ as it may be ‘‘anti‐tumor’’ early on in life (thought in the

evolutionary sense to promote reproduction) and ‘‘pro‐aging’’ later on. In mice models, too little p53 expression

results in death from cancer early on (Chin et al. 1999). Too much p53 gene expression results in accelerated aging

with development of premature osteoporosis, weight loss, and decreased wound healing (Tyner et al. 2002). This

again demonstrates the theory that cell senescence may actually be protective, and aging may be the price that we

pay to avoid cancer (Campisi 2005).
Cell Death: Necrosis and Apoptosis

While cellular senescence, or a permanent withdrawal from cell division, may be a mechanism to prevent the

development of cancer, cell death may represent another way in which the body protects itself from abnormal

cells. Cell death can take two forms including necrosis and apoptosis (Kumar et al. 2005). Necrosis is thought to

result frommassive cell injury that is accidental and is always pathological. An example would be when cells of the

heart muscle undergo necrosis because of ischemia, or lack of blood flow, during a myocardial infarction.

Apoptosis is more of a controlled cell death, what some call ‘‘programmed’’ cell death, in response to a stimulus.

It is thought to be genetically driven. In contrast to necrosis, apoptosis is thought to be physiological, and may be
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a means of ridding the body of unwanted cells. An example of this is seen in the immune system, whereby

T lymphocytes undergo cell death in what is thought to be a reaction to the recognition of self‐antigens that might

cause autoimmune diseases (Troen 2003). Death of neuronal cells is seen in many degenerative diseases, including

Alzheimer’s disease.
Neuroendocrine/Immune Theory

Some biologists feel that the nervous, endocrine, and immune systems coordinate all the other systems in the

body, and that aging is tied to an overall declining ability to deal with stressors (McEwen 2003). Some believe that

the master ‘‘biological clock’’ is ultimately in the hypothalamus in the brain, and that it is responsible for aging

through hormonal pathways. There are decreases in hormones with normal aging, most notably the reproductive

hormones such as estrogen and testosterone. There are also decreases in growth factors and in secretions of other

hormones that affect the older individual’s ability to deal with stressors such as infection or dehydration.

There is evidence that immune function declines with age. The function of T lymphocyte cells declines,

increasing the chances of developing infection and cancer. This may be caused by an alteration in cytokines, which

are molecules responsible for communication between immune cells.
Models of Premature Aging

There are examples of premature aging in humans that may teach us about the biology of aging. The term

progeria literally means ‘‘premature aging.’’
Werner’s Syndrome

In Werner’s syndrome or ‘‘adult progeria,’’ features of aging are first seen at puberty. Usually, affected children are

of normal height in elementary school, but then fail to have an adolescent growth spurt. They develop many

features typical for aging early on in life. They develop early cataracts, although not in the same part of the lens of

the eye usually seen in older persons. They have typical skin changes with aging, such as tightening and skin

fragility, and graying and thinned hair. They usually suffer from osteoporosis, early menopause, myocardial

infarctions, diabetes mellitus, and cancer. Death is usually from a myocardial infarction or cancer, at a median age

of 47 years. Interestingly, they do not usually develop Alzheimer’s disease or hypertension.

Werner’s syndrome is an autosomal‐recessive condition and the gene responsible lies on chromosome 8. It is

thought to be from a single gene mutation of a DNA helicase, an enzyme thought to be involved in ‘‘unwinding’’

DNA (Gray et al. 1997). The DNA repair process appears to be normal, but initiation of DNA synthesis seems to

be defective. Cells show normal length of telomeres but accelerated telomere shortening (Martin 2005).
Hutchinson–Gilford Syndrome

Classic ‘‘progeria’’ or Hutchinson–Gilford (HG) syndrome is a very rare condition that affects one‐eighth million

births (Sarkar and Shinton 2001). It is a syndrome of premature aging that begins within the first 2 years of life.

Affected persons suffer from wrinkled skin, stooped posture, and growth retardation. They have absent sexual

maturation but normal mental development. They have advanced atherosclerosis and usually die from a

myocardial infarction by the age of 30, with an average life span of 12 years. Interestingly, unlikeWerner syndrome

patients, they do not usually develop cataracts, diabetes, or skin ulcerations. Like patients with Werner’s

syndrome, they also do not develop Alzheimer’s disease, but do develop premature atherosclerosis. Therefore,

both syndromes may offer clues to studying atherosclerosis.
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Cells of patients with HG have shorter telomeres, and so they may have a shortened cellular ‘‘master clock.’’

Thus, their cells demonstrate a reduced ability to replicate and may allow DNA damage to remain un‐repaired
(Ahmed and Tollefsbol 2001).
Down Syndrome

Patients with Down syndrome also demonstrate premature aging. Down syndrome is secondary to a trisomy or a

translocation on chromosome 21. Patients with Down syndrome often experience early vascular disease, diabetes,

hair loss, osteoarthritis, and an increased incidence of cancer. Early dementia, in contrast to patients withWerner’s

syndrome and HG, does occur in patients with Down syndrome. They have pathological changes in their brains

similar to those that are seen in older patients with Alzheimer’s disease. This may be secondary to the fact that the

B‐amyloid gene is present on chromosome 21, which has been associated with the plaques and tangles typically

seen on pathology in the brains of patients with Alzheimer’s disease.
Conclusions

Research into the biology of aging tends to focus on single mechanisms for aging. No theory clearly explains why

some age successfully and some do not. We do not yet know all that we can do to keep our bodies’ homeostatic

mechanisms in check, to avoid frailty, disability, and disease as we age. Additionally, it is unclear how studies done

on short‐lived animal models will translate to longer‐lived humans. Experts in the biology of aging hope to use

current research knowledge to help target future interventions. This may help us not only to live longer, but to age

successfully as we do.
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Introduction

Aging is a natural process that begins at birth and ends at death. Society often identifies aging with disease,

disability, loss of mental capacity, and the final stages of life. However, the Baltimore Longitudinal Study of Aging

(BLSA) demonstrated that the previously assumed ‘‘natural decline associated with aging’’ is not inevitable;

increased activity and other health‐promoting behaviors may prevent and even reverse these effects.

Therefore, it is essential to distinguish between the true effects of aging and those processes, including disease,

that may appear or become more pronounced with time but are biologically irrelevant to the underlying

mechanisms of human aging. The fact that chronic debilitating conditions may be in part preventable, demands

that rehabilitation specialists, and particularly rehabilitation researchers, focus their efforts on the restoration,

maintenance, and promotion of a healthy lifestyle. Key elements of a healthy lifestyle may well be the maintenance

of an active and involved life, particularly the promotion of exercise and good nutrition and elimination of

harmful behaviors.
Defining Aging

Who is old? Specific chronological markers for old age are arbitrary. The definition of ‘‘older adult’’ or ‘‘senior’’

varies, depending on different perspectives and purposes. For example, gerontologists traditionally focus on

persons aged 60 years and older. The US federal government uses the age of 65 as a marker for full Social Security

and Medicare benefits, yet the US Department of Housing and Urban Development defines a senior as anyone

aged 55 or older. The largest advocacy group for older adults, the American Association of Retired Persons

(AARP), defines an older adult as a person aged 50 or older. Is ‘‘old’’ the age of retirement? If so, the Social Security

Administration (SSA) defines retirement age as 62, yet full retirement is not until 65 for persons born after 1937

and it is being raised to 67 for persons born after 1959. In addition, there is no longer one category that includes

all older adults. Health care providers and planners now identify subgroups of ‘‘older adults’’ as ‘‘younger old’’

(ages 65–75), ‘‘older‐old’’ (ages 75–85), and ‘‘oldest old’’ (ages 85þ).

Subjectively, though, many older adults do not label themselves as ‘‘old,’’ even at advanced ages. Studies have

shown that as seniors age, they continue to grow, create, and engage in activities linked with education and travel.

Some older adults are late‐life career bloomers; others become active with their families or proactive in their

communities. Free from work commitments, older adults are becoming invaluable to their communities as more

and more volunteer their time.
Demographics and Trends of Older Adults

There is an increased awareness of the aging of America. According to the US Census Bureau, in 2002, 26.6 million

men and 33.0 million women in the noninstitutionalized population were aged 55 and over. While the population

of the United States has tripled in the last century, the population of Americans aged 65 and older has increased

11 times. Demographic data show that one in eight Americans is aged 65 or older; more than 35% of these seniors
# Springer-Verlag Berlin Heidelberg 2008
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are aged 75 and older. By the year 2030, seniors will comprise one in five Americans. As the Baby Boom generation

grows older and Americans live longer, there is new interest in senior health care and health longevity to increase

productivity, independence, and optimal health while aging. For optimal health, older adults need access to health

care services, quality medical and psychosocial assessments, effective treatment plans, and culturally sensitive

medical care and social programs.

The following are some important demographic data to consider when planning services for older adults and

seniors:

� Marital status: Living arrangements and marital status of the older population differ considerably between

men and women as they age. In 2002, among people 55 years and over, men were more likely than women to

be married and living with their spouse (74 and 50%, respectively). Due to longer life expectancies than men,

it is not surprising that 31% of women but only 9% of men aged 55 and over were widowed. With increasing

age, this proportion rises rapidly: 10% of women 55–64, 41% of women 65–84, and 79% of women 85 and

over were widows.

� Education: Among the older population, men are more likely than women to have higher levels of education.

High‐school completion rates vary among the older population. In 2002, 84% of people aged 55–64, 71% of

those aged 65–84, and 58% of those 85 and over had completed high school.

� Income: Married‐couple households with a member aged 55–64 are more likely to have higher incomes than

those with a member 65 years or older. In 2001, 77% of married‐couple households with at least one member

aged 55–64 had an income of $35,000 or more, compared with 49% of married‐couple households 65 and

over. Married‐couple households were more likely to have an income below $20,000 when the person was aged

65 and over than when the householder was aged 55–64 (20 and 10%, respectively).

� Poverty: Among people 55 years and over, those aged 65 and over are most likely to be poor. In 2001, 5.8

million (9.8%) people of 55 years and over were living below the federal poverty level. The highest rates of

poverty among this group were unmarried households: 14.1% of women and 10.7% of men. This compares

with a 4.8% rate of poverty for married‐couple households.
� The poverty rate also increases with age. The poverty rate was 9.4% for those 55–64 and 10.1% for those

65 years and over. Older women, in general, had a higher poverty rate than older men, with 10.3% of women

and 8.4% of men aged 55–64 living in poverty compared with 12.4 and 7.0%, respectively, among those

65 and over.

� Minority elderly: Older adults are a highly diverse group, ethnicity and race as well as sexual orientation are

important characteristics to consider.
Ethnicity and Race

The status and resources of many ethnic minority seniors reflect social and economic discrimination experienced

earlier in life. Many seniors, especially those who immigrated to the US, face cultural and language differences as

well. Consequently, ethnic/racial minority groups in the US have increased risks for lower educational levels,

substandard housing, poverty, malnutrition, and generally poor health. Health care assistance is a special concern

of minority older persons because cultural and language differences, along with physical isolation and lower

income, often make US health care services difficult to access. In recent years, the older population has been

growing faster among minorities than among whites, and this trend is expected to continue. In 1990, about

4.2 million persons, or 13% of the population 65 and over, were non‐White. By 2025, 25% of the elderly

population is projected to be non‐White.
Sexual Orientation

Lesbian, gay, bisexual, and transgender (LGBT) older adults have been referred to as a ‘‘twice hidden’’ group, that

is, a group that is invisible within the mainstream (heterosexual) senior population, regardless of ethnicity or race.
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Precise numbers on LGBT older adults are not available because data on sexual orientation are not routinely

collected. However, using extrapolations from national surveys, it has been estimated that between 1.4 and 4.3%

of women and 2.8 and 9% of men are LGBT. If one applies these ranges to the current estimates on the number of

older adults (33 million women and 26.6 million men), there are between 1,206,800 and 3,813,000 LGBT older

adults (462,000–1,419,000 women and 744,800–2,394,000 men). Although many of the needs of LGBTseniors are

similar to those of other seniors, such as concerns about independence, finances, loneliness, and health, LGBT

seniors have needs that are unique to this group. For example, an assumption of heterosexuality by health care

providers may result in dissatisfaction with the quality of care (e.g., lack of culturally appropriate care) and

substandard medical care (e.g., some screening tests not being recommended as the provider assumes that the

partner is of the opposite sex).

� Family support: Contrary to popular belief, seniors are not typically abandoned by their families, and

admission to a nursing home is usually a last resort. But as the number of frail older persons continues to

grow, so does the burden placed on those who care for them.
Social Security

Social Security has been the cornerstone of the nation’s income protection system for nearly 70 years. It provides

disability, retirement, and life insurance protections to virtually all American workers and their families. As the

Western world underwent the industrial revolution, the extended family and the family farm as sources of

economic security became less common as more people became wage earners, working for others. Along with

the shift from an agricultural to an industrial economy, Americans moved from farms and small rural commu-

nities to larger cities. In 1890, only 28% of the US population lived in cities; by 1930, this percentage had doubled

to 56%. However, the Great Depression of the 1930s triggered a crisis in the nation’s economic life, and it was

against this backdrop that the Social Security Act emerged.

Social Security has turned out to be the nation’s top antipoverty program. It is particularly important to older

women and people of color, who are more likely to face poverty in their retirement years. Social Security’s benefit

formula is weighted so that lower‐ and average‐wage workers will receive benefits replacing a larger percentage of
earnings than higher‐wage workers. This means that those who earned less will have a more adequate retirement

income than they might have had otherwise. Largely because of Social Security, the poverty rate among older

Americans fell from 35% in 1959 to under 11% in 1999, and less than 10% in 2004. Without Social Security,

15 million more Americans would be living in poverty—not only the seniors and the disabled, but almost

1.5 million children as well.
Healthy Aging

Healthy aging is a broad concept that is more than just physical health status or the absence of disease; it

encompasses many other important aspects of health, including intellectual, emotional, social, vocational, and

spiritual health. If these critical areas are out of balance, optimal healthy aging may be impaired. Behavior and

lifestyle choices impact each of these aspects of health; therefore, any program designed to facilitate optimal health

in aging must address these areas through education, behavior modification, and supportive environments.

The most current data show that Americans, although living longer, are not necessarily living in better health

during their senior years. Since 1990, healthy life expectancy (the number of healthy years after the age of 65) has

remained at about 12 years. The good news is that the current gap between life span and healthy life span can be

narrowed, and the primary responsibility rests with older adults themselves.

Seventy percent of the physical decline that occurs with aging is related to modifiable factors, including

smoking, poor nutrition, lack of physical activity, injuries from falls, and the failure to use Medicare‐covered
preventative services. Seniors can and should be encouraged to reduce harmful behaviors, such as stopping or
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reducing smoking, and increase healthy behaviors, such as exercising and healthy eating. In the area of mental

health, primary care physicians, if given the right screening tools, may do a better job of diagnosing and treating

depression and other mental disorders among older patients. In addition, providing training and education in

geriatrics to practicing physicians, nurses, pharmacists, and other health care professionals can help them better

address the health needs of older patients.

According to a 2004 report by The Merck Institute of Aging and Health, the Centers for Disease Control and

Prevention (CDC), and the Gerontological Society of America (GSA), Americans are living longer due to declines

in heart disease and stroke mortality, but chronic diseases, such as diabetes and high blood pressure, are becoming

more prevalent among older adults—especially among African Americans and Hispanics. Among those aged

65–74, the share of those reporting very good to excellent health rose to 42% in 1999, an increase of 7% from 1982.

Those aged 75 or older, however, reported little improvement or a decline in health status. Although national

goals for improving the health status of older Americans for smoking, colorectal cancer screening, mammograms,

and flu vaccinations were met, targets for physical exercise, nutrition, weight, pneumonia vaccinations, and

injuries and deaths due to falls, were not.

Good mental health is an important part of healthy aging. Almost 20% of older Americans experience mental

disorders. Many primary care physicians are not trained to screen for mental illness, and, unfortunately, may

attribute psychiatric symptoms to ‘‘normal aging’’ or to chronic physical illness. As a result, close to 90% of

depressed older patients in primary care receive little to no treatment, despite the availability of effective

treatments. Only 3% of older adults receive treatment for mental disorders from a mental health specialist.

Finally, access to appropriate and quality health care is critical for healthy aging. Yet most health care professionals

do not receive the geriatrics training necessary to respond to the unique and complex health needs of older adults.

As such, inaccurate diagnoses and inappropriate care often result. Studies indicate that older patients who receive

care from geriatric‐trained professionals show greater improvement than those treated with usual care. According

to one estimate, proper geriatric care could reduce hospital, nursing home, and home care costs by at least 10% a

year, saving $133.7 billion in 2020 (The Merck Institute on Aging and Health, 2004).
Aging Issues

Nutrition

Seniors tend to be at a disproportionate risk of poor nutrition that can adversely affect their health. According to

the US Food and Drug Administration (FDA), the signs and symptoms of malnutrition can baffle and mislead

even health professionals. For example, weight loss, disorientation, lethargy, and loss of appetite are often

diagnosed as illness‐related. Unfortunately, encouraging older citizens to eat well and to pay serious attention

to sound nutrition is a complex challenge with no single, simple solution. For one thing, the aging process itself

becomes a real barrier. As interest in food diminishes, incomes fall, and other health issues affect appetite, seniors

may cut back on calories even though the requirements for many nutrients do not change. Other factors that may

affect one’s nutritional status are not so obvious. Loneliness, for example, can cripple a person who has always

lived with a spouse or other family members. With limited cooking or shopping skills, older men may eat less or

skip meals altogether. Women living alone may simply grow tired of preparing food and lose interest in eating.

Depression, which is often linked to loneliness, may likewise curtail a person’s interest in food.
Exercise

Lack of physical activity and poor diet contribute to chronic diseases and are the major causes of the obesity

epidemic in this country. Despite overwhelming evidence demonstrating the now well‐known benefits of physical

activity, older adults have the lowest rates of activity among all adults. Nearly 75% of older Americans do not

participate in any routine physical activities.
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Chronic Diseases

Chronic diseases are not generally prevented by vaccines or cured by medication, nor do they just disappear. To a

large degree, the major chronic disease killers—heart disease, cancer, stroke, and diabetes—are an extension of

what people do, or not do, as they go about their daily lives. Eighty‐eight percent of those over 65 years of age have
at least one chronic health condition. Health damaging behaviors, particularly tobacco use, lack of physical

activity, and poor eating habits, are major contributors to the nation’s leading chronic diseases. Clearly, promot-

ing healthy behavior choices, through education, community policies, and practices, is essential to reducing the

burden of chronic diseases.

� Arthritis and related conditions are the leading cause of disability in the United States, affecting nearly

43 million Americans. Although cost‐effective interventions are available to reduce the burden of arthritis,

they are currently underused. Regular, moderate exercise offers a whole host of benefits to people with arthritis

by reducing joint pain and stiffness, building strong muscle around the joints, and increasing flexibility and

endurance.

� Cardiovascular health is a growing concern for all Americans. Heart disease is the nation’s leading cause of

death. Three health‐related behaviors—tobacco use, lack of physical activity, and poor nutrition—contribute

markedly to heart disease. Modifying these behaviors is critical for both preventing and controlling heart

disease. Modest changes in one or more of these risk factors among the population could have a profound

public health impact.

� Colorectal cancer is the second leading cause of cancer‐related deaths in the United States, accounting for 10%

of all cancer deaths. The risk of developing colorectal cancer increases with advancing age. Lack of physical

activity, low fruit and vegetable intake, a low diet, obesity, alcohol consumption, and tobacco use may

contribute to the risk for colorectal cancer. Three screening tools—flexible sigmoidoscopy, colonoscopy,

and the fecal occult blood test (FOBT)—are widely accepted and used to detect colorectal cancer in its earliest

stages, when treatment is most effective. However, according to the CDC, in 2000, only 45% of men and 41%

of women aged 50 years or older had undergone a sigmoidoscopy or colonoscopy within the previous 10 years

or had used an FOBT home test kit within the preceding year.

� Diabetes is a serious, costly, and increasingly common chronic disease. Early detection, improved delivery of

care, and better self‐management are the key strategies for preventing much of the burden of diabetes. Seven

million persons aged 65 years or older (20% of all people in this age group) have diabetes.

� Obesity has reached epidemic proportions among Americans in all age groups. Obesity among adults has

doubled since 1980. Of Americans over the age of 50, 28% are now considered obese. People who are obese or

overweight are at increased risk for heart disease, high blood pressure, diabetes, arthritis‐related disabilities,

and some cancers. After the age of 50, metabolic rates drop sharply; metabolism may drop by 30% over the

course of a lifetime. A decreased calorie need must be taken into account when considering elder nutrition: as

people age, most simply do not need to eat as much. Although body fat tends to rise with age, muscle mass

tends to drop. To maintain muscle mass, higher amounts of protein but fewer calories may be required.

� Oral health is an important and often overlooked component of an older adult’s general health and well‐being.
Oral health problems, such as ill‐fitting dentures, poor condition of the teeth and gums, or side effects from

medications, can cause pain and suffering as well as difficulty in speaking, chewing, swallowing, and

maintaining a nutritious diet. During the past 50 years, the oral health and use of dental services among

older adults have improved. Although this trend is expected to continue, additional improvement will depend

on access to appropriate dental care.
Mental Health

As a person ages, signs of depression are much more likely to be dismissed as crankiness or grumpiness.

Confusion or attention problems caused by depression can sometimes look like Alzheimer’s disease or other
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brain disorders. Mood changes and signs of depression can be caused by medicines older people may take for high

blood pressure or heart disease. An estimated 2 million adults aged 65 or older have a depressive illness, and

another 5 million may have ‘‘subsyndromal depression’’ or depressive symptoms that fall short of meeting full

diagnostic criteria for a disorder. Subsyndromal depression is especially common among older persons and is

associated with an increased risk of developing major depression. In any of these forms, however, depressive

symptoms are not a normal part of aging. In contrast to the normal emotional experiences of sadness, grief, loss, or

passing mood states, they tend to be persistent and to interfere significantly with an individual’s ability to function.

Depression often co‐occurs with other serious illnesses, and because many older adults face these illnesses as

well as various social and economic difficulties, health care professionals may mistakenly conclude that depression

is a normal consequence of these problems—an attitude often shared by patients themselves. These factors

together contribute to the underdiagnosis and undertreatment of depressive disorders in older people. Depression

can and should be treated when it co‐occurs with other illnesses because untreated depression can delay recovery

from or worsen the outcome of these other illnesses. The relationship between depression and other illness

processes in older adults is a focus of ongoing research.
Suicide

Several studies have found that many older adults who die by suicide—up to 75%—have visited a primary‐care
physician within a month of their suicide. These findings point to the urgency of improving detection and

treatment of depression as a means of reducing suicide risk among older persons. Comprising only 13% of the US

population, individuals aged 65 and older accounted for 18% of all suicide deaths in 2000.
Alzheimer’s and Related Dementias

Alzheimer’s disease is a complex disease of the brain that affects approximately 4.5 million Americans. Although

many things about Alzheimer’s disease remain a mystery, research continues to bring us a better understanding of

the disease, more accurate diagnoses, and more effective treatments. Alzheimer’s disease is one of several disorders

that cause the gradual loss of brain cells. One in 10 persons over 65 and nearly half of those over 85 have

Alzheimer’s. A very small percentage of people as young as their thirties and forties will also get the disease.

A person with Alzheimer’s disease will live an average of 8 years from the onset of symptoms. More than 70% of

people with Alzheimer’s disease live at home and almost 75% of the home care is provided by family and friends,

creating a great need for caregiver support and training.

Dementia is an umbrella term for several symptoms related to a decline in cognitive functions. Common

symptoms include a gradual loss of memory, problems with reasoning or judgment, disorientation, difficulty in

learning, loss of language skills, and decline in the ability to perform routine tasks. People with dementia also

experience changes in their personalities and behavioral problems, such as agitation, anxiety, delusions (believing

in a reality that does not exist), and hallucinations (seeing things that do not exist).

Several disorders that are similar to Alzheimer’s disease can cause dementia. These include frontotemporal

dementia, dementia with Lewy bodies, Parkinson’s disease, Creutzfeldt–Jakob disease, and Huntington’s disease.

All of these disorders involve disease processes that destroy brain cells. Vascular dementia is a disorder caused by

the disruption of blood flow to the brain. This may be the result of a massive stroke or several tiny strokes. Some

treatable conditions—such as depression, drug interactions, and thyroid problems—can also cause dementia.

If treated early enough, this type of dementia may be effectively treated and even reversed.
Substance Abuse

It is estimated that one in five older people abuse substances. Although the substances most abused, for example,

prescription medications and alcohol, are legal, this does not make the addiction any less devastating for them and
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their families. Substance abuse by seniors can lead to depression, dramatic personality changes, memory loss,

malnutrition, falls, several forms of cancer, heart disease, and early death.
Health, Health Care, and Disability

According to a report issued by AARP in 2000, 27% of older adults assessed their health as fair or poor (as

compared to 9% for all persons). There was little difference between the sexes on this measure, but older African

Americans (41.6%) and older Hispanics (35.1%) were much more likely to rate their health as fair or poor than

were older Whites (26%).

Limitations on activities because of chronic conditions increase with age. In 2000, among those 65–74 years

old, 26% reported a limitation caused by a chronic condition. In contrast, almost half (45%) of those 75 years and

over reported they were limited by chronic conditions. The percentage of seniors with disabilities increases sharply

with age. Disability takes a much heavier toll on the very old. Almost three‐fourths (74%) of those aged 80 and

older reported at least one disability. Over half (58%) of those aged 80 and over had one or more severe

disabilities, and 35% of those 80 and over reported needing assistance as a result of disability. There is a strong

relationship between disability status and reported health status. Among those aged 65 and older with a severe

disability, 68% reported their health as fair or poor. Among persons aged 65 and older who reported no disability,

only 11% reported their health as fair or poor. Presence of a severe disability is also associated with lower income

levels and educational attainment.
Immunizations for Older Adults

Although infectious diseases are no longer the most common causes of death, pneumonia and influenza remain

among the top ten causes of death for older adults. In 2000, pneumonia and influenza were responsible for 3.3%

or 58,557 deaths among people 65 years of age and older. Influenza vaccination can reduce both direct health care

costs such as physician visits and antibiotic use, as well as indirect costs from work absenteeism associated with

influenza illness.
Legal and End‐of‐Life Decisions

Although many people would prefer not to think about the end of their lives, planning increases the chances that

one’s wishes will be met. In addition to preparing a will, estate planning should include preparing and signing

advance directives that comply with state law. The documents should reflect the senior’s wishes and appoint

someone to make decisions for him/her if he/she is unable to do so. Advance directives include either or both of

these documents:

� Living Will or Health care Directive. This document allows one to state in advance one’s wishes regarding

treatments that may prolong life.

� Health care Power of Attorney or Durable Power of Attorney for Health care Decisions. This document allows

one to name a person to make health care decisions for him/her.
Housing

Housing plays a unique role in the life of older Americans. In addition to serving as shelter, it provides a sense of

comfort and security. It also provides wealth to approximately 80% of Americans aged 50 and older who own

their own homes. Safe and secure housing can influence the ability of an older person to age in place and remain

independent. Yet many older people experience serious housing problems because of cost, inappropriateness of
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the home for aging in place, or challenges to protecting their financial interest in the home. In addition, enjoying

the benefits of home and community may be difficult without improved home and community services programs

and legal protections.

The 1999 American Housing Survey indicated that 55% of renter households aged 65 and older incurred

‘‘excessive expenditures,’’ defined as housing costs in excess of 30% of income. The percentage of older households

with excessive housing expenditures was particularly high for subgroups such as renter households headed by

individuals aged 75 and older (59%), females living alone (60%), and older African Americans (63%).

For older homeowners, the home is usually their single largest asset. Older persons can use this wealth for a

variety of purposes: to serve as collateral for the upgrade and repair of the property, to provide economic security

in the face of major unforeseen expenses (such as long‐term care), and to provide shelter or finances to future

generations through inheritance. Home ownership is growing: between 1982 and 2001, the home ownership rate

for households aged 65 and older grew from 74 to 80%. Home repair programs and improved construction

standards for manufactured homes can help safeguard this physical asset. Standards for reverse mortgages and

other financial instruments can provide reliable options for using the equity in a home.

The physical features of housing can be critical to a person’s ability to age in place. Much of the nation’s

current housing may prove inappropriate as the population ages, especially for those people experiencing

increased frailty. Home modification is one method to help meet the changing needs of an aging resident.

There is also growing recognition that promoting adaptable and accessible design into homes as they are built may

generate significant financial and social benefits down the road. But regardless of a home’s features, many older

people, especially those who live alone, eventually need some supportive services to remain independent.

The growing population of people aged 75 and older will present special challenges. Households headed by an

individual aged 75 or older are more likely than those headed by 65–74‐year‐olds to be renters, live alone, and

experience poverty, health problems, and substandard housing conditions. Meeting these multiple needs will

require housing subsidies, more extensive provision of in‐home health care, and community support services,

such as transportation.

The ‘‘oldest‐old’’ who can no longer stay in their homes will require specialized housing with more extensive

services such as assisted living, congregate housing, or group homes. Unfortunately, many older people with

moderate or low incomes cannot afford such specialized supportive housing on their own, and current state

subsidy programs are limited. One crucial challenge for policy makers will be determining how to extend

supportive housing opportunities to frail older people with modest means. The problem is especially acute for

older renters, who not only have fewer financial resources, but also are more likely to live alone and have difficulty

with everyday activities.
Transportation

Automobiles

For many seniors, transportation is a critical concern. The majority of seniors see driving as crucial to being able

to lead an independent and fulfilling life. Fears faced by seniors at the prospect of reducing or terminating their

driving include loss of personal independence, social isolation, and a reduction in or lack of access to essential

services. The point at which older people voluntarily give up or are forced to relinquish their driving privileges is

viewed by elders and those around them as a watershed event with significant implications regarding indepen-

dence, self‐sufficiency, and social responsibilities.

The tendency of seniors to rely on personal autos as their primary means of transportation is increasing.

Driving rates among people 60 years of age and older are increasing, and people are continuing to drive later in

life. The increases are most dramatic for women, who used to have much lower licensing rates than men. As

today’s near‐seniors age, with their high rates of driving, the percentage of older women who drive will continue

to increase. Most older adults believe that they will know when they should stop driving, yet most have peers

whose driving they consider to be so unsafe that they will not accept rides from them. When faced with the
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difficult transition from driving to not driving, most families struggle alone. Studies have reported that most

families have never discussed driving issues with anyone, and most do not know where to obtain information or

advice. There is widespread interest in and need for such resources. Owning an auto is expensive, especially if

someone seldom drives or drives only short distances (as do many seniors), yet few seniors understand how much

mobility they could purchase for their car’s annual cost.
Public Transit

Ability to use public transit also declines with age. Based on national survey data, 7% of people aged 69–74 are

prevented or limited from using public transit by an impairment or health problem. For the 85 and older group,

this percentage rises to 35%. In the case of seniors who can no longer drive due to an impairment or health

condition, fully 55% are also limited or prevented from using public transit. Since the number of seniors,

especially in the oldest age group, will grow rapidly, and since so many of those people cannot use public transit,

there will also be a rapid increase in the number of people who are eligible for ‘‘paratransit’’ services, as required

by the Americans with Disabilities Act (ADA). Paratransit services are defined as transport services, usually vans

and small buses, for people with disabilities who cannot use existing fixed‐route bus and train services. Federal

law and increasing mobility by people with disabilities, in general, will probably cause even greater growth in

paratransit use.

As people age, they face unique challenges in getting around in their communities. Helping older adults

maintain this essential mobility is a major concern of transportation planners throughout the country. Not only is

the size of the senior population expected to grow rapidly, the most rapid growth is expected to occur in the oldest

age groups, which have the most severe mobility problems. Further, much of the growth will occur in places that

are poorly served by public transportation. Even in places where transit service is good, many seniors do not use it

because they have little familiarity with the transit system and are used to relying on personal automobiles as the

most convenient mode of travel.
Grandparents Raising Grandchildren

Grandparents raising their grandchildren are responding to a problem in the middle (parent) generation, such as

death of the parent, illness, divorce, incarceration of the parent, parental substance abuse, child abuse, or child

neglect. For example:

� There are 4.5 million children under 18 years growing up in grandparent‐headed households, and approxi-

mately one‐third of these children have no parent present in the home.

� The number of children in grandparent‐headed households has increased by 30% since 1990.

� The majority of grandparents raising grandchildren are between ages 55 and 64 and approximately 20–25%

are over 65.

� Fifty‐one percent of grandparents raising grandchildren are White, 38% African American, and 18%Hispanic.

� Although grandparent‐headed families cross all socioeconomic levels, grandparents raising their grandchil-

dren are more likely to live in poverty than other non‐grandparent‐headed households.

� There are eight times more children in grandparent‐headed homes than in the foster care system.

Grandparents are faced with many challenges. They must investigate and resolve legal questions around

custody, guardianship, or adoption. Without legal status, grandparents may not be able to enroll their grand-

children in schools or make medical decisions for them. Grandparents are forced to make financial decisions that

may involve the grandparent’s employment or applying for benefits like Medicaid, foster care, temporary

assistance for needy families (TANF), or Social Security. Grandparents are faced with choosing appropriate

child care, providing adequate medical care, educating and providing emotional support to their grandchildren,

and finding support for themselves.
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Elder Abuse

Elder abuse is an unspoken horror in the lives of many older persons. Four to six percent of America’s senior

population may be victims of some form of abuse, accounting for 2.4–3.6 million potential victims every year.

Elder abuse is a largely unreported crime that will only get worse as 77 million baby boomers reach age 65 over the

next decade. Older adults who are abused or mistreated are three times more likely to die within a decade than

same‐age adults who were not mistreated. Persons from all social classes and ethnicities are the victims of abuse.

Many of these abusers are criminals who prey on the elderly, but the majority are caregivers or relatives pushed

to the brink of violence and neglect from daily stress combined with oftentimes overwhelming responsibilities.

Forty percent of all elder abuse involves some form of financial exploitation. This is of increasing concern because

nearly 70% of our nation’s household net worth is controlled by people over the age of 50. Perpetrators abuse

older persons for a variety of reasons, but the main causes have to do primarily with dependency and vulner-

ability. If an abuser is the primary caregiver and the caregiver views the dependency of an older adult as

burdensome and stress producing, the caregiver may exhibit abusive behavior. If the abuser is not the caregiver,

the dependency of an older adult creates vulnerability to persons who seek to exploit dependence. Finally, if an

abuser simply does not know how to care for an older adult, abuse may occur through passive neglect.
Fiduciary Abuse

In a survey by the National Association of Adult Protective Services Administrators for the National Center on

Elder Abuse (2000), financial abuse or exploitation comprised 13% of the allegations of mistreatment that were

investigated. Although people over age 65 represent 12% of the population, experts estimate that, more than 30%

of consumer fraud investigations involve people in this age group. Fiduciary abuse, exploitation, and financial

mistreatment encompass a broad range of conduct. Examples include the attendant who shortchanges his/her

elderly client, the neighbor who secures a power of attorney to help out with chores and uses it to take possession

of an older person’s home, and the son or daughter who persuades an impaired elderly family member to change a

will in his/her favor.

Of all the types of elder abuse, financial abuse may be the most difficult to grasp because the problem itself is

poorly defined. Evaluating whether or not financial abuse has occurred often involves complex and subjective

determinations. It may involve differentiating between misconduct and mismanagement, or distinguishing

between acceptable exchange and exploitative conduct. Abuse may be obscured by the victims’ diminished mental

capacity, which makes it unclear as to whether or not they understood the transactions or exchanges. Even when

victims are mentally competent, it may be unclear as to whether or not they were the victims of unfair persuasion.

Many reasons have been cited for why the elderly are targeted for financial abuse. Clearly, one contributing

factor is that persons over the age of 50 control 70% of the nation’s wealth. Other explanations include the fact

that older people are more trusting than their younger counterparts, they may not realize the value of their assets,

and the perpetrator may be someone they trust and love. Additionally, they are more likely to have conditions or

disabilities that make them easy targets including forgetfulness or other cognitive impairments. They are also less

likely to take action against their abusers, particularly if they have been victimized by family members. Abusers

may also recognize that older people who are in extremely poor health may not survive long enough to follow

through on lengthy legal interventions.
Crime

Although adults aged 65 or older experienced less violence and fewer property crimes than younger persons

between 1992 and 1997, crime committed against seniors is still a serious problem. According to the Bureau of

Justice, persons aged 65 or older, when compared with other age groups, are disproportionately affected by

property crimes. For example, nine out of ten crimes against individuals aged 65 or older were property crimes,
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whereas less than four of ten crimes against individuals 12–24 years were property crimes. Between 1992 and 1997,

an average of 2.5 million property crimes against persons aged 65 or older occurred annually. However, during the

same time period there was an annual average of 46,000 purse snatchings or pocket pickings, 166,000 nonlethal

violent crimes (rape, sexual assault, robbery, and aggravated and simple assault), and 1000 murders committed

against older adults. Robbery accounted for a quarter of the violent crimes against persons aged 65 or older, which

is less than one‐eighth of the violent crimes experienced by those aged 12–64.
Violence Against Midlife and Older Women

Although the statistics on this issue are sparse, anyone who interacts with older women knows that violence and

fear of violence pervade their lives. Facts on violence against midlife (50–64 years) and older (65þ years) women

include the following:

� Twice as many women over the age of 65 are mugged at or near their homes as younger women, and are much

more likely to have the incident occur during daylight. In fact, three of four muggings involving women aged

65 and over occur during daylight.

� One of every hundred women aged 50–64 is likely to be a victim of a violent crime (including assault, rape, and

robbery), and two of every hundred women aged 65 or older are likely to be a victim of personal larceny (theft

of property or cash with and without contact).

� Midlife and older African American women are more than twice as likely as White women in the same age

groups to be victims of violent crimes.

� Between 1974 and 1990, the murder rate for women aged 65 and older increased by 30%, whereas the murder

rate for men for the same age dropped by 6%.

� According to a national survey of the health of women conducted for the Commonwealth Fund in 1992, an

estimated 1.4 million women between the ages of 45 and 64 were physically abused by their spouses.

� Of more than 1500 shelters for battered women nationwide, few offer programs specifically designed to meet

the needs of older battered women. For instance, a study of 25 shelters in Florida—where there are a

disproportionate number of older people—found that just two offered services for older women.

� More than a million American women aged 65 and over are victims of abuse each year.

� Nearly 400,000 older women living in institutions are victims of physical or sexual abuse. In one study, more

than 36% of care providers in institutional facilities had witnessed at least one incident of physical abuse by

another staff person, and four in five (81%) had witnessed an incident of psychological abuse (House Select

Committee on Aging, 1991).

� In elder sexual abuse cases, the victim is typically a woman in her seventies, dependent for care upon the

person who abused her.
Conclusions

As the United States faces a rapidly increasing population over the age of 65, research on what constitutes healthy

aging, how to promote healthy lifestyles among older adults, and the health care workforce, including profes-

sional and paraprofessional, requirements is urgently needed. Older adults, and in particular seniors, have not

traditionally been viewed as a productive segment of the population. However, with more seniors in the public

arena either through employment or volunteer work, perceptions of people over the age of 65 are slowly changing,

and hopefully becoming more positive. Older adults themselves have not always viewed the aging process as a

positive process; hence, healthy aging can serve as a framework within which health promotion messages and

prevention services can be offered. The increasing senior population is also increasingly diverse across many

demographic variables, including ethnicity and race, sexual orientation, religion, and language, among others.

The challenges to creating a diverse health care workforce, in general, are significant, that of ensuring diversity in

the health and social services targeting the older population is even greater.
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America’s Ethnogeriatric Imperative

Demographers, teachers, and reporters have made the vision of the bulge in the population pyramid that is

approaching the age of Social Security and Medicare benefits familiar to the American public and the public

health community. Its predicted influence on health care is frequently referred to as ‘‘the geriatric imperative.’’ Not

so familiar, however, is the recognition that this bulge of older Americans represents an increasingly diverse

population—diverse in many ways, but especially in their ethnic background, so that, in reality, the imperative is

an ethnogeriatric one.

The ethnic population categories for which data are available are those used by the census and other federal

agencies, designated as the ‘‘ethnic minority’’ populations. The projected growth of the number of elders from

those categories from 2000 to 2050 is included in >Table 1. The categories considered ‘‘races’’ by the US Census

are American Indian and Alaska Native, Asian, Pacific Islander, black or African American, and white; Hispanics

or Latinos can be of any ‘‘race,’’ as defined by the census, so that the separation by Hispanic and non‐Hispanic is

necessary for each racial group. Projections are that more than one in three of the projected 80 million elders will

be from one of the ‘‘ethnic minority’’ categories by mid‐century and that all are growing more rapidly than non‐
Hispanic whites (Federal Interagency Forum on Aging Related Statistics 2000).

Although the projections for the growth of elders in these populations are impressive, it drastically under-

represents the diversity the US will increasingly experience. Within each of these populations designated as ethnic

minority is a vast heterogeneity. Among the rapidly growing set of elders in the Hispanic/Latino designation, for

instance, the most numerous are those who describe themselves as Mexican, and smaller proportions from Puerto

Rico and Cuba. But in addition, Hispanic/Latino elders are from seven different countries in Central America, ten

in South America, and from Spain.

Soon to be the second largest minority population are elders who describe themselves as black or African

American. While US‐born African American elders make up the vast majority, immigrants from the Caribbean

and from Somalia, Nigeria, and other African nations are also part of this category and will make up a growing

proportion as they age. As is true in all of the population categories, large and important differences exist among

African American elders in education, rural/urban background, income, occupation, religion, family support,

living arrangements, health and functional status, and almost all other variables that affect public health concerns.

It is particularly important to recognize the heterogeneity among older Asian and Pacific Islander Americans

as their cultural traditions originate in countries that span more than half the globe, and frequently have very little

in common with each other, in spite of the common usage of term ‘‘Asian’’ to designate individuals in this

category. >Table 2 illustrates some of the heterogeneity of these populations.

The unique and frequently unrecognized differences also apply to elders from American Indian background.

There are over 500 federally recognized tribes in the US, and many smaller groupings known as bands or

rancherias, most of whom have their own specific histories and cultures. More American Indian elders than

those from other racial categories described themselves as being from more than one race when they had that

opportunity in the 2000 census, which emphasizes the diversity in acculturation among this group. Another

important source of diversity is the difference in types of communities in which they live. In spite of the stereotype
# Springer-Verlag Berlin Heidelberg 2008



. Table 1

Relative size of older ethnic minority populations in the US 2000 & 2005

Ethnic minority category
Percent of US population Projected percent of US population

65 and Over, 2000 65 and Over, 2005

Hispanic or Latino 6 16
Non‐Hispanic American Indian and Alaska Native 0.4 0.6
Non‐Hispanic Asian and Pacific Islander 2 7
Non‐Hispanic Black or African American 8 12
Non‐Hispanic White 84 64

Source: From Federal Interagency Forum on Aging Related Statistics (2000)
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of Indians on remote reservations, more Indian elders are now in urban areas than on reservations, which means

that they have less access to Indian Health System resources.

Elders in the ‘‘white’’ non-minority population are also very ethnically diverse. In addition to those from

Northern and Western European backgrounds usually associated with the white designation, increasing numbers

of elders in the US are from Arab and other countries in the Middle East. Older immigrants from Russia and other

Eastern European countries also comprise populations with unique cultural backgrounds and needs.
Celebrate the Diversity and Appreciate the Complexity

This ethnogeriatric imperative presents providers who work with older adults an amazingly diverse population

with which to be familiar, if they are to provide competent care, and that diversity provides interest, fascination,

and richness, which is to be celebrated. It also presents amazing complexity that needs to be appreciated in itself.

However, if one also considers the increasing ethnic diversity of the providers working with older Americans, that

complexity multiplies many times over. This is especially evident in long‐term care settings where individuals

from countries around the globe have taken positions on the nursing staff in nursing homes and in assisted living

communities in the US. This is also true in geriatric medicine where the ethnic background of geriatric fellows

reflects an international population, many of whom go on to take positions in geriatric medicine in hospitals and

clinics. As a result of the growing diversity of both the elders and their providers, the probability that a clinical

encounter will be an intercultural interaction becomes very high.

So what difference does all this complexity make? At a minimum, it means that the need for cultural

competence in geriatric care is probably the most important need for organizations to develop in meeting the

challenge of this ethnogeriatric imperative. With the increasing attention to the disparities in health status and

health care between ethnic populations highlighted in the publication of the Institute of Medicine (2002) report,

‘‘Unequal treatment: confronting racial and ethnic disparities in health care,’’ and among older Americans

(Anderson et al. 2004; Schneider et al. 2002), cultural competence has become a suggested tool to decrease

those disparities (Brach and Fraser 2000).
Organizational Cultural Competence

The term ‘‘cultural competence’’ is becoming increasingly common, and organizations are encouraged to use it as

a guidepost for their missions and goals. There are numerous definitions in the literature, but most include some

of the components proposed by Cross et al. (1989) in one of their earlier papers: ‘‘a set of congruent behaviors,

attitudes, and policies that come together in a system, agency, or amongst professionals, and enables that system,

agency, or those professionals to work effectively in cross‐cultural situations.’’
The two parts of cultural competence commonly identified are organizational or institutional and provider

competence. The organizational component is usually conceptualized as a continuum. Although there are other

versions of this continuum, the one suggested by the pioneering work of Cross et al. (1989) indicates that
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. Figure 1

Continuum of cultural proficiency

Source: From Cross et al. (1989).
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organizations can be placed on a scale from ‘‘destructiveness’’ to ‘‘proficiency’’ depending on how culturally

competent they are, as illustrated in > Figure 1. If the two poles of the continuum are thought of as being the

extremes, very few organizations are likely to be at either end, especially those serving older adults. Providers in

workshops conducted by the StanfordGeriatric Education Center (SGEC) have suggested that perhaps the Ku Klux

Klanwould be an example of a ‘‘destructive’’ organization, and the United Nations one that fits the requirements of

‘‘proficiency.’’ In reality, most health care organizations would probably lie somewhere between ‘‘incapacity’’ and

‘‘competence.’’ It is interesting to note that ‘‘blindness’’ is placed on the middle of the continuum when many

organizations pride themselves as being ‘‘color blind,’’ treating everyone the same. So, the goal for organizations

would be to find strategies to move themselves up this continuum toward cultural competence, or even the ideal of

proficiency.

One of the motivations that health care organizations have been given to move up the continuum, including

outlining techniques that should be used, is the development and publication of the Standards for culturally and

linguistically appropriate services (CLAS Standards) by the US Office of Minority Health (2000) included in

>Table 3. These are increasingly being used as guidelines for accrediting agencies for clinical care. Standards 4–7

dealing with language access for patients are actually part of the mandates from the Civil Rights Acts. The

remaining standards are highly recommended, except for the last one, which is optional.

The CLAS Standards provide major strategies for organizations to focus on to improve their ethnogeriatric

care. Among the most important they call for are:

a. Training staff to show culturally appropriate respect and to recognize and respect culturally based health beliefs.
b. Providing trained and competent interpreter services for verbal interactions and translation services for written

materials, including posting signs in languages appropriate for the patients in the populations they serve.
c. Collaborating with diverse communities to assess needs and provide appropriate services for elders from those

populations.

Having appropriate interpreter services for all their older non‐English‐speaking patients is amajor challenge for

many health care organizations, but is extremely important, especially for elders who may want to talk to their

providers about issues not culturally appropriate for family members acting as interpreters to hear, such as

gynecological issues or elder abuse. A practice that can be devastating emotionally for children is asking them to

act as interpreters for older members of their families because they are not likely to know the terminology involved

in English or their native language. If organizations cannot have trained interpreters available for all the major

language groups they serve, they are encouraged to make telephone‐based services available to their providers.

In addition to the strategies for increasing cultural competence included in the CLAS standards, some other

important ones are the following:

a. Recruiting board members and administrators from the diverse populations they serve so that individuals in

policymaking and decisionmaking roles willmore likely understand the needs of elders fromdiverse communities.
b. Hiring staff at all levels that mirror the population they serve. Level of comfort of new patients is enhanced if

they can see someone that ‘‘looks like them’’ or at least might seem to be from a familiar background.



. Table 3

Standards for culturally and linguistically appropriate services, Office of Minority Health, US Department of Health

and Human Services

Health care organizations should ensure that patients/consumers receive from all staff members effective,
understandable, and respectful care that is provided in a manner compatible with their cultural health beliefs and
practices and preferred language.
Health care organizations should implement strategies to recruit, retain, and promote at all levels of the organization a
diverse staff and leadership that are representative of the demographic characteristics of the service area.
Health care organizations should ensure that staff at all levels and across all disciplines receive ongoing education and
training in culturally and linguistically appropriate service delivery.
Health care organizations must offer and provide language assistance services, including bilingual staff and interpreter
services, at no cost to each patient/consumer with limited English proficiency at all points of contact, in a timely manner
during all hours of operation.
Health care organizations must provide to patients/consumers in their preferred language both verbal offers and written
notices informing them of their right to receive language‐assistance services.
Health care organizations must assure the competence of language assistance provided to limited English proficient
patients/consumers by interpreters and bilingual staff; family and friends should not be used to provide interpretation
services (except on request by the patient/consumer).
Health care organizations must make available easily understood patient‐related materials and post signage in the
languages of the commonly encountered groups and/or groups represented in the service area.
Health care organizations should develop, implement, and promote a written strategic plan that outlines clear goals,
policies, operational plans, and management accountability/oversight mechanisms to provide culturally and
linguistically appropriate services.
Health care organizations should conduct initial and ongoing organizational self‐assessments of CLAS‐related activities
and are encouraged to integrate cultural and linguistic competence‐related measures into their internal audits,
performance improvement programs, patient satisfaction assessments, and outcomes‐based evaluations.
Health care organizations should ensure that data on the individual patient’s/consumer’s race, ethnicity, and spoken and
written language are collected in health records, integrated into the organization’s management information systems,
and periodically updated.
Health care organizations should maintain a current demographic, cultural, and epidemiological profile of the
community as well as a needs assessment to accurately plan for and implement services that respond to the cultural and
linguistic characteristics of the service area.
Health care organizations should develop participatory, collaborative partnerships with communities and utilize a variety
of formal and informal mechanisms to facilitate community and patient/consumer involvement in designing and
implementing CLAS‐related activities.
Health care organizations should ensure that conflict and grievance resolution processes are culturally and linguistically
sensitive and capable of identifying, preventing, and resolving cross‐cultural conflicts or complaints by patients/
consumers.
Health care organizations are encouraged to regularly make available to the public information about their progress and
successful innovations in implementing the CLAS Standards and to provide public notice in their communities about the
availability of this information.

For more information, see www.omhrc.gov/CLAS
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c. If hiring qualified staff from target populations is not possible, organizations can recruit ‘‘cultural guides’’ or

‘‘cultural brokers’’ from diverse communities to be consultants for appropriate services. They might be from

ethnically based religious or civic groups, clan leaders, or interpreters. These resources are especially impor-

tant to have available when there is a culturally based misunderstanding.
Provider Cultural Competence

The second necessary part of cultural competence is that of individual providers. This can be seen as having three

components: attitudes, knowledge, and skills.
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Attitudes

Providers’ attitudes toward individuals from other cultures or traditions are likely to be the most important but

frequently the least accessible part of provider cultural competence. The images and assumptions people have

about elders and families from other groups are frequently learned early and emotionally rather than rationally, so

that they are more difficult to unlearn directly. The importance of attitudes in clinical care was illustrated by the

study of physician referral patterns by Schulman et al. (1999) in which internists and family physicians were half as

likely to refer older black women to cardiac catheterization as they were white women and men, and black men

with the same symptoms, based on professionally acted video‐taped scenarios. The authors concluded that the

results suggest bias among the physicians that could be overt prejudice, but was more likely to be based on

subconscious perceptions.

To minimize the possibility of similar subconscious perceptions affecting clinical interactions, providers are

encouraged to explore their own memories of learning about other groups at an early age, how and what they

learned and from whom, so that they can be aware of, and perhaps avoid, potential unintended consequences.

Other strategies to help reduce the effects of unconscious stereotypical images would be for providers to expect

within group differences, consciously making note of a wide variety of characteristics they observe in elders and

family members from the same ethnic background. For example, if one is clearly aware of both well and poorly

educated individuals, those practicing different religions, with different language abilities, and different health

beliefs in the same ethnic group, it is more difficult to let specific preconceptions influence decisions and

interactions.
Knowledge

There might be a long list of types of information one could make that would be helpful for providers,

administrators, and policy makers to know to increase their cultural competence, but given the complexity of

the diversity with which health care must deal, reality suggests that there are limits to what can be expected. One

valuable guide, Doorway thoughts: cross‐cultural care for older adults, was developed by the Ethnogeriatrics

Committee of the American Geriatrics Committee (Adler and Kamel 2004). Some crucial pieces of knowledge

were recommended by Lavizzo‐Mourey and MacKenzie (1996) in an early paper on the topic, when they

suggested that health care providers should know the specific health risks faced by different populations with

which they deal, and their culturally related health beliefs and practices.
Health Risks of Elders from Diverse Backgrounds

Morbidity and mortality data for older Americans are much easier to access for some ethnic populations than

others. The majority of the national data sets compare white and black or African American health status; recently,

much more is available for elders in the Hispanic category, but little is specific to the Hispanic/Latino subpopula-

tions. The smaller populations frequently have too few individuals in national samples to analyze, so that available

data rely on community‐based studies. Much of the data for older American Indians come from the Indian Health

Service, which includes only those on or near reservations. Given those reservations, examples of available

information on differences in health risks are included in >Table 4. For a comprehensive review of disparities

data on mortality and their limitations, see Hummer et al. (2004).

One particular anomaly should be pointed out in the information available for Hispanic/Latino elders, which

is known as the ‘‘Latino Paradox.’’ Although much of the morbidity and functional status data indicate greater

impairment for Hispanic/Latinos than for non‐Hispanic/Latino whites, their death rates are lower. The reason for

this paradox is not clear, but possible explanations include misclassification of ethnicity on death records and

older immigrants returning to Mexico and other native countries to die.
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Health Beliefs and Practices

There are major between‐group and within‐group variations in the kind and degree of beliefs about health that

elders hold. Because these beliefs influence elders’ health‐seeking behavior, the degree to which they act on clinical

recommendations, their satisfaction with care, and their concurrent use of non-biomedical alternative therapies

and medications, it is important for providers to be familiar with the major culturally based belief systems they

may encounter. Examples of these systems that are very different from the Western biomedical model are: the

balance system of health and illness (yin/yang) and the influence of the life force Qi from classical Chinese

medicine, which has influenced many other Asian countries, such as Korea, Japan, and Vietnam; Ayurvedic

medicine from India that also relies on balance of elements; religiously based beliefs concerning punishment for

bad deeds in this life or past lives such as those in Latin America or belief in the karma associated with Buddhism;

and the influence of spirits in the health beliefs of the Hmong. A more complete description of these and other

beliefs are included in the various modules of the online Curriculum in Ethnogeriatrics developed by the inter‐
Geriatric Education Center Collaborative on Ethnogeriatric Education, which can be accessed at www.stanford.

edu/group/ethnoger (Yeo 2001).
. Table 4

Examples of differences in health risks among ethnically diverse elders in the US

Population
Conditions for which they may
be at greater than average riska

Conditions for which they may
be at less than average riska

African Americans Heart diseases Respiratory diseases
Cancer (especially prostate) Osteoporosis/hip fracture
Cerebrovascular disease/stroke
Diabetes
Nephritis/kidney disease
Septicemia
Hypertension
Dementia (especially vascular)

American Indian Diabetes Heart diseases
Cervical, esophageal, and gallbladder cancer Cerebrovascular disease/stroke
Cataracts Respiratory diseases
Kidney disease
Liver disease
Tuberculosis
Accidents
Hearing problems

Asian American Adenocarcinoma Heart diseases
Cerebrovascular disease/stroke
Respiratory diseases

Asian Indian Diabetes
Chinese Esophageal, liver, pancreatic,

and nasopharyngeal cancer
Breast and colon cancer

Diabetes Hypertension
Vascular dementia
Suicide

Filipino Hypertension Cancer
Diabetes
Gout
Tuberculosis

Japanese Esophageal, liver, and stomach cancer Breast cancer
Prostate cancer

Hemorrhagic stroke
Vascular dementia
Diabetes



Osteoporosis
Suicide

Korean Liver cancer
Southeast Asian Depression

Posttraumatic stress disease
Vietnamese Cervical cancer
Pacific Islander (Guamanian) Hypertension

Diabetes
Obesity
Parkinson’s disease

Hispanic/Latino Adenocarcinoma Respiratory diseases
Accidents

Mexican American Diabetes Breast and lung (females) cancer
Cervical, liver, lung (males),
pancreatic, and stomach cancer

Heart diseases
Osteoporosis

Depression (females)
Puerto Rican Diabetes

Liver cancer
Heart diseases

All population categories other than Hispanic/Latino are non‐Hispanic
aBased on average risk for majority of older Americans

Sources: Hummer et al. (2004). The following reviews of the literature from Stanford GEC: McBride et al. (1996), McCabe and Cuellar (1994),

Richardson (1996), and Villa et al. (1993)

. Table 4 (continued)

Population
Conditions for which they may
be at greater than average riska

Conditions for which they may
be at less than average riska
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As there is great variation by acculturation level and other variables in the degree to which elders in the US in

specific ethnic populations believe in and practice these culturally based beliefs, providers should use the knowl-

edge as general background but not assume that any one person adheres to the systems from their native culture

or religion.
Cohort Experiences

Another set of information important for geriatric cultural competence is the knowledge of what elders are likely

to have experienced in their lifetimes. In taking a health and social history, assessing the risk for certain health

problems, or providing patient education, some knowledge of the experience of the patient’s cohort in issues such

as discrimination, trauma, and migration provides important background. This is especially true in long‐term
care, where knowing, for example, that fear of showers may be related to dementia patients’ experience as

holocaust survivors, or the importance older Russian residents place on tiny pieces of paper may be related to

the fact that they are the only surviving possessions from a lifetime of forced migrations.

In the effort to make this information more accessible, core faculty members from SGEC have developed

summaries of the cohort experiences of elders from eight ethnic populations in the US (Yeo et al. 1998).
Skills

Culturally Appropriate Respect

Especially because other cultures tend to value age and elders more than is found in mainstream America, the

expectation for respectful courteous behavior toward older patients may be high. However, it may be difficult for



Cultural Diversity among Elders in the US: Meeting the Challenge of the Ethnogeriatric Imperative 3 31
providers to know what behavior is considered respectful in various cultures. Some of the indications of respect

that vary by culture include: shaking hands, bowing, eye contact, personal conversation before business con-

versation, and where and how someone may be touched. In most cases (and especially with African American

elders because of the indignities and disrespect their cohort has experienced), it is recommended that providers

address elders by Mr. or Mrs. unless they are given permission to do otherwise, although in some Southeast Asian

cultures, the most respectful greetings of elders use family terms such as ‘‘grandmother.’’ It is extremely important

for reception staff also to be trained to show respect and call elders by ‘‘Mr.’’ and ‘‘Mrs./Ms.’’ because they are

usually the first interactions older patients will have. To learn the appropriate respectful skills, cultural guides and

bicultural interpreters can be extremely valuable.

Younger members of the family frequently bring elders in for health care appointments, and it is very easy for

providers to talk directly to them rather than to the elders themselves, especially if only the younger ones speak

English. This, however, is frequently seen as disrespectful by both the elders and their adult children.
Communication

Skills in a number of other communication issues are also important for providers.

Use of Interpreters Because of the large proportion of foreign‐born elders among Asian and Latino populations,

providers need to be prepared to offer and appropriately use trained interpreters. Appropriate use would include

orienting the interpreters to the plan for the encounter, looking at and talking to patients rather than the

interpreters, and asking the interpreters for help in understanding any cultural issues that come up.

If trained interpreters are not available and there is no other choice but to use family members (not children),

they can be oriented briefly to make the interactions more effective. This would include: assuring the family

member that his/her own opinion and information about the elder’s condition is important to hear after the

provider talks to the elder; asking the family member to translate everything the elder says without comment to

the extent the family member is able; asking the family member to let the provider know if there are terms that are

not familiar to him/her so that they can be said another way. Unless the elder is cognitively impaired, it is

important that he/she understands the recommendations the provider makes, and not just the family member.

Writing instructions down in English makes it possible for the elder to have them translated by other members of

the family as well if there are any questions about it. It should be noted that in some cultures, modesty values make

it unacceptable to talk about some private health issues (e.g., gastrointestinal and genitourinary) in the presence of

family members of the opposite sex.

Nonverbal Communication Gestures and other nonverbal forms of communication can be problematic, sometimes

without the provider knowing it. For example, certain common American gestures (e.g., the upcurled index finger

requesting someone to ‘‘come here’’) are offensive because they are associated with communicating with animals

in some cultures. Even worse, some are considered very insulting (e.g., showing the sole of a shoe to someone in

some Arab cultures). It is highly recommended that providers working with elders who are less acculturated to the

mainstream US culture ask cultural guides about particular nonverbal communication issues.

Explanatory Models of Illness

Eliciting an older patient’s perception of her own condition can be extremely helpful in helping providers

understand the cultural beliefs involved and what may be acceptable as management strategies. These perceptions,

known as explanatory models, and their importance, were described in a pioneering article by Kleinman et al.

(1978) that has become a classic in the literature. Being able to understand and incorporate elders’ explanatory

models in recommendations is thought to increase patients’ ‘‘compliance.’’ Questions such as ‘‘What do you call

your condition?’’ and ‘‘What do you think caused your condition?’’ can be used to help elicit these perceptions.
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For a more comprehensive discussion and recommended techniques, see Module 4 in the Core Curriculum of the

web‐based Curriculum in Ethnogeriatrics (Yeo 2001).
Physical Examination and Assessment

In many cultures, it is inappropriate to have a provider of the opposite sex, especially when it involves physical

examinations. This is especially true among Afghan American elders, and others from conservative Muslim

cultures (Morioka‐Douglas et al. 2004). As there are portions of the body that are inappropriate for providers to
touch in some cultures, it is safer to explain the procedures in physical exams and ask permission before

beginning.

Another major issue in assessments is the use of standardized measures of cognitive status and depression that

may not be appropriate because of language or literacy level. It is extremely important to have versions in the

elders’ preferred language, preferably versions that have been validated for those populations. The commonly used

cognitive screening measure, the Mini Mental Screening Exam, is available in more than 40 languages online at

http://www.minimental.com. Likewise, translations of the Geriatric Depression Scale commonly used to screen

for depression is available at http://www.stanford.edu/�yesavage/GDS.html. However, a large proportion of older

adults from a number of ethnic backgrounds (e.g., Mexican American) did not have the opportunity to go to

school at all, and many others had an elementary education or less, so that translations are not adequate if elders

are not able to read them even in their preferred language. In those cases, the screens need to be administered

orally. Other resources on cross‐cultural assessments are found in Module 4 of the Curriculum in Ethnogeriatrics

(Yeo 2001) and the book Ethnicity and the dementias (Yeo and Gallagher‐Thompson 1996).
End of Life Care

There are many culturally relevant issues involved in appropriate care of terminally ill elders. Provider skills are

needed to ascertain preferences for life‐sustaining treatments among elders in cultures where families are expected

to make those decisions. It is not uncommon for families to request that elders not be told they have a serious or

life‐threatening illness in order to protect them from bad news or giving up hope. Hospice care and/or advance

directives are seen as inappropriate by some families because death is based on God’s timing. In others, such as

among African Americans, preference for all possible aggressive treatments stems from lack of trust in the health

care system due to centuries of discrimination in health care. Understanding and learning to respond appro-

priately to these varied needs requires the development of skills not frequently taught in health care training

programs.
Conclusion

In order to meet the challenge of the impending ethnogeriatric imperative, it is imperative that the US public

health community prepare itself quickly by educating health care organizations and providers. This should take

the form of assisting them in understanding the need for, and complexities of, providing accessible and culturally

appropriate care to the older Americans from widely diverse ethnic backgrounds.
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4 Legal Aspects of Aging
Janet L. Lowder . Sandra J. Buzney . Catherine M. French . Sana Loue
Introduction

Age is one of the defining criteria for a number of protections and benefits that our society has conferred upon

older citizens. Yet one of the first challenges in identifying legal issues unique to older individuals is defining the

age at which one is considered an ‘‘older’’ person. In many ways, it is a relative term based on behavior, physical

status, and attitude, as well as chronological age. Many would find it shocking to use age 50 as the demarcation

line, yet that is the age used as a membership criterion for AARP (formerly called the American Association of

Retired Persons). Twenty‐five percent of the US population is age 50 or older; it is important to identify the legal

issues that this group has in common with younger adults as well as issues that may be more pressing, if not

unique, to this segment of the population.

Some of the protections and benefits that our society confers upon older citizens include protective services to

investigate allegations of abuse or neglect, public benefit programs for which one can qualify by being a certain age

or being permanently disabled (as well as meeting financial criteria) such as Medicare, and eligibility for

retirement programs and Social Security.1 At age 50, the amount that can be contributed to various types of

private retirement plans begins to increase so that the individual has the opportunity to ‘‘catch up’’ and build up

the balance put away for retirement. Moreover, reaching a specified age, which is dependent to some extent on the

specific type of retirement plan, is one of the conditions under which withdrawals can be made without penalty. In

fact, for traditional Individual Retirement Plans (IRAs), an individual must start receiving periodic distributions

by 1 April of the year following the year in which he or she reaches age 70‐1/2 or a severe tax penalty will be

imposed (CCH 2006).

Aging also brings an increased risk of illness, incapacity, and death, although none of these misfortunes are

exclusive to older individuals. Although adults of all ages should consider appointing surrogate decision makers

for financial matters and health care decisions, taking control of one’s future in this manner becomes more

important as individuals age. If incapacity strikes, an individual may not be able to manage financial or personal

affairs and may not be able to make a knowing decision about who to appoint to make these important decisions.

Much like insurance must be purchased before the need to make a claim arises, choices about surrogate decision

makers must be made and formalized before they are actually needed. If the need for a surrogate decision maker

or ‘‘agent’’ arises but no one has been formally appointed to fill the void, legal proceedings, such as appointment

of a conservator or legal guardian, may be necessary.
Tools for Surrogate Decision Making

As stated earlier, the opportunity to and benefit of appointing surrogate decision makers for financial and health

matters is not unique to the older population. The risk of suffering a chronic illness, debilitating physical

condition, and/or mental deterioration does increase with age, albeit probably not as dramatically as stereotypes

of aging might suggest. Tragedy can strike at any age, and everyone can have peace of mind that one’s wishes will

likely be honored if tragedy strikes. Planning tools, such as powers of attorney, revocable living trusts, and advance

medical directives allow an individual to have some control and independence in an otherwise uncontrollable
1 Age is not the only criterion for these programs, but it certainly is an important one.
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situation. They empower an individual to choose a surrogate decision maker and provide direction as to how their

personal, financial, and/or medical issues should be handled in the event of incapacity. If an individual is

responsible for the care and support of a spouse or child with a disabling condition, planning in advance can

offer protection for those who are emotionally, physically, and/or financially dependent.

Capacity is a medical and legal term referring to a person’s mental competence and ability to make informed

decisions regarding medical, personal, financial, and/or legal matters. Potentially disabling conditions may affect

an individual’s capacity, such as mental retardation, severe mental illness not controlled by medication, brain

injury, chronic substance dependence, or a physical illness that severely impairs awareness of the environment,

intellectual functioning, and/or reasoning abilities.

Incapacity and disability are not equivalent terms. An individual is not incapacitated simply by reason of age

or a potentially disabling diagnosis. One’s capacity can vary over time and is dependent on the circumstances and

the task involved. Some areas of decision making require a higher level of comprehension and reasoning than

others. Therefore, a person with a condition affecting his/her capacity may be able to make some decisions but not

others. A person with capacity who has a disabling condition may choose to execute documents, which allow

others to advocate and act on his/her behalf regarding such matters as education issues, vocational training, and

applying for public benefits. Thus, while planning tools are particularly helpful in the event of incapacity, they are

flexible enough to address a broader range of issues.

Besides offering flexibility, planning tools are advantageous because they are generally more cost‐effective than
proceedings requiring court oversight. It is important to keep in mind that state law governs planning tools,

meaning that states may differ on the types of planning tools allowed, the terminology used, the requirements to

execute legal documents, and the circumstances in which they are effective. Therefore, it is necessary to assure that

procedures and documents are in compliance with state law.
Case Examples

Before delving into the technicalities of each planning tool, the following cases illustrate some of the unforeseen

circumstances that planning tools address and the potential consequences of a lack of planning.
Ms. T

Ms. T, age 51, was involved in a sporting accident, which resulted in a traumatic brain injury. At the time of the

accident, she was living independently and had recently left a job with health care benefits to start her own

business. During the 2 weeks that she was hospitalized in intensive care, hospital staff did communicate with her

parents even though Ms. T did not have a health care power of attorney in effect. Her parents advanced funds to

pay her immediate bills, but again, had no legal authority to handle her finances. Fortunately, Ms. T’s condition

improved to the point where she did have the capacity to execute a durable general power of attorney, health care

power of attorney, and living will. Now, her father can request information about her health care benefits, collect

information about her finances, pay her bills, and communicate with her physicians.
Mrs. H

Mrs. H never executed a durable general power of attorney or health care directives. She was the parent of three

adult children, including John, who was permanently disabled due to a combination of mild cognitive impair-

ment and physical limitations. When she remarried, she and her second husband bought two very modest

houses—one in which they resided and one across the street for John and his wife.

Both houses remained titled in the couple’s name and passed to Mrs. H upon her husband’s death. Mrs. H’s

health had deteriorated to the point where she was physically and mentally incapacitated and her daughter was
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appointed as Mrs. H’s guardian of person and estate. Mrs. H eventually was placed in a nursing home. She had

inadequate funds to pay for her care, and her daughter applied for Medicaid on her behalf. If she had executed a

durable general power of attorney with provisions allowing her agent to make gifts of her finances and negotiate

all financial transactions, including executing a deed, the individual appointed as her agent would have had the

authority to transfer the home that John lived in to him, as Mrs. H and her husband intended.
Mr. R

Mr. R was a 70‐year‐old individual with severe diabetes and end‐stage renal disease that was treated by

hemodialysis. Mr. R’s primary caregiver was his ex‐wife. He was also survived by three children, the oldest of

whom was a young adult.

Mr. R did not execute any health care directives while he had the mental capacity to do so. As his health

deteriorated, he developed an ulcer on his foot and eventually required a below‐the‐knee amputation. The surgical

site did not heal, resulting in the need for further surgery. Mr. R had told his ex‐wife that he did not want

aggressive care. After enduring several surgeries, he asked to be left alone. However, his status had deteriorated to

the point where he lacked the mental capacity to make informed decisions about his health care. His eldest child

was recognized as his legal decision maker by the medical team even though no formal guardianship proceedings

were initiated. She could not accept that Mr. R’s prognosis was very poor and held out hope that he would receive

a kidney transplant. Therefore, she wanted all means taken to prolong his life. Thus, hemodialysis and aggressive

care continued until Mr. R’s death. Had he executed a health care power of attorney and living will naming his ex‐
wife as his agent, she would have been able to direct the medical team to discontinue dialysis and institute comfort

measures, which would have been consistent with his expressed wishes.
Mrs. E and Mr. J

For various reasons, many individuals who are in a committed relationship with another adult never formalize

their relationship through marriage. One such couple in their 80s have lived together as man and wife for a

number of years but never married due to financial concerns. There was some friction between Mrs. E’s adult

children and Mr. J. Fortunately, they both executed durable general powers of attorney, health care powers of

attorney, and living wills and appointed each as the other’s agent. When Mrs. E. became ill, Mr. J was able to access

her health care information and make decisions on her behalf when she could no longer do so. He was also able to

handle her financial matters. Without these legal documents in place, Mrs. E’s children would have had priority

for directing their mother’s medical care and would have also had priority if appointment of a legal guardian was

required. Due to the poor relationship, the children would have been able to exclude Mr. J from any involvement

in Mrs. E’s care or finances, even though his presence was a great comfort to her.
Planning Tools

Each of the planning tools discussed below—powers of attorney, revocable living trusts, advance medical

directives, and guardianships and conservatorships—provides various benefits, and is characterized by various

limitations. >Table 1 provides a summary of the uses and limitations of each of these mechanisms, which are

discussed in significant detail below.
Powers of Attorney

A power of attorney is a legal document that allows a person (the ‘‘principal’’) to name another person (the

‘‘agent’’ or ‘‘attorney in fact’’) to act in place of the principal. The power of attorney must be signed while the



. Table 1

Comparison of features of various advance planning mechanisms

Feature Powers of attorney Revocable living trusts

Advance
medical
directives

Guardianships/
conservatorships

Mechanism Allows individual
(principal) to name
another person (agent) to
act in his/her place

Like a contract for
management of one’s
assets; allows individual to
manage own assets for
his/her own benefit

Three basic
types: health
care power of
attorney, living
wills, DNR
orders

Available when other
planning mechanisms
have not been utilized

Duration May be effective upon
signature or at time or
event, depending upon
type of power of attorney
and wishes of principal

Effective at time of
signature

Varies by individual
situation

Capacity Must be signed while
principal has capacity

Must be signed while
individual has capacity

Must be signed
while principal
has capacity

Individual lacks capacity
in some or all aspects of
functioning

Court
involvement

Varies by state None in most
circumstances

None in most
circumstances

Required to establish
mechanism; ongoing
court monitoring in
most states

Scope May be unlimited or
restricted

Allows individual to
designate which assets to
be part of trust; trust
governs distribution of
property during period of
incapacity and following
death

Varies by state
and type of
advance
medical
directive

Varies by state and
mechanism;
guardianships and
conservatorships may
be over person, estate,
plenary, limited, or
emergency only
depending on state law
and circumstances

Revocability Revocable as long as
principal is alive and
retains capacity

Revocable while individual
still alive and has capacity

Revocable while
principal is alive
and retains
capacity

May be terminated by
court only
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principal has the capacity to understand the purpose of the document. Therefore, a power of attorney is not a

good tool when the mental capacity of the person is questionable. When a person has periods of lucidity, such as

an individual with Alzheimer’s disease, it is important to have evidence that the principal understood and

voluntarily signed the document.

The principal grants authority to the agent to act in the principal’s place. There is no court supervision of the

agent in many states. The principal chooses the agent, but some states limit the principal’s choice to certain

categories of persons, such as family members (Guardianship Over the Elderly 2003). The principal should also

consider choosing a successor agent in case the primary agent is unable to act. The authority of agent can be

unlimited or restricted to handling specific matters, and is defined in the document itself. The principal has full

power to continue handling his/her own affairs while the power of attorney is in effect.

There are three types of powers of attorney: (1) general, (2) durable, and (3) springing. The general power of

attorney is effective upon signature, and the agent’s authority lapses if the principal becomes incompetent.

A principal may nominate a guardian for himself or herself in the event of incompetency, which the Court

would formally need to approve during a guardianship proceeding. The general power of attorney is most useful,

however, in authorizing the handling of short‐term matters when the principal is not available rather than

planning for future incapacity.



Legal Aspects of Aging 4 39
The durable power of attorney is a good tool for planning for future incapacity because it also is effective upon

signature but survives the later disability or incompetence of the principal. All states have statutory provisions that

allow the creation of a durable power of attorney but states differ in the scope of power allowed (Guardianship

Over the Elderly 2003). There are two basic types: (1) general and (2) limited or special. A durable general power

of attorney grants the agent broad powers, allowing the agent to act as the principal could act in situations. It is

advisable to have an attorney prepare a durable general power to assure that it serves the purposes that the

principal intended and complies with state law, and is properly executed. A limited or special durable power of

attorney grants the agent only those powers specified in the document. For example, there are durable powers of

attorneys for property and health care (which is also considered a type of advanced directive).

A durable general power of attorney may be used to avoid guardianship of the estate and probate court

jurisdiction over the principal’s financial matters. Sometimes, however, guardianship cannot be avoided. This may

happen for a number of reasons: the agent is no longer capable of acting and there is no successor; the agent does

not have authority to act in a particular situation; the agent abuses his/her powers; or other interested parties are

dissatisfied by the agent’s decisions and seek removal by guardianship. When a guardianship is created, some

states terminate the durable power of attorney but a significant number of states do not, instead requiring

accountability of the agent to the guardian (Smith 1996).

The springing power of attorney becomes effective at either a later specified date or upon the occurrence of a

specific event as defined in the document, such as the disability, incapacity, or adjudged incapacity of the

principal. Adjudged incapacity should be avoided if the goal is to avoid probate court proceedings. The principal

may specify the meaning of incapacity and who will make that determination (this should be a person other than

the agent). Although no state statute expressly prohibits this type of power, some are silent on this type of power

(Guardianship Over the Elderly 2003).

There are many advantages to using powers of attorney. Powers of attorney are inexpensive, revocable (as long

as the principal has the capacity to revoke it), does not require any accounting to the probate court, and the

principal retains the ability to manage affairs while he or she is able to do so. There is a lot of flexibility, as the

principal can choose the decision maker, the scope of power, and the time and method of deciding when the agent

takes over (Guardianship Over the Elderly 2003). There are also disadvantages to powers of attorney. Financial

institutions and companies are not obligated to honor a power of attorney. A few insurance companies, Social

Security Administration, and IRS may disregard the power of attorney. Also, despite the fact that the agent is a

fiduciary, there is a potential for abuse, as the agent may mismanage or take assets. To safeguard against abuse,

because of the flexibility of powers of attorney, it is possible to write clauses in the document requiring

accountings or a bond/insurance.
Revocable Living Trusts

A trust is essentially a contract for the management of one’s assets.2 A ‘‘grantor’’ or ‘‘settlor’’ establishes the trust

and funds it, the ‘‘trustee’’ manages and administers the trust, and the ‘‘beneficiary’’ receives the benefit of the

trust assets. In a ‘‘living trust,’’ or inter vivos trust, all three parties may initially be the same individual. The

grantor may also designate successor trustees and remainder beneficiaries who receive the benefit of the trust

assets after his/her death. A revocable living trust can be changed or canceled at any time, while the grantor has the

capacity to do so.

An individual who has capacity may establish a trust and transfer his/her property to the trustee. This property

can include land, stocks, bonds, vehicles, and cash. Retirement funds such as IRAs or 401(k) plans cannot be held
2 It is important to note that a ‘‘living trust’’ or ‘‘revocable trust’’ is one type of trust arrangement. There are other mechanisms and ways to title

assets which will minimize the need for appointment of a guardian to manage an incapacitated individual’s funds. For example, by authorizing a

signor or naming a co-owner of an asset, another individual will also be authorized to access the funds in the account.
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in a trust; an agent under a durable power of attorney will still be needed to access or make elections concerning

these assets. While an individual remains capable, he or she may act as the initial trustee and manage the trust for

his/her own benefit, as the primary beneficiary. If that individual becomes incapacitated, the successor trustee is

able to assume the management of the assets for the now incapacitated individual’s benefit. Thus, the grantor,

while no longer the acting trustee, remains the beneficiary.

A living trust should avoid the necessity of guardianship in the event of the grantor’s incapacity. For all

practical purposes, living trusts are easier, faster, more convenient, and allow greater privacy than guardianship

(Summers 1996). In the event, however, of guardianship proceedings, state laws regarding trusts generally exempt

the trust assets from the guardianship estate. Thus, if a guardian of the estate is appointed, he or she will have

control over the assets that were not transferred into the trust and must work with, but not replace, the successor

trustee (Summers 1996).

Another advantage of living trusts is that when the incapacitated individual dies, the trust agreement will

govern the distribution of the property held in trust. Depending on the terms of the trust agreement, all assets may

continue to be held in trust or may be distributed to the remainder beneficiaries. While a trust does not avoid

federal or state estate taxes, it does avoid probate administration.
Advance Medical Directives

Advance medical directives communicate one’s health care wishes. There are three basic types of advance

directives: health care power of attorney, living wills, and do not resuscitate (DNR) orders. Living wills and

health care power of attorneys are sometimes supplemented with a ‘‘values history,’’ which includes an explana-

tion of personal values related to medical care (Doukas and Reichel 1993). The majority of states recognize

both the health care power of attorney and living will, although states vary in what they are called, the scope of

decision making allowed, restrictions, and how they are created (Sabatino 2003).3 New York is one state that does

not recognize living wills. Most states provide forms to create advance directives, although the majority of these

states allow personalized deviations from provided forms (Sabatino 2003). If one executes ‘‘standard’’ forms

issued by a state agency, there is usually no need for the involvement of an attorney, and the advanced directive is

generally honored immediately. In contrast, if one wants to create an individualized document, it would be wise to

consult an attorney to assure that the document complies with state law and will serve its intended purpose. An

individualized directive should be honored, but may need to be reviewed by the medical facility’s legal department

before the decision is made.

Individuals must be competent when creating advance directives, and witnesses are usually required. Advance

directives are usually not effective until the individual becomes incompetent, but some states allow immediately

effective directives (Sabatino 2003). A competent individual, however, can always veto the agent or revoke the

directive (Sabatino 2003).

A general power of attorney for health care, also called the health care proxy, allows a person, the ‘‘principal,’’

to delegate any or all health care decisions to another, the ‘‘agent.’’ The durable health care power of attorney

survives incompetency and may be narrow, such as for a particular surgery, or broad, including both routine care

and end‐of‐life decisions. (See the ‘‘Powers of Attorney’’ section for a thorough discussion of powers of attorney.)

Some states limit who may be designated as the agent (Guardianship Over the Elderly 2003). A significant number

of states do not allow a health care provider or facility to be an agent; a few states prohibit physicians (American

Bar Association Commission, 2002). The agent makes health care decisions consistent with the principal’s wishes.

Minimally, the principal should at least express generalized preferences for the level of care in medical situations,

such as no heroic measures, only comfort care, or to aggressively pursue all potential life‐saving measures
3 The testimony of Penelope A. Hommel contradicts the ‘‘both’’ part of this statement (Guardianship Over the Elderly 2003, 109).
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(Krohm and Summers 2002). Optimally, to guard against possible abuse by the agent, it is wise to include specific

instructions regarding wanted and unwanted treatments (Guardianship Over the Elderly 2003). Even if instructed

by the principal, however, some states limit the agent’s power on matters such as mental health admission and

treatment, psychosurgery, electroconvulsive surgery, sterilization, abortion, pregnancy, and life‐sustaining
procedures unless expressly authorized (American Bar Association Commission on Legal Problems of the

Elderly 2002).

A living will is a written instruction to doctors about end‐of‐life treatments; although no third party is

necessary to effectuate it, state law may require the physician to notify individuals named in the document, who

will then have a limited time in which to object to the termination of life‐sustaining treatment. In the majority of

states, a living will authorizes medical staff to act, or not to act, in situations involving life‐sustaining treatment

of ‘‘terminal conditions’’ (Johns 2004; Guardianship Over the Elderly 2003). New York, however, does not

recognize living wills. Some states also allow a living will to apply to individuals in a persistent vegetative state

(Guardianship Over the Elderly 2003). Terminal condition is defined in statutes, and usually specifies that

death must be imminent or expected to occur in a relatively or reasonably short time (Johns 2004, p. 131).

Some statutes allow a person to name someone in the living will to make health care decisions when the person is

terminal or in a persistent vegetative state (Guardianship Over the Elderly 2003). Other common features among

state statutes include the right to personalize instructions, the need for one or two doctors to certify that the

individual is terminally ill, the requirement of a doctor to honor the living will or transfer care, the requirement

of a doctor to place a known living will in the medical file, the requirement of two witnesses or a notary public to

the signing, and immunity from liability for doctors and facilities for following the living will (Doukas and

Reichel 1993).

Typically, the living will states the circumstances in which life‐sustaining treatment should be withheld or

withdrawn and specifies what life‐sustaining treatment the individual wants or does not want. States, however,

have different definitions of life‐sustaining treatment. For example, some states explicitly include a right to

withdraw or withhold artificial nutrition and hydration, while others are silent on the issue, and a few prohibit

such a right (Guardianship Over the Elderly 2003). While a living will should be written, statements regarding the

withholding of life‐sustaining procedures to family members may constitute an oral living will if determined by a

court (Johns 2004; Doukas and Reichel 1993). Some states do not allow a living will to be operative if the principal

is pregnant (Doukas and Reichel 1993).

There are several reasons why a health care power of attorney is preferable to a living will, as long as there is a

trusted agent. Unlike a health care power of attorney, living wills have a limited functionality, applying only to

terminal conditions or when a person is permanently unconscious (Guardianship Over the Elderly 2003). In

contrast, most medical decisions for incompetents involve more routine issues. Living wills are also generalized

and therefore can be difficult for medical staff to interpret and apply in actual medical circumstances where

unforeseeable factors are involved. An agent, on the other hand, acts as an interpreter of the principal’s wishes. In

cases where artificial hydration and nutrition are needed, some states do not allow the withdrawal of sustenance

under the terms of a living will if such withdrawal would cause death, but most states specifically authorize the

agent to withhold artificial hydration and nutrition (Krohm and Summers 2002).

Ideally, it is best to have both a living will and a durable health care power of attorney, as the living will acts as a

back up if the agent is unavailable in an emergency, and guides the agent when he or she is available. If a person

normally spends time in two different states, it may be worthwhile to execute standard health care directives for

both states. Although there is an emerging trend towards uniformity among states in regard to advance directive

laws, current laws present obstacles to uniformity. These obstacles include the minority of states with state‐specific
mandatory educative warnings to those executing a durable health care power of attorney or mandatory forms

(Sabatino 2003), and the minority of states that lack an explicit statutory provision recognizing valid out‐of‐state
advance directives. Although national uniformity of the law is not necessary to ensure recognition among states, it

would encourage more meaningful recognition in that the advance directive would be interpreted as the

individual intended. Currently, a state with reciprocity may apply different meanings to the language in directives.

For example, an individual in one state may use general language granting the agent the power to make all health
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decisions, intending to include decisions about withdrawing or withholding sustenance. In the state where

execution takes place, this intention is presumptively honored. Yet, if this individual travels to another state

that requires an express statement regarding withdrawing or withholding sustenance, the individual’s intention

cannot be honored (Sabatino 2003).

A DNR order is another kind of advance directive. A DNR order instructs another who assists a person in

severe medical distress to withhold life‐saving medical intervention, such as cardiopulmonary resuscitation

(Johns 2004). States differ on the circumstances under which a DNR is permitted (Krohm and Summers

2002). A vast majority of states allow both in‐ and out‐of‐hospital DNR orders (Krohm and Summers 2002).

Some states prohibit a guardian’s consent to a doctor’s DNR order without prior court approval (Summers 1996;

Krohm and Summers 2002). Within states, there are usually different regulations governing out‐of‐hospital and
in‐hospital DNR protocols (Krohm and Summers 2002). In‐hospital DNR orders are usually placed in admission

documents and staff are notified and directed as such (Johns 2004, p131). Out‐of‐hospital DNR orders are helpful

in emergencies, where there is no time to locate and interpret other kinds of written advance directives (Krohm

and Summers 2002). This is because DNR orders are typically more visible; states may issue DNR bracelets or

prescribed forms on colored paper (Krohm and Summers 2002). Yet, there is a greater risk, as compared to in‐
hospital DNR orders, that the execution of a DNR order is not communicated (Johns 2004, p131).

In addition to living wills, health care power of attorneys, and DNR orders, a growing number of states are

allowing declarations of preferences for mental health treatments, also called psychiatric advance directives.

Legislatures created these statutes because of concern that existing directives did not address the specific treatment

needs of those with mental illness (National Mental Health Association n.d.a). It is important to note, however,

that some states specifically do not allow certain types of mental health treatment in their advance directive

statutes (NAMI n.d.b; National Mental Health Association n.d.a). Psychiatric advance directives provide specific

instructions regarding treatment and/or designate a proxy to make decisions regarding treatment in the event of

incapacity. An increasing number of states require that a psychiatric advance directive can only be revoked when

the individual is competent or in remission (National Mental Health Association n.d.b; Krohm and Summers

2002). Thus, in a middle of a psychiatric crisis, a doctor may continue to treat regardless of how ardently the

individual protests (Krohm and Summers 2002). Critics contend that revocation during a crisis should be allowed

because it would simply put the individual in a situation similar as if he or she had never executed the directive.

A potential compromise is to allow the individual to specify whether or not his/her psychiatric advance directive

can be revoked during a crisis (National Mental Health Association n.d.a). Some states specifically provide in

statute an automatic expiration date (Krohm and Summers 2002). Because of the novelty of psychiatric advance

directives, it is unclear whether or not and under what circumstances they will be legally enforceable (NAMI n.d.

b). The National Alliance for the Mentally Ill is advocating support of such directives as a tool of empowerment

but also call for ongoing research (NAMI n.d.a). Likewise, the National Mental Health Association (n.d.b)

promotes psychiatric advance directives for psychiatric crises.

There are some common misperceptions about advance directives. People often assume that advance

directives are only used to specify what treatment is not wanted, but advance directives can be used to direct

doctors to use all possible life‐saving treatment and provide comfort care. People also often associate advance

directives with the elderly, but young adults can have more at stake, for, if there is an unfortunate accident, a

young adult may be kept alive for decades in an unwanted condition (Sabatino n.d.).

Although advance directives are an important planning tool, there are some concerns about their implemen-

tation. There is fear that a doctor will conclude that if an individual does not have a directive, he or she intended

to have life‐sustaining treatment administered under all circumstances. Yet, evidence suggests that the real reason

people do not create a directive is because of ignorance of available tools, unawareness of its importance, or

uncertainty as to how to create it (Smith 1996). There is also concern that if an individual does have a living will,

the medical staff may under‐treat based on inattentive over‐generalizations of the document (Lynn 2003). Yet,

even with these concerns, advance directives are particularly helpful when the relationship to the proxy is not

legally sanctioned, such as a partner (as in the case example of Mrs. E and Mr. J) or there is an unusual specific

preference, such as not to be taken to a particular hospital (Lynn 2003). The documents are only useful if they are
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provided to health care professionals, the appointed agents, and made available when an individual seeks

emergency room treatment or is hospitalized.
Guardianship/Conservatorship4

Guardianship should be considered only when a person has failed to put in place the planning tools described

above or circumstances demand a guardian. Guardianship is a legal process in which the court appoints an

individual, association, or corporation (the ‘‘guardian’’) to act on behalf of another who has been declared

incompetent or incapacitated (the ‘‘ward’’). There are several types of guardians, including guardian of the

person, guardian of the estate, plenary guardian, limited guardian, and emergency guardian. A conservatorship is

a distinct proceeding that might be described as a ‘‘voluntary’’ guardianship for individuals who are physically

disabled or infirm but mentally competent. The individual selects the conservator, and asks the probate court to

appoint that person and specifies the scope of authority. The individual may discharge the conservator if he or she

is dissatified with the person or if his/her condition improves. Generally, all other appointment procedures,

powers, and duties for a conservator are the same as those of a guardian. In guardianship of the person, the

guardian is appointed to have custody and provide for the support or maintenance of a ward. This involves all

day‐to‐day decision making of a personal nature, including arrangements for food, clothing, housing, medical

care, and recreation. In guardianship of the estate, the guardian is appointed to manage the finances of the ward in

the ward’s best interest. In a limited guardianship, the guardian has powers specifically limited by the court and

the ward retains all other rights. An emergency guardian is appointed without a hearing by the court when an

emergency exists and a guardian is necessary to prevent injury to the person or estate. An emergency guardianship

usually occurs when consent for medical treatment is needed and the individual is unable to make an informed

decision on his/her own behalf.

In many states, simply filing a short petition with the clerk, containing personal identifying information and a

brief statement of the reasons for seeking guardianship, initiates guardianship (Summers 1996; Krohm and

Summers 2002). Notice is then provided to the proposed ward and others as determined by state statute, usually

the spouse, parents, adult children, or closest adult relative (American Bar Association Commission on Law and

Aging and Hurme 2004c). The party initiating the case bears the burden of proving that the proposed ward is

incapable of decision making (Krohm and Summers 2002). The standard of proof differs among states; most

require a ‘‘clear and convincing’’ standard, some state statutes are silent on the issue, and a few have standards

of ‘‘if the court is satisfied,’’ ‘‘preponderance of the evidence,’’ or ‘‘beyond a reasonable doubt’’ (American

Bar Association Commission on Law and Aging and Hurme 2004a). States have different definitions of

incapacity but each revolves around all or some of the following elements: functionality; cognition; necessity of

guardianship and the risk of harm if no guardianship; and physical or mental conditions of the proposed

ward (American Bar Association Commission on Law and Aging and Hurme 2004b). In making its determination of

incapacity, the court gives a great deal of weight to medical or psychiatric evidence, but states have different

requirements concerning medical documentation and evaluation of the proposed ward (American Bar Association

Commission on Law andAging andHurme 2006).5 The medical evaluation must be current and centers on whether

the proposed ward is fully capable, totally incapable, or partially capable of making personal and/or financial

decisions. Based on the evidence, the court determines the scope of guardianship, specifically whether it will be

limited or full, and then determines who will be appointed as guardian (Summers 1996).
4 Some states, following the Uniform Guardianship and Protective Proceedings Act, use the term ‘‘guardian’’ for guardianship of the person,

whereas ‘‘conservator’’ is used for the guardianship over the estate-the ‘‘ward’’ in a conservatorship is called a ‘‘protected person.’’ Still other states,

such as New York and Ohio, use the term guardianship in its plenary sense, whereas conservatorship is a voluntary proceeding for an individual

who is not adjudged incompetent, but needs assistance with their affairs. This article uses the latter terminology.
5 For example, Maine requires only that a physician or licensed psychologist evaluate the proposed ward, whereas Kentucky requires an

interdisciplinary evaluation by a physician, psychologist, and social worker.
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Because a guardianship is a legal proceeding, the proposed ward is entitled to due process protection

(National Guardianship Association n.d.a). All states afford notice of the hearing to the proposed ward (American

Bar Association Commission on Law and Aging and Hurme 2005). All states allow counsel, but few require the

appointment of counsel (Smith 1996; American Bar Association Commission on Law and Aging and Hurme

2004d). Generally, the courts make counsel available to indigent individuals. Most states provide for a guardian ad

litem who represents the proposed ward’s ‘‘best interests,’’ but this person may act as an independent evaluator

rather than an advocate (Smith 1996). Some state statutes explicitly allow a jury trial; only one state, Kentucky,

mandates a jury trial (American Bar Association Commission on Law and Aging and Hurme 2004a). In practice,

however, jury trials rarely happen; a judge will usually conduct a bench trial if the guardianship is contested

(Summers 1996). Generally, states allow the proposed ward to compel, confront, and cross‐examine witnesses,

present evidence, and appeal the determination of the court (National Guardianship Association n.d.a). Thus, all

states provide due process but the rights afforded vary state by state.

Unfortunately, in many situations, due process rights are disregarded or minimized in practice.

A. Frank Johns, a Certified Elder Law Attorney (CELA), testified in 2003 before the US Senate Special Committee

on Aging that empirical research shows that judges arbitrarily and paternalistically adjudicate guardianship

proceedings without adhering to statutory due process requirements (Guardianship Over the Elderly 2003).

For example, the proposed ward may not even be present at the hearing (Guardianship Over the Elderly 2003).

Also, some judges disregard durable powers of attorney, including the ward’s nomination of surrogate decision

makers (Guardianship Over the Elderly 2003). The recommendations ofWingspan: The Second National Guardian-

ship Conference, held in November 2001, included funding of court investigations at the beginning of guardianship

proceedings to guarantee due process protection as a high priority (Guardianship Over the Elderly 2003).

As a result of guardianship proceedings, if the proposed ward is found to be incapable or incompetent, the

ward loses legal rights in areas in which he or she has been declared incompetent. The ward may lose the right to:

determine living arrangements; make medical decisions; drive; manage, buy or sell property; marry; and/or vote

(National Guardianship Association n.d.a). Yet, there are certain rights maintained, including the right to be

treated with dignity and respect; the right to privacy; the right to have personal desires, preferences, and opinions

considered by the guardian; the right to have explanations of medical treatment; and the right to an attorney and

to petition to modify or terminate the guardianship or bring a grievance against the guardian (National

Guardianship Association n.d.a).

States usually have minimum requirements to become a guardian. The proposed guardian cannot be a minor,

felon, or adjudicated as incompetent (Summers 1996). Some states require advance training or ongoing certifica-

tion (Summers 1996). The guardian’s responsibilities differ based on the type of guardianship. In regards to

guardianship of the person, perhaps the most important responsibility is to understand that his/her role is to help

and support the ward; the guardian cannot make the ward do anything against his/her own will, unless specified

by the court (Summers 1996). When a guardian is faced with a major decision, such as whether to involuntarily

commit the ward or consent to certain medical treatment, the guardian should formally petition the court for

authorization if possible (Summers 1996). Some states require detailed reports by guardians, while other states

have minimal requirements (Summers 1996).

In regards to guardianship of the estate, the guardian is responsible for all real and personal property.

Generally, this entails marshalling and protecting assets; obtaining appraisals of property; protecting property

and assets; receiving income and making appropriate disbursements subject to court authorization; and reporting

to the court (National Guardianship Association n.d.a). Also, a guardian must usually obtain court approval

before selling assets (National Guardianship Association n.d.a).

Ideally, a family member or close friend who knows of the person’s wishes, beliefs, and values should be

appointed as a guardian. Yet, sometimes such a person is unable to serve, and public guardianship is an emerging

alternative. Some counties have public guardianship programs that may require that no family or friends are

available and/or the ward lacks money to compensate a private, professional guardian. Another growing trend is

non-profit guardianship services. Such programs often have hired staff but are primarily dependent on volunteers

to act as guardians. Primarily, these nonprofits service indigent clients who lack family members or others to act as

guardians, but may extend services to fee‐paying clients.
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While guardians have significant responsibility, they also acquire power stemming from these responsibilities,

which too often leads to abuse.6 Because guardianship grants broad power to the guardian and deprives the ward

of his/her legal rights, guardianship should be pursued as a ‘‘last resort.’’ In addition to the other planning tools

discussed in this article, which are alternatives to guardianship, mediation is another up‐and‐coming alternative.

Mediation involves a neutral facilitator in a nonadversarial forum who assists the family in resolving issues

themselves (Guardianship Over the Elderly 2003). Mediation is useful because it addresses the underlying issues,

such as caretaker stress or family disputes, that may be entwined with the legal reason the petitioner seeks

guardianship (Guardianship Over the Elderly 2003).
Failure to Plan

It is all too common for people to avoid planning for the future, believing that such thinking is morbid, or that

such planning is founded on negative thinking, which will bring bad luck, misfortune, and or ill health to the

thinker. Unfortunately, a failure to plan may result in unwelcome consequences in both the health and financial

contexts that could have been avoided had individuals been willing to contemplate their own potential disability

and the inevitability of their own deaths.
Case Examples

The cases of Mrs. S, Mrs. P, and Mrs. Q serve as good examples.
Mrs. S

Mrs. S and her husband have been married for almost 20 years. Several years ago, Mrs. S developed severe chest

pain but refused to see a physician, believing that ‘‘everything would be alright’’ and that ‘‘no news is good news.’’

The pain gradually increased and became more widespread. Mrs. S finally agreed to see a physician when she

began to experience difficulty breathing due to the severe pain. Following a physical examination and a sequence

of many tests, Mrs. S was diagnosed with lung cancer, which most likely was associated with her almost‐lifelong
heavy smoking. The cancer was found to have already metastasized to the ovaries by the time Mrs. S presented to

the physician.

Surgery, radiation, and chemotherapies were utilized in an attempt to reduce the spread of the cancer. During

this entire time, which spanned close to two years, Mrs. S refused to execute powers of attorney. She believed that

her husband would be able to make health care decisions for her without having to execute such documents, and

her husband believed that thinking about such things was morbid and depressing. Mrs. S became somewhat

hysterical every time the subject was raised.
6 In Michigan, a 2003 state audit of five probate courts found widespread financial abuse by guardians, such as late payment of bills, lack of accounting,

and borrowing interest-free loans from the estate. A Washington Post article reported that, since 1995 in Washington, DC, one of five guardians

have gone years without reporting to the court, and in more than 24 cases, guardians or conservators have taken or mishandled money (Center for

Social Gerontology 2004). A 2004 study by the United States Government Accountability Office (2004) shows that although all states require oversight,

generally in the form of personal and accounting reports, fewer than half of the states require courts to actually review the submitted reports. Most of the

courts surveyed in this study blamed insufficient funds for proper oversight. The lack of coordination between state courts and federal agencies

perpetuate abuse. State courts and federal agencies do not systematically notify each other when a person is appointed a guardian or when a

guardian or representative payee is abusing funds. Thus, an identified abuser in one system may remain in charge of finances in the other system.

Also at issue is that the incidence of guardianship or representative payee abuse is unknown, in part because courts do not track basic information such

as the number of guardians assigned. The Government Accountability Office study calls for both systematic information sharing and compilation of

national data on the incidence of abuse.
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Unfortunately, during this time, Mr. S was the victim of a fatal car crash. Mrs. S’ condition steadily worsened,

with the cancer metastasizing to an area near her spine. She was no longer able to understand what was happening

around her and lacked capacity to make any decisions about life‐saving procedures, the use of or withdrawal of a
feeding tube, or maintenance in a hospital or hospice. Mr. and Mrs. S had had only one child, who suffered from

mental retardation and could not be relied upon to make decisions for Mrs. S. Mrs. S had been estranged for many

years from her only sibling, a sister. Given a choice, Mrs. S probably would not have wanted her sister to be

recruited to make health care decisions for her. She most likely would have preferred that one of her closest long‐
term friends be enlisted to make such decisions, because the friend was aware of the values that Mrs. S held most

dear, and she and Mrs. S had discussed many times how they would like to see their lives end in the event of an

incurable or disabling condition. However, the governing state statute gave authority to Mrs. S’ sister to make

such health care decisions for her in the absence of legal document designating an agent or a relative with higher

priority, such as a living spouse.
Mrs. P

Mrs. P has always been very sympathetic to the financial woes of her grandson. Two years ago, he encouraged her

to transfer title in her two‐family home to him alone and asked her to add his name to several bank accounts,

which he then depleted. She told other family members that she felt very pressured to do these things and did not

realize that her grandson would be able to withdraw money at will. However, when a social worker from the

county protective services agency interviewed Mrs. P in response to a report made by another relative who

suspected financial exploitation, she stated that she acted voluntarily because she did not want her grandson to get

into legal trouble.

Mrs. P now recognizes that her actions were a mistake. Because she understood those actions at the time and

acted voluntarily, there is little likelihood of recovering the transferred funds. However, to minimize the likelihood

that she will give her grandson any additional money or direct access to her assets, she gave her daughter durable

power of attorney so that the daughter can transfer funds to new accounts open in Mrs. P’s name only and have

the statements mailed to the daughter’s home. Her grandson will not know where Mrs. P holds her remaining

funds unless she decides to tell him and will not have direct access to the accounts.

Had Mrs. P. established a living trust much earlier, named another individual to serve as trustee, and

transferred her house and other assets into the trust, Mrs. P would have had the benefit of her money

and home without the ability to transfer any trust assets to her grandson, in response to future requests for

assistance.
Mrs. Q

Mrs. Q also had a grandson who pressured her to assist him financially. However, by the time that others

discovered that most of her funds had been depleted by ‘‘gifts’’ to her grandson, she did not have the capacity to

execute a durable power of attorney or establish a trust. Therefore, the only alternative was to have a legal guardian

appointed in order to handle her assets in the future.

Each state has laws designating which individuals may make health care decisions for a person who lacks

decision making capacity and the order of priority among those individuals, in the absence of advance planning

documents. In the worst possible scenario, this means that health care decisions could be made by an individual

with whom the cognitively impaired elder has had no contact for many years and who may not understand the

elder person’s values and desires. Too, individuals who are designated by law to make such decisions may do so

based on their own feelings, rather than the wishes of the elderly patient. As an example, an adult child who has

been estranged from his/her parents for many years may choose to maintain the parents on life‐sustaining
equipment, which the parents would not have wanted, out of a sense of guilt and an inability to address or

resolve the conflicts that had plagued their relationship.
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5 The Participation of Cognitively
Impaired Elderly in Research
Sana Loue
Introduction

A significant body of literature has developed that addresses the various ethical issues arising in the context of the

recruitment and enrollment into research protocols of cognitively impaired individuals, institutionalized indivi-

duals, and elderly persons. Much of this discourse has taken place between professionals in the medical, public

health, and legal arenas. This article is not intended to debate the various points raised in these discussions.

Rather, it is intended as a guide to the relevant issues for individuals involved in the professional care and

caregiving of cognitively impaired elderly individuals, whether residing in their communities or in institutions,

who may be called upon by their elderly patients, family members, or friends to assist in decisionmaking

regarding their participation in research.

The need for such guidance is critical and growing. Estimates suggest that 4 million people in the United States

currently have Alzheimer’s disease and, among those aged 85 and older, the prevalence of the disorder approaches

50% (Evans et al. 1989; Markesbery 1998). It has been estimated that as many as 5 million individuals will

demonstrate evidence of dementia by the year 2040, when the Baby Boomers reach ‘‘old age’’ (Manning 1993) and

that by the year 2050, as many as 13.2 million will be affected by Alzheimer’s disease (Hebert et al. 2003). This

means that 1 out of every 45 Americans will have Alzheimer’s disease (Brookmeyer et al. 1998).

Yet additional individuals will experience a lesser level of cognitive impairment due to various other causes,

including mental illness, stroke, adverse drug interactions, acute infections (Buckwalter et al. 1999), mental

retardation (American Association in Mental Retardation 2004), and/or malnutrition (Goodwin et al. 1983;

Manders et al. 2004). In the absence of a formal assessment, these individuals may not be recognized by their

primary care physicians as experiencing any level of cognitive impairment. For instance, a study of 3954

apparently relatively healthy primary care patients over the age of 60 found that 10.5% had mild impairment

and 5.2% had moderate to severe impairment (Callahan et al. 1995). Less than one‐quarter of those found to have
severe impairment had been recorded by their physicians as having dementia. In yet another study of 2212

community‐dwelling African American residents aged 65 and older in Indianapolis, it was found that almost one‐
quarter (23.4%) experienced some level of cognitive impairment (Unverzagt et al. 2001).

Many such individuals may eventually be forced to reside in a nursing home or other residential facility,

despite their preference for other living arrangements. The National Alzheimer’s Association, which has tradi-

tionally supported home‐ and community‐based care to the extent possible, has noted

For many, perhaps most people with Alzheimer’s disease, the time will come when it is no longer possible to stay at home—

because there is no caregiver (at least 20% of people with Alzheimer’s disease live alone); because they need more care than

their family can provide; or because their caregiver becomes too frail or ill to continue (Alzheimer’s Association 1997a, b: 11).

In 1990, 1% of those aged 65–74 lived in a nursing home, while among those aged 85 and older, one out of

every four persons did (United States Census Bureau 2001b). The 2000 census indicates that 4.5% of all

individuals aged 65 and older are residing in nursing homes (United States Census Bureau 2001a). Researchers

have estimated that, at any given time, approximately 5% of the older population is confined to institutions

(Himes et al. 2000).

These data indicate that a significant proportion of the aging population may be suffering from varying

levels of cognitive impairment that have remained largely undetected, even by health care providers. A careful
# Springer-Verlag Berlin Heidelberg 2008
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questioning is critical in order to identify patients who may require referral for further assessment and who may

need support in deciding whether or not to participate in research.

Conducting research with elderly persons suffering from cognitive impairment is critical if we are to improve

our understanding of the causes of their cognitive impairments, our ability to assess individuals’ capabilities, and

our ability to develop and implement more effective and supportive interventions. Yet past history demonstrates

the vulnerability of cognitively impaired individuals and institutionalized persons to abuse in research (Advisory

Committee on Human Radiation Experiments 1996; Bein 1991; Garnett 1996; Lubasch 1982; Rothman 1991;

Scott v. Casey 1983; Valenti v. Prudden 1977). An outright prohibition against the participation of cognitively

impaired elderly in research would shield them from the potential for such abuse, but would also result in a loss of

their individual autonomy, possibly foster their societal isolation and stigmatization. Such a prohibition would

also deprive future generations of important scientific knowledge critical to the amelioration and/or prevention of

disease and the improvement of care. Consequently, elderly individuals may face the twin dangers of exploitation

and overprotection; our challenge is to foster such research while simultaneously protecting vulnerable elderly

individuals from potential exploitation and abuse.
The Requirement of Informed Consent

Ethically and legally, researchers are required to obtain the informed consent of an individual in order to enroll an

individual into a study. This ethical requirement was derived from several international documents, including the

Nuremberg Code and the Helsinki Declarations, and has been integrated into US law by federal regulations. These

federal regulations state that ‘‘no investigator may involve a human being as a subject in research . . . unless the

investigator has obtained the legally effective informed consent of the subject or the subject’s legally authorized

representative’’ (Code of Federal Regulations 2005). The term ‘‘legally authorized representative’’ is defined in the

regulations as ‘‘an individual or judicial or other body authorized under applicable law to consent on behalf of a

prospective subject to the subject’s participation in the procedure(s) involved in the research’’ (Code of Federal

Regulations 2005). A number of states have implemented state regulations or statutes which govern in addition to

the federal laws and which should be consulted to verify if an individual has legal status to make a decision on

behalf of another individual. For instance, a blood or marital relationship may not be sufficient under law to

authorize an individual to serve as a legal representative, as is the case in New York State.

The federal regulations, however, do not provide specific guidance to researchers who wish to conduct studies

with cognitively impaired individuals. A number of organizations have developed guidelines, including the

Alzheimer’s Association (Alzheimer’s Association 1997a, b), the American College of Physicians (American

College of Physicians 1989), the Clinical Center of the National Institutes of Health (National Institutes of Health

Clinical Center 1987), the Council of International Organizations of Medical Sciences in collaboration with the

World Health Organization (Council for International Organizations of Medical Sciences 2001), the Council of

Europe (Council of Europe 1997), and the British Medical Research Council (Medical Research Council Working

Party on Research on the Mentally Incapacitated 1991).

Valid informed consent requires that four elements be present: (1) the individual from whom consent is to be

obtained must be given the information necessary to make a decision; (2) the individual must understand the

information; (3) the prospective participant must have the capacity to consent; and (4) the consent of the

individual to participate must be voluntary (Faden and Beauchamp 1986; Meisel et al. 1977). It cannot be

emphasized enough that informed consent is a process that continues from the time of recruitment and

enrollment throughout the study; it is not and should not be construed as the mere presentation to and signing

of a document by the prospective research participant.

Enhanced protections during this informed consent process may be ethically required for cognitively impaired

elderly individuals who may become research participants, due to their potential vulnerability. Vulnerable

participants are those individuals with ‘‘insufficient power, prowess, intelligence, resources, strength, or other

needed attributes to protect their own interests through negotiations for informed consent’’ (Levine 1988: 72).

This could encompass, among others, elderly individuals suffering from varying levels of cognitive impairment,
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dementia, mental illness, and mental retardation. These additional protections are discussed below in the context

of presenting information, ensuring understanding, assessing capacity to consent, and voluntariness. Additional

considerations critical to informed consent are also addressed. These include confidentiality, elder abuse and

neglect, and balancing the risks and benefits of participation in a research study.
Presenting Information

As an example of a situation in which inadequate information was provided to prospective research participants,

consider the following statement that appeared in an informed consent form presented in conjunction with an

8‐week, double‐blind, crossover study of the effectiveness of imipramine compared to placebo on depression. This

study was conducted from 1959 to 1960, prior to the implementation of federal regulations governing research

with human participants.

The kind of trouble you have been telling me about often responds quite well to medicine. We now have two different

medicines available that we know help many people with difficulty like yours. However, some people do better with one and

other people do better with the other medicine. The best way to find out which of the two medicines is best for you personally

is to try them both. So we have set up a treatment program that will give you the opportunity to do just that. You will be able to

take each medicine for 4 weeks. At the end of the 8 weeks, if necessary, you may continue to take whatever medicine works best

for you (Park et al. 1967: 350; Uhlenhuth and Park 1964: 103).

The defects in the information presented, if judged against today’s standards, are glaring:

� Participants were not advised that they were to participate in research, but were led to believe that this was

clinical treatment for their depression.

� Individuals were led to believe that the substances to be administered were both medicines that had been

shown to be effective. In fact, one was a placebo with no therapeutic value and the other was a new medication

whose effectiveness and efficacy had not yet been assessed.

Federal regulations now require that the following information be provided to all research participants during

the informed consent process: (1) a statement that the study involves research, an explanation of the purposes of

the research, the expected duration of the subject’s participation, a description of the procedures required for

participation, and the identification of any procedures which are experimental; (2) a description of any reasonably

foreseeable risks or discomforts to the research participant; (3) a description of any benefits from the research that

may be reasonably expected for the research participant or others; (4) a disclosure of appropriate alternative

procedures or courses of treatment, if any, that might be advantageous to the research participant; (5) a statement

describing the extent to which confidentiality of records identifying the research participant will be maintained;

and (6) for research involving more than minimal risk, an explanation as to whether any compensation or any

medical treatments are available if injury occurs and, if so, what they consist of, or where further information may

be obtained; (7) an explanation of whom to contact for answers to pertinent questions about the research and the

rights of research participants, and whom to contact in the event of a research‐related injury to the research

participant; and (8) a statement that participation is voluntary, that a refusal to participate will not involve any

penalty or loss of benefits to which the research participant is otherwise entitled, and the participant may

discontinue participation at any time without penalty or loss of benefits to which the subject is otherwise entitled

(Code of Federal Regulations 2005).

In addition to these mandated disclosures, federal regulations indicate that the following information may be

provided to research participants where appropriate: (1) a statement that the particular treatment or procedure

may involve risks to the research participant (or to the embryo or fetus, if the participant is or may become

pregnant) which are currently unforeseeable; (2) anticipated circumstances under which the participation of a

research participant may be terminated by the investigator without regard to the participant’s consent; (3) any

additional costs to the subject that may result from participation in the research; (4) the consequences of a

participant’s decision to withdraw from the research and procedures for orderly termination of participation by
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the participant; (5) a statement that significant new findings developed during the course of the research, which

may relate to the participant’s willingness to continue participation will be provided to the subject; and (6) the

approximate number of participants involved in the study (Code of Federal Regulations 2005). As an example of

when such disclosures might be appropriate, consider the following hypothetical scenario.

A woman suffering from the initial stages of Alzheimer’s disease is enrolled into a study of an experimental

drug that is intended to delay the onset of more severe symptoms. Use of the experimental drug results in an

adverse reaction that was not previously seen in research participants or in animal experiments with the drug. An

injury to the research participant would not be foreseeable in such circumstances. As the study progresses, this

research participant becomes so confused as to be unable to participate meaningfully, and becomes distraught

with study procedures to such a great degree that she is actually traumatized by participation. The investigator

may choose to terminate the participation of the study participant against her wishes, in order to protect her from

further trauma.

Under another scenario, during the course of the study, a pharmaceutical company markets a newly approved

drug that will boost memory among those suffering from Alzheimer’s disease; the investigators should inform the

woman about this product and its availability, even though awareness of its potential usefulness to her may

decrease her willingness to continue participation in the study. Although her decision to withdraw would result in

a reduction in the number of participants and possibly affect adversely the researcher’s ability to draw conclusions

from the study, the researcher should still disclose this information to her (Code of Federal Regulations 2005).
Ensuring Understanding

It is critical that individuals understand that they are participating in research and that the procedures that they

will undergo may not yield any direct benefit to them. A number of studies have found that many research

participants may not understand either that they are participating in research rather than receiving clinical care,

or the nature of the procedures that they will undergo in conjunction with their participation (Gray 1975; Fletcher

1973; Howard et al. 1981; Hassar and Weintraub 1976; McCollum and Schwartz 1969; Park et al. 1966; Riecken

and Ravich 1982).

The National Bioethics Advisory Commission (2001) has recommended that the informed consent procedure

be tailored to the specific abilities of each individual participant to receive and process information. For instance,

some elderly patients may have hearing or vision impairments that impede their ability to understand the

information in the form in which it might be presented; accommodations must be made for these limitations

in order to ensure that potential research participants understand the substance of the information being

presented. A number of suggestions have been made to maximize understanding, including the use of a clear

and simple presentation format for the information (Bergler et al. 1980), the provision of sufficient time to enable

the individual to process the information given to him or her (Morrow et al. 1978), and discussion of the

information with the researcher or member of the research team (Williams et al. 1977). The individual may be

asked to restate or summarize in his or her own words the information provided in order to confirm that he or

she understood. Tailored questions, whether in multiple choice, true–false, or essay format, may be asked of the

participant following the presentation of the information, to ascertain whether and how much the prospective

participant understood of the information presented (Bonnie 1997; Flanery et al. 1978; Hassar and Weintraub

1976; McCollum and Schwartz 1969; Williams et al. 1977). One commentator has suggested that a family member

participate with the cognitively impaired member in the informed consent process to ensure understanding and

provide concurrent consent (Bonnie 1997).
Assessing Capacity to Consent

The terms capacity and competence are often used synonymously, but they actually represent distinct concepts.

The term capacity is used here to refer to an individual’s decisionmaking ability. In contrast, the term competence
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reflects a legal judgment that an individual has a minimal level of mental, cognitive, or behavioral functioning to

perform or assume a specified legal role (Bisbing et al. 1995; Loue 2001). It is important to recognize that being

diagnosed with a particular condition is ‘‘relevant to, but not determinative of, incapacity for informed consent’’

(High et al. 1994). For instance, the course of schizophrenia may fluctuate, so that there may be periods of time

during which an individual is able to understand and to give legally valid consent. >Table 1 provides a brief
. Table 1

Summary of common causes of diminished decisionmaking capacity in elderly individuals

Cause of diminished
capacity Presenting signs and symptoms
Alzheimer’s disease Progressive degenerative brain disorder characterized by severe amnesia, lapses of short‐

term, memory, deficits in language, attention, executive functions, and visuospatial and
constructional abilities (Masliah et al. 1993)

Depression Symptoms include sleep disturbance, loss of appetite, impaired concentration, poor
memory, psychomotor retardation, constipation, somatic pain, depressed mood, suicidal
ideation (DeLisa and Gans 1993; Lakshmanan et al. 1986); decreased motivation may impede
ability to protect own interests, causing reduction in decisionmaking capacity (Elliott 1997)

Frontal lobe dementia A disorder of unknown cause, also known as frontotemporal dementia; characterized by slow
and insidious progression, early loss of personal and social awareness such as neglect of
personal hygiene, distractibility, mental rigidity and inflexibility, ritualistic behaviors,
incontinence, the repetition of a limited number of words and phrases, the progressive
reduction of speech, and echolalia (Usman 1997)

Huntington’s disease A genetically transmitted neurodegenerative disorder (Bylsma 1997); onset may occur at any
age; average duration is 15–17 years; characterized by moderate episodic or semantic
memory disturbance, attention dysfunction, and deficits in problem‐solving, arithmetic, and
visuospatial abilities (Bylsma 1997; Salmon and Bondi 1997)

Lewy body dementia Characterized by sudden onset and fluctuating level of awareness, frequently with visual and
auditory hallucinations (Kennedy 2000); severe deficits in attention, verbal fluency, and
visuospatial processing (Hansen et al. 1990)

Schizophrenia Characterized by delusions, hallucinations, thought disorder, grossly disorganized or
catatonic behavior, negative symptoms, social and/or occupational dysfunction (American
Psychiatric Association 2000)

Vascular dementia Also known as multifarct dementia (Roman 1991); earlier age of onset than other forms of
dementia, abrupt onset, fluctuating course, nocturnal exacerbation of confusion, limb
rigidity, incontinence, and gait abnormality

Wernicke‐Korsakoff
syndrome

Results from prolonged and heavy consumption of alcohol, characterized by permanent
short‐term memory impairment, resulting in an inability to remember new information for
more than a relatively brief period of time (Oscar‐Berman and Evert 1997); may also involve
deficits in visuospatial, abstraction, and problem‐solving abilities, with appearance of
emotional apathy
synopsis of many common causes of incapacity in elderly individuals.

Care providers and caregivers approached by their elderly patient, family member, or friends for advice about

participating in research, or by a member of a research team about an elderly person’s enrollment into a research

study, will want to ask the following questions: Under what conditions will capacity be assessed? Who will conduct

the capacity assessment? How will the assessment be conducted and what specifically will be assessed? How will

the accuracy of the assessment be verified?
Under What Conditions Will Capacity Be Assessed?

It is critical that the conditions under which capacity is to be assessed maximize the likelihood that an accurate

finding will be achieved. First, it is important that the individual who is to assess capacity be matched
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appropriately with the prospective research participant (Kennedy 2000). For instance, an older woman with a

history of being abused by her partner as she became increasingly dependent upon him physically for her care may

be intimidated by the presence of a male interviewer and may choose to remain mute. Individuals, such as some

elderly immigrants, who have been raised in cultures that demand deference and obedience to those endowed

with power, authority, or greater social status, may be unwilling to answer some questions honestly, fearing that

they will offend the interviewer.

An individual’s ability to respond to questions posed or to perform well on a test of cognitive ability may also

be impacted by iatrogenic and institutional factors (Kennedy 2000). The elderly individual’s ability to concentrate

or his or her level of awareness may be affected by his or her medications. Individuals accustomed to the

regimentation associated with institutionalization may become confused or frightened with a change in routine;

in the absence of careful assessment, signs of that confusion may be mistaken for signs of diminished capacity.

Other conditions may also adversely impact an individual’s performance on an assessment of cognitive

functioning. These include environmentally induced stress, such as sleep deprivation; recent bereavement,

resulting in depression and a decline in functional ability; and fluctuating symptoms of pre‐existing mental

illness (American Psychiatric Association 2000). Physiological causes, such as fluctuations in the blood sugar of

individuals with diabetes, sodium deficiency, and electrolyte imbalances, can also affect cognition.
Who Will Conduct the Capacity Assessment?

It has been suggested by some commentators that the assessment and monitoring of an individual’s capacity to

consent and to participate in a study is best done by the research team of a study in collaboration with family

members (Keyserlingk et al. 1995). Four exceptions to this basic premise have been noted: (1) when project staff

do not have the requisite skill to assess or monitor the participant’s capacity; (2) when there is a strong danger of

conflict of interest; (3) when the individual had previously executed an advance directive for research while he or

she still had capacity, but the document requires interpretation; and (4) when the protocol does not have the

potential to confer a direct benefit on the participant and it involves more than minimal risk.
How Will the Assessment be Conducted and What Specifically Will be Assessed?

There are many instruments that have been developed to assess capacity. Several of those that are in common use

are listed in >Table 2, with the following caveat. These instruments will distinguish those individuals who are

suffering from severe limitations in cognition and/or memory; they are inadequate to detect more subtle

limitations, which will require a more thorough assessment.

In general, it is presumed at the commencement of research studies that a prospective participant has capacity

to consent, unless there is a priori reason to believe that he or she does not or that the capacity to give consent may

be limited in some way. Clearly, if a study focuses on a disorder involving either permanent cognitive impairment,

such as mental retardation, progressive impairment, such as Alzheimer’s disease, or fluctuating impairment, such

as schizophrenia, an assessment of capacity should be conducted at the commencement of participation. Because

capacity and decisionmaking ability may vary during the course of the study, depending upon the length of the

study and the progression of the disorder or disease, it is also recommended that assessments of capacity and

decisionmaking ability be conducted periodically during the course of an individual’s participation in research,

unless that participation is of very short duration.
How Will the Accuracy of the Assessment be Verified?

It has been suggested that a determination of capacity be verified through reliance on second opinions or the

services of individuals who are consent specialists (Bonnie 1997).
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Common instruments used to assess capacity and/or memory

Instrument Purpose Design
Mini‐Mental Status
Examination
(MMSE)

Measures cognitive capacity, specifically,
orientation, ability to remember, attention,
ability to calculate, ability to understand
language and symbols (Folstein et al. 1975;
Petersen et al. 2001)

Questions relate to orientation to time and
place, requests to remember specified
objects, to repeat designated phrases, and to
name specified objects; impairmentmeasured
on continuum; lower scores indicate increased
level of impairment and decreased capacity

Standardized Mini‐
Mental Status
Examination
(SMMSE)

Like MMSE Standardizes time allotted to each question
and answer, reducing length of test (Molloy
et al. 1991)

Dementia Scale Assesses cognitive capacity Utilizes 10 questions related to orientation to
time and place; lower core indicates greater
impairment and lesser capacity (Kahn et al.
1960); usefulness with marginalized and
unacculturated populations questionable

Clock Drawing Test Assesses cognitive capacity A 5‐min test that asks the respondent to draw
a clock with all the numbers on its face and
state the time as it is drawn; awards points for
the inclusion of all 12 numbers, the correct
placement of numbers, the inclusion of two
hands, and for correctly stating the time
(Stahelin et al. 1997)

7‐min
Neurocognitive
Screening Battery

Assesses memory; distinguishes on a
preliminary basis between individuals
experiencing cognitive deficits as a result of
dementing disorders and those experiencing
cognitive changes due to the normal aging
process (Solomon et al. 1998)

Addresses orientation aphasia, clock drawing,
and free and cues recall memory response
(Solomon et al. 1998)
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Voluntariness

The life situation of many elderly persons may affect their ability to consent or to refuse consent to participate in

research. Some elderly individuals may be dependent on others for their physical care, for attention to their

personal needs, or for their medical care. They may fear that if they refuse to participate in a particular research

study, they will suffer the withdrawal of such assistance, a diminution in the quality of this assistance, or complete

abandonment. This may be of particular concern to individuals living in institutions, such as nursing homes or

mental hospitals (Annas and Glantz 1997). Individuals may also be concerned that they will disappoint their

caregiver or care provider if they refuse to participate (Sachs and Cassel 1989). Some individuals may also believe

that they would not have been offered the possibility of participation in a study unless the researcher believed that

their participation would yield some clinical benefit to them personally. They may believe this despite all

assertions by the research team that they may not receive any personal benefit from their participation and

only future patients will derive any benefit from the new‐found knowledge gained through the study. This

misconception is known as the ‘‘therapeutic misconception’’ (Grisso and Appelbaum 1998).
Other Considerations Relating to Informed Consent

Confidentiality of the Data

The level of confidentiality protection of the information that is disclosed to the researcher may be of concern for

a number of reasons. If there are inadequate protections, it may be advisable to refrain from participation. First,
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confidentiality may be difficult to maintain if interviews or other procedures are conducted in the context of an

institutional residence, such as a nursing home, due to the physical layout of the institution, a scarcity of private

space, and the possibility that the participant may have impaired hearing ability, thereby requiring that the

researcher speak at a level that is audible to others (Cassel 1985, 1988). The elderly individual may not want other

individuals to hear the responses for any number of reasons.

Depending upon the nature of the study, attempts to access the study data could be made through the legal

system. For instance, assume that a study is examining resilience and social support among the elderly. The

researchers know through their interviews with a participant that he has been abusing alcohol. He is the driver in

an accident in which the passengers of the other car are seriously injured. The insurance company for the injured

passengers obtains a subpoena of the study records for this participant, claiming that the research records are

relevant to the driver’s negligence. It is critical that the investigators apply prior to the collection of data for a

federal certificate of confidentiality to protect the data from subpoena if they believe that similar situations might

arise, or if they are collecting data that may be of some interest to law enforcement or lawyers (National Institutes

of Health 2005).
Elder Abuse and Neglect

As of March 1993, all states and territories, with the exception of Puerto Rico, had enacted laws to address elder

abuse in domestic and institutional settings (Tatara 1995). (Some states also have legislation to protect disabled

adults regardless of their age.) Accordingly, if abuse of an elderly research participant is suspected, the researcher

may be obligated by state law to report that abuse, even if the participant indicates that he or she does not want the

information provided to the designated authority. Essentially, the mandated reporting requirement will trump the

participant’s right to have this information about him or her kept confidential. Whether the suspected abuse must

be reported will depend on whether the particular situation is encompassed in the state’s definition of abuse,

whether the elderly individual is within the age group specified in the state’s definition of ‘‘elderly,’’ whether the

elderly person meets the definition of state residence or a physical presence requirement set forth in the governing

state statute, whether the researcher is in a category of persons that is mandated by the state law to report elder

abuse, and whether the researcher has obtained a certificate of confidentiality to exempt him or her from the

reporting requirement (Loue 2001).
Assessing and Balancing Risks and Benefits

A decision about whether a cognitively impaired elder should participate in a research protocol requires that the

decision‐maker balance the risks and benefits to the individual of his or her participation. A balancing of risks and

benefits must be done by the researcher proposing the study prior to its initiation and must also be conducted by

the institutional review board (IRB) of the researcher’s institution in its initial and continuing reviews of the

research protocol. [IRBs are established by institutions to review research protocols as mandated by federal

regulations for the receipt of such funding (Code of Federal Regulations 2005).] However, the assessment of risks

and benefits by the researcher and the IRB focus on an examination of the risks and benefits to the class of persons

to be enrolled into the study and not on the benefits or risks that an individual participant may experience.

Consequently, it is very important that the elderly individual, his or her surrogate decision‐maker, and/or the

individual advising the elderly person work with the elderly person to determine the risks and benefits of

participation to that specific individual.

Commentators have identified four categories into which research protocols may be classified: (1) research

in which there is the potential for a direct therapeutic benefit to the participant and minimal risk is involved;

(2) research in which the participant may obtain some direct therapeutic benefit, but more than minimal risk is

involved; (3) research in which there is no expected benefit for the individual participating, but there is no more

than minimal risk; and (4) research in which there is no expected therapeutic benefit to the participant and there
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is more than minimal risk (Kapp 1998; LeBlang and Kirchner 1996). ‘‘Minimal risk’’ is often interpreted to mean

that the risks of participation are no greater than those that would be experienced in the everyday course of living

(Levine 1988).

Direct benefits may include short‐ or long‐term improvement in the individual’s condition, an improvement

in the individual’s symptoms, and the slowing of the degenerative process (Keyserlingk et al. 1995). Indirect

benefits may include enhanced opportunities for social interaction, increased attention from health and ancillary

health professionals, and a feeling of contributing in a way that may help others. Examples of risks include the

physiological effects of an experimental drug or procedure and increased levels of anxiety associated with study

questions or procedures (Dresser 2001).

Research suggests that even when risks of study participation are divulged to prospective participants,

individuals may have difficulty comprehending the risks. In one clinical trial of a drug, respondents were

found to be well informed about the study design and general risks of participation, but 39% were unable to

enumerate specific minor side effects of the drug and 64% were unable to identify the serious risks of the

medication that had been divulged to them (Howard et al. 1981). In yet another study, few of the respondents

recognized the possibility of unknown risk, meaning that there could be risks that had not been anticipated prior

to the initiation of the study (Gray 1975).

There is no formula that will dictate how the benefits and risks of a particular individual’s participation are to

be weighed against each other. In fact, there is no consensus among researchers or ethicists as to the level of risk or

benefit that must be present for a surrogate decision‐maker to be able to consent to research participation by a

cognitively impaired individual (Dresser 2001). It is critical that the elderly individual, together with his or

her surrogate and/or others, carefully consider how the study procedures will affect their individual situation.

>Table 3 lists a number of questions that may be posed that will be helpful in this analysis.
. Table 3

Consideration for participation in research by cognitively impaired elderly persons

Howmuch timewill participation require? At what intervals? Am I physically able to spend this much time participating?
If I am to spend long periods of time at the study site, what provisions will be made to provide me with meals or to
administer other medications that I need?
What procedures are involved in the study? How do I usually react to such procedures (blood test, etc.)? Has my
response changed?
Do I have transportation to go back and forth to the study site?
Does participation require a change in medications? Invasive procedures, such as a lumbar puncture? How do I feel
about such procedures?
Will the study investigators provide their findings to my health care provider(s) to supplement the care that I am
receiving?
To what extent will the information that I provide be kept confidential? For instance, what if a study researcher thinks I
should not drive. Is he going to report it to the license bureau?
To what extent will the study staff share information with my caregiver(s) if I want them to do so?
If I am provided with new medication during the course of the study and it is found to be beneficial, will I be provided
with the medication after the study ends?
Do any study procedures conflict with my religious principles or spiritual beliefs; for example, am I going to be asked to
consent to an autopsy, which is prohibited by my religion?
Mechanisms for Expressing Choice During Incapacity

Advance Directives for Research

Because of the slow and progressive course of many dementias, and the intermittent nature of various other

disorders that may impact decisionmaking ability, such as schizophrenia, some commentators have suggested
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that individuals should be able to indicate in advance their desire to participate in research (Levine 1988). For

instance, an individual at the beginning stages of Alzheimer’s disease may strongly believe that he or she would

like to participate in research if the opportunity were to arise, but fears that he or she will be unable to give consent

at a future date, when the illness has progressed. Accordingly, the individual might want to express this intent at a

time when he or she is still able to do so, when legally that expression will be recognized as valid.

One mechanism that has been suggested is an advance directive for research. Similar to an advance directive

for health care, such a document would allow the individual to make his or her wishes known at a time when the

individual retains decisionmaking capacity. Alternatively, the individual might execute a durable power of

attorney for health care and specify that his or her designated agent should have the legal authority to decide

for him or her whether participation in a particular research study would be advisable and to provide or withhold

consent accordingly.

This type of advance decisionmaking may be an option, depending upon the residence of the elderly

individual; not all states provide for such a document or recognize an agent as having the authority to make

research‐related decisions. Even where this possibility exists, many elderly individuals may be unaware of the

mechanism. Even in the context of health care, it appears that only a minority of elderly patients execute durable

powers of attorney for health care, often due to lack of knowledge about the mechanism or the erroneous

assumption that a relative will automatically be able to make health care decisions for them if they are unable to

do so (Cohen‐Mansfield et al. 1991).

There are other difficulties associated with an advance directive for research even if the individual state permits

this mechanism. Because the informed consent process is supposed to be ongoing throughout the course of the

study, an individual who consents to participate before knowing what a study is about is not really giving informed

consent.

Questions also arise about the current validity of the prior expression to participate in research because

changes in the individual’s situation may have occurred during the intervening period of time. For instance, an

individual may have indicated while he or she had capacity to do so an intent and desire to participate in research.

However, a number of years have passed and the elderly individual’s mental abilities and awareness of his or her

surroundings have declined. Some ethicists, distinguishing between the ‘‘then‐person,’’ the precursor to the

person who now lacks capacity, and the ‘‘now‐person,’’ have argued that, as the individual’s capacity decreases,

so should the weight to be given to his or her previously expressed wishes in an advance directive decrease (Brock

and Buchanan 1989; Dresser 1992). This perspective results in the incongruous result whereby the greatest weight

is given to the severely demented now‐self ’s needs, who has the least psychological continuity with his or her

former competent self (Klepper and Roty 1999). Others have emphasized the concept of ‘‘precedent autonomy’’

and have argued that past decisions of the competent then‐self must be respected even if they are not consistent

with the wishes of the cognitively impaired now‐self (Dworkin 1994). Still others have argued for the compassion-

ate application of the principle of precedent autonomy, which would permit the implementation of previously

expressed wishes as long as doing so does not result in discomfort to the now‐self (Post 1995).
Surrogate Consent

Even in the absence of a legally executed document, such as an advance directive for research, some have suggested

that elderly individuals who lack capacity to consent should be able to participate in research through the consent

of a surrogate. Federal regulations permit a ‘‘legally authorized representative’’ to provide consent in some

circumstances where the prospective participant is unable to do so (Code of Federal Regulations 2005). However,

some states may place severe restrictions on the ability of cognitively impaired individuals to participate in

research, on the ability of a legally authorized representative to consent to an individual’s participation in

research, and/or may require judicial approval for such participation. >Table 4 provides a partial listing of the

states that have such restrictions, as well as the citation to these statutory provisions and relevant court decisions.

A question arises as to which individual(s) are best suited to be appointed as the surrogate decision‐makers.

The National Alliance for the Mentally Ill (NAMI) has proposed that family members are the most appropriate
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Examples of state law provisions restricting ability of cognitively impaired individuals and/or their surrogate

decision‐makers to consent to participation in research

State Limitation Provision
California Conservator may consent to participation ‘‘only

for medical experiments related to maintaining or
improving the health of the subject or related to
obtaining information about the pathological
condition of the subject’’

California Health and Safety Code } 24175(e)
(West 1992)

Connecticut Guardian may consent to participation in any
biomedical or behavioral medical procedure or
participation in any behavioral experiment ‘‘if it is
intended to preserve the life or prevent serious
impairment of the physical health of the ward or
it is intended to assist the ward to regain his
abilities’’ and has been approved for that person
by the court

Conn. Gen. Stat. Ann. } 45a‐677(e) (West Supp.
1997)

Delaware Prohibits approaching residents of state mental
hospitals for participation in pharmaceutical
research if individual is ‘‘incapable of voluntary
consent to care or treatment’’; prohibits specified
classes of state mental hospital residents from
participating in pharmaceutical research,
regardless of capacity

Del. Code Ann. Tit. 16, }} 5174, 5175 (1995)

Illinois Parent or guardian may not consent to ward’s
participation in any ‘‘unusual, hazardous, or
experimental services’’ without approval by the
court and determination that such services are in
the ‘‘best interests’’ of the ward

} 405 Ill. Comp. Stat. Ann. 5/2‐110 (West 1993)

Massachusetts Prohibits research on patients in mental facilities
if the research will not provide direct, therapeutic
benefit; prohibits research on patients with
mental disabilities where the risk is greater than
minimal and exceeds the benefit to the
participant

Mass. Regs. Code tit. 104 } 13.01‐.05 (1995)

Michigan Experimental psychosurgery cannot be
performed on a mentally incompetent person
even if the surrogate decision‐maker consents

Kaimowitz v. Michigan Department of Mental
Health, in Disability Law Reporter, 1, 147 (1976);
U.S. Law Week, 42. 2063 (Circuit Court, Wayne
County, Michigan, 1973)

Minnesota Guardian or conservator prohibited from giving
consent to experimental treatment of any kind
unless the procedure is first approved by the
court, which will determine if it is in the ‘‘best
interest’’ of the ward

Minn. Stat. Ann. } 524.5‐313(c)(4) (2003)

Missouri Prohibits state mental health patients from being
‘‘the subject of experimental research,’’ with
stated exceptions; prohibits the conduct of
biomedical or pharmacological research on any
individual with mental disabilities unless the
research will provide direct therapeutic benefit

Mo. Stat. Ann. } 630.115(8) (West Supp. 1997)

New
Hampshire

The probate court may authorize the guardian to
consent to experimental treatment only after
ensuring that the treatment is in the ward’s
‘‘best interest’’

N.H. Rev. Stat. Ann. } 464‐A:25(I)(c)‐(e) (1995)
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New York Residents in a facility operated by NY State or
licensed by the Office of Mental Health who lack
decisionmaking capacity may not be participants
in any non‐federally funded non‐therapeutic
research that poses greater than minimal risk
unless the individual, prior to the onset of his or
her incapacity, gave specific consent or
designated an appropriate surrogate from whom
consent can be obtained

T.D. v. New York State Office of Mental Health,
650 N.Y.S.2d 173 (N.Y. App. Div. 1996), appeal
dismissed, 680 N.E.2d 617 (N.Y. 1997), leave to
appeal granted 684 N.E.2d 281 (N.Y. 1997),
appeal dismissed, 1997 WL 785461 (NY., Dec. 22,
1997)

. Table 4 (continued)

State Limitation Provision
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surrogates in the research context (Flynn 1997). Many IRBs allow family members or friends to give consent

(LeBlang and Kirchner 1996). However, some IRBs interpret the phrase ‘‘legally authorized representative’’ in the

federal regulations narrowly and require that the surrogate be a court‐appointed guardian, a designated health

care agent under a written durable power of attorney for health care, a health care surrogate as defined by the

relevant state law, or a combination of these individuals (LeBlang and Kirchner 1996). At least one commentator

has argued that judicial approval must be obtained any time an individual is to be involved in research if that

individual is unable to consent for himself or herself (Bein 1991).

A number of commentators have pointed out the dangers to the elderly individual of having decisions made

by a surrogate, whether appointed through the execution of a document or not. First, family members may be

inappropriate due to their own lack of capacity, unavailability, or inattention to the needs of the cognitively

impaired individual (High et al. 1994). Second, the surrogate may act in his or her own interest, rather than that of

the elderly individual. This is most likely to occur if (1) the surrogate fears that the elderly individual will develop

dementia and enrolls the individual in research even if it is not to the benefit of the elderly individual or (2) the

surrogate serves in a caregiver role and the participation of the elderly individual in research will provide the

caregiver–surrogate with a period of respite, regardless of the risks or benefits to the elderly individual of

participation (Sachs 1994). Accordingly, it has been suggested that an appropriate surrogate be an individual

who (1) is chosen, known, and trusted by the individual; (2) participates with the cognitively impaired individual

in the informed consent process; (3) is familiar with the individual’s medical and psychiatric history; (4) in

situations in which the elderly individual has a mental illness, is familiar with the prodromal signs and symptoms

indicative of a relapse; (5) is informed about and is willing to assume the responsibilities of a surrogate decision‐
maker; (6) is willing to overrule the individual’s previously expressed desire to participate in research if the

participation could adversely affect the individual; and (7) is willing and able to ensure appropriate medical and/

or psychiatric follow‐up care if needed (Backlar 1998).

Assuming that a surrogate, whether legally appointed or not, is able to decide for the elderly individual who

lacks capacity to decide for himself or herself, there remains the question of how the surrogate should make that

determination. Two processes have been suggested: the best interest test and the substituted judgment test. The

best interest test requires an assessment of what is in the individual’s best interest at the time that the decision by

the surrogate is to be made. This perspective allows a surrogate to more easily disregard any previously expressed

desire or intent of the elderly individual because what was once expressed may no longer be in his or her best

interest, as determined by the surrogate. The substituted judgment test requires that the surrogate decide the issue

of research participation in a manner consistent with what the individual would have chosen for himself or herself

if he or she had remained able to do so. This perspective allows the surrogate to preserve to a greater degree the

psychological continuity between the once‐capable then‐self and the now‐self. In situations in which an IRB

permits reliance on the substituted judgment test, the IRB may require in addition to the surrogate’s consent, the

assent of the elderly individual to participate, meaning that, to the best of their ability, they must indicate some

preference, although that indication does not rise to the level of legal consent (cf. Sachs et al. 1994).
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Conclusion

Each individual approached for his or her participation in research must carefully consider whether such

participation is advisable in view of his or her own circumstances. Care providers and caregivers may be called

upon to participate in and lend their guidance to this decisionmaking process. In order to make this decision,

prospective research participants and their advisors must be equipped with as much knowledge as possible about

the research, the expectations of the elderly participant engaging in such research, and the likely impact of the

participation on the elderly individual. The risks and benefits to the elderly participant must be clearly identified

and carefully considered and weighed. Researchers must be cognizant of and compliant with any state laws that

may limit the ability of surrogate decision‐makers to consent to research participation on behalf of the elderly

individual. The participation in research of cognitively impaired elderly adults is critical if we are to understand

the underlying mechanisms of diseases that plague elderly persons and discover effective treatments to prevent

such diseases or ameliorate their symptoms. However, it is mandatory that we also protect those individuals who,

while assisting in this endeavor through their research participation, are in need of additional protections.
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Abdominal Pain
Clifford D. Packer

Abdominal pain is a common problem for people in all

age groups, and leads to frequent visits to physicians’

offices, emergency rooms, and hospitals. Causes of

abdominal pain are manifold, and can range from

trivial to acutely life‐threatening. Evaluation of acute

abdominal pain is one of the most challenging tasks a

physician can face. In the elderly, diagnosis can be even

more difficult because the causes, signs, and symptoms

of abdominal pain are often different than in young

and middle‐aged patients.

Abdominal pain may have many anatomic causes,

from skin (herpes zoster or ‘‘shingles’’), muscle (abdom-

inal muscle strains), inflammation of the lining of the

abdominal cavity (peritonitis), diseased internal organs

in the abdomen (gastritis, peptic ulcer disease, pancrea-

titis, appendicitis, diverticulitis, cholecystitis), to the

blood vessels that pass through the abdomen or supply

the abdominal organs (abdominal aortic dissection and

mesenteric artery thrombosis). Rarely, abdominal pain

can be caused by metabolic diseases such as diabetic

ketoacidosis.

Pain from many of these conditions may be referred

to other areas such as the back, neck, scapula, flank, or

groin, and the pattern of radiation can be an important

diagnostic clue. Gall bladder colic, for instance, causes

right upper abdominal pain that typically radiates to a

point just below the right scapula. The upper abdominal

pain of pancreatitis often radiates to the midback. In

early appendicitis, the pain is usually mid‐abdominal

and thenmigrates over time to the right lower abdomen.

In addition, the quality of abdominal pain (e.g., sharp,

dull, colicky, or constant) and the accompanying symp-

toms (e.g., nausea, vomiting, fever, diarrhea, constipa-

tion, and blood in the stool) must be considered.

Patients should also be asked what makes the pain better

or worse; for instance, antacids will often give prompt

but temporary relief of pain from peptic ulcer disease,

esophagitis, or gastroesophageal reflux. Patients with

peritonitis, or generalized abdominal pain due to per-

foration, feel better when they lie completely still; those

with pancreatitis usually prefer to sit upright.

Abdominal colic (or ‘‘colicky’’ pain) is important

to recognize because many of its causes are serious and

can require surgical treatment. This pain is caused by

stretching or distention of a hollow tube due to
# Springer-Verlag Berlin Heidelberg 2008
obstruction, and worsens as the involuntary bowel

contractions increase to overcome the obstruction.

Examples include obstruction of the bile ducts or the

neck of the gallbladder by gallstones, blockage of the

ureters by kidney stones, and obstruction of the intes-

tines by tumor or adhesions from previous surgery.

Colicky pain is acute, agonizing, and builds to spasms

of unbearable intensity before gradually easing. Patients

with abdominal colic are usually doubled up, writhing

in pain, and unable to find a comfortable position, and

may have nausea and vomiting. Although the abdom-

inal muscles may be rigid during paroxysms of pain,

the abdominal wall softens between attacks and the

clinician can palpate the abdomen without undue

discomfort.

In contrast, the abdominal muscles are constantly

rigid with acute peritonitis, which carries a very high

mortality if diagnosis is delayed even for a few hours.

Acute peritonitis always requires emergent surgical

treatment. It may be caused by perforation of any

hollow organ in the abdomen, including the stomach

or duodenum from peptic ulcer disease, the gallblad-

der from cholecystitis, the appendix as a complication

of acute appendicitis, or the colon in the case of diver-

ticulitis. It may also be caused by gangrene of the

intestines or rupture of an abscess in the liver or

spleen. Peritonitis may be generalized or localized; for

instance, in most cases of diverticulitis (an inflamed

outpouching of the colon) there is a tiny perforation

that is quickly walled off by adjacent tissue and leads to

only localized peritoneal irritation, usually in the left

lower abdomen. On the other hand, perforation of the

appendix or of a peptic ulcer may lead very quickly to

generalized peritonitis, with abdominal rigidity, vomit-

ing, quiet bowel sounds, and unstable vital signs. An

important sign of peritonitis is free air seen under the

diaphragms on an upright abdominal x‐ray, caused by

air from the gut leaking into the abdominal cavity.

Abdominal x‐rays are an extremely important part

of the rapid abdominal pain workup. In addition to

free air, they can show kidney or gallbladder stones,

air‐fluid levels, and dilated loops suggesting bowel

obstruction, ‘‘thumbprinting’’ of the colonic wall with

mesenteric ischemia, and vascular calcifications out-

lining an aortic aneurysm.

Laboratory testing is essential for patients with

abdominal pain. A high white blood cell count

usually indicates infection or inflammation, and a

drop in hematocrit might be due to blood loss from

gastrointestinal hemorrhage. Abnormal liver function
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tests can be useful in diagnosing hepatitis and biliary

tract disease. Amylase and lipase are elevated in pan-

creatitis, and urinalysis in a patient with colicky flank

pain from kidney stones usually shows red blood

cells. In addition, all women of childbearing age with

abdominal pain (regardless of the menstrual and sex-

ual history) should have a urine or serum pregnancy

test, because ectopic pregnancy is a life‐threatening
condition, and the history can be unreliable for a

variety of reasons.

Computed tomography (CT) scanning is now the

standard in evaluating patients with suspected appen-

dicitis, diverticulitis, pancreatitis, intra‐abdominal

abscess, and kidney stones. Ultrasound is a better and

less expensive test for initial evaluation of the gallblad-

der and biliary tract. Gallstones, dilated bile ducts, and

thickening of the gallbladder wall or fluid collecting

around the gallbladder are all easily visualized with

ultrasound. In addition, ultrasound is better than CT

in ruling out ovarian torsion (twisting) as a source of

pelvic pain in women. The hepatobiliary iminodiacetic

acid (HIDA) scan, a nuclear medicine test, can detect

gallbladder inflammation even in the absence of gall-

stones (acalculous cholecystitis), and can help differ-

entiate this disorder from pancreatitis.

Elderly patients with abdominal pain have high

rates of morbidity and mortality. Recently, investiga-

tors at George Washington University prospectively

followed 360 patients above the age of 60 who pre-

sented to an emergency department with abdominal

pain. They found that nearly 60% were hospitalized,

20% underwent operative or invasive procedures, 10%

had return emergency department visits, and 5% died

within 2 weeks. Leading causes of pain were nonspe-

cific (14.8%), urinary tract infection (8.6%), bowel

obstruction (8%), gastroenteritis (6.8%), and diverti-

culitis (6.5%). The emergency department and final

diagnoses matched 82% of the time—in contrast

with other studies that have shown emergency depart-

ment misdiagnosis in up to 40% of elderly patients

with abdominal pain.

Diagnosis is difficult in the elderly because they

often present with vague symptoms and nonspecific

findings on examination; for example, elderly, debili-

tated patients with acute peritonitis often do not have

generalized abdominal rigidity. In addition, they are

less likely to have fever and leukocytosis, even with

serious conditions such as diverticulitis or cholecysti-

tis. Furthermore, the underlying chronic diseases of the

elderly complicate both diagnosis and treatment.
Patients with diabetes mellitus may not have the

typical patterns of pain radiation, and may be unable

to mount an adequate immune response to infection.

Patients with cardiovascular disease (especially atrial

fibrillation) are more prone to mesenteric artery

thrombosis and consequent ischemic colitis, which

can be extremely difficult to diagnose and treat. About

5–10% may also have abdominal aortic aneurysms,

which can dissect or rupture. Pneumonia, myocardial

infarction, pericarditis, and pulmonary embolism can

all cause upper abdominal pain. In addition, 30–50%

of elderly patients have gallstones, and 50% have di-

verticulosis, so the risk for complications of these

conditions is particularly high. Many elderly patients

have had prior abdominal surgery, which increases the

risk for bowel obstruction from surgical adhesions.

This combination of high risk, serious underlying ill-

nesses, nonspecific symptoms, and frequent lack of

fever and leukocytosis greatly increases the danger of

misdiagnosis.

Classically, the diagnosis of acute cholecystitis

(acute inflammation of the gallbladder) requires the

triad of right upper abdominal pain, fever, and leuko-

cytosis. Unfortunately, 25% of elderly patients with

acute cholecystitis have no pain, and less than 50%

have fever, vomiting, or leukocytosis. A similarly low

percentage of elderly patients with acute appendicitis

have the classic fever, leukocytosis, and right lower

quadrant pain. It follows that complications due to de-

layed diagnosis—perforation and abscess—are twice as

common in the elderly. In fact, one-quarter of all

emergency abdominal surgeries are performed in

people above the age of 80. Surgical mortality in the

above‐75 age group is double that of the middle‐aged,
largely due to serious underlying or complicating con-

ditions such as pneumonia, emphysema, congestive

heart failure, myocardial infarction, and pulmonary

embolism.

A careful and meticulous medical history and phy-

sical examination will suggest the cause of abdominal

pain in most patients, even the elderly, and will usually

lead to the specific tests needed to make a diagnosis. In

no other medical condition is the skill and judgment of

the physician more important and timely diagnosis

more critical.
Related Topics

>Bowel obstruction, >Pancreatitis
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Abstract Thinking
Jennifer Niskala Apps

Abstract thinking refers to a cognitive concept invol-

ving higher‐order, or complex, thoughts. To be able to

think in an abstract manner implies that one is able

to draw conclusions or illustrate relationships among

concepts in a manner beyond what is obvious. Often

the terms ‘‘abstract thought’’ and ‘‘concept formation’’

are used interchangeably. In the past, the term ‘‘fluid

intelligence’’ has been used to refer to the ability to

reason. The generation of concepts, or abstract ideas,

indicates an ability to progress beyond concrete think-

ing. The concrete interpretation of a concept involves a

focus on the salient, obvious characteristics. Progres-

sing beyond the tangible characteristics in order to

conceptualize theoretical relationships between items

or processes involves abstract thought.

Abstract thinking occurs conceptually, categori-

cally, and generally. Conceptual relationships are devel-

oped in order to explain the theoretical basis behind

why one idea or item is related to another. Categorical

abstract thought includes the recognition that broader

theoretical categories apply to the relationships be-

tween things, over and above the concrete and tangible

characteristics that may seem similar. Generalized

abstract thought includes the ability to conceptualize

a statement, event, or item in a manner providing a

broader understanding that is not directly relatable to

concrete characteristics.
Executive Functions

Executive functions are those aspects of cognitive

ability allowing us to plan, organize, shift, and reason

through our behaviors. Abstract reasoning, or the

application of abstract thought through our beha-

viors, is a vital component of these important skills. In

the past, abstract thinking and concept formation

were considered all‐encompassing terms for executive

abilities. Executive functions are now considered to com-

prise multiple complex cognitive processes, and numer-

ous subdomains exist. Abstract reasoning remains one

important subcomponent of executive functioning.

Without an ability to conceptualize beyond the concrete

nature of a relationship, additional planning, organizing,

and self‐regulation of behaviors becomes complicated.

The development of abstract reasoning, in addition

to other executive functions, occurs throughout child-

hood and adolescence, and appears directly related to

neurological development of corticofrontal systems.

The frontal lobes, particularly dorsofrontal areas and

subcortical connections, or more primitive brain

regions, play an important role not only in the devel-

opment of these skills but also in their maintenance

over time.
Aging versus Decline

While some mild decline in cognitive functions may be

associated with normal aging, significant decline of

abstract reasoning skills appears primarily restricted

to incidences of problematic aging. All individuals

may experience some level of cognitive decline as

they age, affecting speed of processing information,

as well as some aspects of learning and memory.

Language functions remain generally intact through

the aging process. Any mild decline in abstract think-

ing that may be seen in normal aging is almost imper-

ceptible to the individual, and may be related to the

general decline in speed of cognitive processing. Due to

slower mental speed, concentration may be more diffi-

cult, resulting in what can appear in formal testing to

be a decrease in abstract thought. Such mediated

changes in abstract thinking, related to mild declines

in other executive functions, likely do not severely

impact daily functioning. When individuals begin to

experience declines in social and occupational func-

tioning, such that they demonstrate a decline from
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prior levels of functioning, they are likely experiencing

more than normal age‐related declines.

In the Diagnostic and Statistical Manual of Mental

Disorders, Fourth Edition, Text Revision (2000), the

formal diagnosis of dementia, regardless of etiology,

includes the ‘‘development of multiple cognitive defi-

cits manifested by both (1) memory impairment . . .

and (2) one (or more) of the following cognitive

disturbances: (a) aphasia (b) apraxia (c) agnosia

(d) disturbance in executive functioning.’’ Executive

dysfunction in this diagnosis includes disturbances in

‘‘planning, organizing, sequencing, [and] abstracting.’’

In the discussion of these disturbances, the text speci-

fies that impairments in abstract thinking may be

indicated in individuals struggling to process novel

situations and cope with novel tasks. Aging individuals

can experience dementia for many reasons, includ-

ing Alzheimer‐type dementia, vascular dementia, and

numerous other general medical conditions. Preva-

lence rates of dementia vary depending on the age

of the sample being studied. Suggestions indicate that

20–30% of the population at a given time may experi-

ence neuropsychological decline without associated

significant impairments in social or occupational func-

tioning. Many of these individuals likely experience

some decline in executive functioning, including

abstract thinking. It remains unclear at this time how

many of these people go on to develop a diagnosable

syndrome of dementia. It is similarly unclear how

many of these individuals experience a decline in

abstract thought resulting in functioning impairment.
Assessment

Assessment of abstract thinking, and its possible

decline, can take many forms including standardized

questionnaires, interviews, bedside assessments, and

formal neuropsychological assessments. Consideration

of the person’s educational background is an impor-

tant component of any assessment. Up to a quarter of

the variability seen in cognitive functions assessed in

older adulthood is directly related to the level of

educational experience. Those individuals with lower

levels (less than high school) of educational attainment

often perform poorly on tasks of executive function-

ing, including abstract thinking. This may be in part

due to lack of exposure to this type of thought, and

also may be related to lower levels of ability that are

lifelong and not indicative of a decline in functioning.
Formal assessment of abstract thinking can involve

both verbal and nonverbal measures. Verbal abstract

reasoning is often assessed utilizing proverb and simi-

larity tasks. Proverbs tap an individual’s ability to

move from concrete sayings into abstract, metaphori-

cal thought. When using this method to assess an

individual’s level of abstract reasoning skills, the pro-

verbs provided must be novel, otherwise responses

may be based on rote memory rather than allegorical

representations. Asking a person to identify similarities

between words assesses his or her ability to identify

the broader conceptual relationships among words. This

task can be negatively impacted by other neurological

and neuropsychological conditions such as aphasia.

Visually based abstract reasoning skills are often assessed

using category tasks, requiring a person to recognize

conceptual categorical relationships among visual pic-

tures. Additionally, pattern tasks can assist in assessing

an individual’s ability to identify symbolic relationships

among items.

Formal testing of abstract thinking should always

be accompanied by a clinical interview of the indivi-

dual and the family members. The inclusion of family

members in the evaluation process is important in order

to attempt to identify if an individual has experienced a

decline in functioning from prior levels. It may be diffi-

cult to interpret what poor performances on some

but not all formal tests may imply. Therefore, monitor-

ing an individual’s daily functioning, including the abil-

ity to complete complex tasks, understand and resolve

new situations as they arise, and demonstrate adequate

reasoning skills day‐to‐day, likely remains the best

method for assessing abstract thinking skills.
Related Topics
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Access to Health Care
Beth E. Quill

Access to health care has dominated the health policy

scene for several decades. In the early 1990s national

legislation, ‘‘universal access’’ to health care was intro-

duced by former president, Clinton, and the Congress

as a way to provide health security for all Americans.

Lively debates were generated and the topic com-

manded national attention. The effort, although

unsuccessful, has kept the problem of health care

access on the public agenda.

Access to care generally refers to the timely use of

personal health services to achieve the best possible

outcomes. Initially, the premise was access to physi-

cians and hospitals. Recently the analysis of health

care access has required accounting for a variety of

providers, services, and facilities. In addition, access

describes the actual use of health services and factors

that facilitate or impede health care.

Aday (2001) and Anderson (1996) describe six

types of access:

1. Potential access refers to health care system char-

acteristics that influence the use of services.

2. Realized access is the actual use of health services.

3. Equitable access is the use of health services deter-

mined by demographic characteristics and need.

4. Inequitable access refers to the use of health services

that is determined by social characters and available

resources.
5. Effective access is the use of health services that

improves health status or satisfaction.

6. Efficient access minimizes the cost of health care

services and maximizes health status or satisfaction.

Thus, each type of access to care is influenced by a

number of characteristics and events. In an effort to

understand the influences on access to health care,

numerous studies have examined the barriers to care

in specific populations.
Personal and Family Barriers

Acceptability Services must be desirable and

viewed as acceptable to the patient/client and family.

Physical setting, demeanor, and scope of services must

all be acceptable. A recent study of barriers to health

care for elderly noted that the most common barrier

was the physician’s lack of responsiveness to their con-

cerns (33%).

Language and Literacy Patients/clients experience

significant barriers when important information is

complex and not in their native language. Complicated

systems such as application for Medicaid present per-

ceived and real barriers in literacy and native language.

The lack of providers who speak the language and are

from the same culture as the populations they serve

further exacerbates language barriers.

Culture Health care providers and facilities that do

not understand the cultural expectations and norms of

the service populations present obstacles to accessing

care. Lack of knowledge about the culture further

creates difficulty in achieving compliance with neces-

sary medical treatments. Treatment and lack of adher-

ence to medication for tuberculosis among Hispanic

immigrants is one example.

Attitudes, Beliefs The relationship between the

provider of services and the patient/client involves

mutual respect and understanding. Barriers occur

when patients/clients perceive attitudes and beliefs

about the nature of their health as negative. This results

in lack of compliance that undermines successful treat-

ment outcomes. Negative attitude on the provider’s

part (homophobia, discomfort of dying patients)

toward HIV or AIDS patients is one example.

www.alzheimers.org/index.html
www.alzheimers.org/index.html
www.aoa.gov/eldfam/eldfam.asp
www.ncoa.org/content.cfm?sectionID = 109&detail = 65
www.ncoa.org/content.cfm?sectionID = 109&detail = 65
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Humans Behaviors Individual characteristics may

serve as barriers to treatment. Patients with physical or

emotional disabilities may have difficulty in finding

services that meet their needs. Health care providers,

on the other hand, behaving in a courteous and

respectful manner, are likely to facilitate the engage-

ment of at‐risk patients/clients and the elderly.

Education and Income Individuals with lower

incomes or education do not access the health care

system to the same extent as the more affluent or

those with higher education do. Utilization of certain

services and quality of care are notably lower for some

groups, whereas there is higher utilization (such as

emergency rooms) in other populations. With increas-

ing health care costs, more of the population is experi-

encing ‘‘out‐of‐pocket expenses’’ as a barrier to

obtaining services. This is especially true for the elderly.
Financial Barriers

Insurance Coverage Insurance coverage is the

‘‘admission ticket’’ to health services. Although there

is a perception of greater equality regarding health care

access for the elderly because of Medicare, financial

barriers for this group emerge from lack of sufficient

supplementary insurance and out‐of‐pocket expenses
for prescription drugs. Recent changes in Medicare and

Medicaid present efforts to ‘‘close this gap.’’ However,

premiums, deductibles, and co‐pays pose a barrier to

access for the elderly, especially for those with low

incomes. Patients/clients are reluctant to seek care

without adequate insurance, and providers and facil-

ities are reluctant to provide care since services may

not be adequately reimbursed.

Reimbursement Levels Low levels of reimburse-

ment for health services by government programs

have been a major disincentive for providers and

health care facilities, exacerbating existing barriers

that vulnerable populations may experience.
Structural Barriers

Availability Access to health services, particularly a

regular source of medical care, is contingent upon

services being available where and when needed by

the service population. Barriers based on availability
occur when services are located only in more urban

areas creating barriers for remote rural populations or

during hours when the elderly are unable to come for

services. At least 11% of the elderly report not seeking

care because they did not have a regular source of care.

Transporation Lack of transportation is cited by as

many as 23% of the elderly as a barrier to access care.

While many elderly rely on family, friends, or public

transportation, special accommodations are required

to assist those who may be functionally impaired.

Although innovative approaches have been developed,

they cannot be sustained if services must be paid for by

clients who may be socially disadvantaged.

It is clear that groups and individuals at risk may

experience multiple barriers in trying to access health

care. These are often individuals and groups who are

vulnerable and need multiple services. Aday (2001)

notes that the principal health needs of vulnerable

populations are physical (chronically ill and disabled,

persons living with HIV or AIDS); psychological

(mentally ill and disabled, alcohol or substance abu-

sers, suicide‐ or homicide‐prone individuals); and

social (abusing families, homeless persons, immigrants

and refugees). Many of these vulnerable groups have

crosscutting health needs such as battered elderly

women or substance‐abusing elderly. The elderly are

at increased risk to experience multiple barriers to

accessing care. For example, an elderly woman with

diabetes, living alone in a rural area, likely experiences

the following barriers: fewer providers in rural areas;

co‐pays and deductibles with significant out‐of‐pocket
expenses for medication; fear of a physician discover-

ing other medical problems or complications; and

transportation that accommodates her functional

impairments (mobility, vision).

Access to timely care, immunization, preventive

screening, chronic disease management, and dental

visit in the elderly are all personal examples of health

services that contribute to favorable health outcomes.

Thus, measurement of these indicators provides useful

clues to how inadequate access to health care yields

disparities in health outcomes. For example:

� Persons from poor areas are two‐thirds as likely as
those in high‐income areas to have access to hospi-

tal admission and referral services.

� Those with dental insurance make an average of

one more visit to the dentist than those without

insurance. Medicaid beneficiaries are less likely to
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visit a dentist compared to low‐income privately

insured individuals, and Medicaid reimbursements

for dentist visits are notably low.

� Poverty is associated with limited access to preven-

tive, primary, or specialty care, and therefore with

poor health outcomes.

� Americans without health insurance are generally

sicker and die sooner. In addition, when they receive

care, it is likely to be of poorer quality than those

with insurance. The Medicare program provides

health care for those above 65 years. With an

expanding elderly population that has an increased

life expectancy, more resources are required to pro-

vide adequate care for those with chronic diseases

and disabilities, and those who require medication

and technological support to maintain their health.

A major barrier to access for the elderly is the gap

between coverage by Medicare, Medicaid, and private

insurance. Long‐term care and prescription drugs are

the top ‘‘uncovered’’ benefits. While 65% of those on

Medicare have supplemental insurance, out‐of‐pocket
expenses for deductibles, premiums, and co‐pays force
many elderly to forgo necessary treatment. Recent

changes to Medicare provide supplemental prescrip-

tion drug coverage (Part D). Medicaid beneficiaries

will have drug coverage through Part D. More benefits

for home and community care for the elderly as well as

preventive services will be provided. Both Medicare

and Medicaid programs are major components of

state and federal budgets with expenditures exceeding

the budget. Benefits of both programs are therefore

vulnerable to economic changes. Growth in the elderly

population and technological medical advances will

require policy actions to keep pace with the increased

demand in services. Access to health care for the elderly

will continue to be a major concern for policymakers

and public health practitioners.
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Accidents
Gail E. Souare

Accidents and unintentional injuries among older

adults are a major public health problem that, with

the exception of falls, has received relatively little atten-

tion compared to their occurrence in other age groups

and to other health problems among seniors. Injuries

to older adults are costly to the health‐care system and

often have serious consequences to the individual.

Injuries can lead to an irreversible decline in function,

institutionalization, and even death.

Many injuries are related to physical changes that

accompany the aging process. These include changes

in eyesight that reduce depth and color perception,

increased susceptibility to glare, and alterations in

blood circulation that can result in dizziness and loss

of balance. Changes in walking patterns, for example

taking shorter and shallower steps, increase the risk of

tripping. In addition, reaction times can increase,

resulting in a reduced ability to rapidly react to danger.

Other changes that may contribute to accidents

include decreased cognitive skills and reduction or

loss of the senses.
Falls

The most common type of accident in older persons is

falling. Persons above 75 have relatively more injury‐
related deaths than any other age group; people aged

65 through 74 follow close behind. According to the

Centers for Disease Control and Prevention (CDC),

in 2003 more than 1.8 million older adults (aged 65

and older) were treated in emergency departments

for fall‐related injuries and more than 421,000 were

hospitalized.
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Automobile‐Related Accidents

The second most common type of injury results from

automobile‐related accidents. According to the Insti-

tute of Transportation Engineers, older drivers are

increasingly mobile and most Americans continue to

drive as they age, with 75% aged 70 and older reporting

that they still drove in 2001, up from 73% in 1995. Per

mile driven, elderly drivers (those above 80) are more

likely to die in a crash than any other age group.

Although older drivers drive far fewer miles than

younger drivers, in a crash of the same severity, they are

more likely to be injured or to die because of their frailty.

The increase in the number of older drivers killed

in traffic accidents is occurring as older Americans

form a greater portion of the overall population. The

older segment of the population (65 and older) grew

nearly twice as fast as the total population between

1990 and 2000, and the number of older Americans

will only increase as baby boomers start to turn 65 in

2011. The US Census Bureau estimates that one in five

people will be 65 or older by 2030.
Accidental Poisoning and Overdose

When speaking of accidental poisoning, we often think

of children, but more unintentional poisoning deaths

actually occur among the elderly than among young

children. The elderly are at particular risk for misuse

of prescribed medication due to the large number of

medications they may be required to take, interactions

between or among medications, and decreased cogni-

tive abilities to understand the doctor’s instructions.

Older adults may receive prescriptions frommore than

one physician and purchase medications from different

pharmacies without informing either doctors or phar-

macists about the other medications they are taking.

Unfortunately, since mixing medications may result in

hospitalization and/or death, the problem of mixing

prescription medications is underdiagnosed. In addi-

tion, some older adults may drink alcohol, which

interacts adversely with many medications, particu-

larly with such drugs as barbiturates, sedatives, and

tranquilizers, and the combined effects can be deadly.
Burns

Burns are another cause of accidents in the home.

These may result from water heaters being set too
high, house fires caused by smoking, unsafe heaters

or frayed electrical cords, and scald injuries from hot

foods, grease, and cooking liquids. Older persons may

be at greater risk for these types of accidents due to

decreased cognitive skills and reaction time.
Other Causes of Injury or Accidents

There are many other causes of accidents that affect

older persons. During winter months, unventilated

heaters may be used causing accidental carbon mon-

oxide poisoning. Older adults may be at greater risk

for accidental cuts while using knives or other sharp

instruments while preparing meals due to decreased

reactions or reduced depth perception. Active older

adults are also susceptible to sports injuries, drowning,

and other accidents that affect the general population.
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Acculturation
Anamaria Tejada

When immigrants establish themselves in a new host

culture, they start a process of cultural change that

allows them to function effectively in the new culture

without giving up their own. This process can happen

at the group and the individual level. At the group
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level, a large number of members of a community

immigrate together and their community dynamics

are transformed through acculturation. At the indivi-

dual level, each member of the immigrant community

experiences changes in values, behaviors, and compe-

tences to adjust to the new culture. Researchers also

differentiate between acculturation and assimilation.

In acculturation, people incorporate and integrate

into the culture of the host community while main-

taining aspects of their original culture. In assimila-

tion, people completely blend in the host community,

adopting its culture while renouncing their original

one. For example, some groups like Jewish and

Cuban elders function effectively in mainstream cul-

ture while maintaining their language and ethnic and

religious values.

Acculturation is a dynamic process and depends

on the characteristics of the immigrant, the host com-

munity, and the circumstances of the immigration. It

involves a series of losses and changes, so it can be

stressful. Acculturation is a process mostly related to

immigrant communities, but it can also be applied to

any minority community that is at different levels of

integration to the mainstream culture. With the grow-

ing diversity in the aging population, the concept of

acculturation becomes relevant for older adults of min-

ority groups, including African Americans, Hispanics,

Asians and Pacific Islanders, and Native Americans.

These four groups in general struggle with poverty,

low education level, more health problems, and multi-

ple challenges like language barriers and lack of legal

residency status. These circumstances interfere with the

ability of minority elders to fully participate in the

community since they are pressed to face more urgent

priorities like shelter, health, and income.

It will be important to differentiate three groups

of ethnic minority elders depending on their level

of acculturation. The first includes native blacks,

Hispanics, Asians and Pacific Islanders, as well as

American Indians; the second includes elders who

belong to these same ethnic groups but who immi-

grated when they were children or young adults; and

the third includes those who immigrated as older per-

sons. Depending on their membership in one of these

groups or cohorts, elders will display variations in their

attitudes, beliefs, values, and behaviors that have an

impact on their health and their access to community

resources. Aging itself might have different meanings

for men and women and for people from different

cultures. They might have different expectations and

norms for people at each stage of the life span.
The resources and skills of immigrants will vary

depending on how old they were when they immi-

grated and this will affect how they cope with growing

old in America. The current characteristics of minority

elders will be determined by the particular process of

acculturation that they have gone through since immi-

gration. Highly acculturated or bicultural elders have a

better understanding of the language and dominant

culture that in turn allows them greater access to social

and health resources in the community. They also feel

more empowered to advocate for themselves and to

request needed services. Elders with lower levels of

acculturation experience more barriers to access neces-

sary services and have a higher need for advocacy.

However; acculturation to American norms may not

be always the ideal; in some situations it may be harm-

ful. For example, changes in diet to high‐fat and low‐
fiber common in American food might create health

problems for those acculturating to American lifestyle

and make immigrants more susceptible to diabetes,

obesity, and heart disease.

Proficiency in the English language might be the

most important factor for successful acculturation as it

has an overall positive impact on the immigrants’

health and well‐being. Lack of proficiency is associated
with social isolation and limited access to health care

and other social services, which in turn diminish the

immigrants’ sense of self‐efficacy and increase distress.

Therefore, helping immigrants to learn the language

has become a priority for those providing services

to this population. It is necessary, however, to deliver

those services while considering the specific needs of

aging immigrants. For example, it is not helpful to

have immigrants of all ages in the same classroom

when English as a Second Language classes are offered,

because individuals’ expectations and abilities to learn

will vary significantly. Older adults in the same class-

room with younger individuals may feel ashamed and

humiliated, which may discourage them from learning.

Older adults who are learning how to function in

the new culture and are facing the immediate demands

of adjusting to, and learning, a new language might

neglect their previous life goals. After this first stage of

acculturation, they may be more able to address other

issues associated with the immigration experience,

such as loss, grief, and the redefinition of their cultural

identity. It is important for health care professionals,

especially those in the mental health field, to be aware

of this process and its challenges. It is also helpful

for older adults to remain involved in activities with

other members of their own culture. This helps them
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maintain their ethnic identity and self‐esteem while

learning to use their abilities in the new environment.

The integration of social, health, and mental health

services in one location could also lower the barriers

for minority elders to access those services. This is

particularly important in their acculturation process

since the mental health and well‐being of minority

elders is strongly connected to their physical health

status. Good physical and mental health is the result

of a balance with their faith, spirituality, family, and

everyday life.
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Accumulative Waste
Theory of Aging
Jessica Diggs

The accumulative waste theory of aging, also known

as the waste accumulation or garbage accumulation

theory of aging, proposes that molecules damaged by

oxidation and their byproducts (e.g., aged collagen,

damaged enzymes), and damaged mitochondria (orga-

nelles responsible for cellular energy production)

accumulate in postmitotic (nondividing cells) causing
dysfunction, toxicity, aging, and cell death (see

Free‐Radical Theory of Aging). There are several

mechanisms by which garbage accumulation affects

cells. The presence of waste products changes the struc-

tural organization of the cell. Cellular components are

displaced by these waste products and cellular functions

such as cell signaling, transport of cellular molecules,

and metabolic functions are impeded. Accumulation of

waste materials within the cell can also cause damage,

secondary to their toxicity, for example by the accumu-

lation of toxic protein oxidation products in the cell or

by an increased amount of reactive oxygen species

(highly reactive molecules that react with, and damage,

cell components) produced by damaged mitochondria.

Postmitotic cells, for example cardiac and skeletal

muscle cells as well as nerve cells, are particularly

susceptible to the accumulation of damaged cellular

components and nondegradable waste products, due

to their lack of turnover. Actively dividing cells are

capable of ‘‘diluting’’ the amount of damage during

cell division. Cells like those of the intestinal tract and

blood cells experience rapid turnover, and die or are

replaced before waste materials can accumulate to a

detrimental level within the cell; in this regard, mitosis

and rapid turnover of cells are protective against aging.

This mechanism of waste accumulation and protection

has been shown in experimental studies, by comparing

the waste accumulation in dividing cells with that of

nondividing cells.
Lipofuscin

Lipofuscin, composed of brownish yellow oblong

granules, is a cellular waste product caused by the

peroxidation (free‐radical reaction) of proteins with

lipid molecules. This waste product appears to play a

key role in the accumulative waste process, both by its

own accumulation and by associated events (e.g., oxi-

dative damage) that produce a cycle of waste accumu-

lation. Under normal conditions, waste molecules are

taken up and degraded by cellular lysosomes (orga-

nelles within the cell that contain an acidic material for

digestion of foreign and damaged cellular materials).

Because of their molecular structure, lipofuscin mole-

cules are not effectively digested within lysosomes,

leading to lipofuscin accumulation over time. This

results in the reduced ability of the lysosome to per-

form its normal functions, both due to ineffective use
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of lysosomal enzymes as well as by causing dysfunction

of the proton pump (acid pump like those present

in the stomach) necessary for lysosomes to create an

internal environment capable of digestion. Lipofuscin

molecules also contain a small percentage of metals like

iron. Accumulation and concentration of iron in the

lysosome can contribute to free‐radical reactions, lead-
ing to a vicious cycle resulting in increased lipofuscin

accumulation, in addition to increased free‐radical
damage of other cellular components. Lipofuscin pre-

ferentially accumulates in postmitotic cells, accelerat-

ing the aging process and level of dysfunction in these

cell types, with minimal damage to mitotic cells.
Waste Accumulation and Aging

In general, aging cells have a decreased ability to prop-

erly degrade cellular waste products; however, there

may be interindividual variation in the efficiency of

waste degradation and the amount of lipofuscin accu-

mulation that will occur. One explanation may be

variability in an individual’s genetic profile that will

determine the properties and digestive capabilities of

the person’s cellular lysosomes. The variation may

be reflective of the environment or the health and

nutritional status of the person.
Public Health Perspective

Waste accumulation has been the target of antiaging

remedies. Methods to increase the functionality of the

cellular waste degradation process may show promise

for preventing the effects of cellular waste accumula-

tion on cellular aging and cell death. These measures

may involve nutritional or enzyme supplementation,

to reduce lipofuscin accumulation or to prevent the

excess production of free radicals in the cell; however,

more research is necessary in the development and

testing of these products. As is a common theme in

the prevention of cellular damage and aging, every

individual (young and old) should strive to live a

healthy lifestyle including regular physical activity

and endurance training, with a balanced diet, rich in

antioxidants and essential nutrients. Even small posi-

tive lifestyle modifications have the potential to result

in significant improvements in the health, well‐being,
and longevity of our population.
Related Topics

>Anti-aging remedies, >Diet, >Exercise, > Free‐
radical theory of aging, >Nutrition, >Vitamins
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Acquired
Immunodeficiency
Syndrome (AIDS)
Daniel J. O’Shea

The number of seniors with human immunodeficiency

virus (HIV) or acquired immunodeficiency syndrome

(AIDS) continues to grow rapidly both through new

infections among older adults and the natural aging of

adults infected at younger ages. The World Health

Organization estimates that the total number of people

living with HIV or AIDS worldwide is rapidly

approaching 50 million. In some countries, seniors

aged 50 and above comprise between 5% and 11% of

the HIV‐positive population. However, many more

seniors are affected by this pandemic while providing

care to infected family members and at the same time

losing potential sources for their own support.

In the United States, an estimated 1.1 million peo-

ple were living with HIVor AIDS at the end of 2003. In

2004 alone 10% of all reported AIDS cases and 15% of

all HIV or AIDS cases diagnosed and reported were 50

years and above, with a quarter of these above 60 years.
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The incidence rates are higher among older women

than older men, with persons of color at particular

risk. As in other countries, many noninfected seniors

are also challenged to become caregivers for infected

children, other family members, or friends, or to care

for grandchildren or other relatives orphaned by AIDS.

Dramatic advances in understanding the natural his-

tory of HIV disease and developing life‐saving HIV

treatments within the past 10 years have reduced

death rates and slowed progression to end‐stage
AIDS, but have not eradicated the virus from those

infected. The result is a growing epidemic that is relent-

lessly aging. Even so, little research has historically

focused on seniors living with HIV and AIDS.
What Is AIDS?

AIDS is a medical diagnosis by a physician of a set of

symptoms or conditions based on specific criteria

established by the Centers for Disease Control and

Prevention (CDC). This includes infection with HIV

and either the presence of one or more defined AIDS

indicator diseases or other indicators of a suppressed

immune system based on certain blood tests (CD4þ
counts). The ‘‘opportunistic’’ diseases associated with

AIDS occur following the depression of an individual’s

immune system, allowing susceptibility to unusual

infections or malignancies.

AIDS, the end stage of HIV disease, is caused by the

infection and spread of HIV within the body. A posi-

tive HIV test result alone does not mean that a person

has AIDS, but only that HIV infection has occurred.

HIV destroys CD4þT blood cells, which are crucial to

the normal function of the human immune system.

Most HIV‐infected people carry the virus for years

before the immune system is damaged enough for

AIDS to develop. There is a direct correlation between

the amount of HIV in the blood, the decline in CD4þ
T cell numbers, and the onset of AIDS. Progression

from initial HIV infection to AIDS may take 10 years

or more, but varies greatly depending on many factors

including a person’s health status and health‐related
behaviors. Reducing the amount of virus in the body

with anti‐HIV drugs can slow down the rate at which

HIV weakens and destroys the immune system.

Although the natural history of HIV infection in

adults is well documented, the impact of age on the

outcome of HIV infection is still being investigated.
HIV appears in some studies to progress more rapidly

in seniors than in those infected at a younger age, with

survival rates in inverse proportion to age at infection

or diagnosis. The natural process of immune system

breakdown and the onset of other comorbidities with

aging are likely contributing factors.
HIV Transmission

HIV can be transmitted through blood, semen (includ-

ing preseminal fluid or ‘‘precum’’), vaginal fluid, or

breast milk. The most common modes are: sexual inter-

course (anal, vaginal, or oral sex) with an HIV‐infected
person; sharing needles, syringes, or injection equip-

ment with an injecting drug user (IDU) infected with

HIV; and from HIV‐infected women to babies before or

during birth, or through breast‐feeding after birth. HIV

can also be transmitted through transfusions of infected

blood or blood‐clotting factors, but routine screening of
all donated blood since 1985 has made this risk extre-

mely low. Some health care workers have become

infected after being stuck with needles containing

HIV‐infected blood.

Transmission of HIV can be influenced by several

factors, including characteristics of the HIV‐infected
host, the recipient, and the quantity and infectivity of

the virus. Having a sexually transmitted disease (STD)

can increase a person’s risk of becoming infected with

HIV. In addition, if an HIV‐infected person is infected

with another STD, that person is three to five times

more likely to transmit HIV through sexual contact.

HIV cannot be transmitted from casual (i.e., hugging

or shaking hands) or surface (i.e., toilet seats) contact,

or from insect bites. Intact, healthy skin is an excellent

barrier against HIV and other viruses and bacteria.
HIV Testing

Testing for HIV is the only way to determine whether

someone is infected with HIV. Many infected indivi-

duals do not have symptoms for many years. The tests

commonly used detect antibodies produced by the

body to fight HIV. Most people develop detectable

antibodies within 3 months after infection, with the

average at 25 days; in rare cases, it can take up to 6

months. HIV testing and counseling provides an

opportunity for infected seniors to find out that
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they are infected and gain access to medical treatment

that may help to delay disease progression; for those

not infected, counseling offers an opportunity for

prevention education.

Many seniors in care are not routinely screened for

HIV. They are less likely than younger individuals to

talk about their sex lives or drug use with their doctors,

and their doctors may be less likely to ask or talk with

them about risky behaviors or HIV.
Preventing HIV Transmission

Abstaining from any behavior that carries risk of

acquiring HIV (e.g., sexual intercourse or using and

injecting drugs) is the most effective way to avoid HIV,

but not always the most realistic (for recommenda-

tions on safer sex activities, see Safer Sex). For IDUs,

the following steps are recommended to reduce risk:

� Never reuse or ‘‘share’’ syringes, water, or drug

preparation equipment.

� Only use syringes from a reliable source (i.e., phar-

macies or needle exchange programs).

� Use a new, sterile syringe to prepare and inject

drugs.

� Use sterile water to prepare drugs if possible; other-

wise, use clean water from a reliable source (i.e.,

fresh tap water).

� Use a new or disinfected container (‘‘cooker’’) and a

new filter (‘‘cotton’’) to prepare drugs.

� Clean the injection site prior to injection with a

new alcohol swab.

� Safely dispose of syringes after one use; if new,

sterile syringes and other drug preparation and

injection equipment are not available, boil pre-

viously used equipment in water or disinfect with

bleach before reuse.

Older people have specific health challenges related

to aging (Alzheimer’s disease, osteoporosis, etc.) and

may not be aware of the risks of HIV infection or how

to protect themselves. Informed awareness of risk is

essential to making positive decisions to prevent HIV

infection, but, despite increasing prevalence, few pre-

vention efforts or materials have been specifically tai-

lored or targeted for this age group. Health‐care
providers rarely consider seniors to be at risk, assum-

ing they are not sexually active or, if they are, they

know how to avoid infection.
Care and Treatment

Early medical treatment and a healthy lifestyle can help

an individual with HIV stay well, delay the onset of

AIDS, and prevent life‐threatening conditions. Over 20

antiretroviral drugs are available in the United States to

fight HIV disease by breaking into CD4 T cells and

interrupting one of the stages of the HIV replication

cycle. Recommendations for treatment continue to

evolve rapidly as new medications are developed and

additional data from clinical trials are presented. With

clinical care for HIV and AIDS advancing at a breath-

taking speed, any treatment protocols described here

would be quickly outdated (current treatment guide-

lines are available on the US Department of Health

and Human Services HIV/AIDS Information Internet

website: > http://www.aidsinfo.nih.gov/).

Although specific HIV treatment guidelines have

been created for children, pregnant women, and other

populations, no specific recommendations exist for

older adults. This presents a challenge for physicians

treating patients with other age‐related illnesses. As

people age, other co‐occurring illnesses become more

common. Alzheimer’s disease, arthritis, diabetes, high

blood pressure (hypertension), heart disease, depres-

sion, dementia and other mental health issues, high

cholesterol and triglycerides (hyperlipidemia), osteo-

porosis, various forms of cancer, and vision and hear-

ing loss affect millions of older adults each year, with

many of these sharing common symptoms with HIV

and/or AIDS. Lack of discussion about risk factors

and HIV‐related symptoms can lead to misdiagnosis

or a delayed diagnosis of HIV and a potentially critical

lag in beginning anti‐HIV treatment. Older people

often take a variety of medications to deal with their

health problems, and many interact negatively with

anti‐HIV drugs. Some HIV medications may even

increase the risk of diabetes, high blood pressure, or

osteoporosis. These complications make it difficult to

choose appropriate and effective anti‐HIV drugs.

Increasing costs of all these medications and related

care will continue to be a problem for most Americans,

especially those aging with HIV. Funding for the safety

nets of Medicaid and the Ryan White CARE Act will

likely continue to erode while the rollout of the new

Medicare drug benefit presents additional uncertain-

ties and confusion, potentially increasing cost and lim-

iting options and access for vulnerable seniors and

people with HIV or AIDS.

http://www.aidsinfo.nih.gov/
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Social and Psychosocial Challenges

Many social and psychosocial issues, including homo-

sexuality, drug use, mental illness, racism, homeless-

ness, and poverty, are linked inextricably to HIV or

AIDS by association with the communities the disease

has heavily impacted. In addition, older adults also

face ageism, that is, discrimination based on negative

attitudes toward aging and older people.

Social support—emotional and practical assistance

provided by family members and friends—is a particu-

larly important resource for people as they age. Social

support boosts psychological well‐being and can reduce

the number and intensity of physical symptoms related

to HIV. Unfortunately, as people get older, their net-

works shrink: friends die, and friends or family may

move away or fail to provide needed support. Some

may choose to isolate themselves from their social

network due to real or perceived stigma related to

HIV disease; others may do so to ensure an appropri-

ate environment in which to get healthy or stay in

substance abuse recovery.
Related Topics
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Activities of Daily Living
Patrick K. Murray

Activities of daily living (ADLs) are a key link in the

description of the relationship between human disease

and the ability of an individual to perform normal

physical and social activities. While models of this

relationship are still being debated, the concept that

diseases may cause impairments, which may in turn

cause disability, is generally accepted. Disability is gen-

erally measured in terms of an individual’s ability to

perform ADLs.

ADLs are the tasks that are required for a person to be

able to live in the community. Basic ADLs include eating,

dressing, bathing, transferring, toileting, and mobility.

When a person is unable to perform one or more of

these basic activities, he or she will generally require

daily support from a caregiver to live in the community.

Instrumental ADLs include housework, cooking, shop-

ping, management of finances, use of the telephone, and

transporting oneself outside the home. When a person

is unable to perform one or more instrumental ADLs,

he or she will generally require assistance to live in the

community, but on a less than daily basis.

The measurement of ADLs or functional ability

has been an important research activity over the

past 20 years. Scales have been developed that describe

the level of dependency in either basic or instru-

mental ADLs. Most of these scales are ordinal in nat-

ure. Recent advances in the development of some of

these scales allow for an interval type of measurement

to be described. Such interval measures, however,

require the ADLs to be categorized into more than

one domain, e.g., physical activity and cognitive skills.

Measurement of ADLs is important in clinical care

of older persons. Geriatric assessment programs have

used ADL instruments both to identify changes in
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condition that require intervention and to monitor the

success of interventions implemented. In inpatient

rehabilitation settings, the initial ADL status is evalu-

ated and progress toward independence tracked on a

regular basis. The resources available to the person to

meet the dependencies identified coupled with mea-

surement of ADL progress assist the rehabilitation

professionals and the family in determining the safety

of discharge from the rehabilitation setting.

Measurement of ADL levels is important in eval-

uating the efficiency of rehabilitation programs.

Evaluators examine the improvement in ADL scores

and the number of days receiving services to deter-

mine efficiency. These efficiency scores will vary based

on the etiologic cause of the dependency. For exam-

ple, ADL improvements are achieved much more

quickly after a hip replacement than after a spinal

cord injury.

Another important use of ADL evaluation is as a

component in determining reimbursement for care. In

the nursing home setting, studies have demonstrated

that a key determinant of a patient’s need for nursing

and nursing assistant care is the functional ability as

measured by ADLs. The nursing home reimbursement

system employed by many states and the federal gov-

ernment, the Resource Utilization Groups, uses the

ADL instrument imbedded in the federally mandated

resident assessment instrument as an important ele-

ment in determining reimbursement for care. In the

inpatient rehabilitation setting, the reimbursement sys-

tem employed by Medicare, the Functional Related

Groups, uses the ADL score, etiology of the dependency,

age, and comorbidity to determine reimbursement

for care.

Dependency as defined by inability to perform one

or more basic or instrumental ADLs has declined from

25% in 1984 to 19% in 1999 in the US population

above 65 years according to national surveys of the

health status. However, dependency is highly related

to age, with 10% of persons aged 65–74 being depen-

dent and this rate increasing to 60% of persons above

85 years. This decline in dependency over time has

been ascribed to improvements in medical care,

changes in health behavior (less smoking, better

diets), development of assistive devices, economic

affluence, decreased exposure to disease, and improved

social supports. The decline in dependency is impor-

tant for social planning concerning the needs of the

growing elderly population.
Related Topics

>Assisted living, >Disability, >Medicare, >Nursing

home, >Rehabilitation
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Activity Theory of Aging
Jessica Diggs
Introduction

According to the activity theory of aging (also referred

to as the implicit theory of aging, normal theory of

aging, and lay theory of aging), there is a positive

relationship between a person’s level of activity and

life satisfaction, which in turn increases how positively

a person views himself or herself (self‐concept) and

improves adjustment in later life. Although these two

theories are not mutually exclusive, activity theory is

often contrasted with disengagement theory. Proposed

by Cummings and Henry in 1961, disengagement the-

ory describes social disengagement as an adaptive

response to aging in which elderly persons relinquish

roles while maintaining a sense of self‐worth. This
voluntary surrender of activities is thought to permit

the orderly transfer of power from older to younger ge-

nerations and is beneficial for both the aging individual

and society.

Activity theory was introduced by Havighurst and

colleagues in 1961 and is rooted in symbolic interac-

tionist theory. According to symbolic interactionism, a

person’s identity or self‐concept is defined in part by

interactions with others and in part by the environ-

ment. These interactions can impact on behavior,

thought patterns, and the aging process. In their state-

ment of activity theory, Havighurst and colleagues
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assert that older individuals have the same psycholo-

gical and social needs as middle‐aged people and

that the social withdrawal that characterizes old age is

contrary to the needs of the aging individual. When

social withdrawal or role loss occurs, whether by

retirement, widowhood, or loss of ability to partici-

pate in past activities, the aging person may experience

a loss of personal identity and well‐being, low‐self
esteem, shame, or isolation. According to this theory,

a person most likely to age successfully would con-

tinue to be active through middle age and beyond,

by taking on productive roles in society and repla-

cing roles that were lost as they aged. Productive

roles might include membership in organizations,

volunteering, or participation in social groups or

activities.

Further study of activity theory has shown that

activity is associated with morale and that people

who are most active are happier at all stages of life.

While it has been shown that the quantity of activity is

important in achieving life satisfaction, the type and

quality of activity may also play a role. Sustained inti-

mate interpersonal activity or activity of an informal

nature may be more beneficial by increasing the oppor-

tunities for reinforcement of the individual’s positive

self‐concept.
Applying Activity Theory to
Aging Individuals

Remaining active beyond middle age and finding

replacements for lost roles and social positions is one

solution for maintaining life satisfaction; however,

critics of this theory would state that achieving this

may be difficult. Aging persons may be limited in their

ability to continue many activities due to physical or

cognitive decline or disability. They may face age

discrimination when seeking employment, may lack

self‐esteem or interpersonal skills, or may not have

the social or financial resources to seek alternative

activities. Finding new mates may not be easy or desir-

able for those who have been widowed. It may also be

difficult to acquire new skills in a continuously chan-

ging, technology‐driven environment. Early retirement

planning, support of family members, and the devel-

opment of social programs to involve elders in mean-

ingful roles might lead to greater opportunities for

aging people to maintain active lifestyles.
Limitations of Activity Theory

Critics also highlight that activity theory lacks consid-

eration about other factors that may influence the

relationship between activity and life satisfaction such

as personality traits, socioeconomic status, and lifestyle

characteristics. Given the heterogeneity of aging peo-

ple, it is important to take these other factors into

account, because while involvement in many social

activities may be beneficial to one person, another

may prefer solitary activities due to personality differ-

ences. People with limited financial resources might be

overburdened financially by participation in certain

activities, which may limit the satisfaction they gain

from participation. There are also many other indivi-

dual and cultural factors that will dictate which

activities would be most appropriate and lead to the

most satisfaction for any given person.

Researchers have shown that while in general activ-

ity can be beneficial, the activity must be meaningful to

the individual; engaging in activity that is not mean-

ingful to the participant can actually lead to negative

consequences. Studies have also found that a sense of

subjective well‐being can result from an individual

solely having a perception of being socially integrated,

independent of the actual level of social integration.

Given that the benefits of activity are a function of

individual perception and preferences, there is no one

formula for all, and individuals must therefore choose

to participate in the activities that they feel benefit

them most.
Public Health Perspective

Public health professionals are likely one of the largest

proponents of activity theory, especially when consid-

ering health‐promoting activities, since these activities

are specifically targeted to improve health and can have

a significant impact on well‐being beyond that of life

satisfaction. While gaining the benefits of social inter-

action, members of health education groups or sup-

port groups can gain valuable knowledge to assist them

in managing their health and in improving their health

behavior. Regular exercise or other physical activity, in

addition to promoting general well‐being, can also

have a host of physical benefits from improving cardi-

ovascular health to improving bone density. Regular

physical activity can also help to improve muscle mass,
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strength, flexibility, and balance, and to prevent injury.

Engaging in such activities can have the additional

benefit of preventing premature mortality from dis-

eases such as hypertension and may reduce a person’s

dependence on pharmaceutical treatments for illnesses

such as diabetes or high cholesterol.
Related Topics
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Acupuncture
Douglas Flagg

Acupuncture is a medical treatment that emerged from

the naturalist school of thought in China over 2,000

years ago. Its practice continues to be modified and

adapted, in light of modern thought and medical

knowledge. Acupuncture is one part of a complete

Chinese medical system based on the production and

flow of Qi (pronounced ‘‘chi’’), which may be loosely

described as vital energy. Qi circulates through chan-

nels called meridians as well as organs in an orderly

fashion, and it is the disruption in the production and

flow of Qi that results in disease and pain. As a sys-

tem of medicine quite different than the Western

system, acupuncture has its own distinctive language.
In this system references to organs and their function

and influence may be thought of as metaphorical when

compared with the Western definitions of organ

function.

Traditional acupuncture treatment consists of the

insertion of thin sterile needles at specific locations

along the meridians. The acupuncturist determines

the exact locations by making a careful assessment of

the patient and the problem being treated. This assess-

ment involves questioning, observing the patient,

examining the pulse and tongue, and locating areas

of tenderness through palpation. In essence, a history

and physical exam, similar to that done in Western

medicine, is performed but with a different emphasis.

Treatments are thus individualized, such that the same

Western diagnosis may be treated quite differently in

different patients.

In Western countries, acupuncture has been pri-

marily used to treat pain, but is increasingly receiving

attention for treatment of other conditions. Due to the

nature of the individualized treatments, and difficulty

in defining an appropriate placebo, acupuncture treat-

ments do not lend themselves well to the constraints

of controlled clinical studies, leading many Western

trained physicians to doubt or underestimate their

effectiveness. Recent studies have demonstrated that

‘‘sham’’ needling, in which a point that is not thought

to be effective for a given condition is needled, pro-

vides a benefit over nontreatment. This in turn would

dilute the significance of a benefit in the true acupunc-

ture wing of a study. Additionally, for the purpose of

study, treatments are often formulaic as opposed to the

individualized ones usually given clinically. Thus the

literature contains very few well‐designed, controlled
clinical studies of acupuncture as it is actually prac-

ticed, and the methods of those that are available are

open to debate. Despite these limitations, efforts to

clarify the role of acupuncture are receiving more

attention. A consensus panel of the National Institutes

of Health has concluded that acupuncture is probably

effective for postoperative and chemotherapy‐induced
nausea as well as postoperative dental pain. It was

further stated that acupuncture might be an accep-

table alternative treatment for a number of other con-

ditions including headache, menstrual cramps, low

back pain, osteoarthritis, carpal tunnel syndrome,

addiction, stroke rehabilitation, tennis elbow, fibro-

myalgia, myofascial pain, and asthma. Recent studies

in major medical journals have suggested benefit in
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osteoarthritis of the knee, low back pain, and migraine

headaches.

During an acupuncture treatment, needles are

inserted at various points along a meridian. This

usually involves the use of both local and distal points.

A local point is a point at, or near, the location where

the discomfort or pain is present. Distal points, which

are frequently around the wrists and ankles, are chosen

for their traditional effects and are distant from the

location of pain. Acupuncture needles are extremely

thin and solid, unlike the hollow needles used to draw

blood.

Although treatments involve minimal discomfort,

an aching or radiating sensation may be noted. This

phenomenon of ‘‘De Qi’’ is often sought by the practi-

tioner and is thought by many to be important for a

treatment to be effective. Needles may then be manipu-

lated manually or stimulated by low‐level electricity.
A smoldering herb may also be used to warm the

needles in the technique known as moxibustion. As

acupuncture has evolved, multiple different styles and

approaches have emerged. One such approach involves

the use of ‘‘reflex microsystems.’’ Reflex microsystems

are localized areas of the body that have representa-

tions of the entire body within them. The most com-

monly used microsystem is the ear. Thus, for example,

treatment of the ear can have effects on the entire

body. Other microsystems commonly used include

the scalp and the hand. These are frequently stimulated

in conjunction with other acupuncture treatments. In

addition to the use of needles, stimulation of acupunc-

ture points with lasers, magnets, and pressure show

considerable promise.

A treatment may last up to 45 minutes and the

patient not uncommonly experiences a sense of relaxed

well‐being following a treatment. Transient fatigue or

euphoria is a less common effect. Other side effects

may include bruising and pain at the needle insertion

site, and a transient aggravation of the underlying

problem. A mild increase in symptoms is often seen

followed by improvement in the treated condition.

Fainting, while not common, may occur, especially

during a first treatment, but future treatments can

usually be continued with caution. Serious complica-

tions are exceedingly rare, but could include bleed-

ing, infection, and puncture of an organ. While one

treatment may on occasion produce dramatic results,

acupuncture is not magic, and it is not unusual for

8–12 treatments to be required. Periodic treatments

may be necessary to maintain a response.
Acupuncture is appropriately used in conjunction

with Western medicine and recommendations to dis-

continue other treatments should be regarded with

suspicion. Acupuncture practitioners may be medical

doctors who have received further training in acu-

puncture, or licensed acupuncturists who have under-

gone extensive training. Further study should help to

elucidate more clearly the role of acupuncture. For

now it can be said that acupuncture has been shown

to be safe and effective for a number of different

conditions.
Related Topics

>Back pain, >Complementary and alternative health

practices
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Adaptation
Karen J. Berte . Kathleen Patterson

Adaptation can be defined as the act of process of

change. With almost one fifth of the US citizenry

considered elderly, the issue of adaptation in aging is

a central one. Aging is a universal phenomenon that

can be quantified in several domains; however, the

definition of ‘‘successful’’ aging is often more subjec-

tively defined. Successful aging is a multidimensional

and integrative state of being, encompassing the

domains of physical, psychological, functional, and

social health.

http://consensus.nih.gov/1997/1997Acupuncture107html.htm
http://consensus.nih.gov/1997/1997Acupuncture107html.htm
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Rather than a discrete event or landmark, aging is a

developmental phase on a continuum. The quality of

this process of transition and the heterogeneity of out-

comes reflect the impact and diversity of each person’s

personality structure. Likewise, personal history of

psychological, physiological, and socioeconomic devel-

opment affects the various outcomes of aging. Not

only past but also current health status and goal selec-

tion impacts on outcome.

In an older population without significant mental

and/or physical impairment, a useful metamodel of

successful aging can be summarized as ‘‘selective opti-

mization with compensation.’’ In this model, losses

are minimized and gains are maximized. Rather than

focusing on declines and losses, strengths are opti-

mized and compensatory mechanisms are emphasized.

For example, an aging driver might have once had the

goal of traveling with family throughout the United

States in a motor home after retirement. However,

given diminished levels of sustained energy, decline in

visual acuity and reaction time, lack of interest from

children and grandchildren, and perhaps loss of a

spouse, this goal might be altered. A transformed

goal might include briefer trips with friends or other

relatives, or an alternative form of transportation.

Goals and their achievement contribute to a sense of

meaning and purpose in life and are unique to each

individual. Selection, or the focus of one’s energies and

resources on the most compelling goals or interests, is a

principle of development across the life span.

An integrative model of successful aging includes

accepting oneself, maintaining positive relationships

with others, keeping as much autonomy and control

of one’s life as possible, dealing appropriately with

the environment, identifying a purpose in life, and

insuring personal growth in salient domains. These

become greater challenges when frailty and especially

progressive visual degeneration are present. Dealing

with these issues is more effective when positive affect

is evident.

Hope and optimism enrich the quality of social

relationships, increase the personal perception of

being in control of one’s life, and facilitate use of

adaptive coping mechanisms. Moreover, positive affect

predicts greater functional independence and mobility

and less morbidity and mortality. Research has demon-

strated that positive affect is involved in maintaining

an internal equilibrium through chemical and neural

changes, as is evidenced by the effects on such func-

tions as the immune response. Once again, selectivity
of goals and substitution of more attainable goals come

into play. Although most people strive for a sense of

internal control over important aspects of their lives

and health, perceiving control as external to oneself

can also be adaptive in select situations and may

enhance the perception of control over chosen goals.

Psychological resilience—the capacity to adapt to, and

successfully transcend, the multiple challenges and

changes across the life span—is a defining feature of

healthy and successful aging. One’s appraisal of life

events and sense of self strongly influence coping

style and are central to this resilience.

Aging is no longer viewed in negative terms of loss

and decline in function, but rather in the positive sense;

aging represents potential development of new abilities

and goals through continued education, good nutri-

tion, exercise, involvement with others, and satisfaction

with self. Presenescent positive affect predicts greater

success in achieving one’s goals. Flexibility and plasti-

city in personality and daily living facilitate successful

aging. Diminishing opportunities for autonomy and

achievement in the aging population through restric-

tive or overprotective environments lacking mental

and physical stimulation discourages neural plasticity

and inhibits optimization. Overall, ‘‘old age holds the

potentials to be a time when the accumulated knowl-

edge and expertise of a lifetime is invested in the reali-

zation of a distilled set of highly meaningful domains

and goals.’’
Related Topics

>Ageism, >Adult development, >Emotions, >Ger-

iatric medicine, >Geriatric psychiatry
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Addiction
Ted Parran Jr.

Addiction or ‘‘chemical dependence’’ is clearly a

chronic disease of the brain that bears no relationship

with morality, education, social class, or ethnicity. It is

a primarily genetic illness that clusters fairly heavily in

families. Addiction is characterized by the repetitive,

intermittent loss of control over the use of a euphoria‐
producing drug that causes problems in a person’s life.

As a consequence, addiction is generally not defined in

terms of quantity and frequency of use, but rather

in terms of patterns (loss of control) and consequences

(repeated problems) of use. The essential problem in

addiction is this loss of control, and the resulting bi-

zarre, uncharacteristic, erratic, irresponsible behaviors.

The domains in a person’s life where problems

from addiction arise tend to be the following:

1. Early symptoms or dysfunction—self‐respect, close
love relationships, social relationships

2. Middle symptoms or dysfunction—financial pro-

blems, legal problems

3. Late symptoms or dysfunction—work problems,

medical or psychiatric problems

Individuals with a diagnosis of addiction or chemical

dependence develop and maintain one or more alcohol‐
related or drug‐related problems in their lives, such as

family problems, other behavioral consequences, a con-

viction or charge of driving under the influence (DUI),
or medical complications. The types of problems range

from minimal, such as one or two blackouts in young

adulthood, followed by family concern about the per-

son’s drinking, to severe, including loss of work, divorce,

or loss of other family relationships. TheDiagnostic and

Statistical Manual of Mental Disorders, Fourth Edition

(DSM‐IV) has specific diagnostic criteria for a diag-

nosis of addiction outlined in Table 2. Three or more

criteria must be met to qualify for a diagnosis.

The societal costs of addictions are overwhelming.

Tobacco dependence is the leading preventable cause of

death in America, with 430,000 premature deaths per

year. Fetal alcohol syndrome is the leading cause of

preventable birth defects in our country. Over 70%

of domestic violence is addiction‐related, and 70% of

child abuse and 90% of child sexual abuse are thought

to be addiction‐related. In the elderly, falls, progres-

sion of dementia, and incontinence are commonly

associated with, or worsened by, addictive disease.

Also, since the process of aging can commonly involve

the loss of substantial portions of one’s physical, men-

tal, psychological, or social ‘‘reserves,’’ small functional

impairments triggered by addictive disease in the

elderly can produce a disproportionably large effect.

The economic costs of addiction are estimated at

$80–110 billion per year, and addictions are considered

the nation’s number one health problem!
Epidemiology

The prevalence of nontobacco addictive disease in the

elderly is quite variable based upon sex and peer group

norm, and thus age. Alcohol dependence is clearly the

most common, followed by prescription drug abuse.

Addiction to other drugs (nonalcohol and nonpre-

scription) in the elderly has always been nearly negli-

gible. However, for generations who ‘‘came of age’’ in

the 1960s and later matured into elderly Americans,

these rates are expected to increase. Current rates of

addiction to alcohol or prescription drugs in older

men are in the 10–13% range. In very elderly women

(older than 75) the rate is approximately 5% for alco-

holism or prescription drug dependence; in younger

elderly women (aged 65–75) the rates resemble those

of their male counterparts; and among women in the

45–55 age group the rates are the same as for men. The

historical lower rates in very elderly women probably

reflect a societal or cultural taboo, prevalent when they

were young adults, toward the use of alcohol and drugs

http://www.agingresearch.org
http://www.ncoa.org
http://nia.nih.gov
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by women. The result of this cultural prohibition

against use has been a lifelong disproportional high

rate of abstinence in this group (very elderly women),

and consequently a low rate of addictive disease.
Screening, Intervention, and
Treatment of Addiction

Screening Screening for addictive disease in the elderly

is surprisingly difficult due to two unrelated phenom-

ena: societal bias and normal aging process compli-

cated by addictive disease. American society has

historically believed that addiction was a moral issue,

a question of good versus evil, a problem with self‐
control and will power. These beliefs were especially

prevalent when the current elderly were in their

formative years. Consequently, the amount of stigma

associated with addiction is tremendous, and even

more so among the elderly. This leads to underutiliza-

tion of screening for addictive disease in the elderly by

health‐care and social service agencies, underreporting

of addictive disease by older patients and their families,

and greater reluctance to receive treatment by the

addicted elderly. In addition, the normal process of

aging in our society, especially when exacerbated by

addictive disease, tends to be one of gradually increas-

ing isolation and withdrawal from some daily activities

(such as full‐time employment). This process can con-

tribute to ‘‘false negative’’ results of addiction screen-

ing tests or, in other words, screening that fails to

detect an addiction problem even when it is present

and quite active.

The best screening approach for alcohol or pre-

scription drug dependence in the elderly utilizes infor-

mation from three general areas: (1) evidence of loss of

control over use and adverse consequences (unsuccess-

ful or repeated efforts to cut down on use, comments

and concern from loved ones over use, feeling remorse

about use); (2) information about quantity and fre-

quency of use beyond the ‘‘sensible drinking’’ guide-

lines; (3) collateral information from family, friends, or

caregivers. Since even small amounts of excessive alco-

hol or prescription drug use can cause major problems

in the elderly, even mild suspicion of a problem should

be thoroughly evaluated by a health‐care professional.
Intervention and Treatment The treatment of

addictive disease in the elderly requires special care

due to the frequent co‐occurrence of other medical or

mental health problems. A full medical evaluation is
necessary, and often detoxification of the problematic

substance. Short‐term rehabilitation stays on inpatient

or residential units are more often necessary for the

elderly with addiction issues than with younger clients.

Change in housing or supervision of the home envir-

onment is more possible and necessary with the elderly

than with younger persons. Participation in counseling

and self‐help meetings appear just as effective in the

elderly as they are with other persons recovering from

addictive disease.
Related Topics

>Alcohol use, > Substance use
Suggested Readings
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Adherence
Martha Sajatovic

In medicine, a major concern with respect to medical

care and medical outcomes is patient adherence with

prescribed treatments. Treatment adherence refers to

behavior in which individuals adhere to a prescribed

treatment regimen for an illness. Adherence is most

often thought of with respect to adherence with

medication regimens, but adherence behaviors can

also include other types of care such as office visits or

http://www.niaaa.nih.gov/
http://www.nida.nih.gov/
www.netwellness.org
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psychotherapy. Treatment nonadherence is a recog-

nized problem in medicine, accounting for 125,000

deaths annually and 10–25% of hospital and nursing

home admissions. Treatment nonadherence is asso-

ciated with negative consequences such as relapse,

disease worsening or progression, need for rehospital-

ization, or even death.

In recent years, research and understanding of the

treatment adherence issues have grown. A key shift

within the medical profession has been to conceptual-

ize adherence with treatment as a collaborative process

between patients and care providers such that patient

and providers are allies who work together to achieve

the best possible outcome for the individual who has a

medical condition or disorder. In the past, the term

‘‘compliance’’ was commonly used to refer to how

closely a patient did or did not follow medical advice.

The use of the term ‘‘adherence’’ is now generally

preferred over the older term ‘‘compliance’’ as it better

communicates the model of collaborative care in which

patients are key players in the management of their

own illness.

Adherence is a multidetermined, complex phe-

nomenon and is influenced by a number of illness,

patient, provider, and system‐level factors. Patient

demographic factors that appear to be associated

with adherence include age, marital status, gender,

ethnicity, and educational level. Most studies indicate

that patients who are younger, unmarried, male, and

with fewer years of education are more likely to be

poorly adherent with medications.

Patients’ types and chronicity of illness, as well as

types and severity of symptoms, are also associated

with treatment adherence. For example, individuals

with earlier onset of the disorder have been noted to

have more difficulties with adherence. Those with

chronic illness, for example diabetes, may have more

difficulty adhering to a treatment regimen that encom-

passes months or years of treatment, compared to

briefer, time‐limited treatments such as treatment for

acute infectious illness. In cases where treatments are

highly effective and adherence is closely linked to qual-

ity of life (e.g., treatment of migraine headaches),

treatment adherence may be better compared to situa-

tions in which individuals may be asymptomatic, and

treatment effects may not have an immediate impact

on the individuals’ quality of life (e.g., treatment of

hypertension).

Concurrent substance abuse and comorbid psy-

chiatric disorders appear to strongly influence adher-
ence. A number of investigators have noted that

concurrent substance use disorders are associated with

poorer adherence explanation for treatment nonadher-

ence. Individuals who do not accept their illness or

who have poor insight or understanding of illness may

likewise be at high risk for treatment nonadherence.

Finally, those with psychiatric illness may be less adher-

ent with treatment compared to those with medical

illness—reasons for this are not entirely clear although

insight into illness and the stigmatizing effects of mental

disorders may be contributing factors.

Other treatment factors such as medication side

effects or tolerability may affect adherence. Some stu-

dies have noted that poorer adherence is associated

with higher reported side effect burden from medica-

tions, although this is not uniformly supported in the

treatment adherence literature. Other treatments and

environmental factors, such as psychosocial support,

access to care, and the complexity of the medication

regimen, have been reported to be associated with

adherence.

Models of health behaviors, such as the Health

Belief Model that focus on proximal determinants of

adherence, note the influence of the above factors

on patients’ perceptions of their susceptibility to

the illness, the severity of their illness, the benefits of

treatment, and the costs of treatment (side effects,

time, monetary outlay). These patient beliefs, in turn,

influence adherence behaviors.

An important point in attempting to improve

treatment adherence is to insure that the issue is

addressed between patients and care providers.

Patients may not share with their providers that they

are nonadherent with treatment. Alternatively, among

some populations such as older individuals with

cognitive impairments, the individuals may not be

aware themselves that they are missing some or all of

prescribed treatments. It is critical that providers be

well informed with respect to treatment adherence.

Ways that providers can assess treatment adherence for

a specific individual under their care include direct

questioning of the individual, and involvement of

family members or significant others in care planning.

Adherence with some medications can be evaluated

with blood levels. Continued symptoms or progression

of illness may also occur among patients who are not

adherent with prescribed treatment.

Once nonadherence is identified, the next steps

include identification of possible barriers to treatment

adherence and, if possible, removal or lessening of
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barriers. For individuals who are nonadherent because

they are uninformed about illness and the conse-

quences of nonadherence, education can be beneficial.

Generally this is a process that over time can enhance

treatment adherence. Printed materials such as bro-

chures or posters can be useful, as can television or

Internet sources of information. Support or consumer

groups may provide important education regarding

the disease and treatment. Finally, in‐home training,

such as a visiting nurse might provide, can be of great

assistance to older adults who are unable to access

information in other ways.

Pragmatic strategies to enhance treatment adherence

include treatment regimen simplification, ‘‘reminders’’

such as pillboxes, and linking medication taking into

routine daily activities such as meals or daily hygiene.

Telephone calls or mail reminders can optimize adher-

ence with appointments and prescription refills. Invol-

ving family members in constructive ways may further

reinforce adherence.

Providers may minimize adherence that is related

to side effects by candid discussion of tolerability of

adverse effects with patients, including domains that

patients may not readily volunteer such as medication‐
related sexual dysfunction. In some cases, dosage

reduction or medication substitution may improve

treatment adherence while still optimizing illness man-

agement. Older adults who are unable to afford med-

ications may not fill prescriptions or may attempt to

‘‘spread out’’ prescriptions, thus reducing efficacy of

medication treatments. In some circumstances indivi-

duals who cannot afford medication may be eligible

for patient assistance programs. Alternatively, there

may be generic formulations or less costly prescrip-

tion alternatives, which should be considered by care

providers as appropriate.

Assessment and optimization of treatment adher-

ence is an on going dynamic process in which patients,

families, and care providers can all participate. Adher-

ence attitudes and behaviors can change over time

and, particularly in older adults, may be affected by

cognitive status and medical disability. Individuals

may suddenly become nonadherent with treatment,

sometimes with serious consequences. However, close

attention to the issue of treatment adherence, and

prompt focus on barriers to adherence are likely to

improve medical outcomes.
Related Topics

>Doctor–patient relationship, >Medication manage-

ment, >Patient–provider communication
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Adult Day Care
Mitzi J. Dearborn

Adult day care programs are community‐based group

programs that provide daytime services in a protective

setting outside of the home. Adult day care includes

social and health care services for a population of

adults with physical, mental, and/or social disabilities.

With the help of adult day care services, chronically

disabled individuals are able to continue to live at

home. Origins of adult day care include geriatric day

programs in Russia in the 1930s and programs in Great

Britain post World War II. In the United States, during

the deinstitutionalization movement of the 1960s, adult

day programs significantly developed in conjunction

with federal and state initiatives to contain rising costs

of long‐term care residential facilities. The term adult

day care evolved to be called adult day services (ADS).
Programs and Services

Adult day programs are described by three primary

service models: the medical model (21%), the social

model with no medical care (37%), and the combina-

tion model (42%). The specific services provided may

include a combination of health monitoring, social

services, personal care services, meals, therapeutic

activities, transportation, nursing services, medication

management, caregiver support services, rehabilitative
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therapy, medical services, overnight care, and/or emer-

gency services. More than 75% of the programs are

open at least 5 days a week, with participants attending

in a combination of days to meet their needs. Recent

national trends in ADS include increased availability of

ancillary components, such as personal care, ‘‘up and

tuck,’’ weekend or overnight respite, up to 2 weeks of

overnight stays, rehabilitation therapy, and/or suba-

cute care. As participants’ and caregivers’ needs change

over time, ADS can provide a continuum of care over

time and can serve as a connecting link between acute

care and nursing home care.

ADS programs have grown significantly during the

last 20 years; however, the growth in number still lags

behind the need for services. Recently, national trends

show increased frequency in for‐profit programs. In

urban areas, one program may serve one specific

market area, such as dementia, multiple sclerosis, or

traumatic brain injury. In rural areas, the market size

typically is not large enough to focus on a particular

market niche. In the last two decades there has been a

significant increase in ADS programs that provide

dementia services, whereas less than 3% of programs

had specialized in dementia care in 1984. Because the

number of elderly in the population is continuing to

increase, there is additional demand for ADS.
Participants

The average participant age is at least 72, with the

average age range at 45–91. Most participants are

white, female, and unmarried. Participants have phy-

sical, mental, and/or social disabilities, and they prefer

to live at home with a family member or friend. The

participants’ most frequent living situations are resi-

dence with adult child (35%) and residence with

spouse (20%). The two most prevalent conditions in

ADS participants are dementia and frail elderly (adults

above 60 with no dementia but with need for super-

vision and/or risk for social isolation). Most partici-

pants are dependent for at least one activity of daily

living (ADL).

A few studies have provided comparative informa-

tion about private pay versus public pay consumers.

Compared with public pay participants, private pay

participants were more likely to be white, to have

memory losses, and to have cognitive decline within the

90 days prior to starting ADS. Private pay participants

tended to have less impairment in ADLs.
Participants’ length of stay in ADS ranges from

short term to long term, providing a continuum of

care for older adults. Participants’ average length of

stay in ADS is 2 years, with a range from a few weeks up

to 8 years. The primary reasons for disenrolling from

ADS are need for long‐term institutional residential

placement and death. Nonwhite participants tend to

disenroll at higher rates than whites.
Caregivers

Adult day centers offer important respite for care-

givers. ADS are particularly useful for family caregivers

who work during the day, and these services are less

expensive than nursing home placements. ADS pro-

grams do not serve as a substitute for nursing home

care but provide an important supplement to informal

caregiving.

Caregivers in the family often experience emotional

and psychological distress. By utilizing ADS over time,

caregivers have reduced stress levels and improved

psychological well‐being. Findings show that there is

a demand in the community for ADS, and families do

value services highly enough that they will pay out of

pocket for services.
Funding

Most ADS facilities are not‐for‐profit and operate under
a parent organization such as a nursing home, religious

group, or hospital. Payment from public sources is typi-

cally made for 40–50% of participants. Reimbursement

provided by public sourcesmay includeMedicaid, social

service block grants, Medicare monies for rehabilitative

services, Department of Aging food program, Veterans

Affairs (VA) medical centers, and state general fund

monies. Average daily fee was found to be $46, varying

by type of services and location. There is a public pay

eligibility gap that frequently impacts individuals with

dementia. Some of the public sources require that the

ADS facility must provide medical services to receive

funding.

The number of private pay consumers using ADS

has been increasing. The private pay market is mainly

found in middle and upper incomes. Approximately

25–35% of ADS consumers are private pay. In recent

years there also has been a growth in the number of

private long‐term care insurance plans that cover ADS.
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Utilization and Essential Components

During 1987–2002 Robert Wood Johnson Foundation

funded several major national projects regarding

ADS, and they developed teaching centers, website,

toll‐free hotline, and training modules. Results of

these studies yielded extensive data regarding utiliza-

tion and critical components of ADS facilities. The

projects verified active operation of 3,407 adult day

centers in the United States in 2002. The service

group analysis showed that 56% of 3,141 counties in

the United States are underserved. Suggested avenues

for better serving and improving this situation

included: (1) increasing public awareness in underuti-

lized sites; (2) increasing availability of ADS in areas

where there are no services; and (3) increasing knowl-

edge at the ADS provider level regarding predictors of

success for ADS programs.

Essential components for success were identified:

open a full day Monday through Friday, providing or

arranging for participant transport to the program,

allowing everyone opportunity to pay and to select

appropriate services according to participant and care-

giver needs, and including a range of services and

revenue streams. The number of hours open per day

was a very important predictor of financial success and

consumer satisfaction. Programs met customer needs

best by having a full day of engaging activities with

choices that focus on interest and abilities of partici-

pants. The variety of activities accommodated parti-

cipants’ varied backgrounds, preferences, and abilities.

ADS must be responsive to the needs and wants of

both the participants and caregivers. The need to

incorporate a continuum of care services and to create

partnerships with other community service providers

has been highlighted.
Outcomes and Future Research

The need for rigorous outcome studies has been

emphasized in the past few years. Because the number

of elderly in the population is continuing to increase,

additional demand for ADS is expected. Earlier out-

come studies had mixed findings with varied metho-

dological factors such as small sample sizes, diverse

program formats, insufficient experimental design, and

nongeneralizable populations. The range of outcome

topics has included caregiver stress and adaptation,

improvement in participant functioning, delayed
institutionalization, and cost–benefit effects. Overall

outcomes show that elderly participants are satisfied

with ADS, and family caregivers have lower stress levels

and better psychological well‐being when utilizing

ADS over time. Findings show that programs are

most effective for dementia caregivers when the ser-

vices are used consistently over a longer period of time.

In many cases participants started ADS later in the

progression of the illness and used brief (less than 3

months) periods of service, so caregivers did not

obtain full benefit. Studies are being completed regard-

ing cost–benefit analysis for ADS, and results thus far

show that benefits of ADS exceed costs.

There are several research directions that will be

useful. Important areas of future study include: cost–

benefit analysis for decisions about expanding ADS

programming into underserved areas, level of effective-

ness comparisons between ADS and in‐home or other

respite care, causal factors regarding why some care-

givers wait so long to start using ADS, key components

providing optimal culturally sensitive ADS, the extent

to which cultural issues and programmatic factors may

contribute to nonwhites disenrolling from ADS sooner

than whites, and how different services in the contin-

uum of ADS may be more effective at different

points in time according to caregivers’ situations and

participants’ stages of illness.
Related Topics

>Activities of daily living, >Caregiver burden,

>Caregiving and caregiver burden, >Dementia,

>Respite care
Suggested Readings
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nomic evaluation of a geriatric day hospital: cost–benefit
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analysis based on functional autonomy changes. Age Aging
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Adult Development
Clare A. Gideon

Historically, human development has focused primar-

ily on describing, explaining, and predicting changes in

early childhood. However, recent research efforts have

been extended beyond childhood into adulthood as the

definition of development has become more inclusive

than merely the physiological changes that occur in

early life. Yet adulthood encompasses a wide range of

ages, starting from 18 and ending at death. Conse-

quently, many researchers study adult development in

general age brackets: young adulthood (18–40 years),

middle adulthood (40–65 years), and late adulthood

(65 years and above), with these distinctions deter-

mined by societal landmarks such as graduation from

high school and retirement age.

It is widely recognized that development can occur

not just in biological processes, but in multiple domains

of functioning, including physiological, cognitive, psy-

chological, and social. Nevertheless, the complexity of

adult development lies in the observation that changes

in these areas do not occur in isolation, but may interact

and influence one another. For example, how an indivi-

dual may adapt to a biological change (e.g., menopause)

that occurs much earlier than expected (e.g., age 40)

may be strongly influenced by the individual’s social
context and cultural expectations (e.g., childbearing

should be complete by age 40) or psychological state

(e.g., nurturing and maternal feelings).

Most individuals can expect to encounter a number

of developmental changes related to their chronologi-

cal age and biological development. These age changes

are influenced by three primary processes: biological,

environmental, and psychological. Physiological aging

processes, such as menopause, occur at generally pre-

dictable age ranges as heritable genes are expressed.

Environmental influences, such as social norms and

cultural values, influence one’s attitude toward taking

developmental steps, such as marriage and childbirth,

at particular ages. Furthermore, psychological changes

may occur in reaction to physical and environmental

influences or independently, as an individual’s sense of

self undergoes developmental transitions.

These three primary processes (biological, environ-

mental, and psychological) influence an adult’s devel-

opment regardless of the year he or she was born;

however, some environmental or social events may be

unique to a particular culture or generation. An indi-

vidual’s cohort may experience influential social

changes (e.g., disease epidemics, economic hardships,

or war) that may alter the trajectory or timing of his or

her adult development. Physiological, environmental,

psychological, generational, and individual processes

can all influence adult development to different

degrees and may interact with one another to produce

more or less pronounced developmental changes. An

adult’s development may be greatly altered by events

that are unique and specific to the individual, such as

experiencing a traumatic or life‐threatening event.

Finally, an adult’s development may also be affected

by the timing of events, such that ‘‘off‐time’’ events

(i.e., events that occur significantly earlier or later than

expected) may have more pronounced or even reduced

developmental impact.

Erik Erikson and Jane Loevinger propose sequen-

tial and progressive theories of adult development.

Erikson believes that there are eight distinct psychoso-

cial stages of development, each characterized by a

different psychological ‘‘crisis’’ at different develop-

mental phases of life. For example, Erikson’s psycho-

social crisis of generativity versus stagnation generally

occurs between the ages of 40 and 65, and is prompted

by social demands such as marriage, parenthood, and

career. Successful resolution of this stage results in an

individual’s desire to assist younger generations in

www.caps4caregivers.org
www.iahsa.net/
www.nadsa.org
www.rwjf.org/newsroom
www.rwjf.org/research
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developing and leading productive and fulfilling lives,

whereas unresolved crisis results in selfish and self‐
centered tendencies. For Erikson, each crisis occurs at

different phases of life, regardless of successful resolu-

tion of earlier crises. Loevinger agrees that stages of

development are consecutive and progressive, but

believes that an adult must successfully complete a

current stage of development in order to advance to

the next developmental stage.

In contrast, change theorists agree that significant

changes occur over the adult years, but do not view

these changes as a progression toward more mature,

integrated, or sophisticated ends. George Vaillant and

Daniel Levinson present theories of nonlinear change

in stages, while Leonard Pearlin presents his theory of

adult change without a staged structure. Vaillant agrees

with much of Erikson’s work, but focuses primarily

on internal defense mechanisms, or an individual’s

typical means of integrating or adapting to life changes.

Levinson’s theory of adult development, however,

focuses heavily on social and cultural influences, defin-

ing an individual by the social structure that surrounds

him or her. Finally, Pearlin theorizes that an adult’s

development will be influenced by four main factors,

including individual demographic differences (e.g.,

socioeconomic status), adaptability or variety of cop-

ing strategies, efficacy of social support, and type and

timing of life events. Consequently, this theory posits

that an individual’s development is entirely nonlinear

and unique.

In summary, researchers study various aspects of

human development across the life span and recog-

nize that development continues throughout the life

course, not just in early phases of life as previously

theorized. Adult development is defined as the patterns

of change and continuity that occur in mid and late life

and many social scientists have developed a variety of

theories to describe, predict, and influence this devel-

opment. Each theory has value in understanding the

nature of adult development as differential emphasis is

placed on the primary processes that influence lifelong

developmental changes.
Related Topics

>Developmental disabilities and aging, >Gerontol-

ogy, >Psychotherapy, >Psychosomatic disorder
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Adult Education
Dahlia Fuentes

The 2001 Adult Education and Lifelong Learning

Survey revealed that 46% of the adult population in

the United States (approximately 92 million adults)

participated in one or more types of formal educational

activities in the 12 months prior to being surveyed.

Although the overall participation rate in formal educa-

tional activities was found to be lower among adults

above 65 compared with other age groups (22% com-

pared with 41% of those aged 51–65, or 55% of those

aged 41–50), there has been a marked increase in the

participation of older adults in educational activities

over time. This increase can be attributed to a combina-

tion of factors, including the changing demographics,

needs, and interests of the aging population.

Studies have shown that as life expectancy

increases, people are working longer or returning to

work after retirement. It is expected that in 2012,
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19.1% of the working population will comprise older

adults aged 55 and above, up from 11.8% in 1992 and

14.3% in 2002. A recent national WorkTrends survey

found that nearly seven out of ten Americans plan to

continue to work at least part‐time for pay following

retirement from their main job. This leads to a growing

interest and demand for various types of training and

educational activities, including skills in technology.

Moreover, the concepts of retirement and learning have

evolved over the years, where retirement is no longer a

time of nonproductivity and gradual disengagement

from life. Older adults participate in various types of

educational activities not only to socialize, but also to

learn basic or English language skills, earn a college or

advanced degree, or acquire knowledge and improve

the skills necessary to succeed in the workplace. Many

older adults are finding a greater purpose for learning

and are engaging in educational activities for enrich-

ment and to improve their overall quality of life.

The growing interest and demand for older adult

educational opportunities have been met by a variety

of organizations that have supplemented the more

traditional providers such as adult education programs

at senior centers, libraries, colleges, and universities.

Examples of programs that have come up in the last

30 years include Elderhostel, a travel‐learning program
offering weeklong residencies at educational centers

in the United States and abroad; lifelong learning

Institutes (LLIs) and institutes for learning in retire-

ment (ILRs), largely managed by the older adult parti-

cipants who also help develop the curricula, teach, and

govern the hundreds of programs connected to uni-

versities; a department store–based senior center–type

program called Older Adult Service and Information

Systems (OASIS) institutes that offers programs in the

arts, humanities, wellness, technology, and volunteer

services to more than 300,000 seniors nationwide;

SeniorNet, a senior‐user network with over 240 centers

where computer courses are taught by peer members

nationwide; and Shepherd’s Centers of America, a net-

work of interfaith community‐based organizations

that provide learning programs through the commu-

nity service and education centers located in churches

and synagogues.

Education programs offered through libraries and

senior centers have also evolved to accommodate new

interests and needs. Advancing technology has attrib-

uted to the development of a variety of programs that

help older adults stay connected through the Internet,
enabling older adults to access more information on

health and well‐being than ever before. Teleconferen-

cing has played a large role in making learning oppor-

tunities accessible to frail older adults in a variety of

settings, including their home or nursing home.

As more retirees seek meaning and opportunities to

enrich their lives, the concept of learning centers has

evolved to include expressions such as ‘‘sage‐ing,’’ ‘‘life‐
option,’’ and ‘‘wisdom centers,’’ and there is a greater

appreciation and attention being paid to the role of

learning in maintaining health and quality of life.
Related Topics

>Education
Suggested Readings
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Adult Foster Care
Tambra K. Cain

Seniors aged 55 and above make up approximately

43% of the American population. As the number of

American seniors grows, so does the need for living

http://www.heldrich.rutgers.edu/Resources/Publication/191/WT16.pdf
http://www.heldrich.rutgers.edu/Resources/Publication/191/WT16.pdf
www.oasisnet.org
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facilities designed with the senior adult in mind. Adult

foster care homes are licensed facilities that provide

family setting living arrangements. Adult foster homes

may also provide assistance with medication, super-

vision, and personal care. Adult foster care facilities

are also sometimes known as long‐term care facil-

ities, assisted living facilities, retirement homes, and

nursing homes.

There are generally two types of adult foster care

facilities. The first is an in‐home family setting. In

the family type of adult foster care, the caregiver

provides care in his or her home and lives on site.

Usually these family placements have only a limited

number of residents. The second type is where the

caregivers are trained and licensed professionals who

do not live on site. These types of facilities range

from small to quite large. Adult foster care partici-

pants often include not only the elderly but also

disabled adults.

In addition to full‐time adult foster care, there are

adult day care services that usually operate during

normal business hours, and a few have extended eve-

ning hours. Adult day care services provide much the

same type of care as adult foster care facilities, only for

shorter periods. Adult day care services typically pro-

vide meals, transportation, supervision, recreation,

and limited medical and therapeutic services. Adult

day care services are a good alternative for the senior

adult who desires to remain at home, but needs some

assistance. Adult day care services also provide an

opportunity for respite to caregivers.

As the senior population continues to grow, adult

foster care is becoming increasingly widespread,

whether it is full‐time residential care or part‐time

adult day care. Adult foster care services vary widely,

from residential facilities with all the options to part‐
time adult day care facilities.
Related Topics

>Adult day care, >Caregiver burden, >Caregiving

and caregiver burden, >Respite care, > Senior centers
Suggested Readings
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Adult Protective Services
Tambra K. Cain

As the elder population grows in America, elder abuse

becomes more of a concern. Elder abuse may be either

intentional or negligent, and can take many different

forms. Some types of elder abuse are physical, emo-

tional, sexual, neglect/abandonment, and financial

exploitation.

Self‐neglect is also a concern among our senior

population. This occurs when an elder neglects his or

her own care. It can be failure to take necessary med-

ications, lack of personal hygiene, malnutrition, and

dehydration.

In an effort to combat elder abuse and elder self‐
neglect, adult protective services were formed. All 50

states and the District of Columbia have laws authoriz-

ing adult protective services in elder abuse situations.

However, these laws vary widely. Some are very restric-

tive and only apply to older adults living alone; others

are quite broad and encompass residential care facili-

ties. The age at which a person qualifies for adult pro-

tective services also varies widely. Another difference is

that some states have enacted mandatory reporting

laws, while other states allow permissive reporting.

http://www.census.gov/prod/cen2000/phc-1&ndash;1-pt1.pdf
http://www.census.gov/prod/cen2000/phc-1&ndash;1-pt1.pdf
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The Older Americans Act enacted in 1965 by

President Lyndon B. Johnson was the first national

law to provide protection for older adults. It remained

essentially the same until 2000, when the Older Amer-

icans Act Amendments were signed into law. The

amendments broadened the scope of the Act and

added a provision creating the National Family Care-

giver Support Program, in order to recognize the valu-

able role that caregivers play in the support of our

older population.

Adult protective services provide a wide variety of

services. Usually adult protective services workers are

the first responders to an incident of abuse. The adult

protective services worker can investigate allegations of

abuse, assist the older adults in developing a safety

plan, arrange for emergency shelter, and provide

ongoing service.

Victims of elder abuse are sometimes unwilling to

seek help, or to report abuse, especially if the abuser is

a necessary caregiver or close family member. Pride

and dignity are also factors that might lead to an

unwillingness to seek assistance. In this situation, the

adult protective services worker must accept the refusal

of the abuse victim, if he or she has the capacity to

understand the circumstances.
Related Topics

>Elder abuse and neglect, > Financial abuse, >Older

Americans Act, > Sexual abuse, > Sexual assault
Suggested Readings
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Advance Directives
Marshall B. Kapp

Over the last three decades, much attention has been

focused on advance or prospective health care planning

as a way for individuals to maintain some degree of

control over their future medical treatment even if they

eventually become physically and/or mentally incap-

able of making and expressing important decisions

about their own care. Proponents of advance care plan-

ning also claim that it may help individuals and their

families avoid court involvement in medical treatment

decisions (the 2005 Florida litigationmelodrama invol-

ving Teresa Shiavo that was a model of the sort of court

experience to be avoided), conserve limited health care

resources (a significant public health concern) in a

way that is consistent with patient autonomy or self‐
determination, and reduce the emotional or psycholo-

gical stress on family and friends in difficult crisis

situations. These goals are especially important for the

older population. It must be noted, however, that a

growing number of health care practitioners and obser-

vers have expressed skepticism, based on disappointing

experience, regarding the ability of advance directives

to effectively achieve these objectives.

There are two main legal mechanisms available for

use in prospective (i.e., before‐the‐fact) health care

planning. One is the proxy directive, usually in the

form of a durable power of attorney (DPOA); the

other is the instruction directive, ordinarily termed

living will, health care declaration, or natural death

declaration. In the United States, these legal mechan-

isms have their foundations in various statutes enacted

by state legislatures. A number of state statutes are

modeled on the Uniform Health Care Decisions Act

adopted by the National Conference of Commissioners

on Uniform State Laws in 1993. In some countries

(e.g., Great Britain), advance directives have been re-

cognized by the courts even though they have not been

codified in statutory form. Advance directives may be

utilized by then‐competent individuals either to limit

future medical treatments or, conversely, to demand

the provision of specific interventions in the future.

Many state advance directive statutes have tried to

draw distinctions between artificial methods of feeding

and hydration on one hand, and other types of life‐
sustaining medical treatments (such as ventilators,

antibiotics, and dialysis) on the other. Specifically, a

http://www.elderabusecenter.org
http://www.census.gov/prod/cen2000/phc-1-1-pt1.pdf
http://www.census.gov/prod/cen2000/phc-1-1-pt1.pdf
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number of statutes try to make it harder procedurally

for families or other decision makers of patients in-

capable of making decisions to refuse or withdraw

artificial feeding or hydration than to refuse or with-

draw other forms of life‐sustaining medical treatment.

Some groups contend that these legal provisions are

necessary to protect highly vulnerable, dependent

patients from unfair undertreatment and medical

neglect. It is likely, however, that advance directive

statutes that discriminate on the basis of the kind of

medical treatment being refused by the patient (or

surrogate) are both unconstitutional under the 14th

Amendment Equal Protection clause and violative of

the federal Americans With Disabilities Act.

Consistently, courts and state legislatures have

made it clear that state advance directive statutes are

not intended to be the only means by which patients

may exercise the right to make future decisions about

medical treatment. For example, a patient might con-

vey issues regarding future medical treatment orally to

the physician during an office visit, with the physician

documenting the patient’s words in the medical chart.

When that patient subsequently becomes unable to

make personal medical decisions, the patient’s oral

instructions are just as legally valid as would be a writ-

ten document executed in compliance with all the

statutory formalities contained in the state’s advance

directive statute.

There is a continually growing body of evidence that,

quite often, patients’ previously stated wishes concern-

ing life‐sustaining medical treatment are not respected

and implemented by families and/or health care provi-

ders. In reality, critically ill patients frequently receive

more aggressive medical treatment than they earlier had

said they would want.

State advance directive statutes specifically excuse

a health care provider who decides, for reasons of

personal conscience, not to carry out the explicitly

stated treatment preferences of a patient or surrogate,

as long as that provider does not impede efforts to

have the patient transferred to the care of a dif-

ferent provider who is willing to respect the patient’s

advance directive. In the same vein, courts have

declined to hold health care providers liable for mone-

tary damages for failure to follow a patient’s or surro-

gate’s instructions to withdraw or withhold particular

forms of treatment, on the grounds that providing

life‐prolonging intervention cannot cause the sort of

injury or harm for which the tort system is designed to

provide compensation.
Related Topics

>Durable power of attorney, > Informed consent,

> Living will, >Patients’ rights
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Adverse Drug Reactions
Matthew A. Fuller

Adverse drug reactions (ADRs) are undesirable effects

of medications that occur at a high rate in older adults

for a variety of reasons. In the elderly, changes occur in

how the body affects medications, known as pharma-

cokinetics, and how a drug affects the body, known as

pharmacodynamics. Both of these processes influence

the potency and duration of a medication as well as

unintended effects.

Aging produces changes in the body’s composition

of fat, water, and muscle; this causes differences in phar-

macokinetics—the way drugs are distributed through-

out the body, metabolized, and excreted. Changes in

drug distribution occur because certain medications

www.abanet.org/aging
www.caringinfo.org
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prefer to remain in the body’s fat stores (lipophilic) while

others prefer to seek water‐containing areas of the body
(hydrophilic). As one ages, the area or volume in

which drugs distribute decreases, potentially leading

to increased effects of hydrophilic drugs due to higher

blood concentrations. These differences become

important as they may result in ADRs when dosing

drugs in the older adult.

Examples of drugs that are affected by this change

in volume of distribution include digoxin, lithium,

theophylline, and morphine. These commonly used

medications need to be dosed lower in the older

adult to avoid potential ADRs. Coinciding with this

decrease in volume of distribution is a decrease in lean

body mass and an increase in total body fat. These

body changes may lead to accumulation and increased

effects of lipophilic drugs. Examples of lipophilic drugs

include diazepam, haloperidol, amitriptyline, and ver-

apamil. These medications will also require dosage

adjustments when used in the older adult.

The liver is the body’s main organ for drug meta-

bolism and changes in several ways during aging,

resulting in increased drug effect and adverse reaction

potential. First, there is a decrease in size or mass of the

liver and this may slow metabolism. Second, blood

flow through the liver is also decreased, leading to a

decreased clearance or removal of drugs from the body,

for example with lidocaine, estrogens, and proprano-

lol. Third, a specific cellular function of the liver called

phase I metabolism (oxidation) is decreased. Exam-

ples of drugs that undergo phase 1 metabolism are

diazepam, ibuprofen, diphenhydramine, and warfarin.

Drug excretion is also impacted in the older adult.

Drug excretion through the kidney is decreased sec-

ondary to an age‐related decline in function. The

decline in kidney (renal) function results in increased

drug concentrations and potential for ADRs. Many

drugs are impacted by declining renal function and

require dosage adjustment. Classes of drugs that are

affected include analgesics, psychotropics, cardiovas-

cular medications, antibiotics, and other miscellaneous

medications.

In addition to pharmacokinetic changes that occur

with aging, pharmacodynamic parameters are also

impacted. Older adults display an increased sensitivity

to drugs that act on the central nervous system such as

benzodiazepines, antipsychotics, antidepressants, opi-

ate analgesics, barbiturates, and drugs with intrinsic

anticholinergic properties. The effects of these drugs
are increased and may lead to adverse effects such as

dizziness, confusion, or falls. In addition, an increased

sensitivity to fluid medicines (diuretics) may lead to an

increased risk of decreased blood pressure (orthosta-

sis), resulting in increased fall and injuries. Dosages of

these medications will need to be individually adjusted

to maximize the desired therapeutic effect while mini-

mizing potential adverse effects.

While a decline in renal function may result in

pharmacokinetic changes in certain medications, the

kidneys are also affected by age‐related decrements

in aldosterone and renin. The result is a greater risk

of high potassium that may lead to heart rhythm

disturbances such as heart block or sudden death.

Drugs commonly used in older adults that may accent-

uate this include the nonsteroidal anti‐inflammatory

drugs (NSAIDs) ibuprofen and naprosyn, and angio-

tensin‐converting enzyme (ACE) inhibitors lisinopril

or captopril. Additional pharmacodynamic changes

include an increased sensitivity of coagulation systems.

This results in a greater risk of bleeding with war-

farin in older adults. The use of warfarin requires care-

ful dose titration and monitoring, especially as one

ages and sensitivity to its blood‐thinning effects are

enhanced.

A decline in mental (cognitive) function occurs with

aging. While many factors may be involved in cognitive

function decline, drugs are often identified as the cau-

sative factor. A very large number of medications have

been implicated. Drugs with anticholinergic effects are

well known for producing cognitive impairment in

older adults. Other classes of medications that have

been implicated include analgesics, sedative‐hypnotics,
cardiovascular and respiratory drugs, gastrointestinal

drugs, and antibiotic and antiviral drugs.

Unfortunately, ADRs sometimes go undetected

because symptoms may mimic problems associated

with older age. ADRs may also be misinterpreted as a

medical condition resulting in the addition of other

drugs to treat the condition. For example, an antipsy-

chotic agent may produce adverse effects prompt-

ing the provider to initiate a medication to treat

this adverse reaction, leading to additional therapy

when a simple dose reduction may have mitigated the

reaction.

Antibiotics, anticoagulants, digoxin, diuretics, hypo-

glycemic drugs, antineoplastic drugs, and NSAIDs

are responsible for 60% of ADRs leading to hospital

admission and 70% of ADRs occurring during
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hospitalization; therefore, special attention should be

paid to the use of these medications in the older adult.

There is a direct correlation between the number of

drugs taken and the risk of ADRs. In addition, for

patients who had ADRs, the length of hospital stay

was increased by 2–3 days and hospital costs were

increased by $3244–4655 compared with patients

who did not have ADRs. Fortunately, there is evidence

suggesting that many ADRs are preventable.

ADRs are especially common in older adults. This

population exhibits physiological changes associated

with aging that impact pharmacokinetic and pharma-

codynamic attributes. Awareness of these changes,

careful evaluation of medication regimens, and use of

medications only when indicated and at the lowest

effective dose will aid in the prevention of ADRs that

produce morbidity and mortality.
Related Topics

>Drug interactions, >Polypharmacy
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Affirmative Action
Michael P. Ruiz

Affirmative action, which has also been known as

‘‘equal opportunity,’’ is a term used to describe a policy

created to ensure that individuals who fall into a pro-

tected class have equal opportunity or access to a
position or program. While age discrimination in

employment is prohibited under the Age Discrimina-

tion in Employment Act (ADEA), the elderly are not

generally considered a ‘‘protected class’’ for purposes

of affirmative action. Consequently, whether older per-

sons may benefit from an affirmative action program

depends upon whether the policymaker is using a

broad interpretation of ‘‘protected class’’ that includes

all groups protected against discrimination by federal

legislation.

The phrase ‘‘affirmative action’’ is thought to have

first appeared in an order issued in 1961 by the then

president of the United States, John F. Kennedy. In

addition to creating the Committee on Equal Employ-

ment Opportunity, Executive Order 10925 mandated

that projects financed with federal funds ‘‘take affirma-

tive action’’ to ensure that applicants ‘‘are employed

without regard to their race, creed, color, or national

origin.’’

After the passage of the Civil Rights Act of 1964,

President Lyndon Johnson issued. This order super-

seded Executive Order 10925, and helped to clarify the

meaning of ‘‘affirmative action’’ and added an impor-

tant rule‐making provision. Specifically, Order 11246

(1) defined what ‘‘action’’ an employer must take

including employment, upgrading, demotion, transfer,

recruitment, termination, compensation, and training;

(2) required the heads of departments in the executive

branch of the federal government to establish and

maintain a program of equal employment opportu-

nity; (3) required federal contractors to file compliance

reports; (4) abolished the Committee on Equal Employ-

ment Opportunity and placed enforcement of affirma-

tive action under the US Department of Labor; and (5)

required the Secretary of Labor to implement ‘‘rules and

regulations’’ to enforce the Order.

In 1966, the Department of Labor created the

Office of Federal Contract Compliance Programs to

administer Order 11246, which continues to exist

today. In 1967, Order 11246 was amended to cover

discrimination on the basis of gender. In 1968, the

Office of Federal Contract Compliance began issuing

‘‘rules and regulations’’ to enforce Order 11246.

In 1970, President Richard Nixon’s secretary of the

US Department of Labor issued Order No. 4, a rule to

enforce Order 11246. Order No. 4 is arguably the most

important development in affirmative action policy

and framed the issues of the debate over affirmative

action that still exist today. Under Order No. 4, federal
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contractors with 50 or more employees are required

to develop a written affirmative action plan aimed to

achieve prompt and full utilization of minorities and

women in all areas of the covered workforce. The plan

must include an analysis of areas in which the contrac-

tor is deficient in the utilization of minority groups

and how they plan to correct this deficiency. The Order

further requires contractors to make special efforts to

recruit, employ, and promote qualified persons who

are members of groups that have been ‘‘excluded,’’

‘‘underutilized,’’ or ‘‘underrepresented.’’ These groups

are defined as ‘‘protected classes.’’ The phrase ‘‘pro-

tected class’’ would later be expanded to include

women.

Amendments to Order No. 4 notwithstanding,

there is an ongoing debate over whether the federal

government should require contractors and recipients

of federal funds to take ‘‘affirmative action’’ and what

kinds of ‘‘affirmative action’’ should be taken. Phrases

like ‘‘affirmative action,’’ ‘‘equal opportunity,’’ ‘‘protec-

ted classes,’’ ‘‘underutilized,’’ and ‘‘underrepresented’’

continue to be defined by the legislative, executive, and

judicial branches of government at both the state

and federal levels.

The debate over affirmative action has moved

beyond employment into other areas, especially access

to higher education. In response to movements for

and against affirmative action, state governments

have begun to redefine affirmative action policies cov-

ering employment and education through laws, refer-

enda, and even their state constitutions. This debate

has also given rise to an entire new area of law and

employment. Most recipients of federal funds have

an equal opportunity compliance office to monitor

changes in the law and their institutional affirmative

action policies.
Related Topics

>Ageism, >Discrimination
Suggested Resources
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African Americans
Shelley A. Francis

Knowledge is better than riches.

African proverb

American Red Cross. ‘‘African American HIV/AIDS

Prevention Curriculum, 1998.’’

African Americans or black people are those who have

origins dating back to black racial groups on the

African continent. According to the 2000 US Census,

people who identify as African Americans constitute

approximately 12% of the US population, representing

almost 35 million people. According to the Census, by

the year 2035 there will be more than 50 million

African American individuals in the United States,

comprising 14.3% of the total population.

African Americans have a long history in the United

States. Some African American families have been in

the United States for many generations, whereas others

are recent immigrants from places such as Africa, the

Caribbean, and Canada. Health disparities between

African Americans and other racial groups are very

pronounced and are apparent in life expectancy, cancer,

human imunodeficiency virus (HIV) or acquired

immunodeficiency syndrome (AIDS), heart disease,

and other measures of health status. In regard to life

expectancy, in 1999 the average American could expect

to live 76.9 years, whereas the average African American

could only expect to live 71.4 years. Factors contributing

to health outcomes among African Americans include

discrimination, lack of awareness and knowledge about

health issues, cultural barriers, lack of health insurance,

and difficult or nonaccess to medical care. This chapter

focuses on a variety of health issues that are prevalent

among African Americans above 50. We focus on health

issues that are not frequently discussed but have a sig-

nificant impact on this population.

It is a well‐known fact that the American popula-

tion is aging. This ideology is often referred to in the

media as the ‘‘graying of America.’’ The percentage of

the US population that is 65 or older will rise from the

current 12% to 20% by 2030. In terms of real numbers,

African Americans are the third largest minority group

in this country, following people of Latino descent.

There are approximately 3 million African Americans

aged 65 and above, and by 2050, it is projected that this

number will increase to 8.6 million.

www.eeoc.gov
www.eeoc.gov
www.gpoaccess.gov/cfr/index.html
www.gpoaccess.gov/cfr/index.html
www.dol.gov
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Health Insurance

Access to health care continues to be an important

issue contributing to the health status of older African

Americans. Many vulnerable older, urban adults dis-

proportionately receive care from academic medical

institutions typically located in urban centers. These

medical institutions tend to offer high‐quality care,

improved outcomes, potentially greater expertise, and

more technology. However, numerous older adults

with inadequate or no health insurance are less likely

to receive consistent primary care and preventive

services and management of chronic diseases. Studies

have found that older African Americans receive fewer

preventive services than older whites, and that the least

affluent receive fewer preventive services than the more

affluent do. For example, older African Americans are

less likely to receive influenza vaccinations than whites

are. The federally funded Medicare program assists

those with limited health insurance by providing hos-

pitalization, medical care, and some related health

services for seniors above 65 and younger people with

disabilities. Therefore, people between the ages of 50

and 64 without health insurance may have no regular

source of medical care. Even the Medicare program has

limitations. Studies have found that many African

American Medicare beneficiaries aged 65 and older

are more than twice as likely as elderly white benefici-

aries to report that they could not afford to fill at least

one prescription in the last year, according to a new

study by the Center for Studying Health System

Change (HSC). Older African American beneficiaries

are more likely to be poor and to lack supplemental

insurance. They are also more likely to live with certain

chronic conditions such as heart disease, high blood

pressure, and diabetes that generally require prescrip-

tion drug treatment. However, recent changes to the

Medicare program may reduce the prescription drug

gap between white and African American seniors. In

2003 the federal government revamped the Medicare

to add prescription drug overage, which will provide

protection for people who have very high drug costs.
Alzheimer’s Disease

There is a growing public health epidemic among

African Americans referred to as the ‘‘silent epi-

demic’’ of Alzheimer’s disease. Alzheimer’s disease is

a progressive brain disorder that gradually destroys a
person’s memory and ability to learn, reason, make

judgments, communicate, and carry out daily activ-

ities. As Alzheimer’s progresses, individuals may also

experience changes in personality and behavior, such

as anxiety, suspiciousness, or agitation, as well as delu-

sions or hallucinations. Alzheimer’s is the most com-

mon form of dementia—a group of conditions that all

gradually destroy brain cells and lead to progressive

decline in mental function. Recent data from the

Cardiovascular Health Study indicate that vascular

disease is a much more common cause of dementia

than previously thought. African Americans have a

60% higher risk of type 2 diabetes—a condition that

contributes directly to vascular disease.

According to the Alzheimer’s Association, find-

ings from recent empirical studies have found that

Alzheimer’s is more prevalent among African Ameri-

cans than among whites: estimates range from 14% to

almost 100% higher; there is a greater familial risk of

Alzheimer’s in African Americans; and genetic and

environmental factors may work differently to cause

Alzheimer’s disease in African Americans. Data from

longitudinal studies also suggest that high cholesterol

and high blood pressure may be significant risk factors.

Data indicate that persons with a history of either high

blood pressure or high cholesterol levels are twice as

likely to get Alzheimer’s disease, whereas individuals

with both risk factors are four times as likely to become

demented. African Americans tend to be diagnosed

at a later stage of Alzheimer’s disease, limiting the

effectiveness of treatments that depend on early inter-

vention. Furthermore, African Americans are often

underrepresented in current clinical trials of potential

treatments, particularly in trials conducted by drug

companies. This phenomenon may be in part due to

a level of distrust that many African Americans have

toward the medical establishment. Although numer-

ous lessons have been learned from the Tuskegee

Syphilis Study, the memory of this study may be ever

present in older African Americans and may contribute

to their reluctance to participate in clinical trials, and

lack of awareness of available treatments may also be a

contributing factor. The implications from these recent

empirical studies are profound for African Americans

among whom vascular disease and other risk factors

are disproportionately present. Effective strategies for

primary and secondary preventions include choles-

terol‐lowering drugs, antihypertensive medication,

exercise, and diet modification. These clinical strate-

gies as well as the use of culturally specific media
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campaigns that may serve to inform African Americans

about signs, symptoms, and treatment for Alzheimer’s

disease should be emphasized.
Sexual Health

We are all sexual beings from the time that we are born

until we move beyond this life. Although the male and

female reproductive systems go through various

changes during the life course, people above 50 should

not let changes to their body or their age stand in the

way of having a healthy and active sex life. As a result of

the physiological and psychological changes, people

above 50 may not fully embrace safer sex. For instance,

women who may have experienced menopause may

not feel that they have to worry about pregnancy and

contraception. Although they may not need contra-

ception, they do need to think about how to protect

themselves from sexually transmitted infections (STIs).

Despite myths and stereotypes, many seniors are sexu-

ally active and some are drug users; therefore, their

behaviors can put them at risk for HIV infection.

While men who have sex with men form the largest

group of AIDS cases in the above‐50 population, the

number of cases in women infected heterosexually has

been rising at a higher rate and comprises a greater

percentage in the 60 and older population. In many

cases, health care and service providers as well as older

adults themselves do not realize that seniors are at

the same risk as other populations; furthermore, pro-

fessionals are often reluctant to discuss or question

matters of sexuality with aging patients or clients.

African Americans are especially disproportio-

nately affected by STIs including HIV. Numerous stu-

dies have found that African American women are

disproportionately affected by HIV. Dr. Tonji Durant

of the Centers for Disease Control and Prevention

examined data from 33 states and found that of

156,000 new cases of HIV infection between 2001 and

2004, 51% were in non‐Hispanic blacks although blacks

only made up 13% of the population in those states.

These findings emphasize that HIV and AIDS pose a

significant threat to the African American community.

Rates of HIV infection in seniors are especially

difficult to determine because older people are not

routinely tested. Many older people are first diagnosed

with HIV at a late stage of infection, and often become

ill with AIDS‐related complications and die sooner

than their younger counterparts; these deaths can be
attributed to original misdiagnoses and immune sys-

tems that naturally weaken with age. In addition, sexu-

ally active seniors are unlikely to consistently use

condoms during sex because of a generational mindset

and unfamiliarity with HIV or STI prevention meth-

ods. Research indicates that HIV will become more

prevalent among older adults in the coming years,

and will continue to disproportionately affect urban

communities. Already, 11–15% of Americans diag-

nosed with HIV are at least 50 years old. As many as

49% of men above 50 with AIDS and 70% of women

above 50 with AIDS are black or Latino. According to

the National Association on HIVover Fifty (NAHOF),

the number of cases is expected to increase as people

live longer due to triple combination drug therapy.

Between 1991 and 1996, AIDS cases in the above‐50
population rose more than twice as fast as those among

younger adults. Older individuals with HIV infection

or AIDS are usually invisible, isolated, and often

ignored.

When developing preventive strategies for African

Americans above 50, public health professionals must

consider that older people face stigma in regard to HIV

and AIDS: ageism and infection with a sexually trans-

mitted or IV‐drug‐transmitted disease. Because of this

stigma it may be difficult for seniors including women

to disclose their HIV status to their family, friends, and

community as well as discuss HIV and AIDS questions

with their health‐care provider. Furthermore, due to

the general lack of HIV and AIDS awareness among

elders, this segment of the population for the most part

has been omitted from research, clinical trials, and

prevention and intervention programs. It is critical

that programs are developed and implemented that

will address the needs of older adults in order to

inform them about HIV and AIDS transmission and

prevention. Outreach programs should provide basic

information about safer sex, drug‐using practices, and
negotiation skills in relationship to aging. In addition,

more research needs to examine seniors’ sexual and

drug‐using behaviors in order to determine HIV pro-

gression and treatments for the above‐50 population.

Health‐care providers must also be educated on all

levels on how to talk with senior clients about their

sexual health and HIV and AIDS prevention. In addi-

tion, social marketing and media campaigns should

focus on raising awareness of HIV and AIDS not only

among younger populations but also among older

populations while promoting respect and validation

for them.
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Related Topics

>Access to health care, >Acquired immunodefi-

ciency syndrome, >Ageism, >Alzheimer’s disease,

>Dementia, >Diabetes, >Discrimination, >Health

insurance, >Hypertension, >Race, > Safer sex,

> Stigma
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Age‐Related Macular
Degeneration
Craig A. Lemley . Judy E. Kim

Age‐related macular degeneration (AMD) is a progres-

sive disorder of the retina and underlying tissues due to

the aging process of the eye. The macula is the central

portion of the retina and has the highest concentration

of photoreceptors, providing the area of highest visual

acuity in our field of vision. In AMD, the macula is

preferentially affected. Thus, people with advanced

AMD lose their high‐resolution central vision affecting

the ability to read or drive, but they usually retain

useful peripheral vision that allows for ambulation.

In early AMD, ophthalmoscopic evaluation reveals

yellow deposits, termed drusen, located below the
retina and underlying retinal pigmented epithelium

(RPE). Drusen are initially asymptomatic, but increas-

ing number and size of drusen are associated with

pigmentary change and localized detachment of the

RPE. Progression can lead to atrophy of the retina,

RPE, and underlying choriocapillaris. Central macular

involvement causes vision loss. This form is known as

dry (or nonexudative) AMD, and it often occurs gra-

dually over many years. Dry AMD may be categorized

as mild, intermediate, or advanced based on the num-

ber and size of drusen or the size and location of

atrophic changes.

In the wet (or exudative) form of AMD, severe

vision changes can occur suddenly. Membranes of

abnormal new blood vessels termed choroidal neovas-

cular membranes (CNVM) grow from the chorioca-

pillaris and leak serous fluid, exudate, or blood into

the sub‐RPE or subretinal space. This often leads to

end‐stage macular scarring with fibrosis. Wet AMD

often occurs from advanced cases of dry AMD but

can sometimes occur with few signs of AMD.
Epidemiology

A recent meta‐analysis by the Eye Diseases Prevalence

Research Group (EDPRG) estimated US prevalence by

pooling data from almost 30,000 individuals in a num-

ber of international population‐based studies. The data
were related to the 2000 US Census. The estimated US

prevalence of intermediate AMD, namely those with

large drusen only, was 3.97% in those aged 55–59 but

increased to 23.56% in those above 80. Prevalence of

advanced AMD, including both dry and wet forms,

was 0.39% in those aged 55–59 and 11.77% in those

above 80. More than half of the individuals with

advanced AMD had wet forms. The prevalence of ad-

vanced AMD increased with each 5‐year age increment

over 50 years, but rose most substantially after age 70.

A population‐based census performed in Beaver

Dam, Wisconsin, investigated 10‐year incidence and

progression. Individuals aged 55–64 had a 10.7% risk

of advancing to early AMD in 10 years, whereas those

above 75 had a 36.7% chance of similar advancement.

Incidence and risk of progression to advanced AMD

over 10 years was 1.0% in those aged 55–64 and 9.5%

in those above 75.

According to EDPRG data (Friedman et al. 2004),

the total number of individuals in the United States

with advanced AMD was estimated to be 1.75 million

http://alz.org/Resource/Diversity/downloads/AA_OUT-tipswithcitations.pdf
http://alz.org/Resource/Diversity/downloads/AA_OUT-tipswithcitations.pdf
http://www.aarp.org
http://www.caps.ucsf.edu/over50.html
http://www.cdc.gov/omh/Populations/BAA/BAA.htm
http://www.hivoverfifty.org/tip.html
www.NIHSeniorHealth.gov
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in 2000. The number of American individuals with

advanced AMD is projected to be almost 3 million

in 2020.
Risk Factors

Increased age is strongly associated with increased

prevalence, incidence, and progression of AMD.

Those with white European background also have

increased chance of vision loss from advanced AMD

compared to those of African or Hispanic ancestry. In

the meta‐analysis by the EDPRG, a white male above

80 is over 7.5 times more likely to have advanced AMD

than a black male of the same age. Smoking has also

been associated with vision loss from both dry and wet

AMD in multiple studies. Hereditary factors also

appear to play a role in AMD but the relative role of

genetic and environmental factors remains unclear.

Other risk factors show mixed results. For example,

an increased prevalence of AMD in women over men

was seen in some studies, but not in others, after con-

trolling for age. Other factors such as increased exposure

to sunlight, obesity, cardiovascular disease, hyperten-

sion, hypercholesterolemia, and alcohol intake have

been inconsistently associated with AMD. Additionally,

inflammation andmediators such as complement factor

H are suspected to play a role in AMD, an area of active

investigation.
Symptoms, Detection, and Diagnosis

Early AMD changes are often asymptomatic. The first

symptoms may be blurriness or difficulty reading.

Patients may develop a central blurry or blind spot

(termed scotomas) as atrophy progresses. With wet

AMD, patients may notice that straight lines appear

distorted or wavy (termed metamorphopsia).

It is not uncommon for patients with advanced

AMD in one eye to remain asymptomatic until both

eyes are affected, since the better eye can accommodate

for the contralateral vision changes. An Amsler grid,

which resembles a checkerboard with a dot in the

center, is an excellent tool to detect scotomas or meta-

morphopsia. A patient monitors his or her central

vision by looking at the dot with one eye open and

noting any missing lines or distortion on the grid.

AMD is diagnosed by a full ophthalmologic exam-

ination. Dilated funduscopic examination is required
to detect characteristic AMD findings. If wet AMD is

suspected on examination, a fluorescein angiogram

can be performed in the clinic to detect leakage of

CNVM and assess for appropriateness of treatment.

Because most available treatments stabilize rather

than improve vision, the most important factor in

AMD is early detection.
Treatment

The primary goal has been to prevent or halt vision

loss and progression to advanced stages of AMD. A

study sponsored by the National Institutes of Health

(Age‐Related Eye Disease Study Group [AREDS])

investigated the effect of taking high doses of zinc,

vitamin C, vitamin E, and beta‐carotene on AMD

progression. Individuals with moderate AMD who

took the supplements had a modest but statistically

significant reduction in progression to severe vision

loss compared with those who took placebo. A formu-

lation of vitamins and minerals based on AREDS is

often recommended for those with moderate AMD.

Those with no AMD, early AMD, or advanced AMD

in both eyes did not benefit from this formulation

compared with those who took placebo.

The majority of current treatments act to arrest

the growth of CNVM in wet AMD. A multicentered

trial of the Macular Photocoagulation Study Group

investigated thermal laser to ablate CNVM. There was

a statistically significant benefit of treatment over

observation but it still had a 50% recurrence rate over

3 years. Although patients benefited in the long run,

lesions treated directly under the central macula pro-

duced immediate, treatment‐related scotomas and

visual acuity loss since the thermal laser destroys retina

along with the underlying CNVM. Thus, treatment

is now generally restricted to lesions away from the

center of the macula.

Photodynamic therapy (PDT) is one of the mod-

alities for treating CNVM under the center of the

macula. This treatment involves injecting the patient

with verteporforin, a photosensitive drug, and apply-

ing a nonthermal laser to the CNV lesion. The laser

activates the drug, creating free radicals that preferen-

tially damage endothelial cells of the CNVM. This

treatment is performed at 3‐month intervals until leak-

age from the CNVM ceases or advancement precludes

further treatment. The Treatment of Age Related

Macular Degeneration with Photodynamic Therapy
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Study Group and Verteporfin in Photodynamic Ther-

apy Study Group studies established a reduction of

vision loss over placebo for some forms of CNVM.

Few patients improve vision and many forms of

CNVM do not meet criteria for benefiting from PDT.

Recently, combining intravitreal steroid injection with

PDT has shown a visual benefit and a reduction in

need for retreatment. Intravitreal steroid injection,

however, does add potential morbidities such as

intraocular pressure elevation, traumatic lens injury,

cataract, retinal detachment, and infection.

Recent advances have been made in treating

CNVM with antiangiogenic factors. Pegaptanib so-

dium (Macugen) was recently approved to treat wet

AMD. It is a synthetic oligonucleotide that binds to,

and deactivates, vascular endothelial growth factor

(VEGF), which is implicated in CNVM growth. It is

injected into the vitreous cavity of the eye at 6‐week
intervals. Clinical trials showed a reduction of severe

vision loss when compared to sham injections 1 year

after initiating treatment. Adverse events such as lens

injury, retinal detachment, and infection were low

(<2%). Other anti‐VEGF therapies in various stages

of development and clinical trials have also shown

benefits in wet AMD. In addition, various drug deliv-

ery methods including systemic, periocular, intravi-

treal, and sustained drug delivery are being actively

researched.

Even with current treatment, AMD can lead to

severe loss of central vision and difficulty with every-

day tasks. Evaluation and treatment by low vision

specialists is key in helping patients with AMD

improve their visual function. Optimal spectacle cor-

rection and visual aids such as magnifiers and hand‐
held telescopes can be helpful in regaining function.

Other high‐magnification aids such as close‐circuit
televisions can allow some end‐stage patients to regain

the ability to read books or newsprint.

AMD is an extremely active area of research, with

new treatment modalities and advancements being

reported frequently. The not‐too‐distant future pre-

sents much hope for new therapies or combination

therapies that may improve the outcome for many

people who will develop this devastating disease.
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Ageism
Teresa Trogdon Anderson

‘‘Ageism’’ refers to stereotyping, holding prejudicial

views, or discriminating against individuals or groups

based on chronological age. Ageism is a term most

commonly used in relation to elders or older

http://www.nei.nih.gov/health/maculardegen/armd_facts.asp#1
http://www.nei.nih.gov/health/maculardegen/armd_facts.asp#1
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populations, but may pertain to negative attitudes

toward other ages as well (e.g., adolescents). In con-

trast with other cultures in which aging is associated

with wisdom and depth of experience, elders in

this country may be seen as nonproductive, burden-

some, and diminished in comparison with younger

individuals.

A variety of social benchmarks are used in perceiv-

ing age, and the line that divides the ‘‘young’’ from the

‘‘old’’ in a particular context may seem arbitrary.

Retirement from the workforce, for instance, often

connotes elder status in the United States. However,

membership in the American Association for Retired

Persons may begin as early as age 50, while eligibility

for Social Security retirement benefits begins at 62, 65,

or 67 years. People aged 65 or older may be designated

as ‘‘senior citizens’’ in many communities, receiving

discounts in restaurants, movie theaters, and stores.

However, in the medical literature, advanced chrono-

logical age is now categorized into two groups: the

younger old (aged 51–75) and the older old (aged 76

and older).

Because of public health and medical advances, the

expected human life span has increased over the last

century. Indeed, each of us is likely to experience the

social phenomenon of being viewed as elderly during

the course of our lives. The composition of the United

States has shifted, with 70 million individuals on the

threshold of age 65 (‘‘baby boomers’’) and an addi-

tional 33 million above 65. The emergence of such

large numbers of people in their seventh decade of

life, and beyond, and the increasingly recognized diver-

sity of roles and activities of these individuals have

challenged ageist assumptions in our society.

Studies of elders have demonstrated that chrono-

logical age does not determine health or well‐being,
and that there is tremendous heterogeneity in the life-

styles of elders. Encouraging data suggest that much

can be done to improve symptoms and functional

limitations of older adults—as well as their personal

satisfaction and quality of life—even in the context of

serious health concerns. In addition, adults who have

sustained lifestyles that include regular exercise,

healthy weight, and abstinence from tobacco have

much less likelihood of developing chronic conditions

such as heart disease, stroke, or diabetes by age 65,

according to data from the Centers for Disease Control

(CDC). Finally, negative stereotypes that portray

elders as unwilling to learn new information or to use

information technology are being reversed through
empirical findings. One study in Idaho found that

older adults were no less likely, and sometimes more

likely, to use health information resources such as a

health or self‐care book, a toll‐free telephone advice

line, or a computer for health information.

Ageist attitudes may nevertheless adversely affect

the health care of elders. The top three causes of death

in the United States among older adults are heart

disease, cancer, and stroke; these illness processes are

optimally managed by early detection and treatment,

and yet these services may be underutilized due to an

incorrect belief that such interventions have limited

value for elders. Preventive health measures such as

vaccines and cholesterol testing may not routinely be

offered to elder patients. Depression may not be con-

sidered as the cause of poor sleep or weight loss and

may therefore be misdiagnosed or treated inappropri-

ately. Hearing loss is common in the above‐65 age

group, but screening and intervention may not be

practiced routinely. Medical research has tended to

exclude elders in clinical trials; therefore, treatments

offered to younger adults for such problems as heart

disease or cancer may not be offered to the old. Con-

versely, medications tested on younger patients may be

prescribed to older adults without due consideration

of potential adverse effects.

There is growing concern at a national level that

aging populations will cause skyrocketing health care

costs. A 2001 report showed that there was decreasing

support among the general population for expand-

ing programs for elders and increasing support for

cutting costs and benefits. This is consistent with one

researcher’s observation that ageism is ‘‘a deep and

profound prejudice against the elderly which is found

to some degree in all of us.’’ For these reasons, ageism is

increasingly recognized as a health disparity issue of

great significance for this country, now and in the

future.
Related Topics

>Baby boomers, >National Council on Aging,
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Alcohol Use
Michelle M. Cornette . Benjamin D’Angelo

Barry et al. (2001) have devised a classification system

for varying degrees of alcohol use. They define absti-

nence as no ingestion of alcohol in the previous year,

low‐risk drinking as ‘‘drinking, which does not lead to

problems,’’ and at‐risk drinking as ‘‘alcohol use which

does not yet cause problems, but may lead to adverse

consequences for the drinker or others.’’ Problem

drinking has been defined as ‘‘alcohol consumption

to a degree that has resulted in negative medical, psy-

chological, or social consequences,’’ whereas alcohol

dependence typically involves the sense that one’s

drinking is ‘‘out of control,’’ preoccupation with

acquiring alcohol, continued use despite negative con-

sequences, and tolerance and/or withdrawal.

Research does indicate that problem drinking is a

significant issue for older adults, contradicting the

common belief that problem drinking is an issue only

for younger adults that tends to resolve as functional

responsibilities increase. Estimates of the prevalence of

alcohol abuse and dependence for the population in

general indicate that the 1‐year occurrence of these

problems is about 1 in 10 persons. Estimates of pro-

blem drinking among older adults range from 1% to

15%. Research suggests that prevalence of alcoholism

among those seeking treatment for medical or mental

health issues ranges from 15% to 58%. Research has

suggested that African American, Hispanic, and Asian

older adults experience similar or lower rates of alcohol

abuse and dependence relative to Caucasian older
adults, with higher rates among men than among

women, and that the prevalence of problem drinking

increases with increased acculturation, approaching

rates in the United States. Research suggests that

women develop alcohol‐related diseases more quickly

than men, and that among older adults with problem

drinking behaviors, a greater proportion of women

than of men began their problem drinking as older

adults. Older adult women problem drinkers are four

times more likely than adult men to experience comor-

bid depression. Research indicates that genetic risk

accounts for about 60% of the variability in problem

drinking. A consistent trend across the life span is that

people with concurrent mental illness are at increased

risk for alcohol and other drug‐related problems. Alco-

hol use reflecting an attempt to cope with symptoms of

anxiety (e.g., self‐medicating) is not uncommon. Age‐
related decline in liver functioning and overall physical

health can affect how the body processes alcohol; thus,

a person drinking the same amount of alcohol as when

he or she was younger could begin to experience nega-

tive sequelae as an older adult that they had not experi-

enced previously. Risk factors for late‐life onset of

alcohol use or problem drinking include stressful life

events such as unemployment, physical illness, and

interpersonal loss. The role of socioeconomic status is

less clear, although in one study it was determined that

older adult residents of public housing possess higher

current rates of substance use disorders than a general

epidemiological sample. Although the disinhibiting

and sedating effects of alcohol may seem to provide

temporary relief from life stressors, longer‐term,

chronic use has been found to increase life stress.
Negative Health Sequelae of
Problem Drinking

Problem drinking can both contribute to the develop-

ment of chronic medical conditions and exacerbate

preexisting problems. For example, chronic alcohol

use can cause certain cancers, liver cirrhosis, cardio-

myopathy, hypertension, immune system disorders,

and brain damage. Among women, problem drinking

can lead to increased risk of osteopenia, and research

has suggested that excessive daily alcohol consumption

increases the risk of breast cancer among women.

Alcohol consumption further affects blood sugar levels

in those with diabetes, and can also exacerbate high

blood pressure and ulcers. Research has indicated that

http://agingresearch.org
http://www.cdc.gov/aging
http://www.cdc.gov/aging/
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problem drinking is a contributing factor in 21–24% of

cases of dementia, a disorder seen primarily in older

adults. Negative sequelae of problem drinking on phy-

sical health can also be exacerbated by physical health

issues frequently occurring in older adulthood. A re-

lated concern is that chronic alcohol abuse can make

identification of physical health conditions more diffi-

cult. For example, alcohol causes changes in the heart

and blood vessels, which can minimize pain that might

otherwise signal a heart attack. As some degree of

cognitive and psychomotor slowing is normal when

adults move into older age, older adults are more

vulnerable to some of the effects of alcohol on cogni-

tion, memory, judgment, coordination, and reaction

time. Alcohol can contribute to risk for falls and hip

fractures among older adults, as well as to risk for

occupational and motor vehicle accidents, each of

which independently increases risk for fractures and

hematomas (bruising or blood-collection in the

brain). Alcohol use has further been associated with

sleep difficulties. Because the average adult above 65 is

prescribed at least two medications per day, concerns

regarding alcohol–medication interactions are signifi-

cant. The National Institute on Aging cites several

examples of dangerous drug–alcohol interactions. For

example, alcohol can exacerbate risk for hemorrhaging

in the stomach and intestines with aspirin, for drowsi-

ness with antihistamines, and for liver damage with

acetaminophen. Finally, the effects of alcohol can be

compounded when consumed with medications that

have high alcohol content, such as cough syrups and

laxatives.
Positive Health Sequelae of
Moderate Drinking

While the case has been made for the negative health

effects of excessive drinking, some positive effects have

been associated with moderate drinking. Research has

suggested that moderate alcohol consumption may

have a protective effect against cardiovascular illness,

ischemic strokes, cancer, and vascular dementias. It has

also suggested that moderate alcohol use (less than one

drink per day) has been associated with fewer falls,

improved mobility, improved physical functioning,

and higher bone mineral density among postmeno-

pausal women.
Assessment and Treatment

Symptoms of alcohol abuse and dependence can be

more difficult to identify in older adults for several

reasons. First, symptoms of alcohol abuse can mask

as physical or mental decline, which can accompany

aging. For example, confusion and memory loss sec-

ondary to alcohol consumption might be mistaken for

symptoms of Alzheimer’s disease. Second, older adults

are less likely to seek help for mental health and sub-

stance abuse issues than their younger cohorts, though

some research suggests that older problem drinkers

who do seek treatment are benefitted as much as

younger alcohol abusers are.
Traditional Treatment Approaches

Although relatively little is known about the efficacy of

traditional treatment paradigms for older adults, alco-

hol abuse treatment approaches utilized across the life

span include 12‐step help programs, detoxification,

cognitive–behavioral psychotherapy, motivational

enhancement, family therapy, Al‐anon, and aftercare

programs that link individuals with important com-

munity resources. In terms of pharmacotherapy, nal-

traxone has been found to be effective and safe among

older adults. Other medications that may hold promise

based on their demonstrated efficacy among younger

adults include acamprosate and a number of the selec-

tive serotonin reuptake inhibitors. Disulfiram has been

deemed effective in younger adults, thought its use has

been limited in older adults due to the higher preva-

lence of heart and liver disease in this population.

Research has revealed that traditional alcohol treat-

ment is effective for about one of three individuals

who seek treatment across the life span. Unfortunately,

the most common pattern demonstrated for people

with alcohol problems is one of alteration between

periods of abstinence, asymptomatic drinking, and

problematic drinking regardless of whether treatment

is provided. Further, less than one of three people with

an alcohol problem seek professional help for their

problem, and data suggest that older adults are even

less likely to seek treatment for mental health issues;

thus, there appears to be a calling for innovative treat-

ments in order to address this important public health

concern.
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Harm Reduction

Harm reduction refers to a set of diverse programs that

share a key distinguishing feature: reduction of harm-

ful consequences of drug use while users continue use.

Harm reduction was designed to alleviate perceived

flaws in traditional substance abuse treatment pro-

grams, such as a heavy reliance on a patient’s willing-

ness to accept lifelong abstinence as the ultimate goal

of treatment, and an inability to treat people who are

ambivalent about their drug use. Harm reduction pro-

ponents argue that the concept of denial, predominant

in other models of treatment, should be replaced with

an appreciation of ambivalence. Addiction and drug

use are viewed as existing on a continuum of severity,

rather than dichotomizing addiction in terms of

‘‘using’’ versus ‘‘sober.’’ The identified benefits of mod-

erate alcohol consumption provide further support for

a harm reduction or ‘‘controlled drinking’’ approach to

treatment. However, harm reduction interventions

remain controversial and continue to be the subject

of scrutiny in terms of their efficacy.
Recommendations

Is it possible for older adults to drink safely? The

National Institute on Alcohol Abuse and Alcoholism

(NIAAA) recommends that older adults (especially

those above 65) who choose to drink have no more

than one drink a day, noting that alcohol consumption

to this moderate degree is usually not associated with

health risks, but rather may be associated with some

health benefits. However, alcohol consumption risk

varies depending on an individual’s age, gender, med-

ical status and what other medicators he or she is

taking. Individuals are advised to discuss alcohol con-

sumption with their own health care provider.
Related Topics
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Alopecia
Robert S. Haber

More than 100 million Americans currently experience

hair loss, and there are dozens of distinct causes and at

least 300 medications that are the culprits. While a

detailed discussion of each is outside the scope of this

entry from the standpoint of the normal aging process,

the relevant hair loss etiologies include male pattern

hair loss (MPHL), female pattern hair loss (FPHL),

telogen effluvium (hair loss due to a traumatic event),

and senescent alopecia (hair loss due to aging). Hair

loss is a cause of great distress for both men and

women, producing significant psychosocial discom-

fort, and studies reveal that balding men are looked

upon more negatively than nonbalding men. Few phy-

sical attributes aremore associated with aging than hair

loss, and unfortunately along with the lost hair it may

be presumed that virility, strength, and attractiveness

are lost as well.

http://www.al-anon.alateen.org/
http://www.cdc.gov/nchs/fastats/alcohol.htm
http://www.cdc.gov/nchs/fastats/alcohol.htm
http://www.niaaa.nih.gov/
http://www.niaaa.nih.gov/
http://www.health.org/
http://www.health.org/
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Male Pattern Hair Loss

This condition is also commonly referred to as andro-

genetic alopecia, and represents an inherited condition

in which progressive hair thinning occurs due to the

actions of androgens on susceptible hair follicles. The

androgen most closely implicated in the expression of

MPHL is dihydrotestosterone (DHT).

Onset can be as early as the teenage years, with

prevalence between 50% and 98% by age 50. Current

understanding of the genetics of MPHL implicates

both maternal and paternal ancestry, and can involve

either an autosomal dominant and/or a polygenic

inheritance pattern.

Typically, men experience elevation of the hairline,

deepening of the temporal recessions, thinning of the

crown, and eventual thinning and loss of hair from the

front and top of the head. Many variations of hair loss

occur, as diagrammed in the widely published Hamil-

ton–Norwood hair loss scale.

Treatment consists of the topical medication min-

oxidil, and the systemic medication finasteride. Both

medications work best to prevent ongoing hair loss;

therefore, individuals with hair loss should be encour-

aged to begin treatment as soon as hair thinning is

noted. Topical minoxidil is a nonspecific biologic

response modifier with an unknown mechanism of

action in hair growth. Men should use the 5% topical

minoxidil solution twice daily to maximize efficacy.

Finasteride, dosed at 1 mg daily, reduces serum pros-

tate‐specific antigen (PSA) levels by 30–50%; therefore,

men above 40 are advised to have their PSA levels

doubled for interpretation (PSA is measured as part

of cancer screening in men). Long‐term finasteride use

may reduce a man’s risk of developing prostate cancer.

Current data should be reviewed with a specialist.
Female Pattern Hair Loss

The exact mechanism of FPHL has yet to be elucidated,

but since nonandrogenetic (non‐male‐hormone) path-

ways are likely to predominate, the older term of

female androgenetic alopecia should no longer be

used. FPHL can present as early as in the teens, or be

delayed until much later in life. For most women, the

history is one of gradual thinning over many years.

Typically, FPHL presents with a retained frontal hair-

line, and frontal or diffuse thinning of the vertex and
crown (top of the head). Unlike MPHL, a significant

number of women also experience thinning in the

occipital zone (back of the head). Although many

women with this disorder believe they are unique, in

fact, MPHL may have an incidence as high as 86% by

age 50. Women go to great lengths to conceal hair

thinning, thus contributing to the belief that the con-

dition is not common.

Treatment for FPHL consists of the topical medica-

tion minoxidil, and the systemic medication spirono-

lactone. Women should use the 2% topical minoxidil

solution, not the 5% topical solution, to minimize side

effects, particularly inflammation and hypertrichosis.

For maximum efficacy, the medication should be used

twice daily.

Spironolactone is a potassium‐sparing diuretic

(water pill) with antiandrogen properties that has

also demonstrated some effectiveness for FPHL. As its

antiandrogenic properties are weak, high dosages of

100–200 mg/day and long‐term therapy will be neces-

sary to see any clinical benefit. Stabilization of hair loss

is more likely than an increase in hair density. Spirono-

lactone can produce menstrual irregularities and fem-

inization of a male fetus, so oral contraceptives must

be used by women of childbearing potential. As hyper-

kalemia can also occur, baseline and monthly monitor-

ing of electrolytes is an important preventive measure.
Telogen Effluvium

In this condition, diffuse hair loss occurs, often pre-

ceded by a significant stress such as fever, childbirth,

illness, psychological stress, or other disease state. In

most cases, full hair regrowth can be seen, but a chronic

form of the condition exists, and a careful clinical and

laboratory investigation is warranted. Prompt identifi-

cation of treatable conditions including endocrine

abnormalities, anemia, nutritional deficits, and other

systemic illnesses will improve the prognosis.
Sensescent Alopecia

Also termed senile alopecia, this is a relatively new hair

loss category that recognizes the inevitable effects of

the aging process on the hair follicle independent of

any other factors. In this condition, both men and

women experience slowly progressive hair loss in a
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nonpatterned distribution, generally after the seventh

decade. There is no scalp inflammation, and the hairs

are simply reduced in number and size. It may be that

depletion of the stem cell reservoir required for hair

follicle regeneration produces this condition.
Related Topics

>Body image, >Hair care, > Skin disorders
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Altruism and Volunteerism
Stephen G. Post

Altruism is behavior that is primarily ‘‘other‐regarding,’’
in contrast to self‐centered or egoistic. Although the

agent of altruism may benefit indirectly from altruism

in so far as he or she experiences contentment and

fulfillment in doing good for others, this does not

diminish from the authenticity of altruistic motiva-

tion because neither reciprocal nor reputational gain

is sought.

There are five reasons for benefits to older adults

who engage in altruistic behavior: enhanced social

integration; distraction from the agent’s own pro-

blems; enhanced meaningfulness; increased perception

of self‐efficacy and competence; and improved mood

or more physically active lifestyle. Adult altruism (i.e.,

voluntary behavior that is ‘‘motivated by concern for

the welfare of the other, rather than by anticipation of

rewards’’) has been associated with improved morale,
self‐esteem, positive affect, and well‐being. The links

between altruism and mental and physical health have

been studied.
Mental Health

Well‐being consists of feeling hopeful, happy, and good
about oneself, as well as energetic and connected to

others. An early study compared retirees above 65 who

volunteered with those who did not. Volunteers scored

significantly higher in life satisfaction and will to live,

and had fewer symptoms of depression, anxiety, and

somatization. Because there were no differences in

demographic or other background variables between

the groups, the researchers concluded that volunteer

activity helped explain these mental health benefits.

The nonvolunteers did spend more days in the hospi-

tal and were taking more medications, which may

have prevented them from volunteering. However,

the mental health benefits persisted after controlling

for disability.
Physical Health

A review of existing studies indicates that research on

the effect of kindness and volunteerism on health may

have begun in 1956, when a team of researchers from

Cornell University School of Medicine began monitor-

ing 427 married women with children under the

hypothesis that housewives with more children would

be under greater stress and die earlier than womenwith

fewer children. Surprisingly, they found that number

of children, education, class, and work status did not

affect longevity. After observing these women for 30

years, however, it was found that 52% of those who did

not belong to a volunteer organization had experi-

enced a major illness compared with 36% of those

who did belong to one.

Another study examined the hypothesis that older

volunteers benefit in terms of health in addition to

well‐being. With the help of data from a nationally

representative sample, the study estimated the effects

of volunteering on the rate of mortality among persons

65 and older. The data are representative of the non-

institutionalized US population aged 25 and older;

the response rate was 67% of sampled individuals

and 68% for sampled households. Data were collected
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over three waves: 1986 (N ¼ 3,617); 1989 (N ¼ 2,867);

1994 (N ¼ 2,348). Face‐to‐face interviews were con-

ducted in the respondents’ homes. From mid‐1986
through March 1994, deaths were ascertained through

tracking and interview processes and via the National

Death Index. Respondents were asked whether they

had volunteered in the past year through a religious,

educational, political, senior citizen, or other organiza-

tion. Respondents who had volunteered were asked

how much time they had devoted to volunteerism.

Controlled analysis indicated that the protective effects

of volunteering were ‘‘strongest among those volun-

teering for one organization or for less than forty

hours,’’ and among those who lacked other social sup-

ports. Moderate amounts of volunteerism were asso-

ciated with lowered risk of death. Indeed, simply

adding the volunteering role was protective. One

need not volunteer to a great extent to have benefits,

and too much volunteering to the point of strain

‘‘incurs just enough detriments to offset the potential

beneficial effects of the activity.’’

On a cross‐cultural level, researchers at the Univer-
sity of Michigan studied a sample of 2,153 older adults

in Japan, examining the relationships between religion,

providing help to others, and health. They found that

those who provided more assistance to others were

significantly more likely to indicate that their physical

health was better. The authors concluded that the

relationship between religion and better health could

be at least partly explained by the increased likelihood

of religious persons helping others.

Another 5‐year study involved 423 older couples.

Each couple was asked what type of practical support

they provided for friends or relatives, if they could

count on help from others when needed, and what

type of emotional support they gave each other. A

total of 134 people died over the 5 years. After adjust-

ing for a variety of factors—including age, gender, and

physical and emotional health—the researchers found

an association between reduced risk of dying and giv-

ing help, but no association between receiving help and

reduced risk of death. A researcher at the University of

Michigan’s Institute for Social Research concluded that

those who provided no instrumental or emotional

support to others were more than twice as likely to

die in the 5 years as people who helped spouses,

friends, relatives, and neighbors. Despite concerns

that the longevity effects might be due to a healthier

individual’s greater ability to provide help, the results
remained the same after the researchers controlled for

functional health, health satisfaction, health behaviors,

age, income, education level, and other possible con-

founders. The researchers concluded: ‘‘If giving, rather

than receiving, promotes longevity, then interventions

that are currently designed to help people feel sup-

ported may need to be redesigned so that the emphasis

is on what people do to help others.’’
Implications

Altruism results in deeper and more positive social inte-

gration, distraction from personal problems and the

anxiety of self‐preoccupation, and enhanced meaning.

Research on the benefits of doing good could spark a

movement in public health that focuses on civic

engagement and helping behavior within commu-

nities. Therefore, much of public health is rightly

focused on environmental toxins and the control of

epidemics. Yet a positive vision of public health must

nurture benevolent affect and helping behavior.
Related Topics
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> Life expectancy, >Mortality
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Alzheimer’s Disease
Mustafa K. Warsi . Helen C. Kales

The dementia syndrome refers to a group of symp-

toms related to a sustained decrease in intellectual

function from previous levels. Memory decline is

always a part of this syndrome along with combina-

tions of other impairments such as problems with

judgment, language, recognition, or performing tasks.

Personality change can also occur as a component.

There are multiple causes of the dementia syndrome,

with more than 60 disorders that are associated with

dementia. Alzheimer’s disease is the most common

form of dementia and represents up to 75% of cases.

It is characterized by a gradual onset and a progressive

cognitive function decline. The condition is named

after Alois Alzheimer who in 1907 described the clinical

progression of a 51‐year‐old woman with a 4.5‐year
course of a sustained loss of intellectual function from

her previous levels.

The risk of Alzheimer’s is age‐related, with the risk

above 65 at about 5–8% and the risk above 85 increas-

ing to 25–50%. With the advent of better health care

and the ‘‘baby boomer’’ population growing older, the

65 and above subset of the population is growing at

a fast pace. Currently 4 million individuals are above

65. By 2030 this number is expected to double. Epide-

miological studies show that 10% of the US population

above 65 and 40% of those aged 80 and above meet

criteria for the diagnosis of Alzheimer’s. Currently,

Alzheimer’s affects four million individuals in the Uni-

ted States and 16 million worldwide. There has been

debate in the past about the prevalence being higher in

women. However, follow‐up studies in the United

States did not support this hypothesis and have

shown no difference with respect to gender.

Alzheimer’s disease is a devastating illness, which

not only affects the cognition of the individual but also

increases caregiver burden. Over $100 billion a year is

spent on individuals with Alzheimer’s. Most patients

with Alzheimer’s still live at home. The average nation-

wide cost of living in a nursing home is $42,000 a year,

which is not covered by third‐party insurers. The aver-
age lifetime cost for an individual can exceed $174,000.

With figures like these, it is not surprising that research

is going on at an extraordinary pace. A search in the

National Institutes of Health Alzheimer’s database

(Medline/ Pubmed) in December 2005 of the term
‘‘Alzheimer’s dementia’’ brought up 36,425 current

research citations. Although there is still no cure for

Alzheimer’s, available medications help to slow disease

progression.

Other risk factors for developing Alzheimer’s dis-

ease include Down’s syndrome, a history of head

injury, and a family history of dementia. Epidemiolo-

gical studies have related low educational level and

socioeconomic as well as marital status as other possi-

ble risk factors. While the risk for Alzheimer’s appears

inherited in some cases, in others there is no family

history. The cause of Alzheimer’s is not known, but is

currently thought to be related to the genetically deter-

mined overproduction of abnormal brain proteins

(‘‘beta‐amyloid’’) or abnormal brain protein processing

and deposition. Microscopically, the brains of Alzhei-

mer’s sufferers show abnormal ‘‘plaques’’ and neurofi-

brillary ‘‘tangles.’’ The impact of Alzheimer’s on brain

chemistry is a prominent degeneration of systems invol-

ving the neurotransmitter ‘‘acetylcholine,’’ which is cri-

tical to intact cognitive function, although other

neurotransmitters are also involved. Low levels of acet-

ylcholine within synapses of neurons cause cholinergic

neuron death. Acetylcholinesterase inhibitor medica-

tions work to interrupt this pathway. However, neither

plaques nor tangles are exclusive to Alzheimer’s and can

be seen in other conditions such as Down’s syndrome,

and to a certain extent, in normal aging.

The clinical picture of a typical Alzheimer’s patient

describes a gradual decline that may not have been

noted by family members until difficulties became

obvious several years after onset (e.g., getting lost

while driving, leaving the stove burners on). The

course is a slow progressive one, with memory loss

being the first indicator. Language, motor, and sensory

losses follow, often several years later. Some people

with Alzheimer’s show personality changes and symp-

toms of irritability early in the course of disease that

can worsen as the illness becomes more manifest. The

illness progresses to eventual death about 8–10 years

after initial diagnosis.

It is important to note that memory loss is essential

to make the diagnosis of Alzheimer’s disease, but this

disorder cannot be diagnosed with memory loss alone.

According to the Diagnostic and Statistical Manual of

Mental Disorders, Fourth Edition, criteria for dementia

of the Alzheimer’s type (DAT) specify that the indivi-

dual must have a memory impairment and one of the

following four cognitive disturbances: (1) language

disturbance (difficulty with word comprehension or
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expression); (2) inability to perform a motor task

despite having no motor deficits (e.g., difficulty with

bathing or dressing); (3) inability to recognize items

despite having no sensory (hearing or visual) deficits;

or (4) deficits in carrying out more complex tasks

involving planning, abstraction, and organizing (e.g.,

difficulty with driving or cooking). There is no single

test to determine if a person has Alzheimer’s disease.

The diagnosis is made by a physician reviewing a

detailed history of the person and the results of several

tests such as a complete physical and neurological

examination including a mental status evaluation, a

psychiatric assessment, and laboratory tests (including

blood count and chemistries, vitamin B12, folate and

thyroid hormone levels, and often computed tomogra-

phy [CT] or magnetic resonance imaging [MRI] of the

brain). Neuropsychological testing may also be done to

test memory, reasoning, writing, vision–motor coordi-

nation, and the ability to express ideas. Once this is

completed, a diagnosis of ‘‘probable’’ Alzheimer’s dis-

ease can be made by the process of elimination. A

definite diagnosis of Alzheimer’s dementia is impossi-

ble without confirmation by postmortem (after death)

examination of the brain.

Other causes of dementia that should be excluded

are vascular causes such as a stroke, dementia second-

ary to Parkinson’s syndrome, dementia secondary to

Huntington’s disease, human immunodeficiency virus

(HIV), head trauma, Pick’s disease, Creutzfeldt–Jakob

disease, and neurosyphillis to name a few. Laboratory

testing can detect medical problems (anemia, thyroid

problems, vitamin deficiencies, etc.) that can cause

confusion or cognitive impairment. As depression

can cause cognitive impairment and coexist with

dementia, a psychiatric assessment is important to

rule out the presence of mood disorders. It may also

be helpful to conduct a separate interview of the care-

giver to gain additional perspective on the person’s

functioning.

At this time, there is no medical treatment to cure

or stop the progression of Alzheimer’s disease, though

the US Food and Drug Administration (FDA)‐
approved medications may temporarily improve or

stabilize memory and thinking skills in some people.

Ultimately, it is thought that actual disease modifica-

tion in DAT will occur from preventing accumula-

tion of abnormal brain protein (beta‐amyloid). There

are two classes of drugs that are currently approved

to treat the cognitive symptoms of Alzheimer’s: the

cholinesterase inhibitors (donepezil, rivastigmine,
galantamine) and memantine. Cholinesterase inhibi-

tors are indicated for mild to moderate dementia.

These drugs are generally well tolerated, and common

side effects include nausea, vomiting, and diarrhea.

The body soon develops tolerance to these side effects.

It must be emphasized that these medications do not

treat Alzheimer’s disease or change mortality rates,

but rather only delay the progression of disease.

‘‘Turning the clock back by 6 months’’ is a common

term used by clinicians to describe the effects of these

medications. In about 20% of patients, deterioration

may be delayed for about a year. Some anecdotal

reports also suggest improvement of disturbed beha-

viors with these medications. Donepezil has a once‐
a‐day regimen, whereas rivastigmine and galantamine

are to be given twice a day. Galantamine should not

be used in patients with kidney or liver problems.

Memantine is a newer medication available to stabi-

lize symptoms of moderate to severe Alzheimer’s. It

acts as an N‐methyl‐D‐aspartate (NMDA) receptor

antagonist, which has been shown to limit glutamate‐
induced toxicity to brain cells. Memantine may protect

cells against excess glutamate by partially blocking

NMDA receptors. This medication has good tolerabil-

ity and is dosed twice a day. Therefore, it is increasingly

being used as an adjunct to cholinesterase inhibitors in

the management of moderate to severe Alzheimer’s

disease.

Vitamin E may also reduce the rate of decline in

patients with Alzheimer’s. It is an antioxidant that has

been thought to inhibit the inflammatory effects of

plaque formation, thus helping the brain defend itself

against the effects of oxidative damage. A prior study

examining the use of vitamin E in Alzheimer’s disease

and time to nursing home placement showed promis-

ing results; however, a recent reanalysis of this study

(which corrected for differences in patient groups in

the earlier study) revealed no benefits and an added

risk of side effects. People who take blood‐thinners
may not be able to take vitamin E, or will need to be

monitored closely by a physician. Other medications

such as selegiline, nonsteroidal anti‐inflammatory

drugs, and statins have been tested for Alzheimer’s

disease, but as yet the evidence for benefit is not clear.

Herbal remedies and other dietary supplements

have been promoted as effective treatments for Alzhei-

mer’s disease and related disorders. However, claims

about the safety and effectiveness of these products are

based largely on individual testimonials, traditional

use, and a rather small body of scientific research.
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The rigorous scientific research required by the US

FDA for the approval of a prescription medication is

not required by law for the marketing of dietary sup-

plements. Given this lack of FDA oversight, concerns

with such alternative therapies include: (1) unknown

effectiveness and safety; (2) unknown purity of such

substances; (3) lack of routine monitoring of side

effects; and (4) the possibility of serious interactions

with prescribed medications. Ginkgo biloba is a plant

extract containing several compounds that may have

positive effects on cells within the brain and the body;

it has been promoted as having both antioxidant and

anti‐inflammatory properties, and effects in protecting

cell membranes and in regulating neurotransmitter

function. Ginkgo has been used for centuries in tradi-

tional Chinese medicine and is currently used in

Europe to alleviate cognitive symptoms associated with

some neurological conditions. Results from some stu-

dies show that Ginkgo may help some individuals with

Alzheimer’s disease, but further research is needed to

determine the exact mechanisms by which it works in

the body. Few side effects are associated with the use of

Ginkgo, but it is known to reduce the ability of blood

to clot, potentially leading to more serious conditions

such as internal bleeding. This risk may increase if it

is taken in combination with other blood‐thinning
drugs (e.g., aspirin and warfarin). A current multicen-

ter trial with about 3,000 participants is investigating

whether Ginkgo may help prevent or delay the onset of

Alzheimer’s disease or vascular dementia.

Pharmacological treatment of Alzheimer’s also

often involves treatment of the behavioral and psycho-

logical symptoms of dementia (BPSD) that occur at

least to some degree in many people with the disease.

In the early stages of Alzheimer’s, people may experi-

ence personality changes such as irritability, anxiety, or

depression. In later stages, BPSD may occur such as

sleep disturbances, agitation (physical or verbal aggres-

sion, restlessness, pacing, yelling), delusions (firmly

held beliefs in things that are not real), or hallucina-

tions (seeing or hearing things that are not there).

Many families find the BPSD to be the most challen-

ging and distressing effects of Alzheimer’s disease.

BPSD are often the determining factor in a family’s

decision to place a loved one in long‐term residential

care. For individuals living in long‐term care facilities,

BPSD often have tremendous impact on the care they

receive and on quality of life. People with Alzheimer’s

exhibiting BPSD should receive a thorough medical

evaluation, especially when symptoms occur suddenly.
Treatment depends upon the types of behavior the

person is experiencing as well as a careful determina-

tion of the possible causes of the change in behavior.

Symptoms may reflect an underlying infection or med-

ical illness; for example, the pain or discomfort caused

by pneumonia or a urinary tract infection or the side

effects of some prescription and over‐the‐counter med-

ications can cause ‘‘delirium’’ (an acute change in men-

tal status). People experiencing delirium may manifest

many different BPSD (agitation, paranoia, hallucina-

tions), which resolve when themedical cause of delirium

is properly treated. With proper treatment and inter-

vention, significant reduction or stabilization of BPSD

can often be achieved.

There are two different types of treatments for

BPSD: nondrug interventions and prescription medi-

cations. Nondrug interventions (e.g., simplifying the

person’s environment, tasks, and routines; allowing

adequate rest between stimulating events; using labels

to cue or remind the person; equipping doors and

gates with safety locks; and using lighting to reduce

confusion and restlessness at night) should be tried

first. Steps to managing agitation include: (1) identify-

ing the behavior; (2) understanding its cause; and

(3) adapting the caregiving environment to remedy

the situation. Often the trigger may be a change in

the person’s environment (change in caregiver or living

arrangements, hospitalization, etc). It is not helpful,

and often may worsen the BPSD, to argue, disagree, or

confront the person who is confused, agitated, or para-

noid; a far better way for caregivers to intervene is to

redirect the affected individual’s attention to another

topic or activity.

Medications should target specific symptoms (hal-

lucinations, paranoia, depression) so their effects can

be monitored. In general, it is best to start with a low

dose of a single drug. People with dementia are sus-

ceptible to serious side effects, including a slightly

increased risk of death from antipsychotic medica-

tions. Risk and potential benefits of a drug should be

carefully analyzed for any individual. Medications

should be tailored to both the individual patient and

the accompanying constellation of symptoms and may

include: neuroleptics or antipsychotics (used to treat

hallucinations, paranoia, or delusions); antidepressants

(used to treat depression and anxiety); anticonvulsants

(used for mood stabilization and for agitation); and

trazodone or Desyrel (used for sleep difficulties and

for agitation). Benzodiazepines (diazepam or Valium,

alprazolam or Xanax, lorazepam or Ativan, etc.) should
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generally be avoided or minimized due to concern of

side effects (worsened cognition, falls) and especially

of ‘‘paradoxical disinhibition’’ (reaction of agitation or

worsened behaviors as opposed to the desired calming

effect).

In treating individuals with Alzheimer’s disease, it

is common practice to include the caregiver and

family. Alzheimer’s affects entire families, especially

as the disease progresses and affected individuals

become more dependent upon their primary care-

givers. Caregivers often experience feelings of depres-

sion, anxiety, stress, and helplessness that need to be

assessed by a clinician, and referred as appropriate.

Many of these symptoms can be alleviated by appro-

priate treatment.
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Ambiguous Loss
Sana Loue

Ambiguous loss refers to the loss of a loved one who is

both simultaneously present and absent. Consequently,

the loss is ambiguous and closure appears unattainable.

There are two types of ambiguous loss. In the first

type, the loved individual is psychologically present,

but physically absent under conditions that make it

unclear whether they are dead or alive. This may hap-

pen, for instance, when a family member is serving in

the armed forces and is reported missing in action, or

when family members emigrate to another country,

leaving behind relatives who are unable to communi-

cate with them. It may also occur as the result of a

natural disaster, when family members are separated

from each other and mechanisms of communication

are interrupted.

The second type of loss occurs when a loved one is

perceived as being physically present, but is psycholo-

gically absent. This often happens when a loved one

suffers from advanced Alzheimer’s disease or suddenly

suffers cognitive impairment as the result of a trau-

matic injury or the onset of a severe mental illness. This

type of ambiguous loss may especially affect older

adults, as aging friends and family members develop

illnesses that affect their abilities to interact with, and

relate to, others.

The uncertainty that surrounds such a loss prevents

the individuals who are affected by it from moving

forward with their lives because they do not know if

the loss is temporary or permanent. Unlike a loss that

results from death, individuals who are confronted by an

ambiguous loss do not have the same rituals such as a

funeral or wake that could potentially provide support

and opportunity for validation of their loss. In addition,

because of its ambiguous nature, the loss is continuous,

resulting in physical and emotional exhaustion.

Individuals who are confronted with an ambiguous

loss may feel depressed, helpless, and/or incompetent.

Individuals may blame themselves for the situation,

even if they had no part in its creation, believing that

if they had only said or done something differently, the

situation would be better. A variety of strategies have

been suggested to help individuals cope with this type

of loss and to overcome some of these feelings. The

methods include counseling, prayer, and participation

in a support group.

www.alz.org
www.alzheimers.org
www.aagpgpa.org
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The Americans with Disabilities Act (ADA), signed in

July 1990, provides individuals with disabilities protec-

tions similar to those that prohibit discrimination on

the basis of sex, national origin, race, religion, and

veteran status. An individual is protected under the

ADA if: (1) the ability to perform one or more major

life activities (e.g., hearing, sight, self‐care, walking,
breathing, speaking, or learning) are hampered by a

physical or mental condition; (2) if an individual has

a record of having such a physical or mental condition;

or (3) if an individual is thought of as having such a

condition. The ADA is designed to open up employment

opportunities, government services, public accommoda-

tions, transportation services, and telecommunications

to the disabled on an equal‐opportunity basis.
The ADA prohibits discrimination against qualified

disabled people in private employment‐related activ-

ities such as hiring, promotion, training, and com-

pensation. A disability cannot be used as a basis for

employment‐related decisions unless a person’s disabil-
ity poses a direct threat to his own and/or others’ health

and safety in the performance of a job. Additionally,

organizations with 15 or more employees must provide

reasonable accommodations to disabled employees

and job applicants as those persons request or indicate,

except where reasonable accommodations are not fea-

sible or impose a significant expense, or an ‘‘undue
hardship,’’ on the employer. Reasonable accommoda-

tions may include accessibility modifications to exist-

ing facilities, changing work schedules, providing

adaptive or modified work equipment, or modifying

employment training.

The ADA also obligates federal, state, and local

governments, as well as agencies and departments to

provide equal access to government employment,

programs, and services for persons with disabilities.

State and local government entities, just like private

employers, are subject to employment and facility

access rules. These public entities must also remove

discriminatory barriers to the disabled for participa-

tion in, and eligibility for, government services. Addi-

tionally, government organizations must guarantee

‘‘public accessibility’’ to all persons with disabilities

by providing government services in accessible loca-

tions, either in the public entity’s own facilities or at an

alternative off‐site location.
The ADA includes ‘‘public accommodations’’ pro-

visions that apply to private companies and other

organizations that own or operate facilities open for

public access such as movie theaters, restaurants, shop-

ping malls, parks, and museums. Construction of new

buildings, and major renovations of existing buildings,

must ensure accessibility to disabled persons. A variety

of access‐minded features must be included such as

parking lots with curb cuts and designated ‘‘handi-

capped’’ parking spaces, elevators, barrier‐free facility

designs and layouts, accessible bathrooms, tables of

wheelchair‐appropriate clearance and height, and suf-

ficiently wide doorways. Reasonable accommodations

for such public establishments under the ADA go

beyond just physical access. Facility owners and opera-

tors must also be prepared to provide services such as

reading a price tag to a blind customer; retrieving a

book from an unreachable shelf for a wheelchair user;

and permitting individuals requiring the assistance of

service animals, for example trained guide or mobility

dogs, to enter restaurants and grocery stores.

Public and private transportation service providers

must also refrain from discriminatory behavior against

disabled patrons under the ADA. Airlines, taxis, trains,

and bus lines must provide an equal, or at least equally

effective, level of service as that provided to nondis-

abled patrons. Telecommunication service providers

such as telephone companies must provide access to

services for individuals with hearing and/or speech

impairments as well.
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American Association of
Retired Persons
Thomas E. Bucher

The American Association of Retired Persons (AARP)

is a Washington, DC‐based nonprofit, nonpartisan

organization dedicated to ‘‘enriching the experience

of aging’’ for people aged 50 and above. The organiza-

tion was founded in 1958 by Dr. Ethel Percy Andrus,

the first woman high school principal in California

and a pioneer in the field of gerontology. It changed

its name in recent years because only about half of its

35 million members are fully retired. AARP evolved

from the National Retired Teachers Association,

founded in 1947 and now an affiliated organization,

to respond to the need for affordable health insurance

for seniors and to address the problem of age discri-

mination in society. The organization envisions ‘‘a

society in which everyone ages with dignity and pur-

pose and in which AARP helps people fulfill their goals

and dreams.’’
AARP, through its Internal Revenue Code 501

(c)(4) status, has become widely known for advancing

the interests of aging populations through lobbying

efforts at the state and national levels, working to

influence legislation that affects older citizens, particu-

larly Social Security and Medicare. The organization’s

signature issue has been to oppose President Bush’s

proposal to privatize Social Security, a plan that

would allow the creation of private accounts financed

through payroll taxes. The organization argues that

private accounts drain money out of Social Security,

cut benefits, and pass the bill on to future generations.

Additionally, AARP worked to influence the Medicare

Modernization Act of 2003 with its new Part D, the

outpatient prescription drug benefit, with effect from

January 1, 2006. Their large membership, combined

with higher voting rates among elderly Americans,

help to make AARP one of the most powerful advocacy

groups in the United States. One critic has even called

AARP the ‘‘800‐lb. gorilla of American politics.’’

In addition to their intensive lobbying efforts,

AARP offers a broad range of services and benefits to

its members. It publishes and distributes educational

materials about Social Security, Medicare, and other

public policy issues, as well as sponsors community‐
service programs in such areas as crime prevention,

defensive driving, adult education, consumer affairs,

retirement planning, and counseling of widowed per-

sons. The organization offers automobile and group

health insurance plans, a credit union, pharmacy and

travel services, and also negotiates reduced rates for

members at various tourist attractions, automobile

rental companies, motel and hotel chains, and other

establishments. It also strives to inform and educate

the members about possible scams targeting the elderly

such as predatory lending and refinancing. AARP pub-

lishes Modern Maturity and My Generation magazines,

and a members’ bulletin.
Related Topics

>Medicare, > Social Security, > Social support
Suggested Resources

Modern Maturity

My Generation

www.aarp.org

www.ada.gov
www.aarp.org
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American Indians and
Alaskan Natives
Christina M. Saunders Sturm

The 2000 Census reports a population count of 4.1

million American Indian and Alaskan Natives

(AIANs). However, as is now understood to be com-

mon among minorities, this number is likely to be an

undercount; AIANs who live on reservations are parti-

cularly likely to not be counted in the decennial census.

This population is relatively youngwith amedian age

of 28.8, 5 years younger than the national median age of

35.4. Approximately 1% of AIANs are 65 and above, a

number that is predicted to rise to 3% by 2050. This

expected growth in the older AIAN population will be

the largest relative increase in any US racial or ethnic

group except Asians, and therefore deserves special

attention. The age category of 65 and older is used

here as the common definition of older in the United

States. However, it is important to note that within

AIAN communities, elderhood may start at much

younger chronological ages and, in fact, some tribes

have designated Medicaid eligibility at ages less than

65 under treaty authority. Age is also important in

that it has been reported that diseases such as diabetes

are showing patterns of prevalence and complications

in younger AIANs age groups that are more typical of

patients 65 and older.

AIANs have the worst health in the nation, with

older AIANs suffering from some of the highest levels

of disability and disease. Contrary to the goals of

Healthy People 2000, AIANs have not experienced

significant improvements in health status indicators

(HSIs). Risk factors and health conditions show per-

sistent and even increasing disparities that need to

be addressed if elder AIANs, as well their communities

at large, are to gain better health and increased life

expectancy.

Clear empirical data about older AIANs’ health are

very limited. The National Center for Health Statistics

(NCHS) provides the best data to date, but even here

AIANs are often left out of comparative analyses due to

insufficient numbers or problematic racial categoriza-

tion. For example, research has demonstrated that

AIANs are frequently (15–20% on average) misas-

signed to other racial categories in health data, parti-

cularly mortality data, resulting in the underestimation
of risk in this population. It is particularly difficult to

obtain data on AIANs who do not live on reservations

(approximately 60% of the population); these indi-

viduals are among the most likely to be misclassified

in terms of race in health data documentation. Agen-

cies that collect health data need to have procedures

in place to maximize correct racial/ethnic category

assignment.

The data that are available indicate that older

AIANs suffer disproportionately from a variety of

chronic diseases that contribute to their relative poor

health. The NCHS reports that the three leading causes

of death among older AIANs are diseases of the heart,

unintentional injuries, and malignant neoplasm; dia-

betes is the fourth leading cause of death. However,

diabetes is also a chronic disease that can cause sig-

nificant disability and suffering. AIANs have the high-

est rate of diabetes in the nation (close to 100% in

some subgroups) and one of the highest globally. High

rates of obesity, lack of exercise, and smoking are

reported in geographically limited studies as well as

significant levels of eye and dental problems; the latter

is particularly problematic among Alaskan Natives

where service delivery can be very difficult. In addition,

disability rates are the highest in the nation and it has

been reported that qualified AIANs often are not

receiving disability benefits to which they are entitled.

Life expectancy is approximately 4 years lower than

that of the general US population.

A significant contributor to the health problems

seen in AIAN communities is access to, as well as

quality of, care. AIANs often lack basic health services

available to their non‐AIAN neighbors. A total of 92%

of rural counties in which AIANs are the majority resi-

dents are health professional shortage areas (HPSA)

compared with 65% nationally. For older AIANs,

most of who depend upon the Indian Health Service

(IHS), access to geriatric health‐care services is even

more limited.

The IHS, part of the US Public Health Service

since 1955, has played a critical role in providing

services to the older AIAN population. It currently

serves 1.5 million registered AIANs of all ages in 35

states through IHS hospitals and health centers. These

individuals as well as the remaining 2–3 million self‐
identified AIANs are served by tribally managed ser-

vices, urban Indian health programs, and general

health services not geared specifically toward the

AIAN population. Few older AIANs have private
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insurance, relying primarily on IHS facilities and

providers. Unfortunately, the IHS is chronically under-

funded despite the legal obligation of the federal gov-

ernment to provide health services to AIAN peoples.

As a clear example of structural inequality, IHS expen-

ditures are 46% less than that of federal employee

health benefit plans. The IHS budget is set by appro-

priation and is consequently subject to annual change

and political pressures. The system is also increasingly

dependent upon Medicaid reimbursement to fund

itself. Because Medicaid eligibility and expenditures

are set by the state, access to services and overall fund-

ing of the system varies greatly depending upon state

residency. In addition, urban Indian health service

centers do not qualify for the same level of federal

Medicaid matching dollars as do IHS services, so

AIANs who use urban service centers may have even

fewer services available for certain needs than those

who live on reservations.

On the positive side, the IHS and tribal leadership

have built a record of successfully collaborating to

maximize tribal involvement in meeting the health

care needs and improving the health outcomes of the

registered AIAN populations. This collaborative work,

along with that developing with tribal nations, Indian

colleges, and 4‐year universities, has been successful at

identifying community priorities as well as recruiting

and maintaining tribal members in important roles in

the system—two key elements of cultural competency

in health care. Cultural competency is critical to the

delivery of quality health care services; three out of

four of the major identified probable causes of dispar-

ities in health care identified by the National Health-

care Disparities Report are strongly related to issues of

communication and interaction between providers

and patients. This effort is complicated in a population

that embodies vast internal cultural diversity.

With more than 550 tribes with distinct cultural,

genetic, and environmental pressures, it should be

unsurprising that there are strong regional differences

in risk factors. The Healthy People 2000 Report for

2002 reported rising rates of lung cancer in the AIAN

population. However, smoking rates vary greatly.

Nez Henderson and colleagues reported in 2005 that

19% of AIAN men living in the Southwest and 10% of

Southwest AIAN women were smokers compared with

49% of Northern Plains men and 51% of Northern

Plains women. Consequently, local tribal differences

are critical to designing and implementing any pre-

vention campaigns or clinical care programs. Close
collaboration and cooperation with tribal leaders and

health care providers experienced with working in a

particular AIAN community is imperative. Culturally

competent care must be based upon close familiarity

with, understanding of, and acceptance of, the com-

munity or communities in which one is working. Pro-

viders must strive to develop strong, collaborative

relationships with key stakeholders in the community

such as the tribal leadership, existing health care pro-

viders, and the older population itself. AIAN commu-

nities hold natural gatherings at specific times each

year during which AIANs congregate; these gatherings

are wonderful opportunities to meet and network with

key stakeholders, to engage with the community on its

own terms, and to disseminate health promotion and

prevention messages to the community at large as well

as to elders and their caregivers.

Diversity emerges in more than tribal differences in

risk factors and disease patterns. Tribal peoples often

have experience with various healing systems and prac-

tices. Part of working with any AIAN community is

recognizing and accepting that there is likely to be

more than one healing system at work. In addition to

allopathic providers, there may be traditional and

faith‐based healers. These healers often take a holistic

approach in which spirituality plays a critical role.

They may treat everything seen by the allopathic pro-

vider as well as diseases and ailments not recognized by

Western medicine. Health care providers may view

these systems and their representatives as competition

and a hindrance to compliance with the allopathic

medicine non‐AIAN providers typically advocate.

However, a more useful approach would be to assess

each individual situation, potentially even working

collaboratively with a traditional or spiritual healer to

provide holistic care to the patient or the community.

Careful attention should be given to individual

elders’ belief and value systems. Providers need to

learn the specific vocabulary, modality, and context

through which elders express the signs and symptoms

of disease and work together with their patients to

elicit ideas about appropriate healing and interven-

tions. A reasonably detailed understanding of the heal-

ing systems functioning in their clients’ community

should help providers work with elders and their

families to create an integrative approach that respects

the communities’ belief systems, provides better health

care, creates greater cooperation with medical regi-

mens, and works toward developing and maintaining

relationships of trust with elders, their families, and the
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greater community. Particularly in a context where

trust between communities and bureaucracies has

been repeatedly undermined, the establishment of

trust between providers, their agencies, and AIAN

communities will be a critical component for the suc-

cessful implementation of public health programs for

these elders.

Cultural competency and holism reach beyond the

boundaries of tribal membership. The cultural bound-

aries of class are also important with the dispropor-

tionate numbers of AIANs living in poverty in this

nation. Many older AIANs do not have retirement

benefits and have difficulty navigating the paperwork

to enroll in the federal or state programs for which they

are eligible. According to the 2000 Census, only 16.8%

of AIAN households have members aged 65 and above

(compared with 31.3% nationally) and 50.3% have

members aged below 18 (compared with 36.5%

nationally). However, AIAN communities typically

hold strong cultural values that encourage and support

families providing for elders in a way that creates an

immediate support group in which public health

workers and clinicians can pool in to work to an elder’s

advantage. However, it is important to remember that

just because an AIAN elder lives with his or her family,

he or she does not automatically have a safe environ-

ment in which to live. Given the higher rates of poverty

in AIAN communities, families that provide housing

and care for an elder can be stretched beyond their

limited resources, with elders creating a drain on

resources that weakens and threatens the family. Spe-

cial services may need to be made available to link

elders with appropriate social service programs. Web‐
based resources such as the National Indian Council on

Aging may be useful as a starting point but ultimately

it is the providers’ knowledge of local services and their

ability to link up elders and their families with services

that could make an important difference.

It is very important that research be conducted to

collect and analyze health data on AIANs so that we

can understand what is happening in AIAN popula-

tions compared with other populations over time.

Given the emphasis on evidence‐based practice and

policymaking, the dearth of hard data on health indi-

cators in the AIAN population is dangerous. AIANs are

more often than not a silent nonpresence in the

national reports. This makes lobbying for funds and

policy changes problematic, to say the least. Data on

key health indicators must be systematically collected

for all AIANs, registered tribal members or not,
reservation residents or urban dwellers, and it must

be made available for analysis. Careful consideration

must be made of how race is assigned in health data

collection and systems developed to more accurately

assign membership to AIANs. The disparity in health

status reported by Healthy People 2000 is ongoing and

increasing. This fact in combination with the signifi-

cant impact of obesity, diabetes, heart disease, and

disability in this population indicates that there is a

great deal of work still to be done to improve the health

of AIAN elders. Culturally appropriate, accessible,

affordable, quality care, which is designed to meet the

special needs of AIAN elders, is sorely needed. Public

health providers working with this population may

well need to take on an active advocacy role, pushing

for higher appropriations, restructured financing, and

expanded quality services directed to elder AIANs.
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Amputation
Janet M. Blanchard

The word amputation refers to loss of a limb or body

part. This is a feared complication of accidents and

some medical disorders. Fortunately, the causes that

lead up to amputation can, in many instances, be

avoided. The major causes of amputation include

traumatic injury, ischemic event (loss of blood supply),

and metabolic disorders.
Traumatic Amputations

These amputations are caused by accidents, many of

which can be avoided—snowblowers and lawn mowers

are a prime cause. Everyone realizes they should not

put their hands or feet into either machine while they

are running—however slips, falls, or accidents using

sticks or other objects with a mower or blower running

can easily be associated with a traumatic incident that

can lead to amputation.
Ischemic Amputations

This type of amputation can occur when arteries to

extremities are compromised. A classic example of this

is frostbite. When an extremity is exposed to extreme

cold, the blood vessels to the extremities constrict. This

in turn shuts down the blood supply (oxygen) to the

tissues. When the tissue no longer receives oxygen,

it dies. The extremity turns black and it either self‐
amputates or must be surgically removed. The extre-

mities most commonly affected are the hands and
feet, but the ears are also susceptible. The most common

cause of ischemia that leads to amputation is smoking.

This is an avoidable situation and much attention is

being directed toward cessation. The offending consti-

tuent of smoke is nicotine, which causes blood vessels

to constrict and form plaques. In turn, the vessel nar-

rows and decreases the blood supply to the extremity.

Eventually, the blood vessel may close down. Awarning

sign may be cramping of the calf muscle (claudication)

with exercise. The extremity may eventually lose total

blood supply and, if not addressed, can lead to ampu-

tation. There are state‐of‐the‐art evaluations to help

diagnose, and surgical procedures available to treat,

this condition.
Metabolic (Diabetic) Amputations

Diabetes is becoming an epidemic in the United States,

both in children and adults. Although diabetes can be

hereditary, obesity is fast becoming the primary cause.

Diabetes causes two problems: (1) damage to the per-

ipheral (end) vessels, which can lead to reduced feeling

in the foot (neuropathy)—a phenomenon that is most

commonly found in the foot; and (2) damage to the

peripheral blood vessels, which in turn decreases the

oxygen and necessary nutrients going to the tissues.

The combination of these two can lead to tissue break-

down, which is termed an ulcer. A classic example is

wearing a shoe that can cause a blister. When a person

without diabetes has a blister, it feels very sore and he

or she will generally take appropriate steps to alleviate

this phenomenon. Diabetics, however, will not feel

this, and instead of developing a blister, they will

experience tissue breakdown and possible infection.

This can lead to gangrene and bone infection. If the

damage is severe enough, it can lead to amputation.

Approximately 40–60% of all amputations occur in

patients with diabetes.

Some of the above phenomena can be avoided by

careful control of blood sugar with proper medication,

monitoring blood sugar, losing weight, exercising, etc.

Education about proper diabetes care is essential, that

is, wearing correct shoes, checking the feet on a regular

basis, and good skin hygiene. There are many diabetic

clinics dedicated to this education. In summary,

although some of the factors that lead to eventual

amputation are hereditary, many can be avoided with

appropriate lifestyle and health‐care behaviors.
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http://www.nicoa.org/
www.ihs.gov/MedicalPrograms/ElderCare/index.asp
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Anemia
Linda Mileti

According to the Centers for Disease Control and

Prevention, anemia affects approximately 3.4 million

Americans. It is common in women with heavy men-

strual periods, pregnancy, persons with chronic dis-

eases, and older age. The exact prevalence in older

adults is unclear; however, one study estimates that in

persons aged 65 and older, anemia is present in 11% of

men and 10% of women. The prevalence rises with

increasing age. Among older persons, anemia is asso-

ciated with greater physical decline, which in turn can

lead to increased falls. It is also associated with depres-

sion, impaired cognitive function, and in severe cases

congestive heart failure.

Anemia is defined as a lower than normal number

of red blood cells (RBCs) in the blood, usually mea-

sured by a decrease in the amount of hemoglobin.

Hemoglobin is an iron‐rich protein in RBCs that trans-

ports oxygen to the body’s muscles and organs. With

anemia, the body produces too few healthy RBCs, loses
them, or destroys them. Some examples of underpro-

duction include iron deficiency anemia, vitamin defi-

ciency anemia, anemia of chronic disease, and anemia

associated with bone marrow disease. Blood loss is

most common with menstrual bleeding and bleeding

from the gastrointestinal (GI) tract. Finally, examples

of destruction include hemolysis from autoimmune

disorders, medications, or sickle cell anemia.

Iron deficiency is the most common form of ane-

mia. The bone marrow needs iron to make hemoglo-

bin. In older adults, common causes of iron deficiency

include chronic blood loss from an ulcer, colonic

polyp, or colon cancer. A diet poor in iron causes

anemia as well.

Deficiencies in vitamin B12 and folate may cause

anemia is which the bone marrow makes large, abnor-

mal RBCs. This is seen in patients with intestinal dis-

orders or with malnutrition. Anemia of chronic disease

is seen most commonly with cancer, rheumatoid

arthritis, other chronic inflammatory disorders, and

kidney failure. Bone marrow diseases that cause ane-

mia include leukemia and myelodysplasia, a preleuke-

mic condition. Other cancers of the blood or bone

marrow such as multiple myeloma or lymphoma can

also cause anemia.

Anemia from blood loss most commonly occurs

with heavy menstruation and bleeding from the GI

tract such as from an ulcer, polyp, or cancer. One way

the body gets iron is by recycling it from RBCs that die.

However, with blood loss, iron is lost. Anemia from

blood loss often presents as iron deficiency anemia.

Finally, destruction of RBCs can occur with auto-

immune disorders, in which the body attacks its own

RBCs. Certain medications can cause this as well. Initi-

ally the signs and symptoms of anemia can be subtle.

As it progresses, individuals may report fatigue, pale

skin, dizziness, and shortness of breath. Some, parti-

cularly those with coronary artery disease, may feel

chest pain. Older persons in particular may experience

cognitive impairment such as confusion. If severe,

patients may go into congestive heart failure. On phy-

sical exam, patients may have pale skin, tachycardia, or

low blood pressure. Other findings may include

inflammation of the tongue called glossitis and is

seen with iron, folate, or vitamin B12 deficiency. Jaun-

dice or an enlarged spleen may be seen with hemolytic

anemias. Neurologic abnormalities such as numbness,

tingling, or loss of balance may be seen with vitamin

B12 deficiency.
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The way to diagnose anemia is by doing a through

history, physical exam, and complete blood count

(CBC). The CBC will show the hemoglobin concentra-

tion in the blood. It can also give information about

the size of the RBCs. For example, with iron deficiency

anemia or anemia of chronic disease, the size of the

RBCs will be smaller, known as microcystosis. In con-

trast, with vitamin B12 or folate deficiencies, the RBCs

will be larger, known as macrocystosis. Iron studies can

be checked as well and, if consistent with iron defi-

ciency anemia, a colonoscopy may be necessary to look

for colon cancer or precancerous lesions. A procedure

known as an esophagogastroduodenoscopy (EGD) in

which a small scope is guided to the stomach may be

necessary to look for an ulcer. In some cases, a bone

marrow biopsy may be done to diagnose anemias

associated with bone marrow disease.

Treatment depends on the cause of the anemia.

With iron deficiency, iron supplements can be used.

If the iron deficiency is caused by a bleed in the GI

tract, further treatment of an ulcer, polyp, or cancer is

necessary. Vitamin B12 and folate deficiencies can be

treated by improving the diet, taking oral supplements,

or treating the intestinal disorder. Anemia of chronic

disease and anemias associated with bone marrow dis-

eases may improve by treating the underlying disease.

Erythropoetin, a hormone produced by the kidneys

that stimulates the bone marrow to produce RBCs,

may be injected to help patients with these conditions.

With some hemolytic anemias, removal of the spleen

may be necessary. Transfusion of RBCs may be neces-

sary to improve the blood pressure, heart rate, or

symptoms; however, this should be done after the

cause of the anemia is determined. Many types of

anemia cannot be prevented. However, making sure

of a diet rich in iron, folate, and B12, and careful

follow‐up with the primary care doctor are helpful.
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Anger
Carol I. Tsao

Anger is characterized as an emotional state that

assigns blame for some real or perceived wrong and

has the adaptive purpose of seeking to correct the

wrong and/or prevent its repetition. This definition

of anger presupposes that the ‘‘perceived wrong’’ was

unjustified and the response (‘‘correction’’ and/or

‘‘prevention’’) must be proportionate to the provoca-

tion. According to this view, anger is socially important

because it attempts to limit the original wrong, thereby

potentially reducing the overall damage. Interperson-

ally, anger holds another accountable for his or her

wrongful actions. Optimally, the wrongdoer will come

to realize his or her own error and gain an understand-

ing of the angry person’s perspective.

Anger is a common emotion. On average, people

report becoming angry once or twice a week. The most

frequent targets of anger are intimates, family, or

friends. Anger may be expressed in a variety of ways

depending on the person and circumstances. Common

responses include discussion with the wrongdoer, ver-

bal rebukes, and verbal withdrawal. Angry responses

may escalate to include raising one’s voice and physical

departure. Among emotionally healthy adults, only

rarely does anger result in direct physical battery

against the wrongdoer.

Anger needs to be distinguished from hostility.

From the perspective of emotion, hostility includes

feelings of anger. Hostility, as noted by Barefoot and

other behavioral scientists, is associated with other

negative feelings as well, usually contempt and disgust.

Although hostility may have been instigated by a per-

ceived wrong, the hostile person usually holds preex-

istent skeptical or cynical beliefs about others. These

feelings lead to a different motivation on the part of the

hostile person. Whereas the motivation of the angry

person is to correct or prevent recurrence of the wrong,
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the motivation of the hostile person is to hurt the

perceived wrongdoer.

Anger, unlike hostility, may have positive adaptive

value. For instance, Averill contended that anger could

have a positive impact on health if the angry person

acknowledges the anger and uses it in the service of

positive action. Patients with cancer have been shown

to have a better prognosis if they become angry at their

disease and not merely afraid or demoralized. A possible

explanation for their superior outcome is that the

angry person is more likely to take a proactive role

in treatment. On the other hand, Barefoot has sug-

gested that considerable evidence exists to show that

chronic hostility has deleterious effects on health.

Hostility, the critical component of the so‐called type

A behavior pattern, increases risk for coronary heart

disease. It has also been shown to be related to other

forms of cardiovascular disease and early mortality

from these disease entities as well. Hostility may

impair health through one or more mechanisms.

These include cultivation of poorer health habits,

increased levels of stress, and decreased social support.
Anger and Aging

Little is known about the links between anger and

aging. Some researchers have observed that, in general,

older people are less angry than younger people. Schie-

man’s work suggests that among older people, work

and family status, social and personal circumstances,

and socioemotional orientationmay be important vari-

ables that determine the amount of anger expressed

or experienced. In one of two surveyed populations,

he found that married or widowed elders were less

angry than divorced or separated elders. In all popu-

lations he examined, employed or retired older people

were found to be less angry than unemployed peo-

ple. Schieman also found that fewer persons living in

the household, less economic hardship, and less inter-

personal conflict were related to less anger on the part

of older people. Finally, he found that older people

with a greater sense of control or mastery and less

sense of shame experienced less anger.

Mastery of anger has been shown to be related to

early‐life parental permission to experience anger.

When young, those who mastered their anger had

parents who tolerated and ‘‘held’’ their anger. These

parents did not treat their child’s anger as something

impermissible or something to be eradicated. As a
result, these children grew up to be adults who learned

to express their anger by healthily transforming it into

play or competition.

Mastery of anger is important to the successful

engagement of major life tasks. In early, middle,

and late adulthood, the major tasks to be engaged

are intimacy, career consolidation, and generativity,

respectively. In the Harvard University Study of Adult

Development, Vaillant followed longitudinally and

interviewed 89 adults, finding that ill and unhappy

70‐year‐old men were several times more likely to

have reported, at age 47, that they expressed anger

‘‘either through explosive outbursts or by burying it

deep within themselves.’’ In contrast, three quarters of

healthy and happy 70‐year‐old men reported, at age 47,

‘‘graceful and attenuated ways of expressing anger.’’
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Angioplasty
Robert Stern . Christopher Allen . Gus Beck

Heart disease has been the leading cause of death in the

United States since 1990. Nearly 13 million Americans

are afflicted with coronary artery disease (CAD), which

causes nearly 30% of deaths in the United States. The

total annual cost of CAD, including coronary angio-

plasty and stenting, coronary artery bypass grafting,

medications, and hospitalizations, exceeds $50 billion.

The Centers for Disease Control and Prevention (CDC)
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in Atlanta estimates that nearly 61 million Americans

(almost one fourth of the population) suffer from

disability as a result of CAD. It is also a leading cause

of premature, permanent disability among working

adults. Key risk factors for CAD include advanced age,

male gender, elevated low‐density lipoprotein (LDL)

cholesterol levels, low high‐density lipoprotein (HDL)

cholesterol levels, diabetes mellitus, and smoking

(Hurst).

Myocardial (heart muscle) ischemia and infarction

are the end result of progressive CAD, or blockage of

the coronary arteries in the heart. Ischemia produces

reversible damage to myocardial cells, whereas infarc-

tion is permanent cell death. Both are caused by an

imbalance in myocardial oxygen supply and demand.

Usually this imbalance is caused by atherosclerotic

cholesterol plaques that reduce blood flow to the

heart muscle. Survival of heart muscle is dependent

on the level and duration of ischemia (Hurst). Restora-

tion of blood flow to the heart is often crucial in

limiting overall myocardial damage and preventing

death. Therapies to restore heart blood flow include

clot‐busting medications, coronary artery bypass graft

(CABG, open heart surgery), and angiography with

angioplasty.

Angiography is a method of utilizing x‐ray to visua-
lize blood vessels. The procedure, performed by a car-

diologist, involves injecting a contrast medium or x‐ray
dye into the blood vessels, thus allowing the vessels to

be easily visualized. Angioplasty involves attaching a

tiny balloon to a catheter, and using angiography to

guide the placement of the balloon within a coronary

artery blockage. The balloon is then inflated, thus

opening the blocked artery. Recently, stents have been

inserted into the newly opened artery to help preserve

blood flow. Patients are usually sedated or given

analgesia at the site of catheter insertion into an artery;

however, they remain awake for the procedure. Angio-

plasty can usually be completed in approximately

30 minutes, and the average hospital stay is less than

2 days. More than two million angioplasties are per-

formed worldwide each year and angiography has

become the gold standard for diagnosing CAD.

The main indication for cardiac angiography and

angioplasty is angina pectoris or chest pain. Symptoms

may include a heavy, crushing pain or pressure behind

the sternum or over the heart. The pain may radiate to

either of, or both, the arms, usually the left arm. It may
also be felt in the throat, jaw, or less commonly

between the shoulder blades. Associated symptoms

may also include sweating and shortness of breath.

The symptoms are commonly experienced during phy-

sical exertion, psychological stress, extreme cold, or a

heavy meal, and often resolve in 2–10 minutes. Cardiac

angiography and angioplasty are also very effective

treatments to open a blocked artery during an acute

heart attack.

There are many benefits associated with cardiac

angiography and angioplasty. Angiography can be

used to diagnose the extent of coronary artery obstruc-

tion and help guide cardiac angioplasty or CABG.

Cardiac angioplasty also improves survival rates when

used during an acute myocardial infarction, or heart

attack. Angioplasty is also useful in preventing chest

pain and improving physical functioning, with overall

success rates as high as 96–99%.

The risks of cardiac angioplasty are similar to any

invasive procedure and include infection and bleeding.

Additional risks are uncommon and include complete

blockage of one of the heart arteries, stroke, arrhyth-

mia, kidney failure, allergic reaction to the x‐ray dye,

need for immediate bypass surgery, and death. Signifi-

cant complications are extremely rare and occur in

approximately 2% of patients, with death occurring

in less than 0.5% of cases (Hurst).

One of the disappointments of cardiac angioplasty

is its failure to reduce mortality rates and future heart

attacks. While angioplasty has been useful in relieving

symptoms associated with heart disease and improving

quality of life, other treatments such as medications

and open‐heart bypass surgery have achieved reduc-

tions in mortality. Today, the standard of care dictates

that most patients diagnosed with blockages that can

be treated by angioplasty techniques will receive a stent

(American Heart Association [AHA]/Food and Drug

Administration [FDA]). Cardiologists now utilize

stents coated with a medication, which helps reduce

the possibility of future blockages in that artery. In the

future, we can expect further technologies to be used to

treat patients who suffer from CAD and help deliver

other therapies to the heart arteries and muscle.
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Anti‐aging Remedies
David L. Larson

In order to make sound decisions in dealing with the

remedies to alter and ‘‘control’’ the aging process, it is

important to appreciate the factors that contribute to

the aging process. Some of these remedies might be

apparent to the most casual observer—do not smoke,

stay out of the sun, eat the right foods, and exercise

regularly—but others are less intuitive and should be

considered. The key to antiaging is not just to live

longer but to combine that longevity with good health,

so that those extra years can be fully enjoyed. It is as

much a matter of attaining and maintaining a good

quality of life. Of course, there is no single ‘‘magic

bullet,’’ but rather a number of remedies that work

together to affect the quality of life lived.

Aging occurs in organ systems, tissues, cells, orga-

nelles, and molecules of any living thing. Forces that

cause aging in humans can be divided into two general

categories: internal and external. Internal forces that

cause aging include oxidative stress caused by free

radicals (the modern term is ‘‘reactive oxygen species’’

[ROS]), and may be the primary cause of aging. This
free‐radical oxidative stress is like the damage from the

wind and water erosion on the pyramids, except that it

occurs in a far briefer time frame in humans. Internally

produced ROS have been found to damage macromol-

ecules like deoxyribonucleic acid (DNA), proteins, and

lipids inside cells. These damaged macromolecules

may, in some cases, be subsequently removed by the

action of antiaging forces (discussed later), or they may

irreversibly accumulate, thus constituting aging forces.

Among the external forces that produce aging are

unhealthy diet, inappropriate lifestyle, unhealthy social

habits, environmental pollution, and stress. Alterations

in gene expression are also considered a major cause of

cancer and aging by allowing the accumulation of

DNA damage and mutations in cells as they reproduce.

These internal and external forces can combine to

work in a synergistic manner to accelerate the aging

process (e.g., an ‘‘unfavorable’’ gene pool from one’s

parents in a person who smokes and drinks alcohol

excessively will produce premature aging). Likewise,

these internal and external forces can work together

in a positive way, combining a ‘‘favorable’’ gene pool

and healthy personal habits.

Although the gene pool inherited from one’s par-

ents cannot be altered, and most of the time we can do

little about the urban environment in which we work

and live, there are significant areas that can be con-

trolled and thereby make a real difference in longevity

and its life quality.

There are four proven methods of extending life

and a fifth that is implied. Some of these have been

proven in laboratory animals and then applied to

humans, but many have been confirmed by prospec-

tive, longitudinal studies in humans. All are reported

in peer‐reviewed literature and readily accessible in

medical journals.
Nutrition

Eating the proper foods is vital to controlling the aging

process. Most peoples’ diets are not healthy and sub-

stantially contribute to the aging process. Sensible eat-

ing includes daily dietary portions of fresh vegetables

and fruit, while minimizing the intake of white bread,

pasta, rice, and potatoes (a good eating rule is taking

these as one would a condiment), and entirely elim-

inating the intake of any ‘‘fast foods,’’ which contain

www.cdc.gov/nccdphp/bb_heartdisese/
www.heartinfo.org/ms/guides/17/main.html
www.ptca.org
www.ptca.org
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animal‐based ‘‘trans’’ fats. Fresh fish, poultry, and lean

red meat one or two times a week, all in portions that

are about the size of the palm of one’s hand, will

provide the right amount of protein for healthy living.

The ideal diet contains about 25% protein, 50% car-

bohydrates, and 25% fats. Other healthy foods include

olive oil, legumes, nuts, and a glass of wine daily.
Restricting Calories

Caloric restriction and fasting extends life span and

decreases overall morbidity and mortality. This works

not just by reducing weight but also by decreasing the

oxidative stress on the cells, allowing them to survive

longer. There is also good evidence that this restriction

favorably impacts diabetes, hypertension and stroke,

skin disorders, asthma, arthritis, cancer, chronic fa-

tigue syndrome, sleeping disorders, infertility, allergies,

and a host of other maladies common to the human

condition. The decrease in mortality has been con-

firmed repeatedly in monkey, mouse, and rat studies.

The translation of these findings to the human condi-

tion is not a direct correlation, but there are some

parallels. Fasting and caloric restriction produces posi-

tive biologic effects on energy, protein, and lipid meta-

bolism, as well as impacting the immune, hormonal,

and reproductive systems. The mechanisms of this

action include diminishing of aging forces by lowering

the rate of gene damage and reducing free‐radical
production while enhancing gene reparation, neutra-

lizing free radicals, enhancing immune response, and

increasing elimination of damaged cells. Before enga-

ging in fasting it is important that a physician be

consulted.
Dietary Supplements

Regarding antiaging drugs and supplements, most

labeled foods give a detailed percentage of recom-

mended daily allowances (RDA) contained in the

food. These are accurate, but there are many scientists

who feel that there should be a supplement to the RDA.

Among the most important are antioxidants and fatty

acids. Antioxidants are by far the most potent antia-

ging agents. The theory of free radicals and free‐radical
scavengers (substances that break the chain of free

radicals and disperse it) has evolved as an important
theory of aging. What is known is that antioxidants

decrease disease susceptibility and should certainly be

part of a healthy antiaging regimen. Among the recom-

mended vitamins and mineral supplements are a stan-

dard multivitamin tablet with mineral supplements;

vitamin C (1000 mg), which is a strong water‐soluble
antioxidant; and vitamin E (300 international units),

the most significant fat‐soluble, chain‐breaking anti-

oxidant in human blood. Another supplement agreed

upon by most scientists is a daily intake of omega‐3
fatty acids found in fish oil. A daily supplement of

calcium is particularly useful for women in preventing

osteoporosis. There is controversy in this subject and it

is therefore important that a person work with a nutri-

tionist and/or a physician to determine what is best

and appropriate for individual needs.
Exercise

The relation of physical activity and aging has been

well established in longitudinal studies of both men

and women, and is considered essential for anyone

serious in antiaging efforts. We know that moderate

exercise (three times/week), rather than a strenuous

workout, improves one’s health and extends healthy

quality years to a life span. Regular physical activity

positively impacts the body by lowering stress levels,

lowering blood pressure, strengthening the heart mus-

cle and improving circulation, burning fat and redis-

tributing it in the body, and increasing the level of

endorphins, which induces a greater feeling of happi-

ness, well‐being, and self‐confidence. Additionally,

exercise reduces the level of glucose and cholesterol in

blood, improves the respiratory system, and helps

maintain healthy levels of calcium in the bones,

thereby reducing the effects of osteoporosis.
Mind–Body Relationship

The link between ‘‘quality of life’’ and longevity is

harder to prove from a scientific basis, and most of

the information we have is more intuitive and deduced

by considering the negative effects of poverty, poor

dietary habits, and living under excessive amounts of

stress. The ‘‘mind–body’’ link will be better understood

when there is a better grasp of hormonal control

mechanisms. One reasonable conclusion is that we
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should pay attention to the need for relaxation, taking

time away from work or other activities that predicta-

bly cause stress to our body’s systems.

There is much that can be done to lengthen and

enhance quality of life; some of these are controllable

such as developing a healthy lifestyle and minimizing

exposure to environmental habits that cause prema-

ture aging. Those aging elements inherent in our gene

makeup will work synergistically for either a positive or

negative effect on aging, primarily based on the choices

of one’s personal habits. Overall, it is important to

make wise decisions based on one’s desires, abilities,

and needs, combined with professional input from

health‐care providers.
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Anxiety Disorders
Virginia E. Ayres

The term ‘‘anxiety disorders’’ refers to a category of

psychiatric illnesses that are more chronic than sub-

stance use or affective (mood) disorders, with 28.8%

of the general population having had some type of

anxiety disorder in their lifetime. The Diagnostic and

Statistical Manual of Mental Disorders, Fourth Edition,

Text Revision (DSM‐IV‐TR) classifies 12 anxiety dis-

orders: panic disorder without agoraphobia, panic

disorder with agoraphobia, agoraphobia without his-

tory of panic disorder, specific phobia, social phobia,

obsessive–compulsive disorder, posttraumatic stress

disorder, generalized anxiety disorder, acute stress dis-

order, anxiety disorder due to a general medical con-

dition, substance‐induced anxiety disorder, and

anxiety disorder not otherwise specified.

Although lifetime prevalence rates based on a ran-

dom community survey for any anxiety disorder in

older adults (above 60) range from 10% to 15.3%,

anxiety disorders receive less clinical and research

attention in this age group than depression or demen-

tia. One reason for this is that anxiety that co‐occurs
with primary depression is seen as symptomatic of the

depression; thus a clear picture of the anxiety may not

be achieved and the anxiety may be undertreated.

Additionally, medical conditions or drug side effects

and substance use (alcohol, stimulants, etc.) may con-

found the assessment of anxiety. The cost to society is

significant as older adults with anxiety disorders report

an increase in the use of health services and a decrease

in mental well‐being and health.

The two most common anxiety disorders in the

general population are social phobia (12.1% lifetime

prevalence) and simple phobia (12.5% lifetime preva-

lence). Adults between the ages of 25 and 34 have

the highest prevalence rates. In older adults, phobic

and generalized anxiety appear most frequently for the

first time when compared with other anxiety diag-

noses. Women are twice as likely to have any anxiety

diagnosis, except social phobia where the ratio is three

women to two men. Risk factors for anxiety disorders

include lower socioeconomic status, female gender,

and living in the northeast region of the United States.

Older men (aged 55–85) with anxiety disorders have

a higher mortality risk than women. There are no

www.nhlbi.nih.gov
www.nih.gov/nia
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differences among races. Individuals with anxiety dis-

orders of any age are highly likely to have another

coexisting mental disorder, but only a small number

actually seek treatment.

Anxiety is a universal feeling that is normal and

adaptive in the right circumstances. However, a pro-

blem exists when the level of anxiety begins to interfere

with functioning or causes considerable emotional dis-

tress. In most of the disorders outlined here, the level

of anxiety experienced causes the suffering person to

seek refuge by avoiding the source of anxiety or by

performing some neutralizing behavior until the life-

style is drastically hampered, or to experience intense

anxiety in the face of the source.

Panic attacks are a central feature of several of the

anxiety disorders. These are episodes of intense anxiety

in which at least 4 of the following 13 symptoms peak

very quickly: increased heart rate, sweating, shakiness,

short of breath, choking feelings, chest pain, abdom-

inal distress, dizziness, feelings of unreality or detach-

ment from self, fear of losing control or dying, tingling,

chills, and hot flushes. Panic‐like symptoms are fewer

in number than are required for a full‐fledged panic

attack, but can also include other incapacitating symp-

toms (e.g., severe headache). Panic attacks or panic‐
like symptoms can be unexpected, situationally bound,

or situationally predisposed. The first type occurs

unpredictably, whereas the second occurs in the pre-

sence of a trigger, and the third can be in response to

some stimulus although at other times attacks do not

occur with the same stimulus (e.g., an attack may

occur after entering a mall but at other times this

may not happen).

A diagnosis of panic disorder with agoraphobia is

given when agoraphobia occurs along with unexpected

full‐fledged panic attacks during a month of concern

about one of the following: fears of another attack, the

implications of the attack, or a marked change in

behavior associated with the attacks. Panic disorder

without agoraphobia has the same criteria for diagno-

sis, except that it occurs in the absence of agoraphobia

symptoms. On the other hand, a diagnosis of agora-

phobia without history of panic disorder is made

when agoraphobia symptoms are related to fears of

developing the panic‐like symptoms without a history

of full‐fledged panic attacks. Prevalence rates of panic

disorder in older adults range from 0.1% to 1%, with

the onset of new cases in old age as rare and symptoms

less severe than in younger age groups. Agoraphobia
prevalence rates are estimated at 7.8% in adults above

65. Lifetime prevalence rates for agoraphobia without

panic in those aged 60 and older is 1%. Agoraphobia in

old age is usually triggered by some type of acute

physical illness or traumatic experience.

Specific phobia and social phobia are similar in that

the increased anxiety is situationally bound to a spe-

cific trigger(s). In specific phobia this can be anything

from animals, to storms, to public transportation.

Older adults report flying, lightning, and heights

most often as a focus of phobia. When these triggers

can be easily avoided, functioning is rarely impaired

(e.g., fear of buses, but no need to travel by bus). How-

ever, when the specific phobia is something occurring

in everyday life, the impairment can be considerable,

such as fear of tunnels when living in New York City. In

social phobia, the anxiety arousal is linked to social

interactions and feared negative evaluations by others.

Since anyone can speak to one at any time, individuals

may experience more of a general anxiety arousal than

those with other anxiety disorders. Individuals with

this disorder will adopt a range of avoidance behaviors

to manage their anxiety, at times with significant con-

sequences (e.g., turning down a promotion that

requires more social interaction).

For adults 65 and older, the prevalence rate for any

phobic disorder is higher in women (6.1%) than men

(2.9%), with overall rates at about 4.8%. One study

found social phobia to be less common (1.3%) than

specific phobia (2.1%) in older adults. Lifetime pre-

valence rates for those aged 60 and older are 7.5% for

specific phobia and 6.6% for social phobia. There is

some evidence that older adults with phobias have

more medical and psychiatric problems when com-

pared to control subjects.

Individuals who worry excessively and are unable

to control it may be experiencing generalized anxiety

disorder (GAD). Associated body symptoms include

feeling restless, irritable, and easily fatigued. Sore mus-

cles and sleep disturbance may also accompany the

anxiety. The focus of worry is usually everyday things

like work, school, or family finances but it is severe

enough to cause impairment in functioning or cause

significant distress. Prevalence rates of GAD in elderly

adults are estimated to range from 2% to 7%, with a

lifetime prevalence rate of 3.6% in those aged 60 and

older. An epidemiological study indicates that 7% of

adults report the onset of GAD above the age of 60. In

older adults seeking treatment, 25% reported a GAD
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onset above the age of 60. When older adults develop

GAD with comorbid depression, which occurs in

25–48% of cases, they report greater symptom severity

and suicidal ideation than those with a sole diagnosis

of major depression. In these instances the depres-

sion is usually treated as the primary problem. Due

to the significant overlap of these disorders, researchers

continue to investigate whether GAD and depression

are separate disorders or a single disorder along a

continuum.

Individuals with obsessive–compulsive disorder

(OCD) experience recurrent intrusive thoughts or

behaviors that are time‐consuming enough to impair

functioning or cause significant distress. Obsessions

are not worries about everyday problems, but instead

can be about contamination (touching a public door

handle), order (distress when objects are asymmetri-

cal), or aggressive imagery (hurting a child). Attempts

are made to ignore these thoughts or to neutralize

them with some repeated action (e.g., hand washing).

These repeated actions (compulsions) serve to lower

the anxiety associated with the unwanted thoughts or

impulses. At times this may also take the form of

mental acts (e.g., repeating words to oneself or count-

ing). Compulsions can be related to the obsession (e.g.,

checking that the iron is unplugged in response to fear

that the iron was left on and may start a fire) but in

other cases, may have nothing to do with them (such as

counting backwards from 100 to neutralize fear of

hitting someone while driving). Attempts to avoid

provoking situations or objects can lead to greater

decrease in functioning. Older adults have an OCD

prevalence rate of 0.6% in random community surveys

to as high as 1.4% for men and 4.7% for women in

institutional samples. Lifetime prevalence rates are

lower (0.7%) in those aged 60 and older. The onset of

obsessive orderliness in old age may indicate the pre-

sence of dementia. For some elderly adults, there may

be a development of OCD behavior that occurs in the

context of a depressive illness.

Posttraumatic stress disorder (PTSD) develops

after exposure to some extreme traumatic stressor,

which was experienced directly, witnessed, or learned

about, that involved either actual or threatened death

or injury or threat to physical integrity of others or

self. The person’s reaction to the event is one of

intense horror. Triggers can be anything reminis-

cent of the original event including similar sounds,

smells, dreams, or internal body sensations. Symptoms
include a feeling that one is reexperiencing the event,

avoidance of any cues that are related to the original

trauma, and increased arousal (e.g., sleep difficulties,

irritability) that persist for more than a month. Those

who develop PTSD continue to experience a myriad of

symptoms long after a typical recovery period. Life-

time prevalence rates for PTSD in those aged 60 and

older is 2.5%. There is little research on PTSD in older

adults. Available information is conflicting with some

studies reporting no qualitative differences between

young and old, whereas others challenge those conclu-

sions reporting that older adults experience less severe

symptoms overall but more estrangement from others.

Acute stress disorder is similar to PTSD but it involves

significant dissociative symptoms (e.g., dazed, numb)

and the duration is shorter, that is, a minimum of

2 days and a maximum of 4 weeks after the traumatic

event occurs.

Anxiety disorder due to a general medical condi-

tion and substance‐induced anxiety disorder are diag-

nosed when anxiety symptoms from panic, GAD, or

OCD occur in direct relation to a medical condition in

the former or, in the latter, as a response to a medica-

tion or drug. Pulmonary, neurologic, and cardiovascu-

lar medical conditions are the most frequently cited as

producing anxiety in older populations. Substances

most often associated with increased anxiety symp-

toms in the elderly are stimulants, alcohol, antidepres-

sants, steroids, and anticholinergic medications. A

diagnosis of anxiety disorder not otherwise specified

is made when anxiety symptoms are predominant but

do not meet criteria for any of the specific disorders

listed above.

Hypotheses regarding individual differences in vul-

nerability to anxiety include genetic, cultural, and per-

sonality factors, early childhood experiences, and other

learned factors. When assessing anxiety symptoms in

elderly adults, it is important to conduct a clinical

evaluation that includes a detailed history of medica-

tions and substances used along with laboratory tests

that can assist with diagnosing underlying medical

conditions.

Various pharmacologic and psychologic interven-

tions are available to target specific anxiety symptoms.

Numerous medications are available to treat specific

anxiety disorders, most notably the selective serotonin

reuptake inhibitors (SSRIs), serotonin/norepinephrine

uptake inhibitors (SNRIs), monoamine oxidase inhi-

bitors (MAOIs), buspirone, tricyclics, beta‐blockers,
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carbamazepine, and benzodiazepines. These medica-

tions appear to have the same efficacy in both older

and younger adults. The newer medications such as

the SSRIs (sertraline, paroxetine, fluoxetine, and fluvox-

amine) and SNRIs (venlafaxine, also available in

extended release) are the most frequently prescribed

anxiety medications, replacing benzodiazepines in both

young and old. These newer medications are less toxic in

overdose, better tolerated, and have a lower risk of

anticholinergic and cardiovascular side effects (ortho-

static hypotension, tachycardia, confusion, etc.). This is

particularly relevant in the treatment of older adults

who are more sensitive to physiologic changes.

Benzodiazepines continue to be used as an acute

treatment and as an adjunct to other more effective

anxiolytics. To reduce the risk of adverse effects in

older adults, it is beneficial to use benzodiazepines

that have a short half‐life and are inactivated by hepatic
(liver) metabolism (e.g., lorazepam). Long‐term use of

benzodiazepines in the elderly is not recommended

due to a number of hazardous complications that

may arise such as the potential for dependence, drow-

siness, respiratory problems, and cognitive and psy-

chomotor impairment that may lead to falls. Clinical

trials have shown buspirone to be an alternative to

benzodiazepines in the treatment of GAD. Although

it can take up to 4 weeks to achieve therapeutic benefit,

it appears to be better tolerated in older adults and

produces fewer, if any, side effects when given with

other medications the older adult may be taking for

medical conditions. Despite these benefits, it is not

used often in clinical settings, which may be due to a

lack of consistent therapeutic response. When pre-

scribing medications to elderly adults, it is important

to consider a number of issues such as physiologic

changes associated with aging, presence of medical

conditions, and other medications being taken at the

time. To reduce side effects, it is generally recom-

mended that medications be started out at a low dose

and increased gradually over time.

Common psychotherapeutic treatments include

exposure‐based therapies, behavioral therapy, cogni-

tive restructuring, and relaxation training. Cognitive

behavioral therapy (CBT) has been found helpful in

the treatment of GAD to a limited degree with elderly

adults, although discussion groups and supportive

psychotherapy had similar effects. There is also some

evidence that CBT is helpful in treating personality

disorders (PDs) in the elderly, lowering both anxiety

and depressive symptoms.
Related Topics

>Cognitive behavioral therapy, >Depression,

>Emotions, > Psychotherapy, > Stress
Suggested Readings
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Suggested Resources
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Aphasia
Nimish J. Thakore

Aphasia (also known as dysphasia) implies an acquired

disorder of speech or language resulting from brain

damage (lesion) or pathology. Aphasia must be distin-

guished from developmental disorders of language

(e.g., developmental dyslexia), dysarthria (abnormal

articulation with normal content, such as slurred

www.aagpgpa.org
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speech), dysphonia (abnormal vocalization), and mut-

ism (absence of speech). Aphasia can result from a

variety of lesions, usually of the left side of the brain

(left hemisphere), such as stroke, trauma, tumor, and

infection. Aphasia from stroke has been studied the

most. Aphasia can also be a manifestation of diffuse

degenerative disorders of the brain such as Alzheimer’s

disease. Primary progressive aphasia represents a dis-

tinctive degenerative process in which there is relatively

circumscribed loss of language function.

The prevalence of aphasia is unknown. It is esti-

mated that more than one million individuals in the

United States suffer from aphasia. The majority of cases

result from stroke or head injury. Stroke alone causes

more than 80,000 new cases of aphasia annually in the

United States. About 20–30% of stroke survivors are

left with persistent aphasia. Because the incidence of

stroke and Alzheimer’s disease rises with age, aphasia is

probably more prevalent in older people. Impaired

communication from aphasia results in disproportio-

nately severe loss of autonomy, function, quality of life,

and self‐esteem.

Historically, our understanding of cerebral func-

tion has advanced greatly through the study of aphasia.

Pierre Paul Broca (1861) is credited with localizing

speech to the left hemisphere. More than 95% of

right‐handed and up to two thirds of left‐handed
individuals have language function residing in the left

hemisphere. Karl Wernicke (1874) developed a model

of language, which was subsequently refined by

Ludwig Lichtheim (1885). According to this model,

speech areas are located in a region of the left hemi-

sphere surrounding the sylvian fissure (perisylvian

region). Within this region, a receptive or sensory

area (Wernicke’s area) in the left upper temporal lobe

recognizes speech that is heard or read. The lower

frontal lobe contains the expressive or motor area

(Broca’s area), which works with spoken or written

speech. For understanding speech, Wernicke’s area

communicates with numerous brain areas farther

away from the sylvian fissure (association cortex).

Association cortex generates thoughts, which are com-

municated to Broca’s area to be expressed as spoken or

written speech. Repetition of speech takes place

through a direct communication (arcuate fasciculus)

betweenWernicke and Broca’s areas, and does not need

to involve the association cortex. Despite criticism and

failings, elements of this classical model have survived

for more than a century Recent advances in neurologic

x‐ray techniques reveal a more complex network of
cortical areas in both hemispheres involved in the

understanding and production of speech.

Aphasia is assessed by neurologists, speech pathol-

ogists and therapists, neurolinguists, neuropsycholo-

gists, physiatrists, and other experts who work with

stroke or head injury patients. The bedside exam-

ination of aphasia involves a systematic study of

various aspects of speech including (1) spontaneous

speech and fluency, (2) comprehension, (3) repetition,

(4) naming, (5) reading, and (6) writing. The presence

of pauses, indirect speech, paraphasic errors (word

substitutions), or neologisms (nonsensical words) is as-

sessed. Formal assessment of speech involves examina-

tion of these modalities using a standardized testing

tool, such as the Boston Diagnostic Aphasia Examina-

tion or Western Aphasia Battery.

Depending upon the pattern of deficits, aphasia can

be classified into types. Motor, expressive, or Broca’s

aphasia manifests as markedly reduced fluency of spon-

taneous speech with relatively preserved meaning,

preserved comprehension, and impaired repetition.

Motor aphasia usually results from a large left frontal

lesion. Sensory, receptive, or Wernicke’s aphasia pre-

sents with poor comprehension, poor repetition, and

fluent and sometimes excessive speech output, often

with nonsense‐type content because of paraphasias

and neologisms. Sensory aphasia usually results from

a lesion of the left upper temporal region. Conduction

aphasia represents a disorder of impaired repetition

with relatively preserved comprehension and fluency,

attributed to interruption of the arcuate fasciculus

(disconnection syndrome). Other disconnection syn-

dromes are transcortical motor and sensory aphasias,

from lesions disconnecting motor and sensory areas

respectively from the association cortex. Transcortical

aphasias differ from corresponding sensory and motor

aphasias in that repetition is relatively preserved. Unlike

sensory, motor, and conduction aphasias, which result

from perisylvian lesions, transcortical aphasias usually

result from more peripheral lesions in the left hemi-

sphere. Global aphasia implies loss of all aspects of

language function, and usually results from a large left

hemispheric lesion. Transcortical sensorimotor aphasia,

also known as isolation of the speech area, resembles

global aphasia, but repetition without understanding is

preserved (echolalia). For most major aphasia types,

reading and writing are affected in parallel with verbal

language. In addition to these major types, limited syn-

dromes may result from smaller lesions. Word‐finding
difficulty without significant impairment of fluency,
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comprehension, or repetition is also termed anomia

or dysnomia. This pattern is not specific to a parti-

cular lesion location in the left hemisphere. It is a com-

mon language manifestation of Alzheimer’s disease. Of

interest is alexia (inability to read) without agraphia

(inability to write). This unusual disconnection syn-

drome results from a lesion in the area connecting the

two hemispheres and left occipital lobe. Aphasia usually

occurs from a cortical lesion (surface lesion of the hemi-

sphere), but may also result from a deep hemispheric

lesion. Crossed aphasia refers to the rare occurrence of

aphasia from a right hemispheric lesion in a right‐
handed individual.

Aphasia tends to affect both or all languages in

bilingual or multilingual individuals. Often, differen-

tial involvement or recovery of languages is seen. There

is controversy about which language recovers earlier.

One theory states that recovery of the most familiar

language is earlier. In contrast, another theory is that

the recovery of the native language is earlier.

In the setting of a stroke, patterns of speech deficit

can change over time. For instance, sensory aphasia at

onset can improve to conduction aphasia over weeks.

Aphasia spontaneously improves for as long as 1–2 years

after stroke, until a permanent state of functioning is

reached. Aphasia is usually treated with speech and

language therapy, which involves taking subjects

through graded repetitive language tasks tailored to

specific deficits, targeting associated attention and

cognitive deficits, and teaching compensatory or

alternative means of communication. Although con-

vincing evidence of efficacy from randomized con-

trolled trials is lacking, meta‐analyses, observational
data, and expert opinion do suggest that intense

speech therapy, particularly in the first 3 months

after stroke, has a favorable effect on eventual lan-

guage recovery. Alternative treatments, such as med-

ications, are in general less proven and not as popular.
Related Topics

>Alzheimer’s disease, >Communication disorders,

>Dementia, > Speech disorders, > Stroke
Suggested Readings
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Area Agency on Aging
Sara Ingram

The Area Agencies on Aging are a nationwide network

of agencies working together for one common goal.

That goal is to plan, coordinate, and offer services to

elderly Americans and caregivers. The Agency is an

organization in which elderly Americans and their

caregivers can gain information and assistance in

order to allow the elderly Americans to continue living

in their home individually if they choose, and to main-

tain a certain level of independence. The organization

works both on national and state levels to ensure that

these citizens have access to relevant information,

necessary assistance, and any support that they or

their caregivers may need.

The Area Agencies on Aging were created under the

Older Americans Act in 1973. This legislation was

enacted to assist Americans who were 60 and older to

explore care options within their local communities.

Later amendments authorized grants to the Area

Agencies on Aging.

At the national level, the National Association of

Area Agencies on Aging operates as a central facility for

the 655 Area Agencies on aging throughout the United

States. It is located in Washington, DC, which allows it

to advocate for the needs of the organization as a

whole. Some of its programs include older driver

safety, making the link, and volunteer promotion.

At the state level, the agencies are organized with a

central theme in mind, the ability to assist elderly
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Americans to live independently in their homes if they

choose to do so, as well as to assist their caregivers—

whether they are a family member or a close friend.

The agencies provide a center for information, pro-

grams, and assistance.

Area Agencies on Aging provide numerous services

and assistance in a number of areas in services such as

referral assistance, health insurance counseling, client

assessment, care management, transportation, care-

giver support, and retirement planning and education.

This type of assistance is given on an individual basis.

The client assessment allows individuals to be assessed

for their needs and eligibility for certain programs and

assistance.

The agencies also provide community‐based ser-

vices that include employment services, senior centers,

congregate meals, adult day care services, and volun-

teer opportunities. The employment services assist

elderly Americans in finding employment. The process

includes testing, placement, and education. The senior

centers and congregate meals allow elderly Americans

a place to gather for meals and for social interaction.

The agencies also provide various in‐home services

such as meals‐on‐wheels, homemakers, chore servi-

ces, telephone reassurance, friendly visiting, energy

assistance and weatherization, emergency response

systems, home health services, personal care services,

and respite care. These services allow elderly indi-

viduals to remain living in their home by bringing

meals to their homes, providing cleaning services,

and arranging for numerous other services.

The agencies also provide assistance in the area

of elder rights such as legal assistance, elder abuse

prevention programs, and ombudsmen services for

complaint resolution.

The Area Agencies on Aging are used by many

different types of people, of which the most common

are elderly Americans. Another group that commonly

uses the services of the Agencies is that of caregivers.

Caregivers are usually family or friends who are ulti-

mately responsible for the care of their elderly loved

one. Caregivers use the services to receive information,

obtain services such as meals on wheels, and ensure

that the elderly individuals in their care are taken care

of in the best way possible.

More information about these services and oppor-

tunities available to the elderly and their caregivers

may be obtained by contacting the community Area

Agencies on Aging.
Related Topics

>Access to health care, >Activities of daily living,

>Adult day care, >Altruism and volunteerism, >As-

sisted living, >Caregiving and caregiver burden,

>Case management, > Family relationships, >Natio-

nal Council on Aging,>Older Americans Act,> Social

support, >Transportation services
Suggested Resources

Administration on Aging. http://www.aoa.gov

Area Agencies on Aging. Mailing address: 1730 Rhode Island Ave,

NW, Suite 1200, Washington, DC 20036. Tel: 1‐800‐677‐1116;
www.n4a.org

Eldercare Locator. http://www.eldercare.gov/eldercare/Public/

network/aaa.asp

Older Americans Act & Amendments 42 USC 3001
Arthritis
Douglas Flagg

The word ‘‘arthritis’’ literally means joint inflamma-

tion, but in common usage it has come to mean any

condition that adversely affects joints. Joints are highly

specialized regions where bones join together, allowing

movement with minimal friction. In an order of mag-

nitude, there is actually less friction in the interaction

of joint components than is produced by ice moving

on ice. This is largely the result of the major compo-

nents of a joint: cartilage, synovial fluid, and the syno-

vial lining. Cartilage is the substance that lies between

the bones at the joints and, combined with the synovial

fluid, allows for the very low friction between joint

surfaces. Cartilage has no blood supply and receives

its nutrients from synovial fluid. The synovial fluid in

turn gets these nutrients from the small blood vessels

(capillaries) in the synovial lining of the joint. These

capillaries are different from most in that they are very

porous (fenestrated), which allows nutrients to cross

into the joint fluid.

The supporting structures of a joint include the

fibrous joint capsule as well as ligaments, which con-

nect bone to bone, and tendons, which connect muscle

http://www.aoa.gov
www.n4a.org
http://www.eldercare.gov/eldercare/Public/network/aaa.asp
http://www.eldercare.gov/eldercare/Public/network/aaa.asp
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to bone. Movement is provided by the action of the

muscles, either directly or through the tendons. Bursae

are spaces that occur in areas with a lot of movement.

They may be visualized as deflated balloons contain-

ing a few drops of oil, positioned between other mov-

ing structures. The two sides of the ‘‘balloon’’ are then

able to move against each other with minimal friction.

The terms tendonitis and bursitis refer to pain and

inflammation of these structures, respectively.

The major symptoms of arthritis are joint pain and

stiffness. These as well as other symptoms and clinical

findings can be used to provide an organized approach

to the diagnosis and treatment of arthritis, of which it

is said there are over 100 different types. Broadly

speaking, arthritis may be divided into two major

categories: inflammatory and noninflammatory. In

inflammatory arthritis, as the name implies, there is

an active immune response involving the joint. In

contrast, in noninflammatory arthritis, there is mini-

mal if any active immune response. The duration of

the arthritis is another critical factor to determine.

Acute arthritis usually comes on suddenly and lasts

less than 6 weeks, while chronic arthritis is defined as

lasting more than 3 months.

Arthritis may be further characterized by the num-

ber and type of joint(s) involved, and the symmetry of

the arthritis. Polyarthritis involves multiple joints,

while oligoarthritis (or pauciarthritis) involves three

or less, and monoarthritis involves only one. Sym-

metric arthritis involves the same joint or group of

joints on both sides of the body at the same time,

and is contrasted to asymmetric arthritis, in which a

given joint is only involved on one side. An example of

symmetric arthritis would be one that involves both

wrists, while asymmetric arthritis might involve the

right ankle and the left wrist. Thus inflammatory

arthritis that lasts more than 3 months and involves

multiple joints in a symmetric fashion may be referred

to as ‘‘chronic symmetric inflammatory arthritis.’’ This

approach greatly narrows down the types of arthritis

that need to be considered in a given patient.

Pain is the symptom of arthritis for which most

people seek treatment. The precise location of pain as

well as factors that aggravate and improve it is helpful

in determining the type of arthritis. Another useful

symptom is that of morning stiffness. In inflammatory

arthritis the stiffness or ‘‘gel’’ on first arising in the

morning will usually last for longer than an hour,

while in noninflammatory arthritis it frequently lasts

less than 30 minutes. This is the single most useful
symptom in differentiating between these two cate-

gories, as morning stiffness (with the important excep-

tion of fibromyalgia) that lasts more than an hour is

almost always a sign of inflammatory arthritis.

Clinical characteristics of all types of arthritis

include joint warmth, redness, and swelling. When

synovial fluid accumulates to the point that it is clini-

cally apparent, it is referred to as an effusion. In all

types of arthritis this synovial fluid can be expected to

contain inflammatory cells. These cells are derived

from circulating white blood cells (WBCs) and their

number and type can be helpful in distinguishing

between various types of arthritis. In inflammatory

arthritis synovial fluid contains a large number of

these cells, while in noninflammatory arthritis their

numbers are usually low. Warmth and redness are

also more prominent in inflammatory arthritis and

are usually a reflection of inflammation of the synovial

lining of a joint.

Lab evaluation of arthritis may also be very helpful

in determining whether it is inflammatory or not. Tests

for inflammation such as the erythrocyte sedimenta-

tion rate (ESR) and C‐reactive protein (CRP) may be

elevated. Anemia may also be prominent. In some

types of arthritis the presence of autoantibodies may

be diagnostic. Autoantibodies occur when antibodies

are formed to normal cellular structures. In some cases,

these antibodies are felt to be the cause of the arthritis;

in many others, their role is less clear, but they remain

useful for diagnostic and prognostic purposes. Many

other specific tests for different types of arthritis are

also available.

X‐rays also help to differentiate types of arthritis.

Since cartilage does not show up on x‐rays, the condi-
tion of the cartilage is inferred by the space remaining

between the bones called the joint space. Other signs

that may be noted on x‐ray include erosions (where the
inflamed tissue has eaten into the bone), thickening or

sclerosis of the bone beneath the cartilage, bony pro-

liferation, and even bony fusion (ankylosis) of the

joint. Other types of x‐rays such as computed tomo-

graphy (CT) and magnetic resonance imaging (MRI)

may also be helpful in select cases.

>Table 1 shows some common examples of the

different types of arthritis, based on the above criter-

ion. These types of arthritis may be further divided

into more specific categories in terms of whether they

are acute, symmetric, etc. It is important to note that

these differentiations are not absolute and there is

much overlap between categories.
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Polyarthritis Monoarthritis
Inflammatory Rheumatoid arthritis Gout

Systemic lupus
erythematosus

Infectious
arthritis

Serum sickness Reactive
arthritis

Viral arthritis
Noninflammatory Osteoarthritis Traumatic

arthritis
Hemochromatosis Osteoarthritis
Acromegaly Osteonecrosis
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Treatment of arthritis varies depending on the type

of arthritis; however, some basic principles apply. The

main goals of treatment are the alleviation of pain,

maintenance of joint function, and prevention of

further joint damage. Medications play an important

role, but should be used in conjunction with physical

therapy and exercise when appropriate. Maintaining a

proper diet and body weight is also very important.

Literally hundreds of treatments, both mainstream and

alternative, are available. Some have been shown to be

effective and many have not. Given the chronic nature

of arthritis pain and the lack of a complete cure,

arthritis patients are frequently taken advantage of by

those whose interest is more financial than altruistic.

Thus it is wise to be wary of treatments that seem too

good to be true.

Medications used in the treatment of arthritis begin

with those that are least likely to cause side effects. Pain

medications such as acetaminophen (Tylenol) are

often the first line of therapy. Many patients benefit

from nonsteroidal anti‐inflammatory drugs (NSAIDs),

although increasing attention is being given to their

gastrointestinal, cardiac, and other side effects. For

those not responding to the above, stronger pain med-

ications such as narcotic analgesics may be considered.

In inflammatory arthritis, the use of corticosteroids,

which are potent anti‐inflammatory medications, may

be very beneficial, but their long‐term use is limited by

side effects. Corticosteroids may also be given by injec-

tion directly into a joint or localized area of pain. This

allows for immediate benefit with minimal systemic

effect. Medicines that suppress or alter the functioning

of the immune system, known as immunosuppressive

medications, are frequently used in the treatment of

inflammatory arthritis.

Physical therapies play an important role in arthri-

tis. Pain is often caused or aggravated by mechanical
forces on the joint and muscle imbalances. Muscles act

as the shock absorbers for the joints, so maintaining

proper muscle strength and balance through carefully

selected exercises is critical to restoring proper func-

tioning of the joint. Modalities such as heat, massage,

and ultrasound may also provide some benefit.

When the above therapies fail to provide adequate

pain relief or restore the joint to an acceptable level of

functioning, surgery may be of benefit. Joint replace-

ment surgery is now one of the most commonly per-

formed surgeries with over half a million hip and knee

replacements performed each year.

By following a carefully considered approach, accu-

rate diagnosis and effective treatment may be realized

in most cases of arthritis. Recent advances in under-

standing the basic mechanisms for arthritis have led to

treatment breakthroughs in many conditions. We can

anticipate more such advances in the near future.
Related Topics

> Fibromyalgia, >Osteoarthritis, >Rheumatoid

arthritis, > Systemic lupus erythematosus
Suggested Readings

Klippel JH (ed) (2001) Primer on rheumatic diseases, 12th ed.

Arthritis Foundation, Atlanta, GA

Moskowitz R (ed) (1989) Clinical rheumatology, 3rd ed. Saunders,

Philadelphia, PA
Suggested Resources

American College of Rheumatology. www.rheumatology.org
Asians and Pacific Islanders
Christina M. Saunders Sturm
The US Census Bureau estimated that in 2004 approxi-

mately 13 million Asian Americans and Pacific

Islanders (AAPIs) were residing in the United States,

almost 2 million of whom are aged 55 and older.

www.rheumatology.org
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Approximately 3% of the 65 and older US population

is Asian American (AA), and a much smaller percen-

tage is Native Hawaiian and Other Pacific Islander

(NHOPI). The percentage of both groups is expected

to rise, with AAs growing to 8% by 2050, an esti-

mated 7 million individuals. Although Asians are the

smallest of the largest four racial and ethnic groups

(white, non‐Hispanic; Hispanic; Black and Asian), they

are the fastest‐growing minority group overall and the

second fastest‐growing older group.
AAPI elders constitute a highly diverse group of

individuals, not only culturally but also in terms of

socioeconomic standing, access to health care, accul-

turation to the United States (including English lan-

guage proficiency), healthy lifestyle practices, and

morbidity and mortality patterns. Current thinking,

incorporated into the 2000 Census, differentiates the

AAPI political category into two major subgroups:

AAs, representing dozens of cultural groups from

almost 30 nations of the Far East, Southeast Asia, and

the Indian subcontinent; and NHOPIs, representing 20

Pacific Island cultures. Over 100 languages and a mul-

titude of cultural and religious beliefs are held. Older

AAPIs in particular are likely to hold fast to their native

traditions and beliefs, creating a need for providers to

learn how to interact and communicate with their

clients in a way that recognizes, acknowledges, and

respects the cultural contexts of their lives.

An important rationale for subdividing the AAPI

grouping into AAs and NHOPIs is that there are the

many important differences in health indicators

between these two groups. While the data are very

limited, all indications are that AAs as a whole have

much better health and life expectancy than NHOPIs,

although there is great diversity between AA subgroups

as well. Because AAs constitute 95% of the AAPI cate-

gory, the problems of NHOPIs have been masked. For

example, life expectancy is about 80 years for most

AAs (5 years higher than that of white Americans),

whereas it is only slightly more than 68 years for Native

Hawaiians and Samoans. The age‐adjusted death

rate for all AAPIs is 350 per 100,000, whereas that of

Native Hawaiians alone is 901 (compared with 524

for the total US population). The leading causes of

death for AAs are cancer, heart disease, and stroke,

whereas for NHOPIs they are cancer, heart disease,

and diabetes.

Other important mortality risk differences exist

between subgroups that need investigation. Accord-

ing to the National Healthcare Disparities Report
(NHDR) released in 2004, AAPIs, like other racial

and ethnic minorities, tend to have worse health and

lower‐quality health care when compared to whites,

although their overall life expectancy and activity levels

are higher. In particular, many AAPIs subgroups tend

to suffer disproportionately from cardiovascular dis-

ease, certain cancers (liver and stomach), tuberculosis,

diabetes, and hepatitis. Older AAPIs appear to suffer

disproportionately from dementia and other mental

disorders that are very difficult to access care for, espe-

cially among non‐English proficient elders. Cancer

screening rates are significantly lower. AAPIs report

longer waits to see their provider, rate their health as

being worse, and have difficulty understanding health‐
care directions. This population does fare somewhat

better than most other minorities even on measures

where they lag behind whites; however, indications are

that the overall AAPI statistics mask severe disparities

with the NHOPI populations. Diabetes, cardiovascular

disease, and risk factors such as obesity, smoking, and

physical inactivity are present at high levels in these

populations.

AAPI, particularly NHOPI communities, are often

underserviced, and the services are even further under-

utilized. For immigrant older adults, there are sub-

stantial adjustment issues as they are more likely to

experience stress associated with the acculturation pro-

cess, isolation due to language barriers, devaluation of

their status as an elder, and difficulty adjusting to their

separation from homeland friends, families, commu-

nities, and peers. The NHDR did find that AAPIs do

compare well in terms of patient safety, timeliness of

care received, and patient‐centered quality of care,

although the measures for Asians alone are somewhat

lower than whites and there is a great deal of variation

between subgroups when categorized by national

origin.

Baseline data on each unique AAPI subgroup need

to be systematically collected in order for empirically

based health initiatives such as the goals of Healthy

People 2010 to be addressed. The relative dearth of

data in combination with the perception of AAPIs as

passive, compliant, and without needs has led to the

real problems of these communities being ignored.

Cultural factors such as an unwillingness to seek public

sector care or to express needs contribute to the failure

to seek out available resources. Elders may particularly

benefit not only from better access to culturally appro-

priate health care but also from social services and

social interaction. A ‘‘model minority’’ that has
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additionally been stereotyped as wealthy and educated

with relatively good health—AAPIs in general,

let alone the older population—has not been closely

studied. Although it is clear that data are lacking due to

small sample sizes and the concentration of the popu-

lations in specific states (California, New York, and

Hawaii), there has been little effort to oversample the

population or to use other methods that could enable

comparative statistical analyses of the AAPI population

as a whole or of its many subpopulations.

Elder AAPIs have substantial barriers to good

health care and healthy practices. Many live in sub-

standard housing, lack health insurance, and have

unreliable transportation options. These issues of pov-

erty are important to many elders as the current esti-

mated 24.1% of AAs living in poverty does not include

NHOPIs, who, according to data from the US Census

Bureau, tend to be less affluent, and masks the elderly,

who also tend to be poorer. In addition, a large per-

centage of the AA population consists of immigrants

who often have difficulty navigating the health‐care
system, due to the unfamiliarity of the system and,

more importantly, limited English proficiency (LEP).

While LEP affects each subgroup at different levels, the

highest levels are among AA subgroups such as the

Hmong and Cambodians and the lowest levels are

among NHOPIs.

LEP is an extremely serious barrier for elder AAPIs,

particularly those from Southeast Asia. LEP may lead

to misunderstanding of directions as well as inability

to access educational materials in the patient’s native

language. Evidence suggests that acculturation level, as

measured by language use at home, is an important

indicator of access to quality care, with those who are

more acculturated having the best care relative to those

who are least acculturated.

Cultural barriers are critical to accessible quality

care as well. Providers need to understand the cultural

context of symptoms in order to interpret their mean-

ing and potential causes as well as to understand the

variety of causal understandings and treatment options

a particular population may ascribe to. Attitudes about

the body as well as the position of the care providermay

influence the client–provider interaction in important

ways that the provider needs to understand and

respond to appropriately. Providers often rely on ‘‘on‐
the‐spot’’ translators such as family members or non-

clinical hospital staff, leading to costly and sometimes

dangerous results. Fortunately, translation services

that provide professionals who are trained advocates
and are competent in the cultural as well as the lan-

guage components of translation are becoming more

available.

Use of traditional or complementary and alterna-

tive medicines (T/CAM) by older AAPIs appears to

be high, especially in a context in which the most

accepted forms of T/CAM and the most readily avail-

able, such as acupuncture, manipulation, and herbal

supplements, tend to have Asian origins. However,

many insurers, including Medicaid and Medicare, do

not pay for these treatments. It is important that pro-

viders be able to establish a relationship of open com-

munication and trust with their clients that allows for

discussion of T/CAM options in a context of a holistic

approach to healing that will fit with a more culturally

appropriate model of health and healing for these

communities.

In addition to the need for more research and data

collection, there is a pressing need for culturally appro-

priate services geared toward each distinct older AAPI

population’s needs and strengths. A holistic approach

that values the cultural strengths of the target commu-

nity and works to build infrastructural capacity as well

as identifying, training, and providing culturally com-

petent providers will work toward addressing the many

health‐care needs of these distinct and widely diverse

populations. Working with communities to identify

critical concerns and culturally appropriate services

should be a core strategy of any intervention effort.

Many people concerned with the health of AAPIs also

argue that without a special federal designation for

institutions and organizations targeting AAPI popula-

tions, capacity building within AAPI communities will

remain limited as they are denied access to the services

and funding available to other designated minority

groups.
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Assisted Living
Mary Jane Nottoli

Older persons today are healthier and with fewer dis-

abilities than their counterparts from previous genera-

tions. However, the rapid growth of the segment of

the population aged 85 or older poses a challenge

relative to service delivery and long‐term care policy.

In addition to increased prevalence of chronic condi-

tions, individuals in that age group are also likely to
experience functional limitations, necessitating help

with their activities of daily living.

Services in a nursing home cost, on average, $5,400

a month. Additionally, nursing homes tend to be mod-

eled on hospitals, placing emphasis on efficiency and

routine ahead of individual preferences. Assisted living

emerged in the 1980s as an alternative to nursing

homes to address the needs of these elders.

Assisted living aspires to provide care in a home-

like environment while preserving the highest level

of independence possible, and with special attention

to personal dignity issues. Assisted living residences

seek to offer personalized services with activities like

bathing, dressing, meals, toileting, and medication

management.

Regulations governing assisted living facilities vary

across the nation, along with the different types of

services and living quarters among such facilities.

Most assisted living residences offer an assortment of

services in addition to help with activities of daily

living, although some facilities might require an addi-

tional fee. Living quarters may be as simple as a room

located within a larger building or facility, whereas

others may be as elaborate as an individual cluster of

homes allowing for residents to use their own furniture.

As expected, fees increase with more ornate living

quarters and more inclusive services. Although assisted

living is usually paid for by the resident and the family,

some costs may be reimbursable depending on the

nature of the individual’s health or long‐term care

insurance. Public policy, as evidenced by funding reg-

ulations, has generally favored nursing home care.

However, some states use Medicaid waiver programs

to help pay rent on behalf of income‐eligible seniors to
live in assisted living residences.

Because of the variability of models and services, it

is advisable to use a systematic selection process before

making a choice once the decision to enter an assisted

living residence has been reached. A good beginning is

to obtain a list of assisted living facilities in a geo-

graphic area from the Department of Health and

Human Service’s Elder Care Locator. This public ser-

vice connects individuals with sources of information

on senior services in individual states and local com-

munities. Local offices of the Nursing Home Ombuds-

man maintain lists of assisted living residences as well

as nursing homes. The Assisted Living Federation of

America provides information about assisted living

and a checklist to aid in the selection process. Other

sources of information include the local Area Agencies

http://www.qualitytools.ahrq.gov/disparitiesreport/archive/2004/download/download_report.aspx
http://www.qualitytools.ahrq.gov/disparitiesreport/archive/2004/download/download_report.aspx
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http://www.cdc.gov/omh/
http://www.cdc.gov/omh/
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http://asianamericanhealth.nlm.nih.gov/chronic.html
http://www.aapi.gov/Commission_Final_Health_Report.pdf
http://odphp.osophs.dhhs.gov/projects
http://www.cdc.gov/nchs/data/hus/hus04trend.pdf#001
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on Aging and the American Association for Retired

Persons.

Some facilities give information and answer ques-

tions over the telephone, whereas others send bro-

chures. Some even have information available online.

It is sometimes possible to edit a long list of possible

facilities based upon information gathered in this way.

For example, one can ask about monthly cost, what is

included in that cost, and what is available for an

added fee; current openings and size of living quarters;

geographic location, and its accessibility to shopping,

banking, and medical services as well as proximity to

family and friends; and the different levels of wellness

and independence in their criteria for admission. One

can then select a number of possibilities based on the

facilities providing favorable answers to relevant ques-

tions on the telephone, via their brochures, or through

the Internet. A visit in person can then be arranged to

the facilities of interest.

Armed with a consumer checklist obtained from

one of the helpful agencies or a prepared list of con-

siderations important to the proposed resident, one

can evaluate the individual assisted living residences

in person. Because of the lack of standardization and

regulation, there is no single source of information

regarding quality, cost, services included, or accessibil-

ity of medical and social services in assisted living

facilities. While visiting individual residences, one can

inquire about each of these areas, as well as about the

average level of dependence of current residents and

the type of procedures followed when a resident

becomes more dependent. Recalling that assisted living

is largely private pay, it is likely that a resident will have

to relocate if he or she outlives funds. Therefore, it is

important to learn whether that process is facilitated by

the assisted living staff.

There are a number of resources with information

to help the selection procedure. Geriatric specialists,

including physicians, nurses, and social workers, are

often knowledgeable and skilled at guiding individuals

through the process. Their input helps avoid some of

the pitfalls and/or poor choices. The goal is to find an

assisted living residence that provides services essential

to the individual and in which the resident feels at

home.

Assisted living can offer a long‐term care option

that combines housing, support services, and health

care to seniors seeking to live an independent lifestyle

with assistance that is customized to meet their needs.

As residential care facilities, adult congregate living
facilities, personal care homes, or community resi-

dences, assisted living offers a unique transition from

independent living without care to living with inde-

pendence and care combined.
Related Topics

>Activities of daily living, >Area agency on aging,

> Long‐term care, > Long‐term care insurance,

>Nursing homes
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Attachment Theory
Sara Harkness . Marjolijn Blom

A child’s ‘‘attachment’’ to its mother or other caregiver

is important for well‐being and development; the rele-

vance of attachment to functioning in later life has only

recently begun to be recognized and researched.

Attachment theory traces its roots to the work of

John Bowlby, a British psychoanalyst who, drawing

from ethology and other disciplines, proposed that a

child’s need for protection and proximity to its mother

is as fundamental as its need for food or physical

comfort. Attachment, he suggested, is an evolution-

arily adaptive behavioral system that is activated

when fulfillment of this need is threatened, as when

the mother departs.

Mary Ainsworth, Bowlby’s student and colleague,

extended this theory to address the question of varia-

bility in infants’ attachment‐related behaviors, both in

naturally occurring situations and in a laboratory pro-

cedure called the ‘‘strange situation,’’ in which an

infant and its mother are put through a controlled

series of separations and reunions. Ainsworth identi-

fied a behavioral pattern of ‘‘secure attachment’’

http://www.eldercare.gov/Public/Home.asp
http://www.aarp.org/caregiving
http://www.alfa.org/public/articles
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evident in approximately two thirds of infants, in con-

trast to two different styles of ‘‘insecure attachment’’

(avoidant and anxious) in the remaining third;

recently, a fourth pattern called ‘‘disorganized attach-

ment’’ has also been identified. Attachment theorists

believe that the most important determinant of a

child’s attachment style is the mother–child relation-

ship, especially ‘‘maternal sensitivity’’ to the infant’s

signals of distress. Through repeated experiences of

maternal responsiveness (or lack thereof), it is

hypothesized that infants develop ‘‘internal working

models’’ or expectations of how important others in

their environment will respond to their need for pro-

tection and security.
Attachment Theory and Adult Health

The relevance of the idea of attachment for adult health

and well‐being rests on four basic premises:

1. An individual’s ‘‘internal working model,’’ devel-

oped in infancy, becomes integrated into personal-

ity and is carried forward throughout the life

course, although it may be somewhat modified by

other experiences including psychotherapy.

2. ‘‘Secure attachment’’ is essential for the individual’s

propensity to explore the environment and ulti-

mately become autonomous, necessary for the

development of social competence as well as learn-

ing and emotion regulation.

3. ‘‘Secure attachment’’ in infancy and early child-

hood influences the individual’s ability, as an

adult, to form other successful love relationships

such as with a spouse.

4. Patterns of attachment are transmitted to the next

generation, such that insecurely attached parents

may raise children who are also insecurely attached.

Furthermore, insecurely attached mothers are more

vulnerable to the effects of loss or other trauma,

resulting in caretaking behavior that may confuse

or frighten the child and lead to the ‘‘disorganized’’

attachment pattern.
Cultural Considerations

A growing body of research has attempted to test these

premises, using a variety of methods including the

adult attachment interview (AAI), developed by Mary
Main, which elicits memories of childhood and partic-

ularly the quality of the early relationship with parents.

The results of these studies have demonstrated the

usefulness of the attachment construct for understand-

ing disorders such as depression, conflicts in close

relationships, and the effects of loss as in bereavement.

At the same time, much attachment research is

founded on culturally based ideas about what consti-

tutes ‘‘healthy’’ or ‘‘successful’’ development, and it

may thus contribute to a failure to recognize other

culturally normative patterns of family interaction

and individual development. For example, the empha-

sis on autonomy and separation, which lies at the core

of attachment theory, may be a good representation

of current American middle‐class beliefs and values,

but it fails to capture different cultural pathways of

development that emphasize social harmony and

interdependence, as in Japan. Furthermore, attachment

theorists tend to overemphasize the importance of the

pair bond starting in adolescence, to the neglect of

other continuing attachments such as those between

siblings or between parents and their adult children.

Finally, with a few exceptions, attachment theorists

have given little attention to the role of other individ-

ual differences such as temperament in mental health,

thus perpetuating the myth of the mother as the sole

source of individuals’ socioemotional well‐being over

the life course. In summary, the study of attachment

in adulthood is a field still in its infancy, with much

potential for healthy growth and development.
Related Topics
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Autoimmune Disorders
Lori B. Siegel

The immune system, which consists of white cells that

fight off infection, is a very complex and exquisite

mechanism in which the body can rid itself and kill

foreign organisms that invade the host (body) while

trying not to kill the host. There are specialized cells

called T cells and B cells that help recognize these

foreign proteins or antigens and then remove them

from the body. At times, the immune system may err

and attempt to attack the host tissues—as occurs in

septic shock and autoimmune diseases. The main task

of the immune system, however, is to protect the in-

dividual from infectious organisms (nonself) without

serious injury to self.

Almost any molecule can elicit an immune

response and the body learns tolerance or the ability

to tell the difference between itself and foreign tissue,

so that it can destroy the latter but not react against the

constant exposure to one’s own tissues. The immune

system is constantly undergoing diverse strategies to

avoid autoimmunity, where the body fights against

itself. The key mechanism in the peripheral immune

system is the cells that gather up the host’s dead tissue,

react to an invading organism, or display certain pat-

terns of receptors on their surfaces. These patterns of

receptors allow the body to recognize whether some-

thing is foreign or not. When a white cell finds a

foreign protein, the pattern it displays on its surface

triggers a strong reaction; the body then communicates

via various chemicals and appropriate cells are mobi-

lized to kill that organism. When the white cell

encounters normal tissue, there is no reaction. Even

though there is a sophisticated and overlapping system

in place to avoid autoimmunity, these autoimmune

conditions still occur.

Although the direct cause for this to occur is not

clear, many theories and clues help in understanding

this phenomenon. One theory is that autoimmune

disease develops subsequent to immunization. Some

foreign proteins may have deoxyribonucleic acid

(DNA) protein similarities to the person’s own protein

and cause confusion in the immune system, and the

response is not only against the foreign organism but

also against the similar host protein. Another proposed

mechanism of autoimmunity is that of an infection
initiating autoimmune disease. Some diseases that are

considered autoimmune in nature are initially beyond

a doubt triggered by a previous exposure to an infec-

tion. This is seen with the reactive arthritis that devel-

ops after exposure to a nongonococcal urethritis or

following gastroenteritis from shigella or salmonella.

It is felt that in these conditions the bacterial

antigens are similar to host proteins and the cross‐
reactivity to the host tissues causes a powerful immune

response. Infectious organisms can also alter the

immune system directly. Viruses, such as Epstein–

Barr, may cause the normal immune system to recog-

nize cells affected by the virus as foreign and set up a

path for autoimmunity. Mutations during the devel-

opment of the immune system or spontaneous muta-

tions may also set up for autoimmune diseases.

Autoimmune disease can affect any body part.

Some organs may be affected initially and over time

other organs may be affected. The diagnosis of auto-

immune disease is not easy and may require repeated

histories and physical examinations over time along

with blood tests. Patients tend to evolve into a diag-

nosis than have the diagnosis made at the first visit.

The signs and symptoms of autoimmune diseases

are grouped and categorized to help make diagnoses or

establish disease conditions. Criteria for each disease or

condition have been established but these are primarily

for research purposes, and in the real world most

people have signs and symptoms from a variety of

disease groups. Autoimmune diseases must be diag-

nosed with extreme caution because many other dis-

eases may mimic them. The danger is in the treatment

of autoimmune disease. Because the immune system is

hyperactive in autoimmune disease, treatment is aimed

at suppressing the immune system. If other mimics of

autoimmune disease are treated with immunosuppres-

sion, they could rapidly progress and become fatal.

Even if the diagnosis of autoimmune disease is certain,

the patient must be carefully evaluated to be certain

that there is no lurking infection or malignancy.

The classic, prototypic autoimmune disease is sys-

temic lupus erythematosus (SLE). The primary abnor-

mality in SLE is production of autoantibodies to the

proteins found in the core of normal cells. SLE may

affect the entire body and any organ by either direct

antibody attack or precipitation of the antibodies

within the organ. The classic symptoms include arthri-

tis, butterfly rash, and inflammation of the lining of

the heart and lungs.
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Rheumatoid arthritis is another classic autoim-

mune disease that can cause a symmetric and destruc-

tive erosive arthritis. Despite its name, rheumatoid

arthritis can affect the entire body, not just the joints.

It can cause damage in the skin, lungs, eyes, and heart.

Inflammatory muscle diseases are also autoim-

mune processes. These conditions cause weakness

and breakdown of muscle tissue. The inflammation

may be in the muscles themselves or in the blood

vessels supplying blood to the muscles. The classic

picture in these conditions is a symmetric weakness

or pain in the muscles in the shoulder and hip areas.

Patients have difficulty getting out of a chair or holding

their arms up to comb their hair. In severe cases,

patients may have difficulty holding their head up

due to neck muscle involvement. If the respiratory

muscles are involved, breathing may be compromised.

The lungs may also be directly involved with the

damage and cause further compromise. With some of

the muscle diseases, there is an associated rash on the

trunk or over the joints.

Laboratory findings of inflammatory muscle dis-

ease reflect breakdown of muscle tissue with elevations

in muscle protein. Certain antibodies may be positive

and are associated with lung involvement, which car-

ries a worse prognosis. Special electrical tests of the

muscles and nerves may be useful in identifying a

specific group of muscles that are really inflamed,

which may lead to a directed biopsy. The muscle

biopsy may reveal chemical abnormalities in the mus-

cle that cannot be detected through routine blood

tests. It is important to note that patients with new

onset muscle weakness and an associated rash may

have dermatomyositis, a disease that is associated

with cancer, in 25% of the cases. Many of the patients

who present with this condition do not know they have

an associated cancer and it is up to the health‐care
provider to look for a malignancy in patients who

have this disease.

Scleroderma is another autoimmune disease that

causes hardening and tightening of the skin. The mate-

rials that cause scarring and scar tissue formation are

deposited in excess in these patients. Patients with

scleroderma may have a wide spectrum of disease ma-

nifestations and severity. Patients often have Raynaud’s

phenomenon (sensitivity to cold and color changes

associated with cold) or calcium deposits in the skin

and muscles. They may have mild skin thickening or

widespread skin involvement. Some patients progress
to have kidney, lung, and heart involvement as well.

The treatment of this disease is limited but research is

ongoing.

Another large class of autoimmune conditions are

those that cause inflammation of the blood vessels

directly or vasculitis. Vasculitis may affect any size of

blood vessel, and the clinical features commonly

include fever, general malaise, and multiorgan involve-

ment. In cases in which a diagnosis of vasculitis is

considered, infection must be thoroughly evaluated

and ruled out. The degree of organ involvement must

also be thoroughly investigated and all organs exam-

ined. Signs of underlying vasculitis may be subtly

found in the hands, oral mucosa, skin, and nails. A

complete examination of the urine, blood, and stool

should be done to look for evidence of vasculitis.

Tissue biopsy is often necessary to confirm the diag-

nosis and allow for disease categorization. Knowing

the size of vessel affected helps in determining the

type of vasculitis. Small‐vessel vasculitis usually

involves the skin, joint, and gastrointestinal (GI)

tract. Small‐vessel vasculitis may also affect the brain

and cause subtle behavioral or neurologic conditions.

Medium‐vessel vasculitis often involves the lungs and

kidneys. Some classic conditions are polyarteritis

nodosa, Churg–Strauss vasculitis, and Wegener’s vas-

culitis. Large‐vessel vasculitis includes Takayasu’s

vasculitis, polymyalgia rheumatica, and temporal arter-

itis. A good and detailed history usually reveals classic

symptoms of these disorders. Autoimmune disorders

may also cause endocrinologic disorders such as dia-

betes and thyroid conditions. Some neurologic condi-

tions, such as multiple sclerosis, and hematologic

conditions are also autoimmune. Interestingly, more

than one autoimmune disease may occur in an indivi-

dual, affecting different areas. These conditions may

flare and remit, and the patterns need to be followed to

help patients cope with their conditions. Often a full

picture of the autoimmune disease may not become

clear until years after the initial presentation. Patience

and persistence in these complex and confusing

patients will, with time, reveal the right diagnosis and

allow appropriate treatment.
Related Topics

>Giant cell arteritis, >Rheumatoid arthritis,

> Scleroderma, > Systemic lupus erythematosus
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Autoimmune Theory
of Aging
Jessica Diggs

The autoimmune theory of aging, introduced by Roy L.

Walford in 1969, asserts that with age, the immune

system tends to lose efficiency and experiences wide-

spread dysfunction, evidenced by autoimmunity

(immune reactions against one’s own body proteins)

and a decreased ability to respond to infection and

other immune challenges. Human immunity is a

highly regulated and coordinated process, and is often

divided into two components. The first, known as

innate immunity, provides a defense against pathogens

(potential disease‐causing agents) in a nonspecific way;

and the second, known as adaptive or protective

immunity, involves a specific response to a pathogen

that the body has seen before. Once the body is exposed

to an antigen (a foreign substance or pathogen capable

of causing an immune response), antibodies will be

produced that specifically target that antigen.

There are many different types of cells that are

involved in protecting the body against infection; the

primary cells involved in the adaptive immune

response are called B and T cells. B cells, which func-

tion to produce antibodies, are produced in the bone

marrow. The bone marrow is the tissue located in the

inside of larger bones, where red blood cells, white

blood cells (immune cells), and platelets are produced.

Immature white blood cells mature into T cells in the

thymus gland, which lies in the upper part of the chest.

There are several types of T cells, including helper

T cells that produce chemical signals in order to initiate

the immune response, and cytotoxic T cells responsible

for destruction of antigen‐bearing targets.
Age‐Related Changes to the
Immune System

As a person ages, the thymus gland progressively

shrinks in size and decreases functionality. While the

absolute number of cells remains relatively constant,

T‐cell function and responses are decreased, making the

elderly more susceptible to the development of tumors

and decreasing a person’s ability to fight against viral

illnesses. The amount and type of antibodies produced

in response to immune stimuli are also decreased with

age. This may be due to an increased proportion of

senescent (nondividing) cells with age (see Cellular

theory of aging) or a general degeneration of the cells

of the immune system. The lack of this antibody

response makes the elderly more susceptible to infec-

tious diseases.

As a person ages there are several notable changes

to the immune system, one of which is an increase in

autoantibodies. These are antibodies that have lost

their ability to distinguish ‘‘self,’’ cells of the individual

aging person’s body, from ‘‘nonself.’’ Examples of

‘‘nonself ’’ cells are cells that are infected with a patho-

gen, cancer cells, pathogenic organisms, or foreign cell

types that have infiltrated the body. Instead of having

specificity for ‘‘nonself ’’ antigens, these antibodies

attack ‘‘self ’’ antigens, leading to the dysfunction and

destruction of normal body tissues—a phenomenon

often referred to as autoimmune disease. The develop-

ment of autoantibodies may potentially result from

genetic errors that accumulate with age in cells of

the immune system (see Error accumulation theory

of aging).

Despite the observed increase in the number of

these autoantibodies, the incidence of autoimmune

diseases has not been shown to increase with age.

Some examples of automimmune diseases are systemic

lupus erythematosus, a systemic autoimmune disease

affecting many parts of the body including the skin,

kidneys, lungs, joints, blood vessels, and brain, and

myasthenia gravis, a rare muscular disease associated

with progressive weakness of the eyes, face, and neck

muscles, in which autoantibodies attack neuromuscu-

lar junctions (areas where the nerves that control muscle

function and muscle fibers meet). Other more com-

monly recognized autoimmune diseases include rheu-

matoid arthritis, insulin‐dependent diabetes mellitus,

and multiple sclerosis.
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Public Health Perspective

Health‐care professionals, public health professionals,

and personal caregivers responsible for the care of

aging adults must be aware and account for the

changes in the immune system with age. There is also

significant interindividual variability in the immune

response, with many elderly individuals having normal

immune function. Recognizing this variation may be

particularly important for those involved in clinical

research with the elderly, since this variability may

limit the generalizability of study results. Although

studies have not drawn a causal link between immune

dysfunction and an increased incidence of autoim-

mune diseases or increased rates of specific infections,

the elderly have been shown to experience dispro-

portionate morbidity and mortality related to these

conditions and to decreased immune functioning.

Elderly people should therefore be closely monitored

for the development of age‐associated autoimmune

diseases or cancers, and should be treated promptly

and aggressively.

Given the potential for reduced defenses against

infections, elderly adults should be vaccinated to pre-

vent infections from occurring and should be given

additional care as required, when faced with common

infections. These precautionary measures are particu-

larly important because the elderly tend to experience

more comorbid disease and use more medications.
Both comorbidity and medication usage can lead to

compromised immune function and limit the ability to

cope with infection and disease. Supplementation with

immune‐stimulating nutrients and vitamins or medi-

cations to encourage immune‐cell regeneration may

prove helpful in preventing some of the negative effects

of age‐related immune system dysfunction.
Related Topics
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nizations, >Multiple sclerosis, >Polypharmacy,

>Vitamins
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Baby Boomer
David A. Schott

A baby boomer is a person born during a period of

increased birthrates, which typically occurs during a

period of increased economic prosperity. In the United

States, most demographers have put the generation’s

birth years between 1946 and 1964, despite the fact that

the birthrate actually began to decline in 1957. Born

early or late in the generation, baby boomers are the

generation that fought in and protested the Vietnam

War, the generation that first heard and fell in love with

the Beatles, and the generation notoriously noted for

their experimental drug use.

Today, baby boomers make up roughly one third of

the current workforce. The oldest in the generation are

reaching the age of retirement while the youngest are in

their forties. With such a large percentage of the baby

boomers set to retire, employers are concerned about

replacing the aging workforce, especially their expertise

and knowledge. Employers, however, are not the only

people concerned.

The approaching retirement of so many baby

boomers has also become a matter of public concern,

partly because of the budgetary concerns that will

develop when the baby boomers begin to collect social

security and Medicare benefits, and partly because

many claim that the baby boomers have not accumu-

lated enough savings to finance their retirement. Com-

pared to their parents, the baby boomers have higher

income, are preparing for retirement at relatively the

same pace, and have accumulated more private wealth.

Despite having accumulated more than their par-

ents, about a quarter of the baby boomers have failed

to accumulate significant savings and are more likely to

depend on governmental programs. At the other end,

about one half of the baby boomers have enough sav-

ings to maintain their working‐age standard of living.

The remaining are likely to experience a slight decline

in their standard of living. This slight decline can be

offset by modestly increasing savings, and remaining in

the workforce for a few years beyond retirement.

Another public concern involving baby boomers is

their impact on health care. Unlike their parents who

avoided health care, baby boomers seek it out, expect

to stay healthy, and want to be ‘‘fixed’’ when they are

not healthy. Baby boomers make more visits to the

doctor and take more prescription pills than members
# Springer-Verlag Berlin Heidelberg 2008
of any previous generation. A large number of baby

boomers are developing age‐related diseases such as

Type II diabetes, high blood pressure, and high choles-

terol. Prevention and screening are the methods

employed to combat such diseases, with prevention

being the most important.

A balanced diet and exercise are essential for any-

one wishing to maintain a healthy lifestyle, and this is

especially true for the baby boomers. To maintain a

balanced diet baby boomers should avoid high‐fat
and high‐salt foods, and remember to eat plenty of

fruits and vegetables. Thirty minutes of moderate

exercise at least five times a week is recommended.

Screening for various types of diseases should begin

around the age of 40. It is recommended that women

past this age have regularly scheduled mammograms

and men should begin having annual prostate exams.

Preventive screening allows for a better chance of cur-

ing the disease and elevates the probability of survival

in cases where the disease is found to exist.
Related Topics

>Early retirement, >Medicare, > Social security
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Back Pain
Lori B Siegel

Back pain encompasses a large range of disorders that

may affect people aged 50 and above. It may involve

areas of the spine from the neck to the buttock, and

some symptoms may involve fingers and toes. Back

pain is very difficult to diagnose and treat. The symp-

toms of back pain may come from the nerves, spinal

cord, vertebral bodies, muscles, vertebral discs, and

other lesions that may take up space such as tumors

and infection. Diseases in other organs may also be
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referred to the back and therefore present as back pain.

These include pancreatitis, kidney disease, and repro-

ductive organ pathology. Although it is impossible

to have strict criteria regarding what back disorder

happens in specific age groups, some generalities may

be made. However, there are always exceptions. In

general, people in their fifties may begin to suffer

from disk degeneration, herniated disks, or metastatic

tumors (tumors that have spread through the body).

Those in their sixties and above may develop all of

the above plus spinal stenosis (narrowing of the central

canal of the spinal column), and spinal instability. As

the aging process continues, any biomechanical or

anatomic derangement, such as scoliosis (curvature

of the spine) or leg length discrepancy, that had been

clinically silent previously, may cause back pain.

Back pain in general affects 70–80% of the popu-

lation at some point in their life and is therefore

a consequence of aging. Nonsurgical interventions

should be attempted initially and a thorough investi-

gation of all the causes must be investigated. Patients

should continue working, and if needed, ergonometric

modifications in the workplace may be done. The

economic burden of back pain from loss of work is

serious. There are frequent nonphysical consequences

and situations that affect the treatment of back pain

as well. These include litigation, involving worker’s

compensation or an accident, and secondary gains.

Although usually a mechanical or anatomic issue,

there are some red flags thatmay arise during the evalua-

tion that indicate a more serious and life‐threatening
process . Night pain that interrupts sleep may indicate

malignancy or infection. Fever and weight loss are

also indicators of infection or malignancy. Loss of

bladder or bowel continence is also a sign of spinal

cord impingement and is a medical emergency.

Neck pain may be a result of degeneration and

osteoarthritis of the cervical (neck) vertebrae. Cervical

stenosis, a condition in which there is ingrowth of

bony spurs in the spinal canal, may be present with

neck pain and stiffness. These arthritic changes may

predispose the patient to muscle spasms involving the

shoulder/back area (paraspinal, trapezial, and inter-

scapularmuscles).When the pain is radicular (traveling

down the arm) there may be entrapment of the cervical

(neck) nerve root by a herniated disk or bone spur.

Often the patient may have associated pain along the

arm, but not be aware that it is connected to their neck

pain, so a detailed questioning about limb involvement
is the key. Also some patients mention that the pain

moves ‘‘up’’ their arm, from a distal point proximally

(toward the body trunk), and even though this is the

patient’s perception, the symptoms are coming from

the neck.

Assessing the neck in a patient with a complaint

of shoulder pain is also important if evaluation of the

shoulder is unremarkable.

Plain radiographs (x‐rays) may help demonstrate

arthritis, anatomic deformity, and neuroforaminal

(spinal column/nerve) impingement. Specialized radi-

ologic studies such as magnetic resonance imaging

(MRI) are usually best in assessing any nerve or spinal

cord pathology. Computed tomography (CT) scan is

another special type of radiologic study that can be

helpful if spinal stenosis is in question.

Treatment of cervical arthritis includes heat, non-

steroidal anti‐inflammatory medications, amytrip-

tilline (an antidepressant compound), and muscle

relaxants. If there is retractable pain, radiculopathy

(weakness), or stenosis, cervical epidurals (nerve blocks)

may be indicated. In severe cases when the pain is not

controlled or there is loss of coordination or muscle

control, or other neurologic sequelae, neurosurgical

evaluation is needed.

The majority of back pain results from issues invol-

ving the lumbar spine or ‘‘low back.’’ The most fre-

quent problem in the lumbar spine is osteoarthritis or

wear and tear arthritis. Many patients may also have

spondylolisthesis or slippage of the vertebral bodies.

If this occurs the radiographs reveal a step‐like change
in the vertebral alignment. Patients with this may

complain of pain while bending, lifting, or twisting.

Another common problem is lumbar stenosis. In this

condition, there is bony hypertrophy (bone overgrowth)

and proliferationwithin the spinal canal. Patients having

neurogenic claudication (pain due to nerve injury) may

reveal complaints of stiffness and pain radiating down

both buttocks. The problem is worse with prolonged

standing and walking long distances. The pain can

be relieved with bending over and some people report

that they shop for groceries leaning over the cart or do

dishes leaning over the sink to avoid these symptoms.

The difference between neurogenic and vascular claudi-

cation (pain due to disease of the circulatory system) is

that the former has full pulses and the patients recover

more quickly if they stop walking for a while.

Back pain that radiates in an asymmetric fashion is

usually from a herniated disk. The pain will radiate
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down the leg in a specific pattern depending on the

level of the disc herniation. The classic L5‐S1 hernia-

tion (refers to where the pain is in the vertebral col-

umn), involves pain radiating through the buttock

down the outside of the leg, crossing over at the knee

to run down the inside of the lower leg, and then to

the great toe. Patients may present with part or entire

constellation of symptoms. It is an emergent situation

when the physical examination reveals asymmetric

reflexes or muscle weakness on the affected side. In

some cases, the disks may bulge anteriorly causing a

more symmetric pattern of symptoms. Patients with

weight loss, fever and/or a high sedimentation rate

(type of laboratory test that identifies acute reactivity)

may have a malignancy or infection near the spinal

cord, and should be evaluated and treated aggressively.

The treatment of back pain is often frustrating for

the patient and may require a multimodal approach.

Nonsteroidal anti‐inflammatory medications as well

as nonnarcotic analgesics, such as acetaminophen and

tramadol, are helpful for some people. Muscle relax-

ants may also help alleviate any muscle spasm asso-

ciated with disk herniation or osteoarthritis. Epidural

steroid injections are most helpful with spinal ste-

nosis and may also offer relief to patients with radicu-

lar back pain. Many patients require narcotic analgesia

if there is a contraindication to more traditional

approaches or when other treatments are unsuccessful.

Other nonpharmacologic treatments are very useful in

patients with back pain and should be used early in

treatment to avoid polypharmacy. Physical therapy

with careful assessment and correction of anatomic

irregularities such as heel lifts for leg length discrepan-

cies or orthotics may help. Posture must also be

addressed. Muscle strengthening and stretching may

also help and many patients do well with ‘‘back school’’

which helps patients learn to decrease the amount of

stress they place on their back during their daily activ-

ities. Massage and therapeutic ultrasound also provides

patients with relief. Transcutaneous electro‐neural
stimulation (TENS) units, a specialized mechanical

device, may also help a patient with back pain and

a component of muscle spasm. Corsets are used

frequently and are helpful for support. Acupuncture

may also be an appropriate option in patients with

back pain.

Back pain represents a diverse and complicated

spectrum of conditions. It may involve the neck

down to the sacrum. Knowledge of anatomy and
consideration of the interplay between the muscles,

bones, and nerves will help establish an appropriate

diagnosis. Treatment may require multiple modalities

and engaging the patient in their treatment is the key

to success.
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Bedsores
Mary Jane Nottoli

A bedsore is a disruption of the structural intactness

and normal physiological function of the skin and

underlying tissues due to mechanical factors resulting

in altered vascular perfusion and ischemia. They have

a physical, social, and financial impact on those who

develop them and often result in admission to, or a

longer stay in, a hospital with subsequent increased

costs to individuals and to society.
Causes

Bedsores or pressure ulcers result when pressure

impairs circulation, depriving tissues of oxygen and

nutrients, resulting in tissue breakdown. Left untreated,

the damage can extend through the skin, to the sub-

cutaneous tissue, into the muscle and beyond. The

intensity and duration of the pressure exerted, usually

over a bony prominence such as the sacrum, the hips,

heels, or elbows, determines the severity of the lesion.
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These lesions, called decubitus ulcers, pressure ulcers or

bedsores may be superficial, like a local skin irritation,

or deep and penetrating into subcutaneous tissues.

Shearing force, or the force resulting when tissue

layers move over one another, can also cause bedsores

because shearing stretches the skin and compresses

local capillaries which effectively deprives tissues of

the oxygen and nutrients normally carried in them.

For example, when the head of a bed is raised, the

gravity causes the occupant to slide downward and

forward creating shearing as the back rubs against the

linens covering the bed.

Other factors that increase the likelihood of an

ulcer formation include poor nutrition and/or poor

hydration, the presence of excessive moisture, diabetes

or vascular disease, and decreased mobility or dimin-

ished awareness. The aged, the chronically ill, and the

disabled, are at increased risk for the development of

bedsores. The Braden Scale is a validated tool, which

can predict pressure ulcer risk, assessing many of the

factors discussed using a numeric scale.
Prevention

Prevention is preferred as decubitus ulcers (bedsores)

are often slow to heal and in themselves present addi-

tional risk for their recurrence. Preventive measures

such as frequent position changes need to be instituted

and encouraged. Health care professionals should

emphasize the importance of these position changes

at regular intervals and encourage the individual

patient/client and family caregiver to participate in

them after demonstrating appropriate techniques.

Clients confined to a chair and their caregivers need

instruction on methods of shifting weight while being

seated. Position changes in bed are recommended

every 2 hours and seated weight shifts every 30 minutes.

Pressure‐relieving mattress, overlays, and seat cushions

are helpful, but not a substitute for position changes

and weight shifts. A diet that includes adequate

calories, proteins, and vitamins is important as well.

High nutrition supplements under a variety of trade

names are available for a client with poor food and

fluid intake. The most appropriate choice will be

guided by the overall health of the client and his or

her dietary needs. Excessive moisture, due to inconti-

nence or excessive perspiration, mandates linen and

clothing changes as needed. Protective moisture barrier
ointments are available to further protect the skin from

irritation due to incontinence.

If protective measures fail, prompt initiation of

appropriate treatment is imperative to prevent worsen-

ing of the bedsore, and complications such as an infec-

tion. Consequently, frequent inspection of the skin,

especially over bony prominences is strongly advised.

Clients with a number of risk factors for the develop-

ment of pressure ulcers need to inspect or have the

caregiver inspect their skin twice daily preferably at

12‐hour intervals.
Identification and Staging

A shiny reddened area over a bony prominence is a sign

of early breakdown. Such superficial damage is known

as a Stage I pressure ulcer. When small blisters and

openings are present, the superficial damage has pro-

gressed beyond the dermis into the epidermis, and the

bedsore is a Stage II. A Stage III ulcer usually represents

a crater with total loss of a skin covering and damage to

subcutaneous tissue. An ulcer or bedsore that extends

into the muscle has become a Stage IV pressure ulcer.

Stage IV ulcers with extensive destruction of subcuta-

neous tissue and muscle may penetrate, damaging

tendons, joint capsules, and bone. Undermining and

sinus tracts are most often associated with them.
Treatment

Specific modalities of treatment depend upon the

stage of the pressure ulcer, its location, and condition,

but always include pressure relief and good nutrition.

Pressure relief is accomplished by frequent position

changes, avoidance of those positions that would put

pressure on the bedsore, use of special support surfaces

such as mattress overlays, seat cushions in chairs and,

in some instances, specialty beds designed to reduce

gravitational pressure. The type of pressure‐relieving
device is determined based upon an individual client’s

body build, nutritional status, and the stage and

condition of the pressure ulcer.

Bedsore or pressure ulcer care has three compo-

nents: cleaning, removal of debris and dead tissue, and

application of a dressing or bandage. Cleaning is best

accomplished using normal saline, a mild salt solution

that can be bought in most drug stores or made by

using eight teaspoons of salt to one gallon of distilled
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or boiled tap water. Research has shown that solutions

such as peroxide or betadine inhibit granulation (heal-

ing). The removal of dead tissue is always done under the

supervision of a health care professional either chemi-

cally, by the use of enzymatic ointments, or mechani-

cally, using wet to dry dressings, or surgical techniques.

Dressing or bandage types are based on what material

best aides the healing of the pressure ulcer, its location

and stage, the number of dressing changes required, and

the presence or absence of infection.

Infected pressure ulcers require additional treat-

ment, which often includes antibiotics since infec-

tion in a bedsore can spread to surrounding tissue

(cellulites), to underlying tissues, and even to bone

(osteomyelitis), or throughout the whole body (sepsis).

Signs of infection in an ulcer include thick greenish or

yellow drainage, a foul odor, redness, or swelling of

surrounding tissue. These signs should be reported to a

health care professional immediately. The presence of

a fever especially with chills, a rapid heart beat, changes

in awareness or levels of alertness, and feelings of weak-

ness are signs of a systemic infection which is a medical

emergency requiring immediate hospitalization.

With appropriate treatment initiated, a bedsore

or pressure ulcer usually begins to show signs of heal-

ing in 2–4 weeks. Absence of healing within that time

or worsening of the ulcer requires prompt reassess-

ment, evaluation, and change of the treatment plan as

appropriate.

The United States Department of Health and

Human Services, which, through the Agency for

Health Care Policy and Research Publications Clear-

inghouse, publishes guidelines on a number of health‐
care concerns, is a rich source of information about

pressure ulcers, including their prevention and treat-

ment. The guidelines can be obtained by mail and are

also available on‐line.
Related Topics
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Behavioral Modification
Melisa Moore

Behavior modification encompasses a variety of tech-

niques used to facilitate behavior change. The term

‘‘behavior modification’’ is often used interchangeably

with ‘‘behavior therapy’’ to refer to therapy which is

based on learning principles. Behavior modification

focuses primarily on changing current behavior rather

than gaining insight into the underlying causes of such

behavior.

Behavior therapy developed in the late 1950s and

early 1960s out of learning theory is based on princi-

ples of operant and classical conditioning. Operant

conditioning posits that a given behavior will occur

with increased frequency when it is reinforced. Two

types of reinforcers are: positive (presentation of a

stimulus following the target behavior) and negative

(removal of a stimulus following a target behavior).

Another conditioning process, extinction, occurs when

a behavior that was reinforced in the past stops being

reinforced, and the behavior decreases or stops. During

the extinction process, the behavior often temporarily

increases in frequency, duration, and/or intensity

before finally remitting. This is called an extinction

burst. Another method of decreasing unwanted beha-

vior is punishment. Punishment occurs when an aver-

sive consequence is introduced, making it less likely

www.npuap.org
www.guideline.gov
www.wocn.org
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that the behavior will be repeated. These responses can

be used when a person is currently engaging in a

behavior. If a target behavior is not part of a person’s

repertoire, behavior modification is aimed at develop-

ing that behavior. Shaping is a technique used to

develop a behavior in which a person does not cur-

rently engage. Reinforcement of successive approxima-

tions (i.e., behavior that approximates the desired

behavior) is the process by which shaping occurs.

Though the term behavior modification includes

a variety of techniques, each has the same underlying

characteristics.

1. Behavior (usually observable behavior) is the pri-

mary focus of treatment and there is a specific

behavior that is identified as the target of change.

2. A method of assessment called behavior analysis

is used to identify the target behavior, to evaluate

how the environment impacts behavior, and to see

what reinforcers might be maintaining the beha-

vior. Behavior analysis also provides a baseline to

compare throughout treatment in order to see if

behavior changes.

3. Homework or practice is an essential component

of behavior therapy. The therapist’s work with the

client involves time together during the session;

however, the client is also expected to complete

assignments between sessions. These continuing

behavioral assignments usually take place in the

client’s daily environment and are thought to con-

tribute to the effectiveness of the therapy.

4. Work with the client in session may involve setting

up a plan for behavioral modification; though,

much of the work is implemented by the client

and often parents, teachers, or caregivers.

5. The behavior modification plan is specific and

details are decided upon collaboratively between

the therapist and client about when, how, and

what the target goal is and how it will be reinforced.

There are a myriad of techniques used in behavior

modification. Some of these include token economy,

desensitization, stress management, and biofeedback.

These techniques can be applied to psychological prob-

lems as well as areas outside the traditional realm of

clinical psychology including smoking cessation, weight

management, and stress management. Behavior modi-

fication is used in settings including hospitals, nursing

homes, schools, mental health agencies, and businesses.

These techniques can be useful in gerontology in order
to help individuals increase positive social interactions,

maintain health behaviors, decrease risk behaviors, and

adjust to declining physical abilities.
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Benign Prostatic
Hyperplasia
Sejan Patel

Benign prostatic hyperplasia (BPH) is the most com-

mon benign tumor among men, and is responsible

for more than 1.7 million office visits every year. The

condition is identifiable in 50% of the men at 60 years

and in 90% of them by 85 years. Treatment is necessary

in only half of the men who develop hyperplasia.

The prostate is a walnut‐sized gland located

beneath the bladder and adjacent to the rectum, and is

surrounded by a capsule of fibrous tissue called the

prostate capsule. The urethra, which is the tube that

transports urine and sperm, passes through the prostate

to the bladder neck. Prostate tissue produces prostate‐
specific antigen and prostatic acid phosphatase, an

enzyme found in seminal fluid, which is the milky sub-

stance that combines with sperm to form semen.

Prostate growth is stimulated by hormonal changes

that occur as men age. The testes produce the hor-

mone testosterone, which is converted to dihydrotes-

tosterone (DHT) in certain tissues and gradually
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accumulates. This causes an increase in the number of

cells in the prostate and is termed hyperplasia.

The symptoms of BPH are obstructive or irritative.

Obstructive symptoms include weak urinary stream,

hesitancy, terminal dribbling, and sensation of incom-

plete bladder emptying. Irritative symptoms include

frequency of urination (more than eight times a day

during daytime), nocturia (more than once a night)

urgency of urination, and dysuria. The American

Urological Association (AUA) Symptom Index has

been developed to help quantify urinary symptoms

and assess treatment success.

Physical examination, patient history, and evalua-

tion of symptoms provide the basis for diagnosis of

BPH. Physical examination includes a digital rectal

examination (DRE), and symptom evaluation from

the results of the AUA Symptom Index.

During a DRE, the doctor inserts a lubricated

gloved finger into the patient’s rectum to feel the sur-

face of the prostate gland through the rectal wall to

assess its size, shape, and consistency. Healthy prostate

tissue is soft. Malignant tissue is firm, hard, and often

asymmetrical. If the examination reveals the presence

of unhealthy tissue, additional tests are performed to

determine the nature of the abnormality.

The AUA Symptom Index is a questionnaire

designed to determine the seriousness of a man’s urin-

ary problems. The patient answers seven questions

related to common symptoms: frequency, nocturia,

weak urinary stream, hesitancy, intermittence, incom-

plete emptying, and urgency. The frequency at which

the patient experiences each symptom is rated on a

scale of 1 to 5. These numbers added together provide

a score that is used to evaluate the condition. An AUA

score of 0 to 7 means the condition is mild, while 8

to 19 means the condition is moderate, and 20 to 35

means the condition is severe.

Patients should also have a microscopic urinalysis

in order to examine for infection or blood (hematuria)

as well as a serum test called creatinine that detects

kidney function. In addition, prostate‐specific antigen
(PSA) testing may be offered to patients at risk for

prostate cancer who prefer to be screened for the

malignancy. The AUA and the American Cancer

Society recommend that DRE and PSA testing be

offered annually to men who are 50 years and above

if they are expected to live at least 10 more years.

African American men, and men who have a first‐
degree relative with prostate cancer are at high risk
for prostate cancer. These men should be offered

screening at the age of 45.

Patients with mild symptoms often require no

intervention, but those with moderate to severe symp-

toms can benefit dramatically from therapy. Medical

therapy is attempted first, with surgical intervention

reserved for use in patients who do not respond to

drug treatment. Medications that have been used to

treat BPH include prescription drugs such as alpha1‐
adrenergic blocking agents and 5‐alpha‐reductase
enzyme inhibitors, as well as various herbal remedies.

Alpha‐blockers such as doxazosin (Cardura) and

terazosin (Hytrin) relax smooth muscle tissue in the

bladder neck and prostate, which increases urinary

flow. Patients taking an alpha‐blocker require follow‐
up during the first 3 or 4 weeks to evaluate the effect

on symptoms and adjust the dosage, if necessary. Side

effects include headache, dizziness, low blood pressure,

fatigue, weakness, and difficulty in breathing.

5‐Alpha‐reductase inhibitors such as finasteride

(Proscar) prevent the conversion of testosterone to

DHT. Long‐term inhibition causes gland shrinkage.

In many cases, a treatment period of 6 months is

necessary to see if the therapy is going to work. Patients

should see their physician regularly to monitor side

effects and adjust the dosage, if necessary. Side effects

include reduced libido, impotence, breast tenderness

and enlargement, and reduced sperm count.

Herbal medicines have been used to treat BPH as

well. They usually do not have side effects when used

appropriately. Saw palmetto (Serenoa repens) is a pop-

ular treatment. How it works is uncertain but may be

related to inhibiting the enzyme 5‐alpha‐reductase.
In patients with BPH, saw palmetto has been shown

to be as effective as finasteride (Proscar) but not as

effective as other medical treatments. Additional

agents include African plum, South African star grass,

stinging nettle, and rye pollen.

Transurethral resection of the prostate (TURP) is

the surgical standard. This procedure is performed

under general or regional anesthesia, which takes less

than 90 minutes. The surgeon inserts an instrument

called a resectoscope into the penis through the

urethra. The resectoscope is about 12 inches long and

one‐half an inch in diameter. It contains a light, valves

for controlling irrigating fluid, and an electrical loop

to remove the obstructing tissue and seal blood vessels.

The surgeon removes the obstructing tissue and the

irrigating fluids carry the tissue to the bladder.
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This debris is removed by irrigation, and any remain-

ing debris is eliminated in the urine over time.

Patients usually stay in the hospital for about 3

days, during which time a catheter is used to drain

urine. Most men are able to return to work within a

month.
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Bereavement
Paula L. Hensley . Paula J. Clayton

Approximately 800,000 people in the US are widowed

every year. By the time American women reach the age

of 65, almost half will be widowed; about 14% of

American men of that age are also widowed. Besides

these notable losses, there may have been losses of

children, siblings, parents, and other close people; so

older people have much experience with death. The

death of a loved one, especially a child, spouse, or

someone of similar closeness, is one of the most sig-

nificant and traumatic events a person is likely to

experience. Despite this, the majority of people handle

the loss with minimum morbidity. For a small minor-

ity, the loss may lead to increased visits to the doctor

for new or worsening medical conditions, increased

use of substances (such as alcohol, benzodiazepines,

and hypnotics), development of chronic depression or

a post‐traumatic stress disorder (PTSD)‐like syndrome

termed ‘‘complicated grief,’’ and even increased mor-

tality. In order to understand the pathologic outcomes,

one must be familiar with the expected reaction in the

immediate post-bereavement period and in the year

following.
Definition of Terms and Stages
of Bereavement

Before proceeding with the normal reaction, it is

important to define terms. Bereavement is the reac-

tion to a loss by death. Grief is the emotional and/or

psychological reaction to any loss, but not limited to

death. Mourning is the social expression of bereave-

ment or grief, sometimes defined by culture, custom,

and religion. Complicated or traumatic grief is the

disordered psyche and behavioral state present beyond

6 months following a loss; the term implies unresolved

loss and impaired performance. With these definitions

in mind, we will discuss bereavement and complicated

or traumatic grief.

Most studies of the recently bereaved have deli-

neated three stages:

1. Numbness. This is the term that the recently

widowed used to describe themselves. It lasts from

a few hours to a few days, perhaps a few weeks.

Things that need to be done get done, but most of

what is said and done is poorly remembered. Anxi-

ety symptoms may appear.

2. Depression. While symptoms of irritability and

restlessness are prominent, all depressive symptoms

are common. Many people are on their way to

recovery by 6 months, although others continue

to have symptoms through the first year and even

into the second year. The survivor’s mood is almost

always disturbed on holidays, anniversaries, birth-

day of the deceased, anniversary of the death, and

other personal or meaningful events and may par-

tially be the cause of the much discussed ‘‘Christ-

mas depression.’’ In the recently bereaved,

prominent symptoms of the second stage are cry-

ing, sleep disturbance, sadness, depression, lone-

liness, restlessness, poor appetite, feeling tired,

poor memory, loss of interest in some things (but

not necessarily neighbors and friends), difficulty

concentrating, and weight loss which can be pro-

found. Sleep disturbance often remains entrenched,

whereas weight loss usually ends after the second

month. From the third month on there is more

likely to be weight gain. By one year, the most

prominent symptoms are sleep disturbance and

loneliness.

3. Recovery. It is acceptance of the death and a return

to some level of functioning that was established

before the death.
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Bereavement‐Related Depression

Since depressive symptoms are common, the question

is how many of the recently bereaved experience the

full depressive syndrome that we know as a major

depressive disorder. In studies of widowed persons,

about 50% meet the criteria for major depression at

some time during the first year. About 10% of the

recently widowed experience a chronic depression.

There are very few predictors of this chronic depres-

sion. Those that have been verified across several stu-

dies include poor physical health prior to the loss, poor

mental health prior to the loss (particularly a previous

depressive episode or prior substance abuse), and

depression at 1–2 months post loss. An unknown

percentage of those with chronic depression develop

complicated grief. These people experience preoccupa-

tion with the deceased, crying, searching, and yearning

for the deceased, feeling stunned, disbelief, nonaccep-

tance, anger, distress, detachment, avoidance, some

replication of symptoms that the deceased experi-

enced, loneliness, bitterness, and guilt. This syndrome

demands an intervention.
Morbidity and Mortality
of Bereavement

There is still a good deal of controversy over the phy-

sical morbidity and mortality of bereavement. The

bereaved do not have more physical symptoms than

matched controls; and there is no increase in hospital-

ization, either psychiatric or general, after a loss. The

most important outcome in the immediate bereave-

ment period is that those who use substances use more;

those who drink, drink more; those who smoke, smoke

more. This may explain some of the morbidity and

mortality associated with bereavement. There have

been numerous studies on mortality following the

death of someone close. There is probably an increased

mortality after bereavement in men and women under

the age of 74 (the ‘‘young‐old’’) in the first year after

a loss.
Treatment

The vast majority of people who experience a loss will

recover gradually without any interventions. Those who

become chronically depressed or develop complicated
grief need psychiatric intervention. Individuals who

believe they are experiencing a bereavement‐related
depression or complicated grief should first seek care

with their family doctors. Although the treatment could

be simple, such as education and self‐help groups, a

more logical treatment is psychotherapy (such as inter-

personal therapy, IPT) or pharmacotherapy (such as

antidepressant therapy). For post-bereavement depres-

sion, open‐label studies of antidepressants demon-

strated remission rates at or above 50% in the first

2–3 months of treatment; low relapse rates occurred

following medication discontinuation. The field awaits

a definitive study involving placebo controls. The

largest study to date, which has utilized placebo con-

trols, indicated that antidepressant medication was

quite effective, but interpersonal psychotherapy did

not add significantly to the improvement seen with

antidepressant medication alone. A recently published

study found that a novel psychotherapeutic approach

called complicated grief treatment outperformed inter-

personal psychotherapy for the treatment of com-

plicated grief.
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Biofeedback

Teresa J. Linares Scott
Biofeedback has been in existence since 1950. It devel-

oped out of several fields, including learning theory,

behavior therapy, biomedical engineering, stress

research, and psychophysiology. The major profes-

sional organization in this area is the Association of

Applied Psychophysiology and Biofeedback (AAPB).

The title of this organization reflects the organization’s

use of biofeedback and other therapy methods, which

emphasizes a broader scope of this field compared to a

narrow focus on only biofeedback methods.

Biofeedback is defined as ‘‘a group of therapeutic

procedures that uses electronic or electromechanical

instruments to accurately measure, process, and feed

back to persons and their therapists, information with

educational and reinforcing properties about their

neuromuscular and autonomic activity, both normal

and abnormal, in the form of analog or binary, audi-

tory, and/or visual feedback signals.’’ Biofeedback then

is the use of machines to provide concrete feedback to

the patient in order to help them achieve better control

over their physiologic processes.

Biofeedback procedures can include measuring a

number of physiologic indices. One of the indices

commonly measured is surface electromyography

(EMG), a process that measures muscular activity.

The muscle contraction measured by the biofeedback

equipment is not a direct measurement; however, the

electrical output of the contraction that is measured is

highly correlated with the actual muscle contraction.

Another physiologic marker often utilized is peripheral

temperature, commonly measured with a temperature

probe placed on the side or back of the patient’s finger.

Galvanic skin response or skin conductance activity

can also be measured via an electrode that measures

the amount of electrical current that is passed through

the skin and is usually placed on the finger or palm.

Respiration rate is also commonly monitored during

biofeedback sessions, as well as cardiovascular activity

(heart rate, blood pressure). Electroencephalography

(EEG/Brain wave monitoring) is also a biofeedback

method. However, this type of biofeedback requires

extensive training and is not within the realm of prac-

tice for most biofeedback clinicians.

Prior to initiating biofeedback treatment, clinicians

are encouraged to get certified by the Biofeedback
Certification Institute of America (BCIA) in order to

ensure competent care and that safety procedures for

using the equipment are followed. Additional activities

that are recommended include attending workshops,

reading the AAPB journal, attending AAPB meetings,

and receiving supervision by a competent clinician in

this field. Biofeedback is typically thought of as part of

the psychology field; however, many other fields use

this type of treatment, including physical therapy.

It has not been determined for which disorders

biofeedback is indicated. However, research studies

done to date have provided some understanding of

the efficacy and effectiveness in certain disorders. Dis-

orders for which the best evidence suggests that bio-

feedback is an appropriate treatment include: tension

headache, migraines, essential hypertension, fecal and

urinary incontinence, nocturnal enuresis, and phan-

tom limb pain. Disorders that have good evidence

to suggest biofeedback treatment include insomnia,

anxiety disorders, epilepsy, asthma, irritable bowel

syndrome, Raynaud’s disease (a disorder of the circu-

lation in the extremities), and chronic pain. Research

evidence is less supportive of using biofeedback in

patients with diabetes, dermatological disorders, sub-

stance abuse, and dystonias. Biofeedback is contrain-

dicated in patients who are diagnosed with severe

depression, schizophrenia, acute agitation, delirium,

or obsessive‐compulsive disorder.

The beginning stages of biofeedback treatment

include a thorough assessment of the patient’s history,

current symptoms, and their understanding of bio-

feedback methodology. It is important to provide the

patient with a thorough rationale for the use of bio-

feedback, and spend time developing a rapport with

the patient. A good treatment rationale and a good

rapport will help with adherence to treatment protocol.

Also, most practitioners begin with a baseline evalua-

tion of the targeted physiologic indices. The base-

line evaluation typically measures the patient’s resting

basal activity as well as evaluating the patient’s phy-

siological responses to cognitive (e.g., tell stressful

story), and physical stressors (e.g., put hand in ice).

Protocols will vary depending upon the disorder

being treated. For the purposes of illustration, biofeed-

back for tension headaches will be described. Typically,

patients are taught to control muscles that contribute

to tension headaches. Electrodes are placed on the

forehead muscles, which are indicated in headaches,

but may also be placed on the occipital muscles if these

are identified by the patient as part of the headache
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symptoms. The patient is shown how to decrease ten-

sion in these muscles through relaxation techniques

and feedback is provided to the patient from the bio-

feedback software. The ultimate goal is to decrease

headaches in general, and not on the units of measure-

ment shown on the software. That is, the focus is on

total disorder improvement, and not on a specific

physiologic index, such as body temperature. Biofeed-

back can be a useful addition to treatment, and is

important to consider when treating disorders in

which it has shown to be instrumental in global

improvement for patients.
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Bipolar Disorder
Lakyntiew P. S. Aulakh

Bipolar disorder also known as manic‐depressive dis-
order is a type of disorder that prevails between 0.1%

and 0.4% among older adults above the age of 65.

Although, there is a lower prevalence of the disorder

in later life, the number of older adults with bipolar

illness will increase exponentially over the next few

decades. Bipolar illness in later life may be an illness

that began in early adulthood and has persisted chroni-

cally into late life or it may be a new onset illness.

In adults, bipolar disorder is characterized by the

presence of mania, defined as a period of persistently

elevated or irritable mood which also includes grandi-

osity, elevated self‐esteem, excessive speech, dimin-

ished need for sleep, racing thoughts, distractibility,

and involvement of activities that lead to negative con-

sequences such as substance abuse, excessive spending,
sexual promiscuity, and other high‐risk behaviors.

Individuals with a manic episode frequently lack

understanding and awareness of their illness.

These symptoms are associated with severe impair-

ment and functioning. Risk of harm to self or others

may occur in the context of impulsive decision‐mak-

ing. Some individuals with mania become psychotic or

paranoid and may require hospitalization for protec-

tion of themselves and others. In the elderly, mania is

generally associated with symptoms that are fewer and

milder than those seen in younger patients. They may

also present with mixed mania (i.e., the presence of

both manic and depressive symptoms), as well as cog-

nitive symptoms that mimic dementia. Geriatric manic

patients often have a psychotic symptom that is per-

secutory in nature. They are also more likely to have

irritable behavioral characteristics, a tendency toward

treatment resistance, and higher rates of mortality.

Older patients with mania who need hospitalization

tend to have a slower resolution of symptoms and

longer duration of hospitalization.

Older adults with bipolar disorder may also experi-

ence depressive episodes characterized by depressed

mood, diminished interest in everyday activities, diffi-

culty sleeping, significant weight change, decreased

energy, feelings of worthlessness or inappropriate guilt,

diminished concentration, and thoughts of death or

suicide. Many older adults present with atypical symp-

toms of depression that do not meet the criteria for

depression. These symptoms may be complicated by

memory problems (dementia and depression), physi-

cal symptoms, and denial of depressive symptoms.

Bipolar disorder tends to run in families. Late onset

of a bipolar disorder is likely to be associated with a

lower family history of the disorder and with more

medical and neurologic comorbidity. In men, the first

episode is more likely to be manic, and may be more

likely to experience subsequent manic episodes.

Women are more likely to have the first mood episode

in the form of depression, and may be more likely to

experience depressive episodes compared with men.

Bipolar disorder is a cyclical and chronic disorder

with multiple occurrences of either depressive or

manic mood episodes. More than 90% of single

manic episode go on to have future episodes. Studies

on the course of bipolar illness prior to the common

use of treatment for the disorder suggest that an aver-

age of four episodes will occur over a 10‐year period.
In many cases, an individual will experience several

bouts of depression before the occurrence of a first
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manic episode. For this reason, a diagnosis of bipolar

disorder may be overlooked, particularly in the early

phases of the illness. It is not uncommon to see indivi-

duals who are eventually proven to have bipolar disorder

being mistakenly diagnosed with depressive disorder,

schizophrenia, or some types of personality disorders.

Clarifying diagnoses can be difficult because some

of the symptoms of hypomania maybe thought of as

normal, a personality type, and maybe desirable. This

may lead to an underreporting of manic symptoms.

Consultation with family members or significant

others is often important. Bipolar disorder may be

differentiated from major depressive disorder by the

occurrence of mania/hypomania in bipolar illness.

Individuals with schizophrenia primarily experi-

ence psychotic symptoms such as hallucinations or

delusions in contrast to the primary disorder of

mood seen in bipolar illness. Individuals with person-

ality disorder, particularly borderline personality, may

exhibit labile (rapidly fluctuating) mood state, impul-

sivity, and risk‐taking behavior that may mimic a

manic state. Close observation of symptoms over a

longer time period will assist in differentiating these

disorders from bipolar illness.

About 5–15% of individuals with bipolar disorder

experience four or more episodes within a 12‐month

period. This variant of bipolar disorder is classified as

rapid cycling type and is more common in women.

Multiple aspects of life are frequently affected

including marriage, relationships, childrearing, and

occupational status. Divorce rates are generally higher

among individuals with bipolar illness, approaching

two to three times the rates of individuals who do

not have bipolar illness. The occupational status of

individuals with bipolar illness is twice as likely to be

impaired leading to multiple job losses.

Suicide is also a significant risk in bipolar disorder;

with up to 19% of individuals with bipolar illness even-

tually committing suicide. The risk of suicide appears

to be greatest when individuals have depressive symp-

toms. Individuals with comorbid alcohol abuse are

more likely to make suicide attempts. Additionally,

stressful life events may precede suicide attempts. The

lifetime risk of death by suicide is increased in older

adults, especially men. The use of lithium carbonate has

been associated with a sixfold reduction in the rate of

suicide attempts among individuals with bipolar illness.

Psychiatric comorbidity is defined as the presence

of other psychiatric syndromes in addition to the
principal psychiatric diagnosis. The rate of comor-

bidity between bipolar disorder and substance‐related
disorder is particularly high, reported to range from

21–58%. Although substance abuse is generally seen

more often among men, some researchers have reported

that women are more likely to have a history of comor-

bid substance abuse or dependence compared with

men with bipolar illness.

Management of manic states and bipolar depres-

sion in late life is often challenging. Their psycho-

pathology can be severe, and when treated often have

incomplete response, further episodes, and a high mor-

tality rate. Unfortunately, there is no ‘‘cure’’ for bipolar

disorder, but it is possible for individuals with bipolar

illness to experience long periods of freedom from

symptoms or with minimal recurrence of mood epi-

sodes. Predictors of good outcome include good res-

ponse to medications, older age at illness onset, good

psychosocial supports, absence of comorbid psychiatric

and medical conditions, and adherence with treatment.

It is known that psychotherapies may make bio-

logical treatments more effective in the management of

bipolar illness. Most studies of psychosocial treatments

for bipolar disorder utilize contemporary psychothera-

pies such as cognitive behavioral therapy. These thera-

pies offer practical techniques for coping with stress,

educate patients and families about bipolar illness, and

encourage adherence to medication treatment. Psycho-

social treatment of bipolar disorder may be delivered in

individual, family/couples, or group formats.

Determination of tolerability of specific agents

guides treatment selection and dosing in the elderly.

As bipolar disorder tends to be a chronic and relap-

sing condition, long‐term prophylactic treatment with

mood‐stabilizing medications is recommended. The

twomost commonly usedmood‐stabilizingmedications

are lithium carbonate and anticonvulsant medica-

tions (valproic acid/valproate, carbamazepine, levetera-

cetam, lamotrigine, and others). Atypical antipsychotic

medications like olanzapine (Zyprexa), risperidone (Ris-

perdal), quetiapine (Seroquel), aripiprazole (Abilify),

clozapine (Clozaril), and ziprasidone (Geodon) are

now approved for the treatment of bipolar disorder.

The Food and Drug Administration (FDA) has deter-

mined that the treatment of behavioral disorders in

elderly patients with dementia with these medications

is associated with increased mortality.

Baseline clinical laboratory evaluation, blood pres-

sure, pulse rate, weight, height, and electrocardiograms
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(ECG) are routinely obtained. Neurological examina-

tion, cognitive assessment, and regular follow‐up are

also important. During maintenance treatment visits,

the treating clinician will generally review any occur-

rence of medication adverse events and monitor-

ing of medication levels. Drug–drug interaction is of

particular concern in the elderly. Psychoeducational

interventions are typically most effective during the

maintenance period, once individuals have achieved

some degree of clinical stability. Best results are gen-

erally obtained when families or important individuals

in the patient’s social support network are engaged in

treatment. Families and support individuals should

be alerted to possible suicide risks. Individuals with

suicidal ideation may require hospitalization.

Less commonly, alternative biological therapies

are used for the treatment of bipolar disorder.

These include treatments such as electroconvulsive

therapy (ECT), rapid transcranial magnetic stimula-

tion (rTMS), and bright light therapy. ECT is a gen-

erally safe and highly effective treatment for depression

and mania in the elderly. It is done under general

anesthesia. A brief electrical stimulus is administered

via electrodes attached to the scalp, which results in a

brief seizure (40–60 seconds). rTMS is a procedure in

which electrical activity in the brain is influenced by

a pulsed magnetic field. The magnetic field that is

generated in rTMS can penetrate the scalp and skull

safely and painlessly to induce a current in specific

neurons (brain cells). This procedure does not require

anesthesia or hospitalization. Bright light therapy

relieves depression by increasing serotonin, decreas-

ing melatonin, and affecting areas of the brain that

regulate the sleep/wake/mood/energy cycles.
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The Bladder
Raymond Firfer

Normal bladder function is required in adults for physi-

cal and social acceptance. Symptoms and consequences

due to an aging bladder may not be life‐threatening
immediately, but they are of great concern to the indi-

vidual who has them and the caregivers confronted

with some obvious problems such as quality of life,

social compatibility, and therapeutic measures.

Overactive bladder is a very common symptom

related to the aging bladder and this term can be used

to clarify the concept of the aging bladder. Statistical

data indicates that the aging bladder affects 17% of men

and women in the United States and Europe. Further-

more, the prevalence increases with age as 31% of

women and 42%ofmen are affected after 75 years of age.

Incontinence, frequency, and nocturia are fre-

quently associated with the overactive bladder. Increas-

ing episodes and severity of incontinence seems to

follow the increase in age. Women have a greater

increasing prevalence up to 64 years of age and at

that point men begin to have an equal prevalence and

surpass women as general aging increases. All this

cannot be blamed specifically on aging of the bladder,

as there is a major contribution by the changes in the

bladder wall and surrounding anatomy due to wear

and tear. Women are prone to frequent irritation and

infections of the urethra. Pregnancy and childbirth add

to distortion, trauma, and wear on the bladder. As men

age, prostatic hyperplasia becomes a problem and is a

potential source of obstruction or malignancy with

distortion of bladder anatomy.

Mild obstruction, infection, or other insults to the

bladder will result in fibrosis, thickening, and scarring

http://www.psychiatry24x7.com
http://www.psychiatry24x7.com
http://www.nami.org/Content/ContentGroups/Helpline1/UnderstandingBipolarDisorder-r.pdf
http://www.nami.org/Content/ContentGroups/Helpline1/UnderstandingBipolarDisorder-r.pdf
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of the bladder wall. This distortion may cause pockets

in the bladder and decreased volume compliance. Ulti-

mately the bladder wall will not be able to stretch to

a normal capacity nor will it be able to contract

efficiently to empty completely.

Normally, as urine fills the bladder, messages are

sent to the nervous system and brain to coordinate

when the bladder should hold urine or let it go. As

people age, some of these mechanisms do not work as

well leading to either difficulty starting urination or

even losing urine control.

Decreasing cardiac function, altered hormones

controlling urine production, as well as decreased

valve function in peripheral veins fail to appropriately

control the body’s water status. Water accumulated

during the day is mobilized at night while lying down

or at other inappropriate times. This nocturnal void-

ing—nocturia—affects the general health due to lack

of sleep and the problem is worse in the early hours

between 3 a.m. and 6 a.m. Elderly men and women,

groggy and sleepy, rushing to get to the toilet in time

may fall, so trauma and fractures can be considered a

complication of the aging bladder.

Consider an old arthritic, wheelchair‐confined,
fully clothed patient whose joints and fingers are stiff,

and even with a urinal nearby, suddenly gets a message

from the aging bladder to void. Is this to be considered

incontinence? Therapy must be directed at an assort-

ment of symptoms that interfere with social acceptance

and quality of life.

Understanding the causes of these symptoms is a

priority by the individual, family, and other caretakers.

Sometimes timed voiding, at regularly scheduled time

intervals, needs to be determined and established for

toileting to prevent the anxiety of urgency and loss of

urine. Help for Incontinent People (HIP) and pharma-

cies have an assortment of garments that may satisfy

some individuals, and depending on their ability to

wear a garment, amount of urine loss, and associated

symptoms, more extreme efforts may be required.

Medication to reduce the frequency and severity of

the stretch reflex like the anticholinergics (atropine‐
like medications) that block overactive receptors in the

bladder wall has become a panacea for many with

urgency, but caution must be used. Sensitivities, aller-

gies, and problems arising from the medication may

be worse than the urgency and incontinence being

treated. Some newer emerging oral medications may

not only reduce bladder contraction, but will help
strengthen the closure of the outlet sphincter and

prevent urine loss.

Pelvic floor rehabilitation including Kegel exercises,

biofeedback, neuromodulation, and acupuncture, can

be attempted in mentally alert and physically active

older population, but are not very successful with the

very old debilitated population. Anyone retaining large

residual urine should be considered a candidate for self

or intermittent catheterization.

In summary, the aging bladder is in itself not a life‐
threatening entity, however, it is a naturally evolving

syndrome whose ramifications aggravate or create

other problems that can become life‐threatening and

be socially isolating.
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Bladder Cancer
Derek Raghavan

Bladder cancer accounts for more than 90% of urinary

tract malignancies. It is the sixth most common cancer

in the United States, affecting more than 50,000 people

annually, and causing over 10,000 deaths each year. Its

incidence rises with age and peaks during the 7th

decade of life. More men are affected by bladder cancer,
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with the male/female ratio around 4:1. Cigarette smok-

ing is by far the leading risk factor. Occupational

exposure to carcinogenic compounds found in dye,

rubber, paint, plastics, metal, and motor vehicle

exhaust significantly raises the risk of bladder cancer.

In the Mediterranean region, the infection, schistoso-

miasis, is still the main cause of bladder cancer.

The majority of bladder cancers are transitional cell

carcinoma (90%). The less common cell types are squa-

mous cell carcinoma (7%), adenocarcinoma (1–2%),

and small cell carcinoma; rare histologic types such as

sarcoma, lymphoma, and melanoma comprise less

than 1% of the cases. Transitional cell carcinoma may

be classified in two prognostic groups:

1. Superficial tumors are those that occur at the level

of the bladder lining and usually are associated

with a good prognosis as they tend to be less

aggressive and thus do not usually invade and

spread through the body. Occasionally these pene-

trate just into the layer below the bladder lining

(lamina propria).

2. Invasive tumors are those that invade into or

through the surrounding and underlying tissues,

sometimes penetrating through fat and muscle;

these are more aggressive and are associated with

an increased tendency to spread (metastasis) and a

concomitantly worse prognosis.

Most bladder cancers are detected when blood is

found in the urine. There is generally no pain and the

amount of blood may be microscopic or visible. Urin-

ary frequency and urgency can be the result of bladder

wall irritation or volume loss due to the tumor.

Abdominal discomfort, flank pain, pelvic pain, or a

palpable mass can occasionally be the first clinical

evidence of invasive bladder cancer. Obstruction of

the ureteral orifice(s), subsequent hydronephrosis

(dilatation of the ureter), and renal insufficiency are

possible from an invasive tumor, although it can

remain clinically silent until it has spread into sur-

rounding tissues.

Invasive bladder cancer may extend locally into the

prostate, seminal vesicles, rectum, uterus or vagina,

sacral vertebra, and the retroperitoneal soft tissue. It

spreads via lymphatics and blood vessels to distant

lymph nodes, the lungs, the liver, skin, peritoneum

and bones, and may even cause brain metastases.

Bladder cancer is usually diagnosed definitively by

a cystoscopy, a minor surgical procedure in which a
metallic tube with an eyepiece that allows visualization

is inserted via the urethra into the bladder. The staging

process, the mechanism for defining the extent and

spread of bladder cancer, should include a thorough

history and physical examination, laboratory studies,

and tests (e.g., computed tomography [CT] scans) to

determine whether the tumor has spread beyond the

bladder. Staging allows the physician to define a plan

of treatment that is based on the site and extent of

disease.

For superficial papillary bladder cancer, the initial

treatment is careful and thorough removal of the

tumor(s) via cystoscopy (transurethral resection). For

patients at high risk for recurrence, bacille Calmette–

Guerin (BCG), a preparation of a killed tuberculosis

bacteria, may be administered into the bladder

through a catheter as an adjuvant to transurethral

resection. The mechanism of action is incompletely

understood, but it appears that this material acts as

an immune stimulant that causes the death of bladder

cancer cells.

During BCG treatment, the patient may experi-

ence dysuria (difficulty or pain upon urination),

increased frequency of urination, hematuria (presence

of blood or red blood cells in the urine), or a general

flu‐like syndrome. However, because BCG is a living

organism, it can produce local, regional, and sys-

temic infections. Chemotherapy drugs can also be

used for intravesical treatment, although superiority

of BCG has been demonstrated in randomized clinical

trials. Agents that may have a role for patients who

decline cystectomy (surgical removal of the bladder)

after BCG failure include doxorubicin, thiotepa, and

mitomycin C.

For patients with invasive bladder cancer that has

not apparently spread beyond the bladder, cystectomy

is viewed as the standard treatment in North America

and Europe. Often a procedure known as a bilateral

pelvic lymph node dissection is performed—this

involves removal of the lymph nodes that surround

the bladder, allowing pathological examination to

assess whether the tumor has spread and offering

some treatment benefit by removing the nodes that

contain cancer. After removal of the bladder, the

ureters (which drain urine from the kidneys to the

bladder) may be reconnected to an intestinal conduit

as a urinary diversion. There are many techniques

for doing this, including the creation of an artificial

bladder from intestinal tissue; another option is to



160 B Blindness
bring the ureters to the surface of the skin, with a small

tissue reservoir, which allows short‐term storage of

urine (which is relieved by passage of a urinary catheter

into the reservoir). Surgical removal of the bladder

results in cure rates ranging from as high as 70%

to 20–30%, depending on the extent of the cancer.

In patients with extensive cancer, chemotherapy is

sometimes combined with surgery, either before or

afterwards. Clinical trials have proven that initial che-

motherapy followed by surgery is better than surgery

alone. It is not yet certain whether the addition of

chemotherapy after surgery has the same level of benefit.

For patients with localized invasive disease who

decline to have the operation or who are not suffi-

ciently fit for surgery, radiation is the alternative defi-

nitive therapy. Clinical studies have suggested that the

combination of chemotherapy and radiotherapy is

better than radiotherapy alone. Once again, the cure

rate depends on the extent of cancer, but it is probably

a bit lower than that achieved with surgery.

For patients with metastatic bladder cancer (i.e.,

cancer that has spread far beyond the bladder to

lymph nodes, lung, liver, bones, or elsewhere), che-

motherapy is the treatment of choice. The first major

step in the modern era of chemotherapy was the devel-

opment of the combination of four anticancer drugs,

methotrexate, vinblastine, doxorubicin, and cisplatin.

Although shrinkage of the cancer and improvement of

the quality of life occurred in about 70% of patients,

cure was uncommon and this treatment was quite

toxic. More recently, gentler chemotherapy regimens

have been introduced, such as the combination of

gemcitabine and cisplatin, and appear to offer similar

anticancer effect, but with less toxicity.

Another important area of investigation involves

the study of growth factor inhibitors and targeted

treatments in bladder cancer. It has been demonstrated

that the epidermal growth factor receptor (EGFR) and

genes that form proteins involved in cellular growth

(e.g., Her‐2/neu) are found in bladder cancer cells.

Laboratory studies have suggested that herceptin and

iressa, drugs targeted against such gene products, may

act against bladder cancer cells, adding to the effect of

chemotherapy. These observations are now being

tested in clinical trials.
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Blindness
Michael Levine

The human visual system is an elaborate and complex

system, which is designed to accumulate a myriad of

information from the environment, and incorporate

the information quickly and concisely so that the brain

can interpret images. The process of seeing begins

when light travels through the cornea, which is the

outermost layer of the eye. Light rays get reflected

through by the cornea, and then travel through a

fluid‐filled region called the anterior chamber. They

then pass through the iris and lens before reaching

another fluid‐filled region called the posterior cham-

ber. Both the anterior and posterior chambers are filled

with a fluid called the aqueous humor and the vitreous

humor, respectively. The fluid in the anterior chamber

is constantly being recirculated. The rays then travel to

the retina, where there are more than 100 million rods,

which are responsible for black and white vision, and

five million cones, which deal with color vision.

www.plwc.org
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Through a complex series of interpretation, signals are

sent through the optic nerve to the occipital lobe, in

the back of the brain, where these signals are inter-

preted, and an image is created. Visual loss can occur as

a result of dysfunction at any of these levels.

There are various causes of vision loss in the elderly,

some of which are acute, while others are chronic. Etiol-

ogies of acute monocular, one eye, vision loss include

acute angle closure glaucoma, optic neuritis, central

retinal artery occlusion, central retinal vein occlusion,

amaurosis fugax, retinal detachment, temporal arter-

itis, and trauma. These are explained in detail below.

If the vision loss is binocular (involving both eyes),

the cause is almost always due to a defect in the

central nervous system (CNS), most often involv-

ing the vertebrobasilar circulation (the blood circulation

system in the back of the head). Monocular vision loss

can occasionally be from a CNS etiology, but in these

cases only part of a visual field is lost, rather than a

complete loss of vision. Some of the more common

causes of a progressive or chronic visual loss include

cataracts, macular degeneration, primary open‐angle
glaucoma, diabetic retinopathy, retinitis pigmentosa, or

various tumors.

Acute angle closure glaucoma results when the iris

moves forward, thereby preventing the outflow of aqu-

eous humor through the anterior chamber. As a result,

the fluid accumulates, causing a rise in the intraocular

pressure, thereby causing pain, swelling of the eyelid,

injection (redness) of the conjunctiva, and blurred

vision. If untreated, the pressure increases, and com-

presses the optic nerve, leading to irreversible vision

loss. African Americans, Asians, and females are at the

highest risk, although other groups can certainly develop

angle closure glaucoma. On examination, the cornea is

cloudy, intraocular pressure is elevated, and there is

inflammation in the anterior chamber. With prompt

diagnosis and treatment, vision loss can be reversed.

Treatment of acute angle closure glaucoma involves sev-

eral agents, including hyperosmotic agents (e.g., manni-

tol), carbonic anhydrase inhibitors (e.g., acetazolamide),

beta‐blockers, miotics, and steroids. Mannitol will draw

fluid out of the anterior chamber and into the blood,

while acetazolamide will decrease production of fluid

in the anterior chamber. Beta‐blockers (e.g., timolol)

increase flow of fluid from the outflow tract, andmiotics

(e.g., pilocarpine) constrict the pupil, thereby increasing

flow of fluid out of the anterior chamber. In addition,

patients often complain of nausea and vomiting, so

antinausea medications are useful.
In contrast, open angle glaucoma is a cause of

chronic vision loss. Here the pressure accumulates

over a much longer time course, so there is no frequent

pain or conjunctival injection. The vision loss starts

at the peripheral fields, and if not treated, will pro-

gress centrally, ultimately leading to complete vision

loss. The definitive treatment for chronic glaucoma

involves peripheral iridectomy or laser iridotomy. Fre-

quently, various eye drops, including pilocarpine, and

timolol are also required for long‐term therapy in this

chronic form.

Optic neuritis is the most common cause of acute

vision loss in patients aged 20–40, but clearly can occur

in the elderly as well. The eye appears red, and is

frequently quite painful, especially with eye movement.

This disorder is more common in women than men.

The most common cause of optic neuritis is multiple

sclerosis, although other causes include leukemia,

sarcoidosis, syphilis, tuberculosis, Cryptococcal infec-

tions, collagen vascular disease, and various toxicities

(e.g., lead or chloramphenicol). Vision loss frequently

occurs over the course of a week, but can occur over

several hours. Color vision is most affected, and defects

in the central vision are common. Therapy is primar-

ily aimed at detecting and treating the underlying

cause. Some physicians will still treat optic neuritis

with steroids.

Central retinal artery occlusion (CRAO) causes a

sudden onset of painless vision loss. There is often a

preceding history of Amaurosis fugax, like a shade or

curtain closing on the eye, since the first branch of the

carotid artery is the ophthalmic artery. The central

retinal artery can get occluded because of a thrombus,

embolus, or vasospasm. Because the central retinal

artery supplies the retina, occlusion of this artery will

occlude blood flow to the retina, thereby causing the

retina to appear pale and swollen. There is a ‘‘cherry red

spot’’ which is visible on examination. This ‘‘red spot’’

is actually the macula, which is the thinnest part of the

retina, and appears red because the macula receives

a separate source of blood supply than the rest of

the retina. If an embolus is seen, the appearance of the

embolus may help identify its source. For example, a

yellow embolus suggests a cholesterol plaque, and white

embolus suggests a talc or calcium plaque (seen often in

intravenous drug abusers).Massaging the eye through a

closed eyelid should be immediately performed, in an

attempt to reduce intraocular pressure, thereby allow-

ing a thrombus to move deeper into the artery, which

can lead to restoration of some vision. In addition,
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drugs such as acetazolamide, and beta‐blockers can be

given to reduce intraocular pressure.

In a central retinal vein occlusion (CRVO), there is

often a thrombosis of the central retinal vein, causing

venous blood to pool, and resultant hemorrhage into

the retina. Other causes of CRVO include an athero-

matous artery that increases in size and compresses the

vein. The vision loss is rapid and painless. There is no

good therapy, but often patients are subsequently

advised to take an aspirin.

Amaurosis fugax is a temporary loss of vision in

one eye, because of a transient loss of blood supply to

the eye; in essence a mini stroke affecting the retina.

The patient describes a descending curtain across the

visual field. Amaurosis fugax or transient monocular

blindness usually occurs because of a thrombus in the

internal carotid artery on the same side, or an embo-

lism from the internal carotid artery to a retinal artery.

If the blockage lasts only for a short duration, then

there will be return of vision to the eye. If not, the

vision loss is permanent (see CRAO).

A retinal detachment occurs when the vitreous

humor leaks through a small tear in the retina, thereby

causing the inner layer of the retina to separate from

the outer layers. Retinal detachments are most com-

mon among elderly patients, diabetics, and those with

a history of a previous retinal detachment. Patients will

often complain of seeing flashing lights, or floating

objects move across the visual field prior to the actual

detachment. When the actual retina detaches, there is

a sudden loss of vision, in which patients describe a

‘‘curtain drawn up or down’’ across the visual field. The

retina will have an elevation, hole, or wavy appearance.

Ultrasound can demonstrate the tear if the diagnosis

is in question.

Temporal arteritis or giant cell arteritis is a systemic

vasculitis, which affects the medium sized arteries

including the carotid artery. Systemic steroids are the

treatment of choice, and should be started even before

a biopsy proves the diagnosis.

Cataracts cause clouding of the lens, thereby caus-

ing a gradual impairment in vision. They are very

common with increasing age, affecting nearly 50% of

adults over the age of 75. Cataracts can be unilateral or

bilateral. While most cataracts are idiopathic, there can

be accelerated formation in conditions such as diabetes

mellitus or Wilson’s disease, and in patients on corti-

costeroid therapy. The only treatment is surgical

removal of the cataract.
Macular degeneration causes a painless bilateral loss

of central vision, and can exist in a ‘‘wet’’ or ‘‘dry’’ form.

It is the leading cause of severe progressive visual loss in

adults above 50 years. The dry, or nonexudative, variety

occurs when there is an accumulation of extracellular

deposits under the retinal pigment epithelium. On

fundoscopy, small discrete yellow lesions are seen on

the macula. The wet or exudative, variety is much less

common, and results from neovascular formation in

the space under the retinal pigment epithelium. This

later type is difficult to detect on fundoscopy, and often

requires fluorescein angiography tomake the diagnosis.

While laser surgery can delay progression of the current

vessel formation, the process tends to recur with other

vessels forming.

Diabetic retinopathy is a common cause of vision

loss among diabetics. While total blindness is not very

common, most diabetics will eventually develop some

reduction in their visual acuity as a result of diabetic

retinopathy. This disorder can be classified into prolif-

erative, preproliferative, and nonproliferative forms.

The nonproliferative and preproliferative forms are

characterized by hard exudates, soft exudates (cotton

wool spots), and punctuate retinal hemorrhages. Hard

exudates are yellow or white lipid deposits located on

the outer retinal layers, while soft exudates are areas of

ischemia or infarction. Proliferative retinopathy involves

the formation of new blood vessels along the retina.

Therapy involves photocoagulation or virectomy

(removal of the vitreous).

Tumors can cause chronic vision loss by compres-

sion of various vascular structures. However, a tumor

can also cause vision loss by compression of a nerve or

nerve track. A common example would be a pituitary

adenoma, which compresses the optic nerve, causing

bilateral decrease in peripheral vision. A mass in the

occipital lobe or along the nerve tracts can cause a

hemianopsia.
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Board and Care Homes
Mary Lock

Choosing senior housing and residential care can often

be a daunting process, but it is important to research

the alternatives and choose a residential option that

best meets the needs of the senior seeking assistance.

Board and care homes are homes for persons who

require some supervision and personal care, but not

on‐site medical services. The majority of board and

care homes are privately owned, and may be for‐profit
or nonprofit organizations. Not all board and care

homes are licensed. However, given the standards a

home must meet to become licensed by state and

local authorities, it is strongly advisable to choose a

licensed home. While more than 500,000 older adults

and individuals with physical and/or mental disabil-

ities reside in licensed board and care homes, a similar

number of individuals reside in unlicensed homes.

The services provided usually include transporta-

tion, reminders to take medications and meals; help

with laundry, money management, housekeeping, and

shopping; exercise; social, religious, and educational

activities; and assistance with daily living such as

bathing, dressing, toileting, and incontinency issues.

Generally, board and care homes are located in pri-

vate, single‐family homes with less than six residents,

although some are located in a retirement residence or

other types of care facilities. Established to provide

noninstitutional home‐based services, board and care

homes are also referred to by the following names:

adult foster care homes, residential care homes, resi-

dential care facilities, adult care homes, assisted living

facilities, personal care operations, sheltered care homes,

independent living facilities, and domiciliary care.

Persons living in board and care homes maintain the

freedom to come and go, and have visitors as they

please. They have daily contact with a small staff, and
are encouraged to make as many independent deci-

sions as possible.

Board and care homes provide a safe, comfortable,

dignified environment for those who need help inter-

mittently, but do not require ongoing medical services.

There is an emphasis on privacy in board and care homes

that tends to lessen as the need for more intrusive assis-

tance increases. If medical care is necessary, board and

care homes usually contract for such services. The small

number of residents and staff and the close supervision

tend to lower the stress and anxiety of patients with

Alzheimer’s, which is why board and care homes can

be an especially appealing option for these patients.

In addition to the small size and personal attention

residents receive, board and care homes are usually

about half the cost of nursing home care. The cost

varies from $700 to $3,000 a month, depending upon

the region, the quality of the home, the services and

activities offered, and whether the resident shares a

room or has a private room within the facility. Many

homes take residents who receive supplemental secur-

ity income. This usually needs to be supplemented by

other types of income in order to meet the costs. Other

homes care for private‐pay residents only.
Information about board and care homes can be

located in newspapers, the phone directory, from social

service agencies, hospitals, and the State licensing

authority. It is advised that anyone considering place-

ment at any board or care home contact their local

Better Business Bureau and State Licensing Agency to

ensure that there have been no complaints, violations,

or sanctions.

When choosing a board and care home, there are

several factors to be considered, in addition to whether

it is licensed. One should always visit a care facility in

order to assess the surroundings. It is important that

the residents are comfortable, appropriately dressed,

have plenty of opportunities to socialize, and that

their personal hygiene is well‐tended to. One should

observe the maintenance of the grounds as well as the

housekeeping and food preparation in order to deter-

mine the quality of the residents’ surroundings. It is

also important to get a sense of how the staff interacts

with the residents. Try to determine if the residents are

referred to by their first names, if the staff is warm and

caring toward them, and if they make you feel wel-

come. Experts recommend making unannounced visits

at varying times of the day and night in order to

determine how the facility operates when the staff is
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not expecting a visit from an outsider. Additionally,

one should always request and check references of

every board and care home that is being considered.
Related Topics
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Suggested Resources

www.carehomefinders.com/index.html

www.helpguide.org/elder/board_care_homes_seniors_residential.

htm

www.getcare.com/learn/boardandcare.shtml

www.seniorresource.com/hbc.htm

Senior.site.com. Board and care homes for senior citizens. http://

seniors‐site.com/housingm/boardcar.html

www.tlchoices.com
Body Composition
Craig A. Horswill . Lynn Janas

The effect of aging on body composition is significant

because of the implications for the well‐being and

functionality of the individual. Recent data are avail-

able on changes in body composition that occur with

aging, the health implications of those changes, and

therapies for maintaining lean body mass. The com-

position of the human body can be viewed as having

two compartments, the lean body mass (LBM) or fat‐
free mass (FFM), and the total body fat. The subtle

difference between LBM and FFM is that LBM includes

the relatively small amounts of essential fat in cell

membranes and nerve tissue. The major components

of LBM or FFM are muscle, bone, and water. Body fat

mass is the subject of a separate entry in this volume.

Changes in the lean body compartment are evident

throughout the lifecycle and the patterns are unique

in the aging human. Although the changes in body

composition with advanced age are highly variable,

the overall trend shows a loss of lean body mass.

Using whole body potassium counting, which is highly

correlated with LBM, there is a decline from 25 to

85 years, with the average loss of 5% of total body
potassium per decade. The reduction over time is

similar for both genders when standardized to initial

values of the young adult. Changes in lean body mass

include decreased muscle mass and changes in muscle

fiber type as well as reduced bone mineral content.

Total body water (TBW) is thought to decrease or be

maintained with age. The maintenance may be reflec-

tive of a loss of intracellular fluid and an increase in the

extracellular fluid (ECF) although consensus of think-

ing does not exist. It is well accepted that bone mineral

content is lost progressively after about 25 years. Inter-

estingly, recent data indicates that the hydration status

of the fat‐free mass (TBW/FFM) in older individuals

may be greater than in younger adults. This may be

due to acute behavioral differences such as better hy-

dration practices in the older group, or possibly an

expansion of the ECF. An expanded ECF volume

would contribute to the TBW volume being assessed.

The implications for age‐associated changes in the

lean body mass changes include a loss of physical work

capacity, self‐sustenance, and a reduced reserve of pro-

tein in the event of illness. Some speculate that

approximately a 40% decline in body cell mass (the

body protein compartment) will result in mortality.

Reduced bone mineral is strongly associated with

osteoporosis and with fractures and falls, which can

increase the risk of mortality. Osteoporosis resulting in

changes in the structure of the body may also reduce

physical work capacity. Finally, absolute reductions in

total body water will lead to heat intolerance and

reduced physical work capacity, may increase the risk

of orthostatic hypotension and falls, and increase the

risk of heat illness. For example, the US heat wave of

1995 resulted in over 700 deaths. Statistical analysis

of that event revealed that being elderly increased the

risk of mortality. It is impossible to determine to what

extent dehydration was a direct culprit, but hydration

status along with other factors may well have put the

elderly at risk. Hypohydration may also be indirectly

linked to risks of kidney stone formation and bladder

cancer due to inadequate fluid intake, which will

impact hydration status.

Therapies used to intervene in the loss of lean body

mass include physical exercise, altering nutrient intake,

pharmacological agents, and dietary supplements.

Regular physical exercise has been shown to sustain

physical strength and presumably self‐sufficiency of

individuals into their nineties. Resistance training is

particularly useful for maintaining lean body mass

and physical strength. In combination with protein
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supplementation, resistance training may further

reduce declines in the lean body mass and function if

not help older individuals restore this compartment.

The benefits appear to be linked to the intensity of the

exercise; heavier resistance and fewer repetitions pro-

vide the impetus for retarding the decline in muscle

and bone mass. Little has been done in older indivi-

duals to examine other nutritional interventions with

exercise, such as changing dietary carbohydrate and

protein intakes, particularly those consumed imme-

diately after exercise. Intake of essential amino acids

and carbohydrate immediately after exercise has been

shown to dramatically stimulate protein synthesis and

contribute to a positive protein balance acutely in

college‐age adults. Whether chronic application results

in a larger muscle that produces greater force remains

to be determined. Pharmacological agents such as

growth hormone injections, oral testosterone treat-

ment, and more recently insulin‐like growth factor 1

(IGF‐1) administration have shown mixed value for

stimulating an increase in LBM in the elderly. None of

these treatments are without side effects. Dietary sup-

plements have been recently investigated. The benefits

of dehydroepiandrosterone (DHEA) have received most

of the attention regarding aging. Creatine, chromium,

conjugated linoleic acid, and androstenedione have been

studied to a limited extent.

An ‘‘age‐old’’ question remains: to what degree are

the changes in LBM exclusively due to advancing age?

Many factors associated with aging such as reduced

nutrient intake due to loss of taste or appetite, self‐
selected sedentary lifestyle unrelated to loss of func-

tion, and preexisting but undiagnosed disease, wield a

strong influence aside from aging per se. Armed with

this knowledge, individuals may be able to manipulate

some effectors of body composition (e.g., improved

diet and physical activity), and attenuate to some

degree the decline in LBM that is thought to be caused

by aging.
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Body Fat
Lynn Janas . Craig A. Horswill

The factors that affect body composition and specifi-

cally the amount of fat an individual has in aging are

complex and like those of overall body composition

include genetic makeup, physical activity, diet, hor-

mones, disease and drug, and supplement use. Changes

in body fat content and distribution occur with aging

and are associated with significant public health con-

cerns. Strategies for maintaining body composition

that is consistent with optimal health and functionality

are especially important. To this end, the monitoring

of body fat and the identification of associated health

risks in the clinical setting are recommended. Topics

of interest covered in this brief review include body

weight, body mass index (BMI), percent body fat

(% body fat), fat within the abdominal area, which

appears to be associated with risk of chronic diseases,

and obesity presenting with loss of skeletal muscle

mass and strength (sarcopenic obesity).

Total body fat increases with aging in maturity and

the pattern of deposition tends toward increased

visceral fat, defined as intra‐abdominal adipose tissue.

Abdominal fat deposition is not uniform in aging and

appears likely to be influenced by other factors. Men

accumulate more visceral adipose tissue and this type

of fat accumulation is substantially increased with

menopause. Visceral fat accumulation is of concern

because of its endocrine or hormone activity. Years of

research now shows this tissue to be metabolically

active and influential in insulin action, glucose toler-

ance, and the regulation of blood lipids. In the last

decades of human life, the trend towards increased

total body fat is reversed on the whole. Sarcopenia is

also associated with aging and is defined as a loss in

skeletal muscle mass and strength. The condition is

accompanied by fat accumulation into muscle and

results in increased risk of loss of mobility. Now seen

with chronic obesity is the condition called sarcopenic

obesity, which appears to have a profound link to
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disease and disability. Because the age‐related loss in

muscle and strength is preceded by the accumulation of

fat, it has been hypothesized that sarcopenic obesity

results from chronic obesity that accelerates the loss of

muscle, possibly through systemic inflammatory effects.

BMI is a measure of weight relative to height and is

used as a useful and noninvasive clinical measure for

estimating overall body fatness. The most widely used

index of BMI for adult populations is calculated as

[weight (kg)/height (m)2]. BMI increases through

adulthood and then declines after the age of 60. Both

high and low BMI values are associated with increased

risk of disease.

A limitation of BMI is that it is not a direct measure

of the fat compartment and does not distinguish excess

adiposity, muscularity, and edema weight. The % body

fat is a direct measure of obesity and health risk and is

expressed as the total fat mass in relation to total body

mass. Skinfold thickness measurements are a useful

clinical measure of subcutaneous body fat from which

body density and % body fat can be calculated. Com-

puterized tomography and magnetic resonance ima-

ging are the only methods available for accurate

measurement of fat deposition within the abdomen.

Clinical measurement of waist circumference or

waist/hip ratio can be used along with BMI as an

indicator of abdominal fat deposition, allowing for a

more specific assessment of regional body fat. Disease

risk for cardiovascular disease, type 2 diabetes, and

hypertension is increased in men with waist circum-

ference over 40 inches and in women with waist cir-

cumference over 35 inches, even in those with normal

body weights. In persons with such increase in abdom-

inal girth, disease risk is increased in those who are

overweight (BMI of 25–29.9), high or very high in

patients who are obese (BMI of 30–39.9), and extremely

high in those who are extremely obese (BMI of over

40). From 60 to 79 years of age, fat‐free mass is reduced

and the % body fat is higher for any given BMI value.

Obesity‐related disease risk categories specific for this

older age group are yet to be established.

Because there are many causes of weight gain in

aging, an individualized approach to weight loss is indi-

cated. Approaches to weight loss include modification

of lifestyle factors such as diet and physical activity,

behavior modification, pharmacologic agents, and sur-

gery, and available data do not support a single therapy

over all others. Influences on body weight may change

dramatically in an individual and one method of weight

control may not be effective throughout the mature
years. Flexibility is needed in the approach to weight

control with consideration of any changes in the physio-

logic state.

Because of the staggering effects of obesity on pub-

lic health, efforts to prevent accumulation of excessive

body fat are critical. Strategies for successful long‐term
weight loss can be viewed as the means of preventing

weight gain in those most at risk. Success has been

reported with high levels of physical activity each day,

a healthy diet low in both calories and fat, eating a

healthy breakfast each day, regular self‐monitoring of

weight, a consistent diet without variances on week-

ends and holidays, and the avoidance of even small

gains in weight that are likely to become larger gains.
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Body Image
Kathleen Franco . John Franco

Body image has not drawn as much attention in the

aging population as it does in early adulthood. In

general, older individuals are concerned about overall

health. Yet outward appearance is indeed important

and affects quality of life and social advantages. There

is some evidence that those who appear older than

their chronological age are frequently less physiologi-

cally fit. Although many changes of aging are not life‐
threatening, they can carry negative psychological

effect. Deteriorating self‐esteem can lead to a depressed

http://www.eatright.org
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mood or withdrawal from loved ones. If appearance

carried importance in one’s younger life, it will remain

an important value. ‘‘Baggy’’ skin and an increasing

plethora of wrinkles can cause great distress. For some,

plastic surgery offers facelifts and skin tucks of arms,

legs, and abdomen. Others prefer Botox injections or

skin preparations prescribed or over‐the‐counter.
Facial wrinkles and hair changes are common nor-

mal experiences of aging. Pigment or color of the skin

will often darken in uneven blotches and are part of the

aging process.

There are many other noncancerous skin changes

of aging including ‘‘skin tags,’’ cherry angiomas, sebor-

rheic keratosis (excessive growth of hard tissue pro-

duced by the outer skin layer), sebaceous hyperplasia

(enlargement of sweat glands or mature sebaceous or

sweatcells proliferate forming a plaque or papule), and

telangiectasia (dilation of small capillaries of the vas-

cular blood system). Red or dark red blotches are more

visible during the aging process. Procedure to remove

skin blotches such as electrodessication with or with-

out curettage can be used in older adults. Cryosurgery

is another frequently selected method for removal.

Doctors perform cryosurgery in outpatient clinics by

exposing selected cells to extreme cold leading growths

to drop off as the selected cells die.

For seborrheic keratoses, dermatologists can scrape

off the hard keratotic areas allowing the underlying skin

to heal properly. Even if one chooses not to have them

removed, it is wise to have them examined as occasion-

ally they transform into basal cell carcinomas. For

seborrheic keratoses, alpha‐hydroxy acid and glycotic

acid also hold merit. Photoprotection (protection from

the sun) to prevent or limit is always recommended

and includes sunscreens and clothing.

Hair color can easily be changed at home or in the

salon as grey or white hairs increase. For some, losing

hair may be a significant concern. Medications such

as minoxidil, antiandrogens, or hair transplantation

are treatment options. However, unwanted facial hair

may increase in older women leading to increased

tweezing, shaving, facial bleaches, waxing, depilatories,

and electrolysis.

One uncommon condition of younger adults, body

dysmorphic disorder (BDD) can carry over into older

years. Postmenopausal women can develop a preoccu-

pation with imagined or small defects in appearance.

Frequently the focus is on the face, genitals, or breasts.

If there is a specific and real change in appearance it

can be greatly exaggerated. For example, nose and ears
appear proportionately larger than other facial features

in normal aging. Regardless of whether or not it is

normal and to be expected, it may be difficult for

some individuals to accept this change in their appear-

ance. Although plastic surgeons see these patients

more often than psychiatrists, depression and suicid-

ality, as well as other symptoms of psychological distress

may be present needing attention. Strong personality

traits or even personality disorders frequently accom-

pany BDD. Although these individuals do not generally

lose touch with reality, up to 50% can have rigid, fixed,

or delusional beliefs not grounded in fact.

Cognitive behavioral therapy can teach an indivi-

dual with BDD to identify particular triggers to these

thoughts and emotional responses. The therapist will

assist in developing a list ofmore realistic interpretations

and encourage practice and homework assignments

to bring about better adaptation. Antidepressants will

address depression, anxiety, and obsessive‐compulsive

symptoms accompanying BDD. Those agents that

directly inhibit the reuptake of the neurotransmitter,

serotonin, are most beneficial, but occasionally a drug

specifically to reduce psychosis is needed.

Related Topics

>Cognitive behavioral therapy, >Cosmetic surgery,
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>Obesity, >Psychotherapy, > Skin care, > Skin
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Body Mass Index
Jyoti Aneja . Ashish Aneja

Body mass index (BMI) is defined as a person’s weight

in kilograms (kg) divided by their height in meters (m)

squared (BMI ¼ weight/height2). BMI is a crude but

useful standard for the assessment of overweight and
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obesity and in general tends to parallel total body fat.

According to the National Institute of Health (NIH),

overweight is defined as a BMI of 25 or more for men

and 23 or more for women. Obesity is defined as a BMI

of 30 and above. Morbid obesity is defined by a BMI

exceeding 35.

BMI is currently used and accepted widely as a

measure of obesity in populations and has been

accepted by the World Health Organization (WHO)

for this purpose. On a population‐based model, BMI

allows for an accurate estimation of nutritional,

economic, and health trends in society.

Despite its usefulness, simplicity, and practicability,

the use of BMI alone for estimation of obesity has

several important shortfalls. Athletes and muscular

individuals may have a BMI greater than 30 because

of their muscle mass and cannot therefore be classified

as obese. On the other hand, the elderly may have

‘‘normal’’ BMI with a lot of body fat, making them

obese by other parameters. BMI also does not account

for differences in body mass that occur in people of

different ages, sexes, races, and ethnicity. It also does

not consider the variations in muscle mass, bone den-

sity, body fat percentage, or body fat distribution.
Recommended BMI Cutoffs

For men:

� Underweight: less than 20

� Ideal: greater than or equal to 20 but less than 25

� Overweight: greater than or equal to 25 but less

than 30

� Obese: greater than or equal to 30

� Morbidly obese: greater than or equal to 35

For women:

� Underweight: less than 18

� Ideal: greater than or equal to 18 but less than 23

� Overweight: greater than or equal to 23 but less

than 30

� Obese: greater than or equal to 30

� Morbidly obese: greater than or equal to 35

In 1998, the US NIH redefined BMI, lowering the

normal/overweight cutoff from 27.8 to 25. This had

the effect of redefining approximately 30 million

Americans, previously ‘‘technically healthy’’ to ‘‘tech-

nically overweight.’’ For Southeast Asian body types,

a BMI of 23 or greater is now widely accepted as
overweight. The new cutoff BMI index for obesity in

Asians is 27.5 compared with the traditional WHO

figure of 30.
Related Topics

>Body composition, >Body fat, >Obesity, >Weight

control maintenance
Suggested Resources
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Bone Strength
Lori B. Siegel

Understanding the pathophysiology of bone is impor-

tant in understanding what happens to bone strength

as we age. The skeleton is a dynamic organ with a

tremendous amount of turnover of tissue. However,

the degree of tissue activity may vary with different

conditions. Bone continually remodels itself as old

bone is broken down and replaced by new bone. This

is necessary so that the skeleton remains biochemically

healthy. The process of resorbing or taking away bone

is closely coupled with the laying down of new bone.

When these two processes are balanced, there will be

no loss of bone or bone strength. In osteoporosis, the

bone is normal in structure but there is a reduction

in the bone mass that is being replaced, so the strength

of the established bone is constant, but the overall

strength is less due to reduced bone mass.

Bone strength declines with aging due to a decline

in bone mass, alterations in bone alignment, and

changes in the bone chemicals themselves. Bone den-

sity is associated with bone strength but they are not

always the same depending on the quality of bone that

is being made. As bones age, the architecture and

quality of bone may be lowered causing decreased

bone strength. The end result is that as we age the

bones are weaker in spite of even having the same

amount or density. Some of the reasons for this may

be a decrease in the thickness of the cortical bone

(outside bone), or more holes in the bone (porosity).

www.nhlbisupport.com/bmi/bmi-m
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There may be a thinning of the inside of the bone

(trabecular bone), which acts as a bridge to support

the bone material. If the supports are thin, the overall

bone is weak. As a result of the changes of the bone

itself, any loss in the bone density will seem to have a

more dramatic effect on the bone strength. Because of

this, previously normal stresses on the bone may no

longer be tolerated and result in a higher rate of frac-

tures. Also, as people get older, other innate bone‐
protective mechanisms, such as balance, vision, and

coordination disappear. A combination of loss of these

senses and a subsequently increased fall rate on wea-

kened bones is a set‐up for breaks and fractures. Less

or mild trauma can even cause more bone damage.

When men and women reach their thirties or for-

ties their bones start to lose strength. This process

continues throughout life. By the time people reach

old age, men may have lost up to a quarter of their

bone strength and women almost half. Other age‐
related conditions that add to decrease in bone

strength include changes in bone cell function and

mineral metabolism. After menopause, women have

increased bone loss due to estrogen decline as the

bone seems to be taken up more than it is being

made. There is more bone turnover, with an imbalance

on the side of making bone.

Age‐related changes on bone strength include fall-

ing vitamin D levels, through decreased consumption

or exposure to sunlight. The basic metabolism of

vitamin D is altered through a body’s aging process.

Other concurrent medical conditions and medications

may also have an adverse affect on bone strength as one

ages. The use of corticosteroids that may be used in

patients who develop arthritis or other autoimmune

conditions may weaken bone. Thyroid abnormalities

and even thyroid replacement may cause alterations

in bone strength.

Decrease in bone strength as we age may not be

entirely preventable. The greatest risk for fracture is

bone loss. The bone loss on top of weakened bones is

of great concern in the aging population. The most

important thing that can be done is prevention of

osteoporosis and falls. A good knowledge of osteo-

porosis and identifying those individuals at risk is

key. There are medications to treat osteoporosis and

they should be used in those patients at risk of fracture.

Although these medications will not increase bone

strength per se, they will help prevent fracture. Assur-

ing adequate vision, balance, and coordination will

help prevent falls. Muscle strengthening may also
help prevent falls and maintain bone strength. Pro-

moting an active lifestyle and healthy diet will also be

of benefit.
Related Topics

> Falling, >Osteopenia, >Osteoporosis
Suggested Readings
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Botox
Janet M. Blanchard

Botox has become a very popular procedure in the past

decade and the aesthetic use for relaxing muscles that

cause wrinkles has risen dramatically. Before being

used for cosmetic reasons, its application was primarily

medical, including migraines.

It was approved by the Food and Drug Adminis-

tration (FDA), for treating wrinkles in between the

eyebrows, in 2002. The complexity of facial aging is

more apparent than ever, as many women and men

want to reduce these signs, but do not want a surgical

procedure. This is one of the contributing factors

toward making it the number 1 procedure performed

by board‐certified plastic surgeons in 2002.

Botox is a toxin produced by the bacterium Clos-

tridium botulism. In its active form, it is a deadly

poison and can produce drastic symptoms in food

poisoning. It can be used for cosmetic and medical

purpose because it is manufactured in the stable

form. This substance works by paralyzing the muscles

of interest. This is used for muscles that cause wrinkles/

creases in between the eyebrow, forehead, crow’s feet,

and even the bands in the neck. Botox is an office

procedure that takes approximately 15 minutes and

there is no downtime or associated discomfort. The

end result does not become apparent for approximately
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a week. It should be noted that it does not completely

paralyze the muscles so a patient cannot animate or

look ‘‘stone‐faced.’’ Botox lasts approximately 3

months. The longer Botox is used, the longer the

interval of injections. This is because the muscle gets

weaker over time when it is not stimulated.

Botox is a very viable alternative for nonsurgical

facial rejuvenation; it should be administered by some-

one who is qualified and board‐certified.
Related Topic

>Cosmetic surgery
Suggested Readings
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Bowel Obstruction
Robert Stern . Lawrence Miller

The term ‘‘bowel obstruction’’ describes a condition in

which there is a blockage to the flow of the intralum-

inal (within the walls of the bowels) contents of either

the large bowel (colon) or the small bowel (small

intestines). While the results of these conditions are

mainly similar, the causes are very different; therefore,

large bowel obstruction (LBO) and small bowel

obstruction (SBO) are generally treated as separate

entities.
Small Bowel Obstruction

In the United States, SBO is one of the most common

indications of abdominal surgery, and the most
common indication for surgery of the small bowel.

The three most common causes of SBO in the United

States are: adhesions (areas of scarring/abnormal

fibrous connection) from prior surgeries (�60%),

cancer (20%), and hernias (10%).

1. After surgery, as part of normal healing, the body

generates fibrous tissue in an effort to strengthen

the areas damaged by surgery. Sometimes fibrous

bands called adhesions are formed between the

various intra‐abdominal organs. These adhesions

may become entangled with the small intestines,

causing a mechanical obstruction to the flow of

the contents of the intestines, resulting in SBO.

2. Cancer causing SBO can be a malignancy intrinsic

to the small bowel or be a metastasis from another

primary tumor. If the tumor is native to the small

bowel, it can grow sufficiently large such that the

luminal contents can no longer pass, and an

obstruction results. When the cancer is a metastasis

(spreading cancer) it will usually cause SBO by

externally compressing the small bowel walls until

flow is impeded.

3. Hernias are another cause of mechanical obstruc-

tion to the small bowel. A hernia is an abnormal

protrusion of part of an organ through the tissues

that normally contain it. Because so much of the

small bowel is freely mobile within the abdomen, it

can move and get trapped in a defect in the tissue

that normally contains the small bowel. This can

impede the flow of bowel contents causing SBO.
Clinical Presentation Patients with SBO typically

present with the sudden onset of abdominal pain and

distention, cramping, vomiting, and the inability to

pass stool and flatus. The severity of the patients’

symptoms depends on the degree of obstruction

(complete or partial) and its duration.

Initial physical examination may show mild ab-

dominal tenderness, with or without a palpable mass.

Auscultation of the abdomen (listening to the abdomen

with a stethoscope) may initially reveal high‐pitched
hyperactive bowel sounds that gradually subside even

as the obstruction continues. If the involved segment

of bowel becomes strangulated, and thus loses its

blood supply, the abdominal tenderness will often

increase dramatically and localize to the site of the

strangulated bowel. At the same time the patient may

become hemodynamically unstable (experience serious

abnormalities in blood pressure or pulse).

www.botoxcosmetic.com
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Laboratory tests are not particularly helpful in

diagnosing SBO but plain abdominal x‐rays are often
sufficient to make the diagnosis. Typical findings on

x‐rays include dilated loops of the small bowel without

signs of dilated large bowel on supine (lying down)

views, while upright films show multiple air fluid levels

within the small bowel. The presence of gas in the large

bowel helps determine whether there is a partial or

complete SBO. When the diagnosis of SBO is in ques-

tion, an abdominal computed tomographic (CT) scan

with contrast can be helpful.

Pathophysiology Once the small bowel becomes

obstructed, the three main complications that may

develop are: infection, hypotension (low blood pres-

sure), and ischemia (loss of blood supply) causing

death of the small bowel.

With a complete obstruction, the segment of bowel

behind the blockage will accumulate fluid, swallowed

air, and fecal contents. This increase in luminal con-

tents increases pressure on the bowel walls causing

them to stretch. As the walls stretch, the normal con-

tractions of the bowel walls slow down or stop. This

allows the bacteria that are native to the small bowel to

multiply and later move across the intestinal walls and

enter into the blood stream causing a serious infection.

Also, these bacteria contribute to an increase in the

secretion of fluids into the intestinal lumen. This fluid

loss can be severe enough to cause hypotension and

death.

Finally, as the pressure within the bowel lumen

increases, it may become high enough to overcome

the pressure within the arterial blood vessels. This

pinches off the circulation, causing death to that part

of the bowel.

Treatment Treatment of SBO generally revolves

around the prevention of the three major complica-

tions listed earlier. Large volumes of intravenous fluids

are administered to maintain intravascular volume

(fluid in the circulatory system), and any electrolyte

abnormalities (levels of essential chemical compounds

in the blood) are corrected. At the same time broad‐
spectrum antibiotics are started against the common

organisms known to be present within the bowels. A

nasogastric tube (tube inserted through the nose into

the stomach) should be used to suction out stomach

contents in an effort to decompress the involved sec-

tion of bowel. If the obstruction is complete then

surgery is required to relieve the obstruction and
restore normal intestinal flow. If the patient has a

strangulated SBO, then emergent surgery is required

as this is a life‐threatening condition.
Partial obstructions can be managed with non-

operative treatment when there is no clinical evidence

of strangulated bowel and the patient improves within

48 hours. This involves nasogastric suction, fluid and

electrolyte repletion, and antibiotics. If this approach

does not significantly alter the patient’s clinical status

after 48 hours, then surgery is indicated.
Large Bowel Obstruction

In contrast to SBO that can be found among any age

group in the United States, LBO is primarily a disease

of the elderly with cancer as its typical cause. At least

50–60% of all cases are caused by malignant disease,

usually colorectal cancer. The other two major causes

are volvulus, which is a loop of bowel twisted on top of

itself (�20%), and diverticular disease (�10%), which

is a weakness and thinning of the wall of the bowel,

which may ultimately lead to an obstruction.

Clinical Presentation People with LBO will often

seek medical care complaining of abdominal pain, and

either diarrhea or a complete lack of stool. When the

obstruction is caused by cancer, patients may notice a

change in their stool caliber from normal to elongated

and thin. They may also complain of weight loss,

weakness, fatigue, and decreased appetite.

Patients with volvulus often have an abrupt onset

of symptoms. Many times, these patients have a history

of chronic laxative use and multiple medical problems

including a high proportion of mental illness.

Patients who present with obstruction from stric-

tures (narrowing of the colon), which developed

because of diverticular disease (diverticulosis and diver-

ticulitis) may have a history of diverticular disease

with symptoms evolving over several months to 2 years.

Findings on physical examination will vary

depending on whether the obstructed segment of

bowel has become strangulated. Initial examination

may show mild abdominal tenderness, with or without

a palpable mass (mass that can be felt on exam).

When bowel obstruction is considered possible,

plain x‐rays in the supine and upright positions are

done. In most cases the colon will be dilated with little

gas in the rectum; and the small bowel may or may not

be dilated.
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X‐rays are often diagnostic for volvulus as well, and

may identify potential complications like perforation,

which is an indication for urgent surgery. If x‐rays
show an LBO, the next study is often a contrast

enema (specialized x‐ray procedure that allows for

examination of the bowel walls), which can outline a

mass or show the focal point of a volvulus. A fiber‐
optic scope (a colonoscope inserted into the bowel to

allow a direct look) may also be used, but only when

perforation is not suspected.

Standard blood tests usually show signs of dehydra-

tion and occasionally infection. Also, electrolyte

abnormalities are common secondary to fluid seques-

tration (fluid accumulation) within the bowel lumen.

Pathophysiology Similar to SBO, obstruction of

the large bowel results in increasing intraluminal pres-

sure with bacterial overgrowth, intraluminal fluid

accumulation, and increasing wall pressures. The ileo-

cecal valve separates the ileum (the end of the small

bowel from the cecum), which is the start of the large

bowel. When that valve is functional, it prevents the

spread of the increased fluid, bacteria, and pressures

into the small bowel. Unfortunately, this creates an

area of increasing pressure in the cecum without an

outlet. As its diameter increases under the stress of

increasing pressure, the wall tension also increases.

This may cut off blood supply to a segment of the

colon, causing cell death, and an increased chance of

developing complications.

Treatment The initial treatment of LBO as a result

of strictures or malignancy is the same, and includes

intravenous fluids, correction of electrolyte abnormal-

ities, and nasogastric decompression. Antibiotics may

not be given if the person does not show signs of

infection. If the obstruction is complete, then emer-

gency surgery is warranted. In cases of partial obstruc-

tion the person can be managed without surgery and

monitored for improvement over the next 24 hours.

If the person responds to therapy, then surgery can be

performed urgently rather than emergently allowing

treatment with a single operation. If the patient does

not respond to medical management, then surgery is

indicated.

Treatment of sigmoid volvulus involves decom-

pression using a fiber‐optic scope, with or without a

tube placed in the rectum. As the recurrence rate

of sigmoid volvulus is 40–50%, surgery to remove

part of the colon is indicated following successful
treatment. Treatment of cecal volvulus is less clear

though a surgical approach seems to be better.
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Breast Augmentation
Janet M. Blanchard

Over the past few decades, there has been a lot of

societal emphasis placed on the shape and size of

women’s breasts. Many women sometimes wish that

their breasts were larger and for that reason seek breast

enlargement or augmentation mammaplasty. This cos-

metic procedure entails using implants to enlarge and

shape the breasts.

This procedure then gives a woman the flexibility

to wear clothes that, at one time, were not an option,

such as swimsuits or dresses that fit in the hips and

not the breast. Sometimes, women wish to go back to

the size they were prior to pregnancy or after weight

loss. It may also help her with her self‐esteem and,

indirectly, how she relates to others. These are some
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of the indications for which women seek breast

augmentation.

Over a decade ago, there was a great deal of nega-

tive publicity directed toward breast implants, particu-

larly silicone gel implants. Reports that the implants

broke and caused illnesses, such as atypical autoim-

mune disease and localized problems, prompted the

US Food and Drug Administration (FDA) to ban

implants except for patients with breast cancer or few

others who enrolled in strict research studies. Since

then, there have been both prospective and retrospective

studies that have exonerated the implants of causing

serious or chronic conditions such as cancer or lupus.

Still, silicone implants are only used in trial studies

and have been replaced with saline (salt) implants. Salt

is a natural constituent of our bodies and, therefore,

allergic reactions are virtually nonexistent. Other sub-

stances such as peanut and soybean oil have been tried,

but have since been taken off the market.

One of the most important steps for seeking breast

augmentation is an in‐depth consultation with a

board‐certified plastic surgeon. There are always risks

associated with any procedure and these should be

provided in the consultation. Many women also obtain

a wealth of information from the Internet. There are

many websites dedicated to this subject as well as

information through the American Board of Plastic

Surgery. If you are on a different website other than

this, make sure your plastic surgeon is board‐certified.
Once a woman has decided to have the procedure

performed, there are various options for how and

where it is performed. This is a procedure performed

in an accredited outpatient facility, surgery center, or

hospital usually on an outpatient basis. It is usually

performed under general anesthesia, but conscious

sedation can also be used. An incision can be made

in the following places: around the edge of the areola

(pigmented area around the nipple), just above the

crease underneath the breast, within the armpit or

just at the edge of the navel. Once the incision is

made, a space or pocket is developed and the implant

is placed. The implant can be placed either underneath

the breast tissue itself or underneath the muscle of the

chest wall.

The technique used for the surgery depends not

only on the surgeon’s preference but also on the desired

result of the patient. It is also possible that a procedure

to enhance the desired result will be suggested by your

surgeon. For example, if the breasts are saggy, a breast

lift may be needed.
Postoperatively, there is a period of recovery for 2

or 3 days and sometimes a week depending upon the

patient’s threshold. Pain medication is given to help

with the discomfort. Usually within a week, one is able

to shower, the stitches (if not dissolvable) will be

removed, and return to nonstrenuous work is allowed.

A period of time will elapse before the swelling resolves

and discontinued use of a support bra is allowed.

Strenuous activity is usually allowed after a month.

There are many common questions regarding

breast augmentation. How does a woman decide how

large she wants to be? Many women look at pictures in

a magazine. Although this can be of some assistance,

the shape and size of the picture may not have any

correlation to hers. Some surgeons have women put

trial sizes in their bra. Others suggest buying an inex-

pensive bra of their desired size and placing water in

a sandwich bag. It is a difficult decision to make, but

the woman should really make a conscientious effort to

be a part of that. Many women think when they have

their breasts enlarged they will go, for example, from a

32A to a 36C. This is a misconception. The circumfer-

ence of the chest will not get bigger, just the volume,

that is, a woman who wears a 32 bra will continue to

wear a 32 bra.

Another common question is how long do the

implants last? No one really can predict that figure.

Keep in mind, this is a manufactured device and can

have defects. The manufacturing companies offer a

lifetime warranty and will replace the implant at no

charge. Sometimes, there is also a stipend offered to

help offset the surgery that is necessary to replace the

implant if this event occurs within the first 2 years.

Some women wonder what may happen to them if

there is a defect. If there is a defect in the implant, the

only thing it can do is deflate. There is an obvious

difference between the two sides and the implant will

have to be replaced. However, the procedure to replace

implant is relatively simple and does not require a lot

of ‘‘downtime.’’

Others wonder what will happen if they make the

wrong decision about the size. If this occurs, the size can

be changed with further surgery. If there is any uncer-

tainty, there are implants, which have a port through

which more volume may be added. However, a small

secondary operation is necessary to remove the port.

Thousands of breast augmentations are performed

every year with successful and pleasing results on the

patients’ part. This is an important decision and it is

critical to have a good rapport with the plastic surgeon
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you choose, as well as making sure that he or she has

the proper qualifications.
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Breast Cancer
Lisa M. Arfons

Breast cancer is the most common malignancy affect-

ing females, and is the second most common cause of

cancer‐related deaths in women. In 2005 approxi-

mately 212,000 people were diagnosed with breast

cancer and 40,000 lost their lives to it. Although the

number of new diagnoses increases each year, in part

due to increased screening, the mortality rate has con-

tinued to decline over the past several years. While

breast cancer can also affect men, it is rare, accounting

for less than 0.1% of all breast cancer diagnoses in

2005. This chapter focuses primarily on the risk fac-

tors, screening, diagnosis, and treatment of the disease

in women.

Breast cancer can develop in any woman, but some

women are more likely to develop breast cancer com-

pared to others based on a variety of risk factors. The

most important risk factors are age, a personal history
of breast cancer, and a strong family history. The

majority of breast cancers occur in women 50 years

or older with the greatest risk of development between

70 and 80 years. Any woman with a previous diagnosis

of breast cancer is at a higher risk of being diagnosed

with a second breast cancer. Women with two or more

first‐degree relatives (father, mother, daughter, or sis-

ter) with breast cancer are more likely to develop the

disease compared to women with no family history.

Other risk factors related to estrogen exposure such as

age of menarche (before 12 years), age of menopause

(after 55 years), first pregnancy (after 30 years), and

use of hormonal therapy, all increase the risk of devel-

oping breast cancer. Prior abnormal breast conditions

such as fibroadenomas, atypical hyperplasia (a precan-

cerous condition), and carcinoma in situ (cancerous

cells without invasion into surrounding breast tissue)

increase a woman’s risk of developing cancer approxi-

mately 3.5 times. Conversely, breastfeeding, regular

exercise, and a low body mass index may decrease an

individual’s chance of developing breast cancer.

Mammography is the only imaging modality that is

currently approved for breast cancer screening. The

American Cancer Society recommends yearly screen-

ing mammography and the United States Preventive

Services Task Force recommends screening mammo-

graphy every 1–2 years for women 40 years or older

who are at average or low risk for the development of

breast cancer. Patients at high risk should discuss with

their doctors the ideal time to begin screening and

how often screening should be performed. The age at

which mammographic screening is no longer necessary

depends on an individual’s overall health and functional

status compared to her risk of developing the disease.

The majority of breast abnormalities are identified

by mammography, while a smaller proportion is dis-

covered by the woman herself during a monthly

self‐breast examination, or by a physician during a

clinical breast examination. Many breast cancers are

asymptomatic but can present as a breast mass, nipple

discharge, a change in the texture or shape of the breast,

or painless swelling of the lymph nodes in the under-

arm. Since all breast masses andmammogram abnorm-

alities are not cancerous, a radiologist may recommend

more mammographic images or an ultrasound to

better evaluate the lesion. Any suspicious mass should

be biopsied. A surgeon will obtain a sample tissue by

an image‐guided biopsy if the mass is not palpable, a

needle biopsy, or an open tissue biopsy to make a

definitive diagnosis of malignancy.

http://www.abplsurg.org/
www.implantinfo.com
www.plasticsurgery.org
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After diagnosis a medical oncologist will stage the

cancer to determine the prognosis and treatment plan.

Staging is based on the tumor size, lymph node, skin,

and chest wall involvement and spread to other organs,

usually brain, lung, or bones. Therapy is twofold and

includes both local and systemic control of the disease.

The goal of local treatment is to excise the tumor

entirely, either by a modified radical mastectomy,

which results in removal of the entire breast or any

breast conserving therapy that results in removal of the

tumor itself. If breast conserving therapy is performed,

additional radiation therapy to the affected breast is

also necessary to achieve local control of the disease.

During either surgery, lymph nodes in the underarm

are sampled and examined for breast cancer, and if

found, it determines the need for systemic therapy.

Systemic therapy can be divided into hormonal

therapy and chemotherapy. When a breast cancer is

analyzed under the microscope the pathologist can

determine the types of surface markers on the indivi-

dual cells. If a breast cancer has receptors for estrogen

and progesterone, therapies designed to reduce the

levels or block the actions of these hormones can be

used. Side effects from hormonal therapy include hot

flashes, blood clots, and a slightly increased risk of

uterine cancer. Chemotherapy kills any cells that are

rapidly dividing, including cancer cells. Common side

effects of chemotherapy include nausea and vomiting,

hair loss, and fatigue; all are temporary and resolve

once the therapy is completed. Most systemic therapy

regimens for breast cancer include a combination of

hormonal therapy and chemotherapy.

Over the last three decades there have been many

breakthroughs in breast cancer prevention, diagnosis,

and treatment. Currently there are over two million

people in the United States who have survived the

disease, and this trend is expected to continue as new

discoveries are made.
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Breast Examination
Susan Kirsh

A breast examination is a simple means of detecting

changes in breast tissue. There are two kinds of exam-

inations: self and clinical. The goal of these procedures

is early detection of breast cancer in order to provide

early treatment and increase survival rates.

Breast cancer is not only the most common non-

skin cancer in women, but the second deadliest as well.

If a woman lives up to 90 years, she has a one in eight

chance of developing breast cancer. Breast cancer is a

commonmalignancy for all women, but as women age,

they are more likely to be diagnosed with the disease.

Statistically, the 1‐year incidence for breast cancer in a

40‐year‐old woman is 1 in 800, for a 50‐year‐old it is

1 in 400, and for a 60‐year‐old it is 1 in 200. When the

incidence of disease in a population is lower, screening

tests may be less effective. Therefore, patients experi-

ence different recommendations based on their age,

family history, and self‐history of breast cancers (see

also Cancer screening).

Much research in the last 40 years has been done on

screening for breast cancer, yet guidelines differ slightly

in their recommendations for breast examination

and initiation age for mammography. The screening

methods studied and currently in use include: clinical

breast examination (CBE), mammography, and self‐
breast examination (SBE).

CBE is performed by a health care professional on

a patient without symptoms. Some women are more

willing to accept CBE instead of mammography for

breast cancer screening, which makes it an especially

important clinical skill. To adequately perform a CBE,

one must know the distribution of breast tissue. Breast

tissue extends from the sternum medially to the mid-

axillary line laterally, and from the clavicle superiorly

to the ‘‘bra line’’ inferiorly. Normal breast tissue can be

lumpy to the touch due tomammary ducts and lobules.
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A second screening method for breast cancer is

mammography. While no previous randomized con-

trolled trial has looked at the effectiveness of CBE alone

(versus no screeningmethod),mammography has been

evaluated without other modalities for breast cancer

detection and has been shown to be effective in decrea-

sing breast cancer mortality. Since mammography is

known to be an effective screening tool, a clinical trial

that excludes it would be unethical.

Several clinical trials conducted in 1999 studied the

effectiveness of both the CBE and mammography in

early breast cancer detection. Of those participating in

these trials, breast cancer mortality decreased by about

25% in women aged 50–69 and by 18% in women in

their forties.

Research in this area is ongoing. Another study, the

Edinburgh Randomized Trial of Breast Cancer Screen-

ing, found mammography detection of breast cancers

to be 26% while CBE detection rate was only 3%.

However, another randomized trial, the Health Insur-

ance Plan (HIP) of New York, found breast cancer

detection rates of 33% and 45%, respectively. The

HIP study was conducted with early mammography

techniques, but this suggests that CBE does have a role

in detection of breast cancer outside of mammography.

Others report CBE can find from 3% to 45% of breast

malignancies. The exact percent of cancers found using

CBE as a screening method is not known but felt to

be important.

One reason that cancer rate detection with CBE

may vary is the difference in technique used. Rates of

CBE sensitivity (finding disease in those who really

have it) range from 53–68% in women aged 40–49

to 48–63% in women aged 50–69. Different studies

use different methods for performance of the CBE.

The Mammacare method has been advocated for

universal use since its components have been vali-

dated in independent investigations of CBE technique.

The components include palpation, examination pat-

tern, and duration of inspection. Palpation of the

breast is most accurately done while the patient in

lying down with her arm extended above her head.

This flattens out the breast tissue. The entire breast is

palpated using the boundaries previously outlined

in a vertical strip pattern or lawnmower pattern. The

pads of the index, middle, and ring fingers palpate each

row. In each row, the clinician should stop and make

small circular motions as if tracing the outer edge of

a dime at a superficial, intermediate, and deep pressure.

Each CBE can take up to 3 minutes for each side in
an average‐sized breast (B cup). Feeling the breast

tissue for enlarged lymph nodes and palpation of

the nipple area are important elements of a compre-

hensive examination. Expression of fluid from a

nipple is not a useful prognostic sign for cancer.

However, spontaneous nipple discharge may need

further evaluation.

Several guidelines recommend CBE be performed

every 1–2 years for all women above 40. However,

women at higher than average risk need to discuss

individual screening recommendations with their

health‐care provider. Evidence shows that clinicians

who were taught the Mammacare method of CBE

improved their sensitivity of finding breast cancers.

There is some overlap with mammography and

CBE; CBE will detect 10% of breast cancers that mam-

mography misses and mammography will detect 40%

of breast cancers not found on physical examination.

Overall, patients have a better long‐term survival if

their breast cancer is detected by mammography as

compared to CBE.

A third breast cancer screening method is SBE.

This procedure allows women to monitor and detect

changes in their own breast tissue. It should be

performed each month, usually within a week of

menstruation, when the breast is least bumpy. Techni-

que is important in SBE. Patients should ask their

health care providers to assist in demonstrating the

proper technique. The proper technique includes

visualization of the breast and the systematic exami-

nation of breast tissue using the middle three fingers.

SBE is not a substitute for screening mammography

or CBE.

Few studies have shown that the chance of dying

from breast cancer is reduced by utilization of SBE.

However, there may be some evidence to support this

method of screening. Patients need to be aware that

the evidence for SBE is unproven and that it may

increase their chances of having a benign breast biopsy.

The American Academy of Family Physicians, the

American College of Obstetricians and Gynecologists,

and the American Cancer Society all recommend

routine practice of SBE.
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Breast Reconstruction
Janet M. Blanchard

One in every seven women will develop breast cancer

sometime during their lifetime. There are many surgi-

cal options that are available for treating this disease;

there are times when mastectomy is the best option

for cure; however, the emphasis during the past decade

has leaned toward breast conservation. This and other

less invasive surgical procedures leave the woman with

less of a deformity and minimize the psychological

effects.

Women have restorative options after mastectomy

and/or lumpectomy. In the past decade, these options

have been offered before the procedure has been per-

formed. Breast reconstruction is not for everyone as

hearing the diagnosis can be so overwhelming that

patients do not wish to think about this secondary

aspect.

A thorough discussion between the patient and her

doctor will help her decide and select the best option.
There are also other factors that need to be considered

such as radiation and chemotherapy.

The decision to have breast reconstruction usually

does not stem from the fact that a woman is missing a

breast. It is more convenience‐oriented than aesthetic.

Women do not want to put a prosthesis into their bra

everyday. They want to be able to wear a bathing suit,

low‐cut dress, or open blouse without having to worry

about the prosthesis being seen. In addition, putting a

prosthesis on everyday reminds them about their

breast cancer.

Breast reconstruction is a minimum of two proce-

dures and may be performed either immediately at the

time of mastectomy or later. If delayed, it is usually

because the woman does not want to think about

reconstruction, she has not been availed her options

or for one reason there are health issues at that time. In

the majority of cases, women elect to have immediate

reconstruction. The goal of breast reconstruction is to

create a breast that is as natural as can be performed, to

have a woman look as good in clothes as is surgically

possible and be soft. However, it should be remem-

bered that the reconstructed breast will never be the

same as the natural one. In addition, there is no evi-

dence that reconstruction will increase the chance for

cancer recurrence nor hide recurrence.

Surgery for reconstruction consists of two types:

(1) using one’s own tissue known as autologous and

(2) using skin expansion. When a mastectomy is per-

formed, there is a shortage of skin and tissue. If tissue

expansion is used, a balloon expander is placed under-

neath the muscle of the chest wall. After healing, the

tissue is gradually expanded in the office. When desired

expansion is obtained, the second phase of the recon-

struction is performed. The expander is removed, a

permanent implant placed and if desired a nipple

created. In addition, the opposite side may have to

be adjusted for symmetry (e.g., if the opposite side is

very large). If autologous tissue is the one used, a skin

flap taken from the back, abdomen, or buttocks is used.

This flap consists of skin, fat, and muscle with its own

blood supply. In short, the tissue is elevated and trans-

ferred to the mastectomy site and a breast mound

created. This is a more complicated procedure, requir-

ing much more time with the need for blood trans-

fusions and a much longer hospital stay. However, the

advantage is that there is no foreign body associated

and there is usually less need for adjustment of the

opposite side. The second stage entails nipple recon-

struction and rare adjustment of the opposite side.

http://www.breastcancer.org
http://www.breastcancer.org
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http://imaginis.com
http://komen.org/bse
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One of the most popular flaps is called the ‘‘tummy

tuck’’ or transverse rectus abdominis muscle (TRAM)

flap. This procedure entails taking skin, fat, and muscle

from the bottom of the abdomen and transferring it up

into the mastectomy site and creating a breast mound.

The end result is that a breast is created and a tummy

tuck is performed as the skin, etc. were removed from

the site. Another flap is taken from a muscle in the

back and is called the latissimus dorsi flap. Sometimes

there is need for an implant in this procedure as there

is not as much tissue in the back as the abdomen. The

buttock flap is used rarely and usually when there are

no other alternatives.

There are always risks and complications, which

can occur and these should be discussed in detail with

your reconstructive surgeon.

Any woman undergoing mastectomy should be

given the options available so that she and the team

who is caring for her can make the best individual

decision.
Related Topics

>Breast augmentation, >Breast reduction
Suggested Readings

Bostwick J III (2000) Reconstructive breast surgery. In: Bostwick J

III (ed) Plastic and reconstructive breast surgery, 2nd ed. Quality

Medical Publishing, St Louis, MO, pp 663–1137

Kroll SS (1998) Breast reconstruction with autologous tissue. Clin

Plast Surg 25(2):135–319
Suggested Resources
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Breast Reduction
Janet M. Blanchard

Society places a great deal of attention on the size of

a woman’s breasts. Most of the time, the emphasis

is focused on enlarging their size. However, large

breasts can be equally difficult for women. Usually
the problem starts in early adolescence when puberty

begins or after pregnancy, particularly when a woman

has gained a great deal of weight. When a young teen-

ager has large breasts, fellow peers usually make fun of

them or pass rude comments. This can create psycho-

logical problems that may go on into adulthood. In

addition, a significant weight gain can cause the breasts

to enlarge. The medical term for this condition is

breast hypertrophy or macromastia.

There are other sequelae that can occur with

macromastia. First, the increased weight can cause a

lot of stress on the shoulder, eventually creating a poor

posture that may lead to shoulder, neck, and back pain.

In addition, women find it difficult to exercise due to

‘‘bouncing’’ and increased weight on their shoulders.

Other symptoms may include skin irritation under the

breasts, indentations in the shoulders from the bra,

and a feeling of self‐consciousness about the size of

the breasts.

Patients with the above symptoms may seek

options for correcting the macromastia. First, height

and weight criteria should be examined. If a woman is

grossly overweight, a weight reduction program should

be initiated. This will help bring the size of the breasts

hopefully into the correct proportion. If the breasts are

still large, a surgical procedure can be planned.

Breast reduction surgery, also known as reduction

mammoplasty, is a procedure designed to remove the

excess breast tissue. When the breasts enlarge, the nip-

ple and pigmented area around the nipple, called the

areola, descend below the crease underneath the breast.

In addition to removing the excess breast tissue, this

procedure also raises this complex into a normal posi-

tion. This is a procedure that involves a lot of incisions

and suturing. It is performed in an operating room

under a general anesthetic, usually on a same day sur-

gical basis. There are a variety of procedures available. A

fair amount of scarring also occurs with this procedure.

However, in the past few years, new surgical tech-

niques have developed that reduce the amount of

scarring, preserve nipple sensation, and increase the

ability to breastfeed, if a woman is still within the

childbearing age. The type of procedure used will

be discussed and determined with the initial consul-

tation with the board‐certified plastic surgeon. There

are literally thousands of breast reduction surgeries

performed every year. Although many incisions are

necessary, there is usually not enough blood loss to

necessitate a blood transfusion.

www.plasticsurgery.org
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The timing for breast reduction surgery is indivi-

dualized; however, if women are of childbearing age

and feel strongly about breastfeeding, the procedure

should be postponed until after this period.

As discussed earlier, there is scarring associated

with this procedure and these scars are permanent. It

takes at least 1–2 years for the scars to fade. This is

probably the biggest drawback to this operation. How-

ever, women are usually so thankful to have the

increased weight off their chest and back that they

consider this is a fair trade‐off. It is very helpful to

see pictures prior to surgery and these are usually

shared with the woman at the initial consultation

with the plastic surgeon.

Some commonly asked questions include: How

does a woman determine which size they want to be

after the operation? This is a decision that is made with

the plastic surgeon.

Factors that enter into this decision include body

habitus, height, and weight. Pictures are also extremely

helpful. There is also a great deal of helpful informa-

tion on the internet but patients should make sure they

use the American Board of Plastic Surgery websites.

Women who gain weight after breast reduction surgery

will experience an enlargement of their breasts. The

reverse is true as well.

Most insurance companies do not consider this a

cosmetic procedure. However, they do set guidelines

for this procedure to be covered. They will usually

allow payment if more than 500 g or 1 lb is removed

from each side. Preauthorization for medical necessity
is required. This includes taking pictures, including

height, weight, bra size, and recording symptoms

prior to the surgery. The insurance companies make

the decision for reimbursement, not the doctor, as to

whether this meets the criteria.

Breast reduction surgery can be an extremely

rewarding operation. However, a thorough consulta-

tion, examination, and understanding of the details

of surgery should take place prior to making this

commitment.
Related Topics

>Breast augmentation, >Breast reconstruction,

> Self‐esteem
Suggested Readings

Bostwick J III (2000) Reduction mammoplasty. In: Bostwick J III

(ed) Plastic and reconstructive breast surgery, 2nd ed. Quality

Medical Publishing, St Louis, MO, p 371
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Calcium Disorders
Michael Levine
An average adult human body contains approximately

1,100 g of calcium, 99% of which is located in the

skeleton. The rest of the calcium is attached to proteins

in the blood, free or ionized (charged). Calcium is also

linked to bicarbonate, phosphate, citrate, and lactate.

Only the ionized calcium is physiologically active. In

addition to its role in forming bone structure, calcium

has many other vital roles in cell communication, enzy-

me activation, muscle contraction, platelet aggregation,

and membrane stability.

The average level of calcium in the blood is 8.5–10

mg/dL. Several hormones are essential for regulating

calcium metabolism. Because only the free (ionized)

form of calcium is physiologically active, it is that when

measuring calcium levels, the ionized calcium concen-

tration is measured directly or the calcium level is

adjusted to the protein (albumin) level in the blood.

There are several disorders that can cause the level of

calcium to be either too high (hypercalcemia) or too

low (hypocalcemia).

Hypocalcemia can result from either increased loss

of calcium or decreased intake. Excess calcium may be

removed from the circulation with increased bone

deposition, increased loss in the urine, or increased

binding in the serum. The clinical features of hypocalce-

mia depend on the degree and rate of the development

of hypocalcemia. Patients with chronic hypocalcemia

can tolerate hypocalcemia better than those patients

who develop hypocalcemia over a shorter time course.

Hypocalcemia can be associated with nerve problems,

numbness, weakness, muscle cramps, and ultimately

tetany (muscle locking). A variety of central nervous

system (CNS) abnormalities associated with hypocalce-

mia include altered/depressed mental status, irritability,

or seizures. Severe hypocalcemia can also harm the heart.

When the blood phosphate levels are high, calcium

may be bound to phosphate and removed from the

circulation thereby causing hypocalcemia. This condi-

tion is associated with renal failure, extensive muscle

damage (rhabdomyolysis), pancreatitis, and phosphate

supplementation. Hypocalcemia can also occur when

the free calcium binds to substances in the blood

stream such as citrate, lactate, foscarnet, and EDTA.

Because stored blood products contain citrate, patients
# Springer-Verlag Berlin Heidelberg 2008
receiving massive blood transfusions or plasma

exchange, can develop hypocalcemia.

Vitamin D deficiency is another common cause of

hypocalcemia. This may be caused by poor intake

or malabsorption. Both renal and liver diseases

cause decreased vitamin D production, and therefore,

hypocalcemia.

Decreased parathyroid hormone production (PTH)

or hypoparathyroidism, may also cause hypocalcemia.

One of the most common causes of decreased PTH

secretion involves recent parathyroid glands removal.

Also patients having a near total or total thyroidectomy

for thyroid cancer develop hypoparathyroidism, which

can be temporary or permanent. Magnesium disorders,

sepsis, burns, and certain drugs may lower PTH produc-

tion. Various chemotherapeutic agents and some of

the bisphosphonates are associated with causing hypo-

calcemia. Lastly, significant fluoride poisoning, as can

occur with hydrofluoric acid, can cause a profound

hypocalcemia.

Hypercalcemia is a relatively common clinical pro-

blem, and results when the entry of calcium into the

circulation exceeds the rate of deposited calcium into

bone or excreted in urine. Most causes of hypercalce-

mia are either increased bone resorption or increased

intestinal absorption. Most cases of hypercalcemia are

relatively mild and usually asymptomatic, and require

no emergent treatment. However, the mildly hyper-

calcemic, asymptomatic patient may have a significant

underlying medical disorder. Hypercalcemic crisis

occurs in a small percent and is associated with

serum calcium concentrations above 14 mg/dL.

Symptoms of hypercalcemia are widespread, and

affect the neurologic, cardiovascular, renal, and gastro-

intestinal systems. Common neurologic complaints in-

clude fatigue, weakness, confusion, ataxia, and possibly

coma. Cardiovascular manifestations are hypertension,

slow heart rate, and arrhythmias. Dehydration, fre-

quent urination, and increased thirst are common,

as are nausea, vomiting, loss of appetite, peptic ulcer

disease, constipation, pancreatitis, and kidney stones.

Hypercalcemia may result from some form of a ma-

lignancy. Hyperparathyroidism can result from para-

thyroid tumors. Other tumors or cancers can make a

PTH‐related protein, which is similar in structure to

PTH, and thus can cause hypercalcemia like PTH. In

addition, bony metastasis can cause destruction of

the bone, with subsequent release of calcium into the

circulation.



182 C California Natural Death Act
Other causes of hypercalcemia include various

disorders, such as tuberculosis, sarcoidosis, and histo-

plasmosis. These conditions are associated with both

high serum and urinary levels of calcium. The so‐called
milk‐alkali syndrome can cause hypercalcemia when a

person consumes excessive amounts of calcium and

absorbable antacids. Lithium alters the release of PTH,

and therefore, patients on chronic lithium therapy can

develop hypercalcemia.
Related Topics

>Bone strength, >Osteoporosis, >Osteopenia
Suggested Readings

Ganong WF (1999) Hormonal control of calcium metabolism and

the physiology of bone. In: Review of medical physiology,
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Gibbs MA, Wolfson AB, Tayal VS (2002) Electrolyte disturbances. In:

Marx JA, Hockberger RS, Walls RM (eds) Rosen’s emergency

medicine, 5th ed. Mosby, St. Louis, MO, pp 1724–1744
California Natural
Death Act
Sandra Cook

The California Natural Death Act was enacted to create

a standard ‘‘living will.’’ A ‘‘living will’’ is a set of written

instructions regarding the determination of end‐of‐life
health care decisions. California also had legislation

regarding The Durable Power of Attorney for Health

Care, which is a written document that allows an indi-

vidual to appoint another person to make health care

decisions in the event that the individual has lost the

decisionmaking capability. As of July 1, 2000, both Acts

are no longer in effect and have been replaced with

California’s new Health Care Decisions Law.

Living Wills and Powers of Attorney for Health

Care executed prior to July 1, 2000 remain valid. Living

Wills will not normally have an expiration date, but a

Power of Attorney for Health Care may terminate on

specified date. California assumes that a Power of

Attorney for Health Care is binding indefinitely unless

expressly valid for a specific duration.
The new California Health Care Decisions Law

simplifies both the Living Will as provided in the

California Natural Death Act and the Durable Power

of Attorney for Health Care by incorporating both into

a single form. The form contains four parts. Part 1 of

the form is a power of attorney for health care that

allows an individual to appoint another individual to

make health care decisions on their behalf should they

become incapable of making their own decisions.

Under Part 1, there are several options that permit

an individual to limit the authority of the person

appointed. Part 2 of the form allows an individual to

give specific instructions about any aspect of their

health care, whether or not they appoint another indi-

vidual to act on their behalf. Additional space is pro-

vided in Part 2 to allow an individual to supplement

their choices or to write out any additional wish per-

taining to their health care or end‐of‐life decisions.

Part 3 of the form allows an individual to express an

intention to donate their body organs and tissues fol-

lowing death. Part 4 of the form provides for the

designation of a physician to have primary responsi-

bility of an individual’s health care. The form must be

signed and dated at the end, witnessed by two qualified

persons or acknowledged before a notary public. The

Health Care Decisions Law does not require that an

individual use the specific form. An individual is free

to use a different form, but caution should be taken to

ensure that other forms comply with the requirements

of the Health Care Decisions Law.

A capable individual may revoke the form at any

time and a later advance directive revokes a prior

directive only to the extent of any conflicts between

the two directives. It further provides that the advance

directive appointing a spouse as agent is revoked upon

the dissolution or annulment of the marriage. The

California Health Care Decisions Law only pertains

to matters of health care and does not address such

issues as property disposition or the authority of an

agent to act in other matters should an individual

become incapable of decision making. For more infor-

mation on the Health Care Decisions Law or to obtain

the form, contact the California Medical Association

at 1‐800‐882‐1262 or online at > http://www.cmanet.

org/publicdoc.cmf.

Although California was the first state to enact

legislation allowing a competent individual to self‐
direct health care at some future time, many states

have followed enacting similar legislation. TheAmerican

Bar Association Committee on Aging provides infor-

http: //www.cmanet.org/publicdoc.cmf
http: //www.cmanet.org/publicdoc.cmf
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mation on advance directives at > http://www.abanet.

org/aging/toolkit/home.html. Information may also

be obtained by contacting the state’s medical or bar

associations.

Related Topics

>Durable power of attorney, > Legal services, > Liv-

ing trust, > Living will
Cancer
James Carlson

Aging itself is a risk factor for the development of

cancer. Studies on cancer reveal that nearly 60% of all

tumors occur in persons aged 65 and older. Environ-

mental factors, genetics, and the aging process itself

can contribute to the development of a variety of

cancers. This chapter focuses on the most common

forms of cancer that develop as we age and current

recommendations for preventative screening. The de-

finitive treatment for each type of cancer discussed is

beyond the scope of this text.
Summary of screening recommendations for the

early detection of breast cancer

� Yearly mammograms starting at age 40.

� Clinical breast exam by health care provider as

part of periodic health exams in every 3 years for

women in their twenties and thirties, and then

annually for women at 40 and older.

� Monthly self‐breast examination as an option start-

ing in the twenties. Report any changes promptly

to health‐care provider.

� Women of higher risk (personal or family history)

should talk with provider about more frequent

exams, earlier mammography, or other imaging

studies (MRI/ultrasound).
Skin Cancer

Skin cancer is the most common form of all cancers,

accounting for >50% of all cancers diagnosed annually.

Skin cancers are divided into two broad categories:

melanoma and nonmelanoma cancers. Melanoma is a

potentially life‐threatening skin cancer arising from

pigmented cells or moles within the skin. Melanomas,

most commonly diagnosed in patients during their late

twenties, make up about 4% of all skin cancers and

result in the most skin cancer‐related deaths due to

their tendency to metastasize. Nonmelanoma skin can-

cers (basal cell carcinoma and squamous cell carci-

noma) increase in incidence with age, but are far less

aggressive with a 90% cure rate when treated early.

Risk factors for the development of nonmelanoma

skin cancers include: lighter skin color that burns easily

(Types 1 and 2), history of significant sunburn and

recurrent sun exposure (especially during childhood),

personal history of skin cancer, and family history of

skin cancer.
While there are no formal guidelines for the screen-

ing and counseling of patients regarding nonmelanoma

skin cancer, it is clear that the chances can be reduced by

minimizing exposure to the sun and early diagnosis.

Periodic examination and patient education is helpful

in early detection and treatment of skin cancer.

Nonmelanoma skin cancer is generally considered

to be carcinoma in situ (noninvasive cancer). The

remainder of the cancer data and screening recommen-

dations discussed in this chapter is drawn from the

American Cancer Society’s Cancer Facts and Figures

2005, an annual report regarding cancer statistics

in the United States. The statistics reported do not

include carcinoma in situ such as nonmelanoma skin

cancer, but rather invasive forms of cancer where for-

mal screening guidelines are recommended.
Breast Cancer

Breast cancer is the most common form of cancer

diagnosed in women other than skin cancer. It can

also be found in men, but this accounts for only 1%

of the total number of breast cancers diagnosed in the

United States. The National Cancer Institute estimates

that in 2005 there will be 211,240 new cases of breast

cancer in women and 40,410 deaths attributed to

breast cancer, making it second to lung cancer in

terms of mortality in women. Generally, most breast

cancers are diagnosed over the age of 50 and the

incidence continues to increase with age.

There are a number of factors that may increase a

woman’s risk of developing breast cancer that include:

positive family history, personal past history of breast

http://www.abanet.org/aging/toolkit/home.html
http://www.abanet.org/aging/toolkit/home.html
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cancer, early age of first menses, late menopause,

advanced age, obesity and sedentary lifestyle, and hor-

mone therapy. Screening that involves a combination

of regular self‐breast examination, clinical breast

examination by a provider and mammography, has

been shown to improve early detection.

Treatment of breast cancer depends on tumor size

and type, and may consist of any combination of

surgery, radiation, or chemotherapy. Typically, cancer

that is found early and localized only to the breast and

not spread to surrounding tissue statistically carries a

5‐year survival rate of 98%. Despite this, recent find-

ings have shown that only 61% of women over the age

of 40 report having had a mammogram in the last year

and even fewer (54%) reported having both a clinical

breast exam and mammogram in the last year per the

recommended screening guidelines.
Colorectal Cancer

Cancer of the colon and rectum, also called colorectal

cancer, is the third most common cancer in both men

and women (excluding skin cancer) and the third

leading cause of cancer‐related deaths. In 2005, it is

projected that 145,290 new cases of colorectal cancer

will be diagnosed with slightly more than half in

women. Both incidence and mortality rates associated

with colorectal cancer have been steadily declining over

the last decade. Research suggests that this trend is

largely due to increased diligence in screening resulting

in greater removal of precancerous polyps and earlier

detection of cancer if it has developed.

More than 90% of colorectal cancer is detected in

individuals above the age of 50, making age a primary
Summary of screening recommendations for the

early detection of colorectal cancer

At age 50, BOTH men and women should begin

screening with at least one of the following:

� Fecal occult blood testing (FOBT) or fecal immu-

nochemical test (FIT) annually to look for the

presence of blood in the stool.

� Flexible sigmoidoscopy in every 5 years.

� Combination testing of annual FOBT or FIT along

with flexible sigmoidoscopy in every 5 years. (This

method is preferred to any single testing alone.)

� Double contrast barium enema in every 5 years.

� Colonoscopy in every 10 years.
risk factor. Personal history of inflammatory bowel

disease (Crohn’s disease or ulcerative colitis) and

family history of colorectal cancer also increases a

patient’s risk. Use of tobacco and alcohol, a diet high

in saturated fat, and low consumption of fruits and

vegetables, and physical inactivity have all been shown

to increase risk as well. Patients with higher risk should

talk with their provider regarding a more aggressive

screening schedule and all patients should receive

counseling to inform them of modifiable risk factors.

Most colorectal cancers that are early and more

easily treated do not produce symptoms underscoring

the need for regular screening and prevention. When

reported, signs and symptoms may include changes in

frequency of bowel movements, blood in or darkening

of the stool, changes in size or consistency (diarrhea/

constipation) of the stool, and abdominal pain or

discomfort. In addition, general fatigue and weight

loss may be reported.

Precancerous polyps, once identified, may require

no further treatment but more frequent screening. If a

diagnosis of cancer is confirmed, surgery to remove the

cancerous tissue is the most common form of treat-

ment. Study of the removed tissue and further imaging

studies will identify if the cancer has spread beyond the

colon to surrounding or distant tissue. If the cancer is

caught early and has not spread, surgery is usually

curative resulting in a 5‐year survival rate of 90%. If

the cancer has spread locally to surrounding tissue or

to distal sites, there is a significantly poorer prognosis.
Lung Cancer

Lung cancer is the leading cause of cancer deaths in

both men and women and is projected to account 29%

of all cancer deaths in 2005. Not including skin cancer,

in 2005 it is projected to be the second most common

diagnosed cancer in both men and women. Despite the

prevalence, lung cancer has shown a decline in inci-

dence and mortality over the last 30 years largely due to

decreased smoking rates. Signs of symptoms of lung

cancer may include cough, bloody sputum, chest

pain, and recurrent lung infections. Cigarette smoking

(personal or secondhand) and occupational/environ-

mental exposures (carcinogenic airborne particles, che-

micals, and radiation) are leading risk factors in the

development of lung cancer.

At present, there are no formal recommendations

for screening lung cancer. Screening tests such as chest



Cancer C 185
x‐ray and sputum cytology have not been shown to be

effective at reducing mortality. There are current stud-

ies underway exploring improved detection techniques,

but current recommendations focus on patient educa-

tion to decrease lifestyle risk factors.
Summary of screening recommendations for the

early detection of uterine cancer

Cervix: screening utilizes a Pap test/laboratory studies

as part of gynecologic examination.

� Begin approximately 3 years after first intercourse

or not later than 21 years old.

� Repeat annually or biannually (depending on test-

ing method).

� After age 30, women with three normal tests in a

row may be screened in every 2–3 years.

� Women above 70 who have had three or more

normal tests in the last 10 years may stop testing.

� Endometrium: generally focuses on patient educa-

tion.

� At time of menopause, educate to report unex-

pected spotting or bleeding to their provider.
Prostate Cancer

Prostate cancer is a malignant tumor that arises in

the prostate of male patients. Females do not have

prostates and therefore cannot develop prostate cancer.

In 2005, an estimated 232,090 men will be newly diag-

nosed with prostate cancer in the United States. It is

the second leading cause of cancer‐related mortality in

men, with twice as many deaths reported in African

American men as compared with Caucasian men.

Most cases of prostate cancer are found in men

above 65 years, but it can be found in younger men

also. African American men have a higher incidence of

prostate cancer, and the lowest incidence is found in

men of Asian or Indian descent. Risk is also higher if

there is a family history of prostate cancer in a first‐
degree relative such as father or brother. Diet has also

been implicated, as it is suspected that a diet high in

animal fat increases risk while a diet high in fruits and

vegetables decreases risk.

Most prostate cancer is asymptomatic and does not

produce any specific complaint in a patient during its

early stages. As the cancer progresses it may lead to the

patient reporting an increased need to urinate more

frequently, especially at night, and difficulty in starting

and stopping urination. Other findings may include

painful urination, blood in urine or semen, and diffi-

culty in having erection. While cancer may cause these

symptoms, they are most often caused by benign non-

cancerous growth of the prostate known as benign

prostatic hypertrophy. Even so, screening for prostate

cancer should be routinely done in men above 50 years

and patients presenting with potential symptoms and

signs of prostate cancer should be given a thorough

screening.
Summary of screening recommendations for the

early detection of prostate cancer

Starting at age of 50, all men who have a life expec-

tancy of at least 10 years should have the following:

� Annual digital rectal examination by provider as

part of health screening.

� Annual prostate‐specific antigen (PSA) blood work.
Screening should begin at the age of 45 or earlier

for men who are considered to be of higher risk. If

prostate cancer is confirmed through testing, the deci-

sion to treat and how to treat will depend upon age of

the patient and involvement of the disease. In older

men, especially if life expectancy is less than 10 years, a

decision not to treat may be recommended.
Uterine Cancer

Uterine cancer is seen in two major forms: (1) en-

dometrial (body of the uterus) and (2) cervical.

Endometrial cancer is more common, but both forms

deserve mention in this chapter as their detection can

be improved through current screening guidelines.

The type of screening for each cancer varies, and

recommendations vary with age.
Other Cancers

While there are protocols and testing available to diag-

nose many cancers, the recommendations outlined in

this chapter represent formal guidelines for screening

during routine health examinations. Since the aging

process itself is often a risk factor for the development

of cancer, it is also recommended that all periodic

health exams include counseling patients about cancer

risks, symptoms, and signs in each age group and

gender to screen for other types of cancer. Age and

current state of health must also be taken into account

when deciding if and how to treat each patient.
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Cancer Screening
Elizabeth Fine . Susan R. Kirsh

Almost 46% of men and 38% of women will be diag-

nosed with cancer over their lifetime. Despite overall

decreasing incidence rates (the number of new cases

diagnosed per year) and mortality rates (the number of

deaths per year) in the last 15 years, cancer remains a

leading health burden. This accounts for nearly 23% of

all deaths in the United States, second only to heart

disease.

Screening tests are designed to detect cancerous cells

before they become clinically apparent. To apply a

screening test to a whole population, certain disease

and test characteristics must exist. Screening is only

conducted for common types of cancers with a pre-

clinical stage. Tests must be sensitive (a high percentage
of those with the disease will test positive), relatively safe,

inexpensive, and effective (i.e., mortality is decreased

by the use of the test). While some tests may detect

cancer early this does not necessarily mean that fewer

people die as a result. The American Cancer Society

recommends screening guidelines for breast, color-

ectal, prostate, and cervical cancers for the general

population. This section reviews these guidelines and

addresses common concerns and special considera-

tions involved in screening for each of these cancers.

Websites to learn more about cancer screening or indi-

vidual risk for specific cancers are listed at the end of

this entry. A discussion with one’s physician is recom-

mended to guide testing options.
Breast Cancer

Breast cancer is one of the few cancers shown to have

increasing incidence over the past decade. It is also the

most common cancer in women. There is about a 13%

risk for women to be diagnosed with breast cancer over

their lifetime (about one out of every eight women)

and a 3% risk of dying from breast cancer. The current

screening guidelines recommend:

� Clinical breast examination (CBE) every 3 years

for women aged between 20 and 40 and yearly

thereafter

� Yearly mammography for women above 40

Past guidelines included self‐breast exam (SBE);

however, studies show that SBE does not decrease mor-

tality from breast cancer and increases the rate of false

positives (or detecting cancer when it is not there). In

womenwith breast cancer, SBE detects around one‐half
of the cases. Screening mammography remains the

mainstay of breast cancer screening, finding cancer in

about 75% of women (i.e., 25% of women with breast

cancer have normal mammograms). Mammography

becomes more effective in less dense (less fibrous tissue

and more fatty tissue) breasts. Older women and

women in the earlier part of their menstrual cycle

(day 1 to 14) have less breast density allowing for a

more effective test. Mammography has been shown to

decrease mortality by 20–35% in women aged 50–69,

speaking to its importance as a screening tool for

women as they age. Importantly, many abnormalities

found on mammogram are not cancerous (more than

95%). About half of women tested regularly with

http://www.cdc.gov/od/oc/media/pressrel/fs050117.htm
http://www.cdc.gov/chooseyourcover/skin.htm
http://www.cdc.gov/chooseyourcover/skin.htm
http://nihseniorhealth.gov/prostatecancer/prostatecancerdefined/03.html#skip2
http://nihseniorhealth.gov/prostatecancer/prostatecancerdefined/03.html#skip2
http://nihseniorhealth.gov/prostatecancer/prostatecancerdefined/03.html#skip2
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mammography over a 10‐year period will have at least

one false positive result. Lesions found on mammogra-

phy are biopsied and evaluated for cancerous tissue.

Women who are at high risk for breast cancer—

those who have had breast cancer, have first‐degree
relatives with breast cancer, or have BRCA1 or BRCA2

mutations (genes known to cause breast cancer)—may

benefit from magnetic resonance imaging (MRI). The

MRI test has greater sensitivity compared to mammo-

graphy and may be more useful in high‐risk young

women (where mammography falls short secondary

to the breast characteristics mentioned above). MRI

has only been tested in high‐risk women and as of yet

is not appropriate for the general population.
Prostate

Prostate is the most common cancer in men. A high

percentage of men will show evidence of growing can-

cerous prostate cells (42% risk over one’s lifetime),

though only 10% of men will develop harmful disease;

3% of men will die from prostate cancer. African

American men are at higher risk than white men,

with a 21% lifetime risk of diagnosis and nearly a 5%

chance of mortality. Overall, the incidence and mor-

tality of prostate cancer is decreasing over the last

decade. Typically older men are diagnosed (average

age is 71 years). Prostate cancer is slow growing; autop-

sies show that many men have prostate cancer at the

time of their death even though prostate cancer was

not the cause of death. This becomes an important

point when discussing screening for prostate cancer.

At present, the recommendations state that screening

for prostate cancer should only be performed for men

who are expected to live at least 10 more years. The

recommendations for men above the age of 50 are:

� Digital rectal examination (DRE) yearly

� Prostate‐specific antigen (PSA) test yearly

PSA is an enzyme found in prostate secretions. In

men with prostate cancer, the PSA test detects about

70% of the cases. In addition to prostate cancer, PSA

levels are elevated in men with prostatitis, enlarged

prostate (benign prostatic hypertrophy), and after

urinary catheterization. PSA levels also increase as

men age. In fact, 70% of elevated values are not due

to cancer. Certain medications may lower PSA levels—

hiding a true elevation.
Ultimately, the PSA test detects elevated levels in

many men who do not have prostate cancer. As a result,

many prostate biopsies are performed unnecessarily.

Men may undergo invasive or dangerous therapies

(prostate resection or radiation therapy) without clear

evidence that they have a harmful disease. It is estimated

that 25 prostate resections would need to occur to save

one life (over a 6‐year period). Studies have shown that

heavily screened geographic areas do not have different

mortality rates compared with less heavily screened

areas—lending to the speculation that the PSA test is

not as effective a screening tool as once thought. With

this in mind, prostate screening should be discussed

carefully with a medical provider. African American

men and men with first‐degree relatives with prostate

cancer diagnosed before age 65 are at increased risk and

should start annual testing at about 45 years old. Lastly,

several different measures of PSA characteristics (e.g.,

density and velocity) are being studied to help identify

elevations from prostate cancer.
Colorectal Cancer

Colorectal cancer (CRC) is the third most common

and deadly cancer in both men and women. Men and

women have a 5–6% lifetime risk of being diagnosed

with CRC and a 2–3% lifetime risk of dying from it.

Although some types of CRC are hereditary, there exist

environmental factors that are shown to be associated:

low intake of fiber, fruits/vegetables, and calcium and

high intake of fat, meat, and animal protein. Studies

have shown that the typical American diet increases the

risk of CRC compared with other diets.

Most screening tests are designed to detect polyps

(some of which have a high probability of becoming

cancerous and some of which are benign) or masses in

the colon (sigmoidoscopy, colonoscopy, and barium

enema). The fecal occult blood test (FOBT) and the

fecal immunochemical test (FIT) are designed to detect

blood in the stool; people with CRC sometimes show

rectal bleeding. The current guidelines recommend the

following after age 50 in average risk adults:

� Annual FOBTor FIT

� Flexible sigmoidoscopy (a small camera or ‘‘scope’’

is passed through a portion of the large bowel)

every 5 years

� Annual FOBT/FIT plus sigmoidoscopy every 5

years—this is the preferred screening method
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� Colonoscopy (a scope is passed through the

entirety of the large bowel) every 10 years if the

examination is normal

� Double contrast barium enema every 5 years

Colonoscopy carries the important benefits of

visualizing the entire colon and providing a means to

remove polyps during the screening evaluation. There

is increased risk of bowel perforation and bleeding

compared with other methods. Also the emerging

issue of overuse of colonoscopy, relative to other

screening methods, creates cost and access dilemmas.

About 25% of people with CRC have a family

history of CRC or adenomatous polyps. Individuals

with a personal history of adenomatous polyps or

resection of past CRC, personal history of ulcerative

colitis, history of CRC, or adenomas diagnosed in a

first‐degree relative before age 60, and individuals with

family history of certain hereditary syndromes are at

increased risk for CRC.1 In general, people with the

above risks need to undergo colonoscopy at a much

younger age and more frequently, though the recom-

mendations differ with disease entity.
Cervical Cancer

Lifetime risk of cervical cancer diagnosis and death

in women is less than 1%. Human papillomavirus

(HPV)—a very common, usually benign, self‐limiting

virus of the cervix (acquired during intercourse)—

increases risk for cervical cancer. Certain subtypes

of the virus cause the infection, which lead to higher

risk for cervical cancer. The Papanicolaou (Pap) smear

remains the best screening test for cervical cancer.

When abnormal, the addition of tests for HPV

increases sensitivity of screening. The current ACS

guidelines have changed over the past few years:

� Initial Pap smear at age 18 regardless of sexual

activity

� Yearly Pap smears for all women below the age of 30

(this can be extended to 2 years if a woman has two

consecutive normal Pap smears and is in a mono-

gamous relationship)
1 Familial adenomatous polyposis, hereditary nonpolyposis

colorectal cancer (NPPCC) accounts to 6–15% of all colorectal

cancers, Gardner’s syndrome, and familial polyposis coli are all

associated with CRC.
� After 30 Pap smears every 2–3 years, if the woman

has had three consecutive, previously negative

smears and does not have a history of cervical

cancer or immunocompromised state (e.g., HIV)

� After age 70 screening may stop after three conse-

cutive negative smears within the last 10 years

� After a woman has a hysterectomy screening may

stop if she has never had cervical cancer

Often Pap smear results return labeled ‘‘unsatisfac-

tory’’ because of bleeding or inflammation. Repeat

testing is recommended in the next 2–4 months.

Sometimes the smear did not include any endocervical

cells. In this case, repeat testing can be postponed

for 12 months, unless the woman is at high risk. The

most common abnormal finding on a Pap smear is

atypical squamous cells of undetermined significance

(ASCUS). This result may lead to a repeat Pap smear,

an additional HPV test or a cervical biopsy depending

on the woman and her provider. The risk for finding

cervical cancer from a result of ASCUS is estimated to

be between 5% and 15%. Other abnormal findings

usually lead to biopsy (colposcopy).

Women with a history of cervical cancer, DES

exposure in utero, HIV infection or immunocompro-

mised should be tested annually. Women diagnosed

with HIV should be tested twice in the year after

diagnosis.

The above concludes the official list of screening

guidelines. Lung cancer (which carries the highest

mortality rate of all cancers), remains as an important

consideration. No screening tools have proven effective

in asymptomatic persons for lung cancer. People at

high risk from smoking or environmental exposure

should discuss with their physicians about appropriate

testing. Although there are no guidelines for endome-

trial cancer, vaginal bleeding after menopause is very

suggestive of endometrial cancer and postmenopausal

women should report any bleeding or spotting to their

physicians. Lastly, melanoma of the skin accounts for

two thirds of the increasing cancer incidence over the

past decade. Periodic skin examinations and sunscreen

use are essential.
Related Topics

>Breast cancer, >Cancer, >Colonoscopy, >Color-

ectal cancer, >Melanoma, >Physical examination,

>Prostate cancer, > Sigmoidoscopy
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Capacity
Janet L. Lowder . Sandra J. Buzney . Lisa Montoni

In the health care and legal settings, the term ‘‘capa-

city’’ is often used with respect to mental competence

and the ability to make informed decisions regarding

one’s health care, personal matters, financial affairs, or

legal matters. The legal standard used by most courts

to determine incapacity is whether a person lacks suf-

ficient understanding or capacity to make or commu-

nicate responsible decisions concerning him or her.

Clear and convincing evidence is required to support

a finding of incapacity, which is legally referred to as

‘‘incompetence,’’ because such a finding strips the indi-

vidual, the proposed ‘‘ward,’’ of his or her ability to

make any binding legal decisions in the area in which

he or she is declared incompetent, such as matters

related to the ward’s finances or person. Guardianship

proceedings are a matter of state law, and understand-

ing the terminology used in one’s state is very impor-

tant. For example, some states have both guardianship
and conservatorship proceedings, which are distinct

and applicable in different situations.

Medical and legal professionals should regularly

evaluate an individual’s capacity to ensure that he or

she is receiving the appropriate level of care and ser-

vices. The individual should be able to understand the

circumstances and information provided to them, as

well as recognize how the information applies to their

situation. If the individual can paraphrase back to the

service provider what has been told to them, they are

more likely to be considered competent. The indivi-

dual should be able to explain how a particular deci-

sion may harm or benefit them, and they should also

be able to evaluate and express the advantages and

disadvantages of different options.

One’s capacity may be diminished by an accident‐
induced brain injury, chronic drug and/or alcohol

dependence, or a physical or mental illness that

severely impairs awareness of the environment, intel-

lectual functioning, and/or reasoning abilities. An

individual’s capacity may come into question if he

or she is diagnosed with a severe mental illness that is

not controlled by medication—either due to lack of

response to a medication regimen, lack of treatment,

or lack of adherence to a treatment plan. Electrolyte

imbalances and even reactions to prescribed medica-

tions can lead to mental impairment and incapacity,

but fortunately in many, if not in most of these cases,

the symptoms are reversible if the cause is identified

and treated.

A stroke that affects the areas of the brain that

control the ability to receive and process information,

or other conditions and diseases that interrupt or

impair blood flow to the brain, may also lead to

diminished capacity or incapacity. Scientists are con-

tinuing to gain new insight into diseases of the brain

and the causes of dementia, e.g., Alzheimer’s disease,

which reduce an individual’s ability to retain and

process information accurately.

No individual should be judged to be incapacitated

merely due to a disability, advanced age, or being diag-

nosed with a progressive condition such as Alzheimer’s

disease. One’s capacity or incapacity is a functional

determination made in a particular context. Some

areas of decision making require a higher level of com-

prehension and reasoning than others. For example,

in many states the ‘‘test’’ of competence or capacity

to make a will—the required level of demonstrated

knowledge and understanding—is lower than that to

enter into a binding contract. Several instruments to

http://www.cancer.org
http://www.yourdiseaserisk.harvard.edu
http://www.yourdiseaserisk.harvard.edu
http://nihseniorhealth.gov
http://www.oncolink.org


190 C Capitation
measure capacity are presently available to clinicians,

but there is no one tool that is universally embraced as a

definitive measure of capacity, nor is it reasonable to

expect that one reliable, practical, and feasible measure

can become the definitive tool to address many vari-

ables involved in the determination of capacity, which

include variations in state law.

Adults whose cognitive or reasoning abilities are

diminished may have the understanding, insight, and

willingness to take legal measures such as executing

durable general powers of attorney (for finances) and

health care powers of attorney to appoint persons of

their choice to handle their affairs if they become

unable to do so. While assessing whether or not an

individual has the ability and willingness to put some

safeguards in place in the event that he or she does

become incapacitated in the future, it is also important

to pursue evaluation and treatment to determine if the

individual’s deficits are reversible or if further deter-

ioration can be delayed or minimized.

Advanced age can be associated with a greater like-

lihood of incapacity, although, as stated earlier, a deter-

mination of incapacity should not be based on age

alone. In 2001, women were approximately 58% of

the population at the age of 60 and above and 70%

of the population at the age of 85 and above. Since

women have greater longevity than men, they are more

likely to face a period of infirmity or incapacity. A

report of the US Department of Health and Human

Services found that older women are three times more

likely to be living alone than men, spend more years

and a larger percentage of their lifetime disabled, and

are nearly twice as likely to live in a nursing home.

These statistics show how important it is for women to

plan for their future by formally designating surrogate

decision‐makers for both financial matters and health

care while they have the capacity to do so.

When making the decisions of who to name or

appoint in durable general powers of attorney, health

care powers of attorney, and/or living wills, successors

or alternates should also be named so that if the first

individual named cannot serve, there is another person

identified to act in his or her place. When making these

very important choices, the ‘‘principal,’’ or person put-

ting these documents into place, should make his or

her decisions based on who is best for the job and

whose value system is consistent with his or her own

rather than automatically choosing a spouse, oldest

child, or closest relative. Although it is difficult to

contemplate being incapacitated and unable to control
one’s personal and financial affairs, advanced planning

enables the individual to exert more control over his or

her future by appointing trusted individuals to act on

his or her behalf when the individual can no longer

handle these matters.
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Capitation
Scott K. Ober

One of the driving forces to control health care costs in

the last decade while increasing patient access to health

care clinicians has been the creation of a financial

system called capitation. This is the cornerstone of

most managed care plans particularly health mainte-

nance organizations (HMOs) or preferred provider

organizations (PPOs).

http://www.medscape.com/viewprogram/1924_pnt
http://www.medscape.com/viewprogram/1924_pnt
http://www.aoa.gov/prof/statistics/profile/2004/2004profile.pdf
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Capitation is the prepayment for health care ser-

vices, such as office visits, on a monthly basis per

patient. This means that for primary care the clinician

receives the same amount of money each month irre-

spective of how many patients they examine or what

therapy they provide. This sharply contrasts with the

traditional fee‐for‐service (FFS) plan in which a physi-

cian sets a fee for a particular service such as an annual

history and physical, and the patient or their insurance

company is responsible for reimbursement.

The way capitation works is that an insurance

company will contract with physicians to provide care

for a group of patients. Patients continue to pay a

monthly health care premium and are usually unaware

of the arrangement that the insurance company or

HMOhas brokered. The idea is to encourage preventive

care and keep patients healthy since the physicians will

receive the same amount whether they see a patient

once in a year for a healthy checkup and flu shot, or

whether the patient visits every month with a series of

episodic illnesses. This differs from FFS plans in that

a physician may not receive any reimbursement for

healthy care but only collects payment if the patient

has an illness.

Unfortunately, the benefits of capitation have not

been realized and this form of reimbursement is in

retreat in the United States. Capitation often requires

that physician groups use sophisticated information

technology systems to track their patients and their

health and they are penalized monetarily if a few

patients develop a chronic or unforeseen illness. This

has resulted in physician group failures and financial

distress. In addition, during the early models of capita-

tion, physicians were encouraged by HMOs to provide

less care when given a choice between two alternative

therapies, and received financial penalties for exceed-

ing their budget. A notable case occurred when a

women with breast cancer was not told that a bone

marrow transplantation, a very costly but potentially

life‐saving procedure, was available to her. She success-

fully sued her insurance company for several million

dollars.

Today capitation has been shown to work well in

many instances and there are many precedents of

health plans and physicians forging mutually satisfac-

tory relationships to provide excellent and safe patient

care. Currently, most health care plans incorporate

some features of this financial system, but now have

ensured safeguards for the few patients who require

extraordinary but costly interventions.
Related Topics

>Health insurance, >Managed care
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Cardiovascular Disease
Gregory T. Stefano

Cardiovascular disease (CVD) includes dysfunctional

conditions of the heart, arteries, and veins that supply

oxygen to other vital organs. Coronary artery disease

(CAD) is characterized by the hardening and narrow-

ing of the arteries that supply blood to the musculature

of the heart. This process, termed atherosclerosis,

occurs gradually over time and is asymptomatic until

the narrowing impedes enough blood flow of oxygen

to the heart muscle (myocardium). Once this occurs

chest pain (angina) or even heart attack (myocardial

infarction) may manifest. The heart then weakens and

may result in heart failure, abnormal heart rhythms, or

even sudden death.

An estimated 13 million Americans carry the diag-

nosis of CAD; it is the leading cause of death of both

men and women in the United States. The prevalence

of the disease increases with aging from being present

in 3% of males aged 45–55, 11.5% in those who are 55–

75 years, and nearly 17% in those above 75 years. For

women, the estimated prevalence in those age ranges

is 1.5%, 4–6%, and 10%, respectively. These rates

show that women tend to develop CAD approximately

10 years after men, an effect thought to be secondary

to the protective effects of female sex hormones. It is

estimated that 1.5 million Americans will experience

an acute coronary event this year, one third of whom

will die. Those who survive the event have a chance of

death and illness that is higher than that of the general

population.

Within 6 years of a recognized heart attack, 18% of

men and 35% of women have another myocardial
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infarction, roughly 22% of men and 46% of women are

disabled with heart failure, 7% of men and 6% of

women will die of sudden cardiac arrest, and 8% of

men and 11% of women will have a stroke. The esti-

mated direct (medical care) and indirect costs (lost

earnings) attributable to CVD in 2005 are $142 billion.

How atherosclerosis occurs is uncertain, but the

most widely accepted theory is that it is a response to

vascular (blood vessel) injury. This damage to the

innermost layer lining the artery (endothelium) is

thought to be caused by LDL cholesterol, hyperten-

sion, hyperglycemia, toxins of cigarette smoke, hyper-

homocysteinemia (elevations in levels of a type 0%

ammino acid), and possibly infectious agents. The

injury allows lipids and inflammatory cells to enter

the lining and migrate into the endothelium initiating

the process of atherosclerosis by creating a fibrous

plaque that impedes blood flow.

The most common symptom of CAD is chest pain

called angina pectoris. This is caused by inadequate

blood flow to the heart (ischemia) and is classically

described as a substernal chest discomfort that radiates

to the left arm or jaw and may be accompanied with

shortness of breath. Angina is classified by the patient’s

symptoms and relates to the stability of the underlying

atherosclerotic process.

Stable angina is described as predictable chest pain

that occurs during exertion, exposure to cold tempera-

tures, or stressful situations, and subsides within 15

minutes with rest or administration of nitroglycerin. In

contrast, patients may have new onset or abruptly

worsening chest pain, in either frequency or duration;

this is called unstable angina and is a medical emer-

gency. These symptoms may also occur at rest or sleep

and be associated with shortness of breath. This is

related to underlying plaque rupture and subsequent

clot formation resulting in an acute closure of the

artery. A myocardial infarction may soon ensue if not

promptly treated.

The initial diagnostic approach to CAD includes an

investigation of symptoms and a detailed individual

and family medical history for identification of risk

factors. Physical exam findings vary, but may reflect

atherosclerosis in other arteries and include a turbu-

lent sound over the carotid artery (bruit) or dimin-

ished peripheral pulses.

There is no specific blood test to diagnose CAD,

but some substances are associated and include

C‐reactive protein, fibrinogen, homocysteine, and

apolipoprotein (a).
Enzymes such as troponin and creatinine kinase

are released from heart muscle cells during injury

and are obtained any time a patient presents in the

emergency roomwith an unstable cardiac condition. A

resting electrocardiogram (ECG), a test that monitors

the electrical conductivity of the heart, also is per-

formed. Certain patterns found on an ECG represent

ischemia; however, the test also can be normal with

acute injury.

If significant CAD is suspected after this initial

assessment, further exploration occurs with stress test-

ing. The most basic modality involves walking on

a treadmill or riding a stationary bicycle to increase

cardiac oxygen demand. A continuous ECG is taken

during the exercise and monitored for signs of ische-

mia. If one is unable to exercise in this manner, there

are a variety of pharmacologic agents available to

stimulate the heart to mimic exercise. Stress echocar-

diography is another type of test in which an ultra-

sonic image of the heart is taken during activity.

If ischemia is present, the image will reflect strain in

the heart. Nuclear stress testing is performed with

injection of radioactive tracers into the blood stream

during exercise and compares an image of the heart

during rest and exercise, revealing any blood flow

disruptions.

Coronary angiography is the ‘‘gold standard’’ or

best diagnostic test for CAD. This test is performed

by insertion of a catheter through an artery in the thigh

and advancement of the catheter towards the heart

allows dye to be injected directly into the coronary

arteries. The coronaries are directly imaged under

x‐ray for flow disruptions. However, the procedure

does have small risks of bleeding, infection, and kidney

failure.

A new test in the diagnosis of CVD is electron‐
based computed tomography (EBCT). These scans

detect coronary calcium that builds up in CAD, but is

not an invasive procedure like cardiac catheterization.

The test is controversial though in that it might falsely

detect CAD when the patient has normal coronary

arteries.

The goals of the treatment of CVD are to slow

the progression of atherosclerosis, to relieve symptoms

if present, and to prevent future acute coronary events.

Preventing the progression of atherosclerosis begins

with identification of the risk factors and taking

action to control them. Essential lifestyle modifications

include smoking cessation, losing weight as needed,

eating a healthy diet, and exercising regularly.
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The initial treatment of patients with high choles-

terol and hypertension is dietary and includes reducing

intake of saturated fat, total calories, and salt. Exercise

has been shown to increase HDL or good cholesterol in

addition to lowering blood pressure and helping

patients with diabetes.

However, medical therapy is often needed in addi-

tion to lifestyle modifications. There are now a variety

of medications available to treat hypertension, dia-

betes, and other conditions associated with heart

disease.

In addition, remarkable progress has been made

with the drug therapy for heart disease. Medications

such as beta‐blockers, cholesterol‐lowering drugs called
statins, angiotensin‐converting enzyme inhibitors, and

angiotensin receptor blockers, have been shown to

reduce heart attacks and prolong the lives of patients

who have coronary heart disease.

When medications fail to improve symptoms

or symptoms worsen, special procedures may be

needed to ensure adequate blood flow to the myocar-

dium. Percutaneous transluminal coronary angioplasty

(PTCA) is a procedure similar to coronary angiogra-

phy and performed after an area of narrowing in an

artery that has been identified. The catheter used for

angioplasty has a special balloon on its tip and inflates

crushing the plaque into the artery wall and restoring

blood flow. A drawback of PTCA is the tendency of a

‘‘renarrowing’’ in the area where the procedure was

performed. Therefore, a wire‐mesh tube called a stent

is often placed in the artery to help the area remain

expanded. A new medication, called clopidogrel (Pla-

vix) has been shown to help patients by keeping the

stent open or patent for blood flow.

Sometimes, PTCA is not appropriate with patients

who have multiple clogged arteries or a large clogged

branch of a main artery. In this case a surgical proce-

dure called coronary artery bypass grafting (CABG)

may be performed.

CVD is a disease that will affect most people during

their lifetime; however, lifestyle modifications and the

advancement of new medications and technology have

allowed patients to live much longer and enjoy a good

quality of life.
Related Topics

>Coronary artery bypass grafting, >Coronary heart

disease
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Caregiving and Caregiver
Burden
Virginia E. Ayres

Caregiving is a term originally found in gerontological

literature that refers to the range of ways that people

look after, tend to, or aid each other in times of illness/

disability. Care recipients range from young to old and

may suffer from any number of physical or mental

disorders. In addition, they may be frail or disabled

in some way, or healthy and in need of care as is the

case with children. Nearly one out of four homes in

the United States has a caregiver attending an elderly

recipient. On the other end of the spectrum, grand-

parents care for 5.6% of all children under the age of

18 due to events such as death, disability, or divorce of

the parents.

Increased longevity means that people are becom-

ing frail at a later age, usually in their eighties and

nineties. Within the next decade, as baby boomers

age, more than 25% of the US population will be

www.acc.org/clinical/guidelines/exercise/dirIndex.htm
www.acc.org/clinical/guidelines/exercise/dirIndex.htm
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aged 65 or older. As the number of individuals aged 85

and older continues to grow, the demand for short‐
and long‐term care increases. The burden on society

to provide adequate resources becomes paramount.

Although a number of formal resources for care exist,

including rehabilitation hospitals, nursing homes, and

home nursing care, informal, in‐home caregiving is the

most common. While caregivers may emerge from any

part of the social milieu, 80% of the care of disabled or

frail elderly is provided by family caregivers, usually

women, in the United States. Spouses, adult children,

and other relations (siblings, aunts, etc.) are the most

frequently cited. These informal caregivers commonly

provide care out of love, commitment, and sense of

responsibility for the care recipient.

With the rising rate of divorce, increase in number

of dual income marriages, and smaller family sizes,

finding an available caregiver can become a compli-

cated task. When a caregiver is found among family, it

can lead to significant stress and strain as balancing

various social roles (spouse, employee, parent, care-

giver) requires tremendous adaptability and creativ-

ity. Many of today’s caregivers have college age or

teenage children. This places the pivotal strain of care-

giving not between small children and caregiving,

but between work responsibilities, college tuition, and

caregiving. A large number of caregivers (64%) work

either full‐ or part‐time. Managing the responsibility of

caregiving with employment requires a great deal of

juggling. Some employers are beginning to realize the

cost of lost productivity and have begun to make

adjustments such as offering more flexible hours, job

sharing, and leaves of absences (paid and unpaid).

Caregiving requires a number of associated tasks

that will be different for each individual. Needed care

may range from minimal to comprehensive. Not only

does the caregiver help manage the illness of the care

recipient, but may also assist in the day‐to‐day finan-

cial, social, and household issues that may arise. Exten-

sive care often involves the coordination of caregivers

from several areas of expertise. Some of these tasks may

be assigned to others if financial resources are available,

for example, a housekeeper may be hired to clean and

cook, and a driver to escort to doctor appointments.

The need for caregiving may emerge suddenly

(e.g., someone falls and breaks a hip or parent death/

incarceration). This can engender short‐ or long‐term
stress as family members scramble to accommodate

caring for the individual. In other instances, the amount
and extent of care may change over time as with a

progressive illness such as dementia. In these circum-

stances, making a decision to provide or obtain more

comprehensive care can be a difficult and confusing

process. When the amount of care needed exceeds the

resources available within the family or network of

informal caregivers, it is time to consider more formal

resources for the care recipient. This is not always an

option though, as financial resources may be limited.

A sense of purpose and increased self‐esteem can be

a gratifying outcome of giving care to others (caregiver

gain). Caregivers of elderly parents may feel good

about being able to look after or give back to parents

who took such good care of them. Still, some may feel

guilt that they are not doing enough to ease the pain or

to make the individual well again. Those caring for

grandchildren may benefit from a closer relationship

with the younger generation, even while struggling to

manage in the face of their own ill health.

For others, caregiving can be an isolating and

lonely experience for both the caregiver and the care

recipient. Frequently, the role of caregiver is unwanted,

unfamiliar, and therefore anxiety provoking. In some

families there may be resentment of the caregiving

role, often with its roots in the earlier history of the

relationship. For instance, a previously strained rela-

tionship between an adult and child caring for a parent

may become more resentful as the caregiver feels unap-

preciated and the care recipient is disappointed about

the care. When the care recipient dies, there may also

be conflicting emotions about the loss as well as feeling

somewhat relieved of the burdens of the caregiver role.

Each caregiver will bring his or her own way of coping

and grieving to the experience.

Caregiver burden is a term used to refer to the

composite stress (economic, psychological, and physi-

cal) perceived by those who provide care to others who

are ill/disabled or in need of care due to minor status.

Other terms used interchangeably include caregiver

strain, distress, and stress. The key word in the defini-

tion is perceived as when one might feel ‘‘burden’’ is

subjective. For instance, caring for an incontinent care

recipient may be seen as a small issue easily taken care

of for some, while others may report the behavior as

cause for institutionalization.

Research indicates that caregivers of those with

Alzheimer’s or progressive dementia face particular

hardships when compared with caregivers of nonde-

mentia recipients or their noncaregiving counterparts.
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Individuals with dementia are living longer and there-

fore require extended care and a prolonged use

of available resources, thus making it more likely that a

drain on resources will eventually occur. Along with

greater economic costs, the toll on dementia caregivers

may include significant emotional distress, poor physical

health, increased family conflict, increased use of psy-

chotropic medications, and employment complications.

When caregivers neglect their own physical and

emotional health, i.e., foregoing their own doctor/

haircut appointments, the toll can be high as depres-

sion is an all‐too‐common outcome. When compared

with those who report little problem in the caregiving

role, studies indicate that those who perceive increased

stress in providing care experience higher mortality

and morbidity. One study indicates that older adults

experiencing strain in caring for a disabled spouse were

63% more likely to die within 4 years than noncare-

givers. In addition, care recipients face a greater risk of

institutionalization and/or functional and cognitive

impairment when their caregiver experiences burden.

The drawback to this is the increased financial costs

both to the society and the family. As care recipients

become progressively ill or more difficult to manage

due to behavioral problems, perceived stress may

increase for the caregiver. Finding a way to intercede

before this point is reached may result in an improve-

ment in the quality of life for the family caregiver. If

institutionalization of the care recipient can be avoided

or delayed, it will have the added benefit of being more

cost‐effective for those involved.
Care recipients may struggle to cope with growing

dependence and a sense of humiliation at having to be

cared for. When elderly care recipients become too ill

to contribute to the family or society, a sense of power-

lessness and low self‐esteem may occur. For care reci-

pients, being able to share affection, advice, or small

tasks is an important contribution to the caregiver/care

recipient relationship. Giving back in these ways can be

empowering and provide a boost to self‐esteem in care

recipients.

Some care recipients and caregivers are at increased

risk of abuse. Caregivers may suffer violence from the

care recipient such as verbal or physical aggression

(i.e., demanding constant care, hitting with a cane, or

wheel chair). Care recipients may also exhibit difficulty

to manage behaviors such as refusing to take medica-

tions or engaging in embarrassing public displays, thus

increasing stress on caregivers. Increased strain on
caregivers can, in turn, lead to abuse and neglect.

This abuse can be subtle as in nonresponsiveness to

requests, or more overt, as in verbal or physical attacks.

Care receivers may be at risk as dependency increases

(having severe, mental, or physical disorders). It is

difficult to intervene in these situations as the care

recipient may fear that telling someone could lead to

the loss of their only perceived support person.

Efforts to more thoroughly address service utiliza-

tion problems are warranted as many caregivers are

unaware of available resources to assist in caregiving

functions. Important in‐home services can be provided

by paid caregivers and volunteers, such as respite ser-

vices or other supplemental services (daytime pro-

grams and short‐term residential programs). Further,

a considerable number of caregivers do not know how

to evaluate when additional services might be needed.

Engaging knowledgeable professionals in a discussion

of these issues can help alleviate the strain of making

these complex decisions. Another possible avenue to

consider is working with primary care providers to

obtain support for caregivers/recipients through edu-

cation regarding the nature of the disease, medications,

and to obtain referrals. Educating caregivers through

these avenues may not be financially feasible for many

primary care offices, however, and other self‐education
options should also be explored (i.e., health plan hot

lines, Internet searches, and national organizations).

While there is no one remedy to mitigate caregiver

burden, it is reduced to some extent when caregivers

have knowledge about the disease of the care recipient,

understand what the caregiving role will involve, and

have resources available to assist in caring for the

recipient. Assisting the caregiver in problem solving

and learning to manage care recipient behaviors can

also reduce burden. Some studies indicate that learn-

ing a new skill or obtaining information that improves

the ability to give care helps caregivers feel better

about the role, even though it may have no effect on

depressive or anxiety symptoms. Other studies have

indicated that caregivers will have better morale if

they believe their recipient is well cared for, that they

are providing good care when compared with others in

a similar situation, and that they have gotten better in

coping with the caregiving role. For female caregivers,

studies also seem to indicate that engaging in regular

exercise can help reduce cardiovascular reactivity and

improve sleep. Sharing with other caregivers in a support

group or other social setting can also help normalize
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experiences associated with caregiving. Sometimes just

learning how to manage his or her feelings as a caregiver

can help.

As each caregiver/care recipient situation is unique,

interventions must be tailored to meet the specific

needs of each at the intensity level that is most appro-

priate. It is important to engage care recipients (when

they are able) in an open discussion with caregivers

about care options. Having an opportunity to take part

in determining what services would be most beneficial

or wanted can lead to a more productive and smooth

transition into different care arrangements. Involving a

professional who is experienced in these matters can

facilitate these discussions. To effectively manage the

caregiving role, it is important for caregivers to assess

their limits in all areas to include the time needed to

accomplish the additional tasks, available emotional

and social resources for the caregiving role, and finan-

cial resources. Learning to balance one’s own needs

while providing a high level of care is the key.
Related Topics

>Adult day care, >Anxiety disorders, >Baby boom-

ers, >Dementia, >Depression, >Elder abuse and

neglect, > Institutionalization, > Stress
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Case Management
Zane Jennings

Case management is a method of service provision

that involves working collaboratively with clients and

their families to access health care and/or social ser-

vices from multiple sources to address complex needs.

This may be particularly important as individuals

age and possibly face increasing difficulty due to lim-

ited transportation, impaired cognition, few economic

resources, and poor physical health.

Case management services are offered as a response

to fragmented and highly complex health care and

social service systems. In addition, agency and funder

priorities may be a poor match for clients’ specific

needs. The goal of case management is to improve

clients’ health and well‐being by increasing access to

care and resources and tailoring services to individuals’

needs. Ideally, case management can improve quality

of life as services are accessed by those who need them.

Case management typically involves an initial

assessment of an individual’s functioning, strengths,

and needs. Then the case manager and the client

develop a plan (sometimes called a service plan or

care plan) with specific goals to address the identified

needs. Once the goals are established, the case manager

assists the client in attaining them. This can involve

several different activities on the part of the case man-

ager. Examples of these activities include providing

linkages to community and medical resources, advo-

cating with community and medical services on the

client’s behalf, managing those services provided

within the case manager’s service site, authorizing

and budgeting purchased services that are paid for by

the case manager’s service site, teaching and strength‐
building to assist clients or patients in accessing ser-

vices and informal supports. Finally, the case manager,

client, and client’s family must continue to evaluate the

plan and the services received by the client or patient

on an ongoing basis.

Services and resources utilized by casemanagers can

be quite diverse. Case managers can provide linkages

to, and coordinate care among, primary care physi-

cians, specialist physicians, adult protective services,

home health agencies, mental health providers, deliv-

ered meal services, hospice, substance abuse services,

www.nccconline.org/about/alzheimers.htm
www.nccconline.org/about/alzheimers.htm
www.nfcacares.org
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legal services, income maintenance programs, senior

housing, transportation services, and respite programs.

In addition, case managers are not limited to accessing

formal services. Peer and family supports, 12‐step pro-

grams, and support groups can be important aspects

in a client’s plan. Resources are not limited to those

listed above.

Case managers can be found in a number of sites

including hospitals, state and local aging service pro-

grams, home care agencies, mental health agencies,

medical clinics, hospices, and adult protective service

programs. The specific services offered by a case man-

ager may be shaped by the scope of the case manager’s

agency. Referrals for case management services can

come from any informed source. Case management

services are most often voluntary for clients, but may

be involuntary with adult protective service involve-

ment or some forms of legal guardianship. Crucial to

case management success is client investment and

involvement in care. While cognitive impairment or

involuntary status may limit client involvement, client

self‐determination is the normal expectation.

Case managers are most often registered nurses

or social workers with a baccalaureate or graduate de-

gree in social work. Certification programs for case

managers exist but are not universally used.
Related Topics

>Access to health care, >Adult day care, >Adult

protective services, >End‐of‐life care, >Hospice,

>Managed care
Suggested Readings
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Cataract
Daniel S. Kiernan

Cataract is the term used to describe a cloudiness of the

lens of the eye. It is the leading cause of treatable

blindness in the world. The human lens resembles a

tiny magnifying glass and is located within the eye,

about 3 mm behind the overlying cornea.

Cataract formation is commonly associated with

increasing age, as extracellular lens fibers become dis-

organized. This change in the irregularity of its

structures diminishes the lens’ ability to transmit

light, much like an old graying chipped piece of glass

cannot be used as a windowpane. Lens changes leading

to cataract may also be due to factors other than age

such as medications (prednisone), genetics, and injury.

Visual symptoms of cataract formation may

include loss of visual acuity, glare, increasing near‐
sightedness (thus, ‘‘second sight’’—when a patient can

see and read without glasses after decades of needing

them). Rarely cataracts, usually severe ones, can cause

glaucoma by leaking lens proteins within the eye.

The presence of cataract may prevent the diagnosis of

treatment of concurrent diseases.

Cataracts are diagnosed using a slit lamp (biomicro-

scopy) examination that is done by the ophthalmologist

using a special machine. This device is used to deter-

mine the type, density of the cataract, and to determine if

the cataract is advanced enough to explain the visual

symptoms. In the eye examination, other causes of loss

of vision are evaluated and if present examination can

also provide clues as to which is the greater cause of

visual acuity loss, the cataract or the other entity.

The treatment of cataracts is surgical and consists

of removing it (recall a cataract is a cloudiness of the

human lens) and replacing it with an artificial intrao-

cular lens implant.

The indications for surgery are:

1. The presence of a cataract with both loss of visual

acuity and resultant difficulty with lifestyle issues,

for example, trouble driving or reading. Surgery

is performed with the expectation of improving

vision, by taking into account any effects of con-

current disease (e.g., macular degeneration or glau-

coma). A common benchmark for surgery is a

visual acuity of 20/50 or worse.

2. Diseases such as glaucoma caused by cataract.

http://www.naswdc.org/practice/standards/sw_case_mgmt.asp
http://www.naswdc.org/practice/standards/sw_case_mgmt.asp
http://www.sswlhc.org
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3. Inability to diagnose or treat diseases due to lack of

seeing the inside of the eye due to cataract. Such di-

seases whose treatmentmay require cataract surgery

include diabetic retinopathy, retinal detachment,

macular degeneration, and intraocular tumor.

Related Topics

>Blindness, >Eye care, >Glaucoma, >Vision
Suggested Readings
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Cellular Theory of Aging
Jessica Diggs

Cellular theories of aging propose that human aging is

the result of cellular aging, whereby an increasing pro-

portion of cells reach senescence, a terminal stage at

which cells will cease to divide. This will limit the body’s

ability to regenerate and to respond to injury or

stress. This process will occur over time in dividing

cells; cell division gradually slows with each successive

division, until a point of replicative senescence, at

which point no further divisions will occur. The

mechanism of replicative senescence is thought to

involve some type of biological clock within the cell,

which measures the number of cellular divisions and

signals the cell to discontinue division at some geneti-

cally predetermined time.
The Cell Cycle and Cellular Senescence

The process of cell growth and division into two iden-

tical daughter cells occurs in a series of regulated steps
called the cell cycle. There are four main stages that

cells pass through during the cell cycle: (1) ‘‘G1’’ also

called Gap 1, is a growth phase in which cells will

prepare to replicate; (2) ‘‘S’’ phase in which DNA

synthesis takes place; (3) ‘‘G2’’ phase in which cells

prepare for mitosis, the actual division process; and

(4) ‘‘M’’ phase where mitosis occurs, resulting in the

production of two daughter cells. Stages between

mitoses events are collectively referred to as interphase.

The cell cycle is highly coordinated and regulated, with

particular mediators necessary at each stage to signal

the transition between phases and to orchestrate the

steps that occur during those phases. The occurrence of

errors, such as DNA damage, can signal the cell to cease

division, to repair detected errors, or to undergo a

process of programmed cell death, referred to as apop-

tosis. When cells exit the cell cycle, they will move from

phase ‘‘G1’’ to a resting stage ‘‘G0.’’ In ‘‘G0’’ cells are

not actively cycling, but are carrying out normal cel-

lular functions. Upon stimulation by a growth signal,

nonsenescent cells can reenter the cell cycle at ‘‘G1’’

and continue dividing as long as there is sufficient

growth signal and other regulators present to allow

cells to progress through the cell cycle. Senescent cells

cease cycling and no longer respond to growth signals.
Hayflick’s Limit Theory

This phenomenon of replicative senescence was first

described by Hayflick and Moorehead in 1961, when

they reported that fibroblasts grown in vitro doubled

about 50 times before reaching senescence, or the

‘‘Hayflick limit.’’ The rate at which cells completed

these divisions and reached senescence was influen-

ced by cellular nutrition, with overfed cell replicating

much faster than normally fed and underfed cells

replicating much slower, an interesting fact given the

effect of caloric restriction on the average life span of

experimental animals (see Free Radical Theory of

Aging). Although the doubling time of cells can be a

function of nutrition and other growth conditions and

might not accurately approximate in vivo growth con-

ditions, these findings were replicated and validated

by additional research.

This number of replications was theorized to be

intrinsic to the cell and to be independent of chron-

ological time, based on studies that showed that cells

that were: (1) cultured, (2) frozen for various amounts
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of time, and then (3) returned to culture, appeared to

resume replication where they left off and to complete

the remaining number of replications as expected. The

in vivo correlate of this is illustrated by further re-

search, which showed that cells taken from older

donors tended to undergo fewer divisions in culture

than cells taken from younger donors. Another obser-

vation made during Hayflick’s experiments was the

apparent correlation between maximal life span and

the number of replications in vitro. For example, the

cells of longer‐lived animals like the Galapagos turtle

with a maximum life span of 180 years underwent

120 doublings, humans with a maximum life span of

122 years underwent 50 doublings and rodents with a

maximum life span of 4 years underwent 12 doublings

in vitro. Although this trend does not apply to all

organisms that have been studied and there is some

variability within organisms, the finding that replica-

tion does slow with successive doublings is generally

accepted, and forms the basis for the telomere theory

of cellular senescence.
Telomere Theory of Cellular
Senescence

The telomere theory of cellular senescence offers an

explanation of the mechanism by which cells measure

the number of divisions and determine when cessation

of replication is appropriate. Telomeres are segments of

DNA that are positioned at the end of DNA chromo-

somes. Telomeres do not contain any genetic infor-

mation, but instead function to protect the ends of

the chromosomes from degradation and to prevent the

chromosome ends from fusing with each other or with

other DNA molecules in the cell. Because of the imper-

fect ability of the cell replication machinery to copy

the entire chromosome, small portions at the end of

the chromosomes are not replicated. As a result, the

telomeres are shortened with each successive replica-

tion. The telomeres will eventually shorten to a limiting

length, which is cited as the signal for cell senescence. The

ramifications of cellular senescence with aging may be

evidenced by impaired wound healing, age‐associated
cardiovascular disease, and immune dysfunction, due

to an increasing proportion of cells reaching senescence

with aging, which decreases the ability of cells to regen-

erate after injury or to rapidly divide, as an immune cell

of a younger individual would in response to infection.
Unlike the somatic cells (that are not involved in

reproduction), germ cells (that produce male sperm or

female eggs for human reproduction) and cancerous

cells are capable of undergoing unlimited divisions.

This enhanced replicative capacity is attributed to the

presence of the enzyme telomerase. Telomerase acts to

elongate the telomere, preventing it from reaching the

minimal threshold length for senescence. The telomere

system has been found to be defective in the cells of pa-

tients with the hereditary aging disorders, Hutchinson‐
Gilford Progeria and Werner’s syndrome, which

further support a role for telomeres in the process

of cellular aging.
Public Health Perspective

Although research on telomerase has shown that telo-

merase may be present in senescent cells, indicating

that the presence of this enzyme alone is not sufficient

to prevent cellular senescence, telomerase may be a

worthwhile target for cancer treatment or for increas-

ing cellular life span. Many questions about the

mechanism of cellular senescence remain unanswered,

particularly the correlation between cellular senescence

and human senescence. The answers to such questions

may reveal a strategy for slowing the ‘‘biological clock.’’
Related Topics

> Free radical theory of aging
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Centenarians
Kristin A. Cassidy
In 2001, there were approximately 50,000 people above

the age of 100 in the United States, that is, about one in

every 10,000 Americans; 85% of them are women. It is

estimated that there will be nearly 850,000 centenar-

ians in 2050 and possibly even one million.

Centenarians appear to avoid or at least postpone

age‐associated disabilities such as dementia and strokes.

In fact, most centenarians are able to live fairly inde-

pendently for most of their lives. Researchers believe

that centenarians’ bodies age more slowly than the

average person.

What is the secret of living at least 100 years? There

are many factors involved and no one knows the per-

fect formula yet but several centenarian research stu-

dies around the world are working on solving this

puzzle by studying the lifestyles, habits, and genetics

of centenarians. Two of these research studies stand out

in particular—the Okinawa Centenarian Study (OCS)

and the New England Centenarian Study (NECS).

In Okinawa, Japan there are about 34 centenarians

for every 100,000 people (compared with ten for every

100,000 people in the United States). In 1976, when the

study first began, there were only 32 centenarians on

the island. Today there are more than 400. This larger

number of persons above 100 appears to be due to

both genetics as well as certain elements in the every-

day life of people on this island. The OCS has found

that although genes do play a role in what age a person

will reach, lifestyle choices are actually the key to suc-

cessful aging. This is most strongly evidenced by the

increased incidence of heart disease and other age‐
related ailments in Okinawans who leave the island

and in turn do not maintain the healthy lifestyle.

The NECS is the largest study of centenarians in the

world. The project began by studying all the centenar-

ians in eight towns near Boston, Massachusetts, in 1994

and now includes participants from across the United

States and other countries. NECS studies not only cen-

tenarians themselves, but also their siblings, children,

and spouses to get the full picture of successful aging.

Even though centenarians do not all have the same

genetic makeup and environment, there are some com-

mon biological lifestyle, and psychosocial characteris-

tics these studies have found. Many participants do

not develop Alzheimer’s disease and have virtually no
significant change in their thinking skills. In fact, one

gene that is associated with Alzheimer’s and heart dis-

ease (a variation of apolipoprotein E, called f ) has been

found far less frequently in people of advanced age

than in the general population. Over time, researchers

expect to discover other ‘‘disease genes’’ that centenar-

ians lack as well as ‘‘longevity enabling’’ genes that may

aid in centenarians’ ability to avoid age‐related dis-

eases. Based on data collected in the NECS, women

who give birth (without using any fertility technology)

after the age of 40 are four times more likely to live to

100 than women who do not have children after 40.

Bearing a child later in life may indicate that the

woman’s reproductive system has aged slower than

normal and so has the rest of her body. The majority of

centenarians have close relatives who have also reached

very old age and their children often have lower inci-

dences of diabetes, cardiovascular disease, and mortality

than expected for their age group (65–82 years).

As may be expected, most centenarians do not have

a significant history of smoking. Most centenarians are

not obese and the men are especially likely to be lean.

Diets that are low in calories and high in fruits, vege-

tables, fiber, flavonoids, omega‐3 fats, and monounsa-

turated fats paired with low body fat level and high

levels of physical activity help reduce the risk of devel-

oping hormone‐dependent cancers such as breast,

prostate, and ovarian cancers. Eating fewer calories

also appears to be related to lower levels of free radicals

in the blood.

Chronic stress has been found to weaken the

immune system and contribute to the development of

heart disease, cancer, memory loss, problems of the

digestive system, and may increase risk of developing

autoimmune diseases. Centenarians are thought to be

better at handling stress thanmost of the general popula-

tion. Their tendency toward being optimistic, adaptable,

and easygoing causes them to have what NECS research-

ers refer to as ‘‘stress‐resistant personalities.’’
Having a rich social network and spiritual life also

seem to be keys to living longer. Okinawan women

have the longest average life expectancy in the world

(86 years). Nearly in every country the women outlive

the men, but in Okinawa, the difference of 8 years is

considered to be a particularly large gap. The research-

ers of the OCS hypothesize that this big difference

between the average life expectancy of the two could

in part be attributed to Okinawan women’s strong

spirituality. In most cultures women are more religious

than their male counterparts. However, unlike in many
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other countries, in Okinawa the women are also the

leaders of the mainstream religion. Based on results of

a survey of 325 Okinawan women aged 65 and above,

spirituality in Okinawa appears to relieve stress; pro-

vide strong social connections; offer a sense of mean-

ing, satisfaction, and purpose to life; furnish coping

mechanisms; and provide a respected role in society.

Each of these individual traits appear to contribute to

healthy aging, strong spirituality just combines them

all into one longevity‐promoting package.

Although not all people will live to be 100, most

have the genetic makeup to live healthy lives well into

their eighties. Studying centenarians can lead to a

better understanding of what life choices can help

people reach their full successful aging potential.
Related Topics

>Anti-aging remedies, > Life expectancy, >Mortal-
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Charismatic Healers
Nancy Mendez

Charismatic healers are people who believe that they

have divinely inspired powers that can treat illness.

Other charismatic healers believe that they can control

the body with the mind and spirit. For many centuries
healing and religion were inseparable. In societies

throughout human history priest/shaman and physi-

cians were one and the same. They believed that one

had to administer spiritual healing to achieve physical

health.

The emergence of scientific medicine in the middle

of the nineteenth century began the process of separa-

tion of medicine and religion especially in western

societies. The soul/spirit was the province of the

Church, but the healing of the body was now up to

the scientist and the physician. Today a growing num-

ber of physicians and scientists believe that there is a

direct interrelationship between the body and the

mind. Over the past decade there has been a revival

in spiritual healing.

Although physicians do not recommend that reli-

gious and spiritual healers become a substitute for

standard care, there is a growing consensus that religion

and spirituality may help reduce physical and mental

pain. Spiritual and religious beliefs can at times also

help a patient combat depression and suicide.

However, there are some charismatic healers who

have ulterior financial motives. They often prey on the

elderly and ailing. Some self‐proclaimed charismatic

healers manipulate the elderly by using their faith

against them. Many ‘‘healers’’ services are sophisti-

cated, choreographed productions that generally last

for hours. After many hours of music, prayer, offerings,

and videos, the pastors begin ‘‘healing’’ people in the

audience who have everything from blindness to leu-

kemia. After the euphoria felt during the services wears

off many of the ‘‘healed’’ realize that they are still blind

or stricken with cancer. One of the most famous char-

ismatic healers in the United States self‐disclosed that

his ministry generated revenues of more than $160

million in a 2‐year period.
Not all charismatic healers intend to swindle the

elderly, but it is important to ask many questions

especially if they begin to ask for money. The priest

and the physician are no longer the same person;

however, the services each provide should complement

and supplement each other for the benefit of the

patient and the patient’s total well‐being during health,
illness, and at the end of life.
Related Topics

>Complementary and alternative health practices,

> Spirituality
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Chemotherapy
Polina Fradkina . Bruce Brockstein

Among the multiple medical problems that arise as

we age, oncological diseases are the leading cause

of death in the elderly patient population. For various

cancers, patient’s age is considered to be a major prog-

nostic factor for outcome. The relationship between

a person’s age, treatment options, and tolerance of that

treatment is often obvious. For some cancers such as

lung cancer, performance status is a better indicator

of tolerance and outcome than age. Adjustments in

chemotherapy treatment are often made to improve

patient’s level of tolerance of the treatment. In some

types of cancer such as leukemia, biology of the disease

varies between older and younger age groups, thus

resulting in poorer prognosis in the elderly. Due to

multiple contributing factors, side effects of the che-

motherapy vary between populations below and above

age 65. This article focuses on specific side effects that

the elderly population may face with various che-

motherapy agents and possible solutions to minimize

those detrimental effects on the quality of life.

The antineoplastic agents (cisplatin, carboplatin,

and oxaliplatin) disrupt the genetic material (DNA)

inside the cell. The kidney removes these drugs; there-

fore, any kidney problems could add to the toxicity.

Major toxicities include renal insufficiency, nausea

and vomiting, nerve problems in the fingers and toes,

hearing loss, and bone marrow suppression. Acute

kidney damage is a serious concern. Aggressive hydra-

tion and careful use of diuretics help minimize the side

effects. Prevention of dehydration from vomiting is an

important goal.

The Taxane medications, (paclitaxel [Taxol] and

docetaxel [Taxotere]) are used in lung, breast, and
ovarian cancers, and its metabolism is affected by

liver function. Precautions and dose reductions should

be used in the elderly to avoid neutropenic (low white

cell) fever, fatigue, mucositis, and nerve damage.

Gemcitabine (Gemzar) is used in pancreatic, blad-

der, lung, and breast cancers. Its activity is limited by

the bone marrow suppression. When combined with

cisplatin, the effect is multiplied. Reduction of the

dose, specifically of cisplatin, will minimize those side

effects.

Anthracyclines (doxorubicin [Adriamycin] and dau-

norubicin [Cerubidin]) are used in breast cancer, lung

cancer, and sarcoma and childhood cancer. The most

serious toxicity is the cardiac toxicity that is cumulative

dose dependent. Preexisting cardiac conditions increase

the risk. Cardiac evaluation prior to initiating treatment

is standard. Mitoxantrone has a better toxicity profile;

however, liver functions must be monitored. Daunoru-

bicin causes alopecia, fatigue, mouth sores, anemia,

nausea, and vomiting. Epirubicin, used in Europe may

have a slightly safer cardiac profile.

Fluorouracil (5‐FU) is used in combinations for

gastrointestinal, head and neck, and breast cancers.

The side effects include mouth sores, diarrhea, and

rash and bone marrow suppression. The drug may

have increased toxicity in patients above the age of 70.

Topotecan (Hycamtin), a topoisomerase inhibitor,

is used for ovarian and small cell lung cancer. The dose

is decreased in patients with moderate kidney dysfunc-

tion. Bone marrow suppression is the major side effect

and does not seem to be age specific.

Irinotecan (Camptosar) has been approved for 5‐FU
refractory colorectal cancer, as well as glioblastoma

multiforme (central nervous system malignancy). The

major toxicity, more common in the elderly, is diarrhea.

Etoposide (Etopophos, Vepesid) used for non‐
Hodgkin’s lymphoma, lung, and ovarian cancer is

widely used in geriatric population. Dosing of the

drug needs to be adjusted for renal insufficiency. The

major side effects include bone marrow depression and

mouth sores.

The vinka alkaloids (vincristine, vinblastine, and

vinorelbine [Navelbine]) are used in metastatic non‐
small cell lung and breast cancer with a favorable side

effect profile with no adjustments necessary in the

elderly. The neurotoxic side effects are significantly

lower than other drugs in the same class. Constipation

and ileus occur in the elderly.
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Alkylating drugs, which include chlorambucil,

melphalan, cyclophosphamide, and carmustine, are

frequently used in the elderly because of lower toxicity

and oral delivery.

A new class of ‘‘targeted therapies,’’ which target

specific molecules of specific cancers allows enhanced

efficacy and decreased toxicity. Imatinib (Gleevec) is

utilized for gastrointestinal tumors and chronic mye-

loid leukemia. It turns off an enzyme that promotes

cancerous cell reproduction. The most common side

effects include fluid retention (specifically swelling

around the eyes or legs), fatigue, diarrhea, nausea,

vomiting, muscle cramps, muscle or bone pain, and

rash. Taking Gleevec with a meal and a large glass of

water may reduce the risk of nausea and vomiting.

Patients should avoid taking the medication with

grapefruit juice. Bleeding is a serious side effect.

Gefitinib (Iressa) is another targeted therapy with

side effects including skin rashes (which look like

acne or dry skin), diarrhea, and nausea. Lung toxicity

may occur in patients with prior radiation history and

prior chemotherapy use. Erlotinib (Tarceva) is like

Gefitinib, and used in the treatment of lung cancer

but shown better survival rates. The use of the mild

soap, mild lotion, and avoiding sun exposure may help

with the rash. An eye examination should be done

prior to starting the drug because of potential corneal

damage. Wearing contact lenses during treatment is

not recommended. The use of coumadin, rifampin,

phenytoin, phenobarbial, St. John’s wort, carbamaze-

pine, itraconazole, ketoconazole, clarithromycin, and

HIV medications may need closer surveillance.

Rituxan (Rituximab) is a monoclonal antibody

used in the treatment of B‐cell lymphomas. With the

exception of hypersensitivity reaction during infusion,

side effects are mild. Trastuzumab (Herceptin) is a

monoclonal antibody, utilized in ‘‘HER 2‐neu’’ positive
metastatic breast cancer. Herceptin causes flu‐like
symptoms including fever, chills, and muscle aches. If

Herceptin is taken alone, side effects of low white and

red blood cell counts are rarely seen, however, conges-

tive heart failure (CHF) occurs in a small percent of the

patient population. The risk of heart failure increases if

taken with Adriamycin. Pulmonary side effects include

allergic‐like reactions and lung reactions.

Bevacizumab (Avastin), used to treat metastatic

colon, rectal, and lung cancers by inhibiting formation

of the blood vessels that supply cancer cells, has a
serious side effect profile that includes impaired

would healing, bowel perforation, bleeding or clotting,

high blood pressure, fatigue, and loss of appetite, diar-

rhea, mouth sores, and headache. Patients with pre-

existing heart and kidney disease need to be cautious

when utilizing it.

There are multiple approaches to reduce the toxic

effects of various chemotherapy drugs. Myelosuppres-

sion (lowering of blood count) management includes

prevention and prompt treatment of infection. In sub-

sequent cycles, patients may have dose reduction or a

‘‘colony‐stimulating factor’’ (csf) that may be used to

stimulate specific cell groups including white cells,

platelets, and red cells.

Nausea and vomiting are very common side effects

that impair quality of life, ability to take chemotherapy

as scheduled, and cause complications in the form of

dehydration, malnutrition, and imbalance of chemi-

cals in the body (electrolyte imbalance). Medications

for nausea should be started before chemotherapy

administration and continued for the time period of

nausea risk.

Inflammation of the mucous membrane surfaces,

which leads to painful ulcers, local infection, and

inability to eat, is another common problem. Preven-

tive measures include good oral hygiene, and dental

evaluation prior to the treatment. Once the mucositis

has developed treatment is mainly supportive. Local

infections of Candida or herpetic infection need to

be treated with appropriate antifungals and antivirals.

In the gastrointestinal tract, mucositis may cause

significant diarrhea.
Related Topics

>Breast cancer, >Cancer, >Ovarian cancer, >Pros-

tate cancer
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Chest Pain
Clyde Sullivan
According to the Center for Disease Control’s National

Hospital Ambulatory Medical Care Survey, more than

5.8 million emergency department visits and more

than 700,000 outpatient office visits are due to chest

pain. The costs of these visits are estimated in tens

of billions of dollars annually. People of all ages may

have symptoms of chest pain, though it is more

prevalent in older populations. This symptom is so

common that many hospitals across the country have

dedicated chest pain centers. Their purpose is to prop-

erly triage and treat patients in a timely and eco-

nomically efficient manner. Since chest pain may be

caused by something as simple as heartburn or as life‐
threatening as rupture of a major blood vessel, it is

important to have accurate and prompt diagnosis. This

also illustrates that not every patient with chest pain

needs to be admitted to a hospital, as it would be a

poor use of resources.

Chest pain, in people above the age of 50, is often

first associated with a heart attack (myocardial infarc-

tion). As one of the more life‐threatening causes of

chest pain, it is easy to understand why. However,

chest pain may be caused by a wide variety of medical

conditions. Many of these are easily corrected and not

life‐threatening. In the following paragraphs, some of

the more common or life‐threatening causes of chest

pain will be discussed.

Aortic dissection is most common in males

between 40 and 70 years and occurs in approximately

two out of every 10,000 people. Patients commonly

describe a tearing or ripping chest pain that comes

on suddenly with maximal intensity that does not

abate. Patients typically have markedly elevated blood

pressures. If not treated, this condition is fatal in

approximately 50% of cases within the first 48 hours.

It is a condition where a portion of the inner wall of the

aorta, the vessel that exits blood from the heart, devel-

ops a tear that disrupts flow. The diagnosis is estab-

lished by patient history and imaging studies. Various

imaging studies are used including chest x‐ray, com-

puted tomography (CT), and transthoracic echocar-

diogram. Due to the higher sensitivity (98%), the

American College of Cardiology recommends using

transesophageal echo for evaluation of suspected dis-

section. Depending on the region of the aorta involved,
the treatment is either surgery to remove the damaged

portion or medical therapy. Medical therapy involves

using beta‐blockers and nitroprusside to optimize

blood pressure control. The optimal blood pressure is

the lowest level compatible with adequate cerebral,

coronary, and renal perfusion.

Acute myocardial infarction (AMI) is a rapid

reduction in oxygen supply versus the oxygen demand

of the heart that may lead to cell death. This is com-

monly caused by rupture of atheromatous plaques

within the coronary arteries or their branches that

occludes blood flow to the portion of the heart sup-

plied by the artery.

Pulmonary embolus (PE) is an obstruction of

the pulmonary artery or branches by a blood clot

(thrombus), air bubbles, fat droplets, amniotic fluid,

or tumor cells. Pulmonary emboli account for approxi-

mately 500,000 hospitalizations each year. The mortal-

ity rate of PE is 30% if untreated and 10% when

treated. PE is most common among men above the

age of 55. People have an increased risk of PE if they are

above the age of 55, have had recent surgery, been

immobilized for extended periods of time (e.g., long

plane flight or car trip), or have cancer.

Over 90% of pulmonary emboli originate from

clots in the deep veins of the pelvis and leg. Symptoms

of PE include cough, bloody sputum, sudden onset of

shortness of breath, chest pain that is sharp or stabbing

and made worse with deep breaths or cough, tachycar-

dia, and tachypnea. A high level of suspicion, labora-

tory tests, and imaging studies confirm the diagnosis of

PE. The physical exam is often unrevealing with PE.

The D‐dimer blood test is helpful for determining

whether a patient has a PE. Frequently, spiral CT or

ventilation/perfusion studies will also be used.

A spiral CT is very effective for identifying throm-

bus in the larger pulmonary arteries. Ventilation/

perfusion scan is a nuclear imaging test that compares

the area of the lung ventilation versus the area of blood

perfusion. A shortcoming of the test is that it is not

accurate in people who already have moderate to

severe pulmonary disease and may give an indetermi-

nate result.

Treatment is dependent upon the patient’s condition

and thrombus location. Thrombus in the large pulmon-

ary arteries is more likely to lead to cardiogenic shock,

which is a life‐threatening emergency. Supplemental

oxygen is administered along with thrombolytic ther-

apy. Medications currently used include streptoki-

nase, urokinase, or tissue plasminogen activator; these
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increase the rate of blood clot breakdown (thromboly-

sis). Patients are also started on low molecular weight

heparin, which primarily inhibits factor Xa in the coa-

gulation cascade and has been shown to have less adverse

outcomes than standard heparin. Warfarin is used to

thin the blood for long‐term treatment and prophylaxis.

Warfarin does this by reducing the production of clot-

ting factors II, VII, IX, and X.

Patients with thrombus, who have stable blood

pressure and pulse, are given supplemental oxygen,

low molecular weight heparin, and warfarin. Patients

unable to take warfarin may have a filter placed in a

large vein that drains the legs called the inferior vena

cava; this will prevent clotting of the deep veins from

reaching the lungs.

Pneumothorax is the presence of air within a

region that separates the lungs from the chest wall

called the pleural space. Pneumothorax may be caused

by trauma such as a car crash or accident, or by surgical

or medical procedures. Patients may have an under-

lying lung disease such as obstructive lung disease from

smoking; this makes them more prone to having a

pneumothorax and also carries a higher mortality rate.

Most of these cases occur while a person is resting.

It is believed to occur due to the lung rupturing and

releasing air into the pleural space. Chest pain is a

common complaint along with shortness of breath.

The diagnosis is determined by chest radiograph; if

chest radiograph is not diagnostic, a chest CT may be

obtained. Treatment usually involves simple observa-

tion as most spontaneous pneumothorax will resolve

without intervention. If the pneumothorax is>20% of

lung volume, then aspiration with a catheter or chest

tube is performed.

Stable angina is a common cause of chest pain. It is

caused by chronic narrowing of the coronary arteries

and differs from myocardial infarction, which is an

acute narrowing or blockage. This leads to a state

where oxygen demand by the heart exceeds the supply

upon exertion. Angina affects approximately 15% of

the population above the age of 65. The treatment

for angina is long‐acting nitroglycerin, beta‐blockers,
aspirin, and cholesterol‐lowering medications.

Muscle strain may cause chest pain. Usually a his-

tory of exercise, lifting, or using the chest wall muscles

is reported. The pain is described as a sharp pain that is

worse with movement or breathing. The pain is often

reproduced when pressure is applied to the chest wall.

The treatment is rest, ice (for the first 24–48 hours),

compression, and elevation of the affected area.
A nonsteroidal anti‐inflammatory drug, like ibuprofen,

should be taken to reduce inflammation and pain.

Costochondritis is an inflammatory process of the

costochondral or costosternal joints. It causes chest

pain that is localized across the breastbone. Costo-

chondritis is believed to cause 10–30% of emergency

department visits with complaints of chest pain.

Patient history frequently includes activities they are

not accustomed to doing routinely. The physical find-

ing of pain reproducible when pressure is applied to

the affected joint is observed in all cases. The course is

usually self‐limited and is treated with ibuprofen.

Gastroesophageal reflux disease (GERD), com-

monly referred to as heartburn, is the excessive move-

ment of gastric or duodenal secretions into the

esophagus. According to the Gallup Organization

National Survey approximately 44% of the population

experiences symptoms of GERD once a month and 7%

on a daily basis. The incidence of GERD dramatically

increases above the age of 40. GERD is commonly

caused by transient lower esophageal sphincter (LES)

relaxation or decreased LES tone. Some medications

(calcium channel blockers, nitrates, and beta‐blockers)
or hormones (progesterone) may decrease LES pres-

sure. Other causes include delayed stomach emptying,

ineffective esophageal clearance, and diminished

salivation.

GERD frequently occurs within 1–2 hours after

eating and is described as a substernal burning pain

that migrates toward the neck. GERD is treated with

medications called proton pump inhibitors and life-

style modifications including avoidance of alcohol,

elevation of the head of the bed, decreased fat intake,

quitting smoking, and avoiding lying down for at least

3 hours after eating. If symptoms persist, more specia-

lized tests such as ambulatory pH monitoring, endo-

scopy, or esophageal manometry may be performed.
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Chiropractic Care
David Johnson

Chiropractic is a healing art based on the principle that

spinal misalignments cause diseases and the manual

correction of these misalignments corrects the disor-

der. Although this principle has never been proven,

chiropractors have proven themselves effective in the

management of lower back pain, neck pain, and ten-

sion headaches. The cost savings from these three

conditions alone afforded by chiropractic care has lead

to the expansion of both government and third‐party
coverage for chiropractic care.

There are approximately 50,000 chiropractors

practicing in the United States. They are trained pri-

marily at private institutions. The chiropractic educa-

tion includes all the basic medical sciences with a

strong emphasis on anatomy. Unlike their medical

counterparts, chiropractors are trained in nutrition

and many employ nutritional supplementation as

part of their practice. There is a strong emphasis on

radiology in chiropractic school, with most chiroprac-

tors having x‐ray machines in their offices. Chiro-

practors are trained to diagnose medical conditions

that are not appropriate for chiropractic care and are

trained to refer these conditions out of their practices.

Chiropractors do not traditionally prescribe medica-

tions and their training and licensure reflects this fact.

For most chiropractors medications would only be

considered as a last resort, after other conservative

measures had failed in patient care.

Chiropractic care is safe to receive. In 2005, a typi-

cal chiropractor could receive a $1,000,000 worth of

malpractice insurance coverage for roughly the cost of

$3,000–$5,000 per year. When this figure is compared

with some of the staggering costs of medical malprac-

tice coverage in the United States, it is easy to under-

stand that chiropractors get sued very infrequently for

injuries sustained in their offices.
Recently, there has been a push in the medical

literature to link chiropractic cervical manipulation

to cerebral vascular accidents secondary to the dissec-

tion of the vertebral artery. Although this does occur, it

is extremely rare with an occurrence of roughly one

event in one million patients. Furthermore, many of

these patients may have actually been experiencing

problems with their vertebral arteries before presenting

for chiropractic care as a result of trauma, insult, or

congenital weakness in the arterial wall. Chiropractors

are trained to look for warning signs and symptoms

with these types of patients and know not to manip-

ulate these patients. Given the rare occurrence of these

events physicians and patients should not be afraid to

seek care from chiropractors for relief of pain using

cervical manipulation.

On a wider public health picture chiropractors

have saved thousands of lives in the United States

alone. There are approximately 30,000 deaths per year

from nonsteroidal anti‐inflammatory use in the United

States. For many years these medications have been

available over the counter and were given as free samples

in many medical practices. Chiropractors have helped

to limit the use of these medications by helping their

patients to relieve pain with manual therapies, physical

therapies, and other common sense approaches. By

limiting the use of these medications, and by helping

patients to avoid spinal surgeries, chiropractors as a

whole have benefited the American public by limiting

morbidity and decreasing exposure to potentially fatal

interventions.

As the population in the United States ages the use

of chiropractic care will likely increase due to its effec-

tiveness in limiting the common aches and pains that

older individuals often suffer. Chiropractors are well

trained to modify their manual therapies to accommo-

date the older patient. Although these patients often

have limited rehabilitation potential, they can make

functional gains when placed in the right environment

for healing. Chiropractors can play a vital role in help-

ing older patients lead active and more productive lives

in the later stages of their lives.
Related Topics

>Acupuncture, >Arthritis, >Back pain, >Body

composition, >Chronic pain, >Complementary and

alternative health practices, >Massage
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Cholesterol
Asra Kermani

Cholesterol is a multifunctional molecule that is inte-

gral to life. It is a waxy substance that is an essential

component of the cell membrane and the nervous

system, as well as a precursor for steroid hormones

such as hydrocortisone, estrogen, and testosterone.

Other cholesterol‐related products are bile acids and

vitamin D. Cholesterol is transported in the blood by

lipoproteins.

Most disorders related to cholesterol result from its

accumulation. This may occur due to either alterations

in production or removal. Disorders resulting from a

deficiency of cholesterol are rare and may either result

in no symptoms or manifest at a younger age. Excess

amounts of cholesterol in the body cannot be effec-

tively removed, and are deposited in blood vessels. This

results in blockage to the organs supplied by the blood

vessels, leading to a variety of events including stroke,

heart attack, impaired kidney function, aortic aneur-

ysms, poor circulation in the limbs, and even gangrene.

Therefore, excess cholesterol accumulation can be

potentially fatal. According to the third National

Health and Nutrition Examination Survey (NHANES

III), 20% of the US population had elevated total

cholesterol levels. However, in the older age groups,

more than 20% of men and more than 30% of women
had high cholesterol. In contrast, the prevalence of low

high‐density lipoprotein (HDL) cholesterol was not

significantly affected by age.

Cholesterol is produced in the liver from small

precursor molecules. These combine in a multistep

process to eventually produce cholesterol. Once cho-

lesterol is synthesized, it is transported and utilized

for many of its myriad functions. Proteins, called lipo-

proteins, transport cholesterol. They are named

according to their density as: very low‐density lipo-

protein (VLDL), low‐density lipoprotein (LDL), and

high‐density lipoprotein (HDL). VLDL predominantly

carries not only triglycerides but also cholesterol; how-

ever LDL is the main cholesterol carrier protein, and is

responsible for cholesterol deposition. HDL, in con-

trast, is the major cholesterol remover protein. LDL is

therefore considered to be the ‘‘bad cholesterol’’ and

HDL, the ‘‘good cholesterol.’’
Causes of Excess Cholesterol

Cholesterol excess is known as hypercholesterolemia.

Many patients do not have any symptoms and are

diagnosed by their primary care provider during a

fasting lipid profile, a blood test that provides mea-

surements of total cholesterol, LDL, and HDL choles-

terol levels. Normal levels are based on criteria

determined from a large group of patients exten-

sively studied for a prolonged time period, called the

Framingham cohort. Guidelines for target cholesterol

levels are established by the National Cholesterol Edu-

cation Program. Based on these estimates and clinical

judgment, the primary care provider may determine

whether the patient needs treatment for an elevated

cholesterol level. In an individual without significant

cardiac risk factors an LDL cholesterol level of less than

130 mg/dL is appropriate; LDL cholesterol below

70 mg/dL is desirable for extremely high‐risk patients.

HDL cholesterol more than 40 mg/dL is favorable for

men and more than 50 mg/dL for women.

Cholesterol levels are determined by both genetics

and environment. However, age‐related changes in

metabolism occur that interact with environmental

factors such as diet. Diets rich in saturated fat are

most effective in raising LDL cholesterol levels. Exces-

sive cholesterol intake (more than 300 mg daily) as well

as reduced exercise may also be detrimental. Dietary

influences, however, are more important compared to

lack of exercise.

http://www.amerchiro.org
http://www.amerchiro.org
http://www.cce-usa.org/
http://www.cce-usa.org/
http://www.ncmic.com/
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Consequences of Excess Cholesterol

Excess cholesterol is deposited in blood vessels, creat-

ing occlusion to organs supplied by blood vessels.

Cholesterol accumulates in the form of plaques that

are incorporated into the internal lining of the vessel.

Some of these plaques are covered with fibrous tissue

and are called ‘‘hard plaques’’; these cause a gradual

narrowing of blood flow. Other plaques are ‘‘soft pla-

ques’’; these can ulcerate and liberate free cholesterol in

the form of crystals. In doing so, they cause a potent

inflammatory response, injuring the blood vessel and

promoting blood clot formation. As a result of a

diminished blood supply, patients may develop symp-

toms of angina, transient stroke‐like attacks, impo-

tence, poor circulation in the legs, abdominal pain

after meals, and high blood pressure. Complete occlu-

sion of blood vessels can cause permanent damage and

organ death, in the form of a stroke, heart attack,

kidney failure, or gangrene.
Treatment of High Cholesterol

Diet and Exercise Reduced saturated fat intake, lim-

ited cholesterol intake, and consumption of monoun-

saturated fats are helpful steps for reducing LDL

cholesterol. Foods rich in saturated fats are milk,

cream, butter, and red meat. Monounsaturated fats

are predominant in canola and olive oils. Trans fatty

acids, which are found in cakes and many fried goods,

are created by solidifying natural oils. Unfortunately,

these fats raise LDL cholesterol while reducing HDL

cholesterol. The food industry is attempting to mini-

mize trans fatty acid use. Regular aerobic exercise,

including walking, is also able to reduce LDL choles-

terol by up to 10% and raise HDL cholesterol by 3–4%.

Other factors that raise HDL cholesterol are estrogen

intake in the form of hormone replacement therapy,

and alcohol intake. Alcohol intake does not result in

HDL elevation in all individuals and risks must be

weighed against benefits in a given individual. There-

fore, a uniform recommendation to consume alcohol

is ill‐advised. Individuals who have been sedentary must

consult their physician before beginning an exercise

program.

Medications When dietary changes and exercise

alone are not effective, medications may be prescribed
to lower cholesterol. Statins are one of the most effective

drugs, resulting in a 15–55% lowering of cholesterol.

Statins inhibit the production of cholesterol, which in

turn increases its clearance. The main side effects are

muscle pains or inflammation and liver toxicity. These

effects can be minimized by following patients closely

and adjusting the dose if other lipid‐lowering medica-

tions are used or if the patient has kidney disease.

Other agents include cholestyramine, colestipol,

and ezetimibe, which are all effective in reducing cho-

lesterol levels. Cholestyramine and colestipol increase

conversion of cholesterol to bile acids; they lower LDL

cholesterol by 15–20% and raise HDL cholesterol by

3–8%. Cholestyramine use may lead to bloating and/or

constipation; it may also interfere with the absorption

of other medications such as warfarin and thyroid

hormone. Ezetimibe works by reducing cholesterol ab-

sorption, and lowers LDL by 18%. It is well‐tolerated,
but may cause fatigue, muscle pain, and diarrhea; it is

also available in combination with a statin for patients

who have difficulty in responding to statins alone.

Niacin is a useful agent that reduces LDL cholesterol

up to 16% and is also highly effective in raising

HDL cholesterol by 22%. Its main side effects are

flushing, high blood sugars, and hepatitis. The choice

of agent depends on the presence of vascular disease

and other coexisting cardiovascular risk factors, the

type of cholesterol profile (determined through blood

tests), and the patient’s ability to tolerate a particular

medication.
Related Topics

>Cardiovascular disease, >Diet, >Exercise, >Heart

disease, > Stroke
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Chronic Fatigue Syndrome
Lori B. Siegel
Chronic fatigue syndrome (CFS) is a condition that

falls under the category of chronic pain syndrome. CFS

is defined as a severe fatigue lasting 6 months or longer

that cannot be explained by any other medical disor-

der. There are eight possible clinical points, four of

which must be met, to make this diagnosis. The eight

criteria, also present for at least 6 months include: (1)

short‐term memory or concentration deficit; (2) sore

throat; (3) tender lymph nodes; (4) muscle pain; (5)

joint pain (without swelling or redness); (6) new onset

or change in headache pattern or variation; (7) unre-

freshing sleep; and/or (8) malaise after exercises lasting

24 hours or more.

Objective muscle weakness or known psychological

or physical disorders rule out the diagnosis of CFS. It is

commonly confused with myofascial pain syndromes

and fibromyalgia. Myofascial pain syndromes are more

localized to the upper or lower extremity, often only on

one side of the body. Fibromyalgia, like CFS, is wide-

spread, but the fatigue associated with CFS is much

greater and a positive history or serology consistent

with Ebstein Barr viral infection is seen in CFS and not

fibromyalgia. CFS is of unknown etiology and it may

affect any age group and become quite debilitating.

Due to concurrent medical illnesses and medications,

CFS may be overlooked or not considered in the

elderly and may go undetected.

Although the exact cause of CFS remains unknown,

there are many theoretical causes that include disor-

ders of the neuropsychological, immune, and meta-

bolic systems.

Infections, predominantly viral infections, are the

most agreed upon association with CFS. The likely

organisms are Epstein Barr virus, coxsackie B virus,

cytomegalovirus, enterovirus, retrovirus, human herpes

virus type 6, and human T‐cell lymphotropic virus.

Unfortunately, there are no conclusive data to associate

the infection with CFS.

Immune system abnormalities are associated with

CFS and more than 65% of patients who carry this

diagnosis have a history of allergy. Endocrine disorders

associated with CFS patients include lower adrenalin

levels, which may account for the mood and energy
alterations. Other metabolic theories such as oxygen

perfusion and brain blood flow remain unproven.

Patients with CFS experience debilitating fatigue

and daily function is impaired. Patients may also note

alcohol intolerance, bloating, cough, dizziness, diar-

rhea, chest pain, dry eyes and mouth, earache, irregular

heartbeat, jaw pain, morning joint stiffness, nausea,

night sweats, shortness of breath, tingling sensations,

and weight loss. The onset is associated with a flu‐like
syndrome with extreme fatigue, sore throat, and sinus

or pulmonary infection. Stresses, such as physical exer-

tion, other illness, or mental stress may exacerbate the

symptoms.

The neuropsychological symptoms of CFS are dis-

tinct from typical anxiety or depression. Depression

may accompany CFS because patients feel bad for a

long time, but some people think that depression is

the root of the condition and the immune, neurologic,

and endocrine disorders arise as a consequence of the

underlying psychiatric disorder. This is not always the

case, sincemany previously healthy people are diagnosed

with CFS. This may, however, explain a subset of cases.

Before making the diagnosis of CFS, a careful eval-

uation of other medical reasons for fatigue must be

done. A complete history and physical investigation

will determine the appropriate laboratory evaluation.

Complete blood count, chemistries, and thyroid eval-

uation may be indicated. The diseases that must be

considered and ruled out by either history or the

laboratory investigation include: fibromyalgia, chronic

mononucleosis, Lyme’s disease, parvovirus, sleep disor-

ders, psychiatric disorders, irritable bowel syndrome,

anemia, occult celiacdisease, chronic sinusitis, rheumatic

disease, substance abuse, sick‐building syndrome, drug

reactions, cancer, and chemical sensitivities.

Once the appropriate diagnosis is made, the treat-

ment is slow and patients should expect a slow recov-

ery. Sometimes ineffective or unnecessary treatment

will do more harm. The best treatment strategy is

education, pain control, exercise, optimal diet, and

good hygiene sleep. Low‐dose antidepressants (for

pain) combined with cognitive behavior therapy may

be best. Treatments aimed at promoting good sleep

such as muscle relaxants and low‐dose antidepressants
help relieve the symptoms of fatigue in general. Stress

reduction is also helpful. A multidisciplinary approach

is best and most effective in allowing the patient to

work and lead a productive life.



210 C Chronic Pain
Related Topics

>Chronic pain, > Fibromyalgia, >Regional

rheumatic pain
Suggested Readings

Klippel JH (ed) (2001) Primer on rheumatic diseases. Arthritis

Foundation, Atlanta, GA

Klippel JH, Dieppe PA (1998) Rheumatology, 2nd ed. Mosby, St.

Louis, MO

Klippel JH, Dieppe PA, Ferri FF (2000) Primary care rheumatology.

Harcourt, London
Chronic Pain
Stephen K. Sponagle

Pain is a normal part of human experience. It warns us

of injury and protects us from further injury. We pull

our hand away from a hot stove. The International

Association for the Study of Pain (IASP) defines pain

as ‘‘an unpleasant sensory and emotional experience

associated with actual or potential tissue damage, or

described in terms of such damage.’’ But pain can some-

times become maladaptive and do more harm than

good, like if that burned hand still hurts years later and

makes it hard to cook. The IASP defines chronic pain

as ‘‘pain without apparent biological value that has

persisted beyond the normal tissue‐healing time (usually

3 months).’’ Chronic pain is a complex syndrome with

emotional and behavioral components that are at least as

important as the sensory component. Chronic pain

is common, especially among older adults, is often

undertreated, andwreaks havoc on the individual suffer-

ing from it and on society as a whole.
Epidemiology

In population‐based studies, 25–50% of elders living in

the community report pain‐related problems. In nur-

sing homes, 49–83% of residents have important pain

problems and 25% experience pain on a daily basis.

There is debate in the literature about whether chronic

pain becomes more common as people age. Some

studies suggest that pain complaints are twice as likely

among people older than 60. Other studies suggest that
chronic pain is slightly less common among older

adults. Many medical conditions that lead to chronic

pain are overrepresented in the elderly. On the other

hand, work‐related injury and stress are less common

as we age and older patients are less likely to report

pain. While chronic pain is common among the

elderly, it is very poorly studied. Roughly 4,000 papers

are published each year on pain management. Less

than 1% involves elderly subjects.
Causes

Chronic pain among older adults is most often mus-

culoskeletal. Among those older than 65, joint pains

are most commonly followed by headaches and muscle

pains. In nursing homes, arthritis, old fractures, or

prosthetic joints cause 83% of pain. Low back pain is

another very common cause of chronic pain. Neuro-

pathic pain is also frequent in older adults and is the

result of injury to nerves (diabetic neuropathy, post-

herpetic neuralgia, trigeminal neuralgia, and phantom

limb pain) or the brain (post‐stroke pain syndrome or

chronic pain associated with Parkinson’s disease).

Other chronic pain syndromes include chronic re-

current headaches (migraine headache and tension

headache), claudication due to peripheral vascular dis-

ease, chronic pelvic pain, and fibromyalgia. Some-

times, unremitting pain is the result of cancer or

other life‐threatening illness and pain that does not

go away or respond to the usual treatments can be

the first symptom of these illnesses.

Chronic complaints of physical pain may also be

psychiatric in nature. The stigma associated with men-

tal illness maymake symptoms of depression or anxiety

consciously or unconsciously unacceptable, especially

among the elderly who often view psychiatric symp-

toms as signs of weakness or character flaws. The

expression of physical pain may help a person get

love, sympathy, and care without injury to self‐esteem.

There are other important relationships between the

mind and the body when it comes to pain. Both depres-

sion and anxiety canmake existing painworse. Pain can

also lead to depression, anxiety, and even suicide.
Consequences

For the individual, chronic pain causes immense suf-

fering, loss of function, and decreased quality of life. In
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one study, people 65 years or older were three times

more likely to report difficulties performing day to day

activities such as housework, standing up from a chair,

and dressing independently if they hadmusculoskeletal

pain. Chronic pain often leads to financial strains from

health‐care costs and lost income. Decreased socializa-

tion, sleep disturbance, and impaired ambulation are

also common. The stigma associated with chronic pain

contributes to poor self‐esteem, shame, and reluctance

to discuss the problem with others. People suffering

from chronic pain are up to ten times more likely to

be depressed than the general population and two to

three times more likely to attempt suicide.

Pain costs an estimated $100 billion per year in

worker’s compensation, health‐care costs, and lost pro-
ductivity. Lower back pain alone is the single most

expensive medical condition when these factors are

considered together. During a 2‐week period, 13% of

the US workforce experienced a loss in productivity

due to a common pain.
Treatment

Despite the devastating effects of chronic pain, it often

goes undiagnosed and untreated. It is critical for

patients to realize that above all, pain is a medical

symptom that their doctors need to know about in

order to properly diagnose and treat them. Neverthe-

less, older patients often do not report pain symptoms.

This may be due to stoicism, the belief that pain may

represent atonement for past transgressions, or fear of

approaching death. Patients with chronic pain are

stigmatized as psychiatrically unstable, drug‐addicted,
and even psychopathic. Fear of this stigma may also

silence patients with persistent pain. Patients may

also fear that treatment will be dangerous, addictive,

or unhelpful. Cognitive impairment, aphasia, and

multiple medical problems may make it difficult for

patients to report pain to their clinicians. Most of these

barriers can be overcome. While chronic pain can be

an indicator of impending death or life‐threatening
illness, most often it is not. While there is a psycholo-

gical component to chronic pain, most patients are not

psychopathic or addicted to their pain medications or

other drugs. Chronic pain and the disability associated

with it often respond quite well to treatment. Pain has

been called ‘‘the fifth vital sign’’ and inquiry about pain

should be a part of every medical encounter. Clinicians

should educate patients about pain and debunk the
myths that prevent patients from talking about it. In

patients with cognitive impairment, simple direct yes/

no questions about pain symptoms are often effective.

Visual pain scales can aid assessment in patients with

aphasia. Clinicians should also be sensitive to other

symptoms such as altered mental status, functional

decline, or depression. Sometimes these are the only

indicators of an underlying painful condition.

Treatment of chronic pain begins with a thorough

evaluation to determine the underlying cause. Clinicians

must learn the history of the painful symptoms and

perform a thorough physical examination concentra-

ting on the musculoskeletal and nervous systems.

Evaluation of functional status and psychosocial impair-

ments is important as well. The goal of treatment is

to improve function and quality of life. It is important

for patients and clinicians to understand that complete

remission of all symptoms is often not possible, but that

significant improvements can be made. Treatments for

chronic pain may include medications, nerve‐blocking
injections, surgery, and nerve stimulators. Noninvasive

techniques such as cognitive behavioral therapy, relaxa-

tion, biofeedback, hypnosis, massage, and physical ther-

apy are useful as well. While a complete discussion of

treatments for chronic pain is beyond the scope of this

article, a few important points follow.

Treatment of pain should be targeted to the specific

diagnosis. For example, musculoskeletal and other

nociceptive pain responds well to opiate and nonopiate

analgesic medications. Anticonvulsants and antide-

pressants are useful in the treatment of neuropathic

pain. Psychological pain syndromes are best treated

with specific psychological interventions. The use of

opiates is well accepted for treatment of chronic pain

from cancer or at the end of life. Opiates are much

more controversial for the treatment of nonmalignant

chronic pain, mostly due to fears of drug addiction.

Nevertheless opiates may be invaluable when more

conservative treatments have failed, the cause of the

pain is known, and measures are taken to prevent

improper use of the drugs.

As people grow older they becomemore sensitive to

the effects of most medications. It is important to ‘‘start

low and go slow’’ when using medications to treat pain

in older adults. Following this principle, most medica-

tions for pain can be used safely and effectively in

elderly people. It is also important for clinicians to be

aware that many older adults takemultiple medications

and that there are significant risks of drug–drug inter-

actions as new medications are added.
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For complicated chronic pain syndromes, multi-

disciplinary pain clinics are probably the most effective

treatment settings. In these clinics a team of health

professionals including a physician specializing in

pain medicine, a psychologist, and physical and occu-

pational therapists work together to evaluate and treat

the patient. Emphasis is on recovery of function and

improved quality of life. Access to these centers is

limited due to the small number of clinics and the

fact that insurance companies often do not cover

the costs.

Older adults with pain should tell their primary

care doctor about it right away. Anyone working with

older adults should inquire about their pain and offer

referral to a physician. Pain may be a symptom of a

serious but often treatable condition. More often it is

not. Nevertheless the pain itself can and should be

treated in order to improve quality of life and reduce

suffering among older adults.
Related Topics
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>Pain, >Pain management, >Psychosomatic dis-
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Clinical Trials
Donna T. Chen

A clinical trial is a type of medical research often used

to determine whether a promising new strategy for

treatment or prevention of illness is safe and effica-

cious in humans. Sometimes clinical trials also assess
whether and how other factors—like illness subtype,

co‐occurring illnesses, or different metabolic rates in

different individuals—affect various treatments and

prevention strategies.

Although older adults are large consumers of med-

ications and other health‐care services, historically they
have been excluded from many clinical trials. Thus,

little directly relevant data are available regarding

safety and effectiveness of treatment and prevention

strategies for older adults. This is changing as more

clinical trials seek to include older adults.
Structure and Purpose

A clinical trial might test an experimental drug or

medical device that looks promising in laboratory and

animal studies, but has not yet been studied in humans.

It might test a new delivery system (i.e., nasal pre-

paration, extended action pill, or injectable form)

for a medication already shown to be safe and effica-

cious for humans. Some clinical trials compare differ-

ent treatment and prevention strategies to provide

information about which is the better one. For exam-

ple, a clinical trial may test how combining medication

and psychotherapy compares with medication alone

and/or psychotherapy alone to guide treatment deci-

sions for clinical depression. A clinical trial might also

study genetic predisposition for adult onset diabetes or

various cancers in order to lay the groundwork for

discovering new, more targeted, treatment and preven-

tive strategies.

Clinical trials that test new treatment and/or pre-

vention strategies are generally divided into four

phases or steps on the path toward determining safety

and efficacy (see >Table 1). These four phases are

defined for medication trials. However, research design

is so complex that many trials do not fit nicely into one

of these four phases. Nevertheless, these phases illus-

trate the basic stages involved in establishing new treat-

ment and prevention strategies.

While there are many different types of clinical trials,

they have a common objective: to advance the scientific

knowledge base for treatment and prevention strategies.

Sometimes, ‘‘new’’ and ‘‘promising’’ experimental treat-

ments or prevention strategies are thought to be better,

just because they are new. However, until well‐designed
and well‐conducted clinical trials are completed, we do

not know if a promising experimental treatment or pre-

vention approach will be safe and efficacious.
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Four phases of medication clinical trialsa

Phase I Phase I trials assess safety and toxicity of experimental agents in healthy volunteers or, sometimes, in
individuals with the medical condition of interest. Phase I trials are conducted if data from laboratory and
animal studies are adequate to justify testing the experimental agent in humans. These studies generally
enroll a small number of participants, each for a relatively short period of time (weeks to months).

Phase II Phase II trials further assess for safety and start to look for efficacious doses and other preliminary
evidence of efficacy. These studies generally enroll 50 to several hundred individuals, each for a relatively
short period of time. However, overall phase II studies may take up to a couple of years to enroll enough
research participants.

Phase III Phase III trials are designed to test for efficacy and also to gather further data on frequency and severity of
side effects. Phase III trials are comparison trials—they compare results from a group of participants
receiving the experimental agent with a group receiving a ‘‘control’’ agent, either a standard available
treatment or a placebo (a sugar pill). They usually involve random assignment to these different groups;
thus, research participants do not get to choose which group they will be in nor do their research
physicians. In addition, neither the research participant nor the researchers themselves are allowed to
know in which group a participant is until the trial is completed—a research design aspect known as
‘‘blinding’’ or ‘‘masking.’’ ‘‘Randomized, controlled, double‐blind’’ clinical trials are the gold standard for
minimizing bias and providing evidence for efficacy. Phase III trials may enroll thousands of individuals
and take several years to complete.

Phase IV Phase IV trials are conducted to answer questions about longer‐term effectiveness (for example,
how well medications perform in regular clinical settings for longer periods as opposed to the
more controlled environment of a phase III clinical trial) and to gather information about longer‐term
and rare side effects. These studies are much less standardized in design and depend on the questions
being asked.

a Experimental agents must pass through each stage to get to the next one. FDA approval requires phases I–III but not phase IV. Phase IV

trials are conducted after FDA approval to answer important remaining questions.

Clinical Trials C 213
In the United States, companies seeking to market

medications or medical devices must get approval

from the Food and Drug Administration (FDA). In

order to get FDA approval, these companies must

provide data from clinical trials showing that the inves-

tigational drug is safe and efficacious and/or the med-

ical device is safe. However, just because a medication

or medical device is approved for marketing, it does

not mean that it is necessarily safer or more effective

than other available options. For example, in many

medication trials for agents seeking FDA approval,

the experimental agent is compared with placebo (a

sugar pill used to decrease bias in the clinical trial); the

intent is to show that the experimental agent is safer

and more efficacious than no active treatment. Other

trials that directly compare different treatments may be

needed to help determine if one is safer or more effec-

tive than another and/or if different treatments work

better for different groups of individuals.

Considerations for Participants

Although the main purpose of a clinical trial is to

generate new knowledge, individuals sometimes view
participation in clinical trials as an important option

for accessing promising, albeit unproven and uncer-

tain, alternatives to available treatment or prevention

strategies. This is especially true for some illnesses

for which no good treatments are available. For indi-

viduals seeking to participate in a clinical trial for

personal benefit, and for their loved ones and their

health care providers helping them decide whether to

participate, it is essential to understand that participa-

tion in the trial may not provide the desired medical

benefits. It is also important to remember that even

though there is a chance of receiving direct medical

benefit from being in a clinical trial, receiving care

in a clinical trial is different from receiving treatment

outside a trial.

Regular medical care is intended to provide indivi-

dualized help to those seeking treatment; clinical trials

are designed to answer scientific questions. Experi-

mental ‘‘treatments’’ tested in clinical trials benefit

future patients and society as a whole by advancing

medical knowledge. Individual research participants

may or may not receive medical benefit from the

experimental interventions and ‘‘treatments’’ adminis-

tered in a clinical trial.
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Informed Consent

Some individuals enroll in a clinical trial because they

hope for medical benefit, even with the uncertainty

involved. Some participate because they feel a sense

of support and camaraderie from being with other

individuals with the same medical condition who are

all being closely monitored and cared for by a team of

research physicians and nurses. Others take part

because they wish to contribute to medical science

and help future patients. Most individuals have multi-

ple motivations for enrolling in research; some might

hope for personal benefit, but also understand that

their participation contributes to advancing science

and may help future patients even though they them-

selves might not directly benefit.

While it is natural for individuals to have many

different motivations for considering clinical trial par-

ticipation, it is critical that they have enough informa-

tion and time to make an informed decision about

whether or not to enroll. Although research undergoes

scientific and ethical review, determining that a clinical

trial is appropriate to conduct does not mean that it

will be appropriate for every individual.

Individuals thinking about enrolling in a clinical

trial are encouraged to learn about clinical research

more generally and the specific trial they are consider-

ing. This process of gathering information and making

decisions is called the ‘‘informed consent process.’’

During the informed consent process, individuals

should read carefully the consent form and any other

information available about the trial. Individuals

should discuss the trial with the research team. They

should feel comfortable with answers given to all ques-

tions about the study, including who is funding it and

whether the researchers have a financial stake in the

outcome of the study. Individuals should also feel free

to confer with family and friends and their own perso-

nal health care providers about this decision.
Clinical Equipoise

It is widely held that in order to be ethical, clinical

trials must satisfy a condition known as ‘‘clinical equi-

poise’’—that is, a genuine uncertainty and lack of

consensus exists within the medical community

about whether the experimental treatment is as good
as or better than standard treatment or placebo, when

no efficacious treatment is available. However, many

trials do not fit this description and are still considered

to address important research questions and to be

ethical. Independent scentific and research ethics com-

mittees frequently evaluate research studies to assess

whether they should be conducted. Potential partici-

pants may wish to ask whether the study they are

considering has undergone independent scientific and

ethical review.

Even when clinical trials meet the condition of

‘‘clinical equipoise,’’ they still have features that depart

in important ways from standard medical practice. For

example, to increase scientific rigor, treatment alterna-

tives (or placebo) are frequently assigned randomly to

participants. Neither the participants nor the research

team know which alternative is received (referred to

as ‘‘blinding’’ or ‘‘masking’’), and protocol‐driven lim-

itations are placed on the types and doses of inter-

ventions. The flexibility for individualized clinical

decision‐making that patients might experience with

their personal physicians is generally not possible in

clinical trials.
Potential Risks

Clinical trials may include research procedures that

impose discomfort or risk of harm to participants

that are not compensated by personal diagnostic or

therapeutic benefits; instead, they are justified by the

importance of the knowledge to be gained from the

study. For example, some trials may include overnight

hospital stays, imaging studies with radiation expo-

sure, medication washout periods, biopsies, blood

draws, and questionnaires—not because something

learned will benefit the participant, but because the

data are needed to test hypotheses.

Individuals participating in clinical trials are closely

monitored by the research team for adverse events that

are potentially linked to their participation; it is expec-

ted that the research teamwill not keep people in a trial

if it looks like they are experiencing significant adverse

events as a result of participation. However, despite

efforts to minimize discomfort and potential for harm,

some individuals have been harmed by their participa-

tion in a clinical trial—either by a research procedure or

by the experimental intervention itself. These types of
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risks exist in addition to the risk of not receiving med-

ical benefit from participation. After all, clinical trials

are conducted to see how well experimental interven-

tions work and whether they are safe for humans.
Medicare Coverage

Some people with Medicare coverage worry that they

might lose their coverage if they participate in a clinical

trial. This is not true. In fact, Medicare pays for routine

costs associated with some clinical trials, even though

it does not cover costs of experimental interventions or

costs associated with gathering research data (these are

generally paid for by the research sponsor). However,

this differs with trial; questions about coverage are best

answered by the research team and each individual’s

Medicare health plan provider.
Deciding to Participate

The decision to participate in a clinical trial should be

voluntary, and deciding against participation should

not affect an individual’s ability to get the medical care

that is otherwise available. Moreover, after enrolling in

a clinical trial, individuals are free to decide at any time

that they wish to leave the study for any reason. It is

important to remember that individuals who volun-

teer for clinical trials lay the groundwork for the evi-

dence that many of us rely on to assess the safety and

effectiveness of various treatment and prevention stra-

tegies that we and our loved ones are considering.
Related Topics

>Education, > Informed consent, >Medicare,

>Patient–provider communication, >Patients’ rights
Suggested Readings

Chen DT, Miller FG, Rosenstein DL (2003) Clinical research and

the physician–patient relationship. Ann Intern Med 138(8):

669–672

Getz K, Borfitz D (2002) Informed consent: the consumer’s guide to

the risks and benefits of volunteering for clinical trials. Center-

Watch, Boston, MA
Suggested Resources

Centers for Medicare and Medicaid Services, 2005, Medicare and

Clinical Trials Pamphlet http://www.medicare.gov/Publications

(access verified December 14, 2005). or call 1‐800‐MEDICARE

(1‐800‐633‐4227)
ECRI, 2002, Should I Enter a Clinical Trial? A Patient Reference

Guide for Adults with a Serious or Life‐Threatening Illness

http://www.ecri.org/Patient_Information/Patient_Reference_

Guide/Patient Reference_Guide_Detail.aspx?File¼Clinical%

20Trial.htm (access verified December 14, 2005)
Cognitive Behavioral
Therapy
Melisa Moore

Cognitive behavioral therapy (CBT) is a type of psy-

chotherapy that integrates behavioral and cognitive

therapy techniques. CBT is based on the theoretical

foundations of learning theory and cognitive science.

While there are different approaches and techniques

within CBT, all are based on the assumption that

cognitions can impact behavior change and vice

versa. CBT has garnered empirical support for a variety

of psychological disorders including depression, obses-

sive compulsive disorder, panic disorder, and posttrau-

matic stress disorder.

Foundations for CBT were laid in the 1950s and

1960s when psychologists like JosephWolpe and Arnold

Lazarus began to study behavioral interventions (or

behavior therapy) rooted in learning theory. Behavior

therapy includes techniques such as behavior modifica-

tion, token economy, and exposure, which are based

on principles of classical and operant conditioning.

Unlike earlier forms of psychotherapy, behavior therapy

focusesmore on directly changingmaladaptive behavior,

rather than gaining insight into early relationships and

events. In the 1970s, behavioral interventions began to

incorporate ideas from cognitive science. Psychologists

like Albert Ellis and Aaron T. Beck developed interven-

tions that focused on client’s interpretations (i.e., cogni-

tions) of events in hopes that behavior and emotion

change would result. Cognitive therapy is designed to

help clients identify and change maladaptive, negative

thoughts, beliefs, and assumptions to be more positive

http://www.medicare.gov/Publications
http://www.ecri.org/Patient_Information/Patient_Reference_Guide/Patient Reference_Guide_Detail.aspx?File=Clinical%20Trial.htm
http://www.ecri.org/Patient_Information/Patient_Reference_Guide/Patient Reference_Guide_Detail.aspx?File=Clinical%20Trial.htm
http://www.ecri.org/Patient_Information/Patient_Reference_Guide/Patient Reference_Guide_Detail.aspx?File=Clinical%20Trial.htm
http://www.ecri.org/Patient_Information/Patient_Reference_Guide/Patient Reference_Guide_Detail.aspx?File=Clinical%20Trial.htm
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and realistic. In the 1970s and 1980s, interventions began

to include both cognitive and behavioral components.

At present, there are cognitive behavioral interventions

that address most psychological problems.

CBT is short term, from a few sessions to several

months. Sessions are usually weekly and often last for

60 minutes, though sessions can be longer or more

frequent if the problem is complex, or a technique

such as in‐session exposure is used. Unlike insight‐
oriented therapies, CBT is problem or goal oriented

and grounded in the present. Treatment typically

focuses on current problems and contributing factors.

The therapist assesses the cause of the disorder or

maladaptive behavior, including reinforcement from

the environment, maladaptive thoughts and beliefs,

repetitive unhelpful behaviors, skill deficits, and beha-

vioral avoidance. Homework is an important compo-

nent of CBT, and clients are often asked to complete

tasks at home or in related environments outside the

therapy session. Homework includes practicing relaxed

breathing each day, monitoring specific behaviors, and

keeping thought records. Although the format and

techniques used in CBT vary, a typical session might

begin with the client and therapist setting an agenda

for the hour. A review of the week’s events, client’s

current functioning, and progress with homework

would follow. A skill discussed in a previous session

would be reviewed or a new skill or strategy would be

introduced, and then the client and therapist would

collaboratively decide on homework for the week.

Specific techniques used in CBT include relaxa-

tion, psychoeducation, hypothesis testing (behavio-

ral experiments), exposure, problem solving, social

skills training, self‐control/self‐management training,

cognitive restructuring, and stress inoculation.

Related Topics

>Behavioral modification, >Psychotherapy

Suggested Readings

Beck JS (1995) Cognitive therapy: basics and beyond. Guilford

Press, New York

Clark DM, Fairburn CG (eds) (1997) Science and practice of cogni-

tive behaviour therapy. Oxford University Press, New York

Dobson KS (ed) (2001) Handbook of cognitive‐behavioral thera-
pies. Guilford Press, New York

Hersen M, Rosqvist J (eds) (2005) Encyclopedia of behavior mod-

ification and cognitive behavior therapy. Sage Publications,

Thousand Oaks, CA
The Cognitive Theory
of Aging
Jessica Diggs

Cognitive theories of aging seek to explain differences

in measured cognitive ability between younger and

older people. These differences may be due to a myriad

of factors that include: real physical and sensory

age‐related changes, cohort effects, characteristics of

cognitive tests, or differences in the mechanisms by

which older and younger people process information.

According to the American Heritage and Stedman’s

Medical Dictionary, cognition is defined as ‘‘the mental

faculty of knowing, which includes perceiving, recog-

nizing, conceiving, judging, reasoning, and imagining.’’

Cognition is often divided into smaller components

that include intellectual ability, learning, and memory.

Intelligence, defined as ‘‘the capacity to acquire and

apply knowledge, especially toward a purposeful goal’’

can also be subdivided into ‘‘fluid’’ and ‘‘crystallized’’

intelligence. Fluid intelligence refers to knowledge and

skills that are determined biologically, independent of

experience or learning and may include abstract reaso-

ning, spatial orientation, and perceptual speed. Crys-

tallized intelligence is acquired through experience and

education and includes tasks like verbal comprehen-

sion, word association, and social judgment.
Studies of Cognition in Aging
Individuals

Research based on studies of aging adults using the

Wechsler Adult Intelligence Scale found that, on an

average, adults above 65 scored lower on scales mea-

suring fluid intelligence, while measures of crystallized

intelligence did not show differences with age. Gener-

ally, the performance scales used to measure fluid

intelligence are timed tests; therefore, the differences

between older and younger adults may be an indicative

of a differential effect of time pressure on the older

person. Timed tests may be associated with increased

anxiety or an exaggeration of differences due to defi-

ciencies in sensory abilities, perceptual skills, and psy-

chomotor skills, which have been shown to decrease

with aging. However, some age‐related differences

remain when these tests are not timed.
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Theories of Cognitive Aging

Many theories to explain cognitive aging have been

proposed, some of which are reviewed by Kevin Eva in

the manuscript, ‘‘Stemming the Tide: Cognitive aging

theories and their implications for continuing educa-

tion in health professions,’’ including explanations

based on decreased working memory, difficulty in inhi-

biting irrelevant information, declines in neurobiologi-

cal processes, and processing speed. Other explanations

of cognition in aging have also been proposed, and are

reviewed in the Handbook of the Theories of Aging.

Some theorists believe that the process of changing cog-

nition with age is related to a cohort effect that allows

successive generations to perform better on cognitive

testing, simply based on environmental differences with-

out any real difference in cognition between the groups.

For example, a person born in the 1940s was not exposed

to computerized testing systems and the Internet during

youth, while a person of the younger generation has

been exposed to this type of technology and may, there-

fore, have an unfair advantage on cognitive testing due

to the amount of information available to them and

the types of skills they have obtained by living in a time

where this technology was commonplace. Longitudinal

studies have in part discounted this theory by showing

individual cognitive declines over time.

Another theory involves the use/disuse perspective

to explain differences between younger and older per-

sons in cognitive test performance, whereby the older

individual does not have recent experience with the

tasks to be performed. A third class of theories suggests

that there are differences in (1) the methods employed

by younger and older people to solve problems, which

would lead to differences that result because older

people tend to use a less efficient strategy or (2) differ-

ences in information processing, either for certain

processing steps that will effect performance on speci-

fic types of tasks only, or for more basic processing

steps that will effect a wide variety of tasks.

One of the most influential researchers in this field

of cognitive aging theory is Timothy Salthouse, who

proposed the processing rate theory of cognitive aging,

which specifically explains the process by which the

decline in fluid cognition occurs. Salthouse defines

fluid cognition as cognition that ‘‘refers to the efficiency

or effectiveness of processing at the time of assessment

and is typically evaluated with task of learning mem-

ory, reasoning, and spatial abilities.’’ According to this

theory, as a person ages, the speed of mental processing
decreases; this affects both the quantity and quality of

cognitive performance.
Factors Affecting Cognitive
Performance

Factors that can adversely affect cognition include

poor health status, poor nutritional status, anxiety,

depression, and several sociocultural factors. The effect

of real or perceived deficiencies in cognition can lead

to personal frustration due to the inefficiencies or to

anxiety related to decreased performance. Some of this

anxiety might be fueled by fears of dementia, or by the

way aging individuals are portrayed in the media or

viewed by the society. Changes in cognition can have

detrimental effects on the aging person’s self‐esteem
and can lead to depression or decreased quality of life.
Responding to Cognitive Decline

There are methods for responding to cognitive decline

in a way that is positive, empowering, and beneficial for

the older adult. Some forms of cognitive decline can be

delayed or prevented by focusing on improving health

through early detection and treatment of disease and

through prevention of chronic conditions such as heart

disease. Studies have also shown that those taking dietary

supplements to improve nutrition performed better on

cognitive tests. Experience and practice has also been

shown to help aging individuals maintain their cognitive

skills. Older people who continue to use cognitive skills

in daily life through work or activities had higher cogni-

tive test performance as well. For those older people who

are faced with difficulties in other components of cogni-

tion, such as memory or learning, which have also been

shown to decline with age, the use of memory aids like

mnemonics or visual association techniques can help

to increase retention and recall. Interventions to reduce

the effects of sensory deficits on cognition can also be

employed, for example, large print on prescriptionmed-

ications and patient instructions, choosing environ-

ments with minimal background noise, and the use of

external memory tools like timers and pill organizers.
Public Health Perspective

Public health professionals must be sensitive to the per-

sonal meaning of cognition and memory to the aging

individual and be cognizant of the anxieties that might
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be associated with real or perceived loss of certain cap-

abilities. Health professionals must also acknowledge

and understand that there are differences in the way

younger and older people communicate and integrate

information as well as potential differences in sensory

capabilities such as vision or hearing. Knowledge of these

potential differences is essential to ensure that informa-

tion is communicated in the most beneficial, appropri-

ate, understandable, and patient‐specific form.
Related Topics

>Abstract thinking, >Dementia, >Alzheimer’s dis-

ease, >Adult education, >Vision
Suggested Readings
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Holland, Amsterdam, The Netherlands

Salthouse TA (1999) Theories of cognition. In: Bengtson VL,

Schaie KW (eds) Handbook of theories of aging. Springer, New

York, pp 196–208
Cohousing
Sheila Simon . Jay Curtis

Cohousing is an innovative, collaborative housing

concept that attempts to change the culture of com-

munity by offering an environment of close‐knit,
shared neighborhood living. The concept was born in

Denmark in the early 1970s in order to provide dual

income professionals, better day care, and safer neigh-

borhoods. The first cohousing project in the United

States was completed in Davis, California in 1991.

Now, more than 80 sites in 35 states provide living

for more than 5,000 Americans.

Movement Toward Elder Cohousing

Originally, cohousing was a multigenerational concept,

but in recent years age‐targeted cohousing models,
commonly known as elder cohousing, are developing.

At present there are five elder cohousing models either

in operation or in the later stages of development in

the United States. These models are designed to be a

part of either traditional cohousing villages or as a

separate undertaking altogether. Elder cohousing is

presented as an option that offers adults aged 55 and

above with the opportunity to live and age interdepen-

dence in a cohesive community neighborhood. The

goal is to provide elder living that is different from

the norms that surround aging in today’s culture.

Developers and future residents seek to provide oppor-

tunities for independence, community, and active con-

tribution in the later stages of life by incorporating

more aspects of social activism, community service,

and mutual assistance in a supportive peer‐oriented
environment. Many believe that this type of living

allows for a more healthy aging process and provides

greater support during poor health.
Common Characteristics of
Cohousing

Most cohousing communities have chosen the condo-

minium legal ownership structure, or limited equity

cooperatives, as a matter of legal and financial conve-

nience. This means that members jointly own common

property, but are sole owners of the lot on which they

build their private dwellings. This type of ownership

goes against the ideal of the collective community

and many prefer to be organized as cooperative hous-

ing associations that are more consistent with the

goals of shared resources and the mutual community

experience.

Cohousing developments vary in size, design, and

ownership, but do share common defining character-

istics. First, the ‘‘participatory process’’ allows future

residents, with the aid of developers, to design the

community to meet their needs. The developments

have an ‘‘intentional neighborhood design’’ that en-

courages a sense of community through clustered

private dwellings, shared open spaces, and pedestrian

streets with cars on the periphery. Another integral

part of the community is extensive ‘‘common facilities

and amenities,’’ including dining, laundry, recreation,

and libraries, to supplement private living areas. The

residents of these villages also ‘‘manage’’ the property

through maintenance, policy development, and com-

munity meetings. There is no ‘‘hierarchal structure or
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decision‐making’’ as decisions are made without

defined leadership roles based on community consen-

sus. Finally, there is ‘‘no shared income or common

ideology’’ necessary for residency in the community.

In contrast to traditional continuing care retire-

ment communities and other preplanned elder com-

munities, residents have the opportunity to develop,

design, construct, and maintain the community. The

community provides a more intimate setting for living

size between 12 and 40 residential units as compa-

red with larger retirement homes that reach into

thousands.
Challenges Related to Cohousing

The elder cohousing movement is in its early stages

and the ability to care for many frail elders at once

without a supporting health care staff presents con-

cerns about the concept of long‐term aging ‘‘in place.’’

It has been suggested that developments integrate

some of the support systems found in traditional

elder housing and home health care services in order

to have a more efficient and comprehensive provision

of care. There is a need to balance the presence of care

services with the freedoms and autonomy that are

essential elements of such communities.

This new community development movement pre-

sents other problems as well. The cohousing process is

a group process that can be difficult, involve much risk,

and include a wide array of elements. These elements

require some expertise and include finance and bud-

geting, land acquisition, permits and approval, design

and construction considerations, marketing, andmem-

bership recruitment. There are, however, cohousing

developers and consultants available to assist in these

projects. Although difficulties can arise, they are offset

by the opportunity for choice and freedom in the

quality of life and aging for residents.

The most glaring problem that exists is the cost

associated with becoming a member of a cohousing

community. Due to the fact that these communities are

new, customized constructions offering extensive com-

mon facilities, they are usually expensive. Also, due to

limited government support for these projects, they

have been offered at market rate rather than at low

income levels. There are possibilities for those who

believe they cannot afford this living option. Some

state and local governments require by law that multi-

family housing developments have a certain percentage
of the units that meet affordability standards. Also, a

few communities offer shared households and renting

options contingent upon agreement to fully participate

in the community.

Despite a few challenges, the industry of elder

cohousing is gaining in popularity and providing those

above 55 with an option to age gracefully and indepen-

dently. All the while, individuals, friends, and families

are able to avoid traditional institutionalized aging

methods by providing the elderly persons the oppor-

tunity to lead dignified, active, and comfortable lives.
Related Topics

>Assisted living, >Elder hostel, >Housing,

>Retirement, > Social support
Suggested Readings

Durrett C, McCamant K (1994) Cohousing: a contemporary

approach to housing ourselves, 2nd ed. Ten Speed Press,

Berkeley, CA

Durrett C (2005) Senior cohousing: a community approach to

independent living. Ten Speed Press, Berkeley, CA
Suggested Resources

The Cohousing Association of the United States. http://www.

cohousing.org

The Elder Cohousing Network. http://www.elderhousing.org
Coitus and Vaginal Dryness
James Carter

It is well known to our patients that vaginal dryness has

caused considerable discomfort. There can be dryness

associated with fear of pain and while certainly that is

not insignificant, it is not the subject of this discussion.

With the publication of the Women’s Health Initiative

in July 2002, a large majority of postmenopausal

women stopped taking their hormone replacement.

Within weeks and certainly months, many of these

women were back in our offices with multiple com-

plaints including vaginal dryness during coitus. This

http://www.cohousing.org
http://www.cohousing.org
http://www.elderhousing.org
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was a very significant problem that seemed to fly under

the medical radar, since it was not life‐threatening and
it was only addressed by the gynecologic community

and just a small subset of those practitioners willing to

take the ‘‘risk’’ of explaining and treating this problem.

Yet, it is a very significant quality of life issue.

There are relatively few serious reviews regarding

vaginal dryness, but there have been a number of them

recently that have not been afraid to discuss the issue in

spite of the Women’s Health Initiative. One of the best

discussions has been made by Murray Freedman. He

has recently shown that embryologically the highest

estrogen receptors are at the distal one‐third of the

vagina. This clearly accounts for the dryness when

estrogen is naturally removed at the menopause or sur-

gically removed by ovarian excision. Worrying about

osteoporosis (which is by no means insignificant)

about 50% of postmenopausal women will develop

osteoporosis, while as many as 97% of women will

develop significant signs of genital atrophy in less

than 12 months of the onset of estrogen deficiency.

This is an alarming statistic and clearly one that the

majority of physicians does not have to or do not want

to address this problem.

In women experiencing vaginal dryness during coi-

tus, a number of studies have shown that the estrogen

level above 50 pg/mL seems to solve a number of

issues. First, the vaginal dryness is reduced or elimi-

nated as the estrogen level allows for the pH of the

vagina to return to the normal acidic range, allowing

for the healthy ecosystem of the vagina to return. This

level of estrogen thickens the basal layer of the vaginal

epithelium and generally in a few months (often

weeks) the vaginal moisture is returned and the symp-

toms of vaginal dryness that leads to dyspareunia with

all of its varieties of intensity and on penetration along

with at times significant burning sensation is resolved.

There are local estrogen preparations like vaginal

tablets, vaginal estrogen ring, estrogen creams, and oral

and transdermal routes. All of these preparations

can be effective for the individual who is experiencing

this embarrassing and frustrating problem. There are

other nonhormonal preparations that are frequently

espoused in treating this symptom from soy to the

cohashes, and various gels. These preparations are

certainly not harmful and may alleviate the less intense

forms of the dryness. When compared with placebo

none of them can return the vagina to the low, healthy
pH and ecosystem that subsequently supports the

thicker and healthier basal layer of the vagina.

It is perfectly fine to attempt to use any prepara-

tions that can help the patient’s symptoms of coitus

and vaginal dryness; however, in studying these symp-

toms for more than 25 years, it has been repeatedly

observed that there is a subset of women who will not

be significantly affected by vasomotor symptoms, but

99% will experience vaginal dryness. In surveys of

sexuality after the menopause, 50% of the women list

sexual dysfunction as one of these top three com-

plaints. (The most common reason for not being sexu-

ally active is lack of available partner.) With respect to

the quality of life issues of pain, social function, phy-

sical function, perception of well‐being and sexuality,

all may respond to estrogen replacement; some may

need testosterone, but that is not going to affect the

vaginal dryness. The vaginal dryness will cause painful

coitus, decreased perception of well‐being and clearly a

decreased desire for sexual function. It should be a very

important educational and medical goal to help alle-

viate a symptom that occurs in 99% of postmenopau-

sal women. Estrogen treatment can alleviate this

problem and educate our patients not to be afraid of

the hormone that they have had all of their lives should

be a driving force to extend our patient’s quality of life

in all phases. Our patients deserve no less.
Related Topics

>Dyspareunia, >Hormones, >Menopausal health,

> Sexual dysfunction, > Sexuality
Suggested Readings

Freedman M (2002) Quality of life and menopause: the role of

estrogens. J Women’s Health (Larchmt) 11(8):703–718

Leiblum SR et al (1983) Vaginal atrophy in the postmenopausal

woman: the importance of sexual activity and hormones. JAMA

249:2195–2198

Molander U et al (1993) Effect of oral oestradiol on vaginal flora

and cytology and urogenital symptoms in elderly women. Acta

Obstet Gynecol Scand 72 Suppl 158:3–17

Nactigall LE (1994) Comparative study: replens versus local estro-

gen in menopausal women. Fertil Steril 61:178–180

Palacios S (2005) Low dose vaginal administered estrogen may

enhance local benefits of systemic therapy and treatment of

urogenital atrophy. Maturitas 50(2):98–104



Colonoscopy C 221
Colonoscopy
Jennifer Kimble . Gregory Cooper
A colonoscopy is a noninvasive means of directly exam-

ining the lining of the entire colon and lower portion

of the small bowel known as the ileum. Itmay be ordered

for colorectal cancer screening or to investigate the cause

of a patient’s bright red blood or black tarry stools,

unintentional weight loss, abdominal pain, unexplained

diarrhea or constipation, or fatigue due to anemia.

The quality of the information gained from a colo-

noscopy is directly related to a patient’s preparation

prior to arriving the day of the procedure. The prepara-

tion begins 1 week prior to the procedure. If the patient

is takingmedications such as aspirin, ibuprofen, napro-

syn, clopidogrel (Plavix), or warfarin (Coumadin), they

should call their primary care physician, at least 1 week

prior to the procedure date, to see if it is safe to stop

these medications to avoid potential bleeding compli-

cations. Iron supplements must be stopped 5 days prior

to the procedure. If the patient is diabetic, the patient

should contact their primary care provider for instruc-

tions on how to take their oral medications and insulin

during the day prior to the procedure as well as during

the day of the procedure. Because sedation is given, the

patient should also arrange for a driver to transport

them to and from the procedure.

In order to visualize the lining of the colon, it is

important to clear the colon of stool. This is done by

the patient altering their diet and by taking a strong

laxative. The day prior to the procedure, the patient

shouldn not eat any solid food. Liquids are allowed,

but are limited to clear liquids without red coloring,

including ginger ale, plain coffee (without cream or

milk), fat‐free bouillon or broth, popsicles, or Jell‐O.
There are a few alternatives for a laxative purge. The

most common is an oral laxative that is electrolyte

balanced with polyethylene glycol to avoid interfering

with electrolyte concentrations in the blood. The stan-

dard medications of this type are Golytely, Nulytely, and

Colyte. Four liters of solution should be consumed in

4–6 hours. In general, this solution is not pleasant tasting

and flavors have been added tomask the taste. Although

this type of preparation has a larger volume, it does have

added benefits in not causing preparation‐related ulcera-
tions in the colon or electrolyte imbalances in the blood.

A second commonly used preparation is oral sodium

phosphate (Fleet phospho‐soda). This preparation is
also not pleasant tasting, but is consumed in smaller

quantity. In general, the night before the procedure the

patient mixes 1½ oz of solution in a 4 oz. glass of water

and drinksit. It is followed by four 8 oz glasses of clear

liquids. The morning of the procedure the patient

repeats a second dose of the medication followed by

one 8 oz glass of liquid. The drawbacks of this prepara-

tion are the taste, the potential cause of medication‐
related colonic ulceration and the potential electrolyte

abnormalities. Patients with a history of kidney disease,

chronic liver disease, congestive heart failure, electrolyte

abnormalities or suspected inflammatory bowel disease

should not take this medication.

Patients who are used to taking many oral medica-

tions may prefer a sodium phosphate tablet pre-

paration called Visicol. However, a total of 20 pills

are taken the night prior to and repeated on the day

of the procedure. The same complications and patient

restrictions apply to using this preparation as the Fleet

phospho‐soda preparation.
Other combinations of laxatives and dietary restric-

tion may need to be considered if the patient cannot

tolerate the above preparations.

The day of the procedure, the patient will arrive at

the endoscopy suite. An IV will be placed for medica-

tion administration. The gastroenterologist (endosco-

pist) will speak to the patient. The patient should

notify their medical history to the endoscopist, espe-

cially if they receive antibiotics prior to a dental pro-

cedure or if they have a pacemaker or defibrillator. The

patient should also bring their medication list. After a

short conversation, the patient will sign the consent

form and the sedation medications will be given.

Once the patient is sedated, the endoscopist will

perform a rectal exam and insert the colonoscope that

is a long flexible tube approximately the diameter of an

index finger with a camera lens and light. The colono-

scope will be advanced to the farthest part of the colon

and possibly into the small bowel. The physician can

see the images on a television screen. Biopsies of the

colonic tissue may be taken or polyps may be removed

with cautery using a snare loop to lasso the polyp.

During the procedure the patient may feel abdominal

pressure from air insufflation, which helps with visua-

lization or brief periods of abdominal pain if there are

sharp turns in the colon, but they will not feel the

biopsy or polyp removal.

After the procedure, the patient may feel abdominal

bloating but this will improve as the patient expels the

remaining air that was insufflated during the procedure.
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As with any procedure there are potential complications

but these are very rare. They include bleeding, infection,

adverse reaction to the sedation medications, a tear in

the bowel wall (perforation) that could require surgery,

cardiac or pulmonary complications, or death. However,

these are very rare complications and the physician who

referred the patient for the procedure believed that the

risks were outweighed by the benefits of the information

gained from the procedure.

After the procedure, the patient is monitored in the

recovery area for 30 minutes to an hour and then be

driven home by their driver. Prior to discharge the

patient should have a discussion with the physician

regarding the endoscopic findings. It may be helpful

for the driver to be privy to this conversation since the

patient may forget the conversation due to the sedation

medications. During this time, if the patient stopped

aspirin, Motrin, Plavix or Coumadin they should

ask the physician when it is safe to restart these med-

ications. Pathology results from biopsies or polyp

removal should be available within 1 week.

If the patient has fever, a distended firm abdomen,

severe abdominal pain (not gas cramps), bloody bowel

movements greater than a half cup in volume, nausea

or vomiting, they should call the endoscopist or the

physician on call and may need to be evaluated.

Related Topics

>Endoscopy

Suggested Resources

American Cancer Society. http://www.cancer.org

American Gastroenterological Association. http://www.gastro.org
Colorectal Cancer
Jennifer Kimble . Greg S. Cooper

According to the American Cancer Society, an esti-

mated 145,290 new cases of colorectal cancer will be

diagnosed and an estimated 54,290 people will die

from it in 2005. Colorectal cancer is the third most

commonly diagnosed cancer and the second most

deadly cancer, when skin cancers are excluded. Because

of increases in the use of colorectal cancer screening

and improved treatment after cancer diagnosis, over
the past decade, there has been a trend toward fewer

new cases and fewer deaths due to colorectal cancer.

Risk factors that increase a person’s chances of get-

ting colorectal cancer include above‐50 years, sedentary
lifestyle, obesity, smoking, heavy alcohol use, prior per-

sonal history of colorectal cancer, history of polyps

(excluding non‐precancerous polyps called hyperplastic

polyps), history of inflammatory bowel disease (ulcera-

tive colitis or Crohn’s disease), a personal history of

ovarian, endometrial, or breast cancer, a first‐degree
relative (parent, sibling, or child) who has had colorectal

cancer, or a familial syndrome such as hereditary non-

polyposis syndrome or familial adenomatous polyposis.

There has been conflicting data regarding dietary factors

that decrease the rate of colorectal cancer.

Symptoms of colorectal cancer are nonspecific and

include bright red blood or black tarry stools, unin-

tentional weight loss, abdominal pain, unexplained

diarrhea or constipation, or fatigue due to anemia. If

these symptoms occur a patient should consult their

health‐care provider. In asymptomatic individuals

colorectal cancer screening should begin without

increased risk factors (previously discussed) at the age

of 50. In patients with a family history (first‐degree
relative) of colorectal cancer, screening should begin at

the age of 40 or 10 years prior to the family member’s

diagnosis, whichever is earlier.

The goal of colorectal cancer screening is to remove

precancerous polyps before they develop into cancer or

to diagnose a cancer in its early stages when survival is

greatest. Accepted screening modalities have recently

emphasized colonoscopy that examines the whole

colon to remove precancerous polyps (polypectomy). If

there are no polyps or other risk factors, screening with

repeat colonoscopy occurs every 10 years. If precancer-

ous polyps are found, screening will be more frequent,

typically every 3–5 years. Other recommended cancer

screening strategies include yearly testing for blood in

the stool with cards, flexible sigmoidoscopy (which only

examines the rectum and lower colon) every 3–5 years,

yearly stool cards and sigmoidoscopy every 3–5 years or

barium enema every 5 years. At this time, there are not

enough data to recommend CT scanning or ‘‘virtual

colonoscopy.’’ Virtual colonoscopy requires the patient

to take the same oral laxative as an endoscopic colono-

scopy, the colon is insufflated with air through a tube in

the rectum, and the patient has to undergo a CT scan.

This procedure also does not allow for polyp removal

and can miss smaller polyps detected by endoscopic

colonoscopy.

http://www.cancer.org
http://www.gastro.org
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Staging of colorectal cancer will help to determine

the best treatment strategy, and to predict long‐term
survival rate. Staging consists of determining whether

the tumor has metastasized to other organs or lymph

nodes, and it has spread into the deeper layers of the

bowel wall. Preoperative staging usually consists of an

abdominal CT scan and possibly, a chest x‐ray or chest

CT scan. Before surgery, a blood sample may be sent to

determine the level of a tumor marker known as carci-

noembryonic antigen (CEA), which may be useful in

monitoring recurrence. For colon cancer, surgical removal

of the tumor is almost always performed through an

abdominal incision, though recent data suggest that

laparoscopic removal may have equivalent results. For

an early stage cancer contained within a polyp, colono-

scopy with polypectomy may be curative. For colon can-

cer removed by elective surgery, a colostomy is usually not

necessary, but may be needed for emergency procedures

due to bowel perforation. If the tumor has extended

beyond the colon wall to one of the ovaries, both ovaries

will be removed as both ovaries are at risk of metastasis.

Rectal cancer staging consists of a CTscan of the ab-

domen and pelvis, and an x‐ray or CT scan of the

chest because unlike colon cancer, rectal cancer has a

different blood supply and can travel to the lungs,

bypassing the liver. Regional lymph node and tumor

wall depth can be assessed by magnetic resonance

imaging (MRI) or endoscopic ultrasound that is simi-

lar to the colonoscopy, yet only requires an enema

preparation and examines only the rectum using sono-

graphic (sound) waves. Depending on how close the

tumor is to the anus and how deep the tumor has

spread, the surgeon may choose a transanal, abdomi-

noperitoneal or low anterior resection. Information on

these procedures can be obtained from the web sites

sited at the end of this chapter.

The stage of colorectal cancer is given a numerical

value. The larger the number, the more advanced the

cancer.

Approximate 5‐year survival can be predicted by

the following:
.

Colon cancer
(%)*
Rectal
(%)
Stage 1: extension into colon
wall (submucosa)
93
 92
Stage 2: extension deeper into
muscular layer
72–83
 73
Stage 3: lymph node
involvement
44–64
 56
Stage 4: distant metastasis
 8
 8
Chemotherapy has proven beneficial in improving

long‐term survival of stage 3 and advanced stage‐2
colon and rectal cancer. In addition, radiation therapy

may be considered for stage 2 or 3 rectal cancer, but is

generally not used for colon cancer. Chemotherapy for

stage‐4 disease will not be curative, but may reduce

symptoms and/or prolong survival.

It is important to remember that colon cancer can

recur, even at a different location in the colon. If the

entire colon was not visualized by colonoscopy prior to

surgery, a colonoscopy will need to be performed within

6 months after surgery. Assuming this does not reveal

another cancer, or the first colonoscopy was complete,

it is recommended that a patient have a colonoscopy

1–3 years after surgery to detect new polyps or tumors.

CEA monitoring is also recommended in follow‐up. In
addition, office visits at least three times a year for the

first 2 years are recommended because symptoms are

often the first indicator of cancer recurrence.

The patient’s first‐degree family members (parents,

brothers, sisters, and children) should be made aware

of the patient’s colorectal cancer diagnosis and they

should tell their physician in order to ensure appro-

priate colorectal cancer screening in hopes of pre-

venting colorectal cancer in that person. There are

many excellent support groups and references that

the patient’s physician will be happy to share.
Related Topics

>Cancer, >Cancer screening, >Chemotherapy
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Suggested Resources
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Communication Disorders
John Tomkowiak

Speaking, hearing, and understanding the spoken and

written words are the foundations for everyday human

communication. A disorder of communication has been

defined as, ‘‘any interference with an individual’s ability

to comprehend or express ideas, experiences, knowledge,

and feelings.’’ Communication disorders are generally

classified into disorders of speech, hearing, language,

voice, and fluency. The American Psychiatric Associa-

tion (2000) lists five communication disorders in their

book of disorders called the Diagnostic and Statistical

Manual of Mental Disorders, 4th Edition, Text Revision

(DSM‐IV‐TR). These disorders include expressive lan-
guage disorder, mixed receptive–expressive language

disorder, phonological disorder, and stuttering and

communication disorder not otherwise specified.

Practically speaking, the disorders that are most com-

monly seen in the elderly include significant hearing

loss and deafness, aphasia, a disorder of speech or

language, that is usually secondary to a cerebral vas-

cular accident (stroke) or trauma, language and mem-

ory deficits that are associated with dementias, and

visual problems. All of these problems have the ability

to interrupt communication in a significant way with

potentially serious consequences. Early recognition

and an understanding of the most common causes of

communication difficulties in the elderly can lead to

substantial improvement in the quality of life of an

individual who has a communication disorder.

Hearing disorders are part of the class of disorders

referred to as problems with receptive communication.
More than 25% of persons above 65, and 50% of

people above 75 will have a hearing impairment. Hear-

ing impairments in the elderly are usually in the high

frequency or high pitched range and can interfere with

normal conversation. Some causes of hearing loss that

can be reversible include impacted ear wax, infections

of the ears, or specific ear tumors (cholesteatomas and

acoustic neuromas). Noise‐related cochlear damage

(otosclerosis) can sometimes be treated with bone

removal or cochlear implants. Presbycusis (a gradual

decline in hearing) is due to degeneration of the organ

of Corti. This results in the inability to hear high

frequency sounds or discriminate complex sounds.

The primary treatment for sensorineural hearing loss

is a hearing aid, along with an aural rehabilitation

program. A hearing rehabilitation program may incor-

porate lipreading, the use of hand signs, and writing

boards to overcome communication barriers.

A study done by the National Council on Aging

revealed that hearing loss is a major health concern

of the elderly. Health care professionals should avoid

telling patients that their hearing loss is just a part of

old age. Even if hearing impairment is due to the

aging process, significant advances in treatment offer

improved quality of life for individuals with severe

deficits. Screening for hearing loss is a valuable tool

and should be done early if it is suspected or reported

as a problem. Careful assessment of a patients hearing

loss should be performed, and potential therapeutic

options can then be discussed with the patient. For

example, hearing aids can significantly improve an

individual’s quality of life. Users who have reported

improvements in their overall well‐being, were more

socially active, and had less worry than non‐hearing
aid users. Even so, hearing aid use among the elderly is

declining, despite advances in technology.

Visual problems are present in 15% of persons 65

and older and 30% in patients above 85. Presbyopia

(the inability to focus on near objects) is present in

more than 90% of patients above 75. Cataracts, macu-

lar degeneration, glaucoma, and diabetic retinopathy

are the other most common causes of eye problems in

the elderly. Since many of these conditions usually have

a gradual onset, patients may be slow to realize or

admit their deficits. Patients might make comments

that they have lost interest in reading the newspaper or

magazines that they have previously enjoyed. Manage-

ment of visual impairments can include corrective

eyewear, surgery, large printed material, and tactile

feedback.

http://www.cancer.org
http://www.acg.gi.org
http://www.gastro.org
www.fascrs.org
http://www.cancer.gov
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What are the consequences of having both a hear-

ing and visual impairment? According to the 1999

surveillance for the sensory impaired study, older

adults who report both vision and hearing loss were

more likely to have falls, hip fractures, hypertension,

heart disease, and stroke than those without sensory

impairment. Disorders associated with producing

speech and language are referred to as expressive dis-

orders. The size of the speech and language areas in the

brain is large and this makes those areas of the brain

susceptible to damage. The most common problem in

the elderly patient that may affect speech and language

production often involves decreased blood flow in the

brain. Aphasia, a disorder of speech or language, is the

primary language impairment among older adults. It

most often results from a cerebrovascular accident, but

other causes include bacterial or viral infection (e.g.,

meningitis), brain tumor, head trauma, lack of oxygen

to the brain, or extra fluid on the brain due to blockage

(obstructive hydrocephalus). Aphasia, which is usually

caused by a specific lesion, can affect spoken and writ-

ten language, auditory comprehension, and reading

ability but by itself does not affect intellectual and

problem‐solving abilities. Aphasic language impair-

ments may be in different parts of the brain (left

thalamic or basal ganglia lesion) and are commonly

classified as nonfluent (left anterior frontal lobe focal

lesion) or fluent (left posterior temporal or parietal

lobe focal lesion). In addition, voice and speech

impairments may lead to self‐imposed social isolation

and depression.

Underlying cognitive impairments in memory,

attention, or visual perception affect the ability to

communicate. Yet cognitive communicative disorders

may be deceiving, because on the surface the person’s

basic language skills appear intact. Alzheimer’s demen-

tia (AD) is an example of an illness that may result in

either a language comprehension or production pro-

blem. The patient may present with communication

difficulties such as a disorganized conversation, une-

motional demeanor, and lack of attention to the lis-

teners needs, and may demonstrate focusing on one

thought or word (perseveration), speaking indirectly

(tangentiality) and/or making up things or situations

to mask any problem (confabulation). Frontal lobe

pathology in individuals with AD diminishes working

memory by reducing span capacity, limiting attention,

and disturbing search and retrieval functions. Because

language comprehension and expression rely on the

integrity of these functions, individuals with AD
perform poorer than normal population on commu-

nication tasks. Clinicians may improve communicative

function by reducing the encoding, storage, and retrie-

val demands. However, because of the memory deficits

that also accompany AD, these patients may not

respond to the usual forms of linguistic therapy.

Thus, a focus on training caregivers in a better under-

standing of the disease process and appropriate com-

munication is recommended to help ensure positive

interactions in these patients.

In summary, communication disorders are com-

mon in the elderly. Deficits in hearing, vision, or

speech should not be attributed to ‘‘old age.’’ Early

identification and appropriate treatment can lead to

significant improvements in the quality of life of indi-

viduals with these impairments. In the case of AD,

attention to caregiver needs regarding communication

is helpful to decrease both the patient’s and the family’s

burden. Early identification by primary care providers

with appropriate referral to qualified speech therapists,

audiologists, and ear, nose, and throat specialists can

make a significant and positive difference in the quality

of life for individuals with communication disorders.
Related Topics

>Alzheimer’s disease, >Aphasia, >Vision
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Five general categories of complementary and alterna-

tive medicine

Alternative medical
systems

Homeopathy

Chinese traditional medicine
and acupuncture
Naturopathy
Ayurveda

Mind–body Meditation
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with impaired elderly persons. ElderCare online. http://www.ec‐
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interventions Hypnosis
Biofeedback, relaxation
Prayer
Music, art, and dance
therapy

Biologically based
therapies

Herbs
Supplements
Special diets

Manipulative and
body‐based therapies

Massage
Chiropractic

Energy therapies Reiki
Therapeutic touch
Electromagnetic therapies
Complementary and
Alternative Health
Practices
Marcello Maviglia . Paul Tiger

Complementary and alternative health practices are

those that are outside the scope of conventional med-

ical training and practice. Complementary therapies

are used in addition to conventional (also called allo-

pathic) medicine. Alternative therapies are used as a

sole treatment in lieu of conventional therapies.

Complementary and alternative therapies (also called

complementary and alternative medicine [CAM]) tend

to be gentle and natural (naturopathy and herbal reme-

dies), and tend to focus on health promotion and illness

prevention (vitamin and herbal therapy) as opposed to

treatment of disease. They often integrate mind, body,

and spirit, such as yoga and chinese traditionalmedicine.

Some of these therapies are considered conventional in

the culture or country of origin. The National Institutes

of Health (NIH) National Center for Complementary

and Alternative Medicine recognizes five general cate-

gories of CAM (see >Table 1): alternative medical

systems, mind body interventions, biologically based

therapies, manipulative and body‐based therapies, and

energy therapies.

The use of complementary therapies has expanded

greatly since the early 1990s, including nearly 35% of US

adults and almost 40% of adults above 50. It increased

substantially between 1990 and 1997, but leveled off

between 1997 and 2002. Highest use occurs among

females, people aged 40–64, and those who identify

themselves as white. Among some urban communities

of women, nearly half have used a complementary treat-

ment. CAM users are actually more likely to be users of
conventional medical care and are neither more nor less

likely to have health insurance. They have attained a

higher education level.

For older adults, pain relief, improved quality of

life, and health maintenance/fitness are the most com-

mon reasons for CAM use. Chronic illnesses like

osteoarthritis, depression, and cancer also predict

CAM use among the aging. Adults also seek therapies

for anxiety, chronic pain, and back problems. Spiri-

tual healing or prayer is the most commonly prac-

ticed CAM, followed by herbal medicines, relaxation

techniques, and chiropractic care. In samples of adults

aged 60–100 who obtain routine medical care, 64% are

using complementary therapies.

Commonly used herbs and the conditions they aid

include saw palmetto (prostate health), black cohosh

(menopausal symptoms), dong quai (general female

tonic), Ginseng (energy), ginkgo biloba (cognitive

enhancement), St. John’s Wort (depression), kava

(anxiety), cranberry (urinary health), valerian root

(sleep and anxiety), and echinacea and garlic (for

immune function). Chiropractic treatment is also pop-

ular among aging patients. Techniques are modified to

take into account the patient’s functional status and

bone strength. Some reports indicate that patients who

receive chiropractic care have less comorbid illness and

less medication requirement. Music therapy is effective

in managing pain and behavioral problems in nursing

http://www.ec&hyphen;online.net/Knowledge/Articles/communication.html
http://www.ec&hyphen;online.net/Knowledge/Articles/communication.html
http://www.nidcd.nih.gov/health/hearing/index.asp
http://www.asha.org/NR/
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home patients. Acupuncture is well accepted as a CAM

approach to chronic pain. Alternative systems like

Ayurveda and Homeopathy involve detailed examina-

tions and history taking. Often lifestyle changes and

spiritual practices are recommended.

In recent times, conventionally trained US medical

doctors have not received significant training and edu-

cation in the use of these therapies. Many of these

therapies have their own practitioners with indepen-

dent education, training, and licensing. The National

Center for Complementary and Alternative Medicine

has outlined a strategic plan to develop training and

research programs.

Many of the biologically based therapies (herbals

and vitamins) have not undergone rigorous safety test-

ing. Other CAM therapies have been tested and show an

effect not much different than placebo. The NIH web

site keeps up‐to‐date information on the most effective

and well‐validated therapies. Often the use of these

therapies is not shared with a person’s conventional

doctor. Some argue that this poses a serious health

hazard as many commonly used herbs are reported to

interact with conventional medications either enhan-

cing or blocking their effects (especially anticoagulant

effects) and that some herbal preparations have been

found to have dangerous contaminants.

Advocates of these health practices generally argue

that they are preventive or health‐promoting in nature,

are not disease specific, and may not show the kind of

effectiveness as conventional therapies. Increasingly,

many therapies have been validated by clinical trials.

Many people continue to seek out these treatments

because they seem gentle and humanistic, involve

treating the whole patient—body, mind, and spirit,

involve people taking an active role in their health,

and focus on ‘‘wellness’’ and not merely disease. Phy-

sicians are advised to ask their patients about CAM use

as well as to improve their knowledge about these

therapies. Patients should feel comfortable in sharing

this information with their conventional doctor. CAM

offers an opportunity to reconsider the goals of con-

ventional US health care to include quality of life,

independence, and patient satisfaction.
Related Topics

>Acupuncture, >Chiropractic care, >Homeo-

pathy, >Massage, >Preventive care, > Spirituality,

>Yoga
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Confidentiality
Marshall B. Kapp

In the course of providing care, health care profes-

sionals routinely learn very sensitive information

about their patients. Professionals begin with a fidu-

ciary, or trust, obligation to hold in confidence all

intimate patient information entrusted to them. This

ethical obligation, based on the patient’s important

interest in maintaining personal privacy and avoiding

the social stigma and potential discrimination that a

breach of one’s medical privacy might entail, is

enforced legally through civil damage suits based on

both statutory and common law (judge‐made prece-

dent), and is embodied in the licensing provisions of

virtually all state professional practice acts and accom-

panying regulations.

Federal regulations that become effective in 2003

(45 Code of Federal Regulations Parts 160 and 164)

to implement the Health Insurance Portability and

Accountability Act (HIPAA) of 1996 (Public Law No.

104–191, title XI, Part C) impose very specific require-

ments on covered health‐care entities and their busi-

ness associates regarding the handling of personally

identifiable medical information contained in patient

records. These regulations impose severe criminal and

civil sanctions for unauthorized disclosures of personal

health information (PHI).

https://nccam.nih.gov
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However, there are numerous exceptions to the

general confidentiality rule and the state and federal

statutes supplementing it. One exception occurs when

a patient voluntarily and knowingly waives, or gives

up, the right to confidentiality of particular informa-

tion. Such waivers are done daily to make information

available to third‐party payers (for instance, Medicare

claims processors and private health insurers), quality

of care auditors (such as surveyors of the Joint Com-

mission on Accreditation of Healthcare Organizations)

and other public and private entities (like health care

proxies authorized to make medical decisions under a

patient’s durable power of attorney). In addition, the

usual confidentiality obligation may be outweighed in

circumstances of jeopardy to innocent, vulnerable

third parties, which happens when a patient with ser-

ious sensory or cognitive impairments insists on driv-

ing a motor vehicle or a dangerous psychiatric patient

threatens to harm a specific victim and appears to

have the present ability and intent to carry out that

threat. State statutory and case law varies regarding the

health care provider’s obligation to report a believable

threat of harm to public health or law enforcement

authorities.

The patient’s expectation of privacy must yield

when the health care provider is mandated by state

statute to report to specified public health or law

enforcement authorities the health care provider’s rea-

sonable suspicion that certain conditions or activities

(e.g., elder mistreatment or neglect, domestic violence,

infectious diseases, births, and deaths) are present or

have occurred. Mandatory reporting statutes embody

the state’s exercise of its inherent police power to

protect the general health, safety, welfare, and morals

of the community or its parens patriae authority to

protect individuals (such as severely, cognitively, or

emotionally impaired persons) who are not capable

of protecting themselves.

Further, a health care professional may be com-

pelled to reveal otherwise confidential information

about particular patients by the force of legal process,

that is, by a judge’s issuance of a court order requiring

such release. This is a possibility in any lawsuit involv-

ing a factual dispute about a patient’s physical or mental

condition. A court order (as opposed to a subpoena or

subpoena duces tecum, which are issued simply as an

administrative matter by the court clerk rather than

by a judge) compelling one to produce personally

identifiable patient information may overrule the
state’s provider/patient testimonial privilege statute.

Every testimonial privilege statute provides for court‐
compelled testimony by the health care provider when,

for instance, the patient has placed his or her own

health condition and medical treatment in issue in a

lawsuit.

Since the modern delivery of health care frequently

is a team endeavor, each patient implicitly gives per-

mission for the sharing of certain otherwise private

information among the members of the treatment

team. Information sharing of this nature is essential

to optimal care. However, only information that is

directly relevant and necessary to facilitate the con-

tribution of each team member should be available

to the various team members. Moreover, each team

member who is privy to identifiable patient informa-

tion is bound fully by all applicable legal and ethical

constraints on the inappropriate revelation of such

information.
Related Topics

>Durable power of attorney, >Medical malpractice,

>Patients’ rights
Suggested Readings

Annas GJ (2003) HIPAA regulations—a new era of medical‐record
privacy? N Engl J Med 348(15):1486–1490

Annas GJ (2004) The rights of patients, 3rd ed. Southern Illinois

University Press, Carbondale, IL, pp 246–272

Dalin HS (2004) Advocacy in a post‐HIPAA world. Bar Associations

in Focus on Aging and the Law (BIFOCAL) 25(2):1–9

Lo B, Dornbrand L, Dubler NN (2005) HIPAA and patient care: the

role for professional judgment. JAMA 293(14):1766–1771

Sankar P, Moran S, Merz JF, Jones NL (2003) Patient perspectives

on medical confidentiality: a review of the literature. J Gen

Intern Med 18(8):659–669

Sullivan JM (2004) HIPAA: a practical guide to the privacy and

security of health data. American Bar Association, Chicago

United States General Accounting Office (2004) First‐year experi-
ences under the federal privacy rule. GAO‐04‐965, Washington,

DC
Suggested Resources

www.hhs.gov/ocr/hipaa

www.privacyrights.org

www.hhs.gov/ocr/hipaa
www.privacyrights.org


Congestive Heart Failure C 229
Congestive Heart Failure
Sudeshna Banerjee
At present, five million Americans have been diag-

nosed with congestive heart failure (CHF) and this

number is expected to double by 2030 as the baby

boomer population ages; similar trends are seen world-

wide. Heart failure results in 280,000 deaths annually,

principally in those patients above 50 and is the largest

single expense of Medicare. Unfortunately, moderate

disease has a 50% 5‐year mortality while severe disease

carries a 2‐year mortality, mainly as a result of sudden

cardiac death.

Heart failure is a syndrome of structural, functional,

and biologic alterations. It is defined by the inability of

the heart to pump sufficient blood tomeet the demands

of the body. Normally, the upper chambers (atria) drain

through valves into the lower chambers (ventricles),

which are muscular structures that contract and send

blood throughout the vascular network. The right ven-

tricle pumps blood to the lungs to be reoxygenated

while the left ventricle (the main pumping chamber of

the heart) sends blood bearing this oxygen to the entire

body. The emphasis of heart failure is on the loss of

function of the left ventricle.

A complex process termed remodeling occurs in

heart failure and involves changes in the heart muscle

cells or myocytes. Commonly, these cells are damaged

during periods of compromised blood flow to the

heart such as with a heart attack. Some cells then

may die and the remaining survivors enlarge and

become less effective at contracting. This causes dis-

turbances in the ability of the heart to pump blood

throughout the body.

Heart failure is most commonly a result of uncon-

trolled hypertension. Other causes include heart

attack, alcohol abuse, thyroid disorders, arrhythmias,

uncommon viruses, and some genetic diseases.

The diagnosis of heart failure is based on the signs

and symptoms of the patient coupled with the physi-

cian’s clinical suspicion. The primary symptom of a

heart failure patient is exercise intolerance. This may

be subtle such as becoming short of breath while walk-

ing up steps or mowing the lawn. Patients may also

notice the shortness of breath at night (nocturnal dys-

pnea) and need to use more pillows in order to sleep

comfortably (orthopnea). Other symptoms include

weight gain from retention of fluid, particularly in
the ankles and legs, and shortness of breath. These

symptoms are related to the backup in flow through

the left side of the heart, which results in lung

congestion.

Once heart failure is suspected, several confirma-

tory tests are completed. An electrocardiogram (ECG),

an electrical tracing of the heart, is used to assess con-

duction abnormalities between the atria and the ven-

tricles and may also detect changes in the size of the

heart. A blood test called a brain natriuric peptide

(BNP) (though it is found in the heart) becomes ele-

vated as the heart fails and may be used to assess the

success of treatment. A chest x‐ray is useful for many

signs including the size or shape of the heart (e.g.,

cardiomegaly), evidence of fluid in the lungs called

pulmonary vascular congestion, or effusions, which

occur when the heart cannot pump properly. If any of

these tests are abnormal, an echocardiogram is com-

pleted. This is a specialized ultrasound of the heart that

allows evaluation of structure, function, and contrac-

tility, and can also assess volumes of each chamber as

well as image the associated heart valves. A normal

ejection fraction is above 50% and means the outflow

from the left ventricular is at least half of the blood that

was in the chamber. A lower value suggests dysfunction

and a patient may undergo a cardiac catheterization to

help find any narrowing in heart arteries that could

have occurred during a prior heart attack.

There are two staging approaches to heart failure.

The New York Heart Association (NYHA) classifica-

tion is based on functional limitations and patientsmay

move between stages with changes in treatments and

hospitalizations. The American College of Cardiology/

American Heart Association (ACC/AHA) guidelines

are based on structural heart changes and do not

change with treatment.

Treatment of heart failure consists of a broad

approach including diet, risk factor modification, exer-

cise, medication, electrical devices, and surgery. The

goals of treatment are clinical stability, decreased hos-

pitalizations, and improved quality of life.

Patients with heart failure should follow a salt‐ or
sodium‐restricted diet and use daily weight monitor-

ing. This will help control changes in fluid accumula-

tion and also quickly alert the patient when to call their

primary care physician and avoid hospitalization.

During the past decade, remarkable advances have

been made with the development of new types of me-

dications. Angiotensin‐converting enzyme inhibitors

(ACE‐I) decrease afterload (the pressure the heart is



230 C Conservatorship
pumping against) making it easier for the heart to

pump adequate volume forward and decreasing the

backup that leads to lung congestion. ACE‐I medications

may also decrease hypertrophy remodeling and improve

blood flow to the kidneys. Aldosterone antagonists

decrease salt retention while also limiting hypertrophy.

Diuretics, commonly known as water pills, decrease

preload (the volume entering the heart) and maintain

fluid control, improving many of the symptoms asso-

ciated with heart failure. Digoxin and other inotropes

aid the failing heart in its pumping ability. Beta‐blocker
therapy results in decreased heart rate and decreased

blood pressure, which, in turn, leads to decreased ‘‘stress’’

on the heart and improved function. Vasodilators, such

as isosorbide and hydralazine, also decrease afterload

although they do not provide the other benefits of ACE‐
I medications. Nesiritide, or synthetic BNP, decreases

both preload and afterload and is reserved for patients

with severe, decompensated disease.

When disruption of the conduction system has

caused the atria and ventricles do not contract in a

normal pattern. Instead of pumping in sequence to

move the blood forward, this disruption may lead to

backup of blood and worsen the symptoms of heart

failure. Cardiac resynchronization therapy tries to

reconcile the actions of the atria and ventricles. It

results in improvement in ventricular function. Both

conduction system disturbances and stretched heart

muscles can predispose heart failure patients to

arrhythmias. Implantable cardiac defibrillators provide

a shock when the heart is in a dangerous rhythm. They

have been shown to decrease all causes of mortality by

40% and are used only for those patients with severe

heart failure.

Exercise intolerance is a primary symptom of heart

failure. Regularly scheduled exercise, also known as

cardiac rehabilitation, increases exercise tolerance by

improving peripheral blood flow and improving ske-

letal muscle physiology and has become an important

component of heart failure therapy.
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Conservatorship
Marshall B. Kapp

Ordinarily, the person who will be most directly

affected by any specific decision about health care,

finances, residential issues, or other personal matters

is the person who is empowered to make that choice.

There may be times, however, when the individual is

not intellectually and emotionally capable of making

and communicating difficult personal decisions. This

may occur, for instance, as an individual suffering from

Alzheimer’s disease experiences increasing dementia.

In those cases, the legal system may need to intervene

on behalf of the incapacitated individual. This may be

accomplished through a variety of legal devices that

vary in terms of their intrusion into personal auton-

omy. One of these legal devices is guardianship/

conservatorship.

Every state has enacted statutes authorizing desig-

nated courts to appoint a surrogate with the power to

make decisions on behalf of a cognitively or emotion-

ally incompetent ward. Numerous other countries

also have various systems in place to deal with this

social/legal situation. The terminology for the court‐
appointed surrogate decision‐maker varies among jur-

isdictions; although ‘‘conservator’’ and other terms are

used in some states (e.g., California), ‘‘guardian’’ is the

term employed in the majority of jurisdictions.

Guardianship/conservator statutes are predicated

on the state’s inherent power to protect those who

cannot take care of themselves in a manner that society

thinks is appropriate (power parens patriae). The ori-

gin of some form of guardianship based on the state’s

benevolent intentions toward the dependent and vul-

nerable can be traced back beyond thirteenth‐century
England.

Every adult person is presumed to be legally com-

petent to make personal life decisions, even though this
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presumption may be rebutted. A surrogate decision‐
maker may be appointed by the court, but only by

showing clear and convincing evidence that the indi-

vidual is cognitively and/or emotionally unable (e.g.,

because of severe dementia or depression) to partici-

pate authentically (i.e., consistent with previously held

values) and self‐sufficiently in a rational decision‐
making process.

State guardianship statutes contain a two‐step defi-

nition of competence. First, the person must fall within

a particular diagnostic category like old age, mental

illness, or developmental disability. Second, the indivi-

dual needs to be found impaired functionally—in

other words, actually unable to care appropriately

for person or property—as a result of being within

that first category. The requirement of substantial

functional impairment is emphasized in those states,

such as California, whose statutes restrict eligibility

for guardianship/conservatorship to those who are

‘‘gravely disabled’’ or the equivalent.

In disputed, adversarial guardianship proceedings,

medical and psychological experts usually are called to

testify, either live or by sworn affidavit, by each side

about the proposed ward’s categorical problem and its

impact on the proposed ward’s functional abilities. In

practice, this medical and psychological testimony fre-

quently becomes the primary, if not the exclusive, basis

for adjudicating incompetence.

A court appoints a guardian or conservator as sub-

stitute decision‐maker for an incompetent person. The

incompetent person for whom a guardian/conservator

is appointed is a ‘‘ward,’’ and the relationship created

between the guardian/conservator and ward is called

‘‘guardianship’’ or ‘‘conservatorship.’’ Judicial appoint-

ment of a guardian/conservator typically occurs in

response to a petition filed by the family, a health‐
care facility, or the local Adult Protective Services

agency. The performance of the guardian/conservator

as a fiduciary or trust agent of the ward remains subject

to continuing oversight by the appointing court.

The individual or entity appointed to act as a

guardian/conservator ordinarily is a private person

(relative, friend, or attorney), financial institution

(bank or trust company), or agency. The majority of

guardians/conservators are related to the ward in some

way. Almost all the states have developed some form

of ‘‘public guardianship’’ system under which a gov-

ernmental agency, acting either directly or through

contract with a private not‐for profit or for‐profit
organization, functions in the guardian/conservator
role for a ward who has no one else willing and able

to act in that capacity. Elsewhere, some private cor-

porations and organizations (often sectarian) offer

their services as guardians/conservators directly to the

courts, either for a fee or on a voluntary, pro bono

(donated) basis.

The legal system historically has treated guardian-

ship as an all‐or‐nothing proposition, global findings

of incompetence being accompanied by virtually

complete disenfranchisement of the ward. Recently,

however, states have amended their statutes to recog-

nize the concept of limited or partial guardianship,

which accounts for the decision‐specific nature of

mental capacity and the ability of some people ration-

ally to make certain kinds of choices but not others.

Because creating total or ‘‘plenary’’ guardianship

usually entails an extensive deprivation of an indivi-

dual’s basic personal and property rights, the ‘‘least

restrictive/least intrusive alternative’’ doctrine makes

limited or partial guardianship preferred.

The modern trend in surrogate decision‐making has

been toward the substituted judgment standard. Under

this approach, the guardian is required tomake the same

decisions that the patient would make, according to the

patient’s own preferences and values to the extent they

can be ascertained, if the patient currently were able to

make and express competent decisions. The substituted

judgment standard is highly consistent with respect to

patient autonomy. When it cannot reasonably be ascer-

tained what the patient would have decided if compe-

tent, the guardian is expected to rely on the traditional

best interests standard. That testmandates that decisions

be made in a manner that, from the guardian’s perspec-

tive, would confer the most benefit and the least burden

on the ward.

For a growing number of older persons whose

cognitive impairments would technically qualify them

for guardianship, plenary, or limited, the most pressing

practical problem is the unavailability of family mem-

bers or close friends who are willing and able to assume

guardianship responsibilities. In the absence of a state

public guardianship system, local volunteer guardian-

ship program, or sufficient assets to hire a private,

proprietary professional guardian, the cognitively

incapacitated individual with no family or friends

(the ‘‘unbefriended’’) often literally ‘‘fall between the

cracks.’’ Important decisions, including those invol-

ving medical treatment, may by default go without

being made until an emergency has developed and

the doctrine of presumed consent applies.
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A guardianship/conservatorship may be discontin-

ued when it is no longer needed; in some states, con-

tinued appropriateness must be reviewed according to

a set schedule. The party arguing for termination bears

the burden of proving that competence has been

restored.
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Constipation
Rajkumari Richmonds

Constipation is a symptomatic disease with decreased

frequency of bowel movement, difficult passage of hard

stools, or a sense of incomplete evacuation. Constipa-

tion has different meanings for different people. Reg-

ularity may mean twice a day for some people or just

twice a week for others. Every individual has different

bowel habits. Constipation may be defined as having

two or lesser bowel movements per week or excessive

difficulty or straining with bowel movements. Consti-

pation is more common in elderly people. They also

incorrectly assume that they are constipated if they do
not have a daily bowel movement. The overall self‐
reported prevalence of constipation is 24–37% with

women reporting more constipation than men due to

their slowed intestinal transit rate.

Causes of constipation include diet, behavior, psy-

chology, lifestyle, colorectal disorders, neurological

disorders, metabolic disorders, overuse of laxatives,

and several drugs including iron supplements and

cough suppressants. Two mechanisms of chronic con-

stipation are known: (1) a decrease in bowel motility

and (2) disordered defecation, that is, repeatedly

ignoring the urge to have a bowel movement.

Mild and intermittent constipation is not a cause of

concern. Rectal examination for the elderly is required

to diagnose if there is any fecal impaction. The major

complication of constipation in the elderly is fecal

impaction. Fecal impaction can lead to intestinal

obstruction, colonic obstruction, and overflow incon-

tinence (leakage of stool around obstructing feces).

This condition is present in patients who have limited

mobility or mental capacity and who are presented

with alteration in bowel habit. Further investigation

and diagnosis are needed if:

� There is a new onset of signs and symptoms with-

out any changes in lifestyle, diet, or drug therapy

� Symptoms are severe and unresponsive to treat-

ment

� Alarm symptoms are present—constipation alter-

nating with diarrhea, rectal bleeding, abdominal

pain, weight loss, and anorexia

Treatment begins with evaluation of the patient.

Find out the beliefs and attitudes of bowel habits and

the psychosocial status. Colorectal cancer should be

suspected in any adult aged above 45, who has alarm

symptoms and they should be referred for further

investigation.

The first line of management involves identifying

and changing the offending medication. Dietary and

behavioral changes along with cautious use of laxatives

and enemas should be followed. Encourage the elderly

patient to eat at least one serving of fiber‐rich food at

every meal. Counsel the individual to drink adequate

fluid to prevent cramps, bloating, and flatulence. This

dietary modification may take up to a month before

any beneficial effects could be seen. Sources of dietary

fiber include fresh fruits, dry beans, oatmeal, and leafy

vegetables.

Exercise caution in counseling patients to drink a

large volume of fluid while on a high‐fiber diet. This

www.guardianship.org
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goal is not only difficult to achieve but also contra-

indicated for individuals with a history of congestive

heart failure or impaired renal function. A high‐fiber
diet should be avoided for patients with fecal incon-

tinence. In patients with a hypotonic colon or mega-

colon/rectum, an intake of high‐fiber diet is not likely
to result in peristalsis and a bowel movement.

Enemas and suppositories are used if fecal impac-

tion is present. Plain tap water or sodium phosphate

enemas can be used. Soapsud enemas are not generally

recommended because they can cause rectal damage.

Since the rectal volume increases with age about

500–1,000 mL enema is needed. After the initial block-

age is cleared, colonic cleansing can be done with po-

lyethylene glycol with or without electrolyte solution

either orally or through nasogastric tube. Frequent use

of enemas should be avoided because the individual

can lose normal bowel function.

Tips to avoid constipation:

� Be active. If medical conditions limit the mobility,

try to do chair or bed exercise. Walking is a good

exercise.

� Set aside a definite time for bowel movement every-

day. Going for a bowel movement after eating

breakfast will help because of body’s natural urge

(gastrocolic reflex).

� Do not postpone or ignore the urge for bowel

movement.

� Include foods like wheat bread, corn bread, whole

grain cereal, fresh fruits, and vegetables in the diet

that are high in fiber.

� Avoid eating large amounts of high‐fat meat and

dairy products like cheese.

� Eat regularly.

� Do not expect to have a bowel movement everyday.

Regularity differs from person to person. If the

bowel movements are usually painless and occur

regularly (whether two times a day or three times a

week) constipation is not present.
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The Continuity Theory
of Aging
Jessica Diggs

The continuity theory of aging states that ‘‘in making

adaptive choices middle‐aged and older adults attempt

to preserve and maintain existing psychological and

social patterns by applying familiar knowledge, skills,

and strategies.’’ George Maddox was the first researcher

to use the idea of continuity to describe the behavior of

aging individuals in 1968 when he observed that peo-

ple tended to engage in similar activities and to con-

tinue familiar lifestyle patterns as they age; however,

the continuity theory of aging was not introduced until

1989. Robert Atchley is credited with the development

of this theory. Continuity theory takes a life course

perspective in which the aging process is shaped by

history, culture, and social constructs. According to

this theory, continuity in aging is seen as a dynamic

and evolutionary developmental process in which indi-

viduals grow, adapt, and change; however, these

changes are consistent with the person’s underlying

ideology and past experiences. The degree of an indi-

vidual’s life satisfaction is linked to how consistent

their current activities are with their past experiences

and self‐perception.
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Internal and External Continuity

Atchley describes continuity in terms of both internal

and external continuity and describes how aging indi-

viduals are motivated toward maintaining both a self‐
concept and a social pattern that is consistent with the

person’s history and their perception of themselves and

their social environment. Internal continuity refers to a

persistence of an individual’s unique internal structure

over time, which is comprised of a person’s self‐per-
ception, belief system, goals, and past experiences and

would include their skills, ideas, personal preferences,

and temperament. Maintenance of internal continuity

is driven by an individual’s desire for predictability in

life that provides a sense of security and stability for

the individual. Maintenance of self‐esteem and self‐
identity is also an important driver for internal con-

tinuity. As people are faced with change they adapt

themselves by adding to their existing perception of

who they are and by using their existing identity

to help provide the framework for making future

decisions.

External continuity is dependent on a remembered

physical and social environment that includes a per-

son’s relationships, social roles, and activities. A person

is motivated toward external continuity by their desire

to be consistent with the expectations of others that are

based on the individuals past roles and behaviors.

Following familiar patterns of activity and social inter-

action also affords a certain level of predictability and

can aid in decision‐making and adapting to change.

The ability to consult a set of criteria and set of

resources based on past experiences, internal, and

external structures is instrumental in allowing aging

people to successfully interpret physical, mental, social,

and environmental changes and integrate change into

their lives in an adaptive manner without causing

disruption.
Limitations of Continuity Theory

A limitation of continuity theory is its focus on people

who are aging ‘‘normally’’; in this context, ‘‘normally’’

aging people are considered to be those without dis-

abling conditions who are capable of meeting their

needs both economically and physically. ‘‘Normally’’

aging adults have meaningful, productive lives and

have established social networks. This theory may

not be suitable for those adults who are undergoing
‘‘pathological’’ aging. Since these adults may be dis-

abled or poor or have lack of social networks, the

ability to maintain external continuity may be limited

by their life situation, although internal continuity

may be unaffected. In cases where people have illnesses

affecting cognition or memory, internal and external

continuities are likely to be affected. Maintenance of

internal continuity is dependent on a person having

knowledge of himself or a self‐identity and personal

history that they can draw upon to aid them in deci-

sion‐making. External continuity also depends on

memory, as it relies on the person having a familiar

set of relationships, environments, and activities.

As with most individual characteristics, continuity

exists on a continuum from too little continuity (dis-

continuity) to too much continuity, with an optimum

level of continuity in between. Too little continuity can

be undesirable for aging individual because of the lack

of predictability that may make life seem out of control

or chaotic. If severe enough, discontinuity can cause

individuals to experience anxiety or depression sec-

ondary to their inability to predict the outcome of

any given situation. Discontinuity that causes a person

to lose a role in which they strongly identify (e.g.,

‘‘teacher,’’ ‘‘mentor,’’ and ‘‘boss’’) or an environmental

change (e.g., moving to a retirement village, skilled

nursing facility, or with children) leading to the loss

of familiarity with their environment can erode a per-

son’s self‐identity and cause significant stress to the

individual as well. Residing at the opposite end of the

continuity spectrum can also be undesirable in that too

much continuity can cause a person to lack any type of

stimulation or need to adapt to change, which can

make life monotonous and potentially unfulfilling.

While using maintenance of continuity as a coping

and adaptive mechanism can often aid the aging per-

son in responding to life changes, an overemphasis on

continuity can be maladaptive as well. For example, a

person who refuses to seek necessary medical treat-

ment in a new environment or away from familiar

doctors or relatives in an attempt to maintain external

continuity when faced with disease.
Public Health Perspective

It is essential for health practitioners and public health

professionals to have an understanding of continuity

theory and how individuals are motivated toward pre-

serving internal and external continuity. Approaching
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individual change from the perspective of the patient

and incorporating their perceptions of themselves and

their personal history into the decision‐making process

can aid health providers and patients in making deci-

sions that will allow the patient to maintain optimal

continuity in their lives. Aiding the patient in making

sense of their situation and to seeing how change can

be incorporated into their lives without causing dis-

continuity or disruption can reduce the stress on the

individual patient, strengthen the provider–patient

relationship, and increase the likelihood of patient

adherence to recommendations. This cooperative and

holistic approach is also a mechanism for showing

respect and regard for the individual patient and

their unique personality and set of skills, desires, and

beliefs, allowing providers to offer the most patient

specific and clinically appropriate recommendations

to their patients.
Related Topics

>Activity theory of aging, >Coping, >Exchange

theory of aging, > Identity, >Retirement, > Self‐
esteem
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Coping
David Carroll

The process of adaptation throughout the life span

requires effective coping skills. As the demands and

challenges of life evolve, coping skills must remain

strong and flexible. ‘‘Coping’’ can be viewed as both
the desired outcome of successful aging and the pro-

cess by which that outcome is attained. It refers to the

state of having or finding adequate resources to meet

the demands and challenges of life or finding ways

to modify or negotiate those demands so as to bring

them in line with available resources. Although the

process of coping often involves an element of struggle

(mental, physical, or emotional), in the end, it is typi-

cally associated with a positive emotional state—at

least with a sense of reassurance, if not a sense of

pride and/or successful accomplishment.

Effective coping requires a balance between life’s

demands and a person’s behavioral responses. The

psychologist Jean Piaget described the process of adap-

tation as the interaction between the two processes of

assimilation (incorporating a stimulus or demand into

an existing structure or routine) and accommodation

(creating a new structure or routine in response to a

stimulus or demand). Assimilation and accommoda-

tion are vital to the development and maintenance of

the sense of self. Dependence on either process alone

will not lead to a successful outcome. Rigidity and

irritability stem from an overreliance on assimilation,

and impulsivity and chaos are the outcome of an over-

reliance on accommodation. The individual must use

both processes in tandem throughout life; for example,

holding onto coping skills that work and letting go of

those that are no longer effective.
Resilience and Mindfulness

Effective coping is often achieved without much atten-

tion or even awareness, but recently there has been

interest in a related concept, resilience. At least for

some, being resilient may require more deliberative

effort than merely coping. The study of resilience has

been fueled by events such as 9/11, ongoing terrorism

and the fight against it, and major natural disasters

around the world. Why do some individuals fare

well in response to these events, while others do not?

Resilience, the process of adapting well in the face of

adversity, provides one explanation. In the current

context, resilience represents a high level of coping

ability. The American Psychological Association has

developed a number of resources related to resilience

(see suggested readings), including a list of ways to

build resilience such as making connections with

others, accepting the reality of change, taking care

of oneself, and keeping a sense of perspective. Like
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coping, resilience is a skill that can be practiced and

learned by all.

A second recent, coping‐related concept is mind-

fulness. There are many formal and informal ways to

practice mindfulness, which is characterized by achiev-

ing and maintaining a clear focus on the present

moment and inward experience, being at peace in the

present moment. Mindfulness yields positive results

ranging from reduced stress, increased pain control,

and improved health outcomes, to a greater openness

to new experience. Mindfulness can be learned and

practiced by those who are robust as well as those

who are terminally ill nearing the end of life.
Strategies for Coping

Coping skills encompass a wide range of behaviors

(keeping to a set routine and exercising), thought

processes (modifying expectations and seeking out

additional information), and emotions (accepting the

presence of negative emotion and seeking the support

of others). The literature indicates that all these strate-

gies are available to and effective for older adults, and

the notion of a balanced approach remains important.

While it may be necessary to learn a new routine in the

wake of major medical event or loss, maintaining per-

sonally valued activities promotes positive adjustment.
Practicing Coping

The most effective coping behaviors are those that are

incorporated in daily life and practiced on a daily basis.

Social and productive activities, in particular, seem to

yield positive health benefits. Coping is not state of

being that can be achieved on a permanent basis. It

refers to a skill set that needs constant practice in order

to be well maintained. There is some evidence to sug-

gest that men may need to pay more attention to

positive coping behaviors later in life than women,

but overall age does not seem to have a protective or

harmful impact on coping skill. Finally, it is important

to recognize when coping is an appropriate response

and when it is not. Psychological disorders such as

depression or anxiety should not be regarded as

‘‘expected’’ or ‘‘just something you have to cope

with’’; they are treatable at any age. Comprehensive

care and support for the affected person and the family

from multiple resources are critical.
Older Adults

Effective coping skills do not appear to be age‐
dependent. Among healthy adults, the oldest old cope

at least as effectively as younger adults across multiple

challenging demands in the laboratory and in daily life.

However, the range of needed skills may increase over

the life span. Stubborn self‐reliance and increasing

effort peak earlier in life, but they often give way

to accepting more assistance from others, modified

expectations of acceptable outcomes, and greater

attention to self‐care behaviors. In general, coping

refers to a skill or set of skills rather than an enduring

personality trait, and, as such, coping skills can be

learned at any age or in any circumstance. Although

longitudinal studies suggest that some elements of

positive aging and coping in late life can be predicted

by certain positive coping behaviors earlier in life, there

is ample evidence to indicate that coping skills can be

enhanced throughout life.

The personal, social, and economic costs of inef-

fective coping are tremendous. Although the majority

of older adults enjoy good mental health, it is antici-

pated by 2030 that 15 million older adults will have

significant mental and behavioral health problems.

These mental health problems will lead to increased

emotional suffering, increased burden on individuals,

families, and other social support systems, and

increased health‐care costs. In the general population,

it is estimated that 50–70% of primary care medical

appointments are related to mental health conditions

including stress and depression. Rates of depression

among older adults are high, with 20% among those

living in the community and up to 50% among those in

nursing care facilities. Older adults have the highest

suicide rate when compared to any age group, which

accounts for 20% of all suicides. Effective coping in

later life is further complicated by the rapidly growing

number of older adults near or below the poverty level,

age‐related increases in functional impairment, and the

loss typically associated with longevity of important

roles and support systems.

Among the most challenging times is when a loved

one develops Alzheimer’s disease. Approximately

4.5 million Americans are affected by this disease. A

coping response is demanded on multiple levels, for

the affected person, the spouse/caregiver, and the

entire family system. Information gathering/sharing

and social support are primary coping mechanisms.

Often new coping resources are needed, particularly in
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helping to establish a range of expectations related to

the disease, its course, care management strategies, and

the emotional reactions the disease triggers in all those

affected. In addition to expert professional resources,

there is a large, growing literature and a comprehensive

support network focused on caregiver coping.
Cultural Considerations

Coping needs to be understood and practiced within

the cultural context or group in which the individual

lives. Different groups place differing emphasis on

individual autonomy, social ties, and the role of reli-

gious beliefs and traditions. Much of the literature on

coping is focused on individual persons, but social

systems also have an active role in effective coping.

Some older adults can afford to expand and extend

their coping resources by moving into assisted living;

but the majority cannot. Therefore, many may be faced

with the dilemma of either ‘‘aging in place’’ or entering

a nursing care facility. The more society develops and

invests in community resources, the more likely older

adults will be able to age in places that are familiar and

draw upon coping resources that remain effective in

supporting self‐esteem.
Related Topics

>Adaptation, >Caregiving and caregiver burden,

>Generativity, >Midlife crisis, >Psychotherapy,

>Quality of life, > Social support, > Stress
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Coresidence
Jason S Keri

The term coresidence can be defined as a multigenera-

tional living arrangement where members of a family,

other than a married couple and their nonadult chil-

dren, reside together in the same household. Reasons

of coresidence vary and are determined by a multitude

of health‐related, economic, and cultural factors.

Over the last century, dramatic changes have

occurred in the living patterns of older Americans.

Between 1850 and 2000, the percentage of older adults

living alone increased fivefold, rising from 5% to 30%;

this trend can be linked to sweeping economic and

sociocultural change. In 1850, 70% of elders and mar-

ried couples lived with one of their adult children. The

percentage of older adults residing with their children

has steadily declined over the decades. The late nine-

teenth and early twentieth centuries were marked by a

reduction in farming and a rise of wage of labor; these

new developments challenged the economic logic of

the preindustrial family. The older generation no

longer needed the lifelong labor their children once

provided, and the younger generation had less of a

need for the assets and trade skills of their older rela-

tives. The modern era has brought a continued decline

in coresidence patterns in America.
Cultural Considerations

The census data of 2000 demonstrates that 30% of

Caucasians above 70 reside independently, 50% reside

as couple, 13% live with one of their adult children,

and 6% reside with other relatives, friends or in group

living situations. The following factors have been

implicated in the continued decline in patterns of

http://www.alzheimers.org
http://www.apahelpcenter.org
http://www.apahelpcenter.org
http://www.apa.org/pi/aging
http://www.apa.org/pi/aging
http://www.ncoa.org
http://www.healthyagingprograms.org
http://www.nia.nih.gov
http://www.niapublications.org
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coresidence: increased economic resources available to

older individuals, changes in social norms toward a

greater preference for independent living, and demo-

graphic changes in family structure reducing the avail-

ability of desired cohabitants.

Older persons from ethnic minorities are more

likely to have coresidential living arrangements, but

this too has declined over the last century. Ethnic

differences in prevalence of coresidence are attributed

to individual economic resources, a greater number of

childbirths, cultural preferences for intergenerational

duties, and an emphasis on mutual assistance. Among

African‐Americans, a higher likelihood of widow-

hood, functional impairment and lower education

also contribute to coresidence patterns. The number

of African‐Americans above 70 living with an adult

child decreased from 59% in 1870, immediately after

the Civil War, to 30% in 2000. A higher immigration

rate among Hispanics may help to explain the high

likelihood of coresidence in this group. The 2000 cen-

sus showed that 34% of Hispanics above 70 reside

with adult children and 13% are in other coresidential

living situations. Asian minorities have the highest rate

of coresidence with adult children, namely 37% of

those above 70, while 15% reside in other coresidential

living situations.
Adult Children

Adult children are leaving the nest later and are more

likely to return than in previous generations. Of the

small proportion of older adults considered frail, 40%

reside with caregiving children; however, most modern

coresident arrangements reflect the needs of adult chil-

dren for financial and emotional support. Only 5% of

coresident arrangements involve the parent moving

into the home of the adult child. When a parent does

move into an adult child’s home, the older adult is

more likely to have a low income, not to own a home,

to have suffered the recent death of a spouse, to have

impaired health, or to require assistance with their

activities of daily living(ADLs). In such cases, the

older adult is more likely to be a widowed mother

and the child is more likely to be a daughter than a

son. The greatest predictor of coresidence of children

and their older parent is if the child is unmarried;

analysis from the 2000 census suggests that the number

of children is less likely to influence the likelihood of

coresidence.
The effect of coresidence for adult children and

their elderly parents usually results in satisfaction

with the living arrangement and positive relations.

Adult children may contribute to the household

income or perform household work. This relationship

is not without conflict and may include mixed feelings

about expectations. Some parents may feel that the

adult child should learn to live independently or that

the child’s delay in independence reflects poorly on the

parents. Studies show that time spent together as a

married couple decreases with the addition of an

adult child and increases somewhat with the child’s

departure. Marital quality, however, is not compro-

mised by the child’s presence in the home.
Grandparents

Coresident grandparents comprise 3.6% of adults

above 30 and their caregiving roles with coresiding

grandchildren were first addressed in the US popula-

tion census of 2000. Similar to coresidence with adult

children, 94% of these grandparents were considered

the heads of their household, or the spouse. Although

the western United States had the largest amount of

coresiding grandparents, the southern states have the

most caregiving coresiding grandparents. In particular,

31% of coresiding grandparents above 60 years of age

were the primary caregivers for the grandchildren who

lived with them, the ‘‘skipped generation’’ phenom-

enon. Approximately, 39% of surveyed grandparents

reported this residential and caregiving relationship

existed for more than 5 years. Only 2% of the non‐
Hispanic Caucasian population aged 30 and over

lived with their grandchildren, compared to 6–10%

of other racial and ethnic groups. Nineteen percent of

grandparent caregivers were living in poverty in 1999.
Related Topics

>Activities of daily living, >Caregiving and caregiver

burden, >Caregiver burden, >Extended family,

> Family relationships, >Generation gap, >Grand-

children, >Home health care
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Coronary Artery Bypass
Grafting
Gus Theodos

Coronary artery bypass grafting (CABG), a surgical

technique performed by cardiothoracic surgeons, is

the most common ‘‘open‐heart’’ surgery performed in

the United States today. Blood vessels are used from

other parts of the body to bypass narrowed or blocked

coronary arteries to restore blood flow to the areas that

were supplied by the blocked arteries. Any or all of the

main coronary arteries and secondary blood vessels

can be bypassed.

CABG is often described by the number of

bypassed blood vessels such as one‐vessel or two‐vessel
CABG. By restoring blood flow to the heart muscle,

CABG is able to relieve symptoms of chest pains

(angina), and in some cases, prolong life. The success

of the surgery depends on the location and the amount

of coronary artery disease, the time over which it has

occurred, and the blood vessels used for bypass.

The decision to perform CABG involves a patient’s

symptoms and the location and extent of the plaques.

Patients with increasing amounts of chest pain, chest

pain that occurs while at rest or with lesser activity

than previously, and chest pain that does not respond

tomedications are termed tohave unstable angina. These

patients and those who sustain a heart attack (myo-

cardial infarction) may be referred to CABG if their

blood vessels cannot be opened with less invasive proce-

dures, such as using a catheter with a balloon or stent.

A viability study is done prior to CABG to ensure

that the damaged heart muscle would benefit from

having blood flow restored. This nuclear medicine

test images the heart and assesses which parts would

benefit from the operation.
The surgery begins after the patient has been placed

under general anesthesia. An incision is made below

the breastbone or sternum, known as median sternot-

omy. Grafts are veins or arteries taken from elsewhere

in the body (known as harvesting) and these vessels

are sewed onto the coronary artery to bypass the

diseased or blocked section. This process is performed

by cardiothoracic surgeons, and takes several hours to

complete. The blood vessels chosen for graft purposes

are usually taken from the leg, chest, and arm, and less

commonly from the abdomen. Saphenous vein grafts

are taken from the calf or thigh. These have been the

most common grafts for several years; however, the

development of postsurgical narrowing of these grafts

may lead to significant blockages within 5–7 years in

approximately half of the patients. The same risk fac-

tors causing coronary artery disease such as smoking,

hypertension, high cholesterol, and diabetes can also

lead to narrowing of the saphenous grafts.

Using the internal mammary arteries as graft mate-

rial has become more common and is ideal. These are

dissected from the chest wall and attached to the dis-

eased coronary arteries. These arterial grafts have been

shown to improve long‐term survival and are less fre-

quently blocked with plaques. Patients with arterial

grafts need fewer repeat operations and have a lower

rate of myocardial infarction or recurrent angina when

compared with vein grafts.

Radial arteries can be used as graft material, and are

taken from the inner forearm. These arteries have

similar results when compared with the mammary

arteries. Afterward, patients may notice small changes

in hand function, usually as minimal numbness and

tingling in the hand with no loss of motor function.

These symptoms also are short‐lived. The gastroepi-

ploic artery, which comes from the stomach, has been

used less commonly as a bypass graft, but shows

promising results.

The heart must be stopped, usually with chemicals

and by cooling the body temperature, before the grafts

areattached. Circulation is continued with the use of

a heart‐lung machine (HLM), or cardiopulmonary

bypass machine. The surgeon sews one end of the

graft onto the aorta and the other end to a part of

the coronary artery below the narrowing bypassing

the diseased area.

Newer surgical approaches are available that use

smaller chest incisions or ‘‘ports,’’ do not involve a

sternotomy, and allow the heart to continue beating

during surgery. The surgeon uses specially designed

www.census.gov
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equipment including flexible fiberoptic scopes to per-

form the operation. These techniques may offer less

discomfort than traditional CABG, but must be used

in the appropriate patients.

After the surgery, the patient remains in an inten-

sive care unit for an average of 2–3 days, while blood

pressure, heart function, and breathing are monitored.

As soon as the patients begin to breathe on their own,

they are removed from the ventilator. Current manage-

ment encourages patients to awake a few hours after

surgery, sit in a chair the day following surgery, and

begin to walk a few days afterward.

There are many complications in CABG, with the

most serious including bleeding requiring further

operation,myocardial infarction, heart failure, arrhyth-

mias, stroke, pulmonary problems, wound infection,

renal failure, and death. A number of surgical risk

factors have been identified, including emergency sur-

gery, damage to the heart or the vessels used for

surgery, diabetes, lung disease, and kidney failure.

The diameter of the coronary arteries is also important

and is related to surgical outcome. Women and smaller

people have smaller coronary arteries and have a less

favorable outcome than men or individuals with a

larger body mass who have larger arteries.

After surgery, about 95% of people will have

improvement in their symptoms, while 85–90% of

people remain symptom‐free for 1–3 years. Meanwhile,

75% of people remain symptom‐free for 5 years after

surgery. Recurrent symptoms may be secondary to the

development of blockages in the grafted blood vessels,

or new or progressing blockages in the native coronary

arteries. Studies have shown that arteries used for the

grafts remain open longer and have less recurrence of

symptoms. When new blockages do occur, a second

bypass surgery may be required, though these block-

ages may also be improved with balloon angioplasty

or stents.

CABG may improve symptoms of angina and life

span. Prognosis depends on the graft itself, and on how

long it remains open. Although a graft can restore

blood flow to an area of the heart, it does not halt

progression of the disease process, i.e., atherosclero-

sis; it means the patients must continue to maintain

lifestyle modifications including diet and exercise.

Patients absolutely need to stop smoking, and

high cholesterol, blood pressure, and diabetes should

be aggressively treated. New medications have been

developed that will also help prevent the grafts from

premature clotting. After bypass surgery, several pills
are typically prescribed, and if the patient is compliant

with both their medications and lifestyle modifications,

they may enjoy a long and high‐quality life.
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Coronary Heart Disease
Abdul M. Sheikh . Nanette K. Wenger
Epidemiology of Coronary Heart
Disease in the Elderly

In 1994, there were 33.2 million persons of 65 years or

older in the United States, nearly 500,000 (1.5%) of

whom sustained a myocardial infarction (heart attack).

By 2030, it is expected to be more than 70 million

persons in this age group, accounting for more than

one million myocardial infarctions. At age 65, coron-

ary heart disease (CHD) is more prevalent in men than

in women; by age 80 symptomatic CHD is nearly

equivalent in men and women. The anatomic preva-

lence of CHD (narrowing of the coronary arteries at

autopsy) approaches 70% among those who die in

their eighth decade. The coronary atherosclerotic
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involvement is typically more severe and diffuse in the

elderly than younger patients.

Hypertension is the most important risk factor

in the elderly. Over two‐thirds of individuals older

than 65 years have hypertension. Both isolated sys-

tolic hypertension (increased upper blood pressure

number) and combined systolic/diastolic hypertension

(both upper and lower blood pressure levels increased)

impart increased coronary risk. Treatment of both

isolated systolic and systolic/diastolic hypertension

reduces cardiac events. In terms of relative benefit, trea-

ted elderly patients have a 22% reduction in cardiovas-

cularmortality and a 30% reduction in all cardiovascular

events.

Large clinical trials have shown that treating elderly

individuals with hypercholesterolemia (elevated cho-

lesterol) results in significant reductions in cardiac

morbidity and mortality. Elderly patients treated with

cholesterol‐lowering medications, such as HMG CoA‐
reductase inhibitors (statins) had reduced mortality

and major cardiac events. As the absolute risk for

CHD increases dramatically with age, the absolute

risk reduction from cholesterol lowering is much

greater in older than younger patients.

Smoking is associated with significant increases in

the risk of cardiac disease. Current smokers have a 73%

increase in the risk of CHD. Smoking cessation in the

elderly provides comparable survival benefit to that in

younger populations. Interventions effective in youn-

ger patients are also effective in the elderly, including

physician’s advice, behavioral counseling, and nicotine

replacement therapy. Both nicotine replacement ther-

apy and other pharmacological agents are safe in

elderly patients.

Diabetes mellitus occurs in approximately 20% of

persons above 70 and CHD is the leading cause of

death in elderly patients with diabetes. The appropriate

therapeutic goal for the treatment of diabetes should

be decided on an individual basis in the elderly, but

generally should have a target of reducing hemoglo-

bin A1c (a blood test value) to <7% and achieving

near‐normal fasting blood glucose levels.
Disease Presentation

Typical clinical manifestations of myocardial ischemia

(inadequate blood supply to heart muscle) such as chest

pain occur in only 50% of elderly persons with CHD.

Even when a history of chest pain is elicited, it often is
not described in the classic terms of ‘‘squeezing or crush-

ing’’ pain. The pain is frequently vague and poorly loca-

lized or localized to the abdomen rather than the chest.

Exertional shortness of breath is the most common

symptom in the elderly. Other common symptoms

include fatigue, syncope (passing out/becoming faint),

nausea, anorexia, confusion, and shortness of breath at

rest. In addition, complete absence of symptoms is com-

mon in the elderly. In the Framingham Heart Study, a

prior unrecognized heart attack was present in 22% of

patients of 65 years and 40% of those aged 75–84.
Diagnostic Testing and Risk
Stratification

Treadmill exercise testing in the elderly provides pre-

dictive information that adds to clinical data and its

prognostic effect is of the same magnitude as in

younger patients. Although the maximum workload

achieved is generally predictive of outcome in elderly

patients, the Duke treadmill score, which has prognos-

tic importance in younger patients, does not predict

cardiac survival in the elderly.

The concomitant use of special imaging tests such

as nuclear perfusion imaging (NPI) or echocardiogra-

phy can increase the diagnostic and prognostic utility

in elderly patients. For individuals who are unable to

exercise, which is common in the elderly, pharmacolo-

gic stress testing (drugs used to mimic exercise stress)

can yield important diagnostic and prognostic infor-

mation. The sensitivity and specificity of echocardio-

graphy and NPI for diagnosing CHD in the elderly and

associated side effects are similar to those in younger

patients.

If making a diagnosis of the extent of CHD is

imperative, the patient should undergo cardiac cathe-

terization. Cardiac catheterization is well tolerated in

the elderly. It has a low rate of major complications and

the most frequent minor complication is injury or

bleeding from the arterial puncture site.
Management of Angina Pectoris
(Chest Pain Due to Myocardial
Ischemia/Lack of Oxygen to the
Heart Tissue) in the Elderly

As in younger patients, risk factor reduction, particu-

larly control of hypertension and dyslipidemia (abnor-



242 C Coronary Heart Disease
mal blood lipids), must be addressed. Reversible fac-

tors that are more prevalent in the elderly that may

aggravate angina should be identified and treated.

These include anemia, hyperthyroidism, and valvular

heart disease.

All drugs used in younger patients for control of

anginal symptoms are appropriate for the elderly.

However, the elderly may experience more side effects,

particularly hypotension (drop in blood pressure)

frommedications such as nitrates and calcium channel

blockers and adverse central nervous system effects

from beta‐blockers. Elderly patients may have to be

started on lower doses initially and should be moni-

tored carefully for side effects.

Percutaneous coronary intervention (PCI, opening

an obstruction in a coronary artery through a tube

inserted into the heart), by an angioplasty and/or

stenting, or coronary artery bypass grafting (CABG)

can be used to treat angina. Elderly patients under-

going PCI are at a slightly increased risk for complica-

tions compared with younger patients. The long‐term
outcome after PCI is also less favorable in elderly

patients, with a higher incidence of death and angina

compared to younger patients. The increase in adverse

outcomes ismost prominent in patients with incomplete

restoration of blood flow.

CABG surgery is usually well tolerated in the elderly,

including those above 80. Older patients typically have a

longer hospital stay and higher in‐hospital mortality

rates, at 1 year, and at 3 years. Despite the initial increase

in surgical risk, elderly subjects who undergo CABG

surgery have a long‐term survival rate similar to that of

an age‐matched control population and an improve-

ment in quality of life similar to younger patients.

Trials comparing optimal medical therapy with

revascularization have primarily involved patients

younger than 75. However, available data suggest that

revascularization has long‐term benefits in selected

elderly patients. Registry data have noted an increase

in perioperative morbidity and mortality after CABG

surgery in elderly patients. Despite this early risk, there

was a significant long‐term survival benefit for revas-

cularization. The efficacy of revascularization versus

medical therapy was directly assessed in the trial of

invasive versus medical therapy in the elderly (TIME)

in which patients �75 years of age who had chronic

angina were assigned to optimized medical therapy or

coronary angiography followed by PCI or CABG sur-

gery, if appropriate. Angina severity decreased and
measures of quality of life improved in both treatment

groups; both benefits were significantly more fre-

quent after revascularization. There was no significant

difference in mortality between the invasive and med-

ical groups at 1 year or 4 years. A more prominent

benefit from revascularization was suggested in the

Alberta Provincial Project for Outcomes Assessment

in Coronary Heart Disease (APPROACH) that mon-

itored all patients undergoing cardiac catheterization

in Alberta since 1995. There were more than 6,000

patients above 70 and more than 15,000 younger

patients. Patients in all age groups had better survival

rates with revascularization compared to medical ther-

apy, but there was a significantly larger benefit in

elderly patients, particularly those above 80.
Management of Myocardial Infarction
in the Elderly

Almost 60–65% of myocardial infarctions (MIs) occur

in patients above 65 and 33% occur in patients above

75. As many as 80% of all deaths related to MI occur in

persons above 65 . There are several differences con-

cerning acute MI in the elderly compared to younger

patients. MIs frequently present with atypical symp-

toms in elderly patients. The first manifestation is

often shortness of breath, syncope, weakness, or con-

fusion, rather than chest pain. The elderly are more

likely to have non‐ST elevation myocardial infarc-

tion (NSTEMI) than ST‐segment elevation myocardial

infarction (STEMI) on presentation (non‐ST and ST

elevation refer to abnormalities seen on an electrocar-

diogram/EKG). They are also more likely to have heart

failure associated with the MI. Finally, the elderly have

higher in‐hospital mortality after MI.

Some adverse outcomes after acute MI probably

result from associated medical problems in elderly

patients, as well as a lower likelihood of receiving poten-

tially beneficial interventions, such as thrombolysis, cor-

onary angiography, PCI, or CABG surgery, or to receive

aggressive anti‐ischemic therapy. The use of all these

therapies has been shown to decrease with older age.

The management of an acute MI in the elderly is

generally similar to that in younger patients. The cor-

nerstone of management of patients with an acute MI

is prompt therapy. Overall, as many as 30% of elderly

patients present to the hospital after a significant delay

(�6 hours after symptom onset). The proportion of
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patients those are present in less than 6 hours and with

ST segment elevation decreases with older age.

Both thrombolytic therapy and primary PCI have

been used in elderly patients with acute STEMI

although, as noted above, they are used less often in

younger subjects. The majority of MIs in the elderly are

present with ST segment depression (an abnormal

pattern seen on EKG) and therefore do not meet cri-

teria for the use of thrombolysis, although many

patients are candidates for an early invasive strategy.

Primary PCI appears to be more effective than

thrombolysis, as in younger patients. Primary PCI

has become the reperfusion method of choice in qua-

lified centers in appropriate elderly patients because of

better cardiac outcomes and avoidance of the risk of

intracranial (brain) hemorrhage (ICH) associated with

thrombolytic therapy.

Thrombolytic therapy is an alternative in patients

with an STEMI in whom primary PCI is not available

or cannot be performed promptly. Clinical trials have

demonstrated a consistent benefit from thrombolytic

therapy in eligible elderly patients with an acute MI.

There is often reluctance to administer thrombolytic

agents to eligible elderly patients due in part to the

increased risk of ICH with age. The contraindications

to thrombolytic therapy in the elderly are similar to

those in younger patients.
Secondary Prevention

An American Heart Association Scientific Statement in

2002 made management recommendations for sec-

ondary prevention of CHD in the elderly. These

included lipid lowering, smoking cessation, treatment

of hypertension and diabetes, and weight reduction, in

addition to exercise, all elements of the multifactorial

approach to cardiac rehabilitation. These recommen-

dations are similar to those for younger patients with

CHD. Despite the absence of large clinical trials evalu-

ating secondary prevention of CHD in the elderly, the

available data suggest a benefit similar to that in

younger individuals.

Elderly patients should be strongly encouraged to

participate in exercise‐based cardiac rehabilitation.

Exercise‐based rehabilitation for patients with CHD

improved cardiac and all‐cause mortality and demon-

strated improvement in a number of coronary risk

factors.
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Coronary Risk Factors
Amar D. Patel . Nanette K. Wenger

Cardiovascular disease (CVD), the leading cause of

death and disability in developed countries, increases

with older age. More than 80% of deaths in US indi-

viduals above 65 are the result of CVD, the majority

due to coronary heart disease (CHD). CVD accounts

for significant morbidity and disability. A large num-

ber of hospitalizations and emergency room visits
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translates into increased demand on the ambulatory

and hospital care needs of elderly patients. Identifica-

tion and prevention of factors contributing to CHD

development are of importance.

Elderly patients represent a high‐risk population, as
the diffuse nature of atherosclerotic plaques (obstruc-

tions) in the coronary arteries is greater and more

severe compared to younger populations. The overall

lower reserve of heart function makes the elderly more

likely to incur global myocardial ischemia (decreased

blood flow to heart muscle) with increased oxygen

demand. Diffuse disease may also limit mechanical

means to increase coronary blood flow (revasculariza-

tion) strategies for the elderly, either by a percutaneous

approach (insertion into blood vessel) using balloon

angioplasty with or without stenting or by coronary

artery bypass grafting (CABG). The increased CHD

burden and the lesser revascularization options place

elderly patients at a higher risk for CHD‐related
complications.

Although the elderly comprise an increasing propor-

tion of the overall population, research data available to

guide therapy are limited, as many large cardiovascular

clinical research studies excluded elderly patients.

Extrapolation of clinical trial data to the elderly popu-

lation seems reasonable in most cases; however, often

an individual management strategy must be developed

taking into account individual functional status, asso-

ciated medical problems, and weighing the risks and

benefits of specific therapies and interventions. Aggres-

sive risk factor modification can reduce the risk of

future cardiac events.

Even though risk factors for the development of

CHD have been identified and are discussed in detail

below, recent observational studies suggest that addi-

tional risk factors are linked to the development of

CHD. Common comorbid conditions such as periph-

eral vascular disease (blocked arteries in the arms and

legs), carotid artery disease (blocked arteries in the

head and neck), and kidney dysfunction (elevated

serum creatinine values on blood testing) are addi-

tional risk factors for the development and/or presence

of atherosclerotic CHD in patients of all ages, includ-

ing the elderly. Elderly specific observational studies

such as the cardiovascular health study (CHS) have

noted that subclinical measures (not felt by the

patient) such as electrocardiographic abnormalities,

depressed left ventricular ejection fraction (decreased

pumping function of the heart), increased carotid

artery intimal medial (artery wall) thickness, aortic
stenosis (moderate and severe only), and increased

coronary calcium scores are also associated with

CHD; in many instances the association is as strong

as traditional CHD risk factors. These should be iden-

tified and treated, when possible, given their associated

cardiovascular risks. However, the role of many of

these markers in routine patient care is yet undefined.
Hypertension

Hypertension (high blood pressure) is a strong pre-

dictor for mortality and the development of CHD,

congestive heart failure, and stroke. Two thirds of all

individuals above 65 have hypertension. Until the

1980s, hypertension was not aggressively treated in

the elderly. Abundant clinical trial data documenting

the benefit of improved blood pressure control has

prompted aggressive management of hypertension in

the elderly.

The seventh report from the Joint National Com-

mittee on Prevention, Detection, Evaluation, and

Treatment of High Blood Pressure (JNC‐7) states that
the cardiovascular risk from hypertension begins at a

blood pressure of 115/75 mmHg. Individuals with a

normal blood pressure at age 55 have a 90% likelihood

of subsequently developing hypertension. Systolic

blood pressure gradually increases into the ninth dec-

ade of life, whereas diastolic blood pressure peaks at

the fifth to sixth decade and then decreases as a result

of the diminished elasticity of the blood vessels. Several

large clinical trials of treatment of hypertension in

elderly patients noted an approximate 20% reduction

in fatal and nonfatal CHD events (e.g., heart attack and

sudden death) and a 31% reduction in cerebrovascular

events (e.g., stroke) in the treated group. Diminished

elasticity of the arterial walls in aging patients, renders

them more likely to have isolated systolic hypertension

(elevated systolic blood pressure reading and a normal

or low diastolic blood pressure reading). There were

two major trials in elderly patients with isolated sys-

tolic hypertension. The Systolic Hypertension in the

Elderly Program (SHEP) randomly assigned 4,736

patients aged 60 years and older to placebo or a diure-

tic (chlorthalidone), with beta‐blocker (atenolol) use,
if necessary, to achieve their goal blood pressure. After

approximately 5 years, a 25% decrease in CHD inci-

dence, 54% decrease in congestive heart failure, and a

36% decrease in stroke were observed. The systolic

hypertension in Europe (Syst‐Eur) trial randomly
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assigned 4,695 patients (age at least 60 years) to a

calcium channel‐blocking drug (nitrendipine) with

potential addition of a diuretic (hydrochlorothiazide)

and/or angiotensin‐converting enzyme (ACE) inhibi-

tor (enalapril) to attain goal blood pressure compared

with placebo. This study was stopped prematurely at

2 years because of a 31% reduction in congestive heart

failure, heart attack, and sudden death and a 34%

reduction in stroke in the treated group. The subset

of patients above 80, had a similar reduction in stroke

and coronary events.

Treatment for hypertension in the elderly focuses

on risk factor reduction and pharmacologic therapy.

Modifiable risk factors such as exercise, weight loss,

low sodium diet, tobacco cessation, and reduced alco-

hol consumption are nonpharmacologic measures to

control blood pressure. Medication classes such as

angiotensin‐ACE inhibitors, angiotensin receptor

blockers, calcium channel blockers, beta‐blockers, and
diuretics all are efficacious agents that can be tailored

based on concurrent medical problems such as heart

failure, chronic kidney disease, and recurrent stroke

prevention.
Dyslipidemia (Abnormal Blood
Lipid Levels)

Dyslipidemia is a major contributor to the develop-

ment of CHD. Approximately one third of elderly men

and one half of elderly women have cholesterol levels

warranting intervention. The average daily diet in the

Western world consists of 85 g of fat and 300 mg of

cholesterol. These water‐insoluble products are trans-
ferred through the blood attached to lipid‐specific
proteins (lipoproteins). Abnormalities in the break-

down of these lipid‐rich complexes lead to elevated

blood levels of cholesterol and triglycerides, causing

lipid deposition in the arterial wall. Although elevated

lipid levels may result from genetic predisposition, the

vast majority of individuals with dyslipidemia acquire

this problem from multifactorial causes (obesity,

sedentary lifestyle, and diet).

The National Cholesterol Education Program

(NCEP) Adult Treatment Panel (ATP) III recommends

that adults, of all ages, with a blood total cholesterol

above 200 mg/dL be evaluated and those with elevated

low‐density lipoprotein cholesterol (LDL‐C) be treated
based on their level of risk for future cardiac events

such as myocardial infarction (heart attack) and death
related to CHD. The treatment of hypertriglyceridemia

has become increasingly important, as it has been

identified as an independent risk factor for CHD.

Interventions that may reduce elevated lipid levels

include nonpharmacologic and pharmacologic strate-

gies. Nonpharmacologic options such as dietary mod-

ification, physical activity, and weight reduction

should always be encouraged. Osteoarthritis or osteo-

porosis may limit the exertional capacity of the elderly

patient. If regular physical activity can be performed,

beneficial effects on lipid and blood pressure levels can

be observed. Daily dietary modifications including a

weighted balance towards mono‐ and poly‐unsatu-
rated fats (23–35% of total calories) over saturated

fats (<7% of total calories), lower cholesterol intake

(<200 mg), moderate carbohydrate intake (60% of

total calories), and increased plant stanols/sterols (2 g)

and soluble fiber (10–15 g) may lower LDL‐C levels up

to 10%.

In addition to lifestyle modifications, patients may

require medications to lower their lipids to goal level.

Medication classes used to treat dyslipidemia include

HMG Co‐A reductase inhibitors (statins), nicotinic

acid, fibrates, bile acid sequestrants, and intestinal

absorption inhibitors. Each has a varied effect on the

lipid profile. The effects of statin therapy have been the

most widely studied. Statins are a unique class of

medications that may have additional beneficial effects

at the cellular level other than lowering of cholesterol.

Several large randomized clinical trials have demon-

strated that statins given to patients with average or

above‐average cholesterol levels decreased heart attack,

heart failure due to coronary disease, stroke, or death

during long‐term follow‐up. Results such as these have

been duplicated in elderly specific clinical trials such as

the Prospective study of Pravastatin in the Elderly at

Risk (PROSPER). This study randomly assigned elderly

patients between the ages of 70 and 82 to pravastatin

(2,891 patients) or placebo (2,913 patients). After

3 years, pravastatin lowered LDL‐C levels by 34%

and reduced combined CHD‐related death, heart

attack, and stroke by 15% compared to the control

(untreated) group.
Smoking

Cigarette smoking cessation is the most modifiable

CHD risk factor.. It remains one of the most preven-

table causes of death, claiming the lives of an estimated
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440,000 individuals each year. Although the US popula-

tion who smoke cigarettes has decreased by approxi-

mately 40% since the mid‐1970s, nearly 46 million

Americans above 25 still smoke; 10% of the population

above 65 are chronic smokers. The deleterious effects of

smoking on the cardiovascular system include increased

catecholamine levels, increased blood pressure, heart

rate, and blood vessel narrowing. Smoking decreases

vasomotor tone, increases the susceptibility to form

blood clots, and lowers high‐density lipoprotein choles-

terol (HDL‐C) levels, predisposing to heart attack,

peripheral blood vessel disease, stroke, and death.

There aremany benefits to stopping cigarette smok-

ing. In smokers after heart attack, cessation reduces

mortality from 25% to 50%, with approximately half

of this benefit occurring in the first year. In the cor-

onary artery surgery study (CASS) patients above 70

after CABG surgery were more likely to survive if they

quit smoking. Smoking cessation in patients with

CHD demonstrated a 36% reduction in overall mor-

tality, greater than benefits of medications such as

aspirin, angiotensin ACE inhibitors, and beta‐blockers.
The relative benefit in smoking cessation is comparable

in younger and older patients.

In the middle‐aged and older age group, smoking

cessation rates at the end of 1 year that vary from 20%

to 70%. Interventions commonly used in younger

patients are also effective in the elderly. These include

physician counseling, behavioral therapy, support

groups, self‐help materials, telephone follow‐up calls,

and pharmacologic therapies. Medications including

nicotine replacement (nicotine gum, nicotine nasal

spray, and transdermal nicotine) and bupropion may

be of help and do not further increase the risk of CVD.

Smoking cessation programs, which entail a multifa-

ceted approach that includes several of the above mea-

sures are more likely to be effective.
Diabetes Mellitus

Diabetes mellitus is marked by abnormally high

concentrations of blood glucose (sugar) levels with

typical fasting levels of 126 mg/dL and greater. Nearly

35 million Americans have impaired glucose tolerance,

and the elderly comprise approximately one‐third of

this group. Individuals with diabetes are at an increased

risk for CHD, stroke, peripheral blood vessel disease,

and death. Approximately 73,000 deaths attributable
to diabetes in 2002, 65–75% had some form of heart

and/or blood vessel disease. Increasing obesity and

sedentary lifestyle is the major contributing factor to

development of type 2 diabetes mellitus and heralds

that diabetes will continue to be a growing clinical and

public health concern.

The pathogenesis of atherosclerosis in patients with

diabetes is multifactorial and involves a complex array

of mechanisms that includes metabolic derangements

such as insulin deficiency and insulin resistance that

contribute to the development of hypertension and

alter lipid levels to increase LDL‐C and decrease HDL‐
C. Elevated blood glucose levels promote the binding

of glucose to proteins (glycation), in conjunction

with oxygen radicals (highly chemically reactive oxygen

molecules), this triggers additional chemical reactions,

known as oxidation/glucoxidation, which interact with

lipids and change their structure such that they prefer-

entially deposit within the arterial wall as ‘‘foam cells.’’

Endothelial dysfunction, abnormal function of the

lining of blood vessels, is associated with insulin resis-

tance, hyperglycemia, hypertension, dyslipidemia, and

atherosclerosis. Endothelial dysfunction is likely a pre-

cursor to development of atherosclerosis and CHD.

Inflammation is likely increased in diabetes. Increased

adipose (fat) tissue in diabetic patientsmay play a role in

the chronic inflammatory state of diabetics as a source

for the generation of factors (e.g., C‐reactive protein)

that induce platelet aggregation (clotting) and smooth

muscle cell proliferation. This may play a role in the

formation of atherosclerotic plaques. Lastly, a prothrom-

botic state (proclivity to form blood clots) likely con-

tributes to the development of CHD as elevated levels of

factors that promote blood clotting have been observed

in individuals with diabetes mellitus.

Treatment of diabetes mellitus includes risk factor

reduction and lifestyle modification. Strict monitor-

ing and control of blood glucose must be performed.

Severalmedications, in addition to insulin, may be used

to control blood glucose levels. Concurrent medical

illnesses may favor the use of one medication over

another. The goal of treatment is a hemoglobin A1C

(a compound in the blood that is measured with

laboratory testing) of 7.0 or less. In elderly patients,

the loss of body fat seems to have a greater impact on

insulin and glucose metabolism than in younger

patients. This underscores the importance of weight

reduction in overweight and obese diabetic individuals.

Exercise training improves insulin resistance and blood
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glucose control. Hypertension, dyslipidemia, and

smoking must be aggressively managed. For example,

the JNC‐7 recommends that diabetics maintain a goal

blood pressure of 125/75 mmHg or less. Dyslipidemia

must be treated appropriately and smoking should be

invariably discontinued.
Obesity and Sedentary Lifestyle

Obesity is defined as a body mass index equal to, or

greater than, 30 kg/m2. It is estimated that the preva-

lence of obesity in individuals aged 60 years and older

will increase from 14.6 million in 2000 to 20.9 million

in 2010, accounting for almost 40% of all obese adults.

The pattern of fat that portends an increased risk is a

distribution of the weight to the trunk of the body

(central or abdominal obesity). An increased waist/

hip ratio correlates with the development of CHD

and is closely linked to the abnormal lipid profile

observed in individuals with the metabolic syndrome

(discussed below). There are currently no specific

recommendations for weight loss strategies in the

elderly as few studies specifically address diet and exer-

cise in obese elderly individuals. Dietary management

measures including a balanced, calorie‐controlled, diet
and an individualized exercise prescription should be

an approach to treatment.

Closely related to obesity, a sedentary lifestyle is a

predisposition for CHD. Regular physical activity

should be encouraged to improve the functional capa-

city of the patient and reduce activity‐related abnormal

signs and symptoms (e.g., increased heart rate out of

proportion to level of activity). Studies suggest a

decreased mortality rate in elderly patients who per-

form light‐to‐moderate physical activity. In the CHS

(5,201 patients, mean age 73 years) decreased level of

physical activity was an independent predictor of mor-

tality. An individualized exercise prescription must

take into account comorbid illnesses that may limit

mobility such as pulmonary disease, peripheral vascu-

lar disease, and arthritis. Increasing the frequency and

duration of exercise is preferred over increasing the

intensity of the activities, as it reduces the likelihood

of overuse injuries. The goals of an exercise program

are not only to increase caloric expenditure and im-

prove functional capacity, but to provide socialization

with others. This helps overcome feelings of isolation

and depression.
Metabolic Syndrome

The NCEPATP III has defined the metabolic syndrome

as a constellation of disease states enhancing develop-

ment of CVD and CHD. The syndrome is character-

ized by a fasting glucose level of 110 mg/dL or greater,

abdominal obesity (waist circumference greater than

40 in. in men and 35 in. in women), elevated triglycer-

ides levels (equal to, or greater than, 150 mg/dL), low

HDL‐C (less than 40 mg/dL in men and less than 50

mg/dL in women), and a blood pressure greater than

or equal to 130/85 mmHg. In the Framingham Study,

metabolic syndrome predicted approximately 25% of

all CVD. Management should include aggressive mea-

sures, which target these modifiable risk factors

(weight reduction, blood pressure management, cor-

recting dyslipidemia, and maintaining strict control of

blood glucose levels).
Nontraditional Risk Factors

Identification of new and potentially modifiable risk

factors for CHD is of interest and importance. Elevated

serum homocysteine levels have been associated with

the development of CHD, heart attack, and stroke.

Increased markers of systemic inflammation such as

C‐reactive protein are directly linked to CHD‐related
death and MI. Plasma markers of thrombosis (clothing)

such as D‐dimer and plasmin–antiplasmin complexes

plays a role in the development of coronary athero-

sclerosis and occurrence of heart attack. Several studies

have also identified a strong link between depression,

CHD, and all‐cause mortality. Aggressive risk factor

reduction strategies targeted at traditional, nontradi-

tional, and subclinical disease factors can reduce the

likelihood of CHD‐related events.
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Cosmetic Surgery
Janet M. Blanchard

Cosmetic or plastic surgery is being openly talked

about as lifestyles in the world are changing. This

includes liposuction, eyelid surgery, breast augmenta-

tion, nose reshaping, and face‐lifts. There is much

more emphasis placed on our personal appearance,

particularly in the workforce.

No one ever sees an older woman, man, or a person

with ‘‘saddle bags’’ on the cover of a magazine. This

could be one of the major impetuses for a person

seeking cosmetic surgery. Another reason for contem-

plating cosmetic surgery could stem from a feeling we

have about a certain part of our body. For example, our

nose is too wide and big, and it has been a source of

self‐consciousness and also ridicule from our peers.

This usually starts at an early age and can occupy a

good portion of our thoughts in daily living.

Feeling good about ourselves and perception of

ourselves can reflect in how we relate to others.

Usually, people do not want to look ‘‘plasticized’’ but
only have a refreshed look. This can really help one’s

self‐esteem and concentrate on matters at hand. This

does not apply to extremes a t either end of the spec-

trum. In addition, there is a lot of competition in the

workforce. This applies to both men and women.

Many more men are seeking cosmetic surgery as well

because of this very fact.

Once someone has decided to investigate the possi-

bility of having plastic surgery, finding a board certified

plastic surgeon is extremely important. This decision

is sometimes the most important step in the entire

process. How does someone find a surgeon in whom

they may have confidence?

First and foremost is whether the physician is board

certified by the American Board of Plastic Surgeons

(ABPS). The society to which they belong is the

American Society of Plastic Surgeons, (ASPS) ASPS

has a website with a wealth of information regarding

plastic surgery. In addition, many plastic surgeons have

a webpage for reference. This can educate you about

that particular person. This Society has stringent rules

for membership. If plastic surgeons are board eligible,

it means that they have completed their requirements,

but have not yet taken their board examination.

Developing a rapport with your plastic surgeon is

very important. In addition, sometimes the plastic sur-

geon offers you to speak to one of his or her patients.

Asking other patients about your particular choice in

surgeons can provide very valuable information!
Related Topics

>Botox
Suggested Resources

Plastic Surgery. www.plasticsurgery.org
Cremation
Tambra K. Cain

Cremation is an alternative to the traditional methods

of preparing a deceased person’s body. Literally, crema-

tion means to incinerate a corpse. Cremations are

usually performed by licensed crematories. Some funeral

www.plasticsurgery.org
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homes and memory gardens are also licensed to

perform cremations.

It is estimated that cremation began about 3000 BC

in Europe. In about 1000 BC it spread into Greece, then

to the Roman Empire. In the middle of the fifth cen-

tury, Roman decree required cremation for all bodies

inside the city limits of Rome. Cremation fell from

popularity due to the Christianization of Europe and

the Middle East. Entombment became the popular

method for disposing of human remains, and remains

popular today. The first crematory in the United States

was built in 1876 in Pennsylvania.

In 2004, in the United States, cremation accounted

for 29.61% of dispositions of human remains. There is

an increase from21.11% just 10 years ago. Some reasons

that cremations are on the rise are: it is less expensive

than traditional methods, it is more environment‐
friendly and requires less space, it has become a more

acceptable practice, and it offers greater flexibility with

the memorial services. After cremation, a traditional

burial in a cemetery plot is one option; others include

interment in a mausoleum, storage by a family mem-

ber, and scattering of remains. Remains may be scat-

tered on public lands or public waterways, so long as

there are no local laws prohibiting it. Also, remains

may be scattered on private property by permission of

the owner. It is important to plan in advance for the

care and storage of the remains, as there are few laws

regarding the disposal of cremated remains.

If cremation is a choice one is considering, a person

should take steps tomake their choices known. The first

step is to discuss cremation with loved ones and family

members. A health care Power of Attorney is another

important tool. In a Power of Attorney a person can set

out whether they do or do not desire to be cremated,

where the cremation will take place, and where one’s

remains will be kept after cremation. In situations

where a person desires to be cremated, but family is

opposing, then the person’s wishes for cremation and

any arrangements should be set in his or her will to

ensure that the person’s wishes are complied with.
Related Topics

>Bereavement, > Financial planning, >Grief and

grieving
Suggested Readings

Grollman E (2001) A child’s book about burial and cremation.

Centering Corporation, Omaha, NE

Llewellyn JF (2004) Saying goodbye your way: planning or buying

a funeral or cremation for yourself or someone you love, 2nd ed.

Tropico Press, Glendale, CA

Reigle JM (2003) When death occurs: a practical consumer’s

guide—funerals, memorials, burial, cremation, body donation.

Consumer Advocate Press, Curran, MI

Rosen F (2004) Cremation in America. Prometheus Books,

Amherst, NY

Rutherford HR (1997) Honoring the dead Catholics and cremation

today. The Liturgical Press, Collegeville, MN

Suggested Resources

Cremation Association of North America Official Web site, http://

www.cremationassociation.org, November 2005

The 2000 US Census, http://www.census.gov/prod/cen2000/phc‐
1‐1‐pt1.pdf, November 2005
Crime
Bettina A. Rausa

Fear of crime and victimization are important elements

in many elderly citizens’ lives. When an elderly person

becomes the victim of a crime, the after effects tend to

be longer lasting than with a younger person. However,

most surveys show that people above 65 have lower

rates of crime than other groups, especially for serious

crimes such as robbery, personal theft, assault, and

rape. In fact, when all crimes are taken together, the

elderly victimization rate is lower than that of the rest

of the population.

The National Crime Victimization Survey (NCVS)

demonstrates that between 1993 and 2002, the elderly

experienced nonfatal violent crime (rape, sexual as-

sault, robbery, and aggravated and simple assaults) at

a rate of 1/20 that of younger persons. People of 65 or

older experienced property crimes at a rate about one

fourth of those below 25. When the elderly are victims

of crime, they are most often victims of property

crimes, including home burglary, motor vehicle theft,

and theft. In fact, property crimes account for 92% of

victimizations against people aged 50–64. Personal

larceny (purse snatching and pocket picking) occurs

at about the same rate as most other age groups. In

http://www.cremationassociation.org
http://www.cremationassociation.org
http://www.census.gov/prod/cen2000/phc-1-1-pt1.pdf
http://www.census.gov/prod/cen2000/phc-1-1-pt1.pdf
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comparison, persons aged 12–24 comprise more than

half of the victims of violent crime and murder rates

are lower for people aged 65 or older than any other

age group (about 5% of the total number of murders).

Elder abuse is becoming an increasingly important

issue for the elderly. It is typically portrayed in the

media as financial fraud committed by strangers. How-

ever, elder abuse includes a range of actions of com-

mission and omission that have negative consequences

for elderly victims. It includes physical, psychological,

and material abuse such as financial exploitation, as

well as physical, psychological, or material neglect.

Researchers estimate that elder abuse victims who

experience physical violence, verbal aggression, or

neglect can be as high as 32/1,000. Although there is

a tendency to think of elder abusers as strangers, per-

petrators are most commonly spouses, children, and

grandchildren, and men and women are victimized at

equal rates.

Elder abuse committed by strangers is typically that

of financial fraud. Tactics include deceiving the elderly

victim with promises of goods and services. The most

commonly used are: nonexistent prizes and sweep-

stakes that ‘‘require’’ money for processing fees, ship-

ping, and taxes; investment scams; donations to

nonexistent charities; fraudulent home repairs often

‘‘emergencies’’ requiring an advanced deposit; unscru-

pulous health, funeral, and life insurance policies; inef-

fective health remedies promising ‘‘miracle cures’’;

and, over‐market‐rate travel packages.
The elderly are also perpetrators of crime. Until

recently, research usually focused on older people

being victims of criminal activity when there is a grow-

ing number of elderly offenders. The type of crimes

they commit is also changing with a movement toward

more serious offenses. Between 1967 and 1992, the

number of individuals aged 50 and older arrested for

violent crimes more than doubled and the number of

elderly arrested for property crimes nearly tripled. A

study of older prisoners in 2000 in Tennessee found

that 77% were involved in a violent crime. Interest-

ingly, of those, 41% had a diagnosed mental illness.

Older prisoners with mental health disorders were

found more likely to have been convicted of a murder;

77% of mentally ill women were incarcerated for com-

mitting murder and 27% of older mentally ill male

prisoners had committed a sex crime. In 2004, there

were more than 125,000 prisoners above 50 and 35,000

prisoners above 65 in correctional facilities in the

United States (these figures encompass both elderly
offenders as well as those who have aged in prison).

Even though the elderly criminal is increasingly com-

mitting more serious offences, more than 97% of the

elderly in the federal system are nonviolent offenders.
Related Topics

>Elder abuse and neglect, > Firearms, >Homicide,

>Rape, > Sexual assault, >Violence
Suggested Readings

Flowers RB (2000) Domestic crimes, family violence and child

abuse. McFarland & Company, Jefferson, NC

Knapp J, Elder K Assessing prison personnel’s knowledge of the

aging process. Journal of the Oklahoma Criminal Justice

Research Consortium, vol 4, August 1997/1998 (Online). http://

www.doc.state.ok.us/DOCS/ocjrc/OCJRC97‐98/Assessing%20-

Prison%20Personnel’s.PDF

Montaldo C (2005) Crime/punishment: financial crimes against the

elderly. The New York Times (Online). http://crime.about.com/

od/elderabuse/a/fraud.htm

Tonry M (2000) The handbook of crime and punishment. Oxford

University Press, New York

US Department of Justice, Office of Justice Programs. Bureau of

Justice Statistics, Special Report: Crimes against Persons Age 65

or Older, 1993–2002 (Online). Revised 2005. http://www.ojp.

usdoj.gov/bjs/cvict_v.htm
Suggested Resources

Golden years behind bars: special programs and facilities for elderly

inmates. http://www.homestead.com/corrections/aoj3JA3.htm,

EBSCO Publishing. www.epnet.com/

Regan J, Alderson A (2001) Geriatric offenders in Tennessee

(Online). http://scholar.google.com/scholar?q¼author:’’Regan’’%

20intitle:’’Geriatric%20offenders%20in%20Tennessee
The Cross‐Linkage Theory
of Aging
Jessica Diggs

According to the cross‐linkage theory of aging pro-

posed by Johan Björkstein in 1942, aging results from

the accumulation of intra‐ and intermolecular covalent

http://www.doc.state.ok.us/DOCS/ocjrc/OCJRC97-98/Assessing%20Prison%20Personnel's.PDF
http://www.doc.state.ok.us/DOCS/ocjrc/OCJRC97-98/Assessing%20Prison%20Personnel's.PDF
http://www.doc.state.ok.us/DOCS/ocjrc/OCJRC97-98/Assessing%20Prison%20Personnel's.PDF
http://crime.about.com/od/elderabuse/a/fraud.htm
http://crime.about.com/od/elderabuse/a/fraud.htm
http://www.ojp.usdoj.gov/bjs/cvict_v.htm
http://www.ojp.usdoj.gov/bjs/cvict_v.htm
http://www.homestead.com/corrections/aoj3JA3.htm
www.epnet.com/
http://scholar.google.com/scholar?q=author:&rdquo;Regan&rdquo;%20intitle:&rdquo;Geriatric%20offenders%20in%20Tennessee
http://scholar.google.com/scholar?q=author:&rdquo;Regan&rdquo;%20intitle:&rdquo;Geriatric%20offenders%20in%20Tennessee
http://scholar.google.com/scholar?q=author:&rdquo;Regan&rdquo;%20intitle:&rdquo;Geriatric%20offenders%20in%20Tennessee
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bonds between molecules, termed ‘‘cross‐links.’’ Over

time, these cross‐links result in the alteration of the

chemical and biological properties of the cell. Al-

though these changes occur at the level of individual

cells, these cellular changes can translate into signifi-

cant dysfunction of body systems. There are several

age‐related manifestations of the accumulation of cel-

lular cross‐links and the resulting cellular dysfunction.

For example, cross‐links are associated with the loss of

elasticity in skin and muscle tissue, stiffening of blood

vessel walls, changes in the lens of the eye, delayed

wound healing, and reduced joint mobility in aging

individuals.

Chemical cross‐links can be formed both inside

(intracellular space) and outside (extracellular space)

the cells. Intracellular cross‐links can occur between

molecules of deoxyribonucleic acid (DNA) and pro-

teins, which can limit the ability of proteins to associ-

ate or disassociate with the DNA molecules. This can

potentially inhibit processes like transcription (reading

of the DNA code), gene expression, and protein synth-

esis (see error catastrophe theory of aging) leading to

cellular dysfunction. Cross‐links can occur in the cell

membrane, reducing the fluidity and decreasing mem-

brane conductance (the flow of charged molecules

across the cell membrane). Changes in conductance

can also decrease the ability of cell transcription, gene

expression, and protein synthesis.

Another mechanism by which cross‐links occur is
through a nonenzymatic process involving the addi-

tion of sugar molecules to proteins and nucleic acids

(e.g., DNA), referred to as nonenzymatic glycosylation.

The products formed by this reaction are unstable and

can eventually lead to the production of substances

known as advanced glycosylation end production

(AGEs), which are themselves capable of cross‐linkage
reactions. AGEs are more likely to form in longer‐lived
molecules due to a series of degradation and dehydra-

tion steps that occur over time to produce these mole-

cules. Cataract formation in the lens of the eye is one

example of the negative effects of this type of reaction.

Because these reactions cause damage to DNA and

other molecules they react with, they can also result

in global cellular dysfunction.
Collagen

Collagen is the molecule that has been used as a model

for studying the cross‐linkage theory of aging. Collagen
is a structural protein, known as gelatin (animal col-

lagen). Collagen comprises about one third of all pro-

teins in the body; it can be found in skin, tendons

(connect muscles to bones), ligaments (connect bones

to bones to form joints), bones, fibrous tissue between

muscles, cartilage, and in the walls of arteries. Collagen

is particularly useful for the study of cross‐linkage in

aging, because it is a very long‐livedmolecule and under-

goes cross‐linkage reactions under normal conditions

as part of its formation.

The functional unit of collagen is known as tropo-

collagen. It is a triple‐stranded molecule with a twisted

rope‐like structure. Tropocollagen fibers aggregate end‐
to‐end and side‐to‐side in a semioverlapping pattern

and are joined to adjacent tropocollagen fibers by

cross‐links during its normal maturation process. Col-

lagen is an abundant component in the extracellular

matrix that surrounds the cells. The extracellular matrix

will influence the matter in which cells divide, mi-

grate, and respond to chemical mediators that are

secreted by other cells to influence the function and

activities of neighboring cells.
Cross‐Linkage of Collagen in Aging

Since collagen is a very long‐lived molecule with a slow

rate of turnover, oxidation (primarily resulting from

free‐radical reactions) and nonenzymatic reactions

(typically with glucose and other sugar molecules)

lead to structural and functional changes in these

molecules over time. The numbers of cross‐links
within collagen molecules accumulate with age; as a

result collagen molecules gradually lose mobility and

become less soluble. The rigidity of collagen can also

affect the ability of cells to transport nutrients and

oxygen to cells and wastes away from cells. Aging is

also manifested by an increase in rigidity and loss of

elasticity in collagen‐containing tissues. Common

examples of this are skin wrinkles and the increased

size of the ears and nose with aging. Rigidity or stiffen-

ing of blood vessel walls reduces the distensibility of

the blood vessel and can lead to hypertension.
Public Health Perspective

Since free‐radicals and nonenzymatic glycosylation are

two major mechanisms of producing collagen cross‐
links, these mechanisms provide opportunities for
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prevention of the effects of aging due to cross‐linkage
reactions. Having a diet rich in antioxidant molecules

and controlling blood sugar levels, coupled with an

active lifestyle may be instrumental in delaying and

reducing age‐related changes in collagen, the result-

ing rigidity of collagen‐containing structures, and the

consequences thereof. Topical skin products and vitamin

supplements can also be effective ways of copingwith the

effects of age‐related increased cross‐linkage.
Related Topics

>Accumulative waste theory of aging, >Anti-aging

remedies, >Cataract, >The error catastrophe (accu-
mulation) theory of aging, > Free radical theory of

aging, >Hypertension,>Wrinkles
Suggested Readings

Hayflick L (1994) How and why we age., Ballantine Books, New

York

Hooyman NR, Kiyak HA (1999) Social gerontology: a multidisci-

plinary perspective, 5th ed. Allyn & Bacon, Boston, MA

Masoro EJ (1999) Challenges of biological aging. Springer Publish-

ing Company, New York

Nagy I (1994) The membrane hypothesis of aging. CRC Press, Boca

Raton, FL

Timiras PS (1994) Physiological basis of aging and geriatrics,

2nd ed. CRC Press, Boca Raton, FL



Day Hospitals
Brandy L. Johnson

The day hospital is a community‐based option for

providing both social and supportive care. Day hospi-

tals were introduced approximately 70 years ago in

Russia. This movement reached America and Europe

in the 1940s and 1950s. There are day hospitals that

address geriatric care, mental illness, and psychological

disorders.
Geriatric Day Hospitals

Geriatric day hospitals provide interdisciplinary assess-

ment and management of chronic health problems for

older individuals. They are designed for individuals re-

covering from acute events such as stroke, amputation,

and fractures. They provide assessment, rehabilitation,

and certain medical and nursing procedures. Many

also provide services such as transportation, nutrition,

and recreational and social activity programs.

Day hospitals should be distinguished from day

centers. Day centers are designed to maintain function,

provide activity and socialization, and give caregivers a

respite. Unlike day centers, day hospitals provide spe-

cific therapy. Day care centers do not have the staffing

found in day hospitals. Staffing in geriatric day hos-

pitals usually consists of a geriatrician or physician,

nurses, nurse practitioners, physiotherapists, occupa-

tional therapists, and social workers. Additionally, some

day hospitals employ speech pathologists, nutritionists,

and recreational therapists.

Patients frequently visit the day hospital when they

have suffered a loss of independence. As a result, they

require services such as physical therapy, adjustment of

their medications, or a new way of planning their daily

activities. Patients in day hospitals often suffer from

conditions such as hypertension and diabetes.

Individuals who attend day hospitals often benefit

not only from the therapy but also from the interaction

with their peers. Typically, a patient will be involved in

both individual therapy and group activities. Day hos-

pitals spend a lot of time educating the patients and

their families about the patients’ health problems.

Patients usually attend day hospitals as outpatients.

The amount of time, per day, that a patient spends in
# Springer-Verlag Berlin Heidelberg 2008
a day hospital can vary, e.g., some may spend four

hours while others a full day.

Patients and their families are generally involved in

establishing the patient’s treatment goals. The person is

discharged from the day hospital when the goals are

met. The length of program could vary from 6 weeks to

6 months.

The effectiveness of geriatric day hospitals has been

a source of controversy. A study performed in 1999

found that patients attending day hospitals had better

outcomes than individuals receiving no comprehensive

elderly care. The study further found that day hospitals

have a similar impact on patient outcomes as inpatient

care, outpatient care, and domiciliary services. How-

ever, the study showed that, compared to other forms

of care, day hospital attendance could have a positive

impact on the need for long‐term institutional care.
Psychiatric Day Hospitals

Psychiatric day hospitals are designed to treat people

with acute, severe episodes of mental illness who would

otherwise have been admitted to hospital. Like geria-

tric day hospitals, psychiatric day hospitals differ from

day centers that provide rehabilitation to individuals

suffering from longer‐term mental illness.

Psychiatric day hospitals provide care that is similar

to the care offered to inpatients. This care could include

therapeutic activities, e.g., the day hospital may offer

occupational therapy or group therapy. Although day

hospitals can remain part of mental health services,

day hospital care can be arranged by other organizations

or social services departments.

Studies have shown that patients at day hospitals

showed a more rapid improvement in mental state

than patients who received inpatient care. Further,

many of the patients currently admitted to inpatient

care could realistically be treated in acute day hospitals.

Studies have also shown that patients who attended a

day hospital showed increased satisfaction with their

treatment.
Related Topics

> Institutionalization, >Mental illness, >Physical

therapy
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Suggested Readings

Faculty of Adult Psychiatry (2004) Submission of the Adult Psy-

chiatry Faculty of the Irish College of Psychiatrists to the Expert

Group on Mental Health Policy. Irish College of Psychiatrists,

Dublin

Forster A, Young J, Langhorn P (1999) Systematic review of day

hospital care for older people. BMJ 318:837–841

Marshall M (2003) Acute psychiatric day hospitals. BMJ

327:116–117

Passi L (1998) A guide to creative group programming in the

psychiatric day hospital. Haworth Press, Binghamton, NY

Turpe I (2000) The geriatric day hospital. In: Evans J (ed) The oxford

textbook of geriatric medicine. Oxford University Press, Oxford,

UK, pp 1076B–1086B
Suggested Resources

BMJ.com. http://bmj.bmjjournals.com

Medscape. http://medscape.com

PubMed. http://www.ncbi.nlm.nih.gov
Death
Jo Weis

Today in America approximately 50% of people die in

hospitals, 30% in nursing facilities, and the remaining

20% in their homes. However, the vast majority of

people wish to die at home. People want to die with

dignity, free from pain and suffering, burdening no

one while maintaining control over decisions that

affect the prolonging of their lives. Helping individuals

to die in this manner is difficult. Whether death is

sudden or following a prolonged illness, issues of

grief and loss often become overwhelming. The assault

to the psyche cannot be underestimated. Society fre-

quently views death as a failure, as a time of pain, and

as a suffering. The naturalness of death as a final stage

of the life process is swept aside by medical and tech-

nological advances that are oriented toward preventing

death, seemingly at all costs. Such efforts may obscure

precious opportunities to ensure compassionate care at

the end of life. Offering assistance to those in need at

this difficult time can be challenging but is integral to

the human experience.
Palliative and Hospice Care

Palliative and hospice care focus on supporting

patients and families during the difficult times sur-

rounding serious illness and end‐of‐life. The goal is to
allow patients and families to live as fully and comfor-

tably as possible during whatever time remains from

a physical, mental, and spiritual perspective. In the

United States, palliative medicine is primarily offered

in hospitals and some long‐term care facilities. Pallia-

tive medicine shares the same philosophy as that of

hospice care inwhich amultidisciplinary team, together,

provide medical care for pain and symptom manage-

ment as well as psychosocial support for emotional and

spiritual needs. Care is patient/family driven and

emphasizes the relief of suffering and the improvement

in quality of life.

In our present system of care, there may sometimes

be barriers to the appropriate use of palliative and

hospice care services. The misconception that palliative

care (or hospice care) is restricted only to those

patients dealing with the active phase of dying is a

major deterrent in rendering services that can help

decrease and eliminate unnecessary pain and suffering.

Early intervention through exploring patient/family

goals of care, such as the course of medical treatment

and decisions as to care settings after hospitalization, is

essential to determining the most effective and timely

course of treatment.

In addition, health care providers often find it

difficult to discuss death with their patients viewing

their inability to ‘‘cure’’ as a sign of failure. Patients and

families engage in cognitive denial and emotional

numbing as ways to cope with the overwhelming feel-

ings of fear, grief, and impending loss. The assistance of

a palliative trained multidisciplinary team consisting

of doctors, nurses, psychologists, social workers, and

chaplains can help navigate the patient and family

through difficult conversations and decision making.

Examples of this include providing alternative options

instead of curative care and funeral planning.

Finally, there may be misunderstandings about the

financial arrangements surrounding palliative and hos-

pice care. In this country, these services are generally

well integrated into the health care financial reim-

bursement system. Accordingly, hospice interventions

may be paid by the Medicare Hospice Benefit and also

reimbursed by Medicaid Hospice Benefit and most

private insurers. About 90% of hospice services are

supplied in patients’ homes, but more hospice homes

http://bmj.bmjjournals.com
http://medscape.com
http://www.ncbi.nlm.nih.gov
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for residential care are opening. To provide the best

ongoing care, communities need to embrace both

palliative medicine and hospice care as an integral

part of caring for those with advanced, progressive,

and incurable disease.
Goal Setting in End‐of‐Life

An organized approach to goal setting can facilitate

comprehensive, optimal palliative and hospice care.

Family meetings, in which parties who are interested

in the patient’s care and treatment options, address

issues such as advanced planning, including power of

attorney for health care decisions and do not resusci-

tate directives, in the event that this has not already

occurred. In addition, family meetings can help health

care providers to clearly articulate treatment options to

address pain and other symptoms, as well as interven-

tional palliative procedures. Patients and families can

address fears and concerns about possible interven-

tions. Family values and desires, such as how to care

for loved ones, can be discussed. Financial concerns

relating to insurance benefits and other resources can

be addressed. Cultural considerations of those partici-

pating must always be kept in the forefront and respect

for religious and spiritual beliefs must be maintained.

When the patients are unable to convey their

wishes, goals of care remain respectful and consistent

with those values by which they lived their lives. This

may be a process of helping families with discrepant

views to come to consensus as it relates to the patient’s

wishes. The intent to neither hasten nor prolong death

remains consistent with the objective of providing

comfort and care according to the desires of patients

and their families.
Psychological Issues

Many difficult and complex psychological issues accom-

pany dying. In addition to the physical hardships of

chronic illness, most patients develop psychological

and psychiatric symptoms during the terminal phase of

their illness. This can be present in the form of dementia

or delirium as well as in the form of anxiety and depres-

sion. Issues of grief and loss, for both the patient and

the family, can be overwhelming. A sense of feeling out

of control is often expressed, as normal daily activities

become challenging to patients. Patients and families
struggle with finding the meaning for their suffering.

Interventions aimed at normalizing the experience and

reframing to focus on quality‐of‐life issues can help ease

the discomfort. This may manifest itself in helping

patients’ process difficult emotions regarding their

death while recognizing ‘‘a fix’’ is not a reality. Medica-

tions and psychotherapy to treat depression and anxiety

are warranted in some situations. Helping patients and

families remain central to treatment planning reinforces

and enhances empowerment and dignity.
Spirituality

The dying process brings, for many, greater attentive-

ness to issues of spirituality. Spirituality can be defined

as that which gives meaning to one’s own existence,

which is broader than a formalized religion. It is how

one processes information in relation to the self and

the world around. End‐of‐life can challenge one’s very

purpose in life, as well as the value system by which life

was lived. Often a period of review occurs as stories are

retold, making peace across emotional, psychological,

and spiritual domains. It can be a time of addressing

unfinished business and a time of leaving legacies.

Some retreat and silently introspect, and some simply

reacquaint with the constant spiritual companion that

has accompanied them throughout their life’s journey.

There is no right or wrong way to come to terms with

death. It is an individual process that is the right and

privilege of the living. The multidisciplinary team by

its very nature can remain fluid in its ability to witness

and help address spiritual needs.

Dying is part of the life cycle. Whether young or

old, sudden onset or following a lingering illness, dying

does and will affect every one of us. How we chose to

die is as important as how we live. No one chooses the

pain and suffering of illness, but each of us does have a

choice as to our relationship with life as we die. Under-

standing the value of palliative and hospice care early

in the course of serious illness is extremely important

in helping bring comfort and grace to people who are

dying, and it can be very helpful to their families and

the clinicians involved in their care.
Related Topics

>Bereavement, >Death with Dignity Act, >Depres-

sion, > Family relationships, >Grief and grieving,
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>Hospice, >Medicaid, >Medicare, > Palliative care,

>Religion, > Social support, > Spirituality
Suggested Readings

Berger AM, Portenoy RK, Weissman D (2002) Principles and prac-

tice of palliative care and supportive oncology, 2nd ed. Lippin-

cott Williams & Wilkins, Philadelphia

Chochinov HM, Breitbart W (2000) Handbook of psychiatry in

palliative medicine. Oxford Universtiy Press, New York

Doyle D, Hanks G, Cherny NI, Calman K (2003) Oxford textbook of

palliative medicine, 3rd ed. Oxford University Press, New York

Joishy SK (1999) Palliative medicine secrets, Hanley and Belfus,

Philadelphia
Suggested Resources

American Academy of Hospice and Palliative Medicine. www.

aahpm.org

American Board of Hospice and Palliative Medicine (ABHPM).

www.abhpm.org

End‐of‐Life Physician Educational Resource Center. www.eperc.

mcw.edu

International Association for Hospice and Palliative Care (IAHPC).

www.hospicecare.com

National Hospice and Palliative Care Organization. www.nhpco.org
Death with Dignity Act
Kristin M. Beasley

In November 1994, a citizens’ initiative in Oregon

passed the Death with Dignity Act that allowed physi-

cians to prescribe lethal dosages of medication, typi-

cally oral barbiturates, to Oregon citizens suffering

from terminal illnesses. An injunction delayed imple-

mentation of the Death with Dignity Act until it was

lifted in October 1997. In November 1997, a measure

on the general election ballot to repeal the Act was de-

feated. To date, Oregon is the only state in the Union to

have legalized physician‐assisted suicide.

To obtain a lethal prescription, a patient must first

find a Doctor of Medicine (MD) or Doctor of Osteo-

pathy (DO) licensed to practice medicine by the Board

of Medical Examiners for the State of Oregon, who is
willing to participate in the Death with Dignity

program. Physicians are not required to participate,

and some may be prohibited by their employers from

participating. After finding a physician, the patient

must demonstrate to the physician that he meets

certain criteria before he will be allowed to request a

prescription.

First, a patientmust be above 18 and a resident of the

state of Oregon. A patient wishing to participate under

the Act must provide his physician with documenta-

tion sufficient to establish that the patient is a bona

fide resident ofOregon. It is up to the physician to decide

whether the residency requirement had been met.

The patient must also be diagnosed with a terminal

illness that will lead to death within 6 months. Again,

the patient’s physician will determine if this criterion

has been met. Additionally, the patient must be capable

of making and communicating health care decisions

for himself. Family members or persons exercising

health care or other powers of attorney are not allowed

to make the decision to participate under the Death

with Dignity Act on behalf of the patient. The attend-

ing physician will determine if the patient is capable

of making his own health care decisions. The patient

must also be capable of administering the lethal

dose of medication himself. No one else, not even the

prescribing physician, is permitted to administer the

medication to the patient.

If he or she meets all the criteria, a patient may

request to participate in physician‐assisted suicide. To

make a valid request, the patient and physician must

follow certain steps aimed at insuring that patient

participation is voluntary and fully informed. First,

the patient must make two oral requests for participa-

tion to the attending physician. The requests must be

separated by at least 15 days. At the end of the 15‐day
waiting period, the physician will give the patient an

opportunity to rescind his request. Next, the patient

must provide the physician with a written request for

participation. The written request must be signed in

front of at least two witnesses, one of whom is not

related to the patient.

After receiving the request for participation, the

attending physician and a consulting physician must

confirm the patient’s diagnosis and prognosis. The two

physicians must also determine whether the patient is

capable of making and communicating health care

decisions for himself. If either physician believes the

patient’s judgment is impaired by a psychiatric or
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psychological disorder, such as depression, the patient

must be referred for a psychological examination.

The attending physician must inform the patient of

feasible alternatives to assisted suicide including com-

fort care, hospice care, and pain control. Finally, the

attending physician must request, but may not require,

that the patient notify his next of kin of the prescrip-

tion request. At any time in this process, the patient

may rescind his prescription request. The Death with

Dignity Act is not euthanasia, because it is the patient,

not the doctor, who administers the lethal dose of

medication. Additionally, the Act specifies that parti-

cipation is not suicide, hence insurance benefits cannot

be withheld on that basis.

Proponents of the Act say that it is both humane and

empowering to the terminally ill patient. Additionally,

proponents believe that passage of the Death with Dig-

nity Act has focused attention on effective pain manage-

ment for the terminally ill, and on other end‐of‐life
care issues. Oregon consistently shows the lowest rates

in the nation of in‐hospital deaths, and the state ranks

first in the use of medical morphine, a key indicator of

whether terminally ill patients are receiving adequate

pain control. Oregon is also among the top states

when it comes to the availability of hospice services.

Opponents of the Act cite data showing that loss of

independence, rather than physical pain, is why most

patients opt for physician‐assisted suicide. They point

to such data to support their belief that physician‐
assisted suicide is the first step on a slippery slope from

voluntary participation to involuntary euthanasia of

those whom society finds burdensome.

In November 2001, US Attorney General John

Ashcroft issued a directive stating that the use of con-

trolled substances with the intent of hastening death is

not a legitimate medical purpose, and thus violates the

Controlled Substances Act. The directive further states

that physicians or pharmacists acting in compliance

with the Death with Dignity Act are subject to suspen-

sion or license revocation. An order enjoining federal

action on the Ashcroft Directive is currently on appeal

to the US Supreme Court. Oral arguments to the Court

were heard on October 5, 2005.
Related Topics
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suicide, > Suicide
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Defined Benefit Plan
Tim Morris

Defined benefit plan is a plan that is designed to grant

people participating in the plan a definite benefit at

retirement. It is called ‘‘defined’’ because the plan is

defined by the administrator’s prediction of the amount

an employer must contribute to produce a specific

benefit at normal retirement age, such as a monthly

benefit of 20% of compensation upon reaching the

age of 65. The plans themselves define the retirement

available to a plan participant, usually in terms of

participant’s compensation or years of service with

the employer, or both.

Defined benefit plans compel employers to make

contributions to the plan. Employers are required to

contribute an amount that is adequate to pay for future

retirement benefits, which have been promised to par-

ticipants under the plan. The contributions made to

this plan are stored in a common resource of assets out

of which all benefits are paid. This differs from defined

contribution plans. In a defined contribution plan,

participants have individual accounts.

An actuary figures out the amount of the annual

contribution that must be paid into a defined benefit

plan to provide for future retirement benefits. There

are multiple factors that go into calculating annual

contribution under a defined benefit plan, which in-

cludes: compensation paid to participants, amount of
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time participants have worked for employer, average

age of group population, expected employee turnover

patterns, expected participant death rates, and expec-

ted plan investment results. For example, a plan for a

firm with older partners who keep themselves in excel-

lent shape will be much more expensive than for a

company that has just started and is filled with young

employees.

For employees under traditional defined benefit

plans, participants produce most of their benefits late

in their livelihood. The reason for this is twofold:

(1) these plans customarily link benefits to the years

served so participants have to work for the employer

for a substantial time before they earn decent benefits,

and (2) the plans characteristically use the participants’

‘‘final career average pay,’’ to calculate their monthly

benefits upon retirement. As a result, these traditional

plans are usually labeled ‘‘back loaded,’’ due to the fact

that most of the benefits are reaped late in their careers.

Predominantly older and longer serving employees

benefit more.

There are several different types of defined benefit

plans. The Flat Benefit Plan provides a benefit at nor-

mal retirement date, which is a function of partici-

pant’s compensation. A Unit Credit Plan has pension

formulas that have both compensation and service in

the calculation of benefits. Unit credit plans provide

higher benefits to longer service employees. Floor‐
offset plans are plans whose benefits are offset or

reduced by part or all of the benefits available to a

participant under a defined contribution plan spon-

sored by the same employer. Cash balance plans offer

benefits that are defined benefits but have the look and

feel of benefits under a defined contribution plan.

Available benefits are described in terms of a hypothe-

tical account to which hypothetical contributions are

made, the value of which increases each year at a stated

rate of interest.

Employers who wish to give highest recognition to

the contributions of longer service employees will

choose unit credit formulas, not flat benefit formulas.

This is because unit credit formulas use service factors

in the defined benefit formula, while the flat benefit

formula are based mainly on compensation factors.

Employers who opt to go with cash balance plans

will be the employers who want to keep all of the

plusses of a defined benefit plan. They also believe

that employees will better understand, and appreciate

more fully, a pension plan that expresses its benefits in
simple to understand individual account and interest

earnings classifications that are familiar to defined

contribution plans.
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Defined Contribution Plan
Elizabeth Kee

A defined contribution plan is an employer‐sponsored
plan that specifies the contributions made to an em-

ployee’s retirement account. These contributions are

made by the employee from pretax dollars and some-

times the plan’s sponsor, generally at a set rate. For

example, a sponsor may contribute 5% of what the

employee contributes annually and those contributions

are invested to increase the account’s value. The em-

ployer’s contribution is called a company match. Con-

tributions are typically invested on the employee’s

behalf, but many plans allow the employee to choose

from several options how the contributions are invested.
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For instance, many employees invest their contributions

in mutual funds and even stock in their employer.

As investment amounts fluctuate, the value of a

defined contribution plan will do the same, showing

earnings and perhaps losses over a period of time. As

long as funds remain in retirement accounts, the earn-

ings of a defined contribution plan remain tax‐free,
allowing the contributions to grow to a larger amount

than if the employee had to pay income taxes. Ulti-

mately, the balance of a defined contribution plan

account will be based on the employee’s contribution,

the employer’s contribution, and any gains or losses in

the value of the employee’s investments rather than

a specified monthly payment after the employee’s

retirement (known as Defined Benefit Plan).

Advantages such as tax‐deferred savings and the

potential for company matching make defined contri-

bution plans attractive to those wishing to start a

retirement plan as well as employers whose goal is to

recruit and retain more employees. There are several

types of defined contribution plans, the most popular

being the 401(k) plan. Under this plan, employees

deduct a portion of their paycheck before taxes to

contribute to their account, to which their employers

may also contribute. Taxes on contributions and earn-

ings will be postponed until funds are actually with-

drawn from the account, which is typically done at

retirement. However, tax penalties in addition to

income taxes will apply if funds were withdrawn

from a 401(k) (or other tax‐deferred retirement plan)

before the participant reaches the age of 59½. In addi-

tion, after the participant reaches the age of 70½, the

Internal Revenue Service (IRS) requires the employee

to begin taking distributions, known as minimum dis-

tributions, each year. The 401(k) plans are also flexible

because they may be moved to another employer or to

another retirement plan, which is commonly known

as rollover; however, such moves should be handled

carefully to avoid tax penalties and income taxes.

Upon retirement, a defined contribution plan par-

ticipant (employee) may have several options of how

their account funds may be distributed. For instance,

some plans allow the employee to take annual install-

ments for usually not less than 2 years but no more

than 15 years, and under some plans, funds may be

converted into an annuity payable over the employee’s

(and sometimes the employee’s spouse’s) life. Other

plans permit the employee (or require the employee)

to take a lump‐sum payment in which all account
funds are taken upon retirement. Upon their with-

drawal, the funds are subject to income tax, and since

this is an irrevocable decision, it is often advised that

before choosing the distribution method, the employee

meet with a tax advisor who will assess their financial

situation and assist the employee in making this

difficult decision.

In addition to the 401(k), there are numerous types

of defined contribution plans that may be tailored

according to the employer/employee’s needs. Some of

these plans include the 401(a), 403(b), 457, Keogh,

simplified employee pension (SEP), individual retire-

ment account (IRA), and Savings Incentive Match Plan

for Employees of Small Employers (SIMPLE). While

some plans are flexible to allow employers to adapt

them to their greatest needs, minimum employee stan-

dards for such plans are established by the Employee

Retirement Income Security Act (ERISA) of 1974, a

federal law that governs all retirement plans in private

industry. Such standards include the employer’s

responsibility to properly inform participants with

information about their plan and required account-

ability for those who manage retirement plans among

other standards. In addition to establishing minimum

criteria for retirement plans, ERISA also establishes

standards for health plans and other employer‐
provided benefits.
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Deinstitutionalization
Tambra K. Cain

There was a time, not too long ago, when growing old

most likely meant moving to a nursing home. This was

especially true if the older person had a physical or

mental disability. Options for older adults have been

changing for some time. Nursing homes are no longer

the only type of facility that is available to assist older

adults; now, there are assisted living facilities, residen-

tial homes, personal care assistants, etc. With these

changes, there has been a movement toward ‘‘deinsti-

tutionalization.’’ In the literal sense, this means to

move from an institution. However, for most senior

adults it means living in the least restrictive environ-

ment possible. It means being independent and having

choices about where to live and how to live.

As we age, we are threatened with the loss of

autonomy. If we suffer from some physical or mental

disability, such as Alzheimer’s disease, then we are at an

even greater risk for losing control of our own lives.

Consumer‐directed care is where informed consumers

make informed choices about the services that they

receive, where they receive, and how they receive.

In 1999, the US Supreme Court laid the foundation

for vast deinstitutionalization among America’s senior

populationwhen it handed down its ruling inOlmstead

v. L.C. ex rel Zimring (Olmstead). Olmstead is a case

based on the Americans with Disabilities Act (ADA).

It gives civil rights protections to those with disabil-

ities. This case held that states were prohibited from

unnecessarily institutionalizing persons with disabil-

ities and from refusing to treat disabled persons

in the most integrated setting appropriate to their

needs. Furthermore, states must make reasonable
modifications to their programs in order to accom-

plish this goal.
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Delirium
Daniel Brian Keaton

Delirium is an acute disturbance of consciousness (i.e.,

reduced clarity of awareness of the environment) with

reduced ability to focus, sustain, or shift attention.

This results in a cognitive (e.g., memory deficit, lan-

guage disturbance, and disorientation) or perceptual

disturbance that is not accounted for by a dementia.

It may coexist with agitation, tremulousness, and hal-

lucinations. Delirium usually develops over a short

period of time (usually hours to days) and tends to

fluctuate during the course of the day. Delirium is

diagnosed when there is evidence from the history,
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physical examination, and laboratory findings that the

disturbance is caused by the direct physiological con-

sequences of a general medical condition, substance

intoxication/withdrawal, or as a side effect of medica-

tion. Epidemiologically, it is one of the most common

mental disorders encountered in patients with a med-

ical illness, particularly among the elderly.

There are four basic principles of prevention and

therapy: (1) avoiding factors known to cause or ag-

gravate delirium, (2) treating the underlying acute ill-

ness, (3) providing supportive and restorative care

to prevent further physical and cognitive decline, and

(4) controlling dangerous behaviors so that the

previous three steps can be accomplished.

Avoidance of the factors that cause or aggravate

delirium is challenging, as delirium can be a multi-

factorial disorder. The most commonly identified risk

factors are underlying brain diseases such as dementia,

stroke, or Parkinson’s disease. Other factors include

advanced age and sensory impairment (i.e., absence

of a clock/watch, spectacles, and hearing aids); conse-

quently, elderly patients are at the highest risk. Factors

that may precipitate delirium include polypharmacy

(particularly psychoactive drugs), infection, dehydra-

tion/malnutrition, immobility (including restraint

use), bladder catheters, and long‐term care/intensive

care unit (ICU) stays. In the perioperative setting,

untreated pain and inadequate analgesia, increase the

risk by ninefold; opioid use often precipitates delirium

that can be reversed by adjusting dosage or correcting

metabolic disturbances. Strategies to reduce the risk of

delirium by managing many of the modifiable risk

factors are effective; therefore, older patients should

be provided adequate medical treatment and struc-

tured activities as feasible for their condition.

Identification and treatment of underlying illnesses

are paramount in the prevention and treatment of

delirium, as virtually any medical condition can pre-

cipitate delirium in a susceptible individual. The

conditions most commonly identified in the disorder

include: fluid and electrolyte disturbances, infections,

drug toxicity, metabolic disorders, low blood perfusion

(low oxygenation to the brain) states, or intoxication/

withdrawal from alcohol and sedatives. When the

underlying acute illness is identified, specific therapy

is directed toward the medical condition rather than

the delirium itself.

With respect to supportive and restorative care,

the delirious patient is at risk for complications of
immobility and confusion, leading to a high prevalence

of irreversible functional decline. It has long been

assumed that the outcome of delirium could be

improved by earlier identification of the disorder

and comprehensive intervention to treat underlying

causes may prevent subsequent complications such as

immobility, aspiration (breathing food or fluid into

the lungs), and skin breakdown. Early identification

and comprehensive geriatric consultation for patients

with established delirium may improve functional

outcome by focusing on maintaining adequate hydra-

tion and nutrition, enhancing mobility and range of

motion, treating pain, preventing skin breakdown,

ameliorating incontinence (seen in over half of delir-

ious patients), and minimizing the risk of aspiration

pneumonia (lung infection due to aspiration). This

team approach should also include family members

and caregivers, whose resources must be realistically

assessed since delirium may require months to fully

resolve.

Managing disruptive behavior is the most challen-

ging aspect of delirium therapy. Agitated or combative

behavior is found in less than one third of the older

patients with delirium. Often, acute confusion places

the patient at risk for falling, wandering off, or inad-

vertently removing intravenous lines. The hospital

environment, characterized by high ambient noise,

poor lighting, lack of windows, frequent room changes,

and restraint use, often contributes to worsening con-

fusion. Physical restraints should be used only as a last

resort since they frequently increase agitation and cre-

ate additional morbidity. Mild confusion and agitation

may respond to interpersonal and/or environmental

manipulations, frequent reassurance, touch, and verbal

orientation from a familiar person. Prompt symptom

control is occasionally necessary to prevent harm or

allow evaluation and treatment; a cautious trial of

psychotropic medication is warranted in these circum-

stances. A review by the Cochrane Collaborative, an

international research group, found only one high‐
quality study that demonstrated low‐dose haloperidol
(0.5–1.0 mg) to be most beneficial to control agitation

or psychotic symptoms. Older patients with dementia

are more likely to experience severe extrapyramidal

effects (i.e., restlessness that may be mistaken for wor-

sening delirium, thereby inviting escalating doses of

the culprit medication). Benzodiazepines, such as

Valium, Ativan, and Xanax, have a more rapid onset

of action than the antipsychotics, but they commonly
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worsen confusion and sedation. Medications such as

benzodiazepines are the drugs of choice only in cases of

sedative drug and alcohol withdrawal.
Related Topics

>Dementia, >Drug interactions, >Medication

management, >Minimental status examination,

>Polypharmacy
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Delusional Disorder
Sara G. West

Delusional disorder is a psychotic disorder defined by

the presence of one or more nonbizarre delusions with

a relative absence of other psychopathology. Delusions

are defined as fixed, false beliefs, and the term ‘‘non-

bizarre’’ refers to the fact that these situations could

occur in reality. It is an uncommon disorder and less

severe than other psychotic disorders. There are seven

subcategories of the disorder that are defined by the

type of delusion that is present. Epidemiology, diag-

nosis, subtypes, treatment, and prognosis of delusional

disorder will be discussed.

Incidence of delusional disorder is low; estimates

range from 0.7 to 30 per 100,000 people. This disorder

accounts for 1–2% of admissions to psychiatric
inpatient units. The onset may occur at any age, but

it is most common in the mid‐thirties. It appears to
affect both sexes equally. The most common type is

persecutory delusions. The families of those diagnosed

with delusional disorder tend to have a greater inci-

dence of jealousy, suspiciousness, and paranoia, but

there is no clear evidence to suggest these families

have an increased rate of schizophrenia.

In order to receive a diagnosis of delusional dis-

order, the Diagnostic and Statistical Manual of Mental

Disorders, Fourth Edition, Text Revision (DSM‐IV‐TR),
used as a reference for diagnoses, requires that the

patient suffer from a nonbizarre delusion for at least

1 month. Other psychotic symptoms, such as auditory

and visual hallucinations, are not often seen. Tactile

and olfactory hallucinations can be present if they fit

with the delusional system. The individual must not

meet the criteria for schizophrenia, as that diagnosis

would supercede a diagnosis of delusional disorder.

Individuals with delusional disorder have relatively

normal behavior and function with the exception of

how their actions are influenced by their delusional

systems.

It is important to consider the differential prior to

diagnosing delusional disorder. Drug abuse, depres-

sion, schizophrenia, dementia, and delirium can all

cause paranoia and other symptoms consistent with

delusional disorder. Senoir citizens are particularly

susceptible to paranoia, with up to 4% of them exhi-

biting persecutory ideas. Some risk factors for this

include isolation, illness, medications, and loss of

auditory and visual acuity.

There are seven categories of delusions that may

exist when one is diagnosed with delusional disorder.

(1) Erotomanic delusions involve the belief that some-

one is in love with the delusional individual. The

person who is the object of the delusion often has

a higher social position than the individual maintain-

ing the delusion and may be harassed secondary to

the delusional system. (2) Grandiose delusions involve

thoughts of exaggerated wealth, power, knowledge,

or social stature. They may also be religious in nature.

The individuals maintaining these delusions often con-

tact the media or speak out to the public in order to

share their beliefs with the society. (3) Jealous delusions

involve the belief that the individual’s significant

other is unfaithful. Those maintaining these delusions

have the highest risk of violence in patients with delu-

sional disorder, and it is often directed toward

their partner or their partner’s perceived love interest.

http://www.utdol.com/enterprise.asp
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(4) Persecutory delusions involve the thought that the

person or someone to whom he or she is close is being

threatened in some manner. These individuals are

often involved in legal actions against those that they

fear. (5) Somatic delusions involve the belief that the

individual is suffering from physical maladies despite

evidence to the contrary. There are few subcategories

proposed under this type including: olfactory (pre-

sence of a foul odor about the individual), body dys-

morphic (focus on an incorrectly identified misshapen

body part), and infestation (infested with parasites

or insects). (6) Mixed delusions allow for the presence

of multiple types of delusional systems with no type

predominating. (7) Unspecified delusions make up the

last category and can be applied to delusions that do

not fit the other criteria.

Delusional disorder is often difficult to treat. Fre-

quently, the individual will deny the presence of a

mental illness and is initially resistant to treatment.

Supportive psychotherapy is a good preliminary

approach in order to combat the individual’s feelings

of demoralization and isolation. Later in treatment,

cognitive therapy may be helpful. Pharmacotherapy

may also prove useful; selective serotonin reuptake

inhibitors (SSRIs), have been shown to be beneficial.

Antipsychotics may aid in controlling the agitation

that accompanies the delusional beliefs. However, the

individual’s disbelief regarding their diagnosis may

serve to undermine their treatment.

Once the diagnosis of delusional disorder has been

made, it is commonly a chronic disorder. The prog-

nosis, however, does appear more favorable than other

psychotic disorders, including schizophrenia. Approxi-

mately one third to one half of the individuals will

achieve remission.
Related Topics

>Cognitive behavior therapy, >Medication manage-

ment, >Psychotherapy, > Schizophrenia
Suggested Readings
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Dementia
Mark Lyubkin

Dementia, a devastating syndrome of multiple etiolo-

gies, is estimated to affect more than six million people

in the United States. The risk of dementia increases

with age, doubling its prevalence every 5 years above

age 60. Because the proportion of the US population

above 65 is rapidly increasing, dementia is emerging as

a major public health problem of the twenty‐first cen-
tury. According to a 2004 report from the Centers for

Disease Control, dementia was the eighth leading cause

of death in the United States in 2001. The cost of the

dementia syndromes to the United States has been

estimated at up to $140 billion per year in caregiving

costs, lost productivity, and medical and institutional

care.

Dementia syndrome refers to a group of symptoms

related to a sustained decrease in intellectual function

from previous levels. Memory decline is always a part

of this syndrome along with combinations of other im-

pairments such as problems with judgment, language,

recognition, or performing tasks. Personality change

can also occur as a component. The dementia syndrome

usually begins gradually, although in some cases it can

occur suddenly, depending on the underlying cause.

There are multiple causes of the dementia syn-

drome, with over 60 disorders having been associated

with dementia. However, the most common causes

are (1) Alzheimer’s disease, (2) vascular disease, and

(3) diffuse Lewy body dementia. Others are less com-

mon, but debilitating causes of the dementia syndrome

include Parkinson’s disease, Huntington’s disease, and

progressive supranuclear palsy. Potentially reversible

causes of dementia include depression, medication

effects, thyroid disease, vitamin deficiencies, and

syphilis.

Alzheimer’s disease is the most common type of

dementia, accounting for 50–60% of the cases. Risk of

Alzheimer’s is age‐related, with the risk above age 65

being about 5–8%, while risk above age 85 increasing to

25–50%. Other risk factors for developing Alzheimer’s

disease include Down’s syndrome, history of head

injury, and a family history of dementia. While the

risk for Alzheimer’s appears inherited in some cases,

in other cases, there is no family history. The cause of

Alzheimer’s disease is not known, but is currently

thought to be related to the genetically determined
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overproduction of abnormal brain proteins (e.g., beta

amyloid) or abnormal brain protein processing and

deposition. Microscopically, the brains of Alzheimer’s

sufferers show abnormal ‘‘plaques’’ and ‘‘tangles.’’ The

impact of Alzheimer’s disease on brain chemistry is a

prominent degeneration of systems involving the neu-

rotransmitter ‘‘acetylcholine’’ that is critical to intact

cognitive function, although other neurotransmitters

are also involved. The clinical picture of a typical

patient with Alzheimer’s dementia is a description

of a gradual decline that may not have been noted

by family members until difficulties became obvious

several years after onset, such as getting lost while

driving or leaving the stove burners on.

Vascular dementia accounts for 10–20% of demen-

tias. This type of dementia occurs when blood clots

block small blood vessels in the brain and destroy brain

tissue. The major risk factor for vascular dementia is

high blood pressure or hypertension. The clinical pic-

ture of vascular dementia differs from that of Alzhei-

mer’s disease; in vascular dementia, it is more common

to see a stepwise decline. Treatment of high blood

pressure or other cardiovascular disease can sometimes

halt the progression of the illness but will usually not

reverse symptoms. Often, a clue to vascular dementia is

an association in time with a stroke and the onset of

sustained memory problems. Strokes are not always

obvious in terms of their symptoms, and neuroima-

ging, such as magnetic resonance imaging (MRI), can

detect strokes that were clinically silent.

Dementia with Lewy bodies (DLB) likely occurs in

15–25% of elderly patients with dementia. In DLB,

patients have both cognitive impairment as well as

symptoms of Parkinson’s disease (e.g., muscular rigid-

ity, shuffling gait when walking, tremor in the hands,

limited facial expression). In addition, other symptoms

such as falls, hallucinations, false beliefs (delusions),

fluctuations in alertness or cognition, and fainting

episodes may be present. Patients with DLB are very

sensitive in terms of side effects to medications called

neuroleptics or antipsychotics, which are often used

to treat behavioral symptoms in dementia.

Behavioral or neuropsychiatric symptoms com-

monly occur in dementia of all types and include de-

pression, apathy, agitation, delusions, hallucinations,

and sleep problems. A recent study found that 80%

of participants exhibited at least one of these symp-

toms at some point after the onset of the memory

disturbance. These symptoms, as opposed to the

core cognitive symptoms of dementia, tend to be the
ones that create problems for patients, families, and

caregivers, and can lead to earlier placement in nursing

homes.

The assessment of a person suspected of having

dementia should include careful history, physical/

neurological examination as well as selected laboratory

testing. On examination, focal neurological problems

should be identified and the patient should be screened

for depression as well as memory problems. The latter is

usually screened for with the ‘‘mini‐mental state exam-

ination’’ (MMSE), a cognitive screening test that can

easily be performed by physicians during an office visit.

MMSE neither confirms nor rules out the presence

of dementia; however, scores below a certain cutoff

indicate the need for further workup and attention.

Laboratory screening for thyroid disease and vitamin

B12 and folate deficiency is also recommended. Imaging

of the brain, such as a noncontrast computerized tomo-

graphy (CT) or magnetic resonance imaging (MRI)

scan is often appropriate. Neuropsychological testing is

used both to examine patterns of cognitive impairment

that may be helpful to distinguish among the types of

dementia and to establish a baseline of cognition for the

individual patient.

Dementia includes both psychosocial and pharma-

cological treatments. Psychosocial treatments help the

patient come to terms with their diagnosis as well as to

work with the caregiver and family system in main-

taining good activity levels for the patient and in redu-

cing the burden on caregivers. Referral to dementia

support groups and resources is especially helpful for

patients and their families.

Pharmacological treatment includes treatment of

the core cognitive symptoms, and secondary beha-

vioral complications. Currently, the mainstay of treat-

ment for the core cognitive symptoms in Alzheimer’s

disease (also used in DLB and to a lesser extent,

vascular dementia) is a class of drugs known as the

‘‘cholinesterase inhibitors’’ (donepezil, rivastigmine,

and galantamine). Notably, while these agents do not

reverse the underlying illness of dementia, they slow

its speed of decline and in some cases, may improve

problematic behaviors. Side effects of these medications

include nausea, diarrhea, and loss of appetite. Meman-

tine, a new medication with a different mechanism

than cholinesterase inhibitors, has also been shown to

reduce the rate of decline in patients with Alzheimer’s

disease. Ultimately, it is thought that actual disease

modification in Alzheimer’s disease will occur from

preventing accumulation of abnormal brain protein
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(beta amyloid). For vascular dementia, treatment of

underlying vascular risk factors (e.g.,smoking, hyperten-

sion, diabetes, and heart disease) is important in pre-

venting further damage to the brain from strokes.

Treating the behavioral complications of all types

of dementia is another very important part of treat-

ment. Behavioral approaches that can be used in con-

cert with medications can be effective in decreasing

problem behaviors and improve daily functioning.

Medications should be tailored to both the individual

patient and the accompanying constellation of symp-

toms such as neuroleptics or antipsychotics (to treat

hallucinations, paranoia, or delusions), antidepres-

sants (to treat depression and anxiety), anticonvulsants

(for mood stabilization and agitation), and trazodone

or Desyrel (for sleep difficulties and agitation). Benzo-

diazepines (diazepam or Valium, alprazolam or Xanax,

lorazepam or Ativan) should generally be avoided or

minimized due to concern of side effects (e.g., wor-

sened cognition and falls) and especially of ‘‘paradox-

ical disinhibition’’ (reaction of agitation/worsened

behaviors as opposed to the desired calming effect).

Drugs with prominent ‘‘anticholinergic’’ activity

should be avoided in individuals with dementia due

to their tendency to worsen cognitive impairment and

causing delirium (an acute confusional state). Latter

medications include both prescription medications

(tricyclic antidepressants, some older antipsychotic

medications such as chlorpromazine or Thorazine;

antispasmodic bladder agents such as oxybutynin or

Ditropan; antivomiting agents such as promethazine

or Phernergan; and prochloperazine or Compazine;

anticholinergic medications such as trihexyphenidyl

or Artane and benztropine or Cogentin) and over‐
the‐counter preparations containing diphenhydramine

(Benadryl, Tylenol PM, Unisom). Antipsychotic med-

ications may also be associated with slightly increased

mortality risk in individuals with dementia.

The Vast majority of people with dementia are

cared by their family members or other informal care-

givers. Even when placement is needed in alternative

living settings, family and informal caregivers continue

to provide vital care to their loved ones with dementia.

While caregivers can derive great satisfaction from this

role, they also face chronic stress that can result in a

variety of health problems. Caregivers need to cope

with changes and losses in their relationship with

the affected patient. The role of parent and child may

be reversed, and the intimacy and companionship

shared by spouses or parents may be lost. In some
cases, caregivers may find themselves caring for family

members with whom they have had a difficult relation-

ship. Friends may not know how to behave or help.

Siblings may disagree on treatments or living situations

for the affected family member. All of these changes

can contribute to the stress of caregiving. The warning

signs of ‘‘caregiver stress’’ include exhaustion, insom-

nia, irritability, problems with concentration, physical

health problems, impatience, low mood, excessive

worry, feelings of isolation or loneliness, resentment,

and guilt.

Caregiver stress can be reduced by getting respite

from caregiving including regular physical exercise,

healthy diet, learning relaxation techniques, getting

regular medical care, and using respite opportunities

to socialize and get rest. Support and education groups

provide caregivers’ knowledge about particular condi-

tions, helpful resources in the community, and techni-

ques for handling difficult behaviors. Groups also

provide a safe and encouraging place to express fears

and celebrate successes. Future planning for legal,

financial, and medical situations can also relieve stress,

and improve well‐being.
Related Topics

>Alzheimer’s disease, >Caregiving and caregiver bur-

den, >Delirium, >Disruptive behavior, > Informal

caregiving, > Long‐term care, >Mini‐mental status

examination, >Pseudodementia, >Respite care
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Dementia Advocacy
International
Tambra K. Cain

Dementia Advocacy and Support Network Interna-

tional (DASNI) is a worldwide organization whose

purpose is to improve the quality of life for those

people who have been diagnosed with dementia.

DASNI was first formed in 2001 as Dementia Advocacy

and Support Network (DASN), which later became

DASNI. It is a nonprofit corporation that was created

by people with dementia for people with dementia.

However, DASNI has evolved into a larger entity,

whose purpose is now to exchange information about

dementia, promote services for persons with dementia,

promote self‐respect and dignity, and to align persons

with local Alzheimer’s and dementia groups. Currently,

only one third of DASNI’s members have dementia,

and the remaining two-thirds are mostly caregivers and

care professionals.

DASNI is also an e‐mail community that has online

chat rooms and Internet support groups. Dementia

can be isolating, and prohibit those who suffer with it

from access to informati on. DASN I’s website , http://

www.dasn internat ional.o rg , help s ease the isolati on

and loneliness of those people who suffer from
dementia, by connecting them with others who have

dementia and by providing them with critical informa-

tion and referrals.
Related Topics

>Alzheimer’s disease, >Dementia, > Social support
Suggested Readings
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Demographic Transition
Theory of Aging
Jessica Diggs

Demographic Transition Theory (DTT) was developed

by Frank Notestein in 1945. This theory provides an

explanation of how fertility and mortality rates impact

the age distribution and growth rate of populations.

The ideals expressed in the DTT originate with the

work of Warren Thompson in 1929, who described

population growth using three categories of countries

(groups A, B, and C). Group A includes Northern

Europe, Western Europe, and the United States. These

countries were predicted to experience a slow rate of

population growth and eventually population aging

http://www.alz.org
http://www.aagpgpa.org
http://www.nfcacares.org
http://www.nfcacares.org
http://www.dasninternational.org
http://www.dasninternational.org
http://www.dasninternational.org
http://www.dasninternational.org
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and decline due to both low fertility and mortality rate.

Group B includes Eastern and Southern Europe where

both fertility and mortality rates decline; however, the

decrease in mortality precedes that of fertility and

occurs at a faster rate than that of fertility. Low rate

of mortality coupled with higher fertility rate, would

result in a period of rapid population growth and

an increasing proportion of younger individuals. As

fertility rates slow, population growth would also be

reduced, eventually reaching a plateau and later popu-

lation decline, as with group A. Thompson’s group C

comprises countries in which both fertility and mor-

tality are high. These countries house the majority of

the world’s population and have the greatest potential

for population growth; however, increased rates of

mortality counterbalance the increased rates of fertility,

leading to an increased proportion of middle‐aged
individuals.

Two other fundamental concepts of DTT were

also introduced by Thompson. The first is that group

membership occurs along a continuum whereby over

time (30–40 years) those countries that were part of

group B would join group A and those countries in

group C would become part of group B, with the

overall flow from high fertility and mortality to low

fertility and mortality. Thompson also observed that

that the time period necessary for this transition

became shorter over time. In 1934, the French demo-

grapher Adolphe Landry published a similar work La

Révolution Demographique.

Although several attempts and parallel statements

about population growth and stages of fertility and

mortality decline have been introduced, Frank Notes-

tein is credited with the development of classical DTT.

Similar to his predecessors, Notestein posits that popu-

lation growth occurs in three stages of varying levels of

mortality and fertility, which he refers to as stages 1, 2,

and 3. These stages closely align with Thompson’s

groups C, B, and A, respectively. According to Note-

stein, countries will transition through all three stages,

each of which has an associated potential for popula-

tion growth and aging. Notestein attributes the lag

between initial mortality and later fertility decline to

the greater influence of social norms for marriage,

family structure, and religion on fertility decisions,

which change slowly.

Critics of this theory cite several limitations inclu-

ding an overemphasis on economics in the explanation

of the transition and lack of consideration of the
impact of immigration or the impact of differential

rates of natural fertility on the transition. The under-

lying drivers of demographic transition are numer-

ous and broad in scope, and include sociologic,

socioeconomic, demographic, and cultural factors.

The mortality decline may be attributed to several

factors closely linked to modernization. Medical and

technological advances allow for improved sanitation

and hygiene, pasteurization of food products, and

the development of immunizations and antibiotics.

Improvements in communication and transportation,

while creating the potential for global disease transmis-

sion, open channels for the transfer of information and

technology to hasten the rate at which transition could

propagate globally.

The decline in fertility is often attributed to the

development and utilization of contraception and

family planning initiatives; however, economic and

cultural factors also play a role. One example is the

historical shift in the way in which children were

viewed in industrialized nations. Before the enactment

of child labor laws and policies mandating education,

children were viewed as economic contributors to the

family unit in which the direction of wealth transfer

was from younger generations to older generations. As

the position of children in the workforce changed and

the direction of wealth transfer reversed to be from

older to younger generations, more emphasis was

placed on investing in the child’s education and future,

making having less children more economically sound.

In parallel, the historical change in women’s roles

resulted in increased economic opportunities for

women coupled with contraception and cultural

norms favoring individual attainment and delayed

childbearing.

The public health implications of the demographic

transition and population aging are vast and vary

according to the transitional stage of the country. The

composition of disease has changed from infectious

disease associated with short duration and high mor-

tality, to chronic disease associated with long duration

and decreased mortality, resulting in an increase in the

proportion of elderly people and that of people with

disabilities. The cost associated with this transition is

significant and due to the changing age distribution,

there is a smaller proportion of working age indivi-

duals contributing revenue to cover these expenses.

Less developed nations and those with the youngest

populations face even greater challenges in this regard.
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In the United States, concerns about population

aging have already begun to fuel policy decisions and

debate (i.e., Medicare, Medicaid, and social security

reform) and social change (expansion of geriatric

medicine and social support systems). Over time the

structure of care for older people has changed. Given

the dynamic social, demographic, and economic struc-

ture of the world, individuals and families should

begin planning and making financial and living deci-

sions as early as possible to ensure that our elders have

adequate resources for their golden years.
Related Topics

>Baby boomers, >Centenarians, > Financial plan-

ning, >Medicaid, >Medicare, >Mortality, > Social

security
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Dentures
Edward E. Best

When natural teeth are lost it is desirable to replace

them as soon as possible. Normally there is sufficient

healing after extraction to begin denture construction

in 6–8 weeks. If the missing teeth are not replaced any

remaining teeth will have increased force placed on

them, and the surface area available to chew food will

be decreased. The purpose of dentures is to restore the
person’s function and aesthetics, and to maintain the

health of the oral tissues and any remaining teeth.

When some teeth are extracted but some remain,

the person is said to be partially edentulous. If all the

teeth have been extracted the person is said to be

completely edentulous. Partially edentulous people

may have their teeth replaced by a removable or fixed

partial denture. Completely edentulous people may

have their teeth replaced by complete dentures. The

artificial tooth that replaces a missing natural tooth is

called a pontic.

Fixed partial dentures are also called bridges. Fab-

rication of a bridge requires a tooth to remain on either

side of the extraction site. A pontic to replace the

missing tooth or teeth will be supported by teeth on

either side of the space called abutment teeth. Abut-

ment teeth need to be healthy enough to assume the

additional force that was previously placed on the

missing tooth or teeth. The bridge is cemented on to

the abutment teeth as a single unit, and cannot be

removed by the patient. Bridges can be metal such as

gold, porcelain, or metal with porcelain fused onto it to

give it the appearance of natural teeth.

Removable partial dentures utilize the remaining

teeth and the soft tissue of the residual ridges of the

extraction sites for their support. Pontics are placed on

a saddle that fits in close contact to the residual ridge

remaining where the teeth were extracted and the

chewing force on the pontics is transferred by the

saddle through the soft tissue to the bone below.

Removable partial dentures may have a metal frame-

work or may be made only of acrylic. Clasps are placed

around some of the remaining natural teeth to help

hold the partial denture in place against the tissue. The

chewing force is shared between the natural teeth and

the saddles on the residual ridges.

Completely edentulous patients may have their teeth

replaced by complete dentures. Complete dentures have

acrylic bases that fit in close contact with the residual

ridges remaining after the teeth are extracted. The

maxillary denture covers the entire palate. Since the

mandibular denture allows space for the tongue, it is

‘‘U’’ shaped and covers only the residual ridges.

Denture teeth are embedded in the acrylic that is

colored and contoured to look like normal gingival

tissue. Color and shape of the teeth are selected to fit

the size of the person’s mouth and to give a natural

appearance. Because no natural teeth remain, denture

teeth must be placed to support the facial contours and
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to support the muscles of the jaw when chewing. They

must be positioned to allow these muscles to rest when

not chewing and to allow the tongue to aid in food

placement when chewing and swallowing.

Because complete dentures rely on capillary attrac-

tion to hold the bases to the tissue, the maxillary

denture with its shape and greater surface area is nor-

mally well retained. The mandibular denture, however,

is much less retentive and the denture wearer must

learn to help hold the denture in place with the muscles

of their lips, tongue, and cheeks, or use a denture

adhesive. The retention of the dentures requires the

tissues to remain moistened by the saliva. Many den-

ture wearers are taking medications that decrease sali-

vary flow and they have a dry mouth, a condition

known as xerostomia.

Xerostomia can also be produced by chemotherapy

or radiation that affects the salivary glands. A person

with this condition may use a saliva substitute to

moisten their mouth, or they may rinse frequently

with water to try to maintain moisture in their mouth.

Complete dentures can only restore a fraction of

the chewing efficiency of the natural teeth. The denture

bases apply pressure through the oral soft tissues to the

bone below. This pressure causes the residual ridges to

resorb continuously over time and the dentures will

become less stable and comfortable. For this reason, an

attempt should be made to retain the natural teeth as

long as possible. As the residual ridges resorb and the

dentures become less stable, it will necessitate the den-

ture bases to be relined, or a new set of dentures to be

fabricated.

With proper care of dentures and regular visits to

the dental clinic, the function of dentures can be main-

tained, whether partial or complete dentures. This

maintenance will contribute to the denture wearer’s

ability to chew and provide adequate nutrition, and

subsequent overall health, as well as their appearance

and comfort.
Related Topics

>Oral health
Suggested Resources

Centers for Disease Control. http://www.cdc.gov/OralHealth/
Depression
Virginia E. Ayres

Depressive disorder is the most common mental ill-

ness, with a lifetime prevalence rate of 16.6% for the

general population and 10.6% for those aged 60 and

above. The risk of suicide is high, up to 15% in those

who have the severe form of the disorder. Those

above age 55 also have an increased death rate. Major

depression frequently occurs with other mental disor-

ders (e.g., anxiety, substance abuse, eating disorders,

and borderline personality) and medical conditions

(e.g., heart attack, stroke, Parkinson’s, and hypothyr-

oidism). Although depression is one of the most suc-

cessfully treated mental disorders when detected and

treated appropriately, it is often unrecognized and

undertreated.

Depression is one of the many mood disorders

classified in the Diagnostic and Statistical Manual of

Mental Disorders, Fourth Edition, Text Revision (DSM‐
IV‐TR). Other mood disorders include dysthymic dis-

order, depressive disorder not otherwise specified,

bipolar I disorder, bipolar II disorder, cyclothymic

disorder, bipolar disorder not otherwise specified,

mood disorder due to a general medical condition,

substance‐induced mood disorder, and mood disorder

not otherwise specified. Mood disorders as a class have

a lifetime prevalence rate of 20.8%. For any mood

disorder, the median age of onset is 30 years, with

most mood disorders having their onset between the

ages of 18 and 43. Those aged 60 and above have

a lifetime prevalence rate of 11.9% for any mood

disorder.

The DSM‐IV‐TR specifies that at least five of nine

symptoms be present nearly each day for most of the

day for at least 2 weeks for a diagnosis of major depres-

sion to be met: depressed mood, decreased interest/

pleasure, appetite changes, sleep difficulties, psycho-

motor changes, loss of energy, problems with concen-

tration, and increased thoughts of death or suicide

(ideation, plans, and attempts). Either depressed

mood (children and adolescents may present with

irritable mood) or decreased interest/pleasure must

be one of the nine symptoms to meet the criteria.

Also, the symptoms listed must be a significant change

from usual functioning, cause significant distress, and

impair the ability to function in any of the various

http://www.cdc.gov/OralHealth/
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roles a person may have (e.g., employee, spouse, or

parent).

Older adults and inpatients are more likely to have

depression with melancholic features that is mainly

characterized by a complete loss of pleasure in activ-

ities and/or is not reactive to pleasurable stimuli even

temporarily. There is usually a distinct quality to the

mood that is different from what is felt when someone

close has died. Other symptoms may include feeling

worse in the morning, significant weight loss, waking

up 2 hours early, excessive guilt, and psychomotor

changes (agitation/retardation).

Depression can be mild, moderate, or severe

depending on the number of symptoms present and

the level of impairment in functioning. Although

depression may present with psychotic symptoms at

any age, it is more common in late life. Psychotic

symptoms are usually congruent with depressive

themes (e.g., guilt, punishment) but not always. Dys-

thymia is a chronic depressive condition that lasts for

2 years or more, but with fewer symptoms than are

required for a diagnosis of major depression. Approxi-

mately 10% of those with dysthymia will go on to suffer

a major depression.

The average age of onset for major depression is in

the mid‐twenties, with some evidence indicating that

the age of onset of depression is decreasing. There is no

consensus on what causes depression. There seems to

be some genetic component as it is 1.5–3 times more

common in first‐degree relatives. Females of any age

are twice as likely to have major depression than males.

Sleep abnormalities, such as various disturbances

in rapid eye movement (REM) activity, are present in

40–60% of outpatients and these may precede depres-

sive episodes and/or continue after the episode remits.

For some, major depression may be linked to changes

in cerebral blood flow, a dysregulation of neurotrans-

mitters (e.g., serotonin and norepinephrine), or dis-

turbances in hormones (e.g., glucocorticoid secretion

and growth hormone). Caution must be exercised

when considering these findings since they are not

specific to depression. In older adults, changes in

brain functioning due to aging and disease may

increase the vulnerability to depression (degenerative

dementia and vascular dementia). Major depression

appears to occur after significant stress such as divorce,

childbirth, or death of someone important, especially

in first or second episodes. As episodes become more

frequent, there may be less of a connection to stressors.

For older adults with physical problems, stressors
related to the onset of depression may include medica-

tion side effects, pain, financial worries, and fears

about becoming a burden to others.

There is a low rate of depression among commu-

nity dwelling older adults. One study indicates that

although one third of adults aged 60 or above com-

plained of depressive symptoms, only 1% of them met

the criteria for a major depressive episode. This finding

leads researchers to wonder if the current assessment

tools accurately assess depression in the older popula-

tion, or, if the low rates of depression found may

indicate that older adults have some resilience to life

stressors due to experience. However, older adults in

acute medical settings and nursing homes have higher

rates of depression.

Evaluating depression in elderly adults can be com-

plicated for a number of reasons. Often there are coex-

isting medical and psychiatric conditions that make

diagnosis more complex. When comorbid conditions

like these exist, it becomes more difficult to treat either

disorder present. Additional information gathered by

cognitive testing may be a helpful component in the

evaluation of dementia that occurs more frequently in

late life. Another factor is that older adults may present

to health care professionals with somatic complaints or

cognitive symptoms (difficulties with memory, disor-

ientation) rather than with feelings of sadness. When

a patient emphasizes these symptoms it can ‘‘mask’’

the depression, making diagnosis more difficult. It is

important to accurately identify and begin to treat the

depression quickly since the risk of suicide in elderly

white males with depression is high, particularly when

the depression co‐occurs with another mental illness or

poor physical health. Taking time to do a careful eva-

luation and a regular check of suicidal thoughts, plans,

and attempts is an important aspect of the treatment

plan. Involvement of the family or significant others

can help with treatment and recovery.

There are a number of pharmacologic and psy-

chologic interventions available to treat depression.

Serotonin reuptake inhibitors (SSRI), serotonin/

norepinephrine uptake inhibitors (SNRIs), atypical anti-

depressants, monoamine oxidase inhibitors (MAOI),

and tricyclics. New medications such as the sertraline,

paroxetine, fluoxetine, and fluvoxamine (SSRIs), SNRIs

(venlafaxine, also available in extended release), and

atypical antidepressants (mirtazapine and bupropion)

are the most frequently prescribed for geriatric depres-

sion. These new medications are less toxic in overdose,

better tolerated, and have a lower risk of anticholinergic
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and cardiovascular side effects (e.g., orthostatic hypo-

tension, tachycardia, and confusion). This is particu-

larly relevant in the treatment of older adults who are

more sensitive to physiologic changes that progress

with age.

When prescribing medications to elderly adults it is

important to consider a number of issues such as

physiologic changes associated with aging, presence

of medical conditions, and other medications and sub-

stances being taken at the time. To reduce side effects, it

is generally recommended that medications be started

out at a low dose and increased gradually over time. It

is also important to carefully monitor discontinuation

of medication due to the possibility of withdrawal

syndrome seen especially in the medications with shor-

ter half‐life (e.g., sertraline, paroxetine, venlafaxine,

and citalopram).

Electroconvulsive therapy (ECT) is an effective and

safe treatment for depression in instances where the

symptoms are severe, persistent, and refractory to

other attempted treatment methods. It has shown

equal benefit in young and old, although the greater

percentage of those who use ECT are above 60. About

80% of patients have a positive response to ECT, but it

appears that some type of maintenance ECTor combi-

nation therapy (adding antidepressants) is needed to

keep relapse rates low in the year following. Some

memory impairment may occur with ECT; however,

the use of unilateral electrode placement has reduced

the short‐term memory loss associated with bitem-

poral ECT. Any memory loss that does occur appears

to remit by 6 months.

Two empirically validated short‐term (12–20

sessions) psychotherapeutic treatments include cog-

nitive–behavioral therapy (CBT) and interpersonal

psychotherapy (IPT). CBT is designed to target the

dysfunctional beliefs, thinking, and behaviors that

accompany depression. IPT targets the difficulties or

changes in interpersonal relationships that seem to be

the most related to the onset of the current episode of

depression. Patients treated with either CBTor IPT for

16 weeks experienced symptomatic relief when com-

pared to patients treated with medication. IPT as a

maintenance treatment has reduced the likelihood of

a recurrence of depression in patients above 59, when

used in combination with medication (nortriptyline).

The prognosis for depression is mixed. Those who

have had one episode of major depression have a 60%

chance of having another. As a history of depressive

episodes builds, so does the likelihood of having a
recurrence. In most instances the depression comple-

tely remits. In others (30%), some less severe symp-

toms may remain, suggesting a more complicated

course that may require more rigorous treatment. For

the majority, symptoms of depression are gone after

1 year or are not severe enough to meet the criteria for

depression, while 40% continue to experience symp-

toms severe enough to warrant the diagnosis.
Related Topics

>Cognitive behavioral therapy, >Mood disorders,

>Psychotherapy, > Social support
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Dermatitis (Eczema)
Mary Gail Mercurio

Dermatitis, also referred as eczema, is a common

inflammatory process involving the skin that has a

variety of different causes and presentations. It may

http://www.aagpgpa.org
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be acute or chronic and the extent of involvement may

be localized or generalized. Depending on the specific

features, various types of dermatitis have been classi-

fied. Itching is a common feature.
Atopic Dermatitis

Atopic dermatitis is most common in infants and

children and is often seen in individuals whose family

members have asthma or allergic rhinitis. It begins in

infancy and many children outgrow it by adolescence,

but a small percentage of individuals continue to have

outbreaks into adulthood. It is characterized by red

and itchy patches with a predilection for skin folds

such as behind the elbows or knees as well as the

neck, wrists, and ankles. The areas also have a tendency

to become infected due to introduction of bacteria

from scratching. Over time, the skin in these areas

becomes thickened with a leathery appearance. It is

most commonly treated with topical corticosteroids

or topical calcineurin inhibitors. Oral antihistamines

are often required to reduce the itching that can be so

severe as to interfere with sleep and daily activities.

Antibiotics may be required for secondary infection.

Moisturization with bland emollients and avoidance of

overdrying the skin such as bathing too frequently are

also helpful.
Contact Dermatitis

Contact dermatitis is an allergic or irritant reaction

due to substances touching the skin. Examples of com-

mon allergens include poison ivy, nickel‐containing
costume jewelry, or fragrances in personal care pro-

ducts, and a reaction occurs in those individuals whose

skin has been previously sensitized. In contrast, irritant

dermatitis occurs in individuals with a significant

exposure to caustic substances such as detergents and

solvents. Workers in various occupations are prone to

contact dermatitis from primary irritants and allergic

contacts.

Signs and symptoms of contact dermatitis include

redness and itching, and depending on the severity,

there can be significant swelling and formation of

blisters. These skin changes are limited to the site of

exposure to the substance that elicits the allergic or

irritant reaction. Often the location and shape of the
rash helps confirm the diagnosis. Treatment consists

primarily of identifying the cause and avoiding it,

however, resolution can be hastened with topical cor-

ticosteroids and in severe cases, oral corticosteroids. If

the condition is chronic and the inciting substance

is unclear, skin patch testing may be performed to

identify the causative allergen.
Seborrheic Dermatitis

Seborrheic dermatitis is a chronic inflammatory skin

disease with a predilection for areas that are rich in

sebaceous glands including the scalp, eyebrows, folds

around the nose and lips, and the sternal area. It is

characterized clinically by red patches with a distinctive

yellowish greasy scale. On the scalp, the least severe, but

by far the commonest presentation is dandruff. It is

more common in adults, but can be seen in infants in

the form of cradle cap. The presence of yeast, Pityros-

porum ovale, plays a role in the etiology of this inflam-

matory condition. In addition, it may occur during

times of stress or in people who have neurologic con-

ditions. Scalp treatment includes medicated dandruff

shampoos containing selenium sulfide, tar, or zinc.

Other treatments, which are oftenured in combination,

are topical corticosteroids and topical antifungals.
Stasis Dermatitis

Stasis dermatitis usually occurs on the lower legs and is

characterized by itchy red and scaly patches. Over

time, it leaves behind brown patches that are generally

asymptomatic. The cause is attributed to fluid accu-

mulation in the tissues beneath the skin, and is often

seen in association with venous insufficiency and ankle

swelling. Improving the condition that is causing fluid

buildup in the legs is the most beneficial treatment,

and topical corticosteroids and compression therapy

are often employed if the situation is chronic. Because

stasis dermatitis is usually asymptomatic, it often goes

untreated resulting in ulceration of the skin that can be

more challenging to heal.
Related Topics

> Skin care, > Skin disorders
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Developmental Disabilities
and Aging
Joseph O’Grady

Disability can be understood as a mental or physical

impairment that impedes access or performance. A

person with an intellectual disability or developmental

disability (ID/DD) exhibits significant intellectual

impairment on standardized testing and a significant

decrease in adaptive functioning. The onset for these

disorders occurs before the age of 18; approximately

2% of the US population is affected.

There has been a significant increase in the number

of people with ID/DD who are addressing issues

of aging. In 2000, there were 641,000 persons with

ID/DD who were above 60 and the number is expected

to double by 2030. A contributing factor has been a

significant increase in life expectancy for this group. In

1930, life expectancy for persons with Down’s syn-

drome was 9 years and now it is 62 years; life expec-

tancy for other etiologies of ID/DD was 20 years and

now it is 72 years, with a current average of 66 years life

expectancy for all groups combined.

There has been a significant change in the patterns

of living arrangements for persons with ID/DD, from

past institutionalization toward community‐based
services and smaller facilities. Nationally, one‐third
of the persons with ID/DD live apart from families,

with the number of persons living in state operated ID/

DD facilities declining from 149,892 in 1977 to 44,252

in 2002, a 70% decrease. The number of persons living

in community‐based settings of six or fewer persons

increased from about 20,000 in 1977 to 298,375 in

2002, an almost 15‐fold increase.

Increased life expectancy and cost of care issues have

also resulted in a significant increase in government
spending. Total spending for ID/DD services has more

than tripled from $9.8 billion in 1977 to $34.6 billion

in 2003 on an adjusted basis with community‐based
services accounting for $27 billion (78% of the 2003

spending). Cost of care contributed to movement

toward community‐based care with national costs for

public facilities greater than 16 census $134,619 per year,

in comparison to private facilities greater than 16 census

at $52,585 per year, private facilities with census less

than 16 at $72,460 per year, public facilities with census

less than 16 at $81,483 per year, and supportive living in

2003 at $48,000 per year.

The combination of increased life expectancy and

expansion of community‐based services has resulted in

significant changes to families of persons with ID/DD.

Currently, two‐thirds of persons with ID/DD are living

with their families and 25% of family caregivers are

above 60. This can result in ‘‘two generation elderly’’

families where decreasing function and increasing sup-

ports are needed to maintain community placements

for both parents and ID/DD adults. Additional issues

for parents include long‐term caregiver stress, espe-

cially in mothers and a ‘‘perpetual parent’’ role that

separates ID/DD parents from peers.

Within the general population, maintaining com-

munity placement as people age involves the concept

of ‘‘aging in place’’ that pertains to the ID/DD popula-

tion as well. Aging in place is defined as living at home

and participating in one’s community, supported by

assistive technology and environmental interventions,

which aim to increase or maintain function of the

person in their residence. This use of assistive technol-

ogy or environmental interventions can result in

delayed functional decline and delayed institutional

placement and cost. Problems in using assistive tech-

nology and environmental interventions in ID/DD

persons include problems with funding support, low

number of qualified service providers, device complex-

ity, and a prolonged training period that is needed for

persons with ID/DD. A proactive approach to main-

taining health in persons with ID/DD includes pro-

moting autonomy, continued community living, work

involvement, promoting healthy lifestyles, and injury

and illness prevention.

With regard to health issues, persons with ID/DD

experience the same age‐related changes as the general

geriatric population as well as the same medical and

mental health problems. Presence of an ID/DD can

‘‘overshadow’’ age‐related health changes, medical,
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and mental health issues, which can result in these

disorders not being recognized and addressed.

Age‐related health changes include arthritis, car-

diac changes, respiratory changes, motor weakness

and stroke‐related limitations. All these medical

changes can result in significant functional limitations

in activities and community participation in both the

general population and in the ID/DD population as

well. The impact of age‐related changes is influenced by
the severity of existing disabilities (including ID/DD)

and increases with the number of preexisting disabil-

ities. There is shorter life expectancy for persons with

ID/DD if health and medical conditions exist that

predate the onset of age‐related changes. Associations

of specific medical illnesses with specific ID/DD etiol-

ogies include increased respiratory disease in persons

with profound ID/DD, osteoporosis, and Alzheimer’s

dementia that occurs earlier in persons with Down’s

syndrome, and an increased frequency of fractures in

persons with epilepsy.

Overall mental health issues related to aging and

persons with ID/DD are similar to the general geriatric

population, except for the higher incidence of mala-

daptive behaviors associated with dementia and the

association of higher rates of dementia with longevity

in Down’s syndrome.

There has been significant progress in the lives of

persons with ID/DD over the last 75 years, with an

improved life expectancy, and increased participation

in communities and acceptance by community mem-

bers. Our success with extending life expectancy

presents a growing challenge for the future. With con-

tinuing financial and community support and using

cost‐efficient community‐based services, combined

with access to already developed community‐based
aging services, persons with ID/DD will have an

opportunity to enjoy a full and lasting life.
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Diabetes
Asra Kermani

Diabetes is a condition in which there is a persistent

elevation of blood sugar (glucose). The mechanism is

either destruction of the insulin producing beta cells of

the pancreas or the inability of insulin to effectively

lower blood glucose (insulin resistance), or a combina-

tion of both. Type 1 diabetes results from autoimmune

damage to the beta cells; type 2 diabetes is character-

ized by a combination of insulin resistance and defec-

tive insulin secretion. Diabetes present in older

individuals is usually of type 2 but may also be caused

by medications such as some types of steroids, pan-

creatic damage, or diseases such as acromegaly (adult

growth hormone excess), hemochromatosis (a genetic

iron deposition disease), and certain tumors.

Diabetes is a chronic disease, which if uncontrolled

may lead to many life‐threatening complications. It is

the leading cause of new cases of blindness among

adults aged 20–74 in the United States and the leading

cause of end‐stage renal disease. According to the Cen-

ters for Disease Control, in 2002, 18.2 million people,

or 6.3% of the population, had diabetes in the United

States. Among those aged 60 or older, 8.6 million or

about 18% had diabetes.

Diabetes is diagnosed based on elevated blood glu-

cose values, often in the presence of typical symptoms

of high blood glucose. These symptoms are excessive

urination (including at night), excessive thirst, weight

http://www.aarp.org
http://www.elderweb.com
http://www.geron.org
http://www.ncoa.org
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loss, dizziness, and excessive hunger. Frequent vaginal

yeast infections in women may also occur as well as

frequent urine and skin infections. However, many

older patients may not present with classic symptoms

and may be misdiagnosed.

According to the American Diabetes Association,

diabetes is diagnosed if a person has a blood glucose

greater than or equal to 200 mg/dL on more than one

occasion in the presence of typical symptoms; a fasting

blood glucose greater than or equal to 126 mg/dL on

more than one occasion, or elevated reading at 2 hours

of greater than or equal to 200 mg/dL after a 75 g

glucose ingestion during a standard oral glucose toler-

ance test (OGTT). Prediabetes includes impaired fast-

ing glucose, which is a blood glucose level greater than

100 mg/dL but less than 126 mg/dL; or impaired glu-

cose tolerance, in which the 2‐hour glucose value

during OGTT is greater than 140 mg/dL but less than

200 mg/dL.

Type 1 diabetes is a condition in which beta cells of

the pancreas are destroyed by an autoimmune process.

Patients are usually affected in childhood and young

adulthood, but some present later in life. Lack of

insulin means that these individuals must use insulin

to survive; therefore, they are truly insulin dependent.

Insulin may be given by multiple skin injections several

times a day, or in certain individuals, with a contin-

uous insulin infusion from a pump. The pump itself is

worn as a separate device with insulin infusing through

a soft or hard needle inserted into the skin.

Type 2 diabetes is characterized largely by insulin

resistance, which is the inability of insulin to produce

glucose‐lowering effects. It is closely linked to abdom-

inal obesity. The incidence of type 2 diabetes is rising in

parallel with the growing incidence of obesity in our

population. However, type 2 diabetes is preventable,

most effectively by diet and exercise.

Additionally, medications that reduce insulin resis-

tance such as metformin and thiazolidinediones (Pio-

glitazone and Rosiglitazone) are also effective. In lean

type 2 diabetic patients or those with long‐standing
disease, pancreatic beta cells fail to produce adequate

amounts of insulin, and these patients benefit from

agents that make the pancreas secrete insulin (sulfony-

lureas, meglitinides) or insulin therapy itself.

Obesity and lack of exercise are important contri-

butors to the surge in diabetes incidence today. Ready

access to high‐calorie foods coupled with sedentary

lifestyle promotes insulin resistance. Insulin resistance
in turn, may progress to frank type 2 diabetes in the

setting of infection, surgery, hospitalization, and psy-

chological stress.

Ketoacidosis is a life‐threatening event for type 1

diabetic patients. In the absence of insulin, glucose

cannot be used by muscle cells and other tissues as

fuel. The alternate fuel, derived from fat breakdown, is

ketoacids, which freely circulate throughout the body.

However, ketoacids are not well utilized without insu-

lin, and they accumulate in the blood increasing the

acidity of the body fluids (ketoacidosis). Symptoms

include nausea, abdominal pain, vomiting, and dehy-

dration. The function of many organs is impaired:

heart function, enzyme activities, and metabolism.

The mortality rate is between 5% and 10% even in

specialized centers. Fortunately, ketoacidosis is rare in

the elderly.

Hyperosmolar nonketotic state (HONK) may

affect type 2 diabetic patients and is a condition in

which severe hyperglycemia occurs, leading to pro-

found volume depletion and even death. Because a

small amount of insulin is present, ketoacids are not

generated, and acidosis does not occur. There is often a

delay in diagnosis because symptoms present late,

which may account for its mortality rate of 10–50%.

The most common cause is infection, but heart attack,

dehydration, or increased consumption of sodas or

fruit juices may also be triggered.

Chronically elevated blood glucose causes eye and

kidney damage in patients with diabetes; these may

progress to blindness and kidney failure requiring dia-

lysis. Nerve damage may also result, causing pain or

lack of sensation in the feet and legs, and rarely in the

hands and arms. These complications are not reversi-

ble.

Approximately 73% of adults with diabetes have

high blood pressure and many have high cholesterol.

This predisposes them to occlusion of large blood

vessels—such as those supplying the heart and the

brain and explains why 65% of deaths among people

with diabetes are due to heart disease and stroke, with

heart disease being the leading cause. Mortality from

heart disease in adults with diabetes is about 2–4 times

higher than in those without diabetes.

Hypoglycemia, or low blood glucose, occurs when

blood glucose falls to 40 mg/dL or below. However,

symptoms such as shakiness, hunger, confusion, mem-

ory loss, agitated, or combative behavior may begin

when blood glucose starts to fall to 60 mg/dL leading
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to seizures, coma, and death. Older individuals are

especially vulnerable and may not manifest these

symptoms. Ways to minimize hypoglycemia includes

eating within 20–30 minutes of taking these diabetic

medications, not skipping meals, lowering the medica-

tion dose, or changing the type of insulin, and if

needed, snacking before exercising or at bedtime.

Treatment includes ingestion of 15 g of carbohy-

drate as sugar in water, juice, or regular soda, glucose

tablets or hard candy. Some patients who cannot detect

hypoglycemia or who cannot be fed will need to be

prescribed a glucagon syringe (glucagon is a hormone

that opposes insulin and raises blood glucose) for a

care provider to inject.

Patients with poorly controlled blood glucose are

prone to certain infections, especially skin, urine, yeast,

and lung infections. If untreated, these infections can

rapidly spread into the blood and be fatal.

Diabetic patients need to monitor their fasting and

between meal blood glucose levels using a glucometer.

A 3‐month average blood glucose control is monitored

by the physician with a blood test called HbA1c. Blood

pressure, cholesterol, and urinary protein also need to

be monitored closely and treated if elevated.

Finally, eye examinations to detect changes from

diabetes should be performed at least yearly, and daily

foot examinations should be done by the patient at

home (with assistance if needed) and by the physician,

to check for calluses, ulcers, ingrown nails, and skin

infections. Team involvement with a diabetes educator,

nutritionist, podiatrist, ophthalmologist, and diabetes

specialist can greatly benefit a diabetic patient.

Diabetic treatment goals in healthy older indivi-

duals include the same blood glucose, blood pressure,

and lipid targets as with younger patients. In people

who have many other illnesses, a low level of function-

ing, or limited life expectancy, the goals should be

more conservative.

Diet and exercise are essential to treatment, regard-

less of oral medications or insulin. Mild diabetes can

be treated successfully without medication. Several

types of diet can be tailored to an individual by a

nutritionist. Brisk walking is recommended on a daily

basis; however, individuals should consult their physi-

cian before starting any exercise program.

Monitoring one’s weight on a regular basis is an

effective way to detect weight gain and intervene with

lifestyle changes early. Medications such as insulin,

glucose absorption blockers, insulin secreting agents,

and insulin sensitizers, may be used alone or in
combination. Lipid and cholesterol lowering medica-

tions, blood pressure‐lowering medication, aspirin,

cardiac medications, and treatment for erectile dys-

function or neuropathy may be required as well. Detec-

tion and treatment of concomitant depression is

essential and may be difficult to diagnose, especially

as older individuals may lack typical features.
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Diagnostic Related Groups
(DRGs)
Siran M. Koroukian

Used as a methodology to determine reimbursement

amounts per discharge, diagnostic related groups

(DRGs) refer to a patient classification system that

groups patients in ‘‘medically meaningful’’ categories.

Patients grouped in the same DRG are expected to be

clinically similar, and, on average, to use comparable

amounts of hospital resources.

Since the implementation of the prospective

payment system (PPS) in 1983, Medicare has reim-

bursed hospitals predetermined DRG rates that are

calculated based on the diagnosis and procedure

http://www.diabetes.org/home.jsp
http://www.diabetes.org/home.jsp
http://www.cdc.gov/diabetes/index.htm
http://www.cdc.gov/diabetes/index.htm
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codes documented on the claim record, as well as a

number of other factors, including the patient’s age

and sex, the hospital’s teaching status, its location in

an urban or rural area, the labor cost in that region,

and the extent to which it invests in capital equipment.

Special considerations are given to hospital admissions

based on the lengths of stay that exceed the limit of

what is considered average, and hospitals rendering

specialized services, such as psychiatric and rehabilita-

tion hospitals, are DRG‐exempt, with less stringent

rules of reimbursement.

PPS, replacing a cost‐based fee‐for‐service reim-

bursement system, was designed for cost containment

purposes and to address rapidly rising health‐care
expenditures––19% annually since 1979, reaching $33

billion for inpatient hospital services in 1982. Under

the PPS, predetermined rates would provide hospitals

an incentive to become more efficient in the way they

provide care. In adapting to this economic reality,

hospitals encouraged shorter stays and early discharge

of patients––sometimes even before full recovery was

achieved, raising important concerns about quality

of care.

These concerns were addressed in part through

careful monitoring of hospital outcomes by various

private and public organizations, including in‐hospital
mortality, mortality within 30 days following dis-

charge, and hospital readmissions for similar or related

conditions, prompting hospitals to incorporate rigor-

ous quality assurance programs. PPS also became an

impetus to develop new lines of services, and new

ways of service delivery designed to contain costs. For

example, a number of surgical procedures were chan-

neled to outpatient settings, avoiding preoperative

overnight hospital stay. Unfortunately, not all hospitals

could manage successfully and remain solvent, and

some, including those rendering care in underserved

areas, were forced to close.

It has been found that DRG‐adjusted charges may

be comparable between groups of patients defined by a

number of attributes including: nursing home resi-

dence, prior hospitalization, socioeconomic status,

and disability before the age of 65. It has also been

shown, however, that the DRG methodology fails to

recognize the need for a greater use of resources by

patients presenting with pertinent clinical characteris-

tics that are not captured through the parameters

used in deriving DRGs that are documented in admin-

istrative claims data. One such characteristic is func-

tional limitations. In one study, researchers reported
considerably higher costs incurred by elderly Medicare

patients with low functional status, even after adjusting

for various patient attributes, placing hospitals at a

financial disadvantage when caring for such patients.

Such inequities raise important policy concerns, as

hospitals would have an incentive to avoid patients

with functional limitations and/or other patient char-

acteristics that render a hospitalization more resource‐
intensive than others. Additional patient attributes

have yet to be identified and their impact assessed in

order to fully evaluate the implications of DRG‐based
PPS on the health‐care delivery system.
Related Topics

>Medicaid, >Medicare, >Quality indicators,

>Rural health
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Diet
Rajkumari Richmonds

In recent years, nutritional status of elders has

improved greatly. Yet, significant numbers of the

aging population continue to have unmet nutritional

needs. Elders have nutritional needs and requirements

http://www.georgetown.edu/research/nrcbl/publications/scopenotes/sn4.pdf
http://www.georgetown.edu/research/nrcbl/publications/scopenotes/sn4.pdf


. Table 1

Food groups

Food groups Serving size guidelines
Breads, cereals, and other
grain products: 6–11
servings (whole‐grain and
enriched).

1 slice bread; half
hamburger bun or English
muffin; half a cup cooked
cereal, rice or pasta or 1 oz
ready to eat breakfast
cereal.

1. Fruits—citrus, melons,
berries, and other fruits:
2–4 servings.

Whole fruit, half of a grape
fruit, a melon wedge, half a
cup berries, cup of juice,
½ cup of cooked or canned
fruit, or ¼ cup dried fruit.

2. Vegetables: 3–5
servings. Dark green leafy,
deep yellow, dry beans
and peas (legumes).
Include all types regularly,
use dark green leafy
vegetables, dry beans, and
peas several times a week.

½ cup cooked or chopped
raw vegetables or 1 cup
leafy vegetables, such as
lettuce or spinach.

3. Meat, poultry, fish, and
alternatives: 2–3 servings,
total 5–7 oz lean.
Alternatives include eggs,
dry beans, nuts and seeds,
and peas.

A serving of meat is the size
of the palm of a woman’s
hand is about 3–5 oz and of
a man’s 5–7 oz and the
thickness of a deck of cards.
1 egg, ½ cup cooked dry
beans, or 2 table spoon
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that are different from those during other stages of life:

they cannot be regarded simply as older versions of

young adults. According to US Recommended Dietary

Allowances (RDA), adults are divided into two age

groups: the younger old adults (aged 51–75) and the

older olds (aged 76 and older).

Recent studies have shown that one out of four

older Americans suffer from poor nutrition. A study

conducted by the National Health and Examination

Survey (NHANES) in 1999–2000 used the Healthy

Eating Index (HEI) to assess the variety of food con-

sumed, quality of diets, and the frequency of dairy

products included in the diet. A score was assigned to

each aspect. Approximately 14% of participants had

poor diets with a score of 51 out of 100.

Healthy diet and health promotion can be linked to

disease prevention. Not surprisingly, 33–50% of health

problems are related to nutritional problems. Obesity,

heart disease, hypertension, certain types of cancers,

and osteoporosis are directly related to inadequate or

excessive dietary intake. Malnutrition can also result

from (1) the use of multiple drugs, (2) sedentary life

style, and (3) low levels of nutrition knowledge leading

to poor food choices and meal planning. Nondietary

issues such as psychosocial factors, social isolation, loss

of spouse, and low income also contribute to dietary

patterns of an individual. In addition, elders are often

victims of media fraud. They can become convinced

to purchase food products that claim to have health

benefits by an aggressive sales promotion.

The United States Department of Agriculture

(USDA) food guide pyramid provides healthy eating

guidelines for the general population. The fewest num-

ber of servings for each food group will be enough to

meet the food needs of older adults. The base of the

pyramid is bread, pasta, cereal, and rice. This group is

the largest one and provides the main source of energy.

Energy requirements decline for those above 65. Other

nutritional needs either remain the same or increase

from those of young adults. Recommendations for

nutrient intake should be stated in terms of nutrients

by weight per 1,000 kcal or per unit of lean body mass

for people above 65.

peanut butter is equal to
1 oz of lean meat.

4. Milk, cheese, and yogurt:
2 servings.
5. Fats, sweets, and
alcoholic beverages.

Avoid consuming too many
fats and sweets. If you drink
alcoholic beverages, do so
in moderation.
Daily Food Guide

1. Choose foods daily from each of the five major

food groups.
2. Include foods from within the food group.

3. Have at least the minimum number of servings

suggested from each group. Limit total amount of

food eaten to maintain desirable body weight.

4. Often choose foods that are low in fat and sugars.

5. Limit fats, sweets, and alcoholic beverages.

Fruits and vegetables in the diet of an older adult

play a significant role in the reduction of risk factors

for several diseases. Dark green, deep yellow/orange

fruits and vegetables are packed with phytochemicals,

vitamin C, E, carotenoids, and zinc. They are believed

to help in the prevention of age‐related macular degen-

eration and cataracts.

Only 32% of persons above 65 consume five ormore

servings of fruits and vegetables daily. Unfortunately the
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fruits and vegetables most often consumed by older

adults are not those associated with disease risk reduc-

tion. Fruits associated with disease risk reduction

include citrus, melons, and berries.
Recommendations Regarding
Dietary Fat

1. Elders should follow recommendations for dietary

fat for the general population––a modest reduction

is appropriate to older adults. Elevated total

cholesterol, low‐density lipoproteins (LDL), trigly-
cerides, and decreased levels of high‐density lipo-

proteins (HDL) remain a risk factor for coronary

heart disease among the elderly.

2. However, older adults should not reduce fat intake

markedly. They tend to eat less and further reduc-

tion may result in nutritional deficiency.

3. Weight reduction by restriction of fat is not justified

in the absence of obesity‐related risk factors. Ab-

normally low body weight carries greater mortality

in the elderly than excess body weight.

Excessive consumption of food combined with

poor choice and sedentary lifestyle have contributed

to a higher prevalence of obesity among aging popula-

tions. Obesity is one of the major risk factors for

cardiovascular disease, hypertension, dyslipidemia,

diabetes mellitus, osteoarthritis, and sleep apnea.

Hypertension is also widely prevalent among the

elderly. About 60% of men and 70% of women in the

age group of 65–74 years suffer from hypertension.

The percentage of people diagnosed with hyperten-

sion further increases with advancing age. About 68%

of men and 84% of women are hypertensive. This can

be prevented by reducing salt intake and consuming an

adequate amount of potassium with a low fat diet.

Osteoporosis affects almost 44 million US men and

women aged 51 and above. Intake of calcium‐rich
products such as milk, fish, and eggs in the diet will

prevent bone loss. Maintaining a healthy weight and

being physically active contributes to bone health.
Food–Drug Interaction

Often drugs taken by the older adults, both prescrip-

tion and over‐the‐counter, influence their food intake.

Some medications increase the appetite while others
suppress it. Psychotropic medication like amitrypty-

line and tricyclic antidepressants generally improve

appetite. But among the elderly, due to the slow meta-

bolism of drugs, these medications may cause drowsi-

ness. It can even cause agitation that interferes with

food intake. Some medications cause taste changes

(dysgusia, e.g., lithium) and some cause cravings for

certain foods (diuretics, e.g., salt), which affect food

intake.
Alcohol

Alcohol decreases appetite and reduces the ability to

eat. Older people have a lower tolerance for alcohol

due to decreased total body water. Hence, they quickly

become intoxicated, which results in decreased food

intake.
Smoking

Smoking has a thermogenic effect. A survey conducted

in the UK found that smokers usually skipped break-

fast, consumed fried foods more frequently, and ate

fruits and brown bread less frequently than the non-

smokers. Compared with younger adults, smokers

above 65 use the highest tar cigarettes. Even though

there is an overall weight reduction among smokers,

cigarette smoking appears to increase the waist/hip

ratio (WHR). Higher WHRs are associated with an

increase of heart diseases and other chronic diseases.
Liquid Supplements

Liquid supplements help in gaining weight for people

who have lost weight due to marasmus. There is now

reasonable evidence that protein energy malnutrition

(PEM) can be treated and probably prevented with

high caloric liquids, which will have a beneficial effect

on body composition, muscle strength, and immune

function. Elders should avoid taking dietary supple-

ments in excess of the RDA. However, if the cause of

the weight loss is anorexia or sarcopenia, supplemen-

tation may not be effective.

Dietary patterns in the majority of aging popula-

tions remain similar to that established by habits at a

younger age. For older people, the frequency of meals,

food preferences, and dietary taboos can connect them
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to their familiar pasts. For elders living in the commu-

nity, making healthy food choices will help them

achieve and maintain their well‐being. The most

important aspect of nutrition in the young old is

moderation. For the old group, keeping up their enjoy-

ment of food is more important than restricting

their diet.
Related Topics

>Activities of daily living, >Alcohol use, >Body

fat, >Body image, >Body mass index, >Calcium

disorders, >Diabetes, >Drug interactions, >Hyper-

tension, >Nutrition, >Obesity, >Vitamins,

>Weight control maintenance
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Disability
Janet L. Lowder

‘‘Individuals with disabilities,’’ the term now preferred

to describe disabled or handicapped persons, refers to

those whose physical or mental impairments so inter-

fere with life’s activities, such as working, that the
individuals are set apart from those without disabil-

ities. Disability, like beauty, is in the eyes of the

beholder. Whether the beholder is the Social Security

Administration, an employer, an insurance company,

a retail business, the bureau of motor vehicles, a

doctor, or a significant other, one may or may not be

considered ‘‘disabled.’’

Insurance companies and health professionals

sometimes measure disability in terms of how many

activities of daily living (ADLs) a person can perform

independently. The Mayo Clinic separates ADLs into

‘‘basic ADLs’’ and ‘‘instrumental ADLs.’’ Basic ADLs

(e.g., dressing, eating, walking, toileting, and hygiene)

are required for an individual to care for himself or

herself in a limited environment. Instrumental ADLs

are those higher level abilities required to function in

the community, for example, shopping, housework,

accounting, food preparation, and transportation.

These are the concepts that help identify appropriate

housing and resolve placement issues for people with

age‐related disabilities and their advocates.

Another touchstone is the Social Security Admin-

istration’s definition of disability that is focused more

on an individual’s ability to work and make a living in

our competitive world. Social Security assessment pro-

ceeds through a 5‐step sequential evaluation. To be

disabled, a claimant must (1) not be working at a

level known as ‘‘substantial gainful activity,’’ (2) suffer

from a severe medically determinable impairment that

lasts for more than 12 months, (3) either meet a ‘‘listed

impairment’’ or suffer from an impairment so severe,

that it (4) prevents return to past relevant work per-

formed in the last 15 years, and (5) prevents entry into

other jobs existing in significant numbers in the

national economy. For example, a blind or paraplegic

person may meet the definition for a listed impairment

and be regarded as ‘‘disabled,’’ but if she is gainfully

employed, she is not ‘‘disabled’’ under the first step of

the Social Security definition and would receive no

benefits. In deference to age, individuals approaching

their late fifties and sixties may more easily establish

disability under Social Security’s assessment process.

For private long‐term disability insurance coverage,

and even short‐term disability coverage, a distinction is

often made between ‘‘own occupation’’ and ‘‘all occu-

pation’’ coverage. Under ‘‘own occupation’’ coverage, a

person’s impairments prevent him or her from per-

forming the duties of his or her own occupation.

Sometimes after a period of a year or two, the policy

will require the disabled person to prove that he or she

http://WWW.iom.edu/includes/DBfile.asp?1d = 7296
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is unable to do any job, not just the job held immedi-

ately before becoming disabled to trigger ‘‘all occupa-

tion’’ disability coverage. Additionally, since there is

still no parity legally required between physical and

mental disabilities, long‐term disability insurance

coverage sometimes has a 2‐year limit on coverage for

mental impairments.

Other definitions of disability also consider the

individual’s ability to work in order to determine to

what degree benefits are provided. The Workers’ Com-

pensation system differentiates ‘‘permanent partial,’’

‘‘temporary total,’’ and ‘‘total permanent’’ disability,

and may assign a percentage of disability for the loss

of a limb or the loss of use of a body part or organ. The

Americans with Disabilities Act refers to ‘‘disability’’ as

the inability to perform the bona fide occupational

qualifications (BFOQs) required to perform all the

duties of one’s job.

Who makes these decisions? On what medical evi-

dence are such findings of disability based? Sometimes

the opinions of one’s own treating physicians or other

health care professionals are given the most weightage;

sometimes it is the opinion of the independent medical

examiner or panel of physicians employed by the com-

pany or government that is determinative of the claim.

It is important to know if an employer’s disability

coverage is provided through an insurance company,

or an employer self‐funded or Employment Retire-

ment Income Security Act (ERISA) plan. The disability

insurance plan is regulated under state law if disability

benefits are provided through an insurance plan pur-

chased by the employer. If coverage is provided

through a self‐funded or an ERISA plan, the disability

benefits plan is exempt from state insurance regula-

tions and is governed instead by the US Department of

Labor.

Statistically, more women (20.7%) than men

(18.6%) suffer disabling conditions. Bad backs are the

leading cause of disability for both genders, but

women are twice as likely as men to suffer from arthri-

tis. Also, women are twice as likely to struggle with

depression. However, overall fewer women suffer from

mental disorders, excluding mental retardation and

learning disabilities.

As Tolstoy puts it, ‘‘All happy families resemble one

another, but each unhappy family is unhappy in its

own way.’’ Healthy people do not typically gather in

‘‘support groups’’ focused on peculiar ways in which

they are healthy, unless you consider a bowling league

or an investment club as a celebration of physical or
mental health. People with disabilities and their

families often connect with other people with disabil-

ities and their families through local chapters of

national support groups, like the Alzheimer’s Associa-

tion, and are linked by the disease or impairment that

has changed all their lives.

Syndromes and symptoms, diseases and diagnoses

give people with disabilities something in common

that goes beyond shared suffering; there is an unspoken

language that only people with disabilities, and per-

haps their caregivers can understand. Undoubtedly, for

better or worse, a disability shapes a person’s day and

life in ways the rest of us can only read about and try to

imagine.
Related Topics
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>Americans with Disabilities Act, >Discrimination,

>Employment, >Medicare, > Social Security benefits
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Discrimination
Tambra K. Cain

To discriminate is to make a distinction. Discrimina-

tion is the act of making distinctions. Age‐related dis-

crimination is also called ‘‘ageism.’’ Ageism is different

from racism and sexism because a person’s classifica-

tion in the marginalized group is not static. A person
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is always a certain race or gender, but not always a

certain age.

Age‐related discrimination is particularly prevalent

in the United States. Some factors that contribute to

age‐related bias and discrimination are the fear of old

age and death, the focus of society on youth, and the

concept of productivity. However, in other parts of the

world, such as Asia and the Middle East, aging

increases a person’s status in society. This is in part

due to a difference in the way death is viewed, and the

older person’s involvement in society.

The fastest growing segment of the population is

older adults. The life expectancy of an Americanmale is

74.8 years, and that of an American female is 80.1 years.

Age discrimination can be compounded and often

interrelated to gender. American women live appro-

ximately 5–6 years longer than American men, so

women make up a larger portion of older adults.

Age discrimination has many venues. Often age

discrimination is related to employment, housing,

medical treatment, etc. There have been laws enacted

to protect older adults from employment discrimina-

tion. Age Discrimination in Employment Act (ADEA)

of 1967 protects persons aged 40 and older from

employment discrimination based on age. It provides

protection not only to employees but also potential

employees. ADEA applies to all employers with 20 or

more employees, federal governments, and state and

local governments. In addition to the ADEA, in 1990

the Older Workers Benefit Protection Act (OWBPA) of

1990 was enacted, amending the ADEA to prohibit

employers from denying medical benefits to older

workers. ADEA is enforced by the US Equal Employ-

ment Opportunity Commission (EEOC). In 2004, the

EEOC received 17,837 claims of age discrimination,

resolved 15,792 age discrimination claims, and re-

covered over $60 million in monetary benefits from

nonlitigated claims.

Housing is another area where age‐related discri-

mination has traditionally been prevalent. The Fair

Housing Act of 1968 prohibits housing discrimination

based on race, color, religion, sex, familial status,

national origin, or handicap. Age is not a specifically

included protection. However, the Fair Housing Act

impacts older persons in several ways. It prohibits

discrimination against families with children or related

persons under the age of 18, but included an exemp-

tion from the familial status protections for Housing

for Older Persons. To qualify for this exemption, the
housing must be for persons above 62, or for persons

above 55 who have ‘‘significant facilities and services’’

designed for the elderly. The Housing for Older

Persons Act (HOPA) of 1995 eliminates the require-

ment that housing for persons aged 55 and older have

significant facilities and services designed for the

elderly in order to qualify for the exemption.

The Voting Accessibility for the Elderly and Handi-

capped Act of 1984 provides that polling places be

accessible to both the elderly and the handicapped. If

there is no accessible polling place, an alternate method

of ballot casting must be made available. The Act also

requires that registration and voting aides be made

available to the elderly.

The Americans with Disabilities Act (ADA) of

1990 gives civil rights protections to those with dis-

abilities. Recently, the US Supreme Court in Olmstead

v. L.C. ex rel Zimring (Olmstead) held that states were

prohibited from unnecessarily institutionalizing per-

sons with disabilities. The Olmstead case applies to

the elderly as well as handicapped, and provides pro-

tection from discrimination relating to residential

medical care.

In addition to the well publicized employment

and housing discrimination, senior adults are also

targeted for internet and investments scams, lack of

accessibility, and marginalization in society.
Related Topics

>Ageism, >Americans with Disabilities Act,

>Employment, >Housing, > Institutionalization
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Disruptive Behaviors
Doug Smith

As individuals age, they become more prone to beha-

vioral disturbances that may result from changes in the

brain. These changes may occur due to the onset and

course of dementia, an acute delirium, diminished

acuity of the five senses, or due to the onset of a mental

illness, such as depression. Behavioral disturbances

may include agitation, apathy, irritability, confusion,

and disinhibition, and lead to disruptive behaviors

such as being physically assaultive, verbally assaultive,

sexually promiscuous, or prone to wandering away

from safe settings.

Agitation and resultant assaultiveness is frequently

associated with dementia, which is a symptom that

requires care. For more severe cases, a transfer from a

home setting to an institutional setting may be neces-

sary. Most care for elders is initially provided by family

members at home. However, when behaviors become

unmanageable, the patient is often sent to a general

hospital and then to a nursing home. More than 50%

of patients being cared for in nursing homes have at

least one type of behavioral disturbance. Since such

settings represent the most expensive care option,

increasing the ability to manage disruptive behaviors

in the home setting is of particular importance.

To better determine approaches to prevention and

treatment of disruptive behavior, research on this area

has defined agitation as an inappropriate behavior that

is unrelated to unmet needs or confusion. Thus non-

verbal patients who have no means of communicating

their needs except through physical motion are not

automatically deemed agitated.
Diagnosis and Treatment

To determine the cause or causes of specific behavioral

problems of an older adult, an examination by a phy-

sician is necessary. The doctor will first obtain a history

of the patient’s social, medical, and psychological back-

ground, along with a description of prior functioning.

The focus will then shift to changes in function and

adaptation, along with any behavioral disturbances,

often using a chronological timeline. Motivating an

elderly patient who has lost some functioning to engage

with the physician and present a detailed history can

be difficult, and obtaining collateral information from

family and friends is often necessary. Having a solid

grasp of such details will help in understanding the

possible meaning of unusual behaviors. For instance, a

new injury, a change in a chronic condition, a new

infection, or pain itself may cause an individual to

become agitated. If this patient is not able to under-

stand and/or verbalize this, agitation may be a way of

expressing the change. Sometimes newly implemented

treatment for a sign or symptom is the culprit of

agitation. For example, medications may cause either

minor or more serious side effects, including delirium,

and may need to be stopped or adjusted.

To fully understand agitation seen in patients with

dementia, research has attempted to classify factors

that may cause or contribute to the problem. First,

patients may become agitated due to the frustration

of being unable to function as they had previously.

This inability to cope with ordinary daily demands

may be more commonly associated with comorbid

major depressive disorder, vascular dementias, and

damage to the front of the brain. Second, patients

may exhibit agitation as a result of the new stressors

they must face, such as their loss of autonomy or loss of

status. These individuals may react to the restrictions

now placed on their movement, having to live among

other individuals with dementia and resultant beha-

vioral changes, etc., causing levels of stress beyond any

they may have experienced earlier in life. Third, some

individuals may have been more prone to maladaptive

reactions to difficult circumstances throughout their

lives, and are therefore more likely to poorly adapt to

the illness. They may not be able to use rationalization,

humor, or postponement of gratification as they had in

the past to remain socially appropriate in bothersome

or public situations. The individual may lose their

sense of self and appear to behave more primitively.

http://www.census.gov/prod/cen2000/phc-1-1-pt1.pdf
http://www.census.gov/prod/cen2000/phc-1-1-pt1.pdf
http://www.usdoj.gov/crt/ada/adahom1.htm
http://www.usdoj.gov/crt/ada/adahom1.htm
http://www.eeoc.gov
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Finally, brain abnormalities created by the dementing

process may directly cause behavior disturbances.

Brain damage, loss of neurons, and neurochemical

changes that occur in dementia may ultimately alter

the way the individual perceives, behaves, and copes

with the world around them.
Managing Disruptive Behavior

Families who bring their elderly loved ones for medical

services are often interested in how to manage agita-

tion and disruptive behaviors. If the patient is to be

managed at home, then help from outside agencies

who supply visiting nurses and skilled care providers

may be essential. While family members can learn

strategies to help with these difficult situations, they

generally do not have the experience to offer all neces-

sary care and they will need their own respite from the

circumstances. If the patient is to receive care at a

nursing facility, then family input can still be very

helpful. In either instance, management of disruptive

behavior is best accomplished through a comprehen-

sive care plan. Such a plan must include intervention

strategies that have been carefully designed based on

the available information for a specific patient, and the

patient should be involved in the development of the

plan as much as possible.

The types of interventions used in a comprehensive

care plan may include modification of the environ-

ment, a behavioral plan, educating and working with

the family, and medications. Altering the patient’s

environment can be an important way of removing

some stressors while allowing the patient relative free-

dom within a safe setting. Nurses and psychologists

may be more expert in this regard than physicians.

A behavioral plan is often considered to be more

important for dealing with disruptive behaviors than

medications or other interventions. Positive rewards

can be selected that the patient would enjoy or appreci-

ate, and should be given each time a desired behavior

occurs. This approach tends to be more successful than

a punitive approach whereby something aversive is

done each time an individual behaves inappropriately.

Of course, patients should still be redirected when they

exhibit unwanted behavior. Taking the needed time to

understand what a patient is communicating can

greatly relieve frustration for all, and may go a long
way to minimize undesirable behaviors. Further, the

combination of environmental and behavioral plan-

ning can be quite useful, such as when a setting is

arranged so that an agitated patient may safely pace

instead of feeling trapped and restless. Similarly, if

activities are selected based on a patient’s current or

past interests, he or she will be more likely to act

properly in order to be afforded such opportunities.

Behavioral plans are most valuable when the frequency

of inappropriate behavior is accurately recorded, and

the plan is periodically reevaluated and updated to

maintain its value.

Educating family members and staff about the

patient’s illness, agitation, and how to communicate

most effectively is essential. This is an important part

of any comprehensive plan.
Use of Medication

Medications can be helpful in reducing agitation, treat-

ing mental disorders, reducing pain, and alleviating

symptoms of physical illness, which can exacerbate

the frequency of disruptive behavior. When prescribed,

they may need to be used in lower doses to account

for the reduced absorption and elimination often pre-

sent in elderly individuals. Psychotropic medications

are commonly given to individuals who exhibit dis-

ruptive behaviors. Mood stabilizers such as valproic

acid have been shown effective in the treatment of

agitation. Antidepressant medications, such as nor-

triptyline, fluoxetine, trazadone, and nefazadone, can

be very helpful in resolving agitation, since depression

is often an underlying cause. Short acting antianxiety

medications or anxiolytics, can be helpful in decreasing

agitation, but may cause too much sedation and lead to

other problems. Neuroleptic medications such as olan-

zapine and risperidone are most useful when a patient

has delusional beliefs that lead to agitation. However,

these medications require very small doses in order to

best avoid side effects that may include paradoxical

restlessness or akathisia and/or Parkinson‐like move-

ments. Over the past decade, a number of newer med-

ications have emerged. Research on their usefulness in

minimizing agitation in elders is ongoing. Discussing

these with a psychiatrist and reviewing the scientific

literature is necessary to remain abreast of current

developments.
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Diverticulitis
Rami Abbass

Diverticular disease of the colon is common in devel-

oped countries, especially among those above 50.

Diverticula are mucosal pockets in the wall of the

colon that are more common in the elderly and in

people from industrialized western countries. The inci-

dence of diverticular disease is at least 30% in indivi-

duals above 50, rising to over 85% in those above 85,

and corresponds to both the number and duration of

the diverticula.

Diverticulitis is the inflammation of these diverti-

cula or outpouchings of the colon wall, and it is the

most common complication of diverticular disease.

Though it can present anywhere in the colon, diverti-

culitis localized in the left colon occurs for 75% of

cases in western countries; in contrast, right‐sided
diverticulitis is observed in 75% of cases in people of

east Asian descent. While a higher preponderance in

women had been noted in earlier studies, recent

research finds a similar incidence in men and women.

Diverticulitis is a common cause of hospitalization

among the elderly and may progress to complications

with significant morbidity.

Diverticula are most typically observed to occur in

gaps in the muscle layers of the colon (either between
the longitudinal fiber of the taenia coli or between the

rings of the smooth muscle fiber) or at the entry point

of blood vessels (the vasa recta), where the bowel wall

is considered weakest. Depending on their location,

diverticuli can appear differently. In the sigmoid

colon, they tend to have a long, narrow neck, whereas

in other parts of the colon they tend to have a round,

short and wide neck.

There is an established relationship between low

dietary fiber intake and diverticular disease. This

helps explain why the disease was unheard of before

1900 after the development of milling removed two

thirds of the fiber content of flour. The actual mecha-

nism predisposing to herniation in the colon muscle

wall leading to the outpouchings is related to pro-

longed colonic transit time and decreased stool volume

that is characteristic of these western diets high in

fat and low in fiber. Diverticula can fill with stagnant

fecal material or undigested food with obstruction

resulting in distention. This makes the diverticulum

susceptible to vascular compromise and at risk for

perforation of the colonic wall––resulting in inflam-

mation or diverticulitis. Surrounding structures, such

as mesentery and pericolic fat, usually wall off the

small perforation, resulting in small peridiverticular

abscesses, which usually spontaneously heal by drain-

ing back into the lumen of the colon or through

formation of granulation tissue.

However, serious complications may result; the

walled off infection can progress to a localized abscess

with the possibility of rupture of the abscess causing

generalized peritonitis, or inflammation of the perito-

neum. Peridiverticular abscesses can also progress to

form fistulas or communications between the colon

and surrounding structures, estimated to occur in

approximately 10% of patients with diverticular dis-

ease. The most common complication is a colovesicu-

lar (colon to urinary bladder) fistula that occurs almost

exclusively in men and in women posthysterectomy

since the uterus is interposed between the sigmoid

colon and the urinary bladder. Fistulas are also less

frequently observed in the small bowel, the vagina,

the skin, and the ureter.

The clinical presentation of diverticulitis depends

on the location of the inflammation and the presence

of complications. Patients typically complain of severe,

abrupt, persistent left lower abdominal pain that

progressively worsens over hours to days. Pain is
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sometimes accompanied by anorexia, fever, chills, nau-

sea, and vomiting. Constipation is commonly observed.

On physical examination, peritoneal signs such as mild

pain when the examiner removes his hand (rebound)

and withdrawal of the patient to palpation (guarding)

may be present. A palpable, tender abdominal mass may

sometimes be appreciated and about 25% of patients

will have occult blood on rectal examination.

Depending on the location of diverticulitis, the

presentation may mimic other conditions. In the trans-

verse colon, the differential includes peptic ulcer dis-

ease, pancreatitis, or cholecystitis. In the right colon,

which is more frequent in patients of Asian descent, it

can easily be confused with appendicitis.

It is important to note that elderly patients and

those taking glucocorticoid steroids may have vague

or milder symptoms and less remarkable physical

examination findings. These patients should be

approached with a higher index of suspicion with

repeated abdominal examinations to detect any clinical

deterioration quickly.

Useful diagnostic tests include chest and multiple

abdominal x‐rays. These may show free air indicating

visceral perforation, obstruction, loss of bowel motility,

or abscesses. Abdominal x‐rays are reported to be ab-

normal in 30–50% of patients with acute diverticulitis.

Computed tomography (CT) scanning of the

abdomen/pelvis is the study of choice in suspected

acute diverticulitis with a reported sensitivity of

70–97% and specificity of 75–100%. It has the advan-

tage to image disease within the bowel, surrounding it,

or in the peritoneal cavity, and offers the potential to

localize and guide the clinician in draining abscesses.

Water‐soluble contrast enemas rarely add any value

over CT scanning for detecting fistulas and abscess

cavities. Ultrasound of the abdomen is safe and non-

invasive; however, it is less sensitive due to intestinal

gas and operator dependence. Endoscopy is not usually

used in the setting of acute diverticulitis secondary to

the risk of perforation. Limited rigid or flexible sig-

moidoscopy with minimal air insufflation is used

when the diagnosis is unclear after performing other

studies.

Helpful laboratory studies include a complete

blood count to detect elevation of white blood cells;

however, 20–40% of patients may have normal find-

ings, particularly the elderly, and those who are immu-

nocompromised. Normal liver function tests and tests

of pancreatic function may exclude other causes of

abdominal pain such as gallstones and pancreatitis.
Urine studies help identify urinary tract infections

particularly in the presence of a colovesicular fistula.

The management of acute diverticulitis depends

on the severity of the clinical presentation and the

patient’s other chronic diseases. The inflammatory

process tends to be more virulent at extremes of age,

particularly those below 40 and above 70, with right‐
sided diverticulitis, and in patients with diabetes

mellitus, chronic renal failure, and who are immuno-

compromised. In mild cases when patients can ingest

fluids and food, outpatient treatment is used with 7–10

days of broad‐spectrum oral antibiotics. A typical oral

regimen covering infectious agents is ciprofloxacin and

metronidazole.

Patients should be hospitalized if they are above 85,

cannot tolerate oral hydration, show peritoneal signs,

or do not clinically improve after 2 days of outpatient

treatment. These patients should have bowel rest with

nothing by mouth, and intravenous fluid hydration

and intravenous antibiotics. A typical broad‐spectrum
antibiotic regimen for hospitalized patients is ampicil-

lin, gentamicin, and metronidazole. Pain management

with opioids is frequently required as well.

In 20–30% of patients with acute diverticulitis, sur-

gical intervention is needed. This is indicated in patients

who have frank perforation with ruptured abscess or in

those who develop fistulas or intestinal obstruction. A

two‐stage surgical approach, initially creating a colost-

omy to divert the uninfected bowel with later closure of

the colostomy, is most commonly used.

A high‐fiber, low‐fat diet is generally advocated for

the prevention of diverticulitis. After an episode of

acute diverticulitis, a complete colonic endoscopic

evaluation is indicated approximately 8 weeks later to

exclude other conditions such as cancer. Approxi-

mately 25–33% of patients with acute diverticulitis

will have a recurrence raising the question of prophy-

lactic surgical resection to remove segments of the

diverticular‐containing colon. Weighing the risks and

benefits, the current recommendation is that elective

resection is indicated after two episodes of uncompli-

cated diverticulitis. This has become more accepted

recently using modern laparoscopic surgical tech-

niques that afford less risk, especially among the elderly.
Related Topics

>Abdominal pain, >Colonoscopy
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Divorce
Tracy Beck Kruger

Divorce is the undoing of a marriage. In some states it

is called dissolution of marriage. No matter what the

label, this is a way to formally end legal ties between a

husband and a wife, and resolve other issues that may

connect them, such as child custody, child support,

property division, debt division, and spousal support.

Divorces are granted by courts, and most of the laws

regarding divorce are made by the states, rather than

the federal government.

Divorces can be arranged by agreement of the

couple, and when the couple cannot agree, a judge

makes the decisions. In the majority of divorces, the

couple reaches an agreement, the judge makes sure

the agreement is fair, and the judge makes the couple’s

agreement a part of a court order.

To obtain a divorce there must be a reason or

‘‘grounds’’ for the divorce. Early in the history of our

country the grounds for divorce were very limited,

often requiring proof of adultery. Current divorce law

includes many more grounds, including physical

cruelty and mental cruelty. Most states now also have

grounds for divorce that are called ‘‘no fault.’’ To obtain

a divorce using ‘‘no fault’’ grounds one may be

required to show that the couple is living separately,

the marriage has broken down, and there is little pos-

sibility that the marriage could be repaired.

Couples who divorce often have children in com-

mon. When these children are minors or have special
needs, the divorce must address how the children will

be cared for and how they will be supported financially.

The arrangement of who will care for the children is

called child custody. Custody can be further divided

into physical and legal. Physical custody refers to who

provides daily care for the child. Legal custody refers to

who makes important decisions in the child’s life. In a

divorce, one parent can get custody and the other can

have visitation rights, or both the parents can share

custody. Shared custody is often called joint custody,

but does usually involve a perfectly equal division of

time spent with each parent.

Along with child custody decisions come decisions

about financial support of the child or children. There

is an expectation that each parent will contribute to the

financial support of the children. Most often the parent

who does not live with the child will be required to

provide more financial support. The parent who

houses the child supports the child directly through

housing, food, clothing, and similar expenses. There

are many variations in how states calculate a parent’s

responsibility for child support. Some states consider

only the nonresident parent’s income while other states

consider the income of both parents. Some states use a

simple percentage of income to calculate the amount

of support, while other states have more complex for-

mulas. In each state there is an office, funded by the

federal government, which can help people get and

enforce child support orders.

Divorces also divide the things that a couple owns.

Things such as a home, automobiles, furniture appli-

ances, and clothing are distributed either by agreement

or by a judge’s decision. Other nontangible things can

also be divided. Retirement savings plans and business

interests can be divided as well, and it is often difficult

to estimate the value of these items. If parties cannot

agree as to how to divide their possessions, the court

can make the division, or the court could order a sale

and have the proceeds divided. A small number of

states uses a system called ‘‘community property’’ in

which the possessions are divided equally between the

wife and the husband. Most states’ laws require a judge

to divide property in a way that is fair, which some-

times, but not always, means an even split.

Many couples who divorce have debts, and a

divorce can help resolve who is responsible for which

debts. Dividing debts is different from dividing prop-

erty because debts involve someone who is not a part

of the marriage. It can be harder to separate from a

credit card company than it is to separate from a
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spouse. A court can order one person to pay a parti-

cular bill, but if both people agreed to be responsible

for the debt originally, both people will still be respon-

sible. This becomes important if the person who pro-

mised to pay a bill can no longer pay it, decides not to

pay it, or tries to discharge the debt in bankruptcy.

Protecting yourself in these situations can be tricky.

In some divorce cases one former spouse makes

payment for the support of the other. This used to be

called alimony, and is often called maintenance now.

Maintenance payments are not based on gender, as

they used to be in the past, so either spouse may have

to support the other. Maintenance is more often a part

of a divorce where the marriage has been long and

where the parties do not have equal abilities to support

themselves. Maintenance can be awarded on a perma-

nent basis, or it can be for a specific time period.

Maintenance is often limited in time when it is for

the purpose of giving one spouse the opportunity to

get an education that will increase that person’s ability

to support herself or himself.

Divorce can be both a financial loss and an emo-

tional loss. Living expenses will increase because the

couple will maintain separate housing. At the same

time expenses are increasing, income may decrease.

Unless some kind of spousal support is awarded, each

former spouse will take home his or her own paycheck,

which may be less than that of the other. Emotionally,

divorce can mean loss of support and companionship

of the spouse, and even relationships with friends can

be affected. People experiencing this kind of loss may

be able to find a support group through local a social

service agency.

Lawyers can provide important services to people

who want a divorce. Lawyers can make sure that people

who agree to a divorce understand how the agreement

will affect them. Lawyers can also represent a spouse in

negotiating an agreement, or in presenting a case to a

judge for a decision. But lawyers can be expensive.

Sometimes free legal assistance can be obtained

through a local office of the Legal Services Corpora-

tion, or through other local agencies. Many people

represent themselves in a divorce, but where there are

complicated issues about children and finance, this

should be a last resort.

Finally, divorce is only available to married people.

While this may sound obvious, it affects a large num-

ber of people who establish a relationship without
being married. Such people cannot use the process of

divorce to help make decisions about which person

should receive which belongings, and how children

should be cared for. Other legal processes may be avail-

able, but those processes rarely cover the wide variety

of issues that come up when people end relationships.
Related Topics
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Doctor–Patient
Relationship
Cynthia M. A. Geppert

The relationship between doctor and patient is viewed

as the foundation for effective and ethical medical care.

The therapeutic goal of the doctor–patient relationship

has always been the alleviation of suffering and

enhancement of the health and well‐being. Every code
of medical ethics known places the doctor–patient

relationship at the center of the ethical principles,

duties, and virtues of medical professionalism. Recent

developments in health‐care delivery such as managed

care, use of midlevel providers, growth in the unin-

sured population, and the rapid pace of technological
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advance represent challenges to the traditional fidu-

ciary nature of the physician–patient relationship. A

fiduciary relationship is one in which there is a power

differential between the two parties, and this asymme-

try requires a special covenant of trust, confidence, and

professionalism to prevent exploitation and ensure

accountability. The principles of beneficence, respect

for persons, and nonmaleficence as well as the duties of

confidentiality and truth‐telling are grounded in this

fiduciary relationship.
Theoretical Views of the
Doctor–Patient Relationship

The last half‐century has seen a fundamental shift in

the balance of the doctor–patient relationship from

classical paternalism to increasing autonomy and part-

nership. A seminal 1992 article by Emanuel and

Emanuel outlined four models of relationship that

illustrate this shift. The first is a paternalistic model in

which the physician acts in the best interest of the

patient with the patient in a more passive role. The

second model is called informative and the patient

receives information from a physician expert. The

third model known as the interpretive sees the goal of

the relationship as mutual understanding of the

patient’s life narrative and its implications for treat-

ment. The final model is the deliberative in which the

physician provides relevant information and acts as a

teacher and advisor to facilitate the patient’s making

health‐care decisions consonant with their values.

These first two models are more familiar to many

elderly patients who may have less experience or feel

less comfortable with the two models emphasizing

self‐determination and shared decision‐making.
The Physician–Patient Relationship
and the Care of Aging Patients

Several studies suggest that older patients and their

practitioners may struggle with this shift in the

patient–physician relationship toward more mutuality

and less authority. The Medical Outcomes Study

showed that patients 75 years and older, those with

high school education or less, and members of minor-

ity groups had the least shared decision‐making at
office visits. Older women with multiple chronic med-

ical conditions such as arthritis, depression, and heart

disease, constitute the largest fraction of any geriatric

practice, and as a group may be especially likely to

encounter problems in the physician–patient relation-

ship. Loss of hearing and vision, and cognitive diffi-

culties from dementia or strokes may make discussion

problematic. Many older women may not have the

benefit of education and misunderstand technical lan-

guage crucial to the informed consent process. Provi-

ders, particularly younger professionals, may have a

tendency to attribute presenting symptoms to age,

personality, or somatization, and thus neglect serious

medical conditions.

Many women, members of the minorities, and

older patients in general may have an overly deferential

and respectful attitude toward authority that prevents

them from fully disclosing medication side effects,

and substance abuse, mental health, or sexual issues.

Older patients, conscious of their own mortality,

are often afraid to report signs or symptoms that

might herald a serious disease fearing a diagnosis of

cancer or other life‐threatening conditions. Both

patient and provider may not feel their age and mor-

bidity warrant preventive efforts, lifestyle medications

or active interventions that may be beneficial and

evidence based.
Public Health Implications

The public health impact of changes and difficulties in

the relationship between doctors and their aging

patients is enormous both in human and economic

costs. For instance, studies have shown that older

patients who do not have a primary care physician

have a higher rate of emergency room use for serious

medical problems. Persons above 65 represent only

12% of the population in this country but account

for one third of health‐care services and one half of

physician time. The Alliance for Aging Research

reports that appropriate geriatric care could reduce

nursing home and health‐care costs by 19% a year, an

estimated savings of $133.7 billion in 2020. Results of

the Medical Outcomes Study in 1995 suggest that

increased participatory decision‐making may optimize

patient care outcomes particularly in the case of the

chronic diseases so prevalent in an aging cohort.
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The role of caregivers is often important in geriatric

medicine and generates unique ethical dilemmas such

as reporting elder neglect and abuse. Caregivers,

usually spouses or daughters, provide a substantial

amount of care for older patients especially those

with dementias. This caregiving saves the health‐care
system resources, but places a heavy burden on the

caregiver. Physicians caring for older patients with

cognitive impairment or terminal illnesses are being

confronted with the professional duty to balance the

needs and concerns of both the patient and caregiver.

Perhaps the greatest obstacle to achieving compas-

sionate and competent relationships between aging

patients and physicians is the serious shortage of ger-

iatricians. Only 650,000 of the currently practicing

physicians are trained in geriatrics. This shortage will

require a concerted governmental and organizational

effort to train all doctors, but especially primary care

physicians to treat geriatric patients. Reinforcing the

need for a trained and dedicated cadre of geriatric

physicians is the increasing political activism of the

elderly cohort and its rising influence as a powerful

political constituency. A survey from the American

Association of Retired Persons found that respondents

who wished to see more equality in the physician–

patient relationship, were interested in receiving more

health‐care information, and redressing of inadequate

communication with their providers. Those surveyed

also intended to become involved in health‐care reform
at local and federal levels (Harvey 1989). As the elderly

embrace the consumer movement in health care, med-

ical education, and physician attitudes must also

change from directive to empowering the elderly to

share the responsibility for long life and good health.
Related Topics
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Domestic Partnerships
Nancy Mendez

In the United States, domestic partnership is a legal

status similar to marriage that has been available to

same‐sex couples (and sometimes opposite‐sex cou-

ples). The term domestic partnership refers to a legal

arrangement in which two individuals are treated as

one legal unit for certain purposes. The legal status falls

short of same‐sex marriage.

Some of the local and state Domestic Partnership

Bills are not limited to same‐sex relationships. They

define domestic partnership as ‘‘two people living

together in a committed relationship.’’ Elderly hetero-

sexual couples may wish to have certain benefits with-

out getting into complicated tax situations or risk

losing existing benefits. There are also ‘‘family units’’

that cannot get married, e.g., an elderly sister and

brother living together. Increasing numbers of elderly,

particularly women, live in companionate nonconjugal

unions. Granting domestic partnership benefits to

nonmarried couples and blood relatives responds to

the diverse ways Americans actually structure their

intimate lives.

According to the 2000 Census Bureau, 5,475,768

homes are headed by unmarried partners. Of the house-

holds headed by unmarried partners, 594,391 or 10.9%

are partners of the same sex, while 4,881,377 or 89.1%

are headed by partners of the opposite sex. It is believed

by many researchers that the 2000 census underesti-

mates the number of same sex domestic partners, some

of whom deliberately fail to report themselves as such.

Unfortunately, there is no way to gauge precisely the

extent of this undercount. A recent study examining the

1990 census estimated that the census underreported by

two thirds the number of same‐sex couples.
Although the majority of the domestic partners are

of the opposite sex, the roots of domestic partnership

can be found in the gay rights movement. In the Uni-

ted States, the push to obtain the legal protections of

civil marriage such as health insurance, hospital visita-

tion, and Social Security survivor benefits for same‐sex
families has been growing since the early 1970s. The

first domestic partnership benefits were offered in 1982

to employees of the Village Voice, a local newspaper in

New York City. In 1985 Berkeley and West Hollywood,

California became the first local governments to grant

http://www.agingsociety.org/agingsociety/pdf/trainging.pdf
http://www.agingsociety.org/agingsociety/pdf/trainging.pdf
http://www.aoa.dhhs.gov/
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domestic partnership benefits. Today over 150 local

governments, thousands of companies, nonprofit

organizations, unions, colleges, and universities offer

domestic partnership benefits. But the effort did not

reach widespread national attention until the 1990s

after a series of court rulings, legislative votes, and

political actions that encouraged both supporters and

galvanized opponents.

Domestic partnership in the United States is deter-

mined on a state‐by‐state basis. The type and extent of

benefits also vary depending on the state or local gov-

ernment. For example, medical decision making is often

not granted, nor are the benefits applicable outside the

jurisdiction where they are granted. Currently, ten states

offer some type of domestic partnership benefits to their

employees. These states include California, Connecticut,

Delaware, Iowa, Massachusetts, New York, Oregon,

Vermont, Washington, and Wisconsin. The following

are common guidelines that most governments and

companies use to determine who can qualify for domes-

tic partnership.

� Have lived together for a specified period (gener-

ally, at least 6 months).

� Are responsible for each other’s welfare.

� Are not blood relatives.

� Are at least 18 years of age.

� Are mentally competent.

� Are life partners and would get legally married

should the option become available.

� Are registered as domestic partners if there is a local

domestic partner registry.

� Are not legally married to anyone.

� Agree to inform the institution or company in the

event that the domestic partnership is terminated.

In some instances, domestic partnership policies

apply only to same‐sex couples. However, some poli-

cies also apply to unmarried heterosexual couples,

particularly to elderly ones who may wish to have

certain benefits without getting into complicated tax

situations. For instance, California’s laws apply to all

same‐sex couples above 18, but include heterosexual

couples only if they are above 62.

No matter how expansive the domestic partnership

offered, states can not grant immigration rights, the

ability to collect Social Security benefits after the death

of a partner, the ability to file jointly for federal taxes,

property transfer that are free of federal taxes, veteran

pensions, agricultural loans, and hundreds of other
federal benefits that are given to opposite‐sex married

couples. Additionally, domestic partnerships cannot be

transferred to other states and dissolving them often

involves lengthy residencies in the state where they

were granted. Indeed, many areas that grant domestic

partnerships do not even have a procedure established

for dissolving them. Without being able to dissolve a

domestic partnership, individuals can be left unable to

register a new partner for benefits. Moreover, if a

domestic partnership becomes violent or coercive, the

lack of easy escape options can also exacerbate the

abuse. Another problem with domestic partnerships

is that the requirement for joint financial responsibility

can leave a partner liable for the other partner’s

finances without an equitable distribution of joint

finances or child custody.

Potentially serious legal issues arise from the

conflict between state domestic partnership, same‐
sex‐marriage laws, and the structure of US federal

law, which under the Defense of Marriage Act

(DOMA) does not extend federal law recognition to

those unions. This means that, for example, though

they may be essentially ‘‘married’’ under the law of

some states, partners would not be entitled to spousal

rights to Social Security, to spouse benefits in the other

partner’s private employer pension and will not be

treated as ‘‘spouses’’ for purposes of any federal tax law.

Before November 2004, four states had antimar-

riage constitutions, which had been used to legally

argue against recognizing any nonmarriage status,

such as job benefits and Civil Unions for same‐sex
couples. The November 2004 election brought 11

more antimarriage state constitutional amendments

as well as Louisiana and Missouri earlier in that same

year. In all, 17 states have amended their constitutions

to ban gay marriage; 10 of these extend beyond mar-

riage to eliminate other forms of partnership recogni-

tion including civil unions and domestic partnerships.

These initiatives go beyond blocking future progress

for ‘‘gay marriage.’’ They have also dismantled domes-

tic partnerships and other civil contracts that have

provided legal protection and benefits for decades to

heterosexual and straight couples alike, who could not

or would not marry.

In most states domestic partnership have not been

legalized; consequently, there is no expectation that

lesbian, gay, bisexual, transgender (LGBT) partners or

unmarried heterosexual partners will be extended the

same rights as legally married couples when seeking
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medical care and long‐term care facilities. In addition,

surviving domestic partners are not granted Social

Security benefits or property inheritance that a

widowed spouse would receive. Likewise, pension,

401(k) regulations, and tax laws do not recognize

domestic partners.

Given these laws it is crucial for LGBT couples,

particularly those approaching later life, to entrust

each other financial and medical decision making cap-

abilities via legal procedures such as power of attorney,

healthcare proxies, and living wills.
Related Topics

>Homosexuals, >Marital status
Suggested Readings

Bailey R (1999) Gay politics, urban politics: identity and economics

in the urban New York. Columbia University Press, New York

Carrington C (1999) No place like home: relationships and family

life among lesbians and gay men. Chicago University Press,

Chicago, IL

Duggan L, Hunter ND (1995) Sex wars: sexual dissent and political

culture. Routledge, New York

Statsky WP (2001) Family law. Thomson Learning, Albany, NY,
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Down Syndrome
Deborah J. Gould

An English physician, John Langdon Down, first

described Down syndrome in 1862. It was not until

1959 that the cause of the syndrome was found. Indi-

viduals normally have 23 pairs of chromosomes. For

each pair of chromosomes, one chromosome is inher-

ited from the mother and one from the father. In Down

syndrome, there is an extra chromosome 21. Thus,

another name for Down syndrome is Trisomy 21.

Down syndrome is a major cause of moderate to

severe mental retardation. In addition to intellectual

impairment the disorder has medical conditions asso-

ciated with it. These include congenital malformations

of the heart and gastrointestinal tract, hearing loss, and
leukemia. There are also characteristic physical features

(dysmorphic features) found in the disorder including

slanting eyelids, short stature, small hands and feet,

and flattening of the back of the head. The degree of

impaired intellect and dysmorphology varies with

the number of cells in the body containing the extra

chromosome. Because of the different ways in which

the extra chromosome is derived, not all cells of the

fetus may be affected. This phenomenon is called

mosaicism.

The incidence of Down syndrome is 1/600 live

births. Maternal age is a risk factor for Down syn-

drome with the incidence rising from 1/600 births for

a maternal age of 20 to 1/370 for a maternal age of 35

and to 1/105 for a maternal age of 40. However,

because fewer older women have children, the majority

of children born with Down syndrome have younger

mothers. Paternal age does not have a significant

impact on the incidence of Down syndrome.

There are now tests that can diagnose the syndrome

prenatally. The mother’s blood can be tested for

levels of alpha fetoprotein (AFP), human chorionic

gonadotropin (hCG), and unconjugated estriol

(uE3). Abnormal levels of these substances in the

mother’s serum are predictive for Down syndrome

and the diagnosis can be confirmed by tests such as

amniocentesis accompanied by fetal chromosome ana-

lysis that directly examines the fetus’s karyotype (the

number and morphology of the chromosomes).

The life expectancy of individuals with Down syn-

drome has increased over the last 30 years because of

the ability to treat the comorbid medical conditions.

However, with longer survival came the discovery that

many people with Down syndrome develop Alzheimer

dementia at a young age. Studies have shown that for

individuals with Down syndrome 10–25% develop

Alzheimer Disease (AD) by the age of 40–49, 20–50%

by the age of 50–59, and 60–75% by the age of 60. AD

in individuals with Down syndrome occurs at a much

younger age and with greater frequency than in the

general population. This finding led researchers to

explore the role of chromosome 21 in AD. Researchers

found a gene on chromosome 21 responsible for the

formation of a material called b‐amyloid, a protein

that contributes to the development of Alzheimer’s.

With treatment of the medical problems found in

Down syndrome, individuals with the syndrome can

live fairly long and productive lives with the appropri-

ate assistance. The degree of intellectual impairment

associated with Down syndrome varies widely. Some
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people with Down syndrome can live independently or

within a supervised environment such as a group

home. Over the last decade more children with Down

syndrome have been educated in schools where most

students are not disabled, as opposed to separate

schools for children with special needs. Vocational

training has increased and individuals with Down syn-

drome are often employed. When given the opportu-

nity, individuals with Down syndrome will develop

good social skills and form meaningful relationships

with people both inside and outside the family.
Related Topics

>Capacity, >Dementia
Suggested Resources

eMedicine.com,Inc. Feb.17, 2005. Alvarez, N. Alzheimer disease in

individuals with Down syndrome. http://www.emedicine.com/

neuro/topic552.htm

National Association for Down Syndrome. http://www.nads.org

National Down Syndrome Society. http://www.ndss.org

National InstituteofChildHealthandHumanDevelopment,National

Institutes of Health. March, 2005. Facts about Down syndrome.

http://www.nichd.nih.gov/publications/pubs downsyndrome/

down.htm
Driving Safety
Kristin A. Cassidy

Contrary to a commonly held belief, the number of

motorist and pedestrian fatalities caused by older adults

is far less than drivers in any other age category. Unfor-

tunately, when older drivers are involved in an accident,

insurance data indicate that they are more likely to be

severely injured or killed than the other people

involved in the crash. The death rate per mile driven

for drivers aged 65 and older is second only to that of

teenagers. This is mostly due to the fact that older

adults are more vulnerable to injuries and are more

likely to die from those injuries than younger people.

In 2004, while persons above 70 comprise 9% of

the US population, nearly 12% of the 42,636 traffic
fatalities were from this age group. Of these fatalities,

57% were men and 43% were women. Of the 58,080

total drivers involved in fatal crashes, 7.8% were 70

years or older. This compares to 13.6% in the 15–20

age group.

People often find, as they grow older that some of

their senses are not as sharp as they used to be. Dete-

riorating vision, hearing loss, slower reaction times

and other physical and cognitive impairments that

often accompany aging may affect an older person’s

ability to drive safely. Although not all older adults

have difficulties when driving, insurance data show

that as drivers age, they become more likely to be at

fault in an accident. Therefore, it is important for older

persons and their loved ones to be aware of these

heightened risks and regularly evaluate any changes

in driving skills.

Driver’s license renewal regulations vary by state.

Some states require people over a certain age (usually

65 or 70) to take special tests when renewing their

license or to renew more often. Other states do not

have any special regulations for older drivers. Regard-

less of the regulations, older drivers may want to be

tested for their own peace of mind. The local Bureau of

Motor Vehicles or Area Agency on Aging can provide

information on where to get tested.

Depending on the severity of the driving impair-

ment, there are several options available to the older

person. For those who have minimal impairment,

driving refresher classes specifically for older adults

are offered at many senior centers, American Associa-

tion of Retired Persons (AARP) chapters, hospitals,

automotive clubs, community colleges, or local agen-

cies on aging. These classes typically cover reminders

and updates of the driving laws, suggestions for how to

adjust to normal, age‐related physical changes that may

affect driving, driving safety tips, how different medi-

cations may interfere with driving safety, and how to

continually appraise driving skills. Many insurance

companies will even give a discounted rate to people

who take approved refresher classes. Some states have

laws requiring insurance companies to give a discount

to anyone who completes an approved driver improve-

ment course. Occupational therapists can also evaluate

a driver and suggest equipment to adapt a car for

certain impairments. For example, a person with lim-

ited arm movement may attach a spinner knob to their

steering wheel to allow for one‐handed steering. Even

something as simple as installing extra mirrors can

help a person suffering from the stiffness of arthritis.

http://www.emedicine.com/neuro/topic552.htm
http://www.emedicine.com/neuro/topic552.htm
http://www.nads.org
http://www.ndss.org
http://www.nichd.nih.gov/publications/pubs
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Some older pers ons may be in denial of a decline in

driv ing skills . This is und erstand able since many peo-

ple eq uate having a car w ith freedom and indepen-

dence. It is impor tant for loved one s to step in and

offer assista nce to help ease this life transitio n. A friend

or relative can help the older adult by seeking out other

optio ns for transpor tatio n.

One way a loved one can help is by contacting

friend s and fam ily members and making a list of peo-

ple w ho are w illing to give t he person a ride w hen

need ed. The list should include impor tant informati on

such as their phone number s and the times they are

available. In ur ban area s, public transp or tatio n is

anoth er alte rnative to driv ing . Many cities offer dis-

counted passes for senio r citize ns. A loved one can help

by getting t he schedule s and w riting up a plan for

which bus or tr ain to take to spe cific des tinations

(e.g ., the grocer y store, a friend’s house, the theate r,

the mall, the doctor ’s office, etc.). Lo cal senior center s

also ofte n have programs that prov id e transpor tatio n

to medica l appoi ntments at a low cost.

By being aw are of age ‐ relat ed changes in driv ing
skills , see king ways to adapt to those chan ges, and

putti ng safet y first, older adults can exte nd their trip

on the road of in depende nce and successful aging .
Related Topics

>Accidents, >Alzheimer’s disease, >Dementia,

>Pedestrian injuries, >Role loss, >Transportation

services, >Vision
Suggested Readings

National Center for Statistics and Analysis of the National Highway

Traffic Safety Administration. http://www‐nrd.nhtsa.dot.gov/
departments/nrd‐30/ncsa/ Insurance Institute for Highway

Safety Status Report, September 2001, Special Issue on Older

Drivers 36(8). http://www.highwaysafety.org/sr/pdfs/sr3608.pdf
Suggested Resources

AAA Foundation for Traffic Safety—Senior Driver Website. http://

www.seniordrivers.org

AARP Driver Safety. http://www.aarp.org/families/driver_safety

American Medical Association’s Physician’s Guide to Assessing

and Counseling Older Drivers. http://www.nhtsa.dot.gov/

people/injury/olddrive/OlderDriversBook/index.html
Drug Interactions
Matthew A. Fuller

Adverse drug reactions are common especially in older

adults. This population exhibits physiologic changes

associated with aging that affects the way in which

the body handles drugs, pharmacokinetics, and the

way in which drugs impact the body, pharmacody-

namics. Adverse drug reactions may also occur when

two or more drugs possessing similar or antagonistic

actions are used in combination with each other. While

only a small proportion of adverse drug reactions in

patients occur secondary to these drug–drug interac-

tions, they are important because they are often pre-

dictable.

Clinicians need to be mindful and make efforts to

avoid and manage drug–drug interactions. This is par-

ticularly true for the elderly as the number of medica-

tions taken increases in older adults, the risk of drug–

drug interactions increases. In fact, when the number of

drugs prescribed reaches eight, the risk of a drug–drug

interaction approaches 100%. This is a sobering piece

of information considering that individuals in nursing

homes on average receive at least this number of med-

ications. Drug interactions also contribute to avoidable

hospital admissions in older adults with a resultant

increase in the risk of morbidity and mortality.

Drug–drug interactions may result from a drug’s

inherent pharmacokinetic or pharmacodynamic prop-

erties. Pharmacokinetic mechanisms for drug–drug

interactions include alterations in drug absorption,

distribution, systemic drug metabolism and excretion.

Pharmacodynamic drug interactions may occur when

two drugs possessing a similar effect are combined

(additive or synergistic) or possess opposite or antago-

nist effects. In addition, a pharmacodynamic interac-

tion may arise when one drug changes the environment

necessary for another drug to be used safely. Therefore,

drug combinations may produce either additive or

diminished effects depending on the combination uti-

lized. One needs to be careful, however, not to ascribe

a lack of efficacy of a drug or drugs to a lack of adher-

ence. Adherence to medications is often not 100% and

the possibility of a drug–drug interaction should be

considered.

The most frequently encountered drugs involved

in drug–drug interactions in the elderly include

http://www&hyphen;nrd.nhtsa.dot.gov/departments/nrd&hyphen;30/ncsa/
http://www&hyphen;nrd.nhtsa.dot.gov/departments/nrd&hyphen;30/ncsa/
http://www.seniordrivers.org
http://www.seniordrivers.org
http://www.aarp.org/families/driver_safety
http://www.highwaysafety.org/sr/pdfs/sr3608.pdf
http://www.nhtsa.dot.gov/people/injury/olddrive/OlderDriversBook/index.html
http://www.nhtsa.dot.gov/people/injury/olddrive/OlderDriversBook/index.html
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furosemide, digoxin, warfarin, angiotensin‐converting
enzyme inhibitors, NSAIDs, and amiodarone.

Changes in systemic drug metabolism and excre-

tion appear to be the most common pharmacokinetic

parameters impacted in the elderly. Drugs metabolized

in the liver undergo either Phase I or Phase II meta-

bolism. Phase I metabolism involves very specific

enzymes responsible for metabolism. There are a

large number of these enzymes encompassing various

families. These enzymes are broadly called cytochrome

P450 enzymes. While both Phase I and Phase II meta-

bolism can be affected, the primary route of drug

metabolism for most drugs is Phase I oxidation and

specifically cytochrome P450 enzymes. The cytochro-

me P450 enzymes are responsible for the metabolism

of approximately 75% of all drugs. As understanding

of enzyme substrates, inhibitors, and inducers increa-

ses, appropriate utilization of this information will

allow clinicians to better predict and therefore manage

drug–drug interactions in the vulnerable older adult

population.

Changes in drug excretion primarily involve the

kidney (renal) and its ability to remove polar metabo-

lites produced in the liver. Changes in renal excretion

can occur due to various mechanisms. It is well known

that after 40 years of age there is approximately 1%

decline in renal function per year. The usual laboratory

assessment of a blood test for creatinine does not

reflect this change and may be normal despite the

decrease excretion capacity. The clinician needs to be

mindful of this decrease when evaluating medication

regimen or prescribing new agents so that the appro-

priate dose is utilized. The use of a usual adult dose of a

medication for the older adult may result in side effects

and toxicity unless reduced appropriately.

In addition to drug–drug interactions, one also

needs to be aware of the potential for herb–drug

interactions. Older adults often supplement their pre-

scribed medications with herbal products. Unfortu-

nately, this information is usually not presented to

health care clinicians, as herbs are often not considered

as medications per se. The lack of complete informa-

tion makes the evaluation of a medication profile

difficult and increases the potential for drug–drug

interactions. Individuals who supplement their pre-

scriptions with herbal or other alternative agents

should provide this information to their health‐care
clinicians so they may provide better care by reviewing
for the potential, predicting, and managing drug–drug

interactions.
Related Topics

>Adherence, >Adverse drug reactions, >Polyphar-

macy
Suggested Readings

Doucet J, Chassagne P, Trivalle C et al (1996) Drug–drug interac-

tions related to hospital admissions in older adults: a prospec-
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Hohl CM, Dankoff J, Colacone A, Afilalo M (2001) Polypharmacy,

adverse drug‐related events, and potential adverse drug inter-

actions in the elderly patients presenting to an emergency

department. Ann Emerg Med 38:666–671

Juurlink DN, Mamdani M, Kopp A, Laupacis A, Redelmeier DA

(2003) Drug–drug interactions among elderly patients hospita-

lized for drug toxicity. JAMA 289:1652–1658

Rollason V, Vogt N (2003) Reduction of polypharmacy in the

elderly: a systematic review of the pharmacist. Drugs Aging
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Suggested Resources

Senior Care Online University for Professionals. Multidisciplinary

medication management project, November 10, 2005. http://
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Durable Power of Attorney
Marshall B. Kapp

For various reasons ranging from convenience to phy-

sical and mental incapacitation, individuals sometimes

want or need others to make financial and personal

(e.g., health care) decisions and take actions for them.

The law provides mechanisms to accomplish planned,

voluntary delegations of authority from one person to

another.

The standard power of attorney (POA) is a written

legal instrument authorizing a person (designated an

http://www.scoup.net/M3Project/topten
http://www.scoup.net/M3Project/topten
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agent or attorney‐in‐fact) to sign documents and con-

duct transactions on behalf of the individual who has

delegated away that authority (the principal or maker).

The principal can delegate as much (e.g., a general or

complete designation) or as little (e.g., a delegation

specifically delineating the types of choices the agent

may and may not make) power as desired. The princi-

pal may terminate or revoke the arrangement at any

time, as long as the principal remains mentally com-

petent to do so.

The POA in its traditional form does not work well

as a method for dealing with medical decision making

authority on a voluntary, prospective basis. The ordi-

nary POA terminates automatically when the principal

who created it dies or becomes mentally incompetent.

The underlying theory is that, because a deceased or

incompetent person no longer has the physical or

mental ability to revoke the POA, the law should exer-

cise that right immediately in the principal’s stead.

This rationale makes strong sense when the agent’s

power concerns financial matters handled for the prin-

cipal. However, a person who establishes a standard

POA to help in managing health affairs would be cut

off from such assistance at precisely the moment when

assistance is needed the most, namely, when the prin-

cipal is unable to act personally.

In an effort to get around this practical problem,

every state legislature has enacted statutes authorizing

citizens to create (or execute) a durable power of

attorney (DPOA) instrument. In contrast to the ordi-

nary POA, the effect of a DPOAmay endure or continue

beyond the principal’s later incapacity as long as that

continuing authority is what the principal intended in

executing the DPOA.

To remove any ambiguity about the applicability

of the DPOA concept to the area of health care

decision making (including but not limited to choices

about the initiation, continuation, withholding, or

withdrawal of life‐sustaining medical treatments such

as mechanical ventilators or antibiotics), almost every

state has enacted legislation explicitly authorizing the

use of the DPOA in the medical context. Some states

use terminologies such as health care representative,

health care agent, or health care proxy. In addition, a

number of states employ a single, comprehensive

advance directive statute to expressly authorize com-

petent adults to execute both proxy and instruction

directives; other states maintain separate statutes for

each type of advance directive. Under most state laws,
to prevent a real or apparent conflict of interest from

materializing either in fact or perception, the health‐
care providers for the principal who has executed a

DPOA are disqualified from serving as agents under

the DPOA. The agent may, but does not need to be, a

family member of the principal.

Proxy directives provide the advantage, for both

consumers and their service providers, of legally

empowering a live advocate for the principal who can

enter into discussions and make decisions regarding

the principal based on the most current information

and other considerations, most importantly the agent’s

interpretation of the principal’s previously expressed

and implied wishes. Although it usually works reason-

ably as intended, a DPOA sometimes goes badly awry.

A service provider, for instance, may become aware

of an agent named under a now‐incapacitated indi-

vidual’s DPOA who is misusing or exploiting the

principal’s finances, abusing the principal, or grossly

neglecting the principal’s medical or residential needs.

In such circumstances, the professional caregiver con-

fronts ethical quandaries about whether to initiate a

conservatorship/guardianship proceeding or otherwise

request judicial involvement. When the professional

caregiver sees no other effective, less intrusive means

of dealing with these sorts of scenarios, referring the

situation to the legal system, through official notifica-

tion of the local adult protective services (APS) agency,

probably is the best course to follow.

Another limitation of the DPOA is the legal and

practical requirement that the person who would like

to delegate general or limited authority to an agent

actually have a suitable, willing, and able person to

whom to delegate that authority. DPOA is irrelevant

for people who do not have available to name as a

potential agent an individual whom they can trust to

make future financial and/or personal decisions for

them. The combination of population aging and a

weakening of family structures is producing a sig-

nificant social development of growing numbers of

‘‘unbefriended’’ older persons without family members

or friends available and willing to act as appointed

decision‐making agents for them.
Related Topics

>Advance directives, >Capacity, >Conservatorship,

> Informed consent, > Living wills
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Dyspareunia
Karen Ashby

Dyspareunia is pain prior to, during, or after, sexual

intercourse. Dyspareunia is more common in women

but can affect either sex. Many women will experience

dyspareunia at some time in their life. Sometimes a

medical or physical etiology may not be obvious and

psychosocial factors also can play an important role. In

men, dyspareunia can be related to an allergic reaction

to a condom or spermicide. An infection of the pros-

tate or prostatitis may also cause pain. If a female

partner has a vaginal infection or dryness, the male

can experience discomfort during intercourse.

Dyspareunia can have several different causes. For

instance, vaginismus is a ‘‘spasm’’ or contraction of the

muscles surrounding the vagina. Women with vaginis-

mus have pain with insertion of tampons as well as

with penile penetration. Vulvodynia and vulvar vesti-

bulitis are both conditions that are characterized

by painful intercourse. They are also characterized by

vulvar burning and itching. The discomfort may not

necessarily be associated with intercourse.

In older women vaginal dryness is a common cause

of dyspareunia. This is a common problem for women

that are not on hormone replacement. Dyspareunia

can also be caused by abnormalities of the uterus or
pelvic organs. Woman may describe the pain as feeling

that something is being ‘‘pushed’’ or ‘‘bumped’’ during

intercourse. An enlarged uterus or ovary can cause

painful intercourse especially during deep penetration.

A prolapsed or ‘‘dropped’’ uterus or bladder may also

cause discomfort. Dyspareunia can also result from

previous pelvic surgery or infection. These conditions

can reduce movement of the pelvic organs resulting in

pain with deep penetration.

Women who experience trauma such as rape

or sexual assault may also experience dyspareunia.

Unfortunately, many women may have difficulty shar-

ing this information with their health‐care providers.
In order to treat dyspareunia appropriately the

cause must be identified. The time at which the pain

occurs during intercourse and other associated symp-

toms can help determine the potential etiology. For

instance, pain during entry may have a different etiol-

ogy than pain with deep penetration. It is also impor-

tant for a health‐care provider to know when in a

woman’s life symptoms began. For example, if a

woman’s symptoms began around or shortly after

menopause, her symptoms could result from atrophic

vaginal tissue. She may describe her symptoms as

burning or ‘‘friction’’ with intercourse. Vaginal lubri-

cants or estrogen can improve dryness and decrease

pain. For women with a history of endometriosis,

pelvic surgery, or infection, treatment of dyspar-

eunia is aimed at restoring pelvic organs to their

normal position and reducing scar tissue. Surgical

management may also be recommended for women

with symptomatic prolapse of the uterus, rectum, or

bladder.

Women with a history of sexual abuse or treatment

may benefit from psychological evaluation and treating

any depressive symptoms that are present.
Related Topics

>Rape, > Sexual dysfunction, > Sexuality, >Vaginis-

mus
Suggested Resources

www.medem.com

http://familydoctor.org

http://www.abanet.org
http://www.caringinfo.org
www.medem.com
http://familydoctor.org
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Dysphagia
Jane Prasse
Oropharyngeal Dysphagia

In adults as well as children, congenital and acquired

malformations, neurological and neuromuscular dis-

eases, tumors, gastroesophageal reflux disease, stric-

tures, and webs are the main conditions leading to

dysphagia. In addition, cervical spine surgery, bracing

of neck following cervical spine surgery, upper esopha-

geal sphincter dysfunction as well as radiation and

chemotherapy to the head and neck have shown to

cause oropharyngeal dysphagia. In the elderly, overall

muscle atrophy of the tongue, pharynx and upper

esophagus, generalized weakness as well as cervical

osteophytes have also been noted to cause dysphagia.
Esophageal Dysphagia

Esophageal dysphagia is often characterized by the sensa-

tion of pressure in the chest area, a ‘‘sticking’’ sensation of

food in the sternum/chest area. Symptoms may be more

pronounced with solids versus liquids, or vice versa.

Esophageal dysphagia is often the result of aging,

infection, and irritation causing narrowing, head and

neck cancer, tissue scarring following radiation treat-

ment to the head and neck, gastroesophageal reflux

disorder, alcoholism (esophageal varices), esophageal

diverticuli (small sacs or pouches in the esophagus),

achalasia (difficulty moving food through the esopha-

gus), esophageal spasm, nutcracker esophagus (diffi-

culty and/or pain associated with swallowing due to

excessively strong contractions of the esophagus),

scleroderma, and/or diabetes mellitus.
Signs and Symptoms of Dysphagia

Individuals with dysphagia may demonstrate coughing

or choking before, during, or after meals and during

the swallowing process. Others may not demonstrate

outward signs of difficulty, but instead present with

vocal quality changes, fevers after meals and recurrent

aspiration pneumonias. Patients may report the sensa-

tion of food or liquid ‘‘sticking’’ in the throat area,
often referred to as a globus sensation. Individuals

with oropharyngeal dysphagia (dysphagia due to pro-

blems prior to or during the initiation of the swallow)

as well as esophageal dysphagia are at high risks

for developing aspiration pneumonia, thus having

higher morbidity and mortality rates as well. Without

proper diagnosis and treatment, dysphagia can lead to

chronic and even fatal conditions, such as malnutri-

tion, dehydration, and weight loss.
Diagnosis and Treatment
of Dysphagia

Diagnosis of dysphagia may be performed by an infor-

mal means, often performed by the primary care

physician, a speech‐language pathologist, or an otolar-

yngologist. If oropharyngeal dysphagia or aspiration is

suspected, objective measures are often recommended

including videofluoroscopy or modified barium swal-

low (sometimes called ‘‘cookie swallow’’) or fiberoptic

endoscopic evaluation of swallowing.

If esophageal dysphagia is suspected, a barium

swallow or esophogram is performed. Depending on

the type of dysphagia suspected and the individual’s

medical stability, the appropriate test will be chosen to

determine the cause and establish a plan of treatment.

Treatment of oropharyngeal dysphagia includes

identification of safe swallowing strategies, altering

the consistency of food and viscosity of liquid, as well

as postural changes to reduce the amount of residual

and minimize the weakness throughout the oral cavity

and pharynx. In addition, exercises to strengthen and

improve coordination of the swallowing muscles,

including the tongue, velum (the soft palate), and

pharynx are often beneficial, especially in the retrain-

ing of the swallowing muscles. For individuals with

severely impaired swallow function and recurrent

aspiration, feeding or gastrostomy tube placement

may be necessary.

Treatment of esophageal dysphagia may range

from pH monitoring, reflux precautions and medica-

tions to endoscopy or esophageal dilatation and surgi-

cal intervention for obstructive processes.
Related Topics

>Peptic ulcer disease, >Pneumonia
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Dysthymia
Daniel Brian Keaton

Dysthymia is a chronic, low‐intensity mood disorder

characterized by depressed mood (extreme irritability

in children and teenagers) for more days than not, for

most of the day, or for at least 2 years in adults and

1 year in children and teenagers. Hallmarks include at

least two of the following: poor appetite or overeating,

insomnia or hypersomnia; low energy, excessive tired-

ness, or fatigue; poor self‐esteem, difficulties with

memory, concentrating, or making decisions; or feel-

ings of hopelessness and helplessness. Most individuals

with this disorder complain that they have been

depressed for as long as they can recall, and possibly

lack pleasure in acts that are normally pleasurable. The

individual has never been without symptoms for more

than 2 months at a time. The term ‘‘dysthymia’’ was

first used in order to bring a clearer understanding of

depressive disorders that did not meet the criteria for

major depression, were more chronic and less severe,

and implied a chronic, low‐grade depression that lasts

more than 2 years.

Dysthymia appears to have both psychological as

well as biological etiology and tends to respond to

medication and psychotherapy equally. Long‐term
psychotherapy is frequently able to bring about lasting

change in dysthymic individuals. Using the best defini-

tion possible, as outlined in the Diagnostic and Statis-

tical Manual of Mental Disorders, Fourth Edition, Text

Revision (DSM‐IV‐TR), this is a common condition

with a lifetime prevalence of 6%, affecting about 3%

of the population in the United States. The incidence

is about three times greater in women than men

from adolescence through menopause. It occurs more
often in unmarried persons, those with low incomes,

and those with more health problems; hence, elderly

patients are particularly susceptible.

Dysthymia commonly coexists with other psychia-

tric illnesses. In fact, about 75% of those with dysthy-

mic disorder have another psychiatric diagnosis, the

most common of which is major depressive disorder.

About half of those with dysthymia have gradual onset

prior to the age of 25. They are at increased risk for

major depression or for bipolar I or bipolar II. Other

common disturbances that exist with dysthymia are

anxiety disorders such as panic and substance abuse,

attention deficit disorder, conduct disorder, and per-

sonality disorders. Women with dysthymia are also at

risk of premenstrual syndrome (PMS), premenstrual

dysphoric disorder (PMDD), and pregnancy‐related
depression. In helping to make the diagnosis one

must take care to be sure that the person does not

have major depression, and if one does, it is known

as double depression. Also it is important to note that

there is no mania or hypomania associated with this

diagnosis.

The causes of dysthymia are not clear, but some of

the same factors that cause major depression have been

implicated so that biological, psychological, and social

factors are most likely involved. Some of the biological

factors seen in major depression also occur in dysthy-

mia, such as rapid eye movement (REM) latency

and decreased REM density (REM occurs during sleep).

Those with dysthymia are much less likely to have

positive results on tests of the adrenal axis (abnormal

levels of hormones in the blood) such as the dexa-

methosone‐suppression test (DST). Psychological the-

ories relate to early developmental problems while

cognitive theories revolve around diminished self‐
esteem and sense of helplessness.

While the outlook for those with this disorder used

to be quite dismal with only about 15% achieving a

complete remission, newer treatments have raised this

to about 75%. Newer treatments include some of the

medications that raise serotonin levels of the neuro-

transmitters such as the antidepressants Prozac, Paxil,

Zoloft, Celexa, etc. Psychotherapies also have proven

effective with and without medications. These include

cognitive–behavioral, interpersonal, insight‐oriented,
family, and group therapies. Hospitalization is not

usually indicated unless the individual with dysthymia

is suicidal.
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Early Retirement
Brandy L. Johnson

Early retirement is a term that has more than one

meaning. Early retirement can refer to the age an

individual can start to receive Social Security benefits.

The term can also refer to the practice of retiring before

reaching an employer’s official retirement age.

As applied to Social Security, early retirement refers

to the practice of retiring before reaching 65. Indivi-

duals who wish to retire early can start receiving their

Social Security benefits after turning 62. However,

when individuals start to receive their benefits before

the age of 65, their benefits will be reduced a fraction of

a percent for each month before their full retirement

age. Thus, as a general rule, early retirement will pro-

vide about the same total of Social Security benefits

over an individual’s lifetime, but they will be paid out

in smaller amounts. The advantage to early retirement

is that an individual can collect benefits for a longer

period of time. The disadvantage, however, is that the

individual’s benefit is permanently reduced.

As stated, when applied to an individual’s employer,

early retirement refers to the practice of retiring before

reaching the employer’s official retirement age. Many

businesses offer early retirement packages meant to

encourage employees to opt for early retirement. For

example, a company may offer a package that includes

an enhanced pension or up‐front lump‐sum payments.

Many individuals dream of an early retirement.

However, early retirement often requires that the indi-

vidual manage his or her expenses. This includes either

reducing or eliminating debt. Individuals who wish to

retire early must also invest wisely, save, and accumu-

late capital. Early retirees are often super‐savers that

put away at least one‐third of their income. It is also

common for early retirees to have no children, own

their home, pay off their credit card charges monthly,

and have a history of living simply.

When deciding whether to retire early, the indivi-

dual must weigh different considerations. For example,

individuals must consider whether they enjoy going to

work every day and whether they can afford to go

without their current income and/or job benefits.
# Springer-Verlag Berlin Heidelberg 2008
Health insurance is important. As Medicare does not

provide coverage until an individual turns 65, indivi-

duals should consider what health insurance is avail-

able to them. By retiring early, a retiree will suddenly

find himself or herself with a lot of free time. The

individual should consider what he or she would like

to do with this time and whether he or she can afford to

do these things.

Early retirement can be a double‐edged sword.

While an individual may love the idea of being free to

spend every day engaging in his or her favorite activ-

ities, the reality of early retirement may turn out to be

completely different. Therefore, before choosing early

retirement, individuals have to examine what they do

for a living, their relationship with their employer and

co‐workers, the amount of money they make, and

whether they can live without all of those things.
Related Topics
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Earnings Test
Doug Wood

As we mature we learn that we cannot predict the

future with perfection. As a result of the uncertainty

we know there needs to be preparation for the future,

no matter what it may bring. When it comes to plan-

ning retirement there are many things to be considered

in anticipation of the future, including how earnings

can affect the benefits one receives from Social Security

should you decide to retire early.

The earnings test is used by Social Security to

determine how much benefit should be received

when one chooses to retire. The rate at which Social

Security deducts from the benefits is $1 for every $2 of

earnings over the allotted amount, if a person chooses

to retire early. In addition, there is a lower allocation of

exempted earnings before Social Security starts the

deductions to the benefits. The benefits are better if

one chooses not to retire too early. In fact, if one retires

at normal retirement age, there is no limit to how

much earnings an individual can have without deduc-

tions to their Social Security benefits. Normal retire-

ment ages vary according to the year of birth; typically

it is between 65 and 67. The earnings test applies to

those who are below the normal retirement age for the

entire year in which they receive benefits.

The definition of earnings includes all income

other than pensions, annuities, or investment income.

The earnings test is applied to earnings from the year

they are earned, not the year they are paid out. Retire-

ment benefits from Social Security may need to be

recalculated to reflect any earnings one may make

during the year they retire.

Assume that an individual wishes to retire and

receive Social Security benefits at the age of 63 and

normal retirement age is 65. The benefits that the

individual will receive will be determined by how

much he/she earned in that year. If the individual

earned more than the allotted exempt amount, the

benefits will be reduced by $1 for every $2 earned

over the exempt amount. However, if the individual

waits until he or she is 65, the individual will have an

unlimited amount of earnings available to him or her.

Social Security offers benefit reduction calculations

on their website. One merely enters their earnings and

age and the calculations are done for free, so that one

can get an estimate of the benefits he or she will receive.
The earnings test can help people plan for the

future by being able to determine what benefits will

be lost with early retirement. The earnings test allows

one to do a cost‐benefit analysis of early retirement so

that you can decide if that is the right choice for you. It

is the closest we can get to a crystal ball telling us what

the future may hold for us.
Related Topics:

>Early retirement, > Financial planning, >Retire-

ment, > Social Security
Suggested Resources
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Eating Disorders
Virginia E. Ayres

The term ‘‘eating disorders’’ refers to a category of

psychiatric illnesses listed in the Diagnostic and Statis-

tical Manual of Mental Disorders, Fourth Edition, Text

Revision (DSM‐IV‐TR), that include: anorexia nervosa
(AN), bulimia nervosa (BN), and eating disorder not

otherwise specified (EDNOS). Individuals with these

disorders exhibit severely disturbed eating behaviors.

These disorders occur predominately in women (90%)

from industrialized nations where being thin is con-

sidered attractive.

The incidence of AN is on the rise. The lifetime

prevalence rate for women with AN is 0.6%; the disease

is associated with significant morbidity. The mortality

rate averages between 5% and 10%, and is frequently due

to suicide, starvation, or electrolyte (essential compo-

nents of blood/body fluid) imbalance. BN has a lifetime

prevalence rate of 1–3% for women. Men have one tenth

the rate for either disorder. The rate of eating disorders

in the older population is unknown. Elderly individuals

are not usually assessed for these disorders due to faulty

beliefs that they do not occur in this population. Also,

when symptoms are observed, they may be attributed to

other physical or psychiatric causes.

http://www.ssa.gov/retire2/retcalc.htm
http://www.ssa.gov/retire2/retcalc.htm
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BN occurs when an individual binges on food and

then attempts to get rid of the food and associated

weight gain by using a compensatory method. The

DSM‐IV‐TR indicates that binge episodes and the

compensatory behavior must occur twice each week

for 3 months to be considered a disorder. The binge

must occur within a discrete time period (such as

2 hours), significantly more food must be consumed

than most would eat in a similar setting, and there

must be a lack of control over the eating. As with

those with AN, self‐evaluation depends significantly

on how one feels about the body weight or shape at

any one point of time.

There are two subtypes of BN: (1) purging type, in

which laxatives, diuretics, self‐induced vomiting (most

common), or enemas are used; and (2) nonpurging

type, in which excessive exercise or fasting occurs but

the methods listed under purging type are not regu-

larly used. Unlike those with AN, individuals with BN

are typically at a normal weight, or slightly over or

under. The choice of food during a binge episode is

frequently sugar‐laden with a high caloric content such

as cookies, candy, and ice cream. During a binge, food

is eaten in secret, and often rapidly until the individual

is uncomfortably full. Food may be hidden in various

places throughout the living quarters/work area. Trig-

gers for binge eating center around dysphoric or other

uncomfortable mood states, relationship stressors, and

hunger from dietary restraint. In fact, binge eating

commonly begins after dieting, usually in the late

adolescent/young adult. Vomiting usually begins after

a severe episode of binge eating.

A number of those with BN have a history of

AN (25–30%). Some studies suggest that those who

develop BN are overweight before the onset, and have

higher frequency of personality disorders and impul-

sive behaviors. Mood disorders, anxiety disorders, and

an increased rate of substance abuse or dependence

(alcohol and stimulants) are also associated with BN.

Studies suggest that the first‐degree biological family

members of those with BN have a higher incidence of

the aforementioned disorders. Due to its relatively

recent description in the diagnostic nosology, there is

little information regarding the long‐term prognosis

of those with BN. Most agree that when compared to

AN, those with BN have increased rates of partial or

full remission.

AN is characterized by refusal to maintain a normal

body weight for age and height (less than 85% of

expected), marked fear of weight gain, amenorrhea
for three cycles (if woman and of menstruating age),

and disturbance in the way weight and shape are per-

ceived. Two types of AN are observed: (1) restricting

type, in which no binge eating or purging behaviors

occur, instead dieting/fasting and excessive exercise are

used to lose weight; and (2) binge eating/purging type,

in which binge eating and purging has regularly

occurred. Some with this subtype will purge even

after eating tiny portions of food. Those with this

subtype are more likely to have a personality disorder

diagnosis and exhibit other impulsive behaviors (steal-

ing, promiscuity).

Those with AN deny the seriousness of the low

weight. Even as weight decreases, those with AN will

continue to experience themselves as fat (or specific

body parts as fat, such as their thighs) and will strive to

lose even more in an endless cycle. Those who seek

treatment will usually do so only after family members

or significant others insist, that too, reluctantly. Starva-

tion and the time‐consuming behaviors associated

with maintaining low weight have interpersonal, psy-

chological, and somatic consequences. Individuals

with AN may seek treatment for these associated diffi-

culties, but not to treat the drive for thinness and

weight loss. In fact, the ability to lose and maintain

the weight loss is perceived as an accomplishment and

a testament to self‐control.
Excessively monitoring weight, measuring the size

of, and looking in the mirror at various parts of the

body are a large part of the disorder. There is often

poor sexual adjustment. Those with AN may hoard

food, collect recipes, and prepare grand feasts for

others but do not partake themselves. Depressive ill-

ness and obsessive compulsive features may be present

during the course of AN due to the effects of starvation

itself. Once weight gain is initiated, symptoms of these

disorders must be monitored and if they persist, a

separate diagnosis may be warranted.

AN rarely occurs before puberty or after 40. When

symptoms of AN occur before puberty, there is some

evidence of increased comorbidity with other mental

disorders. Those who develop the disorder during

adolescence may have a better prognosis. Elderly indi-

viduals with AN appear to demonstrate the same psy-

chopathological features as their younger counterparts.

The specific cause of AN is unknown. A significant

life event or stressor may be associated with the onset

of AN. In some cases there is a period of strict dieting

(to be attractive or to obtain a body weight needed for

a sport, i.e., gymnastics, bodybuilding) which precedes
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the onset of AN. This is a similar issue for elderly

women who may also experience greater societal pres-

sure to retain physical and sexual attractiveness. There

is some evidence that having a first‐degree biological

relative with AN increases the risk of developing AN

and mood disorders. Researchers continue to examine

the role of biological processes that may be associated

with AN, such as hypothalamic and neurotransmitter

function.

The course of AN for any individual can vary since

data suggest that roughly 30–43% will experience

remission, while 30–36% may go on to experience a

waxing and waning course, 20–30%may be chronically

ill or go on to develop BN, and 5–10% will die. Those

who have an early age of onset and get immediate

treatment usually fair better than those who have

severe weight loss, vomiting/binging, and chronic

symptoms.

EDNOS is the diagnosis given when someone exhi-

bits symptoms of an eating disorder that fall short of

the designated number or severity of symptoms

needed for AN or BN. For example, the frequency of

binge eating might be occurring less frequently than

twice a week. Binge eating disorder (BED), currently

under investigation, falls in this category. It is charac-

terized by recurrent binge episodes without the regular

use of compensatory behaviors. Individuals with BED

are usually overweight or more often obese and may

have a higher incidence of other mental disorders. This

disorder is thought to be quite prevalent with rates

around 0.7–4% in community settings and 30% in

weight loss programs.

Although there are cases of eating disorders that

occur for the first time in late life, it is rare. This

infrequency most likely contributes to the lack of

recognition of these disorders in the older population.

Some suggest that a thorough inquiry targeting these

disorders in older individuals, or in men, would

uncover greater numbers. When eating disorders are

diagnosed in late life, clinical features are similar to

younger counterparts as well as the association with

depression and obsessive–compulsive disorder. Real or

perceived losses, such as the death of a spouse or

marriage of a daughter or son, may be precipitating

factors in this age group. Some cases of eating disor-

ders in late life represent a relapse of an eating disorder

that was present in adolescence, or an exacerbation of

eating disorder symptoms that have been present to
some degree for years. Once a history of eating dis-

orders is established, a relapse of symptoms can occur

at any time in the life span, particularly when faced

with difficult stressors.

Typically, eating disorders which begin in the for-

ties and fifties do not meet the criteria for a specific

eating disorder, but instead may represent a mix of

eating symptoms (denial of appetite) with other men-

tal (depression, dementia), or physical disorders. Pro-

blems with eating in older populations commonly

stem from physical and social factors such as impaired

taste, social isolation, reduced mobility and finances,

and desire to control interpersonal situations by indu-

cing guilt in important significant others.

There are a number of medical issues that may arise

in those with eating disorders due to vomiting, starva-

tion, and misuse of laxatives or diuretics, and more

rarely, enemas. Although some individuals with eating

disorders will show no abnormalities, examinations

and laboratory findings may indicate electrolyte dis-

turbances, low blood pressure and fainting, cardiac

arrhythmias and failure, anemia and low white cell

counts, osteoporosis, parotid (salivary) gland enlarge-

ment, and dental problems. For individuals with

self‐induced vomiting, significant lethal risks include

esophageal rupture, gastric dilatation, sudden cardiac

death, and cardiomyopathy (disease of the heart mus-

cle) secondary to ipecac abuse. The elderly patient is

more vulnerable to these potentially severe and life‐
threatening effects.

Methods used to treat eating disorders include

psychotherapy, medication, and hospitalization. There

are no studies that specifically examine treatments for

older adults; consequently the same treatment options

are available to young and old alike. Determining the

appropriate course for each individual is key. For those

with AN, a combination of treatments is generally

recommended. Hospitalization may be required to

increase weight. Cognitive and behavioral methods

may be used to target the maladaptive thoughts and

behaviors associated with the eating disorder. For

those living with family members, therapy involving

all members may be helpful. Medications such as

chlorpromazine (Thorazine), cyproheptadine, fluoxe-

tine (Prozac), and clomipramine (Anafranil) have been

prescribed, but none have been studied sufficiently to

demonstrate a clear benefit in the treatment of AN and

the frequently associated mood symptoms. More study
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is needed to determine the efficacy of these and other

medications in the treatment of AN. Fluoxetine (Pro-

zac) has demonstrated some benefit in relapse preven-

tion when given after weight has been restored.

For those with BN, antidepressant medications

such as fluoxetine (Prozac), sertraline (Zoloft), and

imipramine combined with cognitive behavioral treat-

ment (CBT) seem to be the most effective. There is

some evidence that interpersonal psychotherapy (IPT),

which focuses on current relationships, not the eating

and weight issues themselves, is an effective treatment.

When the two therapies were compared, those treated

with CBT improved more rapidly, but by one year no

differences were found between those treated with CBT

or IPT.
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Edema
John A. Ternay . Nanette K. Wenger

Sixty percent of the lean body mass is water. The health

of body tissues depends on keeping this large volume

of fluid in normal balance. Body water is contained in

two main locations. Some body water is in the intra-

vascular compartment, that is, in the blood vessels. The

majority of body fluid is extravascular. Extravascular

fluid can be inside the cells or in the space surrounding

the cells, called the interstitium. One third of the

body’s water is in this interstitial space. The vascular

compartment is separated from the interstitial com-

partment by a thin layer of cells at the level of the

capillary. Under normal conditions a small amount

of fluid leaks into the interstitial space and is removed

by the lymphatic system. Accumulation of an abnor-

mal amount of interstitial fluid leads to swelling,

termed edema. To understand causes of edema, under-

standing the fluid dynamics controlling its formation

is needed. Hydrostatic pressure is pressure due to the

hydraulic force of the fluid on the blood vessel wall.

This pressure drives fluid out of the vascular space,

into the interstitium. Oncotic pressure exerts the

opposite force, keeping fluid in the vascular space.

Oncotic pressure comes mainly from the concentra-

tion of protein in the plasma. These same forces are

present in the interstitium, albeit exerting their forces

in the opposite direction. These forces are collectively

known as Starling’s forces. The main mechanisms for

formation of edema are an increase in hydrostatic

pressure or a decrease in oncotic pressure in the vascu-

lature, increased permeability of the vessel wall, or

obstruction to lymphatic flow.

Edema is the abnormal collection of interstitial

fluid. Edema has different clinical presentations and

terminology depending on the location where it accu-

mulates. The most common type is peripheral edema

that accumulates in the superficial soft tissues of the

trunk and extremities. Because of gravity, this type of

edema tends to collect in the most dependent portion

of the body (feet and legs) termed dependent edema.

In a person confined to bed, the most dependent loca-

tion may be the sacral area (lower back). Pressing on

an edematous area often leaves an imprint of the fin-

gertip, called pitting edema. In nonpitting edema the

www.aagpgpa.org
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fingertip leaves no impression. This kind of edema is

much less common, and is seen in conditions such as

hypothyroidism. Edema can accumulate in the lungs,

called pulmonary edema. Clinically, this presents with

shortness of breath, cough, and a feeling of smothering.

Edema can occur in the brain, termed cerebral edema.

This presents with neurologic complaints, often with

coma. Severe generalized edema is termed anasarca.

Edema is a sign of an underlying medical problem,

and is usually not a diagnosis on its own.

The potential causes of edema encompass local and

systemic diseases. The following paragraphs discuss the

more common etiologies of edema in the elderly. For a

full list of etiologies of edema, review the references at

the end of this chapter.

Congestive heart failure is one of the most common

causes of edema. The basic problem is failure of the

heart to effectively pump the blood forward through

the circulatory system. This leads to an increase in

hydrostatic pressure in the capillaries (venous hyper-

tension) and egress of fluid into the interstitium. Once

the rate of accumulation exceeds the ability of the

lymphatic system to drain the fluid, edema forms. In

left ventricular failure (failure of left-side heart muscle)

this occurs in the lungs and in right ventricular failure

(failure of right side heart muscle) it occurs in the

periphery. Additionally, as blood flow to the kidneys

is reduced, neurohormonal changes occur causing the

body to retain sodium, thus increasing total body

water, leading to worsening of edema and of symptoms

of a heart failure. Usually, this failure to pump blood is

due to weakening of the heart muscle (systolic heart

failure). A similar clinical picture occurs when pressure

builds up because of the inability of the heart to

fill properly (diastolic heart failure). As the fluid can-

not enter the heart to be pumped, it backs up, hydro-

static pressure increases, and edema forms. Most

commonly this is seen in elderly women with a stiff

left ventricle from hypertrophy (enlargement) caused

by long standing hypertension. Less commonly this is

caused by constrictive pericarditis (inflammadian of

tissue around the heart) and restrictive cardiomyopa-

thy cardio muscle disease. Restrictive cardiomyopathy

is seen in elderly patients with amyloid heart disease.

Constrictive pericarditis is a condition in which filling

of the heart is impaired as it is encased in an unusually

thick and noncompliant outer layer, the pericardium.

Multiple factors in the elderly can lead to this condi-

tion, with prior open‐heart surgery and radiation ther-

apy for malignancy being the more common. The
successful treatment of heart failure requires that both

the poor pump function and sodium retention be

addressed.

Chronic venous insufficiency is another common

cause of edema. Typically it is caused by incompetence

of the valves in the venous system of the legs, leading

to reflux of blood into the leg tissues. The resultant

increase in venous pressure leads to the formation

of edema. The dysfunction of the leg’s venous valves

is most commonly caused by prior deep venous

thrombosis (blood clot in the veins of the legs.). This

type of edema is more common in elderly patients, as

they more commonly have a history of precipitating

conditions. As opposed to heart failure, venous insuffi-

ciency edema is asymmetric, forming in the region

drained by the damaged veins. If it becomes a chronic

problem, affected areas can show varicose veins, skin

pigmentation, and ulceration. A similar clinical picture

can occur with normal veins but extrinsic compression

of the veins by a mass, such as malignancy or uterine

fibroids.

Hypoproteinemia, low blood protein, leads to

edema because the reduced oncotic pressure in the

vasculature favors escape of fluid into the interstitium.

Hypoproteinemia in the elderly occurs for a variety of

reasons. Severe nutritional deficiency occurs in many

disease states. It may be a consequence of chronic ill-

ness, or may be secondary to the inability to eat

because of oral, dental, or gastrointestinal disease.

This can also occur in frail elderly people who lack

assistance needed to prepare meals. Severe liver disease

with decreased protein synthesis (cirrhosis), nephrotic

syndrome (protein escaping in the urine), and protein‐
losing enteropathy (protein escaping into the intestine)

are other common etiologies of hypoproteinemia.

Cirrhosis is seen in the elderly with long‐standing
liver disease. Infections such as hepatitis B and C,

chronic biliary obstruction, alcohol abuse, and hepa-

totoxic medications can cause severe reversible or irre-

versible liver damage. Regardless of the underlying

reason for liver disease, cirrhosis results in edema by

many mechanisms. As stated above, impaired protein

synthesis leads to decreased plasma oncotic pressure.

Portal hypertension (elevated pressure in the hepatic

vessels) leads to venous hypertension with a rise in

hydrostatic pressure. Systemic arterial vasodilation

also occurs, causing a decrease in the mean arterial

pressure. The resultant kidney hypoperfusion leads to

retention of sodium and water as previously described.

The end result is accumulation of fluid outside the
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vasculature. It accumulates in both the peritoneal

(abdominal) cavity (ascites) and in the periphery

(edema).

Edema can also occur as a result of obstruction of

lymphatic drainage of the interstitial space. This type

of edema is termed lymphedema. It may be primary

(no other reason for the impaired lymphatic drainage)

or secondary. Primary edema is typically a disease

of middle‐aged women. Secondary lymphedema is

more common in the elderly. It may be due to prior

radiation therapy, lymph node surgery, or infection

(lymphangitis). Elephantiasis is lymphatic obstruction

caused by a parasitic infection, and is a common cause

of lymphedema outside the United States. The clinical

characteristics of lymphedema differ somewhat from

that in the causes of edema described above. The

edema tends to be less pitting, and is associated with

thickening of the skin and its folds. In severe cases this

is so dramatic that the skin and its pores resemble the

skin of an orange (peau d’orange). Long‐standing
severe lymphedema can lead to limb enlargement

that can become severe enough to interfere with daily

function.

Medications are a common cause of edema, espe-

cially in the elderly, who are often on multiple pre-

scription medications. Common offending agents

include calcium channel blockers, diazoxide, minoxi-

dil, thiazolidinediones, estrogens, and nonsteroidal

anti‐inflammatory agents. A thorough medication his-

tory should be taken in any elderly patient presenting

with edema.

Less common causes of edema include severe

burns, allergic reactions, myxedema, and the capillary

leak syndrome. Increased capillary permeability is

thought to be responsible for edema formation in

these conditions.

Treatment of edema targets both the underlying

medical condition and the resultant sodium and water

retention. Dietary restriction of sodium, and some-

times fluid is required. Diuretics increase the body’s

excretion of sodium. This lowers the total body water

and reduces edema. Compression stockings increase

the interstitial pressure in the legs, decreasing the rate

of edema formation. This is particularly useful in

edema caused by venous insufficiency. Other simple

behavioral modifications such as keeping the legs

elevated while sitting can reduce edema of any cause.

Further management of edema is targeted at the

underlying cause. Management of heart failure, kidney

failure, and cirrhosis is complex, but aggressive
management is essential to maintain successful long‐
term control of edema.

Management of any disease in the elderly is com-

plex, and this holds true for edema as well. Several

concepts are important when formulating a treatment

plan for the elderly. Elderly patients tend to have

multiple medical problems (comorbidities) that must

be addressed. In the management of edema these other

diseases pose many problems: identifying the etiology

of the edema, contraindications to medical or surgical

treatments, and limited life expectancy being the more

common. The elderly are more prone to adverse reac-

tions to medications. This is particularly true in the use

of diuretics to treat edema. Elderly patients are more

prone to develop dehydration and its adverse conse-

quences. Dehydration can present as weakness, falls, or

altered mental status. The elderly are also more prone

to adverse effects of diuretics on electrolyte levels, and

are prone to develop hypokalemia (low serum potas-

sium). When starting diuretics it is important to start

with a low dose, titrate slowly, and use the lowest

effective dose. This ‘‘start low and go slow’’ principle

applies to any medication prescribed to the elderly. As

people age they tend to develop dysfunction in multi-

ple organ systems. This makes diagnosing the cause of

the edema more difficult, and in turn complicates

management. However, edema can cause significant

morbidity in the elderly and therefore, despite these

pitfalls, usually warrants aggressive treatment. In the

frail, where mobility is limited, edema can worsen this

problem. It also increases the risk of pressure ulcers

(skin breakdown in a localized area) a major problem

in the elderly population.

In summary, edema in the elderly is a common

problem caused by abnormal fluid balance. The causes

are many, with heart, liver, and kidney disease being

common causes. Treatment is targeted at reducing

total body water, as well as treating the underlying

illness or illnesses. Elderly are at the greatest risk of

complications of therapy. However, they also derive the

greatest benefit.
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Education
Gail E. Souare

Educational attainment influences socioeconomic sta-

tus, which in turn plays a role in well‐being at older

ages. Education might improve important cognitive

skills including literacy, enhanced decision making, and

analytical skills, which allow individuals to be more

successful in managing their health problems, in inter-

acting with the health care system, or in preventing

future health problems. Higher levels of education lead

to higher income, which allows the purchase of more

health insurance, better housing, and other goods and

services. Some studies have also shown that education

might lead to greater optimism about the future, self‐
efficacy or sense of control, which might alter health

behaviors, adherence to medical treatments, or ability

to self‐manage chronic illnesses.

According to US Census Reports, in 2003, 72% of

the older population had graduated high school, and

17% had at least a bachelor’s degree. Older men and

women were equally likely to have graduated from

high school, although older men attained at least a

bachelor’s degree more often than older women (23%

compared with 13%). The gender gap in completion of

a college education will narrow in the future because

men and women in younger cohorts are earning college

degrees at roughly the same rate.

Despite the overall increase in educational attain-

ment among older Americans, substantial educational

differences exist among racial and ethnic groups. In

2003, 76% of non‐Hispanic whites and 70% of Asians

aged 65 and above had completed high school.

In contrast, 52% of older blacks and 36% of older
Hispanics had completed high school. Older Asians

had the highest proportion with at least a bachelor’s

degree (29%). Almost 20% of older non‐Hispanic

whites had this level of education, while only 10%

and 6%, respectively, of older blacks and Hispanics

had a bachelor’s degree.

The National Institutes of Health reports associa-

tions between education and health across a broad

range of illnesses, including coronary heart disease,

many types of cancer, Alzheimer’s disease, some men-

tal illnesses, diabetes, and alcoholism. In addition,

many important health risk factors for disease, such

as use of cigarettes, have been linked to education

levels. For most diseases, segments of the population

with lower levels of education have higher risks of these

diseases and access fewer preventive services.

Education appears to be a protective factor. In

some studies of clinical treatments, those with lower

levels of educational attainment demonstrated poorer

outcomes. In studies of chronic diseases such as HIV

or diabetes, the effectiveness of self‐management and

adherence to medical treatment appears related to

educational attainment. Unfortunately, few studies

have been conducted on the effects of educational

attainment and aging.

One study including 1,277 older adults aged 55 and

above, concluded that higher education levels appear

to increase the likelihood of being happy, healthy, and

vital in later years. Positive psychological states appear

to have both a promotion function (for vitality) and

protective function (against health symptoms).

In a study of psychosocial, behavioral, and biologi-

cal factors, and educational attainment conducted

of older men and women, aged 70–79, associations

among education and behavioral (e.g., cigarette smok-

ing, physical activity), biological (e.g., pulmonary

function, serum cholesterol), psychological (e.g., self‐
efficacy, anxiety), and social (e.g., networks, support)

factors were examined. The analysis indicated that low

levels of education were associated with poorer psy-

chological function (efficacy, happiness), less optimal

health behaviors (increased tobacco consumption

and decreased levels of physical activity), poorer

biological conditions (decreased pulmonary function,

increased body mass index, and waist to hip ratio),

and larger social networks (increased number of

contacts, decreased negative support). On the other

hand, several factors (alcohol consumption, HDL cho-

lesterol) were not found to be related to educational

attainment.
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Related Topics

>Adult education, >Health promotion, > Socioeco-
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Elder Abuse and Neglect
Gerald J. Jogerst

Elder mistreatment, which includes both abuse and

neglect, is a significant public health problem encom-

passing a variety of activities perpetrated on older

adults by others. The classification of elder mistreat-

ment has been based on abuse type (e.g., physical,

verbal, financial); motive (e.g., intentional versus unin-

tentional neglect); relationship to perpetrator (e.g.,

paid caregiver versus family member); and location

(e.g., community versus nursing home). Although

there is no universally accepted definition of elder

mistreatment, many state agencies that investigate

cases of abuse have adopted or modified the Older

Americans Act of 1975 definition, ‘‘The willful infliction

of pain, injury or mental anguish.’’

Mistreatment of older adults is a problem of

unknown magnitude with estimates that 1–10% of

the elderly population is affected annually. Perhaps

the best available estimate of elder abuse is from the

National Center on Elder Abuse Study, which reports

that nearly 550,000 adults above 60 were the victims of

abuse in domestic settings in 1996. Only about 20% of

such cases are reported and substantiated by Adult

Protective Services.

One of the societal responses to the growing aware-

ness of elder mistreatment is a creation of state man-

datory reporting laws that name health care providers
and other professionals as mandatory reporters.

Although the statutes were instituted to increase aware-

ness and decrease occurrence of elder abuse there is

no convincing evidence to support their effectiveness.

States with mandatory reporting laws do have higher

domestic elder abuse investigation rates but this

finding is difficult to interpret not knowing the un-

derlying community prevalence of the actual elder

mistreatment.

The issue of elder mistreatment is especially signif-

icant for health care workers since they are in a unique

position to detect abuse and neglect first hand. Phy-

sicians in family practice, internal medicine, and

psychiatry have the opportunity to develop well‐
established relationships with long‐term patients that

may be conducive to discovering more subtle cases of

abuse in early stages of neglect, the most common

form of elder mistreatment. In Michigan, physicians

accounted for only 2% of total state elder abuse reports

to the state’s protective agency. Family physicians in

Iowa who ask their patients direct questions on elder

abuse are more likely to see and report elder abuse

cases, yet only 54% of the 202 physicians who claim

to have seen a suspected case of abuse reported all their

cases to the state’s investigative agency.

Physicians give many reasons for not reporting

cases of elder abuse. These include fear that the report

would make the situation worse, lack of awareness of

state reporting laws, preference to avoid legal involve-

ment, and patient/physician confidentiality issues. It

must be remembered, however, that like other forms of

domestic violence, the situation tends to escalate if

interventions are not initiated and that the obligation

to report elder supersedes the privilege of confidential

communications between doctors and patients.
Themes and Risk Factors

Although there are hypotheses of stress caregiver,

learned violence, psychopathology, and dependence

to explain the cause of elder mistreatment, it is widely

recognized that a single theory cannot account for all

situations. The vulnerability of the older person to

abuse is related to their dependence on the abuser,

history of family abuse, being without social networks,

being older than 75, psychopathology of the perpetra-

tor that predisposes to abusive behaviors, dependence

of the abuser on the elder, and abuser’s use of drugs

and alcohol. Elder abuse risk factors are based on

http://www.agingstats.gov/chartbook2000/population.html
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epidemiologic studies, and subsume many different

situations including physical abuse from adult chil-

dren, paid caregivers neglecting their dependent cli-

ents, and elderly couples who are involved in a lifetime

spousal abuse. Clinicians therefore cannot rely on these

average risk factors in making clinical decisions. When

there is clinical suspicion of abuse, fewer or absent risk

factors should not lead the clinician to lower his or her

guard. Elder mistreatment crosses all socioeconomic

and ethnic boarders and a high index of suspicion is

paramount in making this diagnosis.
Identifying Elder Mistreatment

Health workers providing care for an elderly person

should screen for abuse. Interviews with elderly

patients suspected of being abused should occur away

from the suspected abuser. Direct questions should be

asked such as, ‘‘Has anyone at home ever hurt you?’’

‘‘Has anyone ever taken anything of yours without

asking?’’ or ‘‘Are you afraid of anyone at home?’’ A

positive response to such questions should be followed

up with inquires about where and when maltreatment

occurred and by whom. If abuse is suspected, the elder

person’s safety is the first consideration. It must be

determined whether the person is in immediate danger

and if it is safe for the older person to return home.

When there are safety concerns the person needs to be

removed from the environment and in some cases

short‐term hospitalization or placement in a nursing

home is the only alternative. If a potential victim

returns home, it should be determined whether there

are barriers to further assessment.

There are many potential interventions for compo-

nents of the elder abuse related to the context in which

it occurs. Abuse related to stress from caring for the

impaired family member may be improved by respite

services, treatment of depression, and psychotherapy

for the carer. Violence related to substance or alcohol

misuse may respond to drug and alcohol misuse reha-

bilitation programs. Abuse in the context of long‐
standing spousal violence may be improved with

marital counseling, support groups, orders of protec-

tion, or victim advocacy. Financial exploitation by a

family member may require the establishment of a

guardianship and transfer of legal authority.

Mandatory reporting by professionals working

with elderly of suspected mistreatment now exists for

most states. It is imperative that persons working with
the elderly are familiar with local adult protective ser-

vice agencies, community social service departments,

police and sheriff departments that can investigate, and

intervene in cases of suspected abuse. The National

Center on Elder Abuse is a good source to learn

about state units of aging and elder protective agencies.
Related Topics

>Crime, > Family violence, > Financial abuse,

>Guardianship, > Intimate partner violence, >Rape,

> Stress
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Elderhostel
Tambra K. Cain

A hostel is a supervised, inexpensive lodging place for

travelers, more often referred to as an inn or a hotel.

An elderhostel is, in the most literal translation, a
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hostel directed towards our aging community. How-

ever, ‘‘elderhostel’’ has come to mean much more. As

our aging community grows and comes to live longer,

it is becoming a more active participant in the recrea-

tion arena. According to the 2000 Federal census, there

are more than 121 million Americans aged 55 and

above. This represents approximately 43% of the

American population.

Elderhostels have become much more than just a

vacation getaway. They are now structured, recrea-

tional events often with educational value. There are

elderhostel programs in each state of the United States

and throughout Canada, as well as many international

programs. Typically these programs are geared towards

adults aged 55 and above. Elderhostel programs are

designed to blend senior adults with younger partici-

pants, so as to bridge the generational gap.

These programs typically last for several days

and include meals, lodging, and planned recreation.

The cost of an elderhostel program can vary widely,

some being quite affordable and others reaching

into the thousands of dollars per person. A few pro-

grams even offer scholarships to low‐income seniors in

order to encourage participation among low‐income

seniors.
Related Topics
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Electrocardiogram
Sudeshna Banerjee

The nineteenth century saw the birth of the electro-

cardiogram (ECG). The first to approach the heart

from an electrical standpoint was Augustus Waller in

London. The breakthrough in the development of the

tool, however, came in 1901 when Willem Einthoven,

working in the Netherlands, developed a more sensi-

tive electrometer. He went on to describe the electro-

cardiographic features of a number of cardiovascular

disorders and was awarded the 1924 Nobel Prize in

Medicine for his discovery.

Electrical activity is created by ‘pacemaker’ cells

present in the atria or upper chambers of the heart.

This electrical activity stimulates cardiac contraction––

the pumping activity of the heart. The pathway origi-

nates in the sinus node, located in the right atrium,

travels through the atrioventricular(AV) node, then

follows the septum (dividing the right and left cham-

bers of the heart) where it splits into a right and left

bundle delivering the stimulus to the ventricles. The

ventricles, or lower chambers of the heart, are muscu-

lar structures that pump blood to the lungs and the rest

of the body.

The spread of the cardiac impulse gives rise to

electrical deflections that can be traced on paper and

are the basis for ECG. The conventional ECG is

composed of 12 leads (> Figure 1) which trace the

electrical activity as the heart undergoes depolarization

and repolarization. Each lead provides a discrete view

of the heart and aids in the anatomical localization of

disturbances.

The electrodes are placed on the right arm, left arm,

left leg, and along the chest wall. Leads II, III, and aVF

give a view of the bottom of the heart, leads V1–V4

demonstrate a frontal view, and leads V5 andV6 along

with lead I and aVL demonstrate a lateral view. These

views correlate with the distribution of ‘coronary’

arteries supplying these areas of the heart and aid in

diagnosis and localization when damage occurs.

The ECG is traced at a rate of 25mm/second on

paper that is divided into specially measured small and

large boxes. The deflections are labeled P, Q, R, S, and T

(> Figure 2). Although it appears simple, this tracing

harbors much information regarding the size, shape,

and activity of the heart muscle.

http://www.elderhostel.org/welcome/home.asp
http://www.elderhostel.org/welcome/home.asp
http://www.census.gov/prod/cen2000/phc-1-1-pt1.pdf
http://www.census.gov/prod/cen2000/phc-1-1-pt1.pdf
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The normal P wave is a result of electrical activity

spreading across the atria. The shape of the P wave can

indicate whether the rhythm is being set by the sinus

node or an abnormal pacemaker. The size of the P wave

can indicate enlargement of either atrium.

The PR interval represents the time taken by the

impulse to travel from the atria to the ventricles.

When prolonged, it indicates a disruption in the con-

duction pathway, referred to as heart block. The

QRS complex is a result of depolarization of the ven-

tricular muscle. The Q wave is the initial negative

deflection, which if deep and wide indicates a

myocardial infarction (MI).

Ventricular repolarization results in the forma-

tion of the T wave. Abnormalities of the T wave may
indicate myocardial ischemia (decreased blood flow

to the heart muscle), MI (death of muscle cells), or

enlargement of the ventricle (hypertrophy).

The ST segment comprises the section between

the end of the QRS complex and the beginning of the

Twave. A displacement upwards indicates an MI while

a downward displacement is a sign of acute ischemia.

The distribution of the affected leads demonstrates

which coronary arteries are affected.

The ECG is a very important tool, aiding in the

diagnosis of heart attacks, arrhythmias, heart block,

and hypertrophy. It is inexpensive and may be quickly

obtained when completed by an experienced indivi-

dual. The most common use of the ECG is in the

evaluation of chest pain. Ischemia and infarction can

be indicated by changes in the ECG, but this test is

not sufficient to diagnose these conditions. In con-

junction with history, physical exam, and laboratory

values, however, the ECG is very useful in diagnosis.

It is used in preoperative risk assessment as well. The

ECG is readily available, making it one of the first

diagnostic tests performed in patients. If abnormal-

ities are found, patients are referred for further

evaluation including echocardiogram (ultrasound

of the heart), stress testing, and cardiac catheteriza-

tion (imaging of the coronary arteries using dye).

Conversely, a normal ECG may sometimes preclude

more invasive procedures.
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Abnormalities in the conduction pathway, includ-

ing arrhythmias, are also evaluated by the ECG.

Common abnormalities include atrial fibrillation,

heart block, and ventricular tachycardia (fast heart

rate). These conditions can be due to genetic abnorm-

alities, salt disturbances (potassium, magnesium, and

calcium are the most common culprits) or ischemia.

The 12‐lead ECG can locate where in the conduc-

tion pathway these disturbances originate. Proper

identification of these disturbances is necessary for

appropriate treatment which consists of pacemakers

(set a controlled heart rate), internal defibrillators

(shock abnormal rhythms), radiofrequency ablation

(destroy abnormal pacemakers), and antiarrhythmmic

medications.
Related Topics

>Cardiovascular disease, >Coronary heart disease
Suggested Readings

Andreoli T, Carpenter C, Bennett J, Plum F (eds) Cecil essentials of

medicine, 4th ed. Saunders, Philadelphia, PA, pp 20–27

Julian D, Cowan J, McLenachan J (2005) Cardiology, 8th ed.

Elsevier, London, pp 1–14

Luderitz B (2002) History of the disorders of cardiac rhythm,

3rd ed. Blackwell, London
Electroencephalogram
Adriana S. Tanner

Electroencephalography is the branch of neurophysiol-

ogy that measures the electrical activity of the brain.

The electroencephalographic signals are generated by

the cerebral cortex where the summation of synaptic

activity of millions of neurons results in voltage

changes at the scalp surface. These signals are captured

by a number of strategically placed electrodes, small

metal discs that are usually glued to the scalp.

This signal is amplified and generates inflections or
waves that are seen in graphical form on a computer

screen or paper as an electroencephalogram or EEG

(> Figure 1).

Electroencephalograms may be performed either

on outpatients or while hospitalized. The test requires

cooperation of the conscious patient for optimal

recording and interpretation. Motion, muscle contrac-

tion, along with a multitude of external environmental

changes influence the recordings and make interpreta-

tion difficult.

Other modalities of EEG such as ambulatory and

video‐electroencephalography are also clinically use-

ful. Ambulatory monitoring is often used to detect

infrequent events reported by patients to occur only

during their daily routine. Video‐electroencephalogra-
phy is commonly used in an inpatient setting to record

bursts or paroxysms of behavior with camera and

sound, and correlate with electroencephalographic

signals. Both modalities are useful in documenting

and studying seizures as well as other paroxysmal

phenomena not well understood or diagnosed, and

in patients being considered for epilepsy surgery, in

which the area of seizure origination needs to be

precisely mapped.

In clinical practice, the EEG is interpreted by a

neurologist who may often have additional training

or have completed a specialty fellowship in this area.

The test is best used to address a particular question in

a given condition, rather than as a method to screen for

certain diseases. Clinical uses of EEG include evalu-

ating epilepsy, altered states of consciousness, focal

cerebral lesions, various encephalopathies, central ner-

vous system infectious diseases, dementia, and brain

death. Many of the findings seen in EEG are nonspe-

cific, but some are highly suggestive of specific entities.

EEG is probably the most useful test in the diag-

nosis of epilepsy. Epileptiform abnormalities are

abnormal waves usually termed sharp waves or spikes

and have a high correlation with epilepsy. Evidence

shows that only approximately 2% of the general

population has these abnormal waves, whereas as

many as 90% of patients with epilepsy will display

them. Many factors influence the appearance of epi-

leptiform abnormalities, and because they are inter-

mittent phenomena, they may not be seen even in

someone with confirmed epilepsy. Large studies have

demonstrated that an initial EEG will detect epilepti-

form abnormalities in 29–55% of patients with epi-

lepsy. Repeated EEGs over time will demonstrate
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epileptiform abnormalities in 90% of patients by the

fourth EEG.

In addition to distinguishing epileptiform abnorm-

alities, EEG will sometimes identify specific electrocli-

nical syndromes in uncommon or rare neurological

conditions such as findings associated with infantile

spasms in the West syndrome; 3Hz spike‐and‐waves in
absence or petit mal epilepsy; and slow spike waves

associated with Lennox‐Gastaut syndrome.

EEG has an important role in the evaluation of

patients with altered level of consciousness as it com-

plements the clinical examination and imaging find-

ings. EEG may help address issues such as the extent of

the process as to whether it is localized or not, diffuse,

the occurrence of seizures without physical manifesta-

tion (nonconvulsive seizures or status epilepticus), and

prognosis. These same principles apply for the use of

EEG in dementing process. In certain central nervous

system infections such as herpes encephalitis, early

EEG is important in diagnosis as the findings are very

characteristic.

In the case of brain death, while its diagnosis is

based on clinical criteria, studies have shown that

loss of cerebral electrical activity, also known as
electrocerebral silence, is rarely associated with recovery

of neurological function.

EEGs have a wide variety of clinic uses from helping

assess and diagnose clinical conditions to assisting in

determining prognosis in others.
Related Topics

>Epilepsy
Suggested Readings
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Emotions
Heather M. Smith

As a result of their complexity, emotions are difficult to

define and characterize, and many definitions have

been proposed. In general, the term ‘‘emotion’’ refers

to a class of subjective feelings experienced in response

to objects or events that hold significance for an indi-

vidual. Typically, emotions possess a directionality or

valence; that is, emotions are categorized as being

positive (e.g., happiness, joy) or negative (e.g., sadness,

anger).

Emotional complexity refers to the ability to dis-

tinguish between pleasant and unpleasant feelings.

Studies suggest that positive emotions promote resis-

tance to disease, and the experience of increased emo-

tional complexity has been linked to greater resilience

and improved health behaviors and outcomes. In turn,

negative emotions, including sadness and frustration,

and lower levels of emotional complexity are asso-

ciated with poorer health‐related variables, including

binge eating, alcohol abuse, and increased stress. An

individual’s ability to regulate his or her emotions, that

is, to maintain positive emotions and decrease negative

emotions, also has been linked to health status and

various disease states, including psychiatric disorders

such as anxiety and depression.

Recently, increased attention has been directed

toward identifying areas of the brain involved in the

experience of emotions. Research indicates that brain

areas involved in memory for emotional information

and emotional processing include the amygdala,

prefrontal cortex, and medial temporal lobes.
Emotions Across the Life Span

Historically, it was assumed that emotional function-

ing diminished with age, along with cognitive and

physical abilities. However, research over the past dec-

ade has revealed that emotional functioning remains

relatively intact throughout the aging process. In fact,

studies have identified the ‘‘paradox of aging’’—despite

experiencing physical decline and social losses, older

adults demonstrate preserved and, in some instances,

improved emotional functioning with age.

For instance, the results of empirical studies indi-

cate that basic emotional experiences are similar across
the life span. Research suggests that young and old

adults express emotions in a similar manner, and the

ability to express emotions does not appear to dimin-

ish with age. Older adults report equally as positive,

if not more positive, emotional experiences when

compared to younger individuals. In addition, most

studies have found that older adults (with the possible

exception of the oldest old) experience negative emo-

tions less frequently than their younger counterparts,

and they may be more likely to experience positive

and negative emotions simultaneously, suggesting an

increase in the complexity of emotional experiences

with age.

Older adults are more susceptible to medical con-

ditions, including dementia, cerebral vascular accident

(stroke), and Parkinson’s disease, that can interfere

with emotional functioning and may be associated

with reduced emotional expression; increased depres-

sion, anxiety, irritability and emotional ability; and

poor emotion regulation. However, self‐report studies
indicate that older adults report an enhanced ability to

regulate their emotions when compared to younger

adults. In addition, observational research suggests

that older adults may be particularly adept at regula-

ting emotions relative to interpersonal relationships,

including those with romantic partners. As such, older

individuals tend to resolve conflicts in their relation-

ships with less negativity and more affection than

younger adults. With the exception of cognitive dis-

orders (e.g., dementia, delirium), older adults also

have lower rates of mental illness, including depres-

sion, anxiety, and other conditions involving disturbed

emotions, than any other age group. Research also

indicates that older adults experience the same or

even greater levels of life satisfaction than younger

individuals. Thus, despite encountering a number of

losses (e.g., decline in physical health, deaths of friends

and relatives), older adults do not develop a dispropor-

tionate rate of mental disorders or dissatisfaction with

life, which supports the finding of age‐related improve-

ments in emotional regulation.

Compared to the observed age‐related decline

in free recall of nonemotional information, memory

for emotional material appears to be relatively well‐
preserved with age. In fact, older adults may show a

preference for recall of emotional information. In one

study of adults ranging from 20 to 83 years, recall of

emotional information increased with each successive

age group. Consistent with research suggesting a

decline in the experience of negative emotions with



316 E Emotions
age, recent studies have revealed that older adults are

less likely to recall negative emotional material and

more likely to recall positive emotional stimuli than

younger adults, a phenomenon that has been termed

the positivity effect.

One difference in emotional functioning across the

life span is a decrease in the degree of autonomic or

physiological arousal, in particular cardiovascular

response, associated with emotional experiences for

older adults relative to younger adults. For instance,

when induced to experience fear or anger, older adults

display less elevation in heart rate than younger indi-

viduals. The observed decrease in physiological arousal

with age does not appear to be accompanied by age

differences in the subjective intensity of emotional

experiences, as young and old adults report similar

levels of emotional intensity. It is unclear whether

current research findings represent a general age‐
related decrease in autonomic activity or a reduction

in emotional arousal specifically.

Research suggests that older adults may be less accu-

rate in identifying emotions represented in the facial

expressions of others. More specifically, studies indicate

that older adults are less able to identify and discrimi-

nate between negative emotions, including sadness and

anger, than are younger individuals. Other investiga-

tions suggest that older individuals may be more accu-

rate in identifying the emotional expressions of others in

their own age group than those of younger people.

Research investigating the role of brain activation

in emotional functioning across the life span is still

mounting, but some studies indicate that older adults

experience less activation of the amygdala while view-

ing emotional images relative to younger adults. Other

researchers suggest that the tendency for older adults

to focus on, and therefore remember, emotional infor-

mation is a function of decreased frontal lobe activity

with age, which results in increased distractibility and

an inability to inhibit task‐irrelevant (e.g., emotional)

material.

Researchers continue to seek explanations for the

observed overall preservation of emotional functioning

throughout the aging process. One school of thought

is socioemotional selectivity theory, which proposes

that people prioritize emotional or knowledge‐seeking
goals depending on their perception of time as

being limited or expansive, respectively. Because time

decreases with age, emotional goals and aspects of life

become increasingly important throughout adulthood.

Research supports the theory, as studies indicate
that older adults are more prone to take account of

emotional information when making decisions, and

emotions occupy a more central role in mental proces-

sing as individuals near end‐of‐life, regardless of age.
The narrowing of one’s social circle in later life may

reflect an older individual’s desire to select social

relationships that promote the optimization of his or

her emotional health. Studies support the notion that

greater perceived social support is associated with

increased experience of positive emotions in later life.

A limitation of the current body of research is that

most studies employ a cross‐sectional design, and

therefore the role of cohort or generational influences

is uncertain. However, the available research clearly

indicates that the aging process is not inherently

one of emotional despair and decline, but rather a

time of resilience, fulfillment, and emotional health

and stability.
Related Topics

>Anxiety disorders, >Coping, >Dementia,

>Depression, >Health beliefs, >Memory
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Employment
Kristin A. Cassidy
Whether it is due to financial necessity, a desire to

avoid the perceived boredom of retirement, or the

excitement of pursuing the adventure of a new career,

older adults are remaining in or returning to the work-

force in larger numbers, and many employers are glad

they are. In the last 20 years, the percentage of people

over 65 who are employed has increased from about

10–14%. With people living longer, healthier, more

active lives, and with the aging of the baby boomer

population, 20% of the labor force is expected to be

above 55 by 2015.

A telephone survey conducted for a study by the

American Association for Retired Persons (AARP)

found that 69% of workers aged 45–74 plan on work-

ing in some capacity during their retirement years.

Some people find after retiring that they are not able

to make ends meet on the fixed income they receive,

or they may need extra money to cover their ever‐
increasing medication and health‐care expenses. Some

retirees find that they miss the social interaction and

stimulation they got from working. Still others may

just want a little extra cash to spend on traveling,

entertainment, or spoiling their grandchildren. These

types of older workers may be interested in the financial

or social advantages of returning to work, but do not

want the pressure and headaches associated with a

career. Or they may choose to work only part‐time

since the Social Security retirement or survivor benefits

of people who are under 65½ years could be reduced if

they earn more than a certain amount of money. Plenty

of low‐stress job opportunities are available for these

situations.Many retail and grocery stores hire seniors as

greeters. Some factories have even created a ‘‘seniors

only’’ production line.

In the AARP telephone survey, 67% of the workers

interviewed had concerns that age discrimination

remains a major barrier to their advancement and

well‐being in the workplace. Two thirds had person-

ally witnessed or experienced age discrimination on

the job. Between 2000 and 2002, the number of age‐
discrimination complaints filed with the Equal Oppor-

tunity Commission rose nearly 24%. In addition to age

discrimination, doubts about job security and the per-

ception that employers undervalue experience ranked
high on the survey respondents’ list of challenges in the

workplace.

Some employers may be hesitant to hire older

workers due to common stereotypes about the abilities

and capacities of older adults. However, after hiring

older workers, many employers are finding that most

of these myths are generally not true. For example, in

contrast to the common perception that older workers

are not willing to learn new skills, 88% of the older

workers surveyed for the AARP identified ‘‘the oppor-

tunity to learn something new’’ as an absolutely essential

part of their ideal job. According to another research

study conducted on behalf of the AARP, employers

report that older workers often bring to a job the

valuable qualities of experience, focus, and stability

which are not seen as often in younger workers.

Employers gave high ratings to older employees for

the highly valued traits of ‘‘loyalty and dedication to

a company,’’ ‘‘commitment to doing quality work,’’

‘‘dependability in a crisis,’’ ‘‘ability to get along with

coworkers,’’ and ‘‘willingness to be flexible about doing

different tasks.’’

Although some businesses may still discriminate

against older workers, an increasing number of

employers are recognizing the advantages of having

older, more experienced, dedicated workers on their

staff. As the baby boomers near retirement age, more

employers will begin to run into issues when trying to

find competent employees to replace the workers who

have spent years developing and refining their knowl-

edge and skills. Many employers are beginning to offer

a more flexible work environment in order to keep

these valuable workers as long as possible. For those

seniors with less appreciative employers or who are

looking for a change, but are not quite ready to give

up the careers they have worked so hard to develop,

there are several websites dedicated to help put older

adults in touch with employers seeking their knowl-

edge and experience.

Many seniors see retirement as an opportunity to

embark on a career they had always wanted to try, but

were too busy to pursue. Again, there are many web-

sites that can help older adults get in touch with train-

ing programs. Many community and state colleges

have programs that allow seniors to take classes at a

reduced rate or to audit classes for free. This is another

great way to gain knowledge and training in a new

field. There are also plenty of opportunities for seniors

to volunteer with an organization to gain experience,
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which can then be used to qualify for a job in a new

career field.

Regardless of the reason for working, the future

looks bright for older workers and the companies and

organizations that employ them.
Related Topics

>Altruism and volunteerism, >Early retirement,

>Pension, >Retirement, >Role loss
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Empty Nest Syndrome
Sara Harkness

First introduced in 1914 by writer Dorothy Canfield,

the concept of ‘‘empty nest syndrome’’ was clinically

identified and popularized in the 1970s as a group of

symptoms including depression, loneliness, and low

self‐esteem, found among mothers whose last child

had recently moved out of the family home. A great

deal of sociological research since then has sought to

find out how the ‘‘empty nest’’ relates to mothers’ (and

to a lesser extent fathers’) well‐being, and how other

circumstances such as being employed outside the

home may influence the experience.

The term ‘‘empty nest’’ evokes different images

depending on whether one is a sociologist, psychologist,
therapist, parent, or even a realtor or travel agent. For

sociologists, the ‘‘empty nest’’ is a household composed

of adults whose children have moved out, but who

have not yet reached old age themselves. Several trends

have contributed to the emergence of this household

type in the United States in the last 50 years, including

greater longevity, smaller family size, earlier completion

of childbearing, and children’s increasingly younger

departure from the home.

The ‘‘empty nest’’ stage is by no means a universally

difficult life‐stage for mothers; on the contrary,

increased well‐being is often reported. As expected,

women who work outside home are generally happier

than full‐time homemakers; but surprisingly, employ-

ment does not seem to affect a woman well‐being at the
‘‘empty nest’’ transition. A recent national study found

that parental well‐being increases after the children

leave home if there is frequent contact, but decreases

when the opposite is true. Interestingly, the great

majority of parents in their sample reported that they

had seen or talked to one of their children within the

next day.

The ‘‘empty nest’’ as a life‐stage appears to be

limited not only historically but also culturally. In the

United States, empty nest households are mainly white

and middle‐class, while lower income whites and other

ethnic groups, such as African Americans and Mexican

Americans, tend to maintain larger, more extended

households, and keep closer ties across generations.

Demographers have also recently charted a ‘‘revolving

door’’ trend in which previously launched children

return to the parental home after divorce or financial

difficulties.

European countries vary greatly in the age at which

children leave home, due to both economic constraints

and cultural traditions. In northern European coun-

tries, young people are able to leave home relatively

early thanks to generous government supports. In con-

trast, in Italy and Spain, the age of leaving home has

actually increased in recent years due to difficult eco-

nomic circumstances. Parents there complain good‐
naturedly of the ‘‘crowded nest’’ with children up to

their thirties still living at home. Regardless of age,

there is a strong cultural expectation throughout con-

tinental Europe of continued frequent interaction with

adult children and emotional or material support from

parents.

Clinical approaches to the ‘‘empty nest syndrome’’

have often linked its symptoms to women’s physical

changes at midlife, especially menopause, even though

http://www.aarp.org/money/careers
http://assets.aarp.org/rgcenter/econ/workers_fifty_plus.pdf
http://assets.aarp.org/rgcenter/econ/workers_fifty_plus.pdf
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http://www.doleta.gov/seniors
http://www.ssa.gov/pubs/10069.html
http://assets.aarp.org/rgcenter/econ/d17772_multiwork.pdf
http://assets.aarp.org/rgcenter/econ/d17772_multiwork.pdf
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the timing of the ‘‘empty nest’’ transition varies widely

in relation to each mother’s life course. Research has

not shown any general relationship between meno-

pause and distress at children’s departure. The recent

clinical literature echoes familiar American cultural

themes of fulfilling work and the opportunity for indi-

viduation and increased autonomy, provided that one

can ‘‘let go’’ of the parental role.

In contrast, Robert Putnam’s depiction of the

disappearance of ‘‘social capital’’ in American society

emphasizes the importance of social connectedness for

well‐being. From this perspective, children in many

American families today may provide parents with

their main links to the community through participa-

tion in sports and other group activities. For these

parents, the ‘‘empty nest’’ transition may turn out to

be more problematic than it was for earlier generations

who had multiple ties to their extended families and

communities.

Social connectedness may be the most fundamental

aspect of environmental influences on the ‘‘empty nest

syndrome.’’ The question still remains as to why some

mothers (and fathers) experience more distress over

the ‘‘empty nest’’ than others living in apparently the

same circumstances. Here, research has been ham-

pered by ideological constraints, especially the idea

that parents should gradually release the ties of attach-

ment to their growing children, in reciprocity with the

children’s own weakening ties to their parents.

On the contrary, from an evolutionary perspective,

it could be suggested that parents, like their children,

depend throughout their life on the continued avail-

ability of those with whom they have the closest emo-

tional bonds, and that attachment to children cannot

be substituted with other attachment relationships

(as with a spouse), no matter how gratifying or impor-

tant those other relationships are. If this is true, it

seems likely that individual variation in response to

the ‘‘empty nest’’ life‐stage will show the same types of

differences as are seen in childhood attachment, and

parents, who have experienced insecurity or loss in

childhood attachment relationships, will be more vul-

nerable to the ‘‘empty nest syndrome’’ in adulthood.
Related Topics

>Coresidence, >Depression, > Family relationships,

>Menopause, >Role loss
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End‐of‐Life Care
Stuart J. Youngner

There are many complexities to be considered in choos-

ing appropriate end‐of‐life care; patients, families, and

health professionals are often faced with tough medical

and ethical decisions.Medical advances such asmechan-

ical ventilators, hemodialysis machines, pacemakers,

defibrillators, and drugs to maintain blood pressure

can prolong and sustain life. These technologies and

the health professionals trained to use them were

organized into special areas in the hospital called

intensive care units (ICUs). Today, ICUs account for

approximately 20% of the beds in modern medical

centers. Pediatric, newborn, surgical, medical, cardio-

vascular, neurointensive, and other ICUs provide

technology that can, in almost every instance, prolong

the moment of death for seconds, minutes, hours,

days, weeks, or even longer. Yet, the mere prolonga-

tion of life is not always desirable. It often comes with

unwanted suffering, separation from home and

family, and loss of dignity.

The timing of death has become a matter of delib-

erate choice in most institutional deaths. This has

placed an enormous burden on patients, families,
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health professionals, and health‐care institutions. Yet,

early on, there was little or no guidance from the law,

medical and nursing codes, or hospital policies. Over

the last 30 years, our society has engaged in a deep and

intense discussion about the ethics and procedures that

should guide end‐of‐life decisions. This discussion has

been heavily influenced by a new emphasis on indivi-

dual rights and autonomy throughout our society—in

contrast to more paternalistic traditions in the medical

profession and in medical institutions. The discussion

has taken place in the courts, in professional societies,

in the press, in state and federal legislatures, and even

in popular culture––movies, books, and TV dramas.
Resuscitation

A debate continues over policies that pertain to the

presumption that all hospitalized patients wish to be

resuscitated if an acute emergency arises in their care.

Many treatment centers have established policies for

‘‘default’’ resuscitation action, for instance, if a patient

suffers from a life‐ threatening episode such as cardiac

arrest. Hospitals across the country have established

policies in which cardiopulmonary resuscitation

(CPR) is administered if a patient in the hospital

suffers cardiopulmonary arrest. CPR—with intuba-

tion, mechanical ventilation, external chest message,

and other invasive procedures—has been shown to be

an effective intervention to reverse sudden cardiac

arrest in otherwise healthy individuals.

This type of clinical care policy is controversial

because any other intervention, including giving a

patient an aspirin, requires a formal order from a

doctor. CPR, on the other hand, is administered unless

there is a specific order not to resuscitate—a ‘‘do not

resuscitate’’ (DNR) order. This issue is all the more

significant because CPR is a highly invasive interven-

tion that can result in fractured ribs, punctured lungs,

and tremendous loss of dignity. Since approximately

70% of Americans die in health‐care institutions,

millions are subject to this aggressive, but too often

fruitless intervention.

In the early 1980s, a Presidential Commission was

established to make specific recommendations about

how our society should deal with end‐of‐life decisions.
Its report,Deciding to Forego Life‐Sustaining Treatment:

Ethical, Medical and Legal Issues in Treatment Decisions

was highly influential, as were a series of court cases

from Karen Quinlan in 1976 to Nancy Cruzan in the
early 1990s. Efforts were made at local and national

levels to establish clear guidelines for withholding or

stopping potentially life‐sustaining treatments (like

CPR) and a clear consensus emerged in some areas of

end‐of‐life care.
Consensus for Care

Decisionally‐capable patients Decisionally capa-

ble adult patients have a right to refuse medical inter-

vention and may insist that any interventions already

in place be stopped. This includes not only the

patient’s right to refuse resuscitation but also interven-

tions such as mechanical ventilation, dialysis, che-

motherapy, admission to an ICU, and even the

artificial provision of fluids and nutrition. The latter

has been an extremely controversial issue because pro-

vision of food and nutrition is so basic to our social

relationships. However, provision of fluids and nutri-

tion through a nasogastric tube or a tube surgically

placed through the wall of the abdomen into the

gastrointestinal tract is considered a medical interven-

tion subject to the will of a competent patient.

Documentation and discussion Patients and their

families must be fully informed by the physician of the

alternatives and given the choice of how aggressive care

will be. Furthermore, these discussions and their con-

clusions must be documented in the medical record.

Decisions should be revisited on a regular basis as

clinical circumstances develop and change.

Stopping Life‐sustaining treatment does not

mean ‘abandonment’ of the patient A decision

to allow a patient to die does not signal the end of the

physician’s responsibility for the welfare of the dying

patient. Attention must turn to comfort—for example,

pain control, psychological and spiritual support, and

other ways of maximizing the dignity and social func-

tion of the patient. As noted below, this set of goals has

become the principal mission of the hospice and pal-

liative care movements.
Other Developments

Advance directives Although patient autonomy

became the guiding principle in end‐of‐life decision‐
making, many if not most patients are no longer

competent to make decisions when they must be
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made. Patients may be too sick to participate in deci-

sion‐making because of delirium, coma, or even

dementia. Advance directives such as living wills offer

the opportunity to carry a person’s wishes about treat-

ment into a future in which he or she may no longer be

capable of making decisions.

Living wills are the best known example of advance

directives. In a living will, a patient may state that (e.g.,

if they are in a terminal condition and unable to speak

for themselves), they want only comfort care. An alter-

native to living wills is appointing a legal proxy or

durable power of attorney. This approach allows

patients to designate the person they want to speak

for them and gives them a chance to talk in detail with

that person ahead of time.

All states have laws recognizing advance directives,

but most people have not executed them. Recently,

there has been criticism of advance directives pointing

out that end‐of‐life decisions are so varied and com-

plex that no document can adequately anticipate them.

Medical Futility As the patients’ rights movement

flourished, patients and families experienced an

increased influence on end‐of‐life decisions, supported
by hospital policies and professional ethics codes.

Although some patients and families exercised their

rights by refusing treatment, others demanded it. Phy-

sicians and nurses began to object to providing what

they considered to be futile care at the end of life. Their

professional duty, they claimed, was to benefit patients,

not merely cause physiologic effects. For example, pro-

viding CPR to patients dying of multiple organ system

failure was hopeless and harmful. Furthermore, the

rights of patients to refuse treatment were negative

rights, found in the law against battery or unlawful

touching. Nowhere did the law say patients had a

positive right to nonbeneficial care.

Futility, however, is difficult to define and necessarily

involves value judgments about how remote a chance

has to be before it is not worth taking and what counts as

a benefit. Many commentators saw futility disputes as a

failure of communication between health professionals

and families. Some hospitals have instituted futility

policies that include a series of reviews with family

and/or patient participation. Some see futility as a stalk-

ing horse for rationing—cutting off costly end‐of‐life
care when it has little to offer.

Ethics Committees Virtually all hospitals now

have clinical ethics committees to provide education,
formulate end‐of‐life and other policies, and increas-

ingly provide consultation services to patients, families,

and health professionals struggling with tough deci-

sions. Ethics committees are generally interdiscipli-

nary. Their members include: physicians, nurses, social

workers, clergy, administrators, and lawyers. Often

they include one or more lay members to provide an

‘‘outside’’ perspective. Some hospitals use the indivi-

dual ethics consultant to provide consultation services.

In some large academic medical centers, hundreds

of ethics consultations are performed each year. Con-

sultants or committees offer advice, leaving the final

decision‐making in its traditional place with the

responsible physician, the patient, and the patient’s

family.

Hospice and Palliative Care Until the 1960s and

the publication of Elizabeth Kubler‐Ross’s book, On

Death and Dying, these subjects were taboo. Physicians

regularly withheld information about terminal illness,

and patients and families shied away from discussing

it. Medical students and residents were taught nothing

about how to talk with dying patients who were often

isolated in the hospital setting. Following Kubler‐Ross,
a number of scholars studied the psychosocial phe-

nomenon of dying and offered practical suggestions

about how to talk with dying patients in a constructive

way. The rise of life‐saving technology in the 1970s in

many ways sidetracked this newfound interest in helping

patients, families, and health professionals deal con-

structively with the natural phenomenon of dying.

Instead, the emphasis was on saving and, too often,

extending lives unreasonably. As we have seen, patients

and families reacted to this ‘‘technological imperative’’

by establishing a right to refuse unwanted end‐of‐life
treatment. Physicians and nurses reacted by claiming a

professional right to deny futile and invasive care.

During this same period, there was a growing

recognition that in the midst of our aggressive techno-

logical treatment environments, terminal patients too

often received inadequate treatment of their pain,

depression, social isolation, and spiritual needs. Out

of this recognition, the hospice and palliative care

movements were born. Like Kubler‐Ross, who brought

attention to the inadequacy of the psychosocial

response to the reality of death and dying in a pre-

technological era, a host of scholars and clinicians

focused on the ways health professionals could

improve the quality of life of patients as they died in

the midst of medical technology.
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The hospice movement, inspired by Cicely Saunders

in England in the late 1950s, emphasized a unique

philosophy. It recognized that sometimes aggressive

treatment was unwanted and that specialized care

could substantially relieve the traditional burdens of

the dying. The hospice movement has grown enor-

mously in the United States and hospice care is now

supported by health insurance, including Medicare.

Part of the motivation of this movement has been

the growing recognition of the inadequacy of the

care of the dying. Early on, hospices were separate

institutions where patients spent their last days in the

care of persons technically and philosophically trained

to deal with their needs. As the demand for hospice

care has grown, its delivery has moved primarily to

the home and to nursing homes where patients are

dying.

While hospice care has traditionally focused on the

dying (some define this as a predicted 6 months to

live), palliative care has taken the position that the

dichotomy of aggressive treatment or acceptance of

death is a false one. Instead, there should be attention

to relief of suffering, rehabilitation and support for

caregivers all along the spectrum of care. Some observe

that hospice and palliative care are not so different.

Both are humanistic efforts to relieve suffering and

maximize quality of life. Moreover, while hospice

deals with terminal patients, many of those patients

are happy to be alive and, while emphasizing comfort

care, also desire limited measures to prolong their lives.
Conclusion

With new innovations in medical technology, human

beings are faced with difficult decisions regarding end‐
of‐life care. Individual decisions are complex and are

dependent on a variety of cultural, psychological, and

economic factors. Although our society has forged a

general consensus about the laws and procedures for

dealing with these complicated human dilemmas, we

must still deal with the coming realities of rationing of

scarce and expensive medical resources.
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Endometrial Polyps
Linda Darlene Bradley

Endometrial polyps are benign (noncancerous)

growths found within the uterine cavity. Usually they

are asymptomatic and remain undetectable for dec-

ades. In women without symptoms, they are often

found coincidentally when pelvic ultrasound (special

procedure to examine the pelvic cavity) is performed

for unrelated problems. However, in women with

abnormal uterine bleeding, investigation may lead to

their detection. Symptoms most often related to uter-

ine polyps include abnormal bleeding, postcoital stain-

ing (bloody vaginal discharge after sexual intercourse),

chronic vaginal discharge, dysmenorrhea (painful

menstrual periods), or infertility. Generally abnormal

bleeding is characterized with increased clotting, inter-

menstrual or premenstrual spotting, or heavier men-

strual flow. Women utilizing the medication tamoxifen

http://www.aahpm.org
http://www.abcd-caring.org


Endoscopy E 323
therapy have a higher incidence of endometrial polyps.

Additionally, one fourth of women with endocervical

polyps will have an endometrial polyp.

Luckily, 99% of polyps removed by operative hys-

teroscopy (procedure to remove polyps via a tube

inserted into the uterus) are benign. In symptomatic

women, however, operative hysteroscopic removal is

imperative to evaluate histology (polyp tissue make‐
up) associated with the endometrial polyps. What are

the usual histological (cellular composition of the

tissue) findings detected? Evaluation histologically

demonstrates polypoid tissue covered by endometrium

(uterine wall tissue) with glands of variable size and

shape, and contains fibrotic stroma (fibrous founda-

tion tissue) and thick‐walled blood vessels. Functional

polyps are defined as having surface endometrium that

contains either proliferative (growth type) or secretory

(secreting function) phase endometrium. Nonfunc-

tional polyps have inactive endometrium that is in

dysynchrony (out of stage) with the endometrium.

Endometrial cancer and hyperplasia (excessive tissue

growth) rarely occur within an endometrial polyp. In

fact, only 1% of endometrial polyps may have a coex-

isting malignancy present. Endometrial polyps may

coexist with other lesions including endometrial

hyperplasia and submucosal fibroids (masses/fibroids

growing the uterine cell wall). Although cancer is rarely

found within an endometrial polyp, removal because

of abnormal bleeding is imperative—to both treat

menstrual dysfunction and to reliably exclude prema-

lignant or malignant disease. When totally asympto-

matic polyps are detected, there is little justification for

operative intervention.

Recently transvaginal (through the vaginal open-

ing) ultrasound (TVUS) has become an integral com-

ponent of modern gynecologic practice. Ultrasound is

frequently requested for evaluation of pelvic pain,

infertility, screening purposes, and inadequate subjec-

tive bimanual examination (normal gynecological

examination). On occasion, the ultrasonographic

appearance of the endometrial echo (findings of the

ultrasound) may be suggestive of an endometrial

polyp. Clinicians find ultrasound particularly helpful

in imaging the endometrium. The characteristics of the

endometrium gauge the health and well‐being of

the uterus. How is the health of the endometrium

measured? Ultrasonographers (ultrasound specialists)

can reliably determine the endometrial thickness,

echogenicity (ability of the tissue to be permeated by

ultrasound), and texture of the endometrium. When
the endometrial echo is thickened, then gynecologists

can better ascertain the etiology with saline infusion

sonography (SIS) or office hysteroscopy (additional

specialized techniques to better visualize the interior

of the uterus). These quick office‐based procedures can

reliably determine the presence of endometrial polyps.

Patients who have symptomatic uterine polyps can

be offered minimally invasive treatment with operative

hysteroscopy. This technique permits rapid, safe,

and effective transvaginal removal of the polyp with

minimal anesthesia as an outpatient procedure. The

removed tissue is analyzed histologically (under a

microscope). Fortunately, polyps rarely reoccur. Less

than 1% are malignant. Patients with symptomatic

endometrial polyps should have them removed under

hysteroscopic guidance, no longer is a blind dilation

and curettage (D&C) sufficient or accurate in ensuring

that the polyp is completely removed. Gynecologists

increasingly are skilled in this novel procedure.
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Endoscopy
Jason R. Taylor

Endoscopy is an imaging modality used to visualize

the gastrointestinal tract. It may be separated into two

entities: upper endoscopy and lower endoscopy. Upper

endoscopy is commonly referred to as an esophagogas-

troduodenoscopy (EGD), while lower endoscopy is
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known as a colonoscopy. Other endoscopy procedures

that are relatively new over the last 10 years include

endoscopic ultrasound (EUS) and endoscopic retro-

grade cholangiopancreatography (ERCP). Specialty

trained physicians known as board‐certified gastroenter-
ologists perform these procedures predominantly in the

outpatient setting.

EGD involves passing a long, flexible black tube

with a camera on one end from the patient’s mouth,

through the esophagus and stomach, and finally to the

first part of the small intestine. The camera at the end

of the tube relays images to a screen or television in the

procedure room. The physician is able to visualize the

gastrointestinal tract in real‐time on the video monitor

as he or she is moving the endoscope. An EGD lasts

approximately 15–20 minutes and may be used for

diagnostic and therapeutic interventions.

For example, while passing the endoscope the phy-

sician may take samples of tissue along the gastroin-

testinal tract. These tissue samples are collected in

special containers and then sent to a laboratory

where physicians use high‐powered microscopes for

evaluation and diagnosis. In addition, the multipur-

pose endoscope is equipped for treatment of several

common disorders including erosions, ulcers, or sus-

pected cancers in the esophagus, stomach, or small

intestine.

ERCP is used to diagnose diseases of the pancreas

as well as diseases of the ducts that drain the liver and

gallbladder. The ERCP is performed using a long flex-

ible black tube similar to the one used for EGD. The

tube is passed from the patient’s mouth, down through

the esophagus to the stomach and into the small intes-

tine. The ERCP tube differs from that of EGD by slight

structural variations. The ERCP tube has a small cam-

era on the side, instead of the end like the EGD, and

allows the physician to view the opening of the duct

that drains the pancreas. The physician may then pass

wires through a port next to the camera into the

pancreatic ducts. This can help remove stones in the

ducts, improve unusual narrowing or blockages, and

biopsy suspected tumors.

EUS is a relatively new imaging modality used to

visualize the pancreas, the gastrointestinal tract, and

their surrounding organs by means of ultrasound. The

EUS endoscope is actually fitted with an ultrasound at

the end of the long, flexible black tube that relays

images to a television screen. This imaging has helped

a great deal with the diagnosis of masses or other

abnormalities outside of the gastrointestinal lumen.
In addition, a needle may be passed through a port

next to the ultrasound device at the end of the tube in

order to sample the tissue. Therefore, the gastroenter-

ologist may help diagnose a mass by using the EUS to

see the lesion and then take a tissue sample for collec-

tion instead of having to refer the patient for open

abdominal surgery.

Like the EGD and the ERCP which help diagnose

diseases of the upper gastrointestinal tract, a colono-

scopy may be used to diagnose diseases of the lower

gastrointestinal tract such as abnormal growth of tis-

sue, causes for bloody stools, unexplained diarrhea,

constipation, abdominal pain, or anemia. The device

used to perform a colonoscopy is similar to an EGD in

that it is a long flexible tube with a camera on one end.

Preparation for the procedure requires drinking laxa-

tives or enemas the night prior to the procedure and

fasting from at least 8 hours prior until after the pro-

cedure is completed.

The procedure is performed under local anesthesia

(conscious sedation) and typically lasts 30–45 minutes.

Therapy with the endoscope may be performed for

lesions in the rectum and large intestine; however, the

majority of the indications for a colonoscopy are for

diagnostic or screening purposes.

Cancers of the colon and rectum are the second

leading cause of death in the United States. Therefore,

colonoscopy has become an important screening tool

for colon cancer. Current recommendations are for

a colonoscopy in all patients older than 50. Patients

with a family history of colon cancer should have a

colonoscopy done earlier than the general population,

generally 10 years prior to the age at diagnosis of their

first‐degree relative.
After an EGD, EUS, ERCP, or colonoscopy, a

patient will remain in a waiting room for 30–60 min-

utes to recover from the procedure and discuss the

findings with his or her physician. After conscious

sedation, it is not recommended for a patient to drive

an automobile. Therefore, patients are recommended

to have a friend or family member available to drive

them home. If these procedures are performed as an

outpatient, it is generally safe to return to work the

following day and perform normal activities.

Endoscopy has revolutionized diagnosis of gastro-

intestinal disorders. It not only allows a physician

to directly visualize the gastrointestinal tract but also

enables tissue sampling for microscopic diagnosis

of abnormal lesions or masses. Patients should feel

secure that the procedures have minimal complications,
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are widely available, and may be performed in the out-

patient setting.
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Environment
Bettina A. Rausa

The environment is made up of the chemical, physical,

and biological agents to which we are exposed during

the course of our lives either at home or at work. The

environment affects our health through exposure to

pollution and other toxins that are largely the result of

our own making. In 2002, the Environmental Protec-

tion Agency (EPA) launched its aging initiative to

examine the environmental health hazards facing

older persons. Elders are at a higher risk of the effects

of the environment, given the progressive decrease in

the functions of several organs and body systems, and

the accumulation of toxins in the body manifesting

through a variety of diseases that can lead to disability

and/or death.
Air Pollution

Indoor air pollution is a special concern for seniors,

who typically spend long periods of time indoors.

Indoor air, comprising contaminants penetrating

from outside and those generated indoors, can contain

secondhand smoke, fumes from household cleaning

products, and even carbon monoxide, which can be

dangerously toxic, especially to those who are at risk of

heart disease and stroke. Secondhand smoke is one of

the worst indoor air pollutants and contributes to

heart disease and stroke. Wood‐burning stoves and

fireplaces generate fine carbon air particles that can

trigger chest pain, palpitations, shortness of breath,

and fatigue, especially in elders with heart disease.

Prevention strategies include proper ventilation,

avoiding smoking indoors and enclosed areas where

smoking is permitted, and eliminating indoor wood

burning.

Outdoor air pollution consists of particulate mat-

ter or soot and gases that originate from a variety of

sources including vehicles, power plants, industrial

smokestacks, and fires. The EPA set National Ambient

Air Quality Standards (The Clean Air Act) for pollu-

tants considered harmful to public health and the

environment and over 50% of the US population

lives in an area that exceeds those standards including

the elderly who are at the greatest risk for lung and

heart disease. Studies show that hospitalizations for

heart attacks, arteriosclerosis, and pulmonary heart

disease increase during bad air days. The immune

system is also impacted by air pollution, and the inha-

lation of toxic gases and particulate matter leads to

lung infections, and decreases the defense system cells

used to fight off bacteria.

The toll on individual body organs and systems as

the result of airborne environmental toxins is consid-

erable. The upper aerodigestive tract is the main route

of contamination; and when inhaled, the components

of smog can be irritating to the mucous membranes

leading to chronic sinusitis. Exposure to solvents, pes-

ticides, and many other inhaled pollutants may also

cause tumors, hypertension, and angina.

A wide variety of materials found in air also enter

the bloodstream, including benzene, lead, and other

heavy metals, carbon monoxide, pesticides and herbi-

cides. These materials have damaging effects on blood

cells, bone marrow, the spleen, and the lymph nodes.

Carbon monoxide can interfere with the blood’s

oxygen‐transport capability and severe overexposure

www.acg.gi.org
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can result in death due to asphyxiation or permanent

damage to the central nervous system. Lead, mercury,

pesticides, and ozone exposure effects on the central

nervous system include psychiatric symptoms and dis-

orders involving mood, personality, cognitive, and

motor responses such as brain damage, anxiety,

depression, and increased aggression.

The skin is the body’s external interface with the

environment, particularly air pollution and sun expo-

sure. Depletion of the ozone layer, which increases

ultraviolet radiation, allows harmful amounts of radia-

tion to penetrate the earth’s surface, increasing the risk

of melanoma. Because melanoma can take many years

to develop, the risk of exposure increases with age.

Preventing harmful exposure to the sun includes

avoiding sunburns and tanning parlors, wearing pro-

tective clothing and sunscreen, and promoting and

implementing early skin cancer detection programs.

The eyes are also affected by ultraviolet radiation in a

number of ways, such as age‐related cataracts, sun-

burn, and degeneration of the cornea, which contri-

butes to age‐related macular degeneration resulting in

blurred vision and blindness. Wearing glasses that

block ultraviolet rays is recommended to help protect

the eyes.
Waterborne Pollutants

There are a number of waterborne pollutants. One

such pollutant found in drinking water is arsenic––

best known for its role in tumor formation and its link

to vascular diseases. Consumers should check federally

mandated reports from water suppliers concerning

arsenic detected in drinking water.

Lead is also commonly found in drinking water

and contributes to increased blood pressure and skele-

tal deterioration. Lead can remain in the bones for

decades. Menopause in women leads to the deminer-

alization of the bones, allowing lead to seep out and

enter the blood stream, which increases the risk of

developing osteoporosis. Diagnosing symptoms of

lead poisoning in older adults is difficult because

symptoms of exposure are similar to what are com-

monly considered inevitable problems of old age: poor

sleep patterns, slower reaction times, irritability, and

impaired visual‐motor coordination. Lead also impairs

renal function causing slower clearance of medications

from the body, resulting in higher concentrations
of drugs and increased risk of side effects––a special

concern when elders consume many prescription

drugs. To help prevent lead poisoning from drinking

water, the EPA suggests running cold water at least 30

seconds, preferably 2–3 minutes, before drinking.

Exposure to lead and to other minerals has been

implicated in neurodegenerative diseases seen in old

age: Alzheimer’s disease and Parkinson’s disease. Since

most cases of these diseases do not appear to have

genetic causes, several different environmental agents

may contribute to each disease. People exposed to high

levels of lead are more likely to develop Alzheimer’s

disease, which afflicts half of those in their mid‐eighties;
pesticides are suspected of contributing to Parkinson’s

disease, which affects more than 1.5 million people in

the United States, most of whom are above 60.
Temperature

‘‘Excessive heat events’’ are prolonged periods when

temperatures reach at least 10�F above the average

high temperature. This rise in temperature can lead

to heat stroke which causes the body’s temperature

control system to fail, leading to a rapid rise in body

temperature causing severe and permanent damage to

vital organs, disability and/or death. People with heart

disease and stroke have impaired cooling mechanisms

and are more vulnerable during heat events. Certain

medications can also make individuals more suscepti-

ble to heat events and physicians should be consulted

in case of a heat wave. The EPA recommends air‐
conditioning––even for a few hours a day––to protect

against heat‐related illness and death. Electric fans are

not recommended when temperatures reach the high

90s. Taking a cool shower or bath, wearing light‐
weight, light‐colored and loose‐fitting clothing, drink-
ing lots of fluids, avoiding caffeine, alcohol, and large

amounts of sugar are also precautionary measures

against heat stroke.
Residential and Occupational

Many elderly minorities live in urban areas that fail to

meet EPA air quality standards, and many low‐income

and minority communities are located in close proxi-

mity to chemical and industrial settings where toxic

waste is produced, including chemical waste disposal
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sites, fossil‐fueled power plants, municipal incinera-

tors, and solid waste landfills.

Certain occupations expose humans to more

potentially toxic chemicals and pollutants in higher

concentrations. Farmers, miners, metal, wood, leather

and textile workers, and health care workers are all

exposed, more frequently and in higher density, to a

variety of toxic chemicals, including pesticides, carbon

monoxide, lead, ozone, and nitrogen dioxide. Expo-

sure can be reduced by wearing proper clothing, engi-

neering controls, using suitable respirators, masks and

other personal protective devices, and proper ventila-

tion. Another harm‐reduction strategy is to increase

dietary intake of antioxidants (e.g., vitamins A, B, C,

and E) as well as magnesium (found in whole grains,

legumes, and vegetables), and amino acids (foods of

animal origin and some grains and legumes). Although

hundreds of new chemicals are developed and added

every year to the existing unique chemicals, few of

these chemicals have been adequately assessed for

potential toxicity, either individually or in conjunction

with other chemicals.

Organizations such as the Environmental Alliance

for Senior Involvement (EASI) and National Associa-

tion of Physicians for the Environment (NAPE) believe

that one of the best strategies to achieve environmental

improvement is to involve elders in efforts to enlist

others in NAPE’s educational activities. The EPA’s

aging initiative; other institutions’ focus on the envir-

onment and its effect on elders’ health, and the

expected increase in the elderly population as baby

boomers age, are giving rise to increased attention

and resources targeted to gain a better understanding

of the environmental impacts on older adults.
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Epilepsy
Adriana S. Tanner

Epilepsy is characterized by unprovoked, recurring

seizures resulting from abnormal discharges of cortical

neurons (nerves). Neurons normally generate and pro-

pagate electrochemical impulses that act upon other

neurons ultimately producing specific actions. During

a seizure, normal neuronal activity becomes disturbed

causing changes in behavior, feelings, actions, altered

consciousness, and occasional convulsions. The clini-

cal manifestations are many and depend upon the area

of the brain involved.

Epilepsy affects about 1% of the population or

about two million people in the United States with

an incidence of approximately 50 new cases per

100,000 population annually. In third world or devel-

oping nations, the incidence can be as high as 100–190

per 100,000 (Sander and Shorvon 1996). The preva-

lence of epilepsy ranges from 40–100 per 100,000 in

developed countries to 500 per 100,000 in developing

nations. Between 3% and 8% of the population have

one or more seizures during their lifetime. The cumu-

lative risk of having at least one or more epileptic

seizure during an 80‐year life span is 1:10.

Epilepsy affects people of all ages. The prevalence of

epilepsy demonstrates a bimodal (two peaks) distribu-

tion with respect to age. Rates are higher in the first

decade, decline after this and during most of adult-

hood, and rise again after 60. Some studies have

http://pubs.acs.org/subscribe/journals/esthag-w/2003/jul/policy/cc_aging.html
http://pubs.acs.org/subscribe/journals/esthag-w/2003/jul/policy/cc_aging.html
www.epa.gov
www.easi.org
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suggested a shift to increased incidence in the elderly

because of increases in stroke, cancer involving the

brain, and dementia in aging. Men have a slightly

higher risk than women in both the young and old.

Epilepsy is a wide spectrum of diseases that share at

their source recurrent, unprovoked seizures caused by

uncontrolled electrical discharges from nerve cells in

the cerebral cortex. Epileptic seizures fall into two

general categories based upon the origin of onset.

Generalized seizures typically occur when neurons in

both halves, or hemispheres, of the brain are activated

at the same time, whereas focal or partial seizures

occur when only a group of neurons in one region of

the brain is activated. In a simple focal seizure, the

person will remain conscious but may experience unu-

sual feelings, movements, or sensations. In a complex

focal seizure, the person has altered awareness and may

display strange, repetitious behaviors such as hand and

mouth movements. These repetitious movements are

called automatisms.

Generalized seizures include: (1) absence seizures

(where the person may appear to be staring into

space), (2) tonic seizures (there will be stiffening of

different groups of muscles), (3) clonic seizures (repea-

ted jerking movements of different groups of muscles),

(4) tonic‐clonic seizures (stiffening of the body followed
by repeated jerks of the arms and legs as well as loss

of consciousness), and (5) atonic (where there is a

loss of tone in the body).

Epilepsy is further classified into syndromes

according to a set of common characteristics including

type of seizures, findings on the electroencephalogram

(EEG), age of onset, and cause. For some of these

syndromes, the cause appears to be hereditary. For

other syndromes, the cause is unknown. The classifica-

tion used currently for both epileptic seizures and

epilepsy syndromes is that of the International League

Against Epilepsy (ILAE) which incorporates the basic

categories of partial and generalized seizures, EEG

findings, prognosis, pathophysiology, and etiology.

The evaluation of epilepsy starts with an adequate

history and physical examination taken by a qualified

health professional. A detailed account of the circum-

stances surrounding the seizure including symptoms

or signs preceding it, warning signs or aura, descrip-

tion of the seizure, and the recovery or postictal period,

is paramount. The individual’s history should be thor-

oughly explored looking for risk factors and provoking
incidents. Questioning should also explore diseases

that mimic epilepsy.

The EEG remains one of the most important tests

for epilepsy. This test assesses distant potentials of the

brain cortex using electrodes strategically located on

the overlying scalp. The pattern and localization of

epileptiform abnormalities not only help make a diag-

nosis of epilepsy but also assist in characterizing the

type of epileptic disorder or epileptic syndrome.

Imaging is also a very important tool with recent

electronic advances. A contrast‐enhanced image of the

brain using magnetic resonance or computed tomo-

graphic imaging is required following an initial seizure.

Imaging assesses pathologies in the brain including

tumors and vascular anomalies along with subtler

abnormalities such as hippocampal sclerosis and

cortical dysplasias. Finding these abnormalities could

change the patient’s management. Advance imaging

techniques such as magnetic resonance spectroscopy

(MRS), magnetoencephalography (MEG), positron

emission tomography (PET), and single‐photon emis-

sion computer tomography (SPECT), are being inves-

tigated to aid in evaluating patients with refractory

epilepsy who might be candidates for brain resection

surgery.

The treatment of epilepsy involves several modal-

ities including behavioral modification, antiepileptic

drugs, the vagal nerve stimulator, and surgery. Ade-

quate rest, good nutrition, stress reduction, and avoid-

ance of provoking factors such as alcohol and illicit

drug use begin therapy. Special diets are sometimes

used for refractory patients. The ketogenic diet, a diet

rich in fats and low in carbohydrates, causes oxidation

of fats instead of carbohydrates. Ketoacids are pro-

duced resulting in a metabolic acidosis. This diet’s

mechanism of action in preventing seizures is not

well understood, but its effects in seizure reduction in

children are well documented. Patients with epilepsy

must also comply with driving restrictions and follow

precautions such as avoiding heights, and swimming

alone.

Antiepileptic drugs (AED) are the cornerstone in

the treatment of epilepsy. The choice of which AED to

prescribe depends on many different factors including

the type of seizures or epileptic syndrome, seizure

frequency, the patient’s age and gender, likelihood of

becoming pregnant, and other medical conditions.

About 60–70% of patients with epilepsy achieve
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adequate control with one medication. The remaining

30% require multiple agents and develop seizures that

are resistant to medical treatment.

Surgery is an important treatment strategy in

patients felt to be refractory to medication and in

whom the area of the brain triggering the seizures is

well identified. If the above is not a region considered

eloquent (i.e., visual area, language area, movement

area), the patient is thought to be a good candidate

for epilepsy surgery. The most common type of surgery

performed is resection of the temporal lobe with a

success rate of about 70% seizure freedom, 1 year

following surgery, in the United States. Patients

believed to be uncontrollable with other therapies

seem to benefit from surgery more when they are

referred at an early stage.

The vagal nerve stimulator (VNS) is another alter-

native for patients who do not respond to medications

and are not surgical candidates. This technique isolates

the left vagus nerve in the neck and electronically

stimulates the brainstem with retrograde impulses

decreasing its seizure susceptibility. VNS decreases

seizures by about 50% in about 50% of patients.
Related Topics

>Electroencephalogram, > Frontal lobe dysfunction
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The Error Catastrophe
(Accumulation) Theory
of Aging
Jessica Diggs

The error catastrophe theory of aging states that aging

is the result of the accumulation of errors in cellular

molecules that are essential for cellular function and

reproduction that eventually reaches a catastrophic

level that is incompatible with cellular survival. The

central dogma of molecular biology refers to the uni-

directional transfer of genetic information from deox-

yribonucleic acid (DNA) to proteins. DNA carries all

of the cells genetic information and instructions for

carrying out the functions of the cell. Proteins serve a

variety of functions. Some proteins serve in metabolic

or structural processes, while others serve to catalyze

cellular reactions.

The transfer of genetic information from DNA to

protein occurs in a series of coordinated processes. The

first process called transcription involves the transfer of

genetic information from double‐stranded DNA to

single‐stranded messenger ribonucleic acid (mRNA)

that is able to transport this information from inside

the nucleus of the cell, where DNA is housed, to the

cytoplasm that surrounds the nucleus, where protein

will be made. After this mRNA copy of the DNA is

created, the mRNA leaves the nucleus for the cyto-

plasm and protein is synthesized through a process

called translation. Once synthesized, these proteins

fold into a three‐dimensional form with grooves that

can allow specific molecules to bind. The unique struc-

ture of the molecules formed, allow proteins to serve as

enzymes that catalyze essential chemical reactions in

the cell, including those reactions involved in tran-

scription and translation. For example, RNA polymer-

ase II is the protein (enzyme) responsible for the

initiation of DNA transcription, and the aminoacyl

transfer RNA (tRNA) synthetases are group of enzymes

that catalyze the addition of amino acids (the building

blocks of proteins) to tRNA molecules during protein

translation.

The error catastrophe theory of aging was proposed

by Leslie Orgel in 1963. This theory is based on the

assumption that transcription and translation are



330 E Ethics
inexact processes that will result in a small, but poten-

tially cumulative amount of error. Orgel proposed that

these errors would accumulate with age until reaching

a catastrophic level at which the organism could no

longer sustain life.
Consequences of Error Accumulation

Errors that occur during transcription or translation

may result in misincorporation of amino acids into

proteins, or errors in the protein sequence that may

lead to a spectrum of structural and functional altera-

tions of the protein and the cell. Some errors may not

affect the final protein sequence; if the change resulted

in a duplicate code for an amino acid, then no mis-

incorporation will occur. Other errors that do lead to a

change of amino acid may result in the misincorpora-

tion of an amino acid, but if it is one of similar

structure, the protein molecule may still be fully func-

tional, because the error did not effect the folding of

the protein molecule, or may be in a location other

than the protein’s active site (the space where other

molecules bind during chemical reactions). Errors that

lead to the incorporation of incorrect amino acids that

are dissimilar to the appropriate amino acid, or

changes in the amino acids that line the groove/active

site of the protein may potentially alter its affinity

of the protein for its substrate (the specific molecule

that the protein is designed to bind to), leading to a

significant change in the function of the protein.

Because proteins are eventually degraded, if errors

occur in a protein serving a metabolic or structural

function, there may be some level of cellular dysfunc-

tion, but when these proteins are removed, the evi-

dence of this error will be lost. If however this error

occurs in a protein molecule involved in transcription

or translation, more errors will be produced with each

step, leading to an exponential increase in the error

rate as successive molecules are produced. These errors

and dysfunctional molecules would eventually accu-

mulate in the cell, reaching a threshold where an

error catastrophe would occur. At this point the cell

can no longer function and cell death would ensue.
Public Health Perspective

Although some scientific investigations have provided

evidence of the accumulation of altered proteins
with aging, these changes have been attributed to post-

translational modifications of the proteins, instead of

transcriptional and translational errors. There were no

alterations in the amino acid sequences of these pro-

teins that would suggest errors in protein manufactur-

ing. Other research has documented that while the

fidelity of protein synthesis may be less than that

of DNA, it remains relatively constant over time.

Although this theory has been discounted based on

available scientific evidence, there is still much left to

be explained, for example, the accuracy of protein

synthesis in young and old and the threshold at

which errors may lead to cellular dysfunction. Filling

these gaps in knowledge may elucidate the role of

protein error in aging, which may ultimately have

important implications for public health and aging.
Related Topics
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Ethics
Ryan Spellecy . Laura Roberts

Ethics is concerned with how we should live—the

decisions we make, the actions we undertake (or fail

to undertake), and the underlying concepts, values,

and motivations that influence these choices.
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In the field of bioethics, there are several principles

that shape ethical decision‐making. These principles in-

clude justice (the distribution of scarce resources such

as health care in society), confidentiality (refraining

from divulging private information entrusted to a

person), veracity (truth‐telling), autonomy (respecting

the informed choices of capable persons and safeguard-

ing vulnerable or compromised persons), beneficence

(doing good or enhancing benefit), and nonmalefi-

cence (doing ‘‘no harm’’). These principles can some-

times align closely, for example, when a person with

depression genuinely and knowledgeably consents to

confidential treatment that has a high likelihood of

benefit, and at other times be in conflict, for example,

when a delirious patient demands discharge from the

hospital against the advice of the clinical team shortly

after undergoing surgery.
Ethical Issues in the Care of
Aging Persons

The ethical issues one is likely to encounter in an

aging population do not differ fundamentally from

those in other populations, though certain issues

arise with greater frequency. One example is informed

consent, especially in relation to individuals with

diminished capacity for health care decision making

and end‐of‐life care.
Informed Consent and Health‐Care
Decision‐Making

Informed consent is a foundational ethical element in

the physician–patient relationship, and there are a

number of useful models. At its core, informed consent

requires that the patient receive the information he or

she needs in a readily understandable and usable man-

ner in order to make a decision in light of his or her

own values and goals. The presentation of this infor-

mation will of course vary from individual to indivi-

dual, and may require slowing down, repeating

information, engaging a translator for persons for

whom English is not the primary language, illustra-

tions, and other steps. Additionally, it is important to

remember that informed consent is not a piece of

paper that someone signs, and it is not an isolated

event. Rather, informed consent is an ongoing process
that should be reviewed and updated with each visit or

change in the treatment plan.

The reason informed consent is given such high

priority is the recognition that medical advances have

resulted in a wide array of options for patients, and the

‘‘right’’ treatment is a medical and intensely personal

decision. Which outcome would result in an acceptable

quality of life, howmuch risk one is willing to bear, and

whether a course of treatment is too much of a burden

is determined in large part by one’s values, goals, and

life plans. The individual patient is uniquely situated to

evaluate treatment decisions in accordance with his or

her values, goals, and life plans, as they are the patient’s

and he or she is intimately familiar with them. Addi-

tionally, it is the patient who must ultimately live with

the outcome of the decision.

For individuals whose decision making ability is

compromised, the requirement for respectful, personal

value‐guided decisions is no less. For instance, if a

person has executed a health care power of attorney

(POA, also known as a durable POA for health care)

and appointed a health care agent or advocate should he

or she become incapacitated, that person should

make decisions for the patient as the patient would

have wanted. At times, the agent appointed under the

POA might make decisions as he or she would want,

or makes decisions out of guilt or remorse for not

having ‘‘been there’’ for the patient in the past. While

this is a difficult situation, the agent needs to be

reminded that he or she has a ‘‘job description,’’ that

is, to make decisions according to the wishes and values

of the patient. Useful questions to encourage such a

decision making mindset include: ‘‘Did [patient’s

name] ever discuss what she would want if she were

in this situation?’’ ‘‘Did [patient’s name] ever have a

friend or family member in a similar situation, and

what did she think about it?’’ ‘‘If [patient’s name] were

sitting here with us right now, what do you think

she would tell us about the level of treatment she

is receiving? What would she consider an acceptable

outcome?’’

However, if the patient does not have a health care

POA, guidance concerning what the patient would

want should be sought from family and friends.

While local laws may (or may not) specify a chain of

succession in legally recognized surrogate decision‐
makers, it is useful and appropriate to involve multiple

family members and friends, as they may recall differ-

ent conversations or experiences with the patient. Put-

ting together the pieces of the patient’s values from
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various sources can be done by holding a family meet-

ing, in which social workers, chaplains, and the hospi-

tal ethics committee can be resources.

If there is no one available to make decisions as the

patient would want themmade, or provide insight into

his or her values, a ‘‘best interests’’ approach should

be used. A best interests approach is contrasted with

the more subjective approaches discussed earlier be-

cause one must seek to make decisions in a more

objective manner since information regarding the

patient’s wishes is absent.. This approach often seeks

to make decisions that are consonant with what a

reasonable, average, informed person would want in a

similar situation. As with all of these approaches, local

laws vary and should be consulted.
End‐of‐Life Care Issues

End‐of‐life care poses many salient ethical concerns.

Some of the common issues are whether there is a

meaningful ethical difference between withholding

and withdrawing treatment, adequate pain manage-

ment, as well as questions of futility.

Ethically, there is wide consensus that voluntarily

withholding treatment is equivalent to voluntarily with-

drawing treatment, when done appropriately. Thus, if a

patient who suffers from chronic obstructive pulmon-

ary disease, or her surrogate, requests that mechanical

ventilation not be started, or if ventilation is used on a

trial basis and is found not to change the underlying

disease progression, the two courses are ethically

equivalent. A major reason is that the relevant cause

of death is the underlying disease, not the actions of

the health care team. This difference sets withholding

and withdrawal apart from active euthanasia. In eutha-

nasia, it is the actions of the physician, and not the

underlying disease, that cause the death of the patient.

Although there is some debate as to whether the rea-

sons that lead us to consider withholding and with-

drawing treatment as morally on par with one another

would also ethically justify active euthanasia, there is

widespread ethical acceptance of both withholding and

withdrawing of life‐sustaining therapies.
Provision of compassionate care is a central com-

mitment of the profession of medicine. Patients trust

that their caregivers will offer comfort and seek to

relieve suffering in the context of a therapeutic rela-

tionship. Nevertheless, management with narcotic
(opioid) medications at the end of life may have

the secondary effect (or a ‘‘double effect’’) of suppres-

sing physiological processes and potentially hastening

death. Physicians at times express reluctance about

using very high doses of pain‐relieving narcotics for

fear of causing the death of the patient; yet effective

and intensive pain management at the end of life is not

only ethically appropriate and compassionate but also

ethically required.

There is an ethical tension intrinsic to the problem

of alleviating suffering in a manner that may hasten

death. The doctrine of double effect is often cited in

defense of such practices, as it isolates the positive

professional intent of the physician. Double effect has

four criteria that must be satisfied for this rationale to

be invoked:

1. The act must be good or at least morally neutral,

that is, the treatment of pain and suffering in a

terminally ill person must fulfill the requirement

of seeking to benefit the patient.

2. The agent must intend the good effect and not the

bad effect, which may be foreseen but not intended.

In this situation, the intention is just to prevent

pain and suffering, and not to end the life of the

patient. A useful test here is to ask whether one

would consider treatment a failure if the patient’s

pain were controlled, and yet the patient lived. If

not, one intends the good effect, not the bad.

3. The bad effect must not be a means to the good

effect. Here one must not use the patient’s death as

a means to end the suffering, although death may

be foreseen, as noted above.

4. There must be a proportionately grave reason to

risk the bad effect. In this instance, preventing

intolerable pain and suffering at the end of life is

certainly proportionate.

Another ethically important consideration in end‐
of‐life care relates to the concept of futility. There are

situations when a seriously ill person is nearing death

and the health care team is concerned that aggressive

treatment may be both burdensome and futile, and yet

the patient or the surrogate decision‐maker continues

to ask for intensive therapeutic intervention. These

situations are often very complex, emotionally as well

as ethically.

To help anticipate and resolve decisions that may

arise under such difficult circumstances, there have

been numerous attempts to define futility so that set
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criteria exist for whether or not a physician is obligated

to provide care he or she believes to be futile. Distinc-

tions between quantitative futility, in which the treat-

ment has an extremely low chance of success, and

qualitative futility, in which the treatment, even if

successful, will be of no benefit to the patient but will

merely prolong dependence upon intensive medical

care, were initially thought to hold promise. However,

if the chance of success is greater than zero, a strong

case can be made for deferring to the patient, and

defining benefit in relation to the values and prefer-

ences of the patient who must live out the illness and

the consequences of intervention or nonintervention

in his or her remaining weeks, days, or hours. This is at

the heart of the underlying tension in the futility

debate, that is, resolving the conflict between the

wishes of the patient and the perceived professional

obligations (e.g., beneficence, nonmaleficence, veracity)

of the physician.
Approaching Ethical Problems
Constructively

The process of arriving at an ethical course of action in

a complex health care situation often entails several

steps. First, it will involve carefully identifying and

clarifying which bioethics principles are involved and

may be in conflict. It is often important to gather

additional information (e.g., clinical data, background

information on patient preferences, life history, and

personal values, relevant institutional policies or legal

requirements) and to seek counsel from colleagues or

specific expertise from other professionals. Difficult

ethical issues need not and should not be addressed

alone. Identifying and consulting ethics resources, such

as trusted mentors, associates, educational programs,

and hospital ethics committees are wise strategies. In

this collaborative, consultative process, it may be

possible then to resolve and balance the competing

concerns that exist in the situation. Finally, in almost

all circumstances, it will be important to communi-

cate sensitively, and with great care for confidentiality

requirements, the decision process, rationale for

choices undertaken, and anticipated outcomes. It is

also important to listen and respond to the concerns

that may arise for the relevant and often diverse ‘‘stake-

holders’’ in the situation such as clinicians, family

members, and hospital attorneys.
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Ethnicity
Teddy D. Warner

‘‘Ethnic’’ usually refers to characteristics of a people,

especially a group of people that share a distinct and

common set of characteristics such as culture, religion,

language, race, and nationality. This list of central

characteristics used to define an ethnic group suggests

the complexity of the concept and the varied ways in

which it is used. In comparison, ‘‘race’’ (see Race) has

traditionally been used to refer to groups defined by

biological factors that are the basis of group differ-

ences, especially observable physical features. The

validity of this conception of race has been seriously

questioned by many authorities, and it is now common

to consider race to be a social and political construc-

tion. ‘‘Culture’’ usually refers to shared elements that

provide a basis for perceiving, believing, communica-

ting, evaluating, and behaving within a common con-

text. However, no consensus exists regarding precise

definitions of ethnicity, race, or culture, and each

concept has overlapping yet distinct meaning. It is

unfortunately very common for people to use the

terms ethnicity, race, and culture interchangeably.
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The United States has long included many ethnic

groups, races, and cultures. The country’s recognition

of this diversity and the considerable strength that such

variety brings to the country are increasing. Many

other nations are also experiencing increasing diversity

among people, and tendencies to devalue cultural dif-

ferences and to keep cultural and ethnic groups segre-

gated are also declining. Diversity among peoples and

groups of people with different ethnic characteristics

enriches a society, bringing a greater breadth of per-

spectives, ideas, values, attitudes, and contributions.

Over the last 50 years the world has increasingly recog-

nized, although certainly not fully accepted, the value

of cultural and ethnic differences. However, ethnic

strengths historically have been built upon maintain-

ing similar values and characteristics within a given

ethnic or cultural group and keeping these character-

istics distinct from those of other groups. Increasing

diversity within a geographic area may lead to a blend-

ing of ethnic differences, thus risking the loss of unique

aspects of various cultures and ethnicities over time.

Formany in theUnited States, ethnic group also con-

notes ‘‘minority group,’’ that is, a smaller group within

the larger dominant group. This is an ‘‘ethnocentric’’

application of the concept—wherein it is used to

refer to those outside the greater group but not to

those among the majority group. Furthermore, ethni-

city often connotes ‘‘race’’ or ‘‘nationality’’ to many

people, particularly so‐called races or nationalities

that are not among the majority population. Thus,

by this usage in the United States, whites or Anglos

are not ethnic groups in the minds of most people,

but Asians, blacks or African Americans, Hispanics or

Latinos, American Indians, Alaskan Natives, and

Pacific Islanders are, primarily because none of these

latter groups represent a majority. In contrast, in

Central and South America, non‐Hispanic whites are

in the minority and many local people may consider

them ethnic groups in those locales. Furthermore, in

parts of various American states, whites are not in the

majority. For example, in New Mexico, no tradition-

ally labeled group represents a majority (about 44%

Hispanic, 44% non‐Hispanic whites, 9% American

Indians, and 3% other groups). The logical absurdity

of this ethnocentric usage and meaning of ethnicity as

commonly applied in the United States thus becomes

apparent. More objectively, any group sharing a dis-

tinct and common set of characteristics would be

considered an ethnic group, irrespective of its num-

bers relative to other groups, including whites,
Caucasians, and Anglos. But this suggests an additional

problem in assessing and using ethnicity or race as

a means by which to predict or classify groups of

people—whites, Hispanics, blacks, Native Americans,

and other large groups are not homogeneous regarding

culture, religion, language, values, or nationality; in

fact, it is clear that people within each ‘‘group’’ are

quite diverse in all respects. Thus, although ethnicity

is usually measured by simple broad self‐assigned
labels, it is actually a complex concept that reflects

many dimensions.

The assessment of ethnicity is usually accomplished

by asking people how they describe themselves, either

with an open‐ended question or, more commonly, by

asking them to check which listed label best applies to

them. Historically, a variety of such lists of ethnic

group labels have been used, and the lists have changed

over time. Currently, the following list is increasing

in use in the United States: Asians or Asian Amer-

icans, blacks or African Americans, Native Americans

(or American Indians) and Alaskan Natives, Pacific

Islanders, white or Anglo, and ‘‘mixed’’ or ‘‘other.’’

The latter category allows people to identify with

more than one ethnic group. Note that ‘‘Hispanic or

Latino’’ is omitted from this list because it is now

recognized that Hispanic status represents a separate

dimension relative to the larger list. In this fairly recent

assessment scheme, Hispanic status is measured with a

separate question that precedes the one above, thus

recognizing that ‘‘Hispanics or Latinos or those of

Spanish descent’’ may be among white or black

‘‘races’’ and also that Hispanic people are not a homo-

geneous group. Of course, Hispanic people are not

homogeneous in many nonracial senses as well because

Hispanic people who ‘‘originate’’ from Spain, Mexico,

the Caribbean, South America, and the United States

often have distinct cultures and other characteristics.

The current US categories used to assess ‘‘ethnicity’’

emanate from the US Federal Office of Management

and Budget, which announced this system in 1998 and

encourages other Federal agencies to follow it for the

sake of consistency in reporting. The Department

of Health and Human Services and the US Census

Bureau among others have adopted this two‐question
approach. Those who use it, often to meet federal

standards, are encouraged by government guidelines

to consider making such ethnicity assessments at a

finer‐grained level, but they are not required to do

so. This too suggests that the sociopolitical systems

that have evolved this scheme recognize that ethnicity
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is more complex than what these simple half‐dozen
categories or labels imply.

Assessing ethnicity (or race) in a population

usually serves one of two major purposes. The first is

descriptive, wherein the percentage of people that can

be attributed to a particular broad ethnic group is

provided as information to characterize a population.

The second is analytic, wherein differences in other

nonethnic characteristics or behaviors are reported to

vary as a function of membership in different ethnic

groups. We will discuss some of the issues concerning

the analytic use of ethnicity, but first we will turn to a

brief and simple review of the known general relation-

ships of ethnicity to several major health status mea-

sures in the United States to illustrate the analytic use

of ethnicity.

Health status indicators (HSIs) were developed as a

part of Healthy People 2000, a set of objectives of the

Department of Health and Human Services intended

to help reduce disparities in health care among various

groups in the United States and to encourage signifi-

cant improvement for the population overall. In addi-

tion to reporting the rates of various illnesses, an

‘‘index of disparity’’ was used to summarize ethnic or

racial differences in the HSIs. Examination of trends

for the period 1990–1998 showed that most of the 17

HSIs improved for most ethnic and racial groups,

although differences between groups did not change

very much.

Infant mortality is often used as a principal mea-

sure of health status among groups and nations world-

wide. In the United States, rates of infant mortality

have been much lower for non‐Hispanic whites, His-

panics, Asians, and Pacific Islanders than for blacks

and Native Americans or Alaskan Natives, roughly by

a factor of 2. During the 1990s, infant mortality

decreased notably for all groups to 6.0/1,000 for

whites, 5.8 for Hispanics, and 6.6 for Asians by 1998;

although it declined by approximately 25%, it re-

mained much higher for non‐Hispanics blacks (13.9)

and for American Indians or Alaskan Natives (9.3).

Rates for low birth weight showed the opposite trend,

increasing by as much as 18% for some groups over the

decade: whites (6.6/1,000), Hispanics (6.4), Asians (7.4),

blacks (13.2), and American Indians or Alaskan

Natives (6.8). The percentage of women with no pre-

natal care during their first trimester of pregnancy

ended with a marked decline of 24–35% in 1998 com-

pared with 1990: whites (6.6/1,000), Hispanics (6.4),

Asians (7.4), blacks (13.2), and American Indians or
Alaskan Natives (6.8). The rate of live births for

females aged 15–17 showed a much more gradual

decline for all groups over the decade, ending with the

following rates: whites (18.4/1,000), Hispanics (62.3),

Asians (13.8), blacks (58.8), and American Indians or

Alaskan Natives (44.4).

The total death rate is also used as a prime HSI

nationally and globally. The total death rate decreased

over the 1990s by approximately 10% for all groups

except American Indians or Alaskan Natives, who

showed a 4% increase in death rate; the 1998 rates

are: whites (453/100,000), Hispanics (343), Asians

(265), blacks (711), and American Indians or Alaskan

Natives (458). The ratio of rates between highest and

lowest groups was 2.7 in 1998, the same as in 1990,

indicating no reduction in overall health differences

among groups.

Death rates by ‘‘violent’’ means showed substantial

overall declines during the 1990s: homicide (28%),

suicide (10%), and motor vehicle crash (15%). Percen-

tages of decline across ethnic groups were roughly

similar, with two major exceptions: (1) the rate of

suicide in American Indians or Alaskan Natives actu-

ally increased (8%), and the rates of decline in death by

homicide (11%) and motor vehicle crash (4%) were

much lower than for the other groups; (2) Asians

showed much lower decline in suicide rate (2%) than

other groups, probably because their rate was already

the lowest (6.0/100,000). The ratio of highest to lowest

rate among ethnic groups (disparity ratio) actually

increased over the period for motor vehicle crashes

(2.6 to 3.7) and suicide (2.1 to 2.3), but declined for

homicide (9.7 to 8.2).

Death rates by major diseases are also used as

important indicators of health status in the United

States. For example, rates of death from heart disease

declined overall by 16% over the 1990s, and this

decline was uniform for all ethnic groups, except it

was notably lower for blacks (11%) and American

Indians or Alaskan Natives (8%). End‐of‐decade rates
by group were: whites (124/100,000), Hispanics (84),

Asians (67), blacks (188), and American Indians or

Alaskan Natives (97). The disparity ratio among

groups actually increased slightly from 2.7 to 2.8. The

decline in stroke death rate was much lower overall

(9%) than for heart disease and was not uniform

among groups, with that in American Indians or

Alaskan Natives actually increasing (3%). Rates in

1998 by group were: whites (23/100,000), Hispanics

(19), Asians (23), blacks (43), and American Indians
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or Alaskan Natives (20), with an ethnic disparity ratio

of 2.2, down from 2.5 in 1990.

A number of other trends in major HSIs illustrate

the substantial differences in health among the various

major ethnic and racial groups in the United States.

Comparison of disparity indices in 1990 to those in

1998 reveals that for 11 of 17 HSIs, ethnic difference

has shown a decline, but statistically only for 6 of the

indicators, while 5 showed increases, and 3 of them

significantly so. Thus, overall, little decrease in health

differences seems to have occurred over the 1990s, and

for some groups on some measures, notable increases

were revealed, particularly for American Indians or

Alaskan Natives. In fact, it is because of such health

differences that the National Institutes of Health

(NIH) now require all researchers whom they fund to

include as research participants all minority (ethnic)

groups, members of both genders, and children, unless

satisfactory scientific justification for their exclusion

is provided. NIH‐funded researchers must report

annually the number of research participants who fall

into each of the ethnic group categories who have

enrolled in their study. In addition, various institutes

of NIH have released special announcements to solicit

research focused on helping understand and eliminate

health differences among Americans who are members

of different ethnic, racial, or ‘‘minority’’ groups.

Much debate has focused on the appropriateness of

using self‐reported ethnicity or race as a variable to

predict or explain differences in health and other out-

comes. A substantial scientific literature over the last

two decades discusses the serious scientific concerns

surrounding the use of ethnicity as an independent

variable. However, ethnicity and race (and gender)

continue to be used as if they are potential causes of a

wide range of health outcomes, in spite of the fact that

many experts agree that measuring and using ethnicity

for this purpose produces nothing more than descrip-

tive results at best, and erroneous results at worst.

Many authorities argue that ethnicity and race are

simply sociopolitical concepts that have little, if any,

basis in scientific reality. Others, however, argue that

underlying genetic differences exist among ethnic

and racial groups (and other groups), and that these

genetic differences may well be important factors

that contribute to risks for both mental and physical

illnesses—knowledge about such factors might contri-

bute to more effective diagnosis and better treatment.

However, in the future the prediction and treatment of
disease are likely to be based upon individual genetic

profiles, suggesting that distinctions made on broad

racial or ethnic classifications will become unimpor-

tant. Still others argue that even if group genetic differ-

ences do not matter, cultural and social differences

between ethnic groups contribute greatly to behaviors

that are causes of, or associated with, a variety of health

factors.

However, several experts have pointed out that the

amount of variability in social, behavioral, cultural,

and even genetic characteristics among individuals

within specific ethnic or racial groups is almost always

much greater than the variability between such groups.

That is, it has often been argued that although genetic,

behavioral, social, and cultural differences among eth-

nic groups may be predictors of average health status

between such groups, it is much more important to

examine differences within members of an ethnic

group to understand the causes of health and ill-

ness and to increase effectiveness of diagnosis and

treatment.

In addition, researchers often assume that all indi-

viduals in an ethnic group share some common char-

acteristic associated with culture, and that the cultural

characteristic is associated with mental or physical

abnormality or some other issue. Two major problems

are apparent with this thinking. First, as previously

discussed, there is considerable variation among indi-

viduals within an ethnic group on almost all charac-

teristics; that is, members of ethnic groups are not

homogeneous regarding most characteristics. Second,

ethnicity is usually only distantly associated with the

health or other outcome being investigated and,

indeed, ethnicity usually serves as a substitute or

proxy for some other concept of more direct interest

such as culture and, in particular, specific features of

culture. That is, ethnicity is often used as a substitute

measure for culture, or for attitudes or behaviors that

are the actual causes of health or illness. Culture, atti-

tudes, and behaviors are usually much more difficult to

measure, and thus researchers simply assess ethnicity

with self‐reported labels instead, but at the cost of

considerable imprecision in assessing the relationship

between culture or behavior and health outcomes.

Measuring variables that are believed to directly

cause outcomes is much more scientifically defensible.

For example, if one were studying use of birth control

and determined that those who identified themselves

as ‘‘Hispanic’’ were significantly less likely to use birth
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control pills, it would be scientifically imprecise (some

would argue flat wrong) to say that being a member of

an ethnic group ‘‘causes’’ use of specific birth control

methods. A variable that might be closer to actually

influencing the use of a specific birth control method

might be ‘‘religious preference’’ because Hispanics pre-

dominantly identify themselves as Catholics, and the

Catholic formal doctrine forbids use of birth control

pills. But ‘‘religious preference’’ would still be a sub-

stitute variable because, although many Hispanics

express a Catholic religious preference, all Catholics

do not agree with church doctrine about birth control,

and therefore some do use birth control pills. A more

proximate predictor of pill use would be ‘‘attitudes

about birth control,’’ the ‘‘degree of acceptance of

Catholic religious doctrine,’’ or ‘‘prior experiences

with using or not using birth control methods.’’ Mea-

sures of these possible causal variables are much more

likely to accurately predict birth control use than eth-

nic group membership. Hence, researchers should

carefully think about the likely causes of the outcome

under study and measure the characteristics that are

the most directly associated with the outcome, if fea-

sible. Commonly, that means measuring past beha-

viors or current attitudes, beliefs, or values rather

than asking people to report their ethnic group status.

Good science requires directly measuring the variables

that are related to culture, attitudes, or beliefs that are

predicted to cause differences in outcomes—not rely-

ing on imprecise self‐assessments of ethnic or racial

group status.

Another serious question in assessing ethnicity

involves how to meaningfully categorize individuals

who are of ‘‘mixed’’ ethnicity or individuals who are

not aware of their ‘‘full ethnicity.’’ If the attitude, belief,

behavior, or value that was closely associated with the

outcome under study were assessed instead of ethni-

city, this dilemma would disappear. The great diversity

within ethnic groups is often compounded by

researchers who ‘‘homogenize’’ ethnic groups by com-

paring the responses of all ‘‘minority’’ ethnic groups to

responses of whites, as if all members of all minority

ethnic groups share something in common.

Another problem is that in many studies that detect

differences in outcomes between various ethnic groups,

the ethnic groups vary in many ways other than under-

lying culture, attitudes, or beliefs that are associated

with ethnic status. For example, such groups often

differ in educational and income level, age distribution,
language fluency, general acculturation, and many pos-

sibly unknown ways. Researchers sometimes attempt

to ‘‘control’’ for such differences using statistics, but

interpretation of analyses that ‘‘equate’’ groups using

various ‘‘covariates’’ is fraught with serious logical pro-

blems. Simply put, real differences in groups cannot be

meaningfully eliminated using mathematical ‘‘correc-

tions.’’ Thus, ethnic groups that are different in many

ways cannot be made equal with statistical controls in

any clearly interpretable manner. Thus, unless various

ethnic groups are equated on important variables, such

as educational and income level, the effect of ethnic

status on outcome variables is confounded with these

other variables, and ethnic status cannot be attributed

as the cause of outcome differences.

Several guidelines for using ethnicity in research

have been made by many authors:

1. Make clear the assumptions that are the basis of the

use and assessment of ethnicity in a particular

context.

2. Test hypotheses about specific aspects of culture or

other characteristics rather than using ethnicity as a

substitute variable.

3. Consider matching samples of different ethnic

groups selected for studies while retaining as

much diversity within the group as feasible.

4. Report fully the sample characteristics and ways in

which the sample was selected in studies.

5. Use large enough sample sizes to adequately detect

the differences that are likely to be found in natu-

rally occurring groups.

6. Use several measures and several assessment meth-

ods where feasible ensure that the concept that is

being measured is actually the causal factor being

studied (i.e., convergent validity).

7. Use cultural and/or ethnic experts to ensure appro-

priate translation of language and concepts of the

measures being used.

8. Use study results to generate further research rather

than assume that findings are valid based on single

studies.

Thus, use of the concept of ethnicity should entail

careful thinking and planning to enable the collection

of data of the highest quality that most directly address

the research question.

Irrespective of the fact that assessment of ethnic

group status is usually very imprecise, it is clear that

‘‘ethnic groups’’ as commonly crudely assessed differ



338 E Euthanasia
on many measures of health status, but it is also true

that such groups differ on many other characteristics,

such as income, education, language use, general

acculturation, attitudes, beliefs, values, and probably

a host of other variables. It is thus inappropriate to

attribute differences in health status to characteristics

of ethnic status in any simple or direct manner. Differ-

ent ethnic groups experience the world in different

ways for many reasons, which in turn leads to differ-

ences among and within ethnic groups in many com-

plex patterns. Indeed, different ethnic groups express

different cultures in diverse ways, and it is the more

direct study of specific features of culture (or biological

factors that vary across populations) that may lead to

greater understanding of the differential ethnic experi-

ence. This is superior to stereotypically treating all

members of the same ethnic group as the same. That

is, it is important to recognize the diversity between

the many ethnic groups in the United States and in the

world, but it is also important to recognize the

immense diversity among members within each of

those groups.
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Euthanasia
Cynthia M.A. Geppert

Euthanasia literally means ‘‘good death’’ in Greek and

its initial connotation was an act of ‘‘mercy killing’’ in

which a physician intentionally caused the death of a

patient to relieve intolerable and hopeless suffering.

Voluntary euthanasia for the elderly was practiced in

several ancient societies. Euthanasia has historically

been viewed as a violation of Judeo‐Christian values,

and was therefore prohibited during most of Western

history. The secularization of postmodern culture and

the technological revolution in medical science reig-

nited the debate over euthanasia and rendered it one

of the most controversial issues in contemporary

bioethics. Public discussion of euthanasia is often con-

fused and conflated with physician‐assisted suicide,

and although some ethicists question the usefulness

of the distinctions, it is important to understand the

difference and nuances of vocabulary related to assis-

ted death. The terms most often used in discussions of

end‐of‐life ethics are defined in >Table 1.

At the time of this writing, all forms of euthanasia

remain illegal in the United States. Voluntary euthana-

sia was first legalized in Australia’s Northern Territory

in 1995, although the law was repealed in 1997. The

maximum experience with euthanasia has come from

the Netherlands, which legalized active euthanasia and

physician‐assisted suicide in 2001 after years of unoffi-

cial toleration of the practices. Belgium passed similar

legislation in 2002. Almost all laws and legislative pro-

posals require conditions for justification of euthanasia

which generally include that (1) the decisionally cap-

able patient makes a voluntary request over a period of

time; (2) the patient is suffering intolerably and there is

no meaningful hope of recovery or relief; (3) the phy-

sician obtains appropriate consultation with at least

http://www.apa.org/pi/multiculturalguidelines/definitions.html
http://www.apa.org/pi/multiculturalguidelines/definitions.html


. Table 1

End‐of‐life ethics terms

Term Meaning
Physician‐assisted
suicide

A physician provides the means, such as prescribing a large amount of barbiturates, for a
patient to take his own life

Passive euthanasia A physician refrains from performing an act that would be life‐sustaining, such as placing a
patient with respiratory failure on a ventilator

Active euthanasia A physician intentionally causes the death of a patient through administration of a lethal dose
of medication

Voluntary
euthanasia

A competent patient requests that a physician end his or her life either through passive or
active means

Involuntary
euthanasia

The life of an incompetent patient is ended without his or her request, such as disconnecting
the respirator of a patient in a persistent vegetative state
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one other colleague who agrees with the decision to

perform euthanasia; and (4) certain designated clini-

cal, regulatory, and public health provisions, such as

reporting to the authorities, are completed.
Euthanasia and Aging

The unresolved legal and moral issues surrounding

euthanasia make it difficult to determine a precise

prevalence, although most experts believe it is rela-

tively rare even in the Netherlands. In a 1998 study in

the United States Meier found that 18% of physicians

reported receiving a request for euthanasia, but only

5% administered a lethal injection. Opponents of

euthanasia have always been particularly concerned

that the practice would be inappropriately utilized in

vulnerable populations such as the elderly and termin-

ally ill. Data from the Netherlands suggest that such

exploitation has not occurred on any widespread scale.

In 1995, approximately 59,700 individuals above 80

died in the Netherlands; 756 were euthanised. Among

44,110 nursing home patients with serious diseases

who died over a period of 4.5 years, only 77 of the

deaths were by euthanasia. Another objection to eutha-

nasia often raised is that its availability would decrease

older patients’ trust in their physicians. Hall’s 2005

national sample of 1,117 adult Americans found that

only 27% of the elderly thought that the option of

euthanasia would decrease trust. This and other studies

have shown that members of minorities, the religious,

and those with lower education and income were less

favorably disposed to euthanasia.

Apprehensions regarding the influence of depres-

sion, anomie, and other forms of psychosocial dis-

tress on older patients’ requests for euthanasia are

empirically validated. One research team surveyed
158 patients 60 years and older who were hospitalized

for nonterminal illnesses, with and without depression,

to assess their attitudes toward euthanasia. The

depressed patients who initially supported euthanasia

were significantly more likely to reject the option when

questioned 6 months later. Greater suffering and

poorer subjective health were also correlated with

acceptance of euthanasia.
Euthanasia, Aging, and Public Health

Research showing that members of disadvantaged

populations are less likely to support euthanasia rein-

forces the need for health‐care professionals in the

public health sector to safeguard the rights of these

patients to competent and compassionate end‐of‐life
care. As the population ages, and the birthrate declines,

there will be increasing financial and political pressure

to control the everspiraling costs of health care through

reducing medical expenditures on the elderly, espe-

cially those with terminal illnesses, disabilities, and

dementia.

The legality and ethicality of euthanasia is a

momentous political decision that must be made

through informed and deliberate decisions of an entire

society, not as a measure of economic expedience.

Similarly, data that show a relationship between an

older person’s experience of unrelieved suffering, per-

ceived burden on their families, and weariness of living

mandate equal access of all older persons to the highest

quality of palliative care and social support. Conver-

sely, the findings in many surveys that many of the

elderly believe euthanasia is an acceptable option at the

end of life requires serious consideration if the medical

goal of death with dignity for every patient is to be

actualized.
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The Exchange Theory
of Aging
Jessica Diggs

The exchange theory of aging, proposed by James

Dowd in 1975, is a social theory that addresses a

perceived loss of status and power associated with

aging. It is actually derived from a larger theoretical
base known as social exchange theory. Social exchange

theory in essence is an economic theory in which the

social status of a person is determined by the ratio of

rewards to costs associated with interaction with that

person. In this context, a reward may be defined as

anything actual or perceived that results in the recipi-

ent’s satisfaction or gratification. Rewards could be in

the form of currency, information, goods, services,

respect, power, social support, social acceptance, social

approval, etc. There are several underlying assump-

tions that guide this theory. The first is that a person’s

behavior is in part determined by the person’s desire

for personal benefit or reward. The second is that

activities or interactions that are positively reinforced

will continue while activities that do not yield suffi-

cient benefit or rewards will be discontinued. In order

for this process to occur people involved in social

interactions must have some resources to exchange

although the distribution of these resources may be

unequal.

In isolation, the ability of this theory to predict

behavior is limited because it takes a purely rational

and cross‐sectional approach to explaining behavior,

basically stating that behavior will continue as long as

the benefits outweigh the costs. This theory does not

address the impact of the context in which the

exchange occurs, or how the value or reward may

change over time or in a given situation. The avail-

ability of alternatives for supplying one’s needs may

also impact the likelihood of participation in an

exchange relationship, independent of the cost to ben-

efit ratio. This theory also lacks consideration of the

marginal value of a reward, whereby the relative

amount of a reward that an individual has obtained

will determine the value of additional reward.

Expected rewards may be just as valuable as actual

rewards. An illustration of this might be a person

who continuously engages in a social relationship

that is costly to them in expectation of some future

reward or payback. Nonmaterial drivers of behaviors

like emotions (love, guilt, self‐esteem) are difficult to

quantify although they may contribute to the exchange

equation.
Implications for Elders

In applying this theory to aging individuals, Dowd

proposes that aging individuals in industrialized

nations lose power and social status due to the

http://encarta.msn.com
http://ethics.acusd.edu/Applied/Euthanasia.
http://ethics.acusd.edu/Applied/Euthanasia.
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decreasing value of goods and services that they have to

exchange with others as they age. Dowd views the

elderly as having the least amount of social power

based on his belief that aging individuals lose control

over their money, knowledge, and other resources that

eventually lead them to be economically and socially

dependent. This can be due to factors such as manda-

tory retirement, technological developments and

changes over time that may render their skills obsolete,

and changes in health status, all of which can limit the

ability of the aged to remain socially of financially

viable. According to this theory, the elderly will have

very limited resources to exchange for valued resources

that they need. In terms of bargaining power, the

elderly are thought only to have the ability to comply

with the wishes of others to offer in the exchange.

Because of the decreased resources for exchange

among the elderly, the exchange relationship between

younger persons and the elderly will decrease, second-

ary to the unequal exchange process that will make

these interactions more costly for the younger person.

Research in this area has shown, however, that

many relationships between older and younger gen-

erations are bidirectional, whereby the elderly contri-

bute both material and nonmaterial resources to their

younger counterparts. These resources may be finan-

cial or can also be in the form of work or time, through

volunteering, childcare, housework, or offering advice

or counsel. As people age, there will be an inevitable

change in their relationships, social support networks,

and social status; however, it is important for the aging

individual and society to focus on what the aging

person has to offer (knowledge, wisdom, life experi-

ence, time), and to use those resources fully for the

benefit of people of all ages.
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Exercise
Jon A. Lehrmann . Jeffrey T. Junig

Exercise is important to good health, and yet many

may hold the erroneous belief that exercise is contra-

indicated or needs to be severely limited in the elderly.

To the contrary, with appropriate planning and pre-

cautions the overall benefits of exercise for elders are

significant. Still, more than 40%of individuals above 65

do not participate in any leisure‐time physical activity.

Exercise is extremely important for physical and

mental health. Regular exercise and consequent increased

fitness are associated with improved life expectancy

overall. Further, exercise has been linked with an

improved ability to respond to, and metabolize, glu-

cose, with reduced risk for developing type 2 diabetes

mellitus, with improved physical function and decreased

risk for developing osteoporosis. Exercise has also been

linked with improved mood, better‐quality sleep, and

a general sense of well‐being—particularly important

for people in middle and late adulthood because up

to 13% of elders meet clinical criteria for major depres-

sion. Finally, exercise is an effective outlet and coping

mechanism for dealing with stress, and has been shown

to decrease anxiety in the elderly.

Aerobic and strength or resistance training are two

forms of exercise that are especially recommended for

elders and for individuals with chronic diseases asso-

ciated with aging. Aerobic exercise increases cardiovas-

cular fitness as measured by blood pressure and pulse

rate, and improves flexibility, maximum physical exer-

tion levels, mood, and perceived health status. Because

advanced age is associated with reduced elasticity

and increased muscle stiffness, proper warm‐up and

stretching prior to exercise are very important and

decrease the risk for orthopedic injuries. Cooling

down with a slow walk and further stretching is also

important after aerobic exercise. Strength or resistance
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training is recommended by the American College of

Sports Medicine as a component of an overall fitness

program for the elderly. Strength training and condi-

tioning are defined as training where the resistance

against a muscle set is progressively increased over

time. With resistance training, even frail institutiona-

lized elderly men can increase muscle strength and

muscle mass, and this form of exercise can help

with balance, gait speed, and stair‐climbing strength.

Resistance training is also associated with increased

bone density and energy levels. Women and men

often have different preferences for the kind of exercise

activities they choose. Women are more likely to

engage in aerobics and walk, while men are more likely

to compete in team sports, jog, and lift weights.
Initiating an Exercise Program

Aging is associated with physical changes that may

affect an elder’s ability to exercise comfortably and

effectively. Lean body mass diminishes with the loss

of skeletal muscle mass, and this change may play a role

in decreasing an individual’s basal metabolic rate.

Decreases in muscle mass are often associated with

decreases in overall strength and activity levels. In

addition, many elders especially in this country do

not decrease their calorie intake to match the decrease

in metabolism that occurs with aging, and this leads to

a disproportionate increase in body fat. Regular exer-

cise can help counter these changes that may adversely

affect the health of aging persons.

Before starting a program of exercise, it is impor-

tant to consider several physical and psychological

issues. The American College of Sports Medicine

recommends a physician‐supervised stress test for

those above 50 who intend to begin a vigorous exercise

program. Certain individuals should speak with their

physician before starting a vigorous exercise program,

in particular people who have previously experienced

chest pain or who have a history of diabetes, heart

disease, high blood pressure, shortness of breath, frac-

tures to wrist, legs, or hips as an adult, unexpected

weight loss of more than 10 pounds in the past 6

months, arrhythmias, blood clots, or who have a his-

tory of other pulmonary or vascular disease. Their

physicians can give guidelines for the initiation of

aerobic and strength‐training exercise programs.

From a psychological perspective, an individual

may deny or minimize how aging may affect his or
her physical performance in exercise. An older person

may possess an ‘‘internal image’’ as a much younger

person, as measured chronologically. This can lead to a

more strenuous approach at the initiation of an exer-

cise program, which in some cases could be harmful.

Therefore, a gradual approach during initiation of an

exercise program is essential. Once an individual has

started exercising, it may be helpful to find a suitable

exercise partner or ‘‘coach.’’ These approaches have

been shown to improve adherence to an exercise pro-

gram. In choosing the type of exercise activity, an

individual should consider the social support sys-

tems. It has been reported that individuals who are

not married often prefer an exercise activity that in-

volves social interaction. Social support helps decrease

loneliness.

In summary, exercise is extremely important in the

elderly with proven benefits in strength, function,

endurance, and physical and mental health. Care

should be taken with the initiation of an exercise pro-

gram and consultation with a physician is recom-

mended. Strength conditioning and aerobic exercise

have been shown to be beneficial, and a balance of

strength conditioning with aerobic exercise is often

recommended with a fitness program.
Related Topics
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>Chronic pain
Suggested Readings

Bruce A, Anderson M, Arvidsson B, Isaksson B (1980) Body compo-

sition: prediction of normal body potassium, body water and

body fat in adults on the basis of body height, body weight, and

age. Scand J Clin Lab Invest 40:461–473

Cohen‐Mansfield J, Marx M, Biddison JR, Guralnik JM (2004) Socio‐
environmental exercise preferences among older adults.

Prevent Med 38(6):804–811

Evans WJ (1999) Exercise training guidelines for the elderly. Med

Sci Sports Exerc 31:12–17

Forbes GB, Reina JC (1970) Adult lean body mass declines with

age: some longitudinal observations. Metabolism 19:653–663

Hughes VA, Fiatarone MA, Fielding RA, Ferrara CM, Elahi D, Evans

WJ (1995) Long‐term effects of a high carbohydrate diet and

exercise on insulin action in older subjects with impaired

glucose tolerance. Am J Clin Nutr 62:426–433



Extended Family E 343
McMurdo ME, Burnett L (1992) Randomized controlled trial of

exercise in the elderly. Gerontology 38:292–298

Tanaka H, Taira K, Arakawa M, Toguti H, Urasaki C, Yamamoto Y,

Uezu E, Hori T, Shirakawa S (2001) Effects of short nap and

exercise on elderly people having difficulty in sleeping. Psych

Clin Neurosci 55:173–174

Tsutsumi T, Don BM, Zaichkowsky LD, Delizonna LL (1997) Physical

fitness and psychological benefits of strength training in

community dwelling older adults. Appl Hum Sci 16:257–266
Extended Family
Ingrid Vargas

The term ‘‘extended family’’ is defined as a network of

relatives that includes grandparents, cousins, uncles,

aunts, and foster children. The term was used by scho-

lars in the nineteenth and early twentieth century. The

complexity of the term can be attributed to various

multicultural origins of the American families.

Historically speaking, Americans generally have a

nuclear family structure, which is common in Western

societies. In Europe, Latin America, the Middle East,

and Asia, the extended family is part of the basic family

unit. The extended family structure is a modern idea

that has evolved over time. An extended family mem-

ber can be a part of the nuclear family. Elderly family

members living with their children are also part of the

nuclear family system.

The American family structure has undergone

changes in the last three centuries due to shifts in family

roles, organizational structure, social values, and the

economy. Understanding historical events and family

shifts help better understand modern families today.

The extended family structure was common in prein-

dustrial societies, in which every family member includ-

ing extended families came together to work in the

agricultural industry. Individuals in both nuclear and

extended families relied on each other to help with

agricultural tasks. This process brought generations of

a family together. However, during the industrialization

era, when job opportunities were provided to individual

family members, the extended family structure shifted

to a nuclear family structure. Family members became

wage earners and self‐sufficient, and therefore depended
less on extended family members. Today, Americans

are once again looking and reaching out to extended

family members for emotional and financial support
due to the complexities and difficulties associated

with single parenting and the economy. Poverty also

causes families to share households with extended

family members.

An important social concern is the growing need

for elderly services such as housing. For safety reasons,

elderly persons often cannot live alone, and therefore it

is common for the elderly to live with family members

or in an assisted living facility. One major concern

is the cost of assisted living for the elderly who do not

have family financial support. Elderly persons have

reported a profound sense of loss in living in such

facilities. It is then a necessity for the family to provide

shelter and support to their elderly relatives. Extended

family members participate in providing the elderly

with personal development; daily living tasks such as

cleaning, laundry, and shopping; assistance during times

of crisis, illness, and in overcoming feelings of aliena-

tion. Caring for elderly family members can also provide

the family with benefits such as spiritual support,

familial storytelling and a sense of history, family coun-

seling, mediation during times of conflict, and cross‐
generational interactions with young family members.

At times, geographical distance does not allow for

families to be engaged in the lives of their elder

extended family members and family interactions

may be limited and casual. The role of extended family

in the aging process is very important because in later

life many elderly may begin to lose long‐standing social
connections like clubs, churches, and the community.

This is when the extended family can help the elderly

maintain social relationships with the community in

the aging process.
Related Topics

> Social support, > Stress
Suggested Readings

Blieszner R, Bedford VH (1995) Handbook of aging and the family.

Greenwood Press, Westport, CT

Burton LM, Dilworth‐Anderson P (1991) The role of extended

family in minority families. Marriage Fam Rev 3:1–3

Surdarkasa N (2001) Conception of motherhood in nuclear and

extended families, with special reference to comparative studies

involving African societies. J Culture Afr Wom Stud 5:3

Woehrer C (1982) The influence of ethnic families and intergenera-

tional relations. ANNALS, APPSS 464:76–77



344 E Eye Care
Eye Care
Monique A. Anawis
With age, routine eye examinations are necessary.

Selecting the appropriately trained professional is cri-

tical to obtaining proper eye care. The ophthalmologist

is a medical doctor trained to recognize eye diseases

and the complications of medical conditions such as

diabetes and high blood pressure. With this expertise,

the ophthalmologist may be the first physician to diag-

nose diabetes because of typical findings that he or she

may observe in the retina. The ophthalmologist also

monitors complications or side effects of medications

affecting the eye. Ophthalmologists treat ocular condi-

tions, perform surgical and laser operations, prescribe

medications and eyeglasses, and fit contact lenses. The

ophthalmologist must be licensed to practice medicine

in the state in which he or she practices. The internist

or primary care physician works closely with the

ophthalmologist and other specialists to provide com-

prehensive care and prevent illness.

Optometrists and opticians provide a different type

and level of services compared to ophthalmologists.

Optometrists are concerned with defects in the eyes’

ability to see that are due to refractive problems

including near‐sightedness, far‐sightedness, and astig-

matism. Eyeglasses, contact lenses, and other vision

aids are prescribed by optometrists, as well as by

ophthalmologists. Some states allow optometrists to

prescribe a limited number of medications. Optome-

trists are not trained or allowed to perform surgical,

laser, or other interventional procedures. A few states

in controversial decisions are considering allowing

optometrists to perform procedures, a policy that has

met with obvious criticism and concern. Optometrists

must be licensed by the state in which they practice.

Opticians make, fit, and sell optical devices, particularly

eyeglasses that have been prescribed by ophthalmologists

or optometrists.

An annual ophthalmologic examination is recom-

mended after age 50. Many conditions affecting the

entire body may cause complications evident in the

eyes and need monitoring at a younger age. Diabetes

mellitus requires, at minimum, an annual ophthalmo-

logic examination including a detailed evaluation of

the retina following instillation of dilating eye drops.

Patients with diabetes are at increased risk of developing
cataracts, glaucoma, and typical changes in the retina.

The longer a patient has had diabetes mellitus, the more

likely it is that eye complications will occur. High blood

pressure, particularly when poorly controlled, may cause

changes in the body’s blood vessels including those of

the eye. Ocular complications in high blood pressure

and diabetes often have no symptoms, and therefore

require routine ophthalmologic examinations.

Medications necessary to treat medical conditions

may have side effects and cause complications in the

eye. Periodic ophthalmologic examinations looking for

anatomic changes in the eye and noting patient symp-

toms may result in lowering the dose or recommend-

ing that the prescribing doctors discontinue the use of

certain medications. Although side effects accompany

many medications, the more frequent types of medica-

tions causing complications are those used for arthritic

joint complaints and breathing problems including

asthma and emphysema. Medications should never

be discontinued without first checking with the pre-

scribing physician.

In addition to monitoring diseases of the entire

body and complications of medications, ophthalmo-

logic examinations evaluate diseases specific to the eye.

With age, the incidence of glaucoma, cataracts, and

macular degeneration increases. Certain eye conditions

that may run in families, including glaucoma and

macular degeneration, should be monitored at a

much younger age. Knowing as much as possible

about ocular and medical conditions of blood relatives

of the patient helps the physician determine the like-

lihood of familial diseases and the approximate age at

which they may occur.

Glaucoma is a group of eye diseases in which the

eye pressure is high. Many types of glaucoma have

no symptoms; therefore, annual examinations are

important.

Cataracts are the result of aging of the eye’s natural

lens. Once the lens has enlarged and changed so that it

becomes clouded, it is called a cataract. Clouding of

different parts of the lens gives rise to different types of

cataracts. Smoking, sun exposure, and diabetes are

associated with cataract formation.

Age‐related macular degeneration (ARMD) is a

disease of the center of the retina called the macula.

ARMD is the most common cause of irreversible

blindness in Western populations in patients above

50. Risk factors for developing ARMD include

advanced age, family history, and race (Caucasian).
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Smoking and heavy alcohol consumption, particularly

of beer, is associated with an increased risk of having

advanced ARMD.

Potentially modifiable risk factors have become

increasingly important in treating ARMD. High

blood pressure, smoking, and increased body mass

are all known risks of ARMD which can be modified.

The Age‐Related Eye Disease study (AREDS) and other

ongoing research programs have provided valuable

additions to laser, intravenous light‐activated medica-

tions, and surgical treatments. Antioxidants (vitamins

C and E and beta‐carotene) and zinc delay the progres-

sion from intermediate to advanced ARMD but do not

prevent development of ARMD. Although several sup-

plements purporting to be of benefit to the eyes are

on the market, only supplements using the dosage

and combination of supplements used in the AREDS

should be used. AREDS supplements should only be

started when recommended by the ophthalmologist

and not while concurrently smoking. The primary

care physician should be notified when AREDS supple-

ments and any other vitamins or herbal medications

are used. Patients should also be careful in combining

AREDS supplements with multivitamins to avoid toxi-

city. Physicians should be consulted regarding doses

of vitamins and herbal medications because these

can potentially interact with prescription and over‐
the‐counter medications to cause complications.

Lifestyle and preventive care have an increasingly

important role in ocular health. Sun exposure is corre-

lated to skin cancer, cataracts, and pterygia. Pterygia

are scars that form in the white of the eye and extend to

the cornea and represent a sun‐related tissue damage

seen in people who work extensively outdoors. Use of

proper sunglasses, a wide‐brimmed hat, and sunscreen

have been of benefit in preventing these conditions.

While standards vary for sunglasses, general guidelines

recommend using large‐size sunglasses with side pro-

tection, less than 1% transmittance of both UVA and

UVB rays, and gray or near neutral color lenses of good

optical quality. Store‐purchased sunglasses may not
provide written quality guarantees or specificity of

sun protection. Opticians, therefore, may provide

greater guidance in selective sunglasses of high quality,

adequate sun protection, and comfort for sports and

leisure.

Significant ocular side effects have been documen-

ted in the literature and the National Registry of Drug‐
Induced Side Effects for canthaxanthine, Echinacea

purpurea, Ginkgo biloba, Datura, licorice, niacin, and

vitamin A. Future research may support the use of

other supplements or herbal medications. Until that

time, supplements, herbs, and alternative medications

and treatments should be used with the knowledge,

and under the guidance, of a physician.

Eye health begins by obtaining routine eye exam-

inations to screen for glaucoma and complications

of systemic diseases including diabetes. Eye health

continues throughout life by eating a balanced diet,

maintaining appropriate weight for one’s height,

age, and gender, exercising regularly with the approved

of a physician, controlling diabetes and high blood

pressure, and using supplements as needed. Sun pro-

tection, smoking cessation, and limiting alcohol

intake are also keys to having healthy eyes and a

healthy body.
Related Topics

>Blindness, >Cataract, >Diabetes, >Diet,

>Glaucoma, > Smoking, >Vision
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Failure to Thrive
Kathleen Franco . John Franco
Failure to thrive (FTT) is often thought of as an

unplanned or unexpected weight loss. There are many

reasons why FTT can occur as one ages. The burden of

chronic disease toward the end of life or an acute

physical or mental illness can set off the syndrome. It

is easier to diagnose in children who do not achieve

significant developmental milestones or who ‘‘fall off ’’

the weight/height chart in the pediatrician’s office.

In an adult it can be much more difficult to discern.

Initially a little weight loss can even be welcomed,

but once the body seems to melt away, it can be harder

to reverse. It is important to determine as early as

possible what triggers FTT. There may or may not be

an obvious acute response or adaptation. For example,

if pneumonia is treated effectively or a fracture heals

quickly with physical therapy, the individual will con-

tinue on a recovery trajectory. A delay in treatment or

inadequate physical response can lead to a downward

pathway and death in a worst case scenario. Often one

trigger can set off a domino effect with multiple seque-

lae each taking its toll. For example, anemia, a low red

blood cell count, can follow an infection or chronic

illness of almost any type. Anemia allows less oxygen to

be carried to all the vital organs reducing their ability

to support bodily needs. After a heart attack (myocar-

dial infarction), insufficient pumping of blood can

cause kidney failure or infarctions of the brain. After

chronic or acute illness, a blood test will indicate lower

protein and albumin indicative of poor nutrition.

Sometimes lowered appetite, as we see with depression,

is the precipitant. Malignancy can present as depres-

sion with weight loss. In particular, the first symptoms

of pancreatic cancer and small cell lung cancer can be

depression with appetite loss.

Multiple other psychiatric conditions can induce

FTT besides clinical depression. Bereavement or grief,

dementia, extreme anxiety, and psychosis are all cap-

able of initiating FTT. In addition, any functional

impairment like immobility from any cause, reduced

perception from hearing, or vision loss can make it

difficult to obtain and prepare food. Taste is also nor-

mally reduced over time making food less pleasurable.

Once a certain level of weakness occurs, even feeding

oneself can be overwhelming. Patients with strokes,

Parkinson’s disease, and blindness can slowly starve
# Springer-Verlag Berlin Heidelberg 2008
without appropriate help. Unfortunately there are

still cases of abuse and neglect, particularly in older

patients with dementia, who may not be given food.

It has been reported that about 13% of the males

above 65, living in the community, lost over 4% of

their body in 1 year. Whether or not that weight loss

was intentional and adjusting for age, health status and

tobacco had a twofold to threefold higher rate of mor-

tality. Increased skin folds and loss of body fat can give

a clue to health‐care providers indicating the problem

even if laboratory values such as protein and albumin

are normal.

Human beings generally socialize while eating.

When the elderly live alone, they may find less pleasure

in eating, apart from the increased difficulty to obtain

and prepare food. In nursing homes, individuals who

are unable to join others in the dining room may also

lose interest in eating or they may not like the style of

food preparation. Even when they can go to the dining

room, if some individuals with dementia have lost

their judgment and fallen into repulsive eating habits,

the others may lose their appetite. In some facilities

there may be inadequate staffing and supervision.

Louder, more aggressive individuals will demand

attention while the quiet, poor eaters may be left on

their own.

Individuals with dementia may forget to eat and do

not recognize its importance. As they deteriorate

further they may forget to swallow and repeatedly

chew or hold food in their mouth. It becomes extre-

mely important to have a caretaker who has patience

and can take the extra time needed to feed them

whether they are at home or in a facility.

Depression in an older individual often does not

present with complaints of sad or blue mood, but more

often with memory loss, poor self‐care, or vague phy-
sical complaints of stomach, bowel, head, joints, or

extremities. Fatigue is quite common in addition to

the loss of appetite. Depressed individuals lose interest

in many pleasures including food. Abnormal sleep

patterns are common and some elderly complain of

constipation. Obtaining a physician’s help to reverse

the depression and comorbid symptoms is urgent.

Grief when a loved one dies may not reach the

criteria for a major depression, but poor self‐care and
lower desire to eat occurs frequently. With the elderly,

especially males, there is great benefit from family,

friends, and neighbors who bring them food or take

them out for a meal. All too often they can be forgotten

and begin the downward spiral.
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Alcoholism is another cause of FTT. It may occur

late in life particularly after a loss. Poor self‐care,
weight loss, and further withdrawal often ensue.

There are physical illnesses which increase the rate

of metabolism and cause FTT because the individual

can no longer keep up with the intake needed, despite

trying and still having an appetite. When the thyroid

gland becomes overly active this can occur and must be

reversed to stop further detrimental effects.

Cancers, particularly those producing hormones,

have multiple effects that lead to weight loss. They

can provide interleukin, an inflammatory agent, and

tumor necrosis that take away the appetite. Malignan-

cies can also tell the brain that the body is already full

or reduce the taste from food. Besides canned supple-

ments, there are agents physicians can prescribe, to

stimulate appetite like psychostimulants cyprohepata-

dine and others.

Neurological disorders such as strokes, amyo-

trophic lateral sclerosis (ALS, Lou‐Gehrig’s disease)

and Parkinson’s disease frequently cause involuntary

weight loss. One‐third of patients after a stroke can

initially have a hard time swallowing. Fortunately for

many this will return over time. If the stroke is on the

right or for most individuals the nondominant side of

the brain, they may not see food on the left side of the

plate and omit eating it. Increased metabolism can

occur with fine tremors from Parkinson’s disease or

strokes.

Chronic obstructive pulmonary disease (COPD)

causes more rapid metabolism of food and great diffi-

culty in breathing. For some individuals it takes all of

their effort to breathe and the respiratory rate may be

so rapid that it is hard to coordinate eating and breath-

ing simultaneously. Severe cardiac disease also causes

dramatic weight loss and lower levels of protein.

Besides stroke, there are a variety of disorders that

inhibit swallowing. Confused patients and those with

severe medical illness should be brought up to a 30�

angle in bed. Before feeding it is necessary to be certain

that they can swallow adequately, to avoid aspiration.

Patients with a fungal infection such as candidiasis

may have extreme pain in their throat and will try to

avoid swallowing. Nutritional loss accompanies pres-

sure ulcers or bedsores in those patients who are in bed

for long periods, are not turned, or are confused.

There are other causes of FTT that can result from

drugs that reduce appetite or increase satiety. Sometimes

patients will choose to take drugs to lose weight and

may lose control over the weight loss similar to a
younger person with an eating disorder. Some indivi-

duals have read that being slim may give them a

longer life, but restrictive dieting may actually have

just the opposite effect when more than 4% of body

weight annually is lost in later years.

In summary, besides the normal losses secondary

to aging, there are multiple etiologies of FTT. A thor-

ough history, physical examination, and laboratory

studies is necessary for the doctor to begin untangling

the single or multiple reasons that could be causing

weight loss. The physician may need to order imagery

or other testing to round out the work‐up and avoid

missing important causes since there often can be more

than one concern particularly if there is already con-

siderable weight loss. Treating reversible physical and

psychosocial causes altering diet, reevaluating medica-

tions and education of the patient and family can be

critical in reversing the symptoms of the FTTsyndrome

before it is too late. Hospitalization may be necessary

at the start to identify causes and provide intravenous

or parenteral feedings. Thoughtful planning of post‐
hospital care can allow the individual to maintain

gains and coordinate planning with the family.
Related Topics
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Falling
Dahlia Fuentes

Falls are common and occur more often with advan-

cing age. Falls are a major public health problem

among older adults causing medical complications,

reduced functioning, loss of independence, hospitali-

zations, premature nursing home admission, and

considerable mortality. According to the Centers for

Disease Control and Prevention (2005), more than one

third of adults aged 65 and older fall each year. In 2003,

more than 1.8 million older adults were treated in

emergency departments for fall‐related injuries, and

more than 421,000 were hospitalized. In older adults,

falls cause the majority of fractures, and the most

common are fractures of the hip, vertebrae, forearm,

leg, ankle, pelvis, upper arm, and hand. Hip fractures

continue to be the most serious, leading to the greatest

number of fall‐related health problems and deaths.

Although women sustain the majority of all hip frac-

tures, men have the highest fall‐related death rates.

In 2002, nearly 13,000 people aged 65 and older died

from fall‐related injuries; more than 60% of fall‐related
mortalities were of persons aged 75 and older.

Falls have serious implications for health‐care
resources. The cost of fall‐related injuries is often

expressed in terms of direct costs, which usually

includes out‐of‐pocket expenses and charges paid by

insurance companies for treatment of fall‐related inju-

ries. In 2003, acute care costs of falls among 460,558

hospitalized older adults exceeded $8 billion. These

figures do not account for the long‐term consequences

of these injuries, such as disability, decreased produc-

tivity, or reduced quality of life.

Falls are a complex phenomenon, with interactive

risk factors, both personal and environmental. A fall

may be an indicator of an acute problem (infection,

cardiac arrhythmia, dehydration), may signal the pro-

gression of a chronic disease (dementia, arthritis, dia-

betic neuropathy), or may be a sign of the onset of

‘‘normal’’ age‐related changes in vision, gait, balance,

and strength. While some risk factors are directly

involved in causing falls (e.g., balance impairment,

weakness), other risk factors are markers of other

underlying causes (e.g., prior falls, use of an assistive

device, or aged 80 and over). Fear of falling has become

an emerging public health concern, as it often results in

reduced physical and social activity, which in turn
leads to physical deconditioning that increases the

risk of falling. Environmental factors, such as unse-

cured rugs, lack of rails, household clutter, and poor

lighting, also contribute to the complex relationship

between risk factors, underlying causes, precipitating

events, and falls.

A great proportion of falls and fall‐related injuries

in older adults are thought to be preventable with

careful medical and environmental evaluation and

intervention. Inquiry about recent falls and regular

screening for fall risk factors is vitally important

among older adults and forms the basis for effective

fall prevention. Effective intervention strategies in

reducing fall incidence rates and fall‐related injuries

among the older adult population include targeted

and nontargeted exercise‐based interventions, environ-
mental modifications, injury minimalization aids

(such as hip protectors and assistive devices), cognitive

and behavioral interventions (to reduce fear of fall-

ing), health promotion and education, medication

withdrawal or adjustment, nutritional and vitamin

supplementation, or hormonal and other pharmaco-

logical therapies. Multifactorial intervention strategies

designed to first identify and then minimize the intrin-

sic and/or extrinsic risk factors are likely to produce

the most successful outcomes.
Related Topics

>Accidents, >Dementia, >Diabetes, >Disability,

>Exercise, > Falls prevention, >Hip fracture,

>Home modification
Suggested Readings

Centers for Disease Control and Prevention. National Center for

Injury Prevention and Control. http://www.cdc.gov/ncipc/

Gillespie L (2004) Preventing falls in elderly people. BMJ

328:653–654

Lach HW (2005) Incidence and risk factors for developing fear of

falling in older adults. Public Health Nurs 22:45–52

Roudsari B, Ebel B, Corso P, Molinari N, Koepsell T (2005) The acute

medical care costs of fall‐related injuries among the US older

adults. Injury 11:1316–1322

Rubenstein LZ, Josephson KR (2002) The epidemiology of falls and

syncope. ClinGeriatr Med 18:141–158

Stevens JA, Olson S (2000) Reducing falls and resulting hip frac-

tures among older women. CDC recommendations regarding

selected conditions affecting women’s health. Morbidity and

Mortality Weekly Report 49(RR‐2):3–12

http://www.cdc.gov/ncipc/


350 F Falls Prevention
Falls Prevention
Mary Jane Nottoli

Accidents are the fifth leading cause of morbidity and

mortality in the population above 65 years, and falls

account for 66% of those accidents. Individuals aged

70 account for 25% of falls while the percentage

increases to 35 in those aged 75. Most falls occur at

home and are associated with toileting and getting in

and out of bed or a chair. These account for one‐fifth of
the hospital admissions in the older population and

result in nursing home placement 40% of the time,

particularly for clients with a history of falls. Hip

fractures are the usual admitting diagnosis and fre-

quently result in functional losses and increased

dependence, but other injuries resulting from falls are

bruises, lacerations, and subdural hematomas. Psycho-

logically falls often cause the individual to experience

increased fear with resultant decreased activity, dimin-

ished functionality, and increased social isolation.

In addition to the physical and psychological

impacts, there are personal, societal, and economic

impacts resulting from the increased use of medical

services such as emergency departments, hospitals,

rehabilitative therapy services, home care, and long‐
term nursing home care.

As with many other types of accidents, falls are

often preventable. Identification and management of

risk factors is key to reducing the incidence of falls and

fall‐related injuries. There are two types of risk factors:

1. Intrinsic risk factors include age (incidence

increases markedly after 75 years), gender (women

are at higher risk than men), sensory deficits (par-

ticularly visual and auditory), medical conditions

(particularly neurological, cerebral, or cardiovascu-

lar), and musculoskeletal, cognitive, or debilitating

chronic diseases. Gait abnormalities, balance diffi-

culties, and a history of previous falls are also

intrinsic risk factors.

2. Extrinsic risk factors are environmental (e.g., poor

lighting, slippery or uneven surfaces, clutter or

other physical barriers). Inappropriate footwear,

improper or improperly used assistive devices

such as canes or walkers and the excessive use of

alcoholic beverages are also considered extrinsic

risk factors. Prescribed medications, medical treat-

ments, or devices such as intravenous poles and
tubing that increase the risk of falls are considered

iatrogenic factors.

Generally there are combinations of factors

involved in falls, some of which can be eliminated

while others are only manageable. Careful systematic

assessment using one or a combination of tools helps

identify and differentiate risk factors. A simple method

for initial screening, useful in a variety of settings,

involves observing a client stand, from a sitting posi-

tion, without using his or her arms, walk several paces,

return and resume their seat. Difficulty with any aspect

of this warrants further assessment. While this initial

assessment can be carried out by a paraprofessional

with some training, follow‐up assessments should be

done by a qualified health‐care practitioner.
Management of extrinsic risk factors may be as

simple as eliminating obstacles from the environment.

For example, scatter rugs or throw rugs increase the

risk of tripping or slipping resulting in falls. Therefore,

the simple removal of throw rugs or scatter rugs will

reduce the risk. The arrangement of furniture to pro-

vide a straight path from one area to another, particu-

larly from bedroom to bathroom, reduces risks

significantly since the majority of falls at home are

associated with going to or coming from the bath-

room. Other beneficial environmental changes include

raised toilet seats, grab bars for toilet and shower,

shower chairs, chair level faucets, sharply contrasting

floor colors when and where a level change exists,

adequate lighting, and seating surfaces that are firm

and maintain the hips and knees at a 90� angle.

Information about community‐based programs that

address some intrinsic factors such as muscle strength,

flexibility, and balance should be shared and clients

encouraged to attend. By pointing out that such pro-

grams often help maintain function and independence,

participation is frequently increased. The local Area

Agency on Aging in each region is a good source for

information regarding these health maintenance

programs.

When multiple factors contribute to the increased

risk for falls, a health practitioner specializing in ger-

ontology can best assess the individual and manage

them. For example, medication adjustments, diagnosis

and treatment of new and emerging symptoms,

changes in visual acuity, or the need for physical ther-

apy are most appropriately dealt with by a specialist.

Assessing for, eliminating or managing fall risk

factors in vulnerable populations is an important step
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toward decreasing this largely preventable form of

accident. Such measures can increase safety, indepen-

dence, and quality of life for individuals as they age

while decreasing fall‐related injuries and subsequent

burdens, both individual and societal.
Related Topics

>Accidents, >Area Agency on Aging, >Bone

strength, > Falling, >Home modification,

> Substance use
Suggested Readings
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Family and Medical
Leave Act
Nathan J. Bailey

In 1993, the Congress enacted the Family Medical

Leave Act (FMLA) in order to grant family leave and

temporary medical leave under certain circumstances.

The FMLA was one of the first major bills signed

by President Bill Clinton, providing millions with

enhanced job security and a greater ability to care for
themselves and their family. Before the enactment of

FMLA, many American employees were subject to los-

ing their jobs if they chose to take leave in family

emergency situations. The Congress found that an

increasing number of working families faced a choice

between job security and parenting, while individuals

faced this same choice when confronted with a serious

health condition. The Act’s purposes revolve around

protecting relationships existing within the family unit

and an individual’s right to take reasonable medical

leave without sacrificing employment. The Act also

promotes equal employment in the workplace and

helps to prevent employment discrimination on the

basis of sex, recognizing that family caretaking often

falls on women because of the traditional gender roles

in the American society.

Under the Act, covered employees can take up to 12

weeks of unpaid, job protected leave per year, to care

for a new child, seriously ill family members, or their

own well‐being. The Act defines family members as

the employee’s parents, children, or spouse. The Act

also allows both husband and wife to take leave

because of a child’s birth or the adoption of a newborn

child. If practicable, an employer may require 30 days

notice of family and medical leave, and may require

certification from a health care provider to confirm

that the requested leave is due to a serious health

condition of the employee or his or her immediate

family member. Upon return from family or medical

leave, an employer is required to place the employee in

either the same job position or a similar position.

Covered employees include those who work for an

employer with 50 or more employees working within

a 75‐mile radius of the employee’s worksite for at least

20 weeks during the current or preceding calendar

year. In addition, employees who work for public

agencies and public or private elementary and second-

ary schools are covered without regard to the number

of employees.

The FMLA does not take away any existing benefits

that employers confer upon employees, but it does

ensure that the rights created by the Act are conferred

upon covered employees. The FMLA does not dimin-

ish an employee’s right to enforce collective bargaining

agreements or employee benefit programs that provide

greater family or medical leave rights. Likewise, col-

lective bargaining agreements or employee benefit

programs cannot diminish the rights created by the

FMLA. As with most acts, regulations necessary to

carry out portions of the FMLA can be found in the

http://www.n4a.org/aboutaaas.cfm
http://www.cdc.gov/ncipc/pub-res/toolkit/toolkit.htm
http://www.cdc.gov/ncipc/pub-res/toolkit/toolkit.htm
http://www.guideline.gov/summary/summary.aspx?doc_id=2973&nbr=002199&string=Guidelines&PlusMinus;AND&PlusMinus;prevention&PlusMinus;AND&PlusMinus;falls
http://www.guideline.gov/summary/summary.aspx?doc_id=2973&nbr=002199&string=Guidelines&PlusMinus;AND&PlusMinus;prevention&PlusMinus;AND&PlusMinus;falls
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US Code of Federal Regulations. These regulations put

forth definitions of terms in the Act and provide

detailed requirements of employers and employees.

The FMLA requires employers to post a notice explain-

ing the Act’s provisions and provide complaint proce-

dures under the Act. Further, employers must include

information about the FMLA in any employment ben-

efit handbook. Enforcement of the FMLA is the

responsibility of the Wage and Hour Division of the

US Department of Labor, an agency with offices in

most major cities.

The FMLA gave millions of Americans an oppor-

tunity to care for themselves and their family without

sacrificing job security and continues to protect the

American family unit today.
Related Topics

>Access to health care, >Caregiver burden, >Care-

giving and caregiver burden, >Employment, >End‐
of‐life care, > Informal caregiving, > Long‐term care
Family Relationships
Mitzi Dearborn

Family relationships in later life are complex and often

involve several layers of multigenerational interactions.

Family relationships are not static, and relationship

patterns change over time. As the older population

continues to increase in size, roles of elders have

expanded and diversified within families, and positive

contributions of older adults are being highlighted.

Family relationships are shaped by a combination of

early life experiences, development over the life span,

and historical and social conditions.
Family Units

Only a small percentage of families in the United States

have the traditional nuclear family composition. It is

common to have various family units, such as single

parent families, grandparents parenting children, post-

divorce blended families, step families, adult child and
parent coresidence, extended families, adult sibling

households, homosexual couples with biological or

adopted children, and surrogate kin families. Recent

literature about older adults has increased focus on

living arrangements and household relationships in

the elderly population in both developed Western

countries and in the developing world.

Later‐life adults in developed Western countries

are more likely to live alone. In the United States in

2000, 9.7 million older adults (above 65 years) lived

alone, and 75% of them were women. In a large sample

of developing countries, older adults frequently lived

in large households and were more likely to be living

with an adult male child. Regional patterns have shown

higher rates of coresidence in Asia. In Africa, there

have been higher rates of elderly people living alone,

being head of household, and living with adults who

are not offspring or spouses. Overall patterns show

that family living arrangements become more nuclear

as the country’s educational level rises.
Married Couple Relationship

Couples in later life have various issues and challenges

that are different from younger couples. Older couples

often need to adjust to changing roles and health

problems, cope with end‐of‐life stressors, renew

romantic partnership, adjust to changing parent–

child interactions, and redefine the relationship after

one spouse has retired. Husband–wife roles often

change in the context of caregiving and illness/disability.

With longer life expectancy for women and with hus-

bands often being older, wives are more likely to

be caregivers for their husbands. Frequency of widow-

hood increases with age, and older women are widowed

more often than older men. The divorce rate has

increased in later life, and the number of couples cele-

brating their fiftieth wedding anniversary has declined.

Later‐life divorce has a significant negative effect on

economic well‐being with sharp declines in income

following divorce. Overall later‐life couples report less

conflict and more positive shared activities as compared

to younger or middle‐aged couples.

There is little research on later‐life remarriages, and

most of those studies focus on remarriage after widow-

hood. Remarriage rates for widowed men are signifi-

cantly higher than widowed women. Older remarried

couples tend to be happier and less likely to divorce as

compared to younger remarried couples. Remarriage
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can be complicated because couples need to merge

social circles, extended families, and previous family

histories.
Parent–Child Relationship

Adult children provide a significant amount of infor-

mal care for the older adult population. Female chil-

dren provide more caregiving to parents than male

children. Women who marry and have children, later

find themselves juggling multiple roles and simulta-

neously caring for their children and older family

members; this is referred to as the ‘‘sandwich genera-

tion.’’ The ‘‘club sandwich’’ refers to simultaneous

caregiving for an aging parent, minor children, grand-

parents, and grandchildren. Although women do more

of the caregiving in the family, male members are

involved in caregiving as well. Caregiving for parents

may involve parent–child coresidence. Relationships

between adult children and older parents can be quite

complex with changed roles that sometimes resemble

role reversals. Due to multiple caregiving demands,

adult children may experience significant financial,

physical and/or emotional strain. With increased

strain, respite services can be important in reducing

caregiver burnout, maintaining the quality of relation-

ships, and preventing any potential for elder abuse or

neglect. Intergenerational respect, communication,

and adaptive problem solving are essential in making

these adjustments and coordinating these roles.

Parent and adult child coresidence may also occur

as a mutually beneficial arrangement, not limited to

adult children caregiving for the older adult. With

coresidence, older adults may benefit from social,

financial, and/or health assistance from adult children,

and they in turn benefit from the older parent’s reci-

procity in providing caretaking for younger children

and/or for the home. A pseudo‐coresidence has been

utilized to maintain contact and regular interaction,

while having independent households that are in the

same building, next door, or very nearby.
Grandparent–Grandchild
Relationship

The grandparent is often an important figure in a

grandchild’s life. The grandparent’s role can be impor-

tant in various ways: such as emotional support,
socialization, sharing cultural background, listen-

ing, supervision, financial support, and surrogate

parenting, and providing reassurance in being there.

Great‐grandparenthood is occurring more frequently.

Divorce of adult children can impact grandparents,

with weakened grandparent–grandchild relationships

on the noncustodial side but strengthened on the cus-

todial side. Following divorce, grandparents may need

to struggle with the formal negotiation of grandparent

visitation. When adult children remarry, grandparents’

roles can be quite complicated with the addition of

stepgrandchildren of various ages. Even though there

are stressors associated with grandparenting, the over-

all positive benefits of being a grandparent appear to

be greater than the negatives. Grandparents adjust

better to the negative aspects of aging than older adults

who are not grandparents. Grandparent‐grandchild
relationships have been found to remain strong with

intergenerational solidarity over the years.

The frequency of ‘‘grandparents parenting grand-

children’’ has increased significantly in the last 35

years. For one third of the 3.9 million US children

living with grandparents, neither parent was present

in the household; this ‘‘skipped generation house-

hold’’ has had the fastest growth in the last 15 years.

Grandparents parenting grandchildren occurs most

frequently in African American families. Primary

factors for the increase of grandparents raising grand-

children are: parental substance abuse, teen pregnancy,

AIDS or other illness, divorce, unemployment, incar-

ceration, death, military service, and legal and policy

changes favoring kinship placement arrangements

for children. There often are economic, physical, and

emotional complexities for grandparents who were

providing substantial caregiving to grandchildren.
Childless Relationship

The childless elderly population in the United States

has grown rapidly in recent years, but studies on this

population are limited. Childless couples are expected

to be one of the fastest growing segments of the elderly

due to delayed marriage, infertility, voluntary childless-

ness, and higher divorce rates. There have been estimates

that one quarter of the elderly population in the 70–85

age group will not have a living spouse, living children,

or living stepchildren in year 2030. Although it often

is assumed that childless adults have decreased well‐
being in older ages, most of the findings do not show
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significant differences in psychologicalwell‐being between
older adults who are parents and childless older adults.

Childlessness appears to have little impact for older

married couples as long as both spouses are alive and

together. Negative effects of childlessness are more

common in unmarried men than unmarried women.

Childless men who were divorced or widowed had the

greatest likelihood of loneliness and depression. Child-

less older adults tend to rely more on siblings, nieces,

and nephews than older adults who have children.
Sibling Relationship

There have been increases in the variety of later‐life
relationships between siblings. It is estimated that

more than three fourths of older adults have living

siblings. Most remain in some contact with siblings

throughout the life span. The sibling relationship typi-

cally is the longest one that an older adult will experience

throughout the lifetime. In the last 20 years, sibling

relationships are receiving greater focus in the literature;

findings indicate that older adult relationships with

siblings are especially important to adults who are 80

years and older. Findings also suggest that the sibling

relationship becomes especially important in later years

for women who are widowed or unmarried. Often

sibling relationships are renewed in later years of life.
Summary and Future Directions

Family relationships evolve across time with changes

and adjustments as individual members develop and as

societal, cultural, and environmental factors change.

Many family studies have focused mostly on older

adults in a limited number of traditional roles at a

discrete time point. Recent research is beginning to

identify components of changing intergenerational

relationships across time within complex and nontra-

ditional families, such as homosexual couples, blended

families, stepfamilies, and surrogate families. With evi-

dence of increased diversity in the later‐life population,
effects within ethnic and racial groups are being con-

sidered. It will be important that future studies further

address intergenerational family relationships across

the life span, with increased emphasis on nontradi-

tional family structures, longitudinal assessment of

family relationships, ethnicity and race, gender effects,

global studies, and multicultural components.
Related Topics
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Family Violence
Sally Shepherd

According to a 2003 study cited by the National Center

on Elder Abuse, one to two million Americans aged 65

or older have been injured, exploited, or otherwise

mistreated by someone caring for them. Most cases of

elder abuse take place at home and about 90% of the

abusers are family members. Paid caregivers may also

be abusers. Abuse may result in obvious injuries, but it

may also be very subtle. Substance abuse appears to be

a key factor in most cases of elder abuse and neglect. The

perpetrator may be an abusive partner whose violence

is heightened under the influence of drugs or alcohol.

A family caregiver may resort to drugs or alcohol as

a misguided coping mechanism. An older adult with a

historyof alcohol or substance abuse ismore likely tohave

poor relationships with other family members, making

them reluctant to assume caregiver responsibilities.
Physical Abuse

Physical abuse can range from slapping or shoving to

severe beatings or restraining. Signs of abusemay include:

broken bones, sprains or fractures; rope or strapmarks on

the chest, hands, arms, or legs; bleeding from the mouth,

nose, anus, or other body openings; matching bruises on

both arms; bruises of different colors; injuries that haven’t

been treated; and missing hair or teeth accompanied by

signs of violence. The older adult is not able to explain

how they got hurt, the explanation may not fit, or

family members may offer differing explanations.
Sexual Abuse

Sexual abuse may involve rape, molestation, or any

sexual contact. Signs may include: pain, irritation, or

bleeding from the vaginal or anal areas; bruises on the

genitals, inner thighs, or breasts; difficulty walking or

sitting; torn, stained, or bloody underclothing.
Domestic Violence and Homicide

Family members commit over 25% of homicides where

an older person is killed. Often the incident is related to
the escalation of a family argument. In most cases, the

homicide is committed by the older adult’s spouse, with

husbands more likely to be the perpetrators.
Psychological Abuse

Psychological abuse represents a form of emotional

violence directed at the older adult. It can range from

degrading name‐calling to intimidating or threatening:

anything that causes fear, mental anguish and emotional

pain, or distress. It can involve isolating the person from

family and friends. Victims may show signs of stress in

the form of high blood pressure, unexplained weight

loss, sleeplessness or nightmares, and depression and

confusion. They may cower in the presence of the

abuser, or demonstrate emotional upset, agitation, or

withdrawal. Regressive behavior such as rocking,

sucking, or biting may be attributed to dementia.
Neglect

Neglect is a less obvious form of violence that may be

intentional (resentment, anger, meanness, indiffer-

ence) or unintentional (lacking the financial resources,

strength, stability, or skills needed to provide good

care). The home may be unclean or unsafe. Physical

signs may include lack of personal hygiene, weight

loss, decubiti (bedsores) or rashes, dehydration, or

untreated medical conditions. Eyeglasses and dentures

may be missing. Neglect may result in increasing con-

fusion and physical deterioration. The caregiver may

deliberately isolate the older adult in order to conceal

the situation.
Caregiver Issues

Issues leading up to such behaviors can be very com-

plex. There may be a history of an angry relationship or

marriage. Family violence and abuse are often related

to a substance abuse problem affecting the caregiver,

particularly in the case of adult children. On the other

hand, the caregiver may be experiencing severe stress

while caring for their older relative, and develop sig-

nificant health problems. Stress, burnout, lack of sleep,

inadequate exercise, and nutrition may leave them

vulnerable to physical and emotional problems. The

older adult may be confused, aggressive, or abusive and
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very difficult to manage. Caregivers may have been

forced into a dependent situation because of their

financial situation or job loss related to their responsi-

bilities. They are frequently forced to neglect their own

families in order to care for an older family member.

Theymay feel obligated to remain in the role of caregiver

even though they lack the resources to do so. They may

lack the skills or physical capacity to provide appropri-

ate care, and may be unaware of education, support,

and respite services available in the community.

Reporting incidences of abuse is mandatory for

staff in most agencies. Individuals may also report

suspected abuse. The National Center on Elder Abuse

maintains listings for states’ toll‐free elder abuse

reporting numbers. It is important to understand,

however, that even though protective service agencies

may be alerted to the situation, they may be powerless

to intervene without the consent of the client (vic-

tims). Agencies must act within the limits of the laws

regarding self‐determination when dealing with sus-

pected cases of family violence (victims may refuse to

accept help to press charges against the perpetrator).

The level of competence of an abused older adult may

need to be determined. Law enforcement agencies

may not become involved unless there is evidence of

criminal activity.

Prevention of elder abuse ultimately requires tar-

geted educational programs for seniors, caregivers,

social services agencies, legal entities, law enforcement,

and the community at large. It is essential to under-

stand the normal process of aging in order to spot

potential signs of abuse. Employees must be aware of

and comply with mandatory reporting rules. Commu-

nity members should know where to report suspected

cases. It is no less important for caregivers to learn to

identify triggers that cause stress or anxiety. They must

learn to cope with stress, anger, guilt, or resentment.

They must develop healthy self‐care habits and avail

themselves of respite and support services in the com-

munity. Counseling related to alcohol and substance

abuse should be provided. In the final instance, it may

be preferable to move the older adult to a different,

safer setting even though this may entail placing the

individual in a nursing home.
Related Topics

>Elder abuse and neglect, > Intimate partner vio-

lence, >Posttraumatic stress disorder, > Sexual abuse
Suggested Readings

Sandell S and Hudson L (2000) Ending elder abuse: a family guide.

QED Press, Fort Bragg, CA
Suggested Resources

National Committee for the Prevention of Elder Abuse: http:/

www.preventelderabuse.org

American Psychological Association online: http:/www.apa.org/

pi/aging/homepage.html
Federal Poverty Level
Christopher J. Levy

Also known by the term ‘‘the poverty guidelines,’’ the

federal poverty level (FPL), is the minimum annual

income an individual or family needs for food, cloth-

ing, shelter, transportation, and other necessities. The

US Department of Health and Human Services

annually adjusts the FPL according to inflation. The

FPL is issued in February of the year to which it applies

and is designated by the year in which it is issued. The

US Department of Health and Human Services prefers

the term ‘‘the poverty guidelines’’ to ‘‘federal poverty

level’’ as it considers the latter ambiguous, especially

where precision is required in administrative and

legislative settings.

Persons or families with annual income below the

FPL are officially considered to lack adequate subsis-

tence and to be living in poverty. Conversely, indivi-

duals or families with income above the FPL are not

considered to be in poverty. Income considered in

determining poverty status includes earnings, un-

employment compensation, workers’ compensation,

social security, supplemental security income, public

assistance, veterans’ payments, survivor benefits, pen-

sion or retirement income, interest, dividends, rents,

royalties, income from estates, trusts, educational

assistance, alimony, child support, assistance from out-

side the household, and other miscellaneous sources.

Noncash benefits, such as food stamps and housing

subsidies, are not considered, and the calculation

considers income before taxes, excluding capital gains

or losses.

http:/www.preventelderabuse.org
http:/www.preventelderabuse.org
http:/www.apa.org/pi/aging/homepage.html
http:/www.apa.org/pi/aging/homepage.html
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For purposes of determining a family’s poverty

status, the income of all family members living within

a household is added. This excludes the income of

nonrelatives living within the household. The sum

total of all family members’ income determines

whether or not the family is living in poverty. Each

family member has the same poverty status.

The FPL should be differentiated from ‘‘the poverty

thresholds’’ which are used mainly for statistical pur-

poses. While both the FPL and the poverty thresholds

are two different versions of the broader term ‘‘federal

poverty measure,’’ the latter is used, for example, in

preparing estimates of the number of Americans in

poverty each year. The FPL is a simplified version

of the poverty thresholds used for administrative

purposes. There are 48 thresholds, and the FPL is a

one‐figure simplification of those thresholds. Further-

more, the poverty thresholds are issued annually by the

Census Bureau according to the family size, number of

children, and, for single and two‐person units, whether

or not the members of the family are elderly. The

poverty thresholds apply to all 50 states and the Dis-

trict of Columbia. The FPL, on the other hand, varies

only by size of family, and levels are issued for the

contiguous 48 states and the District of Columbia,

with separate levels for Alaska and Hawaii.

The FPL is mostly used to determine financial

eligibility for federal assistance programs, such as

Head Start, the Food Stamp Program, Medicare,

parts of Medicaid (28% of Medicaid recipients in

2003 used the FPL as a criterion), State Children’s

Health Insurance Programs, Community Health Cen-

ters, Family Planning Services, National School Lunch

Program, Legal Services for the Poor, and the Senior

Community Service Employment Program. Such pro-

grams use the FPL, or a percentage multiple of the FPL

(such as 125%, 150%, or 185%) as one criterion for

eligibility. Federal programs which do not use the FPL

to determine eligibility include the Supplemental

Security Income Program, Section 8 Low‐Income

Housing Assistance, the majority of Medicaid (72%

of Medicaid recipients in 2003 did not use the FPL as

a criterion), Earned Income Tax Credit, and Tempor-

ary Assistance for Needy Families (TANF). TANF,

more commonly known as welfare, is a monthly cash

assistance program, and a recipient’s eligibility is based

on the monthly income. Again, the FPL is an annual

measure of income. A complete list of federal programs

that do or do not consider the FPL as an eligibility

criterion may be found at the US Department of
Health and Human Services website.The 2005 FPL,

according to the Federal Register, is $9,570 for an

individual, adding $3,260 for each additional family

member. For Alaska, the FPL is $11,950 for an indivi-

dual, adding $4,080 for each additional family mem-

ber, and for Hawaii, the FPL is $11,010 for an

individual, adding $3,750 for each additional family

member.

Nationwide poverty statistics have been available

since 1959. Since then, the number of Americans in

poverty has decreased from 40 million to 37 million in

2004. The percentage of those aged 65 and older in pov-

erty has decreased from approximately 29% in 1965 to

9.8% in 2004. Those aged 18–64 with incomes less than

the FPL increased from approximately 10% in 1965 to

11.3% in 2004, and those younger than 18 years

decreased from approximately 27% in 1959 to 17.8%

in 2004.

In recent years, the ‘‘living wage’’ movement has

developed in efforts to reduce the percentage of

Americans living in or marginally above poverty. Local

living wage ordinances establish a wage floor above

federal or state minimum wage, and such ordinances

provide higher wages for laborers of specified classes and

jobs for the unemployed. However, establishing a

nationwide living wage is difficult because of two pri-

mary obstacles: (1) variation in cost of living expenses

between cities in the United States and (2) lack of con-

sensus involved in defining reasonable comfort. As sug-

gested by Shaw, ‘‘[o]ne person’s ‘reasonable comfort’

might be the next person’s ‘outrageous fortune.’ ’’
Related Topics

>Access to health care, >Health insurance, > Indivi-

dual retirement account, > Long‐term care insurance,

>Medicaid, >Medicare
Suggested Readings

Abarbanel E (2005) A practical guide to Medicaid and Medicare,

DuPage County Bar Association. Brief 17, June, pp 8–14

Lipp MB (2002) Legislators’ obligation to support a living wage: a

comparative vision of justice, So Cal L Rev 75:475–528

Perkins J (2002) Medicaid: past successes and future challenges.

Health Matrix: J L‐Med 12:7–38

Quigley W (2001) Full‐time workers should not be poor: the living

wage movement. Miss L J 70:889–944
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Shaw JD (2001) What’s in a wage? The living wage movement and

the effect of a living wage on a minimum wage family. Miss L J

70:1037–1045
Suggested Resources

Federal Register, vol 70, No 33, Feb 18, 2005, pp 8373–75

United States Census Bureau, Housing and Household Economics.

Statistics Div, Poverty, 2005, Washington, DC (Aug 30, 2005).

http://www.census.gov/hhes/www/poverty/poverty.html

United States Department of Health & Human Services. Frequently

asked questions related to the poverty guidelines and poverty,

2005, Washington, DC (Oct 18, 2005). http://aspe.hhs.gov/pov-

erty/faq.shtml

United States Department of Health & Human Services. The 2005

HHS poverty guidelines, 2005, Washington, DC (Oct 18, 2005).

http://aspe.hhs.gov/poverty/05poverty.shtml

United States Department of Health & Human Services. Office of

Family Assistance, 2005, Washington, DC (Nov 10, 2005). http://

www.acf.dhhs.gov/programs/ofa/
Feeding Behavior
Rajkumari Richmonds

Food is an essential component in quality of life. Meals

may add a sense of security, independence, and con-

trol. Eating patterns of the elderly are influenced by

factors such as physiological changes of aging, culture,

lifetime preferences, living arrangements, finances,

transportation, and disability.

The physiological changes of aging affect the overall

nutritional status of elderly people. These changes are:

decrease in basal metabolic rate (BMR), decreased

secretion of saliva, altered thirst, dentition, sensory

loss, loss of appetite, anorexia, and swallowing.

The energy expenditure at complete rest (BMR)

decreases by 20% between 20 and 90 years. This is

possibly due to a decrease in muscle mass (sarcopenia).

If elderly people continue to consume the same

amount of calories as they did when they were young,

they may gain weight. In the elderly, weight gain is

mostly in the abdominal region (central obesity). Inac-

tive lifestyle results in further weight gain. Central

obesity predisposes to insulin resistance and type II

diabetes.

Dietary habits may be influenced by poor oral

health. Individuals with difficulty in chewing due to
loose teeth, poorly fitting dentures, or oral lesions may

have a tendency to eat soft foods that are usually high

in fat and refined carbohydrates but deficient in essen-

tial nutrients like proteins, vitamins, minerals, and

fibers. Insufficient quantities of fiber decrease gastro-

intestinal mobility and causes constipation. Avoidance

of meat decreases the intake of high biological value

protein.

When salivary flow is deficient, swallowing

becomes difficult. It also produces a salty or metallic

taste in the mouth. Altered thirst often results in

dehydration. Dehydration is a form of malnutrition,

a major problem in older adults, particularly those

above 85, and the institutionalized. Fear of inconti-

nence and increased arthritic pain resulting from

numerous trips to the toilet may also interfere with

consumption of adequate fluid intake. In older

adults dehydration can result in constipation, fecal

impaction, cognitive impairment, functional decline,

and death.

The key predictors of malnutrition are loss of appe-

tite and anorexia. The regulation of appetite in older

adults is characterized by early satiety. Poor appetite

contributes to undernutrition among adults who are

institutionalized as well as living in the community.

Other factors that influence feeding behavior of older

adults are alcohol consumption, smoking, polyphar-

macy, and self‐medication.

Excessive alcohol intake leads to deficiency of thia-

mine and niacin. Heavy drinking damages the organs

involved in the absorption of nutrients. It also de-

creases appetite. Alcohol consumption is commonly

underestimated in the elderly.

Long‐term drug treatment and self‐prescribing
practices with over‐the‐counter drugs can interfere

with each other and with nutrition. Use of antiaging

remedies may also affect the nutrition.

Many older adults select foods that are familiar to

them from the time selection was limited. Often an

elderly individual is not willing to purchase food that

has better nutritional quality. Retirement income of

the elderly is much less than that earned during work-

ing years. Maintaining one’s previous lifestyle is diffi-

cult. They are also reluctant to accept food aids. Elderly

people try to choose food that is less expensive but will

satisfy their hunger. This is one of the reasons why

older adults are prone to malnutrition.

Social isolation places older adults at high risk for

malnutrition, depression, and other problems. Eating

with others may increase social interactions, as well as

http://www.census.gov/hhes/www/poverty/poverty.html
http://aspe.hhs.gov/poverty/faq.shtml
http://aspe.hhs.gov/poverty/faq.shtml
http://aspe.hhs.gov/poverty/05poverty.shtml
http://www.acf.dhhs.gov/programs/ofa/
http://www.acf.dhhs.gov/programs/ofa/
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food consumption. The positive psychological and

social aspects of eating are important pleasures of life

that persist throughout ones life.

Even though our elderly populations have set

habits, practices, and preferences many of them are

willing to adapt to the new foods. Caretakers must be

cautious not to name them as unwilling to change or

uncooperative. Mechanical soft diets should not be

continued forever, only until they are able to handle

normal food. Old age is not a sickness. It is just another

stage of life. Lifestyle changes such as physical acti-

vity and eating healthy should be encouraged to sti-

mulate normal eating and reduce the risk of nutrient

inadequacy.
Related Topics

>Anti‐aging remedies, >Exercise, > Failure to thrive,

> Isolation, > Loneliness, >Nutrition
Suggested Readings

American Dietetic Association (2002) Position of the American

Dietetic Association: liberalized diets for older adults in long‐
term care. J Am Diet Assoc 102:1216–1223

American Dietetic Association (2000) Position of the American

Dietetic Association: nutrition, aging, and the continuum of

care. J Am Diet Assoc 100:580–595

Morley JE (2001) Decreased food intake with aging J Geront Biol

Sci Med Sci 56A:81–88
Feminism
Sarah Smith . Angela Pattatucci Aragón

To speak of feminism in the context of a set of over-

arching ideals that define a unified movement is a

misrepresentation. It is more accurate to speak of

feminisms, which highlights the fact that identifying

oneself as a feminist can mean different things. Char-

acteristic of any expanding movement, there are dis-

agreements and overlap between feminists. This does

not mean to suggest that feminism is fragmented, but

rather to emphasize the diversity of feminist thought

and belief that is respected.
Broadly there are five modes of feminism: liberal,

Marxist/socialist, radical (including lesbian feminism),

feminists concerned with race/ethnicity, and postmo-

dern/poststructuralist feminism. Although this list is

certainly not exhaustive, and does not include ecofe-

minism or psychoanalytic feminism, it does represent

the most widely influential modes of feminist thought

within the United States. Each of the perspectives

offers insights into the lives of older men and women.

Almost all forms of feminism begin with a critique

of how women and men are treated differently. Patri-

archy (institutionalized male dominance) and miso-

gyny (the belief that women are inferior to men,

lacking the emotional and physical capacity to be

true subjects and citizens) are typically the objects

of critique. Differences between feminisms tend to

emerge over how patriarchy is related to other systems

of oppression and the issue of how to respond to such

oppression.

Liberal feminism is the variety of feminism that

works within the structure of mainstream society

to integrate women into that structure. It is basically

a social justice movement that seeks equality for

women and traces its roots back to the feminism of

past centuries, such as the suffragist movement.

Conversely, radical feminists reject mainstream

society and seek to dismantle patriarchy. In response

to women’s second‐class status (economically and

ideologically), radical feminists revalue femininity

and critique masculinity as symptomatic of misogyny.

They view the oppression of women as the most fun-

damental form of oppression, one that cuts across

boundaries of race, culture, and economic class.

Socialist/Marxist feminists view patriarchy as more

rooted in economic conditions than psychological or

social, and therefore, focus their efforts on transform-

ing economic relations. Drawing on and revising

Marxist theories and ideology, they continue to analyze

how capitalism and patriarchy structure society.

Traditionally, feminismhas focused on issues defined

by white women, rendering women of color invisible.

However, out of the Civil Rights Movement of the 1960s

emerged a strong group of feminists of color that paral-

leled the philosophy and the dynamic nature of radical

feminism in many respects but would not, because they

could not, limit their focus to women’s issues. Feminists

of color maintain that women’s oppression must be

considered in a broader context than just a myopic

focus on sexism. Feminists concerned with race/ethni-

city (also referred to as ‘‘multicultural feminism’’) have
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illuminated the intersectionality of oppressions, or the

ways in which sexism, racism, classism, ableism, and so

on can be mutually reinforcing and inseparable. The

focus on the intersections of race, ethnicity, gender, sex-

ual orientation, class, and geography has been extremely

productive across modes of feminism, especially in our

contemporarymode of late capitalism and globalization.

Feminists influenced by postmodern or poststruc-

tualist theories challenge universal truths, grand narra-

tives, and accepted categories, including the notion

that ‘‘women’’ exist as a meaningful group. Postmodern

feminists focus on the multiple ways power is deployed

to construct identities, creating contradictory and inter-

secting experiences of subjectivity and oppression.

Recently, there has been a call to incorporate fem-

inisms into gerontology to address the specific needs

and circumstances of older women. Feminist perspec-

tives illuminate the ways gender inequality exacerbates

women’s problems as they age. Women’s lower socio-

economic status and economic dependence on men

can lead to increased financial concerns and distress

in later life, especially in retirement.

Feminists have also connected ageism and sexism

to explore the differing social value and prestige of

older women and men. Older women are more typi-

cally represented as unattractive and asexual than older

men in popular culture. Similarly, older men are con-

sidered more productive in later life. Such attitudes

may contribute to women’s increased risk of elder

abuse, neglect, and abandonment.

Additionally, feminists critique the medicalization

of women’s bodies. Some feminists suggest that ageism

and sexism intersect to create menopause as a ‘‘disease.’’

Thus, the loss of estrogen, and corresponding decline of

feminine markers, becomes something to be monito-

red and controlled by physicians and medicine. From

this perspective, Hormone Replacement Therapy is

particularly controversial.
Related Topics

> Femininity, >Gender, >Gender role, > Lesbian,

> Lesbian ethics, >Masculinity, >Queer
Suggested Readings

Beasley Chris (1999) What is feminism? an introduction to feminist

theory. Sage Publications, London
Browne Colette V (1998) Women, feminism, and aging. Spring

Publishing, New York

Hooks B (2000) Feminism is for everybody: passionate politics.

South End Press, Cambridge, MA
Femininity
Angela Pattatucci Aragón . Sarah Smith

Femininity is defined in various dictionaries in either

a circular manner as the quality of being feminine or

indirectly as qualities associated with the female sex.

This is because femininity is typically conceptualized as

a constellation of multiple interacting elements that

coalesce to yield an energy, an essence, or a state of

being. We recognize femininity when it is encountered,

but it is difficult to distill the interacting elements to

a single, unifying definition that can be applied uni-

formly. Femininity also is often confused with gender

role, which is a categorized distinction of activities

and responsibilities deemed socially appropriate for

females and males in a particular society.

The dominant conceptualization of femininity in

most modern societies is best described by sex‐role
theory, which proposes that humans unconsciously

integrate archetypical ways of behaving that are appro-

priate to their assigned sex from society’s institutions.

Sex‐role theory organizes women’s behavior as passive,

intuitive, submissive, and subjective, whereas men’s

behavior is classified as aggressive, rational, dominant,

and objective.

Idealized versions of sex‐role theory in which these

qualities are alleged to complement each other in a

balanced way can be found in the folklore of many

cultures (e.g., yin/yang, sun/moon). However, sex‐role
theory fails to account for the fact that cultures do not

value the characteristics of each sex equally. Women

are not esteemed for their passivity to the same degree

as men are for their aggressiveness.

Feminist scholars exposed the limitation of sex‐role
theory by emphasizing that different power levels exist

in society’s femininity/masculinity archetypes. In

response, sociologists scrutinized sex‐role theory and

deemed it too rigid in several key areas. Primary

among these is that it fails to recognize that women

and men do not always embody their respective arche-

types, other than to label this diversity as deviant.
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Furthermore, it does not address individual differences

in behavior in various situations. Femininity, as it is

characterized by sex‐role theory, is an archetype that

few, if any, women exemplify all the time. The theory

also fails to articulate how characteristics become

assigned to feminine and masculine archetypes.

Regardless of how femininity is conceptualized, more

often than not, it occupies a position of lesser value

relative to masculinity, a reality all but ignored in

sex‐role theory.
Responding to the inadequacy of the sex‐role the-

ory to provide an accurate representation of how

women and men relate to each other, sociologists

developed a new theoretical framework that appropri-

ately considers the structure of power, the sexual

division of labor, and the social organization of sexu-

ality and attraction. The theory of hegemonic masculi-

nity proposes that an archetypical form of masculinity

exists in a given culture within a particular historical

period, that masculinity always defines itself as different

from and superior to femininity, and that social pro-

cesses are organized to maintain masculine power by

ensuring that subordinate groups view male dominance

as fair, reasonable, and in the best interests of society.

Thus, femininity is constructed around adaptation of

male power. Its core component is attractiveness to

men, around which revolve physical appearance, chas-

tity, exclusive heterosexuality, sexual availability in the

absence of sexual assertiveness, nurturance of children,

obedience and deference to male authority, and ego‐
massaging (among others). In this respect, femininity

could be construed as a social euphemism for female

subordination to male dominance.

In contemporary Western cultures, femininity is

intimately tied to youth. Idealized femininity is marked

by soft, smooth, spotless skin, as well as the ability to

conceive and raise children. Thus, menopause is often

construed in both popular culture and medicine as a

pathological loss of femininity. Feminists concerned

with aging and health have been highly critical of the

medicalization of menopause. The use of hormone

replacement therapy continues to be controversial as

various studies point to a number of adverse side

effects, such as increased heart disease, cancer, and

other maladies. Nevertheless, many women choose

hormone replacement therapy because it can stall

the signs of aging and retain a degree of idealized

femininity.

The feminine ideals of passivity and submis-

sion may also play a complicating role in models of
‘‘successful aging,’’ which emphasize personal auton-

omy and independence. Although more research is

needed that examines the relationship between aging

and femininity, preliminary work suggests that learned

helplessness, economic dependence on men, and lack

of education—all traits that infer femininity—may

become magnified by the aging process. Thus, men

may be more ‘‘successful’’ at aging because masculinity

values autonomy, financial security, and self‐concern.
Conversely, however, femininity may predispose women

to seek help and assistance, increasing health seeking

behavior and mental health outcomes.
Related Topics

> Feminism, >Gender, >Masculinity
Suggested Readings
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Fibroids
Jacqueline Spiegel

Uterine fibroids are benign tumors arising from the

muscle layers of the uterus, developing inside the uter-

ine cavity or attached to the external uterine wall.

Fibroids can be very small and difficult to detect on

examination and ultrasound, but they can also grow to

fill the uterine cavity weighing several pounds. Uterine

fibroids are the most common pelvic tumor present in

15–20% of reproductive‐age women, and 30–40% of

women over 35. Fibroids occur three to nine times
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more frequently in African American women than in

white women. The cause of fibroid tumors of the

uterus is unknown. Fibroid growth seems to depend

on regular estrogen stimulation. It rarely affects women

younger than 20 or postmenopausal except those

exposed to extra amounts of estrogen through oral

contraceptive agents, pregnancy, or hormone replace-

ment therapy. Once present, they seem to enlarge with

continued estrogen exposure, even though the growth

is quite slow. Although it is possible for a single fibroid

to develop, usually there are multiple growths, which

begin as small seedlings and spread throughout the

muscular walls of the uterus.

Three fourths of women with uterine fibroids

are asymptomatic, and the diagnosis is made on rou-

tine pelvic examination. If symptoms are present,

they may include sensation of fullness or pressure in

the lower abdomen, pelvic cramping or painful peri-

ods, increased urinary frequency, heavy menstrual

bleeding or passage of blood clots. As stated, the

majority of women have no symptoms of uterine

fibroid(s).

Upon pelvic examination, a uterus with fibroids is

irregularly shaped, lumpy, or enlarged. This finding is

usually adequate to make a proper diagnosis, but to

confirm and determine location and size, pelvic ultra-

sound is recommended. There are two ways to perform

a pelvic ultrasound: (1) trans‐abdominal (placing the

ultrasound probe on the abdominal surface) and

(2) trans‐vaginal (placing the ultrasound probe within

the vaginal canal). In ultrasound, high frequency

sound waves are sent out, which bounce off body

structures to create a picture. With the transvaginal

technique the probe is closer to the pelvic structures

then with conventional transabdominal means and

therefore provides superior image quality. Additional

tests such as dilatation and curettage (D&C) and pelvic

laparoscopy may be performed to rule out other

potential causes of symptoms.

Methods of treatment depend on the severity of the

symptoms, the patient’s age, her pregnancy status, her

possible desire for future pregnancies, her general

health, and characteristics of the fibroids. Treatment

may consist of simply monitoring the rate of growth

with periodic pelvic exams or ultrasound, nonsteroidal

anti‐inflammatory medications like ibuprofen or

naprosyn to decrease lower abdominal cramping or

pain with periods, and iron supplementation to help

prevent anemia in women with heavy bleeding due
to fibroids. These methods are usually sufficient in

premenopausal women. Another option is hormonal

treatment, involving drugs such as injectable depo

leuprolide. This method is used for short‐term treat-

ment before surgical intervention or when menopause

is imminent. The treatment lasts several months and

during this time estrogen concentrations are reduced

allowing the fibroids to shrink. Significant side effects

associated with this treatment include hot flashes, vagi-

nal dryness, and loss of bone density.

Fertility preserving surgical intervention is the

most frequently chosen treatment for premenopausal

women who want to bear children, because it preserves

the integrity of the uterus to support fetal growth.

Myomectomy can be accomplished through a tradi-

tional inpatient procedure where the fibroid tumor is

removed from the muscle wall or via hysteroscopic

approach (outpatient) in which a small camera and

instruments are inserted into the uterus through the

cervixand the fibroid tumor is removed. Variations of

myomectomy in which the fibroid(s) are destroyed

surgically without actually removing them includes,

myolysis, where an electric current destroys the

fibroid(s) and shrinks the blood vessels that feed

them, or cryomyolysis, where liquid nitrogen is used

to ‘‘freeze’’ the fibroids. Along with preserving fertility,

another advantage of a myomectomy is that it controls

pain and excessive bleeding. One disadvantage is that

myomectomy often cannot remove very small fibroids

that may continue to grow and cause symptoms in the

future. A more permanent treatment option is total

hysterectomy in which the entire uterus is surgically

removed. This is a curative option that is often chosen

by older women or those who no longer anticipate

childbearing.

Uterine artery embolization is a new procedure

aimed at preventing the need for a major surgery.

Small catheters are placed through veins in the pelvis

and advanced to the arteries that supply the uterus

with blood. Materials are then injected to block these

arteries permanently. The decreased blood supply to

the uterus prevents further growth of the fibroids

and causes them to shrink. The long‐term effects of

this procedure are still unknown, and the safety of

pregnancy after this treatment is questionable.

MRI‐guided focused ultrasound surgery (FUS),

approved by the Food and Drug Administration

(FDA) in October 2004, is the newest, noninvasive

treatment option. This procedure is performed while
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the patient is inside a specially crafted MRI scanner

that allows doctors to visualize the anatomy, and

then locate and destroy fibroids using focused high‐
frequency, high‐energy sound waves without making

an incision. A single treatment session is done in an

on‐again and off‐again fashion, sometimes spanning

several hours. Initial results with this technology are

promising, but its long‐term effectiveness is not yet

known.

As a general rule, fibroids don’t interfere with fer-

tility except when the tumor blocks the fallopian tubes

and prevents fertilization of eggs or when the tumor

interferes with implantation of a fertilized egg in the

uterine wall. During pregnancy, existing fibroids may

grow due to the increased blood flow and estrogen

levels. Typically, the tumor will return to its original

size after delivery. Most women are able to carry a

pregnancy to term, but some of them end up delivering

prematurely due to lack of space in the uterus to

sustain full fetal growth. Cesarean delivery may also

be needed if a fibroid tumor blocks the birth canal or

causes the baby to be positioned abnormally. After

menopause, new fibroids rarely develop and those

already present usually shrink.
Related Topics

>Abdominal pain, >Ultrasound, >Vaginal bleeding
Suggested Readings

Chavez NF, Stewart EA (2001) Medical treatment of uterine

fibroids. Clin Obstet Gynecol 44(2):372–384

Manyonda I, Sinthamoney E, Belli AM (2004) Review: Controversies

and challenges in the modern management of uterine fibroids.

BJOG: Intl J Obstet Gynaecol 111(2):95

Pritts EA (2001) Fibroids and infertility: a systematic review of the

evidence. Obstetrical & gynecological survey 56(8):483–491
Suggested Resources

Center for uterine fibroids: Brigham and women’s hospital. http://

www.fibroids.net/

National Uterine Fibroids Foundation (NUFF). http://www.nuff.

org/

Society of Interventional Radiology: uterine fibroid embolization.

http://www.sirweb.org/patPub/uterine.shtml
Fibromyalgia
Lori B. Siegel

Fibromyalgia (FM) is a syndrome of chronic pain that

is often both underdiagnosed and overdiagnosed.

Many practitioners use this diagnosis too loosely

when a person has pain that cannot be easily explained,

while some others deny the disease exists. FM repre-

sents a specific pattern of symptoms associated with

risk factors that often presents in a classic clinical

fashion; this disease cannot be diagnosed with positive

blood tests or biopsies. The incidence of FM increases

with age and can occur in patients with existing

medical conditions.

The main symptom of FM is chronic, widespread

pain that involves the muscles or the joints. However,

close examination of muscles and joints do not reveal

any true muscle disease or arthritis. The pain often gets

worse over time but may cycle in severity from day to

day. A key feature in FM is difficulty in sleeping and, if

the patient does sleep, they awaken feeling unrefreshed,

as though there had been no sleep at all. Other symp-

toms that patients may have are shortness of breath,

fatigue, tingling of nerves, headaches, irritable bowel,

and some mental cloudiness or confusion. Routine

evaluation of these complaints usually yields normal

tests with no measurable disorder of the lungs, nerves

or intestines. A complete physical examination will

also be relatively normal except for the finding of

specified tender points. The diagnosis is made using the

following criteria: tenderness in 11 out of the 18 classic

tender points and widespread pain of at least 3 months

duration. Unless specifically trained to evaluate for

FM, a general practitioner may not know how to

appropriately diagnose or evaluate this condition.

Since FM is a diagnosis of exclusion, it is impor-

tant that other treatable conditions be considered

before the diagnosis of FM is made. These conditions

include endocrine conditions, common thyroid abnor-

malities, sleep apnea, autoimmune disorders, infections

such as hepatitis C, Lyme disease and parvovirus, vita-

min deficiencies, or internal organ derangements.

Structural problems in the neck may also present to

the doctor with symptoms of FM such as cervical

stenosis.

FM itself may be a primary or a secondary condi-

tion, depending on whether it is associated with an

http://www.fibroids.net/
http://www.fibroids.net/
http://www.nuff.org/
http://www.nuff.org/
http://www.sirweb.org/patPub/uterine.shtml
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underlying medical condition. The true pathological

cause of FM in either case is not clearly understood but

is thought to be related to an underlying sleep disorder.

The disorder is usually stress related, whether emo-

tional or physical, in which the patient has suffered a

stress, which has led to poor sleep. The poor sleep has

then caused increased stress, which manifests as phy-

sical pain. The pain then causes further disruption of

sleep leading to a vicious cycle of lack of sleep and

accelerating pain. Patients who develop secondary

fibromyalgia may have a known chronic medical illness

such as rheumatoid arthritis or pulmonary condition,

which is essentially well controlled, but bothersome

enough to cause disrupted sleep, ultimately leading to

generalized pain.

Once diagnosed, the treatments are based upon

restoring sleep with gradual cardiopulmonary recon-

ditioning if possible. A vigorous exercise program can

be harmful. Depending upon how long the condition

has existed before appropriate treatment, the response

may be slow. It is important, therefore, that the patient

keeps a diary of daily activities and pain levels so that

they can monitor their improvement and compare

how they are feeling during treatment to how they

were earlier. Education is key to improvement and

good communication along with proper goal setting

with the provider will help in recovery. Although

over‐the‐counter and prescription nonsteroidal anti‐
inflammatories may be helpful, other traditional pain

medications and sleeping agents may worsen the con-

dition. Narcotics and benzodiazepines are to be

avoided. Low dose tricyclic antidepressants (TCAs)

and/or nightly muscle relaxants are most helpful and

restore proper sleep. Commonly used agents are ami-

triptyline, imipramine, trazodone, and doxepin. Cyclo-

benzaprine is often a helpful adjunct and useful in

those who cannot tolerate TCAs. It is important to

start very low doses and gradually increase. It is also

important to let the patient know that even though

they are being treated with antidepressants, the medi-

cation is not being used at doses to treat depression,

but only to treat the sleep and pain disorder. Once the

patient is getting appropriate and restful sleep, the

symptoms should abate to some extent. At this point

gradual stretching and aerobic activity can be started.

Although many patients are treated with medications

for a long time, some are gradually able to taper off the

medication. Many patients find support through FM

support groups and newsletters. Patients should be

cautious regarding Internet cures and remedies.
Related Topics

>Chronic fatigue syndrome, >Chronic pain,

>Regional rheumatic pain syndromes
Suggested Readings

Klippel JH (ed) (2001) Primer on rheumatic diseases, 12th ed.

Arthritis Foundation, Atlanta, GA

Klippel JH, Dieppe PA (1998) Rheumatology, 2nd ed. Mosby,

St Louis, MO

Klippel JH, Dieppe PA, Ferri FF (2000) Primary care rheumatology.

Harcourt, London
Suggested Resources

National Center for Biotechnology Information. www.ncbi.nlm.

nih.gov

Mayo Clinic. www.mayoclinic.com
Financial Abuse
Sally Shepherd

Financial abuse is rampant in this day and age. Each

year nearly $14 million are lost to seniors as a result of

financial fraud and abuse. The incidence of these

crimes is dramatically underreported. Typical victims

of financial abuse are seniors with a high family

income (many have savings, pensions, and Social

Security income), city rather than rural residents, and

homeowners rather than renters. They are commonly

separated or divorced.

Financial exploitation includes fraud, taking

money under false pretences, forgery, forced property

transfers, purchasing expensive items with the older

person’s money without their knowledge or permis-

sion, or denying the older person access to his or her

own funds or home. Identity theft is a crime in which

an imposter obtains key information such as Social

Security and driver’s license numbers to obtain credit,

merchandise, and services in the name of the victim.

Scams are typically carried out by strangers but the

majority of financial abuse is actually committed by

persons well known to the victim and in a position of

www.ncbi.nlm.nih.gov
www.ncbi.nlm.nih.gov
www.mayoclinic.com
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trust, such as caregivers, adult children, siblings, even

so‐called friends. Fraud committed by family members

includes theft or the improper use of legal guardian-

ship arrangements, powers of attorney, or conservator-

ships. This type or fraud is made easier by the fact that

very few states require these determinations to be

registered, few require a lawyer’s involvement in draft-

ing the document, and witnesses are not required to

ensure the elder’s signature is voluntary. Although

most states require notaries, they are not trained to

assess mental capacity and therefore cannot protect an

impaired elder from abuse. Joint bank accounts, deed

transfers, living trusts and wills can be manipulated to

facilitate financial abuse. Family members may borrow

money and not pay it back. They may deny services or

medical care in order to preserve funds.

Financial exploitation perpetrated by strangers

includes a variety of scams by sales people for health‐
related services, mortgage companies, and financial

managers. Investment scams are common. Health, fu-

neral, and life insurance fraud succeed because the older

adult may be afraid of not being able to cover future

expenses or to become a burden to their children. They

may be misled by bogus charities, sweepstakes scams,

telephone solicitations, or offers of building or repair

services by unlicensed contractors.

Successful frauds share common elements. The

offenders gain trust and confidence through their cha-

risma, by using a business name similar to that of a

well‐established organization, or by communicating

a concern for the elder’s well being. They often encour-

age their victims to make an immediate decision or

commitment to purchase products or services, which

effectively limits the opportunity for consultation with

others. Seniors defrauded by strangers may not report

the incident because they are embarrassed or ashamed.

They do not want to be labeled as ‘‘incompetent’’ and

risk being placed in a nursing home. Seniors exploited

by relatives and caregivers may experience different feel-

ings. They may fear what the offender may do if they do

not comply with his or her demands. They may also have

long‐term emotional ties to the offender that create con-

flict about reporting abuse, and may cause them to feel

protective of the offender once the abuse is discovered.

Signs of financial abuse may first become apparent

when life circumstances don’t match with the size of

the estate. There may be difficulty in covering basic

expenses such as food and utilities, when income

should support these needs. There may be unpaid

bills despite there being enough assets to cover the
payments. Banking irregularities may include large

withdrawals from bank accounts, switching accounts,

or unusual ATM activity. Signatures on checks may not

match the account owner’s signature. Bank tellers may

notice a senior withdrawing a large sum of money

from the bank when accompanied by another person.

Abrupt changes in wills, trust, contracts, the power of

attorney, property titles, deeds, or mortgage accounts

may point to financial abuse by a family member or

caregiver.

Seniors should be encouraged to avoid financial

abuse by protecting their banking information, checks,

credit and ATM cards, and Social Security cards. They

should not keep large amounts of cash on hand. They

should use a shredder to dispose of documents. All

valuable items should be inventoried and kept under

lock and key. They should consider using a post office

box instead of a mailbox at their home. Caller‐ID
devices, answering machines and the Do Not Call

Registry can block calls from unscrupulous merchants.

Caregivers should only be hired from bonded and

insured agencies after an extensive background check,

and should never be given financial responsibility for

an elderly person. They should only be permitted to

make purchases on behalf of their client using cash or

checks. References of legal and financial advisors

should be thoroughly checked.

Particularly when investigating financial exploita-

tion, questions often arise as to whether the victim

understood the transaction, appreciated the value of

what he or she gave away or signed over, and compre-

hended the implications of the transaction. It may

seem obvious that a senior is no longer able to handle

his or her financial affairs, but agencies cannot simply

take over without their permission. For the senior, this

may be just one more thing they are being forced to

give up, and it may be traumatic for them.
Related Topics

>Elder abuse and neglect, > Financial planning,

>Probate
Suggested Readings

Johnson KD (2003) Financial abuse against the elderly, Problem‐
oriented guides for police (No 20). US Department of Justice,

Office of Community Oriented Policing Services. www.cops.

usdoj.gov

www.cops.usdoj.gov
www.cops.usdoj.gov
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Suggested Resources

The Federal Trade Commission has a toll‐free number to report

identity theft. Call 1‐877‐IDTHEFT (877‐438‐4338) or go to their

website www.consumer.gov/idtheft

Financial abuse should be reported to Adult Protective Services

by calling 1(877) 4‐R‐SENIORS or by calling the local police

department

Names can be removed from national direct mail lists by writing to

the Direct Marketing Association at PO Box 9008, Farmingdale,

NY 11735‐9014
To avoid telemarketing calls, the National Do Not Call Registry

allows the option of blocking telemarketing calls at home or on

a cell phone. Most telemarketers should not call a registered

number once it has been on the registry for 31 days. Registra-

tion is free and is effective for five years. Complaints about

violations can be filed at the DoNotCall.gov website
Financial Planning
Sandra J. Buzney . Carol J. Culley . Lisa Montoni

Financial planning is the process of taking positive

steps to ensure the future we want. While many seniors

may deny that they have a need for financial planning,

the truth is that most people engage in this process to

some extent. Whether it is keeping a record of expenses

(check registers, credit card receipts), filing tax returns

(especially itemized ones), or following a budget, most

people do some form of financial accounting. Some

seniors take time to go to the next step and actively

plan for their financial future.

During our working lives, some of us plan for the

years when we will be ‘‘retired’’ by participating in a

retirement plan offered by our employer (401k, 403b,

pensions). Some of us do this on our own through

personal savings and/or contributing to individual

retirement arrangements (IRAs). Many do both, how-

ever, and still worry. How can we be sure that we will be

‘‘okay’’ in our later years and not find ourselves in a

financially uncomfortable or intolerable state? Many

single seniors, especially women, experience anxiety

related to their financial future.

Like most challenges in life, these concerns are not

solely solved by money. Developing and sustaining a

set of people to socialize with and care for, can be

crucial to our long‐term mental and emotional health.

But, money has its uses. Primarily, money buys choices
and provides options. Our desire for financial inde-

pendence does not diminish with age and in some

cases it grows. Therefore, periodically, it is useful to

step back and make sure we are on course to get where

we want to go.

Securing Enough Income to Support the Lifestyle

to Which You Have Become Accustomed At one

time, continuing to work past 65 was not an option for

most people. You may remember your parents or

grandparents working until 65 and then being forced

into retirement. However, working beyond 65 is com-

mon enough these days that it is considered the fourth

leg on the retirement planning ‘‘stool.’’ Traditionally,

the symbol of a three‐legged stool is used to represent

retirement security––Social Security retirement bene-

fits, employer pensions, and personal savings. Today,

fewer people can rely on their employers for providing

a guaranteed income in retirement, and, for some

individuals, personal savings for long‐term goals like

retirement is less than it should be. If you are one of

those who never earned enough or saved enough, work-

ing past 65 may be in your future. However, one should

remember that there can be other benefits derived from

working besides income, such as social connections,

learning opportunities, and healthy daily routines.

When the time comes to decide whether you may

or must, for health reasons, work less (i.e., earn less),

you may opt to begin taking distributions from a

company‐sponsored retirement plan or an individual

retirement account. You can arrange to receive this

money on a regular basis, either monthly, quarterly,

or annually. You may formally annuitize your retire-

ment savings account over your lifetime by contracting

for a guaranteed income stream. This is one way peo-

ple can ensure that they do not outlive their money.

One caution is that the value of money is less over time

(postage stamps used to cost 3 cents and now cost 39

cents), so be sure to take this into consideration as you

make your decisions. Also, beginning the year after you

turn 72½, the Internal Revenue Service will require

you to begin receiving income at least annually from

some tax‐advantaged plans. If you contribute to these

plans with preincome tax earnings, these distributions

will be countable as taxable income and may result in

additional income tax. Consider asking a financial

professional––preferably one with a professional des-

ignation like certified financial planner (CFP), char-

tered financial consultant (ChFC), or certified public

accountant (CPA)––to help you examine your options.

www.consumer.gov/idtheft
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Health Concerns Many of us have received

employer‐paid or employer‐sponsored health care

benefits during our working careers, or we have

opted to buy health insurance for ourselves. Our desire

for this protection continues so long as we are alive,

and our need for health services frequently increases, as

we get older. Most of us will qualify for Medicare once

we reach 65. Medicare is the bedrock health plan for

most seniors, but it has its limitations. First, there is a

premium cost for Part B (coverage of physicians and

outpatient services), and often a premium for Part D

(outpatient drug coverage). Then, there are deductibles

and copayments. Inevitably, there are ‘‘holes’’ or items

not covered by Medicare (over‐the‐counter medicines

and supplies, and prescription medicines when you are

between $2,500 and $3,600 of annual expenditures, to

name a few). The biggest gap in Medicare, however, is

the lack of coverage for long‐term care, such as assisted

living or nursing home care.

When people develop disabling health conditions

which limit their ability to handle the incidental activ-

ities of daily living (such as money management, shop-

ping, and transportation), and eventually the basic

activities of daily living (like bathing dressing, indepen-

dent mobility, and continence), they need help. Some

seniors experience reduced mental functioning that

impairs their ability to make decisions for themselves,

to manage their physical needs, and sometimes even to

recognize family and friends. Seniors in this situation

especially need help, sometimes all day, every day.

It is important to understand that assisted living

and long‐term nursing home care are not generally

covered by Medicare. Medicare pays for very little of

the cost associated with providing long‐term suppor-

tive care for disabled seniors, and nothing towards

services which would help make life easier for older

Americans, like housecleaning, yard maintenance, and

home repairs. In most cases, people pay for long‐term
care from their income and savings, by collecting ben-

efits from a long‐term care insurance policy, or

through the public welfare program called Medicaid.

For those who do not have enough personal savings

to pay for the services they need when they face gaps

in Medicare coverage, and for those who want their

personal savings to go farther, there are insurance

products such as Medigap Plans and Long Term Care

Insurance which can provide the dollars needed to fill

these ‘‘holes.’’ Again, consider asking a financial pro-

fessional, with one of the professional designations

mentioned earlier, to help you examine your options.
The Need to Name a Surrogate Decision‐
Maker No one is promised a tomorrow. Anything

can happen at anytime, and we may find ourselves in a

position unable to temporarily or permanently handle

health care or general financial matters independently.

Fortunately, state laws generally allow you to choose

someone you trust, called a surrogate decision‐maker,

to make decisions and handle matters when you can-

not. There are several options for doing this, including

a Durable Power of Attorney for Health Care and a

Durable General Power of Attorney for personal finan-

cial business. The requirements for executing these

documents are a matter of state law. Therefore, it is

important that the documents that you use, have the

provisions required by state law and are signed or

‘‘executed’’ in the required matter. This may include

signing the documents in the presence of a notary

public, uninterested witnesses, or both.

If you have not executed one of these legal tools

prior to becoming unable to manage your personal

affairs, the law does provide a fallback plan. Should

you become incompetent to make decisions for your-

self, the court has the authority to appoint a legal

guardian or conservator. This person will have consid-

erable power over your life and finances. Becoming a

guardian, and ending a guardianship when someone is

once again able to handle their personal and financial

affairs, are cumbersome and involve expensive legal

processes that may be avoided with future planning,

such as executing the documents described above.

When deciding whom to appoint as your agent, or

‘‘attorney‐in‐fact,’’ through a durable power of attor-

ney, think about whom you would trust to pay your

bills or complete financial transactions for you when

you cannot do these things for yourself. Similarly, you

should take the time to decide who can access medical

information and make health care decisions consistent

with your wishes if you become unable to make them

for yourself. Finally, if you have a preference for what

you would like to happen should you become termin-

ally ill, the state law may allow you to make your

intentions known through a ‘‘living will.’’ It is impor-

tant to talk with the individuals you intend to appoint

as your agents to confirm that they are willing to accept

the responsibility and have values similar to yours.

An attorney specializing in elder law and estate

planning should be consulted for help in drafting and

executing the appropriate legal documents granting

authority to those you want to be able to act on your

behalf if serious circumstances related to your health
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and mental capacity arise. A little planning while you

are capable to make these kinds of decisions may be

invaluable both to you and your loved ones if you face

serious health issues later in life.

Final Arrangements Even though it is sometimes

difficult to come to terms with our own mortality,

many seniors have found themselves in the position

of having to arrange for the burial or cremation, and

the associated funeral services, for someone else. The

loss of a loved one may make an individual emotion-

ally vulnerable, and, typically, the stress of this kind of

loss is not a good time for financial decision making.

Therefore, planning your funeral and other final

arrangements may be the best gift you can leave your

loved ones.

Several options for preneed funeral planning are

available. These include arranging with a funeral direc-

tor to provide the services in the style you choose, and

paying for funeral‐related services when they are made

or through the assignment of life insurance that will be

available at the time of death. These types of arrange-

ments can be insured, and you should take care to

understand how your plans would be protected.

Leaving a Personal Legacy Most of us work hard

to leave our mark on this world through our families,

building a business, supporting religious and commu-

nity institutions, our jobs or career, and in many other

ways. Financial planning can enable these efforts to

outlive you for the benefit of others. Legacy planning

is typically cemented through legal documents, like

trust agreements and wills, and the financial resources

left behind give these plans ongoing life.

Most people try to live within their means and save

money for the difficult times and circumstances life

brings them. Older persons may fall into one of the

following scenarios depending on the decisions and

circumstances of living a long life:

� Some seniors will spend all their money while alive

and have little or nothing of monetary value to

leave their heirs.

� Others will be healthier or wealthier, and they will

typically want to make provisions for children and

grandchildren. Most can buy life insurance during

working years to secure their family’s well‐being,
should they die young. Some will elect to keep this

insurance in force until death when benefits are

available to be paid to the designated beneficiaries.
� Still others will amass large sums and be in a posi-

tion to make substantial contributions to future

generations and to society as a whole.

Whichever category you fall into, you can be proud

of what you have accomplished. Not all achievements

are fully recognized by monetary rewards. Everyone

should consider taking time to record his or her life

story on paper, computer file, audiotape or videotape.

Each individual life is part of a larger heritage and

should be appreciated and preserved. There may be a

family history known to you that will either be very

difficult to uncover or lost to succeeding generations if

you do not record this information during your life-

time. In addition, many individuals will leave ‘‘ethical

wills’’ to their survivors so as to communicate their

values and aspiration for future generations.

If you are in a position to leave a financial legacy,

and have the desire to specify whom you want to

benefit, you should recognize that there are complex-

ities involved. It is highly recommended that you con-

sider working with a team of professionals who can

give you the legal, financial, and tax planning assis-

tance you need, and who can provide you information

about options and choices in ways that you under-

stand. The decisions are yours. The advice provided

by these professionals is a tool, and financial planning

is all about helping you find a way to accomplish your

life goals.
Related Topics

>Advance directives, >Assisted living, >Disability,

>Durable power of attorney, >Early retirement,

> Inheritance, > Long term care, > Long‐term care

insurance, >Medicare, >Probate, >Retirement,

> Social Security
Suggested Readings

Nussbaum M, Raasch BJ, Ratner CL (2004) Ernst and Young’s

personal financial planning guide, 5th ed. Wiley, Hoboken, NJ
Suggested Resources

American Association for Retired Persons 2005, Washington,

DC (January 6, 2005). http://www.aarp.org/money/financial_

planning

http://www.aarp.org/money/financial_planning
http://www.aarp.org/money/financial_planning
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Society of Financial Service Professionals, Consumer Information

2005, Newton Square, Pennsylvania, (January 6, 2005). http://

www.financialpro.org/Consumer/articles.cfm

US Federal Government, Consumer Publications 2005, Washington,

DC (January 6, 2005). http://www.firstgov.gov/Citizen/Topics/

Money.shtml#vgn‐investing‐vgn
Firearms
Juan Hernandez

Worldwide, as of 2001, the total number of small

arms—ranging from pistols to assault rifles—in mili-

tary and civilian hands was estimated at 639 million

weapons. Civilians throughout the world legally owned

a total of 378 million of these weapons, mostly hunting

rifles, shotguns, and handguns. Americans, in particu-

lar, have ready access to firearms. Guns are for sale in

national retail chains, hardware stores, and sporting

goods shops—these are often resold or traded at gun

shows. Since the US Constitution’s Second Amend-

ment guarantees the right of the people to keep and

bear arms, gun ownership in America is considered

a basic civil liberty. Consequently, there are more

privately owned guns in the United States—an esti-

mated arsenal of 230 million firearms—than anywhere

else in the world. Nearly half of American households

have guns. Two thirds of these weapons are rifles and

shotguns; one third are handguns.

Long arms, such as rifles and shotguns, are sold

primarily for hunting and sport, while handguns are

heavily marketed for self‐defense. Although personal

protection often serves as the justification for keeping

firearms at home, in one’s car, or on one’s person, such

feelings of enhanced safety may be an illusion. Instead

of ensuring personal protection, firearms actually pose

a considerable risk of injury or death to their owners,

families, or their acquaintances; handguns are espe-

cially dangerous. The majority of firearm deaths in the

United States are due to suicides and accidental shoot-

ings. This appalling statistic is tallied quietly during the

course of each year, without the sensational headlines

associated with mass murders or school shootings.

Most homicide victims die at the hands of a person

previously known to them. One out of three homicides

in the United States is an intimate partner homicide; a

gun is the most common weapon. The sheer size of the
legal marketplace for guns in America also means that

many weapons eventually enter the illegal market,

quite easily, when resold or traded at gun shows.

Handguns, for instance, are much more likely to be

used offensively by criminals for robbery and assault

than in legitimate self‐defense by law‐abiding citizens.

In 1998, only 1.2% of handgun homicides in the Uni-

ted States were justifiable self‐defense. It seems that

Americans are under the gun, in unintended ways.

Gun ownership and aging present a particular pro-

blem. Older adults experience more stressful life events

and may be inherently more vulnerable to stress as a

result of physical illness, cognitive decline, or social

isolation and therefore have a higher risk of suicide

than the general population, with those aged 65 and

older having the highest suicide risk of any age group.

Risk factors include being divorced or widowed, hav-

ing physical illness that imposes substantial disability,

or the presence of psychiatric illness. For an older

person, having a psychiatric disorder, especially

depression, greatly increases the risk of suicide. It is

important to remember that depression in an older

individual is not part of the normal aging process

and should be treated as a medical problem. Help is

readily available if only the older person’s family,

friends, or caregivers recognize the presence and nature

of depression. Elderly men are disproportionately

impacted by suicide in comparison to women.

High lethality characterizes suicide in the older

adults. While in the overall population there are

approximately 20 attempts for every case of completed

suicide (20:1 ratio), in the elderly there are only four

attempts for each completed suicide (4:1 ratio). Tragi-

cally, 71% of persons aged 65 or older who committed

suicide in 1999 did so with a firearm. The mere pre-

sence of a firearm in the home increases suicide risk;

asking about weapons and removing them from the

home effectively prevents suicides.

Dementia and access to firearms is also a growing

public health concern. The prevalence of Alzheimer’s

disease, which is the most common type of dementia,

increases with advancing age: it affects 3% of those

above 65; and, up to 50% of those aged 85 or older.

Declining cognition impairs one’s ability to properly

assess situations or react well during an emergency,

thereby adversely affecting a person’s judgment. About

half of all patients with Alzheimer’s disease develop

delusions as the disease progresses, most often para-

noid delusions. Paranoid thoughts are suspicious

in nature: ideas of persecution; belief in imaginary

http://www.financialpro.org/Consumer/articles.cfm
http://www.financialpro.org/Consumer/articles.cfm
http://www.firstgov.gov/Citizen/Topics/Money.shtml#vgn-investing-vgn
http://www.firstgov.gov/Citizen/Topics/Money.shtml#vgn-investing-vgn
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intruders, or thinking that others are stealing one’s

belongings. The implications for handling firearms are

obvious.

Changing demographics and an aging population

in many industrialized nations means that an increas-

ing proportion of privately owned firearms will be in

the hands of the elderly. The aging process varies

widely according to each individual. Some can safely

keep a firearm well into old age but many who are frail,

depressed, physically ill, or cognitively impaired will

place themselves and others at risk, with significant

public health consequences. Firearms control and

safety legislation, together with increased awareness

of firearm‐related risk in middle‐aged and older adults

by family, friends, and health‐care givers can save lives.
Related Topics

>Alzheimer’s disease, >Crime, >Dementia,

>Depression, >Homicide, > Suicide, >Violence
Suggested Readings

Conwell Y (1997) Management of suicidal behavior in the elderly.

Psychiatr Clin North Am 20(3):667–683

Conwell Y, Duberstein PR, Connor K, Eberly S, Cox C, Caine ED

(2002) Access to firearms and risk for suicide in middle‐aged and

older adults. Am J Geriatr Psychiatry 10(4):407–416

Mendez MF (1996) Dementia and guns. J Am Geriatr Soc

44:409–410
Suggested Resources

Violence Policy Center, 2001, (November 25, 2005). http://www.

vpc.org
Foot Care
Wendy Metzner

There are numerous foot problems that are common

to many people, such as bunions, heel spurs, Plantar

faciitis, edema, hammer toes, ingrown nail, fungal

infections, corns, calluses, blisters, warts, and Morton’s

neuroma.
Bunions

Bunions are often caused by ill‐fitting shoes that have a
very high heal, excessively pointed toe boxes, or are

improperly sized (usually too small). Even is someone

is not wearing ill‐fitting shoes currently, but has in the

past, bunions could still appear, even many years after

the fact. Poorly fitted shoes and extended pressure on

one’s feet places a lot of pressure on the toes, which can

cause them to change shape in order to fit the shoes.

Bunions can be remedied through the use of properly

fitting shoes that provide good support and that have a

wider cut. A trained professional can best fit the shoe

for someone’s feet. Physical therapy in conjunction

with wearing orthopedics, or shoe inserts, may also be

helpful. A doctor can also prescribe anti‐inflammatory

and cortisone injections for the pain. Finally, surgery is

available to remove the bunions.
Heel Spurs

Heel spurs are sharp calcium growths that appear on

the bone near where the tendons and ligaments attach

at the heel and are often caused by strain on the

muscles in the feet. Standing for long periods of time,

wearing poorly fitted shoes, or being overweight can

make the spurs worse. Bone spurs are most often found

in people above 40 and are associated with poor circu-

lation, osteoarthritis, rheumatoid arthritis, and other

degenerative diseases. Heel spurs occur equally in men

and women.

Heel spurs can cause considerable pain and suffer-

ing; however, they may be completely painless at other

times. The pain felt is not usually caused by the spur

itself but by the inflammation around the tendons

where they attach to the heel bone. Because of this,

individuals may feel it more after a long period of rest

or when getting out of bed in the morning. The pain

will actually decrease after walking because the tendons

have had a chance to warm up and stretch out.

One of the best treatments for bone spurs is to

stretch the calf muscle twice a day for 30 seconds in

order to reduce the tension on the connective tissues.

Special orthopedic inserts made for shoes will support

the arch of the foot, which will transfer the weight

towards the front of the foot, away from the spurs.

Other remedies include the application of an ice

pack to the area for 10 minutes at night, cortisone

injections around the spur, and the surgical removal

http://www.vpc.org
http://www.vpc.org
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of the spurs. Cortisone injections have the ability to

ease the symptoms, but they are not a cure for bone

spurs.
Plantar Faciitis

Plantar faciitis is the inflammation of the fascia

(fibrous tissue network located between the skin and

the underlying structure of muscle and bone) on the

sole of the foot. Plantar faciitis often causes pain along

the inner border of the sole of the foot, which can be

crippling for some people and make walking almost

impossible. The best treatment for this condition is

resting. The recovery process may be slow and it

could be difficult for the affected person to stay off

their feet for long. Other strategies to alleviate the pain

include physical therapy techniques; stretching the sole

of the foot before going to bed; using night splints to

keep the feet in a stretched position; nonsteroidal anti‐
inflammatory drugs, such as cortisone injections; and

cushioning the insole of the shoe.
Edema

Edema may cause feet and ankles to appear normal in

the morning, but swollen by the end of the day.

Edema often occurs in people who are overweight

and are required to be on their feet for long periods

of time. The swelling can be reduced through a reduc-

tion in salt intake, which decreases fluid retention;

through the use of support stockings, which promote

circulation and limit gravitational movement of fluids

in the body; through regular exercise to improve cir-

culation; and through weight loss. Some medications

may also contribute to causing edema.
Hammer Toes

Hammer toes are identified as the shortening of the

tendons that control toe movement. This condition

usually affects the smaller toes and is more common

in women then men. The toe becomes bent upward at

the first joint, giving the toe an almost upside down V

appearance. At the onset of the condition the toe is

still flexible at the joint and relatively treatable. Early

symptoms can be treated by placing a small flexible

cushion under the toe to alleviate some of the pain or
individuals can be fitted for an orthopedic device by a

podiatrist. The insert is placed in the shoe to correct

the position of the toes and help reduce pain and

discomfort. Anti‐inflammatory drugs and cortisone

injections may also relieve the pain and cut down

the inflammation of the joints. In later stages, left

untreated, the toe will become rigid and the joint

immovable. Corrective surgery is usually the only

option when the condition becomes this severe.
Ingrown Nail

An ingrown toenail is a painful condition where the

side of the toenail grows into the skin of the toe.

Ingrown toenails may result from injury, from impro-

per trimming of the nail, pressure of tight stockings or

socks, or extreme running. Red, painful swelling on one

or both sides of the nail indicates an infection that, if

left untreated, may become severe. The recurrence of

ingrown toenails can be prevented by retraining the nail

to grow above the skin rather than into it, by wearing

properly fitted shoes, and by caring for one’s feet.
Fungal Infection

An active, live fungus or dermatophytes cause the

fungal infection under the nail. Infection may result

following trauma, or as the result of transmission from

contaminated equipment, such as a shared nail file or

nail clippers that have not been properly cleaned.

Thick, discolored, or flaky nails are suggestive of a

fungal infection.
Calluses

Calluses and corns form to protect the skin and bones

from damage whenever there is excessive friction or

pressure on the bony areas of the foot. Corns may

initially form as calluses but extra pressure from

shoes or excess weight on the feet prevent the callus

from growing up off the skin and start to push it into

the skin. Calluses are generally found on the bottom of

the foot, which bears the most pressure when walking,

standing or running, and are associated with walking

barefoot and wearing shoes with higher heels or nar-

row toes. Calluses may be alleviated through the use of

a foot file, after softening the skin.
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Corns

Corns may form when the foot presses against the side

of the shoe (usually the small toe) or when two toes are

being pressed together. The corn will develop a core or

a root that can be very painful. Soft corns usually occur

between two toes, especially when the ends of the toes

are wider then the middle of the toes. This can be

alleviated by wearing a wider‐toed shoe or by using

padding between the toes that are tender. Hard corns,

which are the most common type of corns, result from

poorly fitting shoes.
Blister

A blister is a small fluid‐filled space that forms between

layers of the skin. The blister can be all sizes and

shapes, can appear on any part of the foot, and can

be filled with a clear fluid or with blood. A blister may

form during the breaking‐in period for a new pair of

shoes, but can also be due to burns, allergic reactions

or infections, and excessive foot perspiration. Blisters

that have broken should be carefully cleaned out with

an antiseptic and covered with a sterile dressing. There

are blister‐healing bandages on the market that will

also help it to heal faster.
Warts

Warts, such as plantars warts, result from viruses.

Plantars warts are most commonly found on the soles

of the feet. They may be treated through the use of

patches containing salicylic acid that are applied to the

area on a daily basis. Physicians may also treat plantars

warts with applications of liquid nitrogen. This, how-

ever, only removes the top layers of the wart so further

treatments will be needed until the entire wart is

removed.
Morton’s Neuroma

Morton’s neuroma, caused by the pinching of a nerve

between the toes, most frequently occurs between the

third and fourth toes. The resulting pain is often

experienced as a sharp, burning pain in the ball of the

foot or a stinging or numb sensation. The pain can be

alleviated by changing footwear, resting feet, and using
arch supports or pads to help remove the pressure

from the affected area. In more severe cases, physicians

may recommend anti‐inflammatory drugs, cortisone

injections or even surgery.
Suggested Resources

The Mayo Clinic. www.MayoClinic.com

Web MD. http://www.webmd.com

http://www.hookedonnails.com

http://www.beautyweb.com
Foot Disease
Mark E. Pfeifer

Foot care begins with understanding the structure and

changes of the foot as one ages and uses the feet more.

The skin of the foot is very sensitive and the environ-

ment around it must not be too moist or dry, hot or

cold, and without too much pressure; otherwise foot

infections can occur. Athlete’s foot is caused by fungal

overgrowth called Tinea pedis. A good way to prevent

this is to keep the skin dry. Treatment is soaking the

foot in half a cup of white vinegar in a pan of water for

15 minutes 2–3 times a week. Using absorbent powder

and allowing shoes to air dry overnight or sit in the sun

will also help kill the fungus that may live in the shoes.

Mild cases may also be treated with over‐the‐counter
medications, but a foot specialist or skin doctor should

evaluate more severe cases. Warts are also caused by a

viral infection that invades the skin. They should be

treated promptly because they can spread to other

parts of the skin or to family and friends.

Nail care is important as well in the elderly and they

should be kept trimmed to a comfortable length and

contoured to the shape of the toe itself. Performing

self‐nail trimming/shaping should only be done if one

can see the toes fully and reach them easily. Trimming

just by ‘‘feel’’ is dangerous and could lead to wounds

and infection. Thickened or yellow, brittle, and lose

nails are a sign of fungal infection and should be

treated by a podiatrist or dermatologist.

In the elderly, circulatory problems in the arteries

and veins can cause foot problems. If the lower part of

the leg is dark or dusky, one should elevate the leg and

www.MayoClinic.com
http://www.webmd.com
http://www.hookedonnails.com
http://www.beautyweb.com
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see if the color improves. This may be a sign of vein

problems. A cold sensation or bluish discoloration of

the toes and loss of hair on the lower legs may be a sign

of artery problems. Sensation, or the feeling of touch

on the foot can be changed due to an artery problem or

more commonly a nerve problem. To look for proper

nerve function of the foot, one should be able to tell the

difference between light and heavy pressure, sharp and

dull, cold and hot. A neuroma, a noncancerous tumor,

may occur on the bottom of the foot and cause a nerve

type pain with shooting sensations. A specialist should

evaluate these. Other bumps and lumps on the foot

may be from arthritis or bone troubles and may result

in bunions (bumps on the big toes) or hammer toes

(deformed toes). A podiatrist or bone doctor should

evaluate these since there are surgical and nonsurgical

treatments available.

The most important aspect of foot care in any age

group, especially the elderly, is the choice and use of

proper footgear. When proper footgear is utilized,

most foot and ankle problems can be eliminated or

greatly lessened. Appropriate protective footwear and

stockings are a top priority in the prevention of minor

trauma. Shoes must be selected for the specific activity

undertaken and walking barefoot should be avoided.

Whether walking, running, or participating in sports,

feet encounter considerable stress and proper shoe

support is essential.

If one already has pain or problems with the feet,

professional advice from a podiatrist will help with

appropriate shoe selection. During the visit it is impor-

tant to bring old shoes along so that the pattern of

wear/use/and walking style can be evaluated.

When visiting a shoe store, it is important to plan

ahead and do the following:

1. Select a store where trained and knowledgeable

sales people are available to properly fit the shoe

with regard to length, width and depth.

2. Shop in the afternoon; the feet are biggest then due

to swelling.

3. Do not assume that the dress shoe size is the same

as the athletic shoe size because of additional socks

and spreading of feet during activity.

4. Fit the shoe to the larger foot. Remember that with

age, feet flatten and get longer and wider so the

shoe size should be adapted to the aging process.

Shoes should be checked for flexibility, stability,

cushioning, shock absorption, and comfort. Style

should come last. The heel fit should be checked to
prevent slippage or heel rubbing. Shoe materials

should breathe and allow heat and moisture to

escape. After new shoe gear is purchased, one

should examine the shoes daily for cracks, pebbles,

tacks, or anything out of place.

Patient with diabetes, peripheral vascular disease,

nerve problems, or arthritis, are strongly urged to

seek out early evaluation and treatment to prevent

the development of serious problems in the lower

extremities and feet. Prevention of problems is key;

so check your feet daily, take good care of them and

use them well.
Related Topics

>Arthritis, >Diabetes, >Neuropathy
Suggested Readings

Dockery GL, Crawford ME (1999) Color atlas of foot & ankle

dermatology. Lippincott‐Raven, Philadelphia, PA
Subotnick SI (1981) Common foot problems. The Jogger March/April
Suggested Resources

Advances in Skin & Wound Care, The Journal for Prevention and

Healing. www.woundcarejournal.com
Foster Grandparent
Program
Tambra K. Cain

The first Foster Grandparent Program (FGP) began in

1965, and has expanded to all 50 states of the United

States, Puerto Rico, and the Virgin Islands. Foster grand-

parents provide emotional support, affection, and nur-

turing for low income, disadvantaged, and/or disabled

children. Foster grandparents also provide mentoring to

young parents, encouragement to troubled youth, and

tutoring to children with low literacy skills.

Foster grandparents are older adults above 60 who

have between 15 and 40 hours per week to volunteer.

www.woundcarejournal.com
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While additional benefits vary from state to state,

foster grandparents are most often provided with

monthly training, transportation reimbursement, in-

surance coverage while volunteering, and an annual

physical examination. In addition, foster grandparents

who meet certain income criteria may qualify for a

small, tax‐free stipend to offset the cost of their volun-

teer work. Currently there are more than 30,000 active

foster grandparents in the United States. Foster grand-

parents serve in day care facilities, hospitals, schools,

head start facilities, as well as in residential settings.

President John F. Kennedy created the FGP in 1965

to increase the involvement of persons above 60, who

have income limitations. The FGP, as it is today, was

authorized in the Domestic Volunteer Act of 1973, and

again amended in 1999. While each state has its own

program, much of the foster grandparent’s work is

carried out under the coordination of an independent

federal agency, the Corporation for National and Com-

munity Service (CNCS), specifically through a pro-

gram called Senior Corps. The CNCS was signed into

legislation in 1994 by President Bill Clinton. In addi-

tion to maintaining the FGP, Senior Corps is also

responsible for two other senior programs, namely

Retired and Senior Volunteer Program (RSVP) and

the Senior Companion.

In addition to the modest financial reimburse-

ments of the FGP, there are many other benefits.

Volunteers connect with their community in a special

way, forming cross‐cultural bonds and lifelong associa-

tions. Many foster grandparents continue to have a

relationship with their foster grandchildren even after

their participation in the FGP ends. Participation in

programs like the FGP encourages our older popula-

tion to continue to be active and to lead energetic and

dynamic lives. The FGP provides ongoing benefits to

both the volunteer and the child.
Related Topics

>Altruism and volunteerism, >Extended family,

>National Council on the Aging
Suggested Readings

Burgess CE, Maricondi A (1995) Intergenerational sharing and

caring: developing andmaintaining an adopt‐a‐grandparent pro-
gram in your community. American Literary Press, Baltimore, MD
Freundlich M (1997) Medicaid home and community based

waivers: a guide for Senior Companion and Foster Grandparent

Programs. Corporation for National and Community Service,

Washington, DC

Reagan N (1982) To love a child. Bobbs‐Merrill, Indianapolis

Stein ES (1994) A time for every purpose: life stories of foster

grandparents. Knowledge, Ideas and Trends, Manchester, CT
Suggested Resources

Senior Corps, Foster Grandparents Program pages. Washington,

DC (January 2006). http://www.seniorcorps.gov
Free‐Radical Theory
of Aging
Jessica Diggs

According to the free‐radical theory of aging, highly

reactive molecules called free radicals interact and

damage cellular components, leading to cellular dys-

function, aging, and death. This theory was proposed

in 1956 by Denham Harman, based on the assertion

that aging is a result of a metabolic function, common

to all organisms, that is influenced by both genetic and

environmental factors. This theory could potentially

explain the variability between species during their

life span, the occurrence of an increasing proportion

of degenerative diseases with age, autoimmune disease,

and the life span advantage of females. This theory also

provides useful insight into potential mechanisms of

extending the life span.
Free Radicals and Reactive
Oxygen Species

The term ‘‘free radical’’ refers to a molecule with an

unpaired electron. Generally the electrons of stable

molecules are paired, making the molecule of neutral

charge. If a molecule has an unpaired electron it can

associate with another molecule having an opposite

charge and an unpaired electron to create a stable

molecule with a neutral charge; however when electrons

are left unpaired, as in free radicals, these molecules are

highly reactive and can react with and cause damage to

http://www.seniorcorps.gov
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other molecules that they encounter, generally irreversi-

bly. Reactions involving free radicals often occur in three

stages, (1) initiation, the stage in which the free radical

is produced; (2) propagation, the stage in which the

radical reacts with other molecules and generates addi-

tional radicals through those reactions; and (3) termi-

nation, the final stage in which the radical combines

with another radical forming a neutral molecule with

paired electrons.

Free radicals are ubiquitous and naturally occur-

ring within the body. They can serve useful purposes in

the regulation of gene expression, the replication of

genetic material, cellular differentiation, and pro-

grammed cell death. Free radicals can be generated

from several sources including exposure to ionizing

radiation, normal metabolism, and aerobic respira-

tion, which are the processes that occur within cells,

specifically in the mitochondria of cells, whereby oxy-

gen is utilized to transform energy, consumed as food,

into usable energy for the cell in the form of a high

energy molecule called adenosine triphosphate (ATP).

Some exogenous sources of free radicals include air

pollution, cigarette smoke, combustion products, poly-

unsaturated fats, charredmeats, pickled vegetables, and

asbestos.
Manifestations of Free‐Radical
Damage

The manifestations of free‐radical damage can be mini-

mal, such as the appearance of wrinkles, secondary to

the damage of molecules like collagen and elastin,

which provide skin with structure and elasticity, or

age spots, which are deposits of ‘‘lipofuscin’’ that are

created by the cross‐linkage of carbohydrates, proteins,
and lipids that accumulate with age; but they can also

be very serious. Several degenerative diseases including

cancer, arthritis, hypertension, cataracts, and athero-

sclerosis have been attributed to free‐radical damage.

Research has shown that the longevity of mammals

may be inversely related to free‐radical production in

heart and kidney tissue as well as the basal meta-

bolic rate. The rate of aging (free‐radical damage) of

the mitochondria has also been cited as a potential

indicator of maximum life span.

Protection against Free‐Radicals: Antioxidant

Molecules In order to mitigate the damage caused

by free radicals, cells have molecules called antioxidants
or free‐radical scavengers that help to neutralize these

reactive molecules. Two such free‐radical scavengers
present in cells are the enzymes superoxide dismutase

and catalase. Superoxide dismutase converts superox-

ide radicals into oxygen and hydrogen peroxide; cata-

lase then converts the hydrogen peroxide into oxygen

and water. Antioxidant molecules can also be pro-

tective against free‐radical damage, particularly the

antioxidants vitamins A, E (alpha‐tocopherol), and C

(ascorbic acid), carotenes, selenium, cysteine, uric acid,

and 2–6‐di‐tert‐butyl hydroxytoluene (BHT). Supple-

menting the diet with antioxidants may be protective

against some free‐radical damage; however exogenous

antioxidants may not protect against the damage of

mitochondria that is occurring within individual cells.
Protection against Free‐Radicals:
Caloric Restriction

Caloric restriction, which is accomplished by restrict-

ing caloric intake, while ensuring adequate nutrition,

has been shown to increase the average life span of

experimental animals. While this process does not

increase the maximal life span, it does increase the

proportion of individuals within a given population

that survive to maximum life span. In animal models

using rhesus monkeys, reducing caloric intake by 30%

resulted in higher activity levels, a lower body tempe-

rature, improved glucose metabolism, and a decreased

decline in the adrenal hormone dihydroepiandroster-

one(DHEA, a precursor to estrogen and testosterone)

at 6 years of follow‐up. Proponents of this theory have
stated that a combination of caloric restriction and an

antioxidant‐rich diet, with minimal foods that pro-

mote free radials, can lead to a 5–10‐year increase in

average life span.
Public Health Perspective

In addition to caloric restriction and antioxidant sup-

plementation, other methods proposed to counteract

and prevent free‐radical damage and aging, include

endurance training and control of immune system

activation. It is hypothesized that endurance training,

which will lead to a reduction in body fat, will in turn

decrease free‐radical reactions with lipids in skeletal

muscles and potentially increase the amount of anti-

oxidants available in the muscle tissue. The immune
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system is a likely candidate for efforts to reduce free‐
radical reactions, because the action of the immune

system is mediated in part by free‐radical reactions.
Early diagnosis and treatment of inflammatory disor-

ders and infections can limit the amount of free‐radical
generation by the immune system. Although, further

studies of free radicals and the relationship to human

aging are necessary, current public health measures,

such as anti‐smoking campaigns and education pro-

grams emphasizing healthy nutrition and exercise may

already be making an impact toward delaying the aging

process.
Related Topics

>Accumulative waste theory of aging, >Cross‐linkage
theory of aging
Suggested Readings

Harman D (1992) Free radical theory of aging. Mutat Res

275(3–6):257–266

Harman D (1972) Free radical theory of aging: dietary implications.

Am J Clin Nutr 25(8):839–843

Klatz R, Goldman B (1996) Stopping the clock: why many of us

will live past 100–and enjoy every minute! Keats Publishing,

New Canaan, CT

Hooyman NR, Kiyak HA (1999) Social gerontology: a multidisci-

plinary perspective, 5th ed. Allyn & Bacon, Boston, MA

Timiras PS (1994) Physiological basis of aging and geriatrics,

2nd ed. CRC Press, Boca Raton, FL
Friendship
Gail E. Souare

As one ages, it is important to recognize that social

patterns change. Older adults may retire or take on

entirely new work. They may remain in the same

neighborhood (aging in place), relocate to a warmer

climate, or move closer to family. Friendship patterns

in old age may stay the same or change from those

focused on work. New friends may be discovered

through religious activities, travel, new employment,

new learning activities, or volunteer opportunities.
Older adults have more freedom than ever before in

choosing their family and friendship patterns. They

may move from one location to another with greater

ease because of various improvements in modes of

travel, such as specially equipped vehicles for persons

with functional limitations. Telephones are adapted for

persons who are hard of hearing. The use of the Inter-

net enables persons to communicate around the globe

through e‐mail.

Friends have their own special value; they often

share common experiences and similar changes in

their lives. Unlike family ties, friendships are voluntary,

based on mutual affectation and common interests.

Friendship generally develops between people who

are compatible in terms of their age, activities, and

outlook on life. Because friendship involves giving as

well as taking, it helps remind people that their lives are

useful and important. Loss of friendship through death

is inevitable as people grow older, but new friendships

can be established at any age. The companionship of

one’s friends and shared social activities continue to be

some of the most satisfying parts of life as people age.
Health Implications

The exact mechanisms by which friendship and social

relationships affect health and aging are not well

understood; however, there have been some studies to

determine the importance of friendships on aging.

Research has shown that the quality of social life for

many women actually improves with age; however,

little is actually understood about the aging experience

in elderly women and how they adapt to changes in

aging. One small study of 14 women explored the aging

experience among community‐living older women par-

ticipating in activities at a seniors’ center. The women

reported that the best part about growing older was

a sense of freedom and the most difficult was loss of

spouse. They all dealt with the changes by maintaining

relationships with family and friends, faith, staying

physically and mentally active, and staying involved.

Recently, it has been suggested that giving as well as

receiving social support may be of benefit. On the basis

of evolutionary theories of emotion and altruism, one

study sought to test this thesis in a large, ethnically

diverse sample of community‐dwelling older adults. As
expected, levels of social support given were associated

with lower morbidity, whereas levels of receiving social

support were not.
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Australian Longitudinal study

In one of the largest studies of older adults, the

Australian Institute of Health and Welfare conducted

a 10‐year assessment (1992–2002) that tracked the

economic, social, behavioral, and environmental fac-

tors affecting the health and well‐being of people aged
70 and older. Almost 1,500 people were asked how

much personal and phone contact they had with

their various social networks, including children, rela-

tives, friends, and confidants. The participants were

monitored annually for the first 4 years of the study

and then at approximately 3‐year intervals.
The research team also considered the impact of

factors likely to influence survival rates, such as socio-

economic status, health, and lifestyle. Although it

found that close contact with children and relatives

had little impact on survival rates over the 10 years,

those with the strongest network of friends and

acquaintances were statistically more likely to be alive

at the end of the study than those with the fewest. After

controlling for demographic, health, and lifestyle vari-

ables, the people in the top third of friends’ social

networks were found to be 22% less likely to die over

the following decade than people in the lowest third.

This was evident even if the person had been through

major changes such as the death of a spouse or close

family members, and the relocation of friends to other

parts of the country.

The study concluded that the benefits might be due

to the fact that people could choose their friends as

opposed to family members. Discretionary relation-

ships, with friends and confidants, as compared with

relationships where there is less choice concerning

interactions, with children and other relatives, appeared

to have important positive effects on survival. The

research also suggested that friends might encourage

people to look after their health, and help reduce

feelings of depression and anxiety at difficult times.

Society needs to include older people more and

encourage communities to build the kind of environ-

ments that allow social networks to blossom.
Intergenerational Friendships

Intergenerational programs are creative programs and

activities that connect children, youth, and elders in

volunteer services to each other and to the community.

These programs help children improve their school
performance, boost self‐esteem, connect with their

community, engage with positive role models, learn

new cultural and historical perspectives, learn about

aging, and better appreciate the legacy seniors have

created for them. For older adults, these programs

reduce isolation, boost self‐esteem, reinforce that they

are needed by the community, stimulate mental capa-

city, promote lifelong learning, reconnect them with

their community, increase emotional support, intro-

duce them to new experiences with children from

diverse backgrounds, and rekindle the joy of living.

Through these programs, older adults remain pro-

ductive, useful, and contributing members of society.

Intergenerational programs afford older adults an

opportunity to participate in meaningful activities

and form new friendships. This decreases loneliness,

boredom, and depression while increasing self‐esteem.

Older volunteers report more enriched lives, a rejuve-

nated sense of purpose, and increased coping skills

for their personal struggles. In addition, the sense of

purpose, and the friendships that develop from these

programs can contribute to the maintenance of good

health and can diminish the effects of psychological

and physical diseases and disorders.
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Frontal Lobe Dysfunction
Marc D. Winkelman
The cerebral hemispheres compose what most people

picture to themselves as the brain: the large, bilaterally

symmetrical, dome‐shaped organ inside the skull.

The surface of the cerebral hemispheres, called the

cortex, is thrown into many folds. This arrangement

gives it a remarkably large surface area: unfolded,

it would cover two full pages of a newspaper. Each

hemisphere is divided into four portions (lobes). The

frontal lobe, the most anterior, is located above the eyes

and behind the forehead and extends back to the

ears. The occipital lobe is the most posterior, and the

parietal lobe lies between it and the frontal lobe;

the temporal lobe is located underneath the frontal

and parietal lobes.

Different parts of the frontal lobe have different

functions. The symptoms that appear when disease

affects the frontal lobes depend on the location and

the side. A lesion (i.e., the effect of injury or disease), of

the posterior portion of the frontal lobe causes weak-

ness of the face and limbs of the opposite side. A lesion

of the posterior inferior left frontal lobe, but not the

right side, causes inability to speak and write. Other

motor abnormalities follow upon lesions of the ante-

rior portions of both frontal lobes: the gait changes to a

slow shuffle; the limbs become rigid; all movement is

reduced in quantity; the lips suck and the hands grasp

reflexively; speech becomes laconic and reduces to a

whisper; and incontinence of bowel and bladder

appear.

The frontal lobe is the largest part of the cerebral

hemisphere and is larger in humans (30% of the cere-

bral hemisphere) than in other primates (9% in the

monkey); the anterior portion, the prefrontal cortex,

accounts for what is uniquely human in us. Bilateral

lesions of this region result in characteristic intellectual

abnormalities. Patients become inattentive and easily

distracted. There is a loss of capacity for abstract

thought. They become incapable of solving complex

problems, planning for the future, and executing a plan

of action. More tangible, easily measured cognitive

functions are unaffected, however, including, memory,

understanding of language, and the ability to read, des-

cribe a route, use tools, operate electronic devices,

visualize spatial relationships, and calculate.
Alterations of behavior and personality are a strik-

ing feature of diseases and injuries of the anterior and

inferior portions of the frontal lobes. Lack of initiative

and spontaneity, apathy, and idleness of thought,

speech, and action are the most common. The oppo-

site state can also occur: a person may become hyper-

active and spend hours in an aimless, meaningless

pursuit, such as sorting papers in an attic. There may

be a decline in manners, social graces or decorum; for

example, using racial slurs or cursing in church. Sexual

disinhibition, including provocative remarks and self‐
exposure, is typical. Placidity is a notable feature;

worry, anxiety, self‐concern, complaints of chronic

pain, and depression, are all reduced in frontal lobe

disease. Patients may fail to wash, bathe, groom, and

apply make‐up properly. They may have body odor,

stains on their clothes, and inappropriate clothing

combinations. Some patients feel compelled to make

silly jokes, inappropriate to the situation. Emotional

response is blunted; for example, a patient fails to

sympathize with a friend’s misfortune or to feel grief

when a relative or friend dies. Patients lack insight into

their deficiencies. They become mentally rigid and

inflexible; for example, unable to see another’s point

of view or insistent upon eating the same meal every-

day. Oral behavior changes; patients may put objects in

their mouths, consume excessive amounts of food or

drink, or eat only candy. Some patients display ‘‘utili-

zation behavior,’’ in which seen objects are grasped

and manipulated in spite of their irrelevance to the

task at hand (e.g., the patient may repeatedly open and

close a door or switch a light on and off).

Frontal‐lobe degeneration is a disease of nerve cells

of the cerebral cortex, which begins in the frontal lobes

and only later spreads to other parts of the brain. Its

early symptoms are the behavioral and intellectual

abnormalities of bilateral frontal‐lobe disease, as

described earlier. It is the third commonest degenera-

tive dementia, after Alzheimer’s disease and dementia

with Lewy bodies; it accounts for 3–4% of cases of

dementia. It is often hereditary: 38–43% of the patients

have an affected first‐degree relative (parent, sibling,

child). Most people think of dementia as synonymous

with Alzheimer’s disease, which usually presents itself

as a defect in memory, betraying its typical site of

inception in the temporal lobe. Frontal‐lobe degenera-
tion, presenting as disinhibited behavior or a person-

ality change, often creates the false impression of a

psychiatric illness, rather than a neurological one. It
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is, however, probably fair to say that such symptoms

beginning in later life are more likely due to a dementing

illness than a psychiatric one.
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Gallbladder Disease
Stephen Haggerty

Gallbladder disease is a concern for people above 65.

Cholecystectomy, or removal of the gallbladder, is the

most common reason elderly people undergo abdom-

inal surgery, partly because the prevalence of gallstones

increases progressively with age. At all ages, gallstones

are more prevalent in women, occurring in about 16%

of women between the ages of 50 and 59 and 31%

between the ages of 80 and 89.

There are several common manifestations of gall-

stone disease in elderly patients. These include recurrent

pain, infection, gangrene and perforation, pancreatitis,

and common bile duct (CBD) stones causing obstruc-

tion, jaundice, and possibly infection.

The classic presentation of gallstone disease is epi-

sodic or colicky pain in the right upper quadrant of the

abdomen, starting between 30 and 120 minutes after

eating. The pain may radiate to the back or shoulder

blade and the patient may have nausea or occasional

vomiting. The pain may last from minutes to several

hours. Severe prolonged pain or constant pain is a sign

of gallbladder infection. Severe epigastric pain radiating

to the back may indicate pancreatitis, while the passage

of CBD stones can cause excruciating pain that slowly

subsides. Many nonspecific symptoms may also be asso-

ciated with gallbladder disease, especially in the elderly.

These include dyspepsia, bloating, indigestion, gassi-

ness, and fatty food intolerance. In addition, elderly

patients are more likely to have few or no symptoms

until they reach a point of severe infection. Thus, delay

in diagnosis is more common in this population. Any

clinician caring for elderly patients must have a high

index of suspicion for gallbladder disease.

A thorough physical examination is important.

Jaundice or yellowing of the eyes, is a sign of elevated

bilirubin and can indicate CBD stones. Palpation of the

abdomen with attention to the right upper quadrant is

the most important component of the physical exam-

ination. The degree of tenderness can indicate the

severity of inflammation or infection of the gallblad-

der. Guarding or rebound tenderness are signs of peri-

tonitis and may indicate gangrenous or perforated

cholecystitis. On the contrary, the examination in an

elderly patient can also be misleading and they may not

have any signs of peritoneal irritation on examination.
# Springer-Verlag Berlin Heidelberg 2008
Some laboratory tests are important. Elevated

white blood cell count is a sign of infection or severe

inflammation of the gallbladder. Elevated liver trans-

aminases may be seen in cholecystitis because of irrita-

tion of the liver. Elevated bilirubin and alkaline

phosphatase are indicators of CBD stones. Amylase

and lipase are also checked because they are elevated

with gallstone pancreatitis.

Combining the history, physical, and laboratory

data with imaging tests and possibly endoscopy can

make the diagnosis. The most informative test to rule

in or out gallstone disease in the elderly is transabdom-

inal ultrasonography of the liver, bile ducts, and gall-

bladder. Signs of acute cholecystitis include gallbladder

wall thickening and fluid around the gallbladder. A

dilated CBD is associated with CBD stones about

50% of the time. Computed tomography (CT) scan-

ning of the abdomen and pelvis identifies gallstones

less accurately, but can effectively rule out other causes

for symptoms such as diverticulitis, small intestine

disease, ulcers, or cancer. Hepatobiliary nuclear ima-

ging (HIDA scans) can add valuable information to the

work‐up and may show obstruction of the gallbladder

duct, which is diagnostic for cholecystitis. Magnetic

resonance imaging (MRI) has become valuable to

assess the bile ducts when stones or obstruction are

suspected. The gold standard for nonoperative evalua-

tion of the biliary tree is endoscopic retrograde cholan-

giopancreatography (ERCP). Using a scope advanced

into the duodenum, the internal opening of the bile

duct is examined and if stones are found, they can be

removed. ERCP is more than 95% successful in clearing

the duct of stones and is performed prior to gallbladder

surgery.

Gallstones are often identified in many patients as

an incidental finding, however, prophylactic cholecys-

tectomy is generally not recommended.

Surgical removal of the gallbladder, known as cho-

lecystectomy, is the treatment for nearly all gallbladder

diseases. Most gallbladder operations in the United

States are approached in a minimally invasive fashion,

although up to 5% of the time, it is necessary to convert

to an open procedure. Studies show that laparoscopic

cholecystectomy is safe and feasible in elderly patients,

including octogenarians. It allows removal of the

gallbladder through four incisions of less than half

inch. The recovery is shorter and there is less pain.

Unfortunately, 12% of patients above 80 require an

open operation after the laparoscopic procedure.
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Cholecystostomy, or drainage of the gallbladder

infection through a catheter is an alternative to chole-

cystectomy, which has less morbidity and mortality in

elderly sick patients. An advancement in this proce-

dure is percutaneous cholecystostomy performed

using ultrasound guidance to place the catheter

through the abdominal wall into the gallbladder with-

out an operation. Other nonoperative treatment mod-

alities such as contact dissolution using extracorporal

shock wave lithotripsy and oral dissolution using bile

acids to break down the stones have generally poor

results and a high rate of recurrent stones.

Patients with intermittent classic abdominal pain

and gallstones are considered to have symptomatic

cholelithiasis or chronic cholecystitis. These patients

have a considerable chance of hospitalization for the

symptoms, developing cholecystitis, pancreatitis, or

CBD stones. In addition, elderly patients are more

likely to present with minimal symptoms but have

severe disease, causing them to have a higher compli-

cation rate than younger patients. Therefore, patients

with symptomatic cholelithiasis should have a laparo-

scopic cholecystectomy if they are at an acceptable

operative risk.

Patients who have an infection of the gallbladder

are considered to have acute cholecystitis. They usually

present with constant abdominal pain, tenderness, a

high white blood cell count, stones, and a thick gall-

bladder wall on ultrasound. Admission to the hospital

is necessary for fluids, antibiotics, bowel rest, and

surgical consultation. Removal of the gallbladder

within 48 hours is currently the standard of care.

Studies have clearly shown that patients do better by

promptly removing the gallbladder as opposed to

giving antibiotics and letting it ‘‘cooldown’’ for 4–6

weeks before an operation. If a patient presents with

signs of gangrene or perforation, he or she should have

either emergent cholecystostomy or cholecystectomy.

The classic presenting signs are severe pain, exquisite

tenderness with guarding, high white blood cell count,

and air in the gallbladder wall or fluid around the

gallbladder on ultrasound. Patients above 65 have a

much higher chance of having severe disease requiring

an emergency operation than those who are younger.

The postoperative course is generally longer in elderly

patients with severe infections, sometimes requiring

the intensive care unit and a long course of antibiotics

with a mortality rate nearly 10% in the elderly.
The most severe form of cholecystitis leads to

perforation of the gallbladder. Gallbladder perforation

can cause bile peritonitis, with a fistula to the skin, bile

duct, or bowel. Frequently, the diagnosis is not made

until the time of the operation. Many times the patient

needs an open operation to remove the gallbladder,

lavage the abdomen, and drain of any abscess.

CBD stones are another complication of gall-

stones with a rising incidence with increasing age. If

the diagnosis is made preoperatively, an ERCP and

sphincterotomy is done to clear the duct of stones.

Laparoscopic cholecystectomy will then remove the

gallbladder and stones, preventing future complica-

tions. If the duct has not been assessed preoperatively,

and there is suspicion of CBD stones, intraoperative

cholangiogram is used to image the biliary tree. If

stones are found, there are three options: (1) laparo-

scopic CBD exploration, (2) open CBD exploration,

and (3) postoperative ERCP. The choice depends on

the skill and experience of the surgeon in managing

CBD stones laparoscopically and the success rate of the

gastroenterologist in removing the stones endoscopi-

cally. The gold standard is open surgical CBD explora-

tion by opening the duct and flushing or grasping the

stones.

Gallstone pancreatitis occurs when a CBD stone

passes into the duodenum, through the sphincter,

causing a backflow of bile into the pancreas. This

activates the digestive enzymes in the pancreas, causing

severe inflammation of the organ. Once the pancreati-

tis is resolved, laparoscopic cholecystectomy is per-

formed to prevent future bouts of pancreatitis.
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Gastroesophageal Reflux
Disease
Rodney A Samaan

Gastroesophageal reflux is commonly known as

‘‘heartburn.’’ All individuals have normal reflux of

stomach acid (whose function is to digest food) into

the esophagus causing an intermittent occurrence of

a sensation of heartburn. However, when this occur-

rence becomes a chronic problem such as weekly heart-

burn or acid regurgitation symptoms, the patient has

gastroesophageal reflux disease (GERD).

The prevalence of GERD is substantial with 10–20%

of patients reporting weekly symptoms and 15–40%

noting this monthly. The elderly describe even higher

rates of GERD and subsequent complications (inflam-

mation, stricture, and cancer of the esophagus). In

2000, the direct costs attributed to GERD were esti-

mated at $10 billion by the Agency for Healthcare

Research and Quality (AHRQ).

The reasons for GERD are complex and include the

following contributors: (1) the abnormal relaxation of

the lower esophageal sphincter (LES), (2) impaired

esophageal motility, and (3) impaired esophageal

mucosal integrity.

The LES is a muscular structure, whose role is to

prevent gastric (stomach) acid and pepsin (an enzyme

that helps to digest food), which are highly erosive,

from entering into the esophagus. The transient

relaxation of the LES when not swallowing causes the

reflux into the esophagus. In the elderly, the situation

is worsened because they are more likely to take med-

ications that relax the LES such as nitrates (i.e., nitro-

glycerin and isosorbide nitrate), calcium channel

blockers (a blood pressure medication), benzodiaze-

pines (antipsychotic medications), and antidepres-

sants. Furthermore, patients with a hiatal hernia (a

disorder where a portion of the stomach protrudes

upward into the chest through an opening in the

diaphragm) are more likely to have abnormal relaxa-

tion of the LES.

Elderly patients also have less saliva production and

impaired propulsion of food through the esophagus.

There are also many diseases that can decrease the

motility of the esophagus such as diabetes mellitus,

Parkinson’s disease, and stroke, which are more likely to
be found in elderly individuals. Finally, medications such

as nonsteroidal anti‐inflammatory drugs (NSAIDS),

potassium supplements, and bisphosphonates (medica-

tions for osteoporosis) candirectly damage the esophageal

mucosa when taken for long periods.

The typical symptoms of GERD include heartburn,

taste of acid, belching, and nausea. However, in the

elderly, there is a decrease in the pain perception of

GERD, which may be one reason for the higher inci-

dence of complications since they are more likely not

to have symptoms. Heartburn is a sensation of pain

that usually localizes to the abdomen; however, one

can feel the pain in the chest, throat, and back. It is

more likely to occur when lying down, after eating

large meals or exercising.

Other symptoms that can be associated with GERD

include difficulty in swallowing, which may begin with

solids and progress to liquids and solids, asthma,

cough, hoarseness, and globus sensation (a feeling of

fullness in throat). Dysphagia (pain with swallowing) is

an important clinical symptom because it can indicate

a worsening of GERD leading to a stricture (narrowing

of the esophagus) or a more serious type of cancer

(Barrett’s esophagus) related to the chronic reflux of

gastric contents into the esophagus.

The risk of Barrett’s esophagus is as high as seven

times in patients with recurrent symptoms of chronic

reflux and 43 times in patients with longstanding and

severe symptoms compared to patients without symp-

toms of reflux.

The diagnosis of GERD is based on the patients’

symptoms and usually requires no further testing.

However, patients with atypical symptoms, such as

chest pain, cough, and hoarseness, who do not have

typical risk factors for GERD (i.e., chronic NSAID

users, tobacco and alcohol use), warrant further diag-

nostic evaluation to confirm the diagnosis. This evalu-

ation may include ambulatory pH (pH indicates the

acid level of a substance) monitoring (a pH probe is

inserted down the esophagus and remains there for

24 hours), which indicates the frequency of gastric

acid reflux and its correlation to specific activities

such as eating and exercise.

The next step may be the evaluation of esophageal

monitoring, which measures the pressure (manometry

is the measure of pressure) of the LES.

Finally, the clinician may decide to refer the patient

to a gastroenterologist to perform a barium (a type
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of dye use, which will be enhanced on an x‐ray)
swallow or upper gastrointestinal (GI) endoscopy.

Endoscopy is one of the most common procedures

done by gastroenterologists, which entails inserting a

scope (camera) down the esophagus to the LES and

stomach. This procedure is done under local anesthesia

with minor complications; many times a biopsy will

also be taken of the tissue from the esophagus or

stomach to evaluate for cancer or irritation commonly

referred to esophagitis or gastritis.

The barium swallow is a procedure where a patient

swallows barium and then x‐rays of the abdomen are

taken during the ingestion and swallowing of the bar-

ium; this will help determine whether there is any

narrowing in the esophagus or any major ulcers in

the stomach.

One of the benefits of the endoscopy, which is a

limitation of the barium swallow, is that you can take

biopsies (tissue samples of the esophagus and stomach)

and better determine a diagnosis. However, the benefit

of a barium swallow is that it is less invasive without the

risks of anesthesia and esophageal perforation.

The goal in treating GERD in the elderly is threefold:

(1) to alleviate the painful symptoms and discomfort

with medications and behavior changes, (2) to prevent

progression to future complications (i.e., Barrett’s eso-

phagus and stricture), and (3) to treat and evaluate

complications if they occur.

Some of the behavior changes that can help allevi-

ate and prevent reflux symptoms include encouraging

patients not to eat 3 hours before bedtime, elevating

the head of the bed, avoiding tobacco, caffeine, and

alcohol, and finally replacing (if possible) chronic

medicines to ones that are less likely to relieve the LES.

The medical regimens used to treat GERD include

antacids, such as Maalox or Mylanta, motility agents

(these are helpful in patients with diabetes who may

have GERD secondary to gastroparesis—paralysis of

the stomach) such as metoclopramide, erythromycin,

and established agents called histamine blockers (H2)

such as famotidine and ranitidine (cimetidine should

be avoided because of side effects).

The latest drugs for GERD are the protein pump

inhibitors (PPI) such as pantoprazole, omeprazole, lan-

soprazole, and rabeprazole. These have the greatest abil-

ity to inhibit gastric acid secretion and relieve patients of

their heartburn symptoms. In a meta‐analysis (a review
of multiple clinical trials on a specific treatment regi-

men), the rates of healing with a PPI compared to H2

blockers was 84% versus 52% and the relief of heartburn

symptoms was 77% versus 48%. However, PPIs have
more side effects than the H2 blockers, which include

headaches, diarrhea, and abdominal pain.

If behavioral interventions and medications do not

resolve GERD, many gastroenterologists would refer

the patient to a surgeon for a fundoplication (where

the top part of the stomach is wrapped around the

lower part of the esophagus, which prevents reflux)

procedure. However, in a recent analysis of clinical

trials, surgery was found to be not better than medical

therapy and in those who had surgical therapy, 10–65%

of these patients continued to require medical therapy

with PPIs. Longer follow up of patients need to be done

to determine whether surgery is needed in patients with

refractory GERD.
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Gender
Sarah Smith

Historically, gender and sex have been used inter-

changeably, reflecting the belief that masculinity and

femininity are determined by anatomy. From this
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perspective, masculine gender expression follows from

male chromosomal and genital sex, and feminine gen-

der from female sex. Increasingly, however, this link

between biology and behavior has been challenged as

social theorists and scientists have demonstrated the

analytic utility of differentiating gender from sex.

Emphasizing gender as social and sex as biological

illuminates the historical and cultural specificity of

gender expression, distinct from chromosomal and

genital sex.

The separation of gender and sex can be traced

back to early feminist critiques of biological determin-

ism. Feminists argue that belief in ‘‘biology as destiny’’

naturalizes male dominance and rationalizes strict gen-

der roles. Women are expected to be nurturing, attrac-

tive, emotional, weak, and subordinate to men;

whereas, men are the strong, rational, objective, and

financial providers. Deviations from these gender

norms can result in a variety of social and economic

sanctions including stigma, alienation from family and

friends, lost work, and lower self‐esteem. Furthermore,

masculinity confers a higher value in patriarchal socie-

ties, as many of the masculine traits are more ‘‘posi-

tive’’ attributes. The distinction between gender and

sex has gradually become accepted in social theory,

psychology, and science; however, the exact relation-

ship between gender and sex, as well as the traits that

form gender, remain contested.

Historically, feminine men and masculine women

have been pathologized in scientific discourses; how-

ever, there is now a growing awareness that sex/gender

incongruity is not necessarily unhealthy. For example,

in the field of psychology, individuals with a recog-

nized gender identity disorder may be advised by psy-

chologists to live as the desired gender, perhaps even

undergo sex reassignment surgery (SRS) to match

one’s sex and gender. Others may not experience dis-

sonance between their gender expression and body and

choose not to seek SRS.

Social scientists examining gender roles have illu-

minated the cultural and historical specificity of gen-

der. The meaning and value of feminine and masculine

traits appear to change over time and space, support-

ing the notion that sex and gender are truly distinct

and autonomous categories. Does femininity and mas-

culinity appear to be mutually exclusive categories: an

individual may be high in both masculine and femi-

nine characteristics, and the expression of each may be

context‐dependent. Some researchers, however, con-

tinue to argue that gender comprises varying degrees

of biology, psychology, and culture.
More recently, feminist and queer theorists have

questioned the supposed biological fixity of sex, noting

how like gender, sex is socially constructed. These

theorists and researchers argue that the dichotomy of

male/female fails to capture the actual diversity of

biological sex. Thus, sex, like gender, is falsely con-

structed, obscuring individual variation and cultural

meanings.

From an aging perspective, the distinction between

gender and sex is useful because it highlights shifts in

gender expression and expectations over the life span.

One’s biological sex may remain constant, but gender

can be experienced as shifting and contingent on one’s

ability to conform to gender roles and stereotypes.

Appearance, behavior, and role change during the

aging process, thereby affecting the experience of gender.

Declining hormone production affects the gen-

dered appearance of both men and women. Femininity

is associated with soft, smooth, spotless skin; thus,

wrinkles, age spots, and loss of skin elasticity—normal

results of aging—distance older women from feminine

ideals. Feminine beauty is intimately tied to youthful-

ness. Cosmetic surgery, botox injections, and antiaging

cosmetics are all geared to retaining feminine beauty

standards into old age. Similarly, the loss of muscle

mass and declining virility impacts men’s experience of

masculinity. The growing market and use of prescrip-

tion drugs for erectile dysfunction is testament to our

cultural concern with maintaining masculine ideals

throughout men’s lifetime.

Men may also struggle with gender as they age

because their roles dramatically shift. Retirement can

be a particularly stressful phase in the lives of men. No

longer the traditional ‘‘breadwinner,’’ men may search

for new ways to maintain the masculine ideals of

productivity. In the United States, women are still

underrepresented in the workforce and continue to

earn less money than men in similar positions. Thus,

declining productivity and retirement may affect

women differently. Older women may not suffer as

much from role change, as from worsening financial

status. Older women are more likely to be poor than

older men.

Because of gender differences throughout the life

span, gender may play a complicating role in models of

‘‘successful aging,’’ which emphasize personal auton-

omy. Men may be more ‘‘successful’’ because a lifetime

of masculine gender socialization has held autonomy,

independence, and self‐concern in high regard. Simi-

larly, gender seems to impact attitudes, knowledge, and

expectations around aging.
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Unfortunately, the intersection of gender and age is

under‐researched and undertheorized by social scien-

tists and gerontologists. Nevertheless, there is an emer-

ging body of interdisciplinary work in the field of aging

that has begun to move gender from a demographic

category to a complex, structuring feature to the

experience of aging.
Related Topics

> Femininity, > Feminism, > Intersexuality, >Mascu-

linity, >Queer, >Transgenderism, >Transsexuality
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Gender Role
Sana Loue

Traditionally, one’s biological sex, gender role, and

social identity have been linked. More recently, however,

scholars have argued that sex is a function of biology,

while gender is a function of culture. Accordingly, the

terms ‘‘male’’ and ‘‘female’’ have been said to refer to sex,

while the terms ‘‘masculinity’’ and ‘‘femininity’’ are used

to refer to gender. The term ‘‘gender role’’ is used to refer

to what an individual says or does to indicate to others

and to himself or herself whether one is male, female,

transgender, or androgynous.

In many societies, the adoption of a certain manner

of dress or behavior is associated with masculinity or

femininity, which is often equated with being male

or female. As an example, Dick of Dick and Jane

embodied the all‐American ideal of what a boy should
be: confident, responsible, organized, and resourceful.

In contrast, Jane was depicted wearing a different outfit

on every page, each outfit appropriately accessorized.

Another example is provided by the ‘‘sworn virgins’’ of

northern Albania, who assumed the dress and behavior

that was societally expected of men. This was often

done to avoid marriage to an unwanted suitor or to

become eligible to be the head of the family and a legal

heir, which were the roles ordinarily reserved for men.
Related Topics

> Femininity, >Gender, >Masculinity, >Transgen-

derism
Generation Gap
Nancy Mendez

Generation gap is a difference in values and attitudes

between one generation and another, especially

between young people and their parents. These differ-

ences stem from older and younger people not under-

standing each other because of their differences in

experiences, opinions, habits, and behavior.

History has always seen some degree of genera-

tional differences. For instance, women in the 1920s

shocked their elders by wearing short skirts and

bobbed hair. However, the term ‘‘generation gap’’

came into wide use in the United States and Europe

during the 1960s. It described the cultural differences

between the baby boomers and their parents. During

this era, the differences between the two generations

were exaggerated in comparison with previous times.

There were major differences in many things such as

music, fashion, drug use, and politics. Experts suggest

that this situation may have been created because of

the extraordinary size of the baby boomer generation,

which in turn gave them a greater sense of power and

influence. The younger generation was willing to rebel

against societal norms to a previously unseen degree.

Despite generational divides, there is evidence that

the gap is shrinking in many families. Parents and

grandparents today are more youthful in appearance

and attitude. The older generations now wear jeans
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and sneakers. They surf the Internet and listen to their

iPods. Athletic parents and grandparents enjoy roll-

erblading, snowboarding, and rock climbing with

their children.

Another theory behind the lessening of the genera-

tion gap is the increase in multigenerational house-

holds. According to the US Census of 2000, 3.9 million

American households consist of three or more genera-

tions living together. Housing shortages, high cost of

living, and single parents are reasons for the increase

in multigenerational households. The result is that

more children will get the opportunity to know not

only their grandparents, but in some instances their

great‐grandparents as well. Grandparents provide

important emotional support, childcare, and ties to

the past as well as acting as go‐betweens in the family,

particularly when there are disagreements between

teenagers and parents. Although teenagers did say

they spent more time with friends, studying or work-

ing than with their grandparents, many suggested that

closeness with them remained even when the amount

of time they spent with them declined.
Related Topics

>Baby boomers, > Intergenerational hierarchical

boundary
Suggested Readings
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Generativity
Clare A. Gideon

The notion of generativity is rooted in psychoso-

cial personality theory conceived by Erik Erikson

(1902–1994), who assumed that individuals must
cope with specific developmental issues as they pro-

gress through life. Erikson believed that there are eight

distinct psychosocial stages of development, each char-

acterized by a different psychological ‘‘crisis,’’ which

must be resolved before advancing to the next stage. A

crisis occurs when the social environment makes

demands on an individual that can be addressed in an

adaptive or maladaptive manner. If the individual is

unable to make an adaptive shift in their perspective to

address these social demands, they will continue to

struggle with this issue later in life. However, if the

individual is able to adapt to the new situation, they

can develop new strengths and virtues that prepare them

for the next, more advanced, developmental stage.

Passage from one developmental stage to the next is

not automatic and the individual’s environment can

help or hinder progress. For example, social environ-

ments may help resolve a conflict by providing social

opportunities to support growth. Alternatively, the

social environment may be too rigid and can stunt

the personal growth of the individual. Erikson believed

that the stages must be experienced in a set sequence

that is predetermined by nature.

If an individual has successfully adapted to the

earlier six stages of development (trust versus mistrust;

autonomy versus self doubt; initiative versus guilt;

competence versus inferiority; identity versus role con-

fusion; intimacy versus isolation), the individual can

reach a psychosocial crisis of generativity versus stag-

nation, Erikson’s seventh psychosocial stage of devel-

opment. This stage generally occurs during middle to

late adulthood, typically between the ages of 40 and 65,

and is prompted by social demands such as marriage,

parenthood, and career. The primary focus of this stage

is to assist younger generations in developing and

leading productive and fulfilling lives. If the crisis is

not successfully resolved, the individual may remain

more self‐centered and self‐absorbed, focusing primar-

ily on his or her own needs and not the needs of others.

Consequently, later in life when the individual feels

that he or she has done nothing to benefit the next

generation, leave a lasting legacy, or is not a productive

member of society, then they experience stagnation.

This can result in lasting depression as older adults

view their life as lacking meaning and purpose.

Generativity, however, is the direct opposite of this

social and emotional stagnation. Erikson and others,

referred to generativity as an individual’s ability to look

beyond himself or herself and to care for others as well

as have concern for future generations. This care and
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concern is directly related to the individual’s ability to

experience love for others, the virtue or psychological

strength developed through resolving the earlier psy-

chosocial crisis of intimacy versus isolation. Intimacy

in earlier phases necessitates that love and adoration be

reciprocated between two people; however if an indi-

vidual develops generativity, he or she is able to love in

a more mature and selfless fashion, without the need to

feel love in return. Theorists have identified a number

of generative activities, including teaching, the arts,

and social or environmental activities. However,

many agree that the most important act of generativity

is parenting, as an individual’s children are his or her

living legacy. By caring for and facilitating positive

attributes in children, an individual may indirectly

guide and care for future generations.

Research investigating generativity has been limited

by the challenge and variability in operationally defin-

ing the theoretical concept of generativity. Erikson

himself did not explicitly define generativity in opera-

tional terms. As a result, many researchers have turned

to investigating adult psychosocial development by

studying developmental changes in the context of

potentially generative activities, such as work and par-

enting. However, some empirical scales have been

developed and are being employed to investigate gen-

erativity in a variety of contexts, including the relation-

ship between spirituality, religiosity, and generativity

as well as the assessment of generativity in different

populations and longitudinally before and after

national tragedies or across the life span. As this area

of empirical research is still relatively young, much of it

is still exploratory in nature.

The theoretical concept of generativity has a num-

ber of important implications. For example, generative

concepts have been considered when developing inter-

ventions with adults in middle to late adulthood who

may be struggling with concerns regarding meaning

and purpose of life. A number of psychotherapeutic

approaches have been designed to assist individuals by

making normative phase of life transitions, such as the

adaptation to the crisis of generativity versus stagna-

tion, including life review and reminiscence therapies.
Related Topics

>Adult development, >Altruism and Volunteerism,

>Depression, >Generation gap, > Intergenerational

hierarchical boundary, > Isolation, >Wisdom
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Geriatric Medicine
Rebecca Schlachet

Geriatric medicine is a branch of medicine that focuses

on the prevention, diagnosis, and treatment of health‐
care problems of the older population, specifically above

65. Social and economic conditions of this population

are also a focus of geriatric medicine as they impact

the health care received by the patient. Personnel

involved in this field include physicians, nurses, social

workers, and case mangers. Physicians who care for

the aged population are called geriatricians. There is a

certification process for geriatricians in the fields of

internal medicine, family medicine, and psychiatry

that involves specialized training and board certification

in geriatric medicine. Goals of those involved in this

field include improving function, health, and well‐
being of the older patient.

The geriatric population is large and expanding. In

2003, there were 35.9 million Americans above 65.

Americans aged 45–64 increased to 39% during the

current decade; therefore, these Americans will reach

above 65 in the next 2 decades. It is estimated that one

in eight Americans are older. Life expectancy for those

reaching 65 is an additional 18.2 years. It is estimated

that by 2030 the older population will be more than

double, reaching 71.5 million. In addition, the number

of Americans of age 85 and older is expected to

increase from 4.7 million in 2003 to 9.6 million in

2030.

Those practicing geriatric medicine must take into

account the demographic data relating to the 65 years



Geriatric Medicine G 389
and older population in designing appropriate care. In

2003, minorities accounted for 17.6% of older persons

(8.2% African American, 2.8% Asians or Pacific Islan-

der, 5.7% Hispanic, less than 1% American Indian or

Native Alaskan, and 0.5% being of two or more races).

It is projected that by 2030, minority groups will

represent 26.4% of the older population. Older

women outlive men, which is reflected in the 21 mil-

lion older women versus 14.9 million older men living

in 2003. Seventy‐one percent of older men versus 41%

of older women, are married; 43% of older women

were widows in 2003. In regard to habitation, it is

estimated that 31% of noninstitutionalized older peo-

ple live alone and half of women above 75 live alone.

Income of this population differs according to sex:

the median income for males in 2003 was $20,363

and for females $11,845. Also, for one‐third of Amer-

icans above 65, Social security benefits constitute 90%

of their income. In 2003, 10.2% of older Americans

met the poverty level and 6.7% were classified as

near poor.

In caring for this unique population, the geriatri-

cian must tailor the patient assessment to look for

conditions that are common in the elderly population

and may impact the patient’s function. Often common

problems will go unnoticed and unreported if not

looked for because the patient may not recognize the

problem, may be embarrassed to report the problem,

or may think it is part of the normal aging process.

Therefore, in addition to a standard medical history

and physical exam, the geriatric assessment screens for

visual impairment, hearing impairment, dental pro-

blems, malnutrition and weight loss, urinary inconti-

nence, balance difficulty, ability to perform daily

activities, gait impairment, falls, and medications; it

is common for older patients to be on multiple med-

ications that can cause side effects or interact with

one another. In this age group, the prevalence of

Alzheimer’s disease, other dementias, and cognitive

impairment rises considerably; therefore cognitive

assessment is commonly performed.

The psychosocial aspect of the geriatric assessment

includes an assessment of the patient’s social support,

economic status, safety of living environment, spiri-

tuality, and access to personal and medical services.

The physician will also screen for the presence of psy-

chiatric conditions, especially depression that can

cause significant morbidity. Discussion and prepara-

tion of advanced directives and durable power of attor-

ney for health care are important in the event the
patient becomes unable to communicate his or her

wishes.

Considering the geriatric assessment above, it is

apparent that geriatricians take care of older people,

not just their diseases. Therefore, those who practice

geriatric medicine recognize and address the interde-

pendent nature of medical, social, and mental health

issues in this patient population. An example of this is

addressing the patients living arrangement as this may

impact how well the patient’s medical condition is

cared for, patient satisfaction with their living situa-

tion, safety, and access to support services. Common

living situations include single homes, nursing homes,

or community‐based long‐term care. If the patient is

living independently he or she may need more help in

accessing support services than a patient living in an

atmosphere that provides support, such as a nursing

home. Depending on the living situation, the physician

will communicate with and give direction to others

who are involved in the care of the patient such as

nurses, family members, or social workers.

It is also important to recognize that the geriatri-

cian manages chronic diseases, which increase in fre-

quency with age. Chronic diseases commonly found in

this population include heart disease, arthritis, hearing

impairment, hypertension, diabetes, and chronic

obstructive pulmonary disease. These diseases do not

have cures and must be monitored and managed with

the best available treatments. The patient is usually

seen at regular intervals to assess their status and see

that the treatment plan is optimized; this approach will

help maximize quality of life and minimize the dama-

ging effects of chronic disease on the body. It is impor-

tant to recognize that palliative care becomes more

common in this age group as the incidence of life‐
limiting illnesses increases. The illness may be chronic

or acute; however, in either case there often is no

curative treatment or the patient may choose not to

undergo treatment. If this is the case, the geriatrician

will help the patient maintain function and feel com-

fortable throughout this final stage of life.

The American Geriatrics Society Core Writing

Group of the Task Force of the Future of Geriatric

Medicine lists five goals that they feel are essential to

improving the health, functioning, and well‐being of

older persons. These are:

1. To ensure that every older person receives high‐
quality, patient‐centered health care

2. To expand the geriatrics knowledge base
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3. To increase the number of health‐care professionals
who employ the principles of geriatric medicine in

caring for older persons

4. To recruit physicians and other health‐care profes-
sionals into careers in geriatric medicine

5. To unite professional and lay groups in the effort to

influence public policy to continually improve the

health and health care of seniors.

In addition to having available, well‐trained, and
knowledgeable caregivers for these patients, they also

need to have the means to afford health care and

medications.
Related Topics

>Death, >Durable power of attorney, > Ethics,

> Legal aspects of aging, >Medicaid, >Medicare,

>Nursing home, > Social support, > Spirituality
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Geriatric Psychiatry
Amy M. Kilbourne

Geriatric psychiatry is the study of diagnosis and treat-

ment of mental disorders that occur in older adults,

including anxiety, dementia, depression, late‐life
addiction disorder, late‐life bipolar disorder, and

schizophrenia. The field of geriatric psychiatry has

grown in recent years because of the increasing demand

for specialized treatment for the aging US population.

On the basis of the US Census 2000, the proportion of

the population above 65 will increase from 12.4% in

2000 to 20% by 2030. In addition, it was realized that

psychiatric assessments and treatment strategies needed

to be tailored for older adults because psychiatric symp-

toms were often confused with ‘‘medical’’ symptoms,

psychiatric drugs may metabolize differently in older

compared to younger populations, and because older

adults access multiple services (e.g., medical and long‐
term care) which complicate treatment strategies for

this group.

The field of geriatric psychiatry also focuses on the

unique physical, emotional, and social needs of older

adults. Older adults with a variety of concerns may

seek mental health care for stress and bereavement

issues, depression, memory problems, sleeping pro-

blems, or psychological problems arising from physical

illnesses such as Parkinson’s disease or chronic pain.

Geriatric psychiatry also involves working with family

members. Moreover, there is a growing need to take

into consideration declining health or disability

experienced by older adults. Hence, geriatric psychia-

trists take a comprehensive approach to diagnosis and

treatment, including listening and responding to the

concerns of older adults, engaging families, and collabo-

rating with other health care professionals to develop

effective approaches to treatment.

One of the most prominent professional organiza-

tions dedicated to geriatric psychiatric is the American

Association for Geriatric Psychiatry (AAGP). AAGP is

dedicated to promoting the mental health and well‐
being of older people and improving the care of those

with late‐life mental disorders, and its mission is to

enhance the knowledge base and standard of practice

in geriatric psychiatry through education and research,

and to advocate for meeting the mental health needs of

older Americans. Despite the increasing number of

older adults in the United States, the AAGP is con-

cerned about a potential shortfall of trained geriatric

psychiatrists and other health care professionals with

training in geriatrics.

In addition, the Veterans Affairs (VA) health care

system has been a national leader in geriatric psychia-

try, through training opportunities and treatment

initiatives for the last 40 years, in part because the VA

population is, on average, older than the general US

http://www.aoa.dhhs.gov/prof/Statistics/profile/profiles.asp
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population (e.g., 40% of the veteran population is aged

65 or above versus 13% of the general population). To

address the needs of their older patient population, the

VA has recently invested in long‐term care and geriat-

rics research and education.
Related Topics

>Depression, >Gerontology, >Grief and grieving,

>Mental illness, >Veterans, >Veterans administration
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Gerontology
Marina Damis

The subject of aging has been an area of growing

scientific and social interest in both domestic and

international circles. The phenomenon of global

aging, as a result of aging baby boomers, improve-

ments in medical and mental health care, diet, and

standards of living has now become a well‐recognized
and accepted event in the developed world. Today, life

expectancy has increased worldwide to 66 years. As

birth rates have continued to drop, by 2050, the num-

ber of elderly aged 65–84 is projected to increase three-

fold, with the older population outnumbering children

for the first time in history. At present, 24 of our

world’s ‘‘oldest’’ countries leading this seismic shift,

are centered in Europe, with the United States follow-

ing closely behind, ranking 28th in the order. Within

the next decade, 13 of every 100 Americans will

be above 65 and more than one in every 100 will be

above 85, reaching an estimated 20% of the world’s

population by 2030.

Gerontology is defined as the field of scientific and

medical disciplines concerned with all aspects of the

normal aging process. It is concerned with the changes
that take place between the period of maturity and

death. It explores and describes the effects of biologi-

cal, psychological, and socioeconomic factors on the

process of normal aging. The subspecialties of geriatric

medicine and geriatric psychiatry are concerned with

the diagnosis, prevention, and treatment of both phy-

sical and mental illnesses once assumed to be an inevi-

table aspect of the aging process.

Studies in the field of aging have moved to a new

turning point with the arrival of the twenty‐first cen-
tury. Many age‐associated decrements that were pre-

viously greeted with nihilismwere now being examined

as potentially modifiable factors. By the early 1970s,

there was still little academic or scientific curiosity

surrounding the issues of aging. But, by the 1980s and

1990s, studies on normal health and aging that were

empowered by newer concepts of health prevention

and maintenance, finally entered the domain of main-

stream research. New discoveries and evolving hypoth-

esis such as the role of acetylcholine deficiency in the

pathophysiology of Alzheimer’s dementia, helped

launch renewed interest and heightened awareness of

the changes in later life, representative of normal aging

as opposed to true illness.

Recent years have seen an increased attention and

appreciation for the role that disorders of both cogni-

tion and emotion play in generating disability and

decreasing quality of life. Cognitive decline is a signifi-

cant health problem among older adults with rates of

mild cognitive impairment estimated at approximately

22%, with the prevalence of dementia at 8% above 65,

doubling in every 5 years. Cognitive impairment has

been associated with higher risks of morbidity and

mortality as well as early predictions of new onset of

limitation in activities of daily living. One in four

adults has a significant mental disorder. Comorbidity

or the coexistence of two or more comorbid conditions

at least one of which is a psychiatric illness has now

become the norm among older persons with mental

disorders. Older adults are at an increased risk com-

pared to younger adults for receiving inadequate care.

Underdiagnosis and undertreatment of medical and

emotional illnesses in the elderly has the potential to

increase disability, decrease productivity, and interfere

with either independent or communal‐based living.

We have moved away from an earlier view of aging

associated with senility and loss of creativity, and have

become increasingly awoke of what is possible with

advancing age including increased physical and mental

health. Although there have been many studies of

http://www.aagponline.org/
http://www.aagponline.org/
http://www.psychiatrictimes.com/p031159.html
http://www.psychiatrictimes.com/p031159.html
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cognition with aging, there persist an inadequate

understanding of the interactions between the different

aspects of physical, psychological, and emotional

health and function. Increasing research and advances

in the understanding and treatment of dementias and

other disabling mental illnesses such as schizophrenia,

mood, and anxiety disorders have been effective in

generating public attention as well as scientific interest

on the aging brain. The goal would not just be to

extend life, but with ongoing advances in medicine

and science to allow our older adult population the

well‐deserved opportunity to remain active and inde-

pendent for as long as possible in order to live life in a

way that is both beneficial and personally meaningful

in their advanced years.
Related Topics

>Ageism, >Alzheimer’s disease, >Centenarians,

>Dementia, >Geriatric psychiatry, >Morbidity,

>Mortality
Suggested Resources

AARPglobal aging program.www.aarp.org/research/international/
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Giant Cell Arteritis
Lori B. Siegel

Giant cell arteritis (GCA) is the term used to explain the

vasculitis or inflammation that predominantly involves

the larger blood vessels, primarily the large neck artery

(carotid) and its branches. This condition primarily

affects individuals aged 50 or above. The incidence of

the disease increases along with age. Women are more

likely to be affected than men. The majority of the cases

involve people of Scandinavian or Northern European

heritage and much less frequently in people from

Southern Europe. It is rare in blacks and Hispanics.

GCA may be divided into two clinical presenta-

tions: (1) temporal arteritis (TA) and (2) polymyalgia
rheumatica (PMR). Although the clinical presenta-

tions are distinct, there is much overlap of one condi-

tion with the other, and one may evolve into the other.

It must be remembered that the pathologic lesions of

both occur in a similar distribution and even though

not apparent clinically, biopsy of uninvolved arteries

may be positive.

Patients who have TA often present with a head-

ache, which may be dull or throbbing and located on

the sides of the head where the temporal arteries are

situated. These headaches are severe enough that

patients seek medical attention. There may also be a

complaint of scalp tenderness when they are brushing

or washing the hair, wearing glasses, or lying on a

pillow. The most severe symptom is a change in vision.

It may be described as a transient curtain drawing

closed across the eye or a shade is being pulled down.

This is known as amaurosis fugax. Some visual changes

also include blurriness or double vision. Some patients

have a sudden painless loss of vision. Any visual com-

plaint is regarded as an ophthalmologic emergency and

should be treated aggressively. Another symptom in TA

is jaw claudication, which is described as pain and

stiffness in the jaw while chewing for a long time or

working hard to chew something tough or sticky. It

may also occur with extensive talking.

The physical examination in TA reveals thickened

and tender temporal arteries. In some instances, the

pulses are absent. Some patients may have fever.

The diagnosis of TA is based on a blood test that

shows a high sedimentation rate and a positive tem-

poral artery biopsy performed by a vascular surgeon.

The biopsy of the temporal artery sample should be

long enough so that the pathologic multinucleated

giant cells can be seen invading the media and internal

elastic lamina of the artery. These are often skip lesions

and may be missed if the sample is too small. Some

people favor bilateral temporal artery biopsies to be

sure to make the correct diagnosis. Tissue evidence of

the disease is important because the treatment of high‐
dose corticosteroids is particularly hazardous in this

population, especially if not warranted.

Corticosteroid treatment should not be delayed,

and will not affect biopsy findings for 72 hours.

Because the blindness is irreversible, treatment is

important but the biopsy should follow swiftly. The

recommended treatment is 60 mg/day of prednisone or

its equivalent. Once the sedimentation rate and clinical

signs are stable, a very gradual taper of the steroid may

ensue. It also may be necessary to introduce another

www.aarp.org/research/international/events
www.aarp.org/research/international/events
www.gmhfonline.org
www.geriatricsandaging.com
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immunosuppressive, steroid‐sparing agent with the

taper in order to avoid prolonged steroid use and its

many side effects.

PMR is diagnosed in people presenting with prox-

imal muscle achiness, stiffness, and subjective weak-

ness. The muscles most commonly involved are the

neck, shoulder, and pelvic girdle. The muscle involve-

ment is symmetrical. Some patients have an inflamma-

tory arthritis with this that may look like rheumatoid

arthritis. Patients may also have fever, weight loss,

and fatigue. Physical examination reveals good muscle

strength with some tender muscles on palpation.

The creatinine phosphokinase is normal but the ele-

vated sedimentation rate in someone with a normal

muscle strength examination clinches the diagnosis.

Because of the overlap with TA, it is important to

ask about both visual changes and jaw claudication

initially, when making the diagnosis, and throughout

the course.

The treatment of PMR ismoderate doses (20mg/day)

of prednisone or its equivalent. The response to pre-

dnisone is rapid, usually within 72 hours. Because of

this, some people use this rapid response as confirma-

tion of the diagnosis. If symptoms of TA arise, the

dose should be increased to cover TA. In studies

looking at the overlap of TA and PMR, asymptomatic

PMR patients were found to have TA involvement in

15% of the cases. That is why it is important to always

ask the patient about any visual concerns throughout

the treatment of PMR. Once the symptoms and sedi-

mentation rate have stabilized, the prednisone should

be gradually tapered and an immunosuppressive be

added if needed. Although the prognosis is good,

recurrences are common.
Related Topics

>Autoimmune disease disorders, >Polymyalgia

rheumatica, >Rheumatoid arthritis
Suggested Readings

Klippel JH (ed) (2001) Primer on rheumatic diseases, 12th ed.

Arthritis Foundation, Atlanta, GA

Klippel JH, Dieppe PA (1998) Rheumatology, 2nd ed. Mosby, St.

Louis, MO

Klippel JH, Dieppe PA, Ferri FF (2000) Primary care rheumatology.

Harcourt, London
Glaucoma
Daniel S. Kiernan

Glaucoma is a disease of the eye in which damage to

the optic nerve typically occurs from high intraocular

(inside the eye) pressure. This causes loss of peripheral

and central vision. The most common forms of glau-

coma have no symptoms, thus if this disorder is not

found on examination or on screenings by the appro-

priate eye specialists, patients can lose significant

vision.

The basic anatomical problem in glaucoma is loss

of optic nerve fibers that transmit sight to the eye. The

high pressure that forms inside the eye causing this

condition is due to impaired outflow of aqueous

humor (eye fluid) in the ‘‘plumbing system’’ or trabe-

cular meshwork of the eye as this fluid moves from

inside the eye to the small collecting venules (blood

vessels) outside the eye. This fluid is then drained

through the venous system. Less commonly (10%)

the ‘‘meshwork’’ is blocked by the iris, the area around

the pupil. This is called angle closure glaucoma.

Risk factors for glaucoma include age (1% of people

above 60; 2% of people above 70), ethnicity (higher rate

in African Americans), concurrent disease either sys-

temic (diabetes), or specific ocular syndromes. Medica-

tions, particularly prednisone, can cause glaucoma.

The diagnosis of glaucoma requires clinical suspi-

cion and thoroughness on the part of the examiner.

The optic nerve should be visualized with an ophthal-

moscope, a special tool used to look at the parts of the

eye. If the examiner sees the optic disc, which should

be flat and pale, and notices ‘‘cupping’’ or a yellowish

central area, the nerve should be evaluated. Patients

with ‘‘larger cupping’’ should be sent to an ophthal-

mologist. When possible the intraocular pressure,

pressure within the eye, should be measured; if it is

more than 21, the patient should be referred to a

specialist. When people have angle closure glaucoma,

they may give a history of seeing haloes around objects

and they may complain of eye pain. In all patients

above 50, an yearly eye examination is recommended.

The treatment of glaucoma is directed towards low-

ering the intraocular pressure. This is typically achieved

using an eye drop medication. One important point for

practitioners to remember in taking histories is that the

use of any eye drop medications must be elicited from

patients. This is important for a variety of reasons such
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as consideration of side effects from such medications.

For example, lung and breathing problems, such as

asthma, can be caused by topical beta‐blocker eye

drops used for glaucoma.

If eye drop medications do not work, or if the

patient is not faithful in taking them regularly, certain

types of lasers may be used to reduce the intraocular

pressure. Ultimately, surgery (such as trabeculectomy,

to remove the blockage) may be indicated to keep the

eye pressure slow and safe.

The treatment of angle closure glaucoma is laser

surgery to create a hole in the outer portion or periph-

ery of the iris. This allows the iris to fall back from the

trabecular meshwork and allow better flow.

Properly treated the progress of glaucoma is usually

arrested or at least slowed considerably.
Related Topics

>Blindness, >Cataract, >Eye care, >Vision
Suggested Readings

Brunette DD (2002) Ophthalmology. In: Marx JA, Hockberger RS,

Walls RM (eds) Rosen’s emergency medicine: concepts and

clinical practice, 5th ed. Mosby, St Louis, MO

Horton JC (2001) Disorders of the eye. In: Braunwald E, Hauser SL,

Fauci AS (eds) Harrison’s principles of internal medicine, 15th

ed. McGraw‐Hill, New York

Widell T (1998) Eye, ear, nose, throat, and dental emergencies. In:

Plantz H, Adler JN (eds) National medical series for independent

study: emergency medicine. Williams & Wilkins, Baltimore, MD
Grandchildren
Jenice Contreras

Family structure and support systems greatly influence

the development and well‐being of children. Relation-
ships between grandchildren and their grandparents

can be instrumental. The multigenerational bonds are

becoming an intricate part of the nuclear family. Tech-

nological and medical advances have greatly increased

life expectancy facilitating greater interactions across

family generations.
Understanding how children develop socially and

emotionally is a great benefit to grandparents as they

relate to their grandchildren. Having a comprehensive

sense of the needs, experiences, and communication

styles of their grandchildren is essential in establishing

positive interactions keeping in mind that these vari-

ables may change when the child grows.

Grandchildren look to their grandparents for

advice and emotional support. Grandparents often

serve as mediators between grandchildren and their

parents. Grandchildren who establish strong bonds

with their grandparents rely on them to be the family

storytellers and historians, therefore assisting their

grandchildren to develop their identities within the

family as well as their cultural and spiritual founda-

tions. This intergenerational bond can be very influen-

tial to both parties.

It is estimated that 70% of middle‐aged people and

90% of older adults with children are also grandpar-

ents. Establishing good relationships with grandchil-

dren can be very beneficial to older adults in that it

helps them to remain active, provides assistance in

technology (e.g., Internet usage), assists in closing the

generation gap, and improves relationships between

grandparents and their adult children. The grandchil-

dren benefit through the grandparents’ provision of

advice and guidance.

Approximately, 75% of Americans above 65 have

lived with grandchildren. An increasing number of

grandchildren are being raised by their grandparents

who are acting as surrogate parents as a result of the

children’s abandonment by their biological parent(s).

The abandonment may be associated with such factors

as teen pregnancy, substance use, mental and/or phy-

sical health issues, incarceration, domestic violence,

and/or homelessness. Grandchildren rely on their

grandparents for the acceptance and nurturing that are

lacking from the biological parents. Grandchildren may

feel resentment and anger because of the abandonment

they have experienced from their biological parents.

Many factors contribute to grandparents becoming the

primary caregivers for their grandchildren.

In addition to the emotional impact of caregiving

responsibilities on the grandparents, there is an array

of health factors that can be involved. Some of the

common health factors include medical conditions

the children experience such as asthma, birth defects,

developmental delays, learning disabilities, and mental

health concerns. Resources and support to grandpar-

ents raising children are very limited if they are even



Grandparents as Parents G 395
available. Grandparents can become overwhelmed with

the responsibility of raising grandchildren but may find

it enjoyable at the same time because it reestablishes

them as the primary caregivers in the family.

Grandchildren–grandparent relationships can still

be rewarding and strong even when the relationship

must be maintained over a long distance. Keeping the

lines of communications open is important to the

entire family. A good long‐distance relationship with

grandchildren can be maintained through letters,

cards, phone calls, and e‐mails; the exchange of pic-

tures and drawings, the exchange of interests such as

book, poetry, and music, celebration of holidays, and

exchange of homemade keepsakes.
Related Topics

>Caregiver burden, >Caregiving and caregiver

burden, >Generation gap, >Grandparents as parents,

> Internet
Suggested Readings

Mills TL, Wakeman MA, Fea CB (2001) Adult grandchildren’s

perceptions of emotional closeness and consensus with

their maternal and paternal grandparents. J Family Issues

22(4):427–455
Suggested Resources

Building a relationship with your grandchildren. http://www.

familyfirst.net/famlife/grandkidrelationship.asp

Gebeke D, Dunlop E, Bjelland E (1994) The influence of grand-

parents and stepgrandparents on grandchildren. http://www.

ext.nodak.edu/extpubs/yf/famsci/fs548w.htm
Grandparents as Parents
Nancy Mendez

Grandparents have traditionally stepped in as full‐time

or part‐time parents during times of family crisis. But

studies suggest that family crises are growing in the

United States; along with the trend, there is also an

increase in the number of grandparents acting as

surrogate parents. The trend is so pervasive that
grandparents can no longer rule out the possibility

that at some point in their lives, they may have to

decide whether they will raise their grandchildren.

According to the US Census, between 1980 and 1990,

there was a 44% increase in the number of grandchil-

dren living in households headed by grandparents. By

2000, more than six million children will be living in

households headed by a grandparent. Today more than

1.4 million grandchildren are being raised by their

grandparents without the parent’s presence.

The rise in grandparents becoming parents is due

to several factors such as drug addiction, child abuse,

illness, abandonment, high divorce rates, parental

incarceration, and teen pregnancy. Another key factor

that has contributed to the increase in grandparents as

parents is legislation. The Kinship Care Act of 1996

puts grandparents first in line as potential foster care

parents and adoptive parents for children who have

been removed from their parent’s home.

Although grandparents acting as parents come

from all backgrounds, individuals from particular eth-

nic groups and income levels are increasingly becom-

ing parents again: single women, people with low

income, and African Americans are disproportionately

affected. The African American grandparents raising

grandchildren are more than any other racial/ethnic

group. The census of 1990 shows that 12% of African

American families are raising grandchildren as com-

pared to 6% of Latino and 4% of non‐Hispanic white

families. Throughout inner cities in the United States,

the prevalence of African American grandparents as

parents is more pronounced with as many as 50% of

the children in households headed by grandparents.

Many grandparents live on fixed incomes. Forty per-

cent of grandparents raising their grandchildren have an

yearly income of less than $20,000. More than 26% of

grandparents live below the poverty line. These grand-

parents are suddenly faced with increased food, medical,

housing, and clothing expenses. Grandparents may

struggle with the sudden increase in financial respon-

sibility. Although state governments offer financial aid

to parents and foster parents through funded projects

like the Aid to Dependent Children Program, many

grandparents face difficulties in accessing these pro-

grams when they do not have full legal custody of the

child. Social security benefits are also not available to

grandchildren unless the child is legally adopted by the

grandparent.

Grandparents as parents face several mental health

issues. Many grandparents have to deal with their own

http://www.familyfirst.net/famlife/grandkidrelationship.asp
http://www.familyfirst.net/famlife/grandkidrelationship.asp
http://www.ext.nodak.edu/extpubs/yf/famsci/fs548w.htm
http://www.ext.nodak.edu/extpubs/yf/famsci/fs548w.htm
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resentment towards the grandchild’s parents for

thrusting the responsibility upon them. Others view

the failure of the parent as their own failure and feel

responsible and overwhelmed with guilt. Many others

still continually stress about the fate of their grandchild

if they were to die or become too ill to care for the

child. Grandparents must also contend with the effects

of past neglect and abuse on their grandchild. Grand-

children coming from dysfunctional families bring

pre-existing emotional, behavioral, and physical prob-

lems with them. Helping one’s grandchild to overcome

feelings of abandonment, anger, and abuse are crucial

in raising a healthy child.

Another potential concern that grandparents face is

whether to sever the legal relationship between parent

and child. Grandparents often decide not to formally

legalize their parental role in the hopes that their child

will someday resume parental responsibilities. It is

difficult for grandparents to admit that their child is

an unfit parent. But grandparents may be most vulner-

able when the courts do not legally acknowledge their

parental status. Without legal recognition, grandpar-

ents may encounter problems in enrolling a grandchild

in school, accessing health‐care insurance, childcare,

social support programs and financial services. In addi-

tion, parents struggling with drug addiction often

bounce their child back and forth between homes,

creating uncertainty and instability in the child’s life.

Fortunately, there are options for grandparents seeking

legal recognition. The grandparent must decide the

extent to which they wish to assume educational, med-

ical, and emotional responsibility for the child. There

are four types of legal relationships that provide some

measure of legal security.

� Adoption: all rights and obligations of the child’s

parents are terminated

� Guardianship: may be either permanent or temporary

� Certified foster parent : grandparents will qualify for

government financial benefits

� Power of Attorney: allows grandparents only to

make decisions regarding the grandchildren, but

does not transfer legal custody

It is important to remember that individuals who are

not legally recognized as the primary caregiver may

have difficulty accessing the most basic services and

programs.

Although raising grandchildren can be challenging,

it can also be incredibly rewarding. Surveys indicate

that grandparents feel an increase in energy, laughter,
love, and optimism as a result of raising their grand-

children. Grandparents also point out that grandchil-

dren keep them more active as well as connected to

current events and technology. Grandparents must also

keep in mind that by becoming parents again they

bring a unique combination of wisdom and maturity.

Grandparents raising grandchildren are not alone.

Relatives, support groups, web sites, social, and gov-

ernment programs can provide valuable emotional,

informational, and financial support. Joining a local

grandparent support group or contacting a national

organization is a good first step to learn more about

the latest information. The AARP Grandparent Infor-

mation Center and Generations United can supply

grandparents with list of local support groups and

programs.
Related Topics

> Family relationships, >Grandparents as parents,

>Guardianship
Suggested Readings
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parenting children. Women’s Initiative of the Association of
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Gray Panthers
Joanne Olson

The Gray Panthers is a multi‐issue, intergenerational
organization, which takes progressive views and chal-

lenges the status quo. It was founded in August 1970
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when Maggie Kuhn, a woman forced into retirement at

the age of 65, organized a group of six similarly situ-

ated retired individuals to combat the common pro-

blems retirees faced—loss of income, contacts, job, and

society. The group was originally called the Consulta-

tion of Older and Younger Adults for Social Change,

but it has officially changed its name in 1972 a short

time after being called the Gray Panthers by the news

media. They focus on both issues that affect older

retired Americans and people of all ages, such as fair

housing and equal protection for all.

Within a year the group had 50 members. The

organization gained momentum after Maggie Kuhn’s

speech during the 181st General Assembly of the

United Presbyterian Church in Denver. The group’s

mailing list reached 1,000 by 1973, and 6,000 by

1974. In 1974, the Gray Panthers obtained nonprofit

status. Although the membership has increased

and decreased during its long tenure, by the time of

Maggie Kuhn’s death in 1995, the membership had

reached 40,000.

As the organization grew, the national office imple-

mented an overall structure consisting of local net-

works. More than 50 local networks are located in

different states, each being led by a ‘‘convener.’’ The

network is organized and coordinated by a national

office. Originally, the national office was located in

Philadelphia; the office moved to Washington, DC, in

1900, and is run by the board of directors.

The Gray Panthers’ motto is ‘‘Age and Youth in

Action.’’ They focus on liberal social change, wanting

to improve the quality of life for all Americans. The

Gray Panthers address difficult issues, which hinder

social development and justice. Specifically, they strive

to eliminate injustice, discrimination, and oppression

through social and humanitarian initiatives. They

reach their goals through education programs, peti-

tions, demonstrations, rallies, legislative letter writing,

telephone campaigns, testifying before Congress, and

public interest lawsuits.

Their techniques have proven successful. In 1972,

the Gray Panthers formulated the National Conference

on Black Elderly in response to lack of White House

attention to African Americans at the White House

Conference on Aging. In 1974, they sponsored the

health care conference ‘‘Health Care as Human Right:

What Does it Mean?’’ In 1975, they established the

National Media Watch Task Force, which fostered

media sensitivity to ageism and persuaded the

National Broadcasters to amend the Television Code
of Ethics to include age discrimination. In 1977, they

published Nursing Homes: A Citizen’s Action Guide,

which exposed nursing home abuse. In 1978, they

were awarded status of a nongovernmental organiza-

tion (NGO) by the United Nations (UN) and lobbied

Congress to pass the Age Discrimination in Employ-

ment Act. In 1982, the Gray Panthers convinced the

Food and Drug Administration to regulate the hearing

aid industry. They were also successful in federal litiga-

tion that resulted in simplified Medicare forms and an

improved appeal process. In 1988, the Gray Panthers

successfully lobbied for an amendment to the Older

American’s Act. In 1993, they sponsored the People’s

Summit for Peace in Costa Rica and presented these

ideas to the UN. In 1996, the Gray Panthers co-hosted

the Age and Youth in Action Summit, where they

discussed welfare. In 1998, the Gray Panthers launched

the Jobs and Worker’s Rights, Health Care for All, and

the Guaranteeing Family Security for All campaigns. In

1999, they published, ‘‘It’s Your Choice,’’ a manual

evaluating the strengths and weaknesses of different

Health Maintenance Organizations (HMOs). In 2000,

the Gray Panthers brought together more than 550

organizations in the national campaign for U2K, a

movement for universal health care. In 2001, they

published an educational flyer called ‘‘Don’t Be

Fooled,’’ which addressed the affects of tax cuts for

future recipients of Medicare and social security.

They also filed and won a lawsuit against the Depart-

ment of Health and Human Services which forced the

department to comply with Medicare rules, launched a

pharmaceutical reform campaign (RePhorma) and

‘‘Stop Patient Abuse Now’’ (SPAN).

The Network, their national newspaper, won

acclaim from the New York Times as ‘‘one of the best

periodicals in America not found on the newsstand.’’

The newspaper contained analyses of the news events

and researched in‐depth articles. The Network has

decreased in size and is now a newsletter with limited

coverage. The Gray Panthers’ extensive website com-

pensates for the Network’s size reduction.

The Gray Panthers’ website includes their issue state-

ments on such issues as health care, family security,

peace and community safety, political and economic

justice, education, jobs and worker rights, and the

environment. The Gray Panthers advocate universal

health care, legalized marijuana, a patient’s bill of

rights, stem cell research, gap‐free coverage under

Medicare, a living wage, all existing social security

programs, public ownership of utilities, the permanent
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cessation of nuclear testing and proliferation, a uni-

versal ban of land mines and assault weapons, cam-

paign and voting reforms, the abolition of the electoral

college, the protection of wilderness, and the develop-

ment of alternative and renewable energy sources. The

organization opposes the death penalty, the war in

Iraq, school vouchers (while advocating increased

funding for public schools,) constitutional amend-

ments banning gay marriage, and North American

Free Trade Agreement (NAFTA).

A substantial portion of the Gray Panther’s records

have been archived at the Urban Archives of Temple

University, Philadelphia, Pennsylvania. The materials

archived include administrative minutes, reports,

notes, proposals, memos, correspondence, research

papers and speeches, publications, audio‐visuals,
photographs, memorabilia, plaques, certificates, and

awards.
Related Topics

>Access to health care, >Ageism, >Discrimination,

>Education, >Elder abuse and neglect, >Health

insurance, >Health Maintenance Organizations,

>Homelessness, >Medicare, >Older American’s

Act, >Patients’ rights,>Retirement,> Social Security,

> Stem cell research
Suggested Readings
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Grief and Grieving
Jody de la Pena Murphy

Grief is a complex process made up of different psy-

chological, physiological, and behavioral reactions to

an irrevocable loss. It is an incredibly powerful emo-

tion. Although much of what is said about grief per-

tains specifically to issues associated with death, the

grieving process may be similar to that of other losses

as well. Indeed, the loss involved with divorce can lead to

persistent negative reactions, akin to those of bereave-

ment. Epidemiological studies suggest that divorce,

when compared to widowhood, is more likely to cause

depression in the affected population. Accordingly, feel-

ing the loss of one’s youth, physical health, cognitive

abilities, and perceived roles may engender similar grief

responses to those of death. A woman losing her eye-

sight, a man facing retirement, or an elderly person’s

loss of independence are factors that can lead to grief.

The process of one’s own terminal illness may also pre-

cipitate a grief reaction.

All people respond to grief differently and there are

no set guidelines as to what is normal or accepted grief

in any of these instances. An important component of

understanding this process involves identifying the

potential for individuals to experience grief responses

to various everyday life events and appreciating the

differences of these reactions. The psychological effects

of grief may begin with shock and denial, followed by

intense agony and feelings of loss and/or yearning.

These may be expressed as somatic symptoms: abdom-

inal or chest pain, nausea, insomnia, dizziness, and

physical weakness, accompanied by uncontrollable

crying. The frequency and intensity of such feelings

are ameliorated as time passes, but may reemerge in

response to reminders of the initial loss.

In cases of bereavement, the sense of loss is not

limited to the deceased person; the loss of intimacy and

companionship, one’s sense of security, or familiar

roles and visions of one’s future are also aspects grieved.

Individuals may often experience anger towards God,

their physician, their family, or themselves. Feelings of

guilt may arise, or patients may be envious of others

whom they perceive as more fortunate for having not

experienced the loss. Grieving individuals may be easily

distracted, have trouble in concentrating and experience

http://www.graypanthers.org/
http://www.graypanthers.org/
http://www.library.temple.edu/collections/urbana/gray-01.htm
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confusion and forgetfulness. In the case of bereavement,

individuals may experience multiple sensory halluci-

nations of the deceased, most often in the form of

sensing their presence, but auditory, visual, and olfac-

tory hallucinations may also be present. The cumula-

tive effects of turmoil in the mental, emotional, and

cognitive states of persons experiencing grief can be

overwhelming.

People experiencing grief describe feelings of help-

lessness and powerlessness. Even those who previously

considered themselves as emotionally strong may feel

unable to cope. Intense feelings of loneliness may be

felt during the bereavement period, particularly

after the first few weeks or months of the loss, when

support given by family and friends is lessened.

Bereaved individuals often describe a pervasive lone-

liness, even while in the company of others. It is

important to note, however, that not all feelings asso-

ciated with bereavement are negative. A sense of relief

may be felt, particularly if the deceased person suffered

from a lengthy illness or was in need of constant caregiv-

ing. However, feelings of relief may be accompanied by

increased guilt. It is not uncommon for bereaved indi-

viduals to simultaneously experience joy, peace, relief,

and sorrow.

The amount of time associated with the normal

grieving process varies depending upon the individual

and type of grief. The emotional and physical com-

plaints generally reduce with time, and have no lasting

consequences. However, some grief‐stricken indivi-

duals are at risk of illness and even death. Most

bereaved persons seem depressed for only a few

months. It is estimated though, that 10–20% of the

widowed population is still sufficiently symptomatic to

be considered clinically depressed after 1 year. Given

that there are over one million new widows and

widowers annually, 10,000–20,000 will meet criteria

for depression each year.

The relationship between grief and depression is

complicated. One can grieve without being depressed,

but a sufficient subjective sense of loss can bring about

a depressive episode in some individuals. Although

there are many overlapping symptoms, grief can be

distinguished from major depression. The main con-

found is the presence of sadness and social withdrawal

in both grief and depression; however, the grieving

process allows positive emotions to gradually accommo-

date the negative ones. Pangs of grief are stimulus
bound, and related to internal and external reminders

of the loss. Grief is fluid and changing; it lessens over time

as cognitive and behavioral adjustments are made and

satisfaction with life is resumed. In contrast, major

depression is characterized by low mood and poor social

and occupational functioning, which are perceived as

persistent and unchanging traits of the individual.

The loss of a spouse is a severe life stress event that

has been linked to the onset, exacerbation, and con-

tinuation of a variety of other psychiatric disorders.

Widows and widowers have been found to be at an

increased risk for substance use, including alcohol,

tobacco, and over the counter and prescription drugs.

The symptoms of anxiety (throat tightness, choking

sensation, tension, mental pain, and restlessness) have

been described as part of the ‘‘normal’’ grieving pro-

cess. It has also been shown that ordinary grief shares

considerable overlap with symptoms now considered

to be core components of posttraumatic stress disorder

(PTSD): bursts of somatic and psychic distress, a sense

of unreality, numbness, avoidance, preoccupation,

guilt, and hostility.

Most grieving individuals adapt to their loss and

move on with their lives without requiring any profes-

sional intervention. In some circumstances, support

groups, individual, or group psychotherapy and phar-

macological treatment may be helpful.
Related Topics

>Depression, >Divorce, > Loneliness, >Post-

traumatic stress disorder, >Psychotherapy, >Widow-

hood
Suggested Readings

Blankfield A (1983) Grief and alcohol. Am J Alcohol Abuse

9:435–446

Clayton P, Darvish H (1979) Course of depressive symptoms fol-

lowing the stress of bereavement. In: Barrett J (ed) Stress and

mental disorder. Raven Press, New York

Schucter SR, Zisook S (1993) The course of normal grief. In: Strobe

MSA, Stroebe W, Hansson RO (eds) Handbook of bereavement.

Cambridge University Press, Cambridge, UK, pp 23–43

Zisook S, Schuchter SR (2001) Treatment of the depression of

bereavement. Am Behav Sci 44:782
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Suggested Resources

Elder Hope. www.elderhope.com/modules/weblinks/viewcat.

php?cid¼42&sortid¼3

National Grief Support Services. www.griefsupportservices.org/

newgrief/board.php

Osterweis M (1985) Bereavement and the elderly. Aging (Online).

http://www.findarticles.com/p/articles/mi_m1000/is_1985_Jan/

ai_3577017/pg_3
Guardianship
Janet L. Lowder . Carmen M. Verhosek . Lisa M.
Montoni

When persons are unable to fend for themselves,

because they are parentless children, or adults who

suffer from mental retardation, mental illness, sub-

stance abuse, or dementia, those around them may

discuss the possibility of guardianship. Unlike volun-

tary measures short of guardianship, such as setting up

a joint bank account (where two people share control

of funds), a representative payee (when one person

manages another person’s government benefits), a con-

servatorship, a trust, or a power of attorney (voluntary

arrangements which can be similar in scope to a guar-

dianship), a true guardianship is rare and serious, and

may be established only by a court of law. This court,

commonly called the county Probate Court, appoints

one person (the guardian) to protect the interests of

another (the ward), whether the ward likes it or not, if

he or she is found to be incompetent to handle his or

her own affairs. It is important to note that guardian-

ship proceedings are a matter of state law and that

terminology and procedures may differ from state to

state. The prospective ward has the right to challenge

the appointment of a guardian, and to have a say in

who is appointed their guardian, because important

constitutional rights are at stake during a guardianship

proceeding.

The Probate Court may appoint one, or both, of

two types of guardianship, ‘‘guardianship of the per-

son’’ or ‘‘guardianship of estate.’’ A guardian of the

person is authorized to only make decisions about

the ward’s medical care and living arrangements,

and is obligated to closely monitor the ward’s needs,
standard of living, and welfare. Legal documents called

a ‘‘durable health care power of attorney’’ or a ‘‘living

will’’ executed when an individual is competent may

alleviate the need for a guardianship of the person.

The second type of guardian, guardian of the estate,

makes all financial decisions for the ward. Again, legal

documents like a ‘‘durable general power of attorney’’

or ‘‘living trust’’ may keep these financial matters

private and out of court.

The prospective ward has the right to challenge the

appointment of a guardian, and to have a say in who is

appointed guardian. Since important rights are at

stake, the process is a matter of public record, and

the ward’s privacy concerning medical and financial

information that is usually confidential is sacrificed for

the sake of his or her safety and well‐being. If the

prospective ward cannot afford an attorney, one may

be appointed for him or her by the court.

A parent is known as the ‘‘natural guardian’’ of a

child, but someone (not always the natural parent),

must be appointed guardian of the estate for a child

who is to receive a substantial sum of money (usually

around $10,000 or more), such as an inheritance or

personal injury recovery. This is done to insure that the

funds are spent on the child, or saved for the child’s

future.

Some states have laws permitting or forbidding a

person from applying for guardianship over a child

just because the child may attend school as a resident

of a particular school district. Sometimes a court will

appoint what is called a ‘‘guardian ad litem’’ for the

specific purpose of protecting a minor or incompetent

person’s rights during the course of a lawsuit. A limited

guardian or emergency guardian may be appointed for

a one‐time purpose, such as to make a critical medical

decision, or stop a person who is unable to control his

or her spending habits.

The process of application and appointment of a

guardian is cumbersome and expensive. Legal paper-

work often includes an application, a statement by a

physician documenting the medical need for such an

extreme measure, a court investigator’s report, posting

of a bond by the guardian (protecting the ward’s funds

if the guardian were to misuse or steal the funds), and

oaths and affirmations promising the court that the

guardian understands all the rights and responsibilities

of serving in this position of trust (called a fiduciary

relationship). The prospective ward, as well as all of the

ward’s next of kin, are notified of the impending guar-

dianship hearing.

www.elderhope.com/modules/weblinks/viewcat.php?cid = 42&sortid = 3
www.elderhope.com/modules/weblinks/viewcat.php?cid = 42&sortid = 3
www.griefsupportservices.org/newgrief/board.php
www.griefsupportservices.org/newgrief/board.php
http://www.findarticles.com/p/articles/mi_m1000/is_1985_Jan/ai_3577017/pg_3
http://www.findarticles.com/p/articles/mi_m1000/is_1985_Jan/ai_3577017/pg_3
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At the hearing, a probate judge or magistrate listens

to all those who have gathered, and decides not only

whether to establish the guardianship, but also deter-

mines whether or not the prospective guardian, or an

alternate, can be trusted to act in the ward’s best inter-

ests. If the prospective ward, for example, an elderly

person suffering from Alzheimer’s disease, had named

his or her preferred guardian in a power of attorney or

other document, the court will take that expressed

preference into consideration. Sometimes, the court

will appoint a relative to serve as ‘‘guardian of the

person’’ and a bank to serve as ‘‘guardian of the estate,’’

or one individual is appointed to serve both capacities.

In many areas of the country, volunteer guardianship

programs are available to serve the needs of indigent

individuals who do not have a family member to serve

as legal guardian of a person.

During the course of a guardianship, the guardian

asks the court for permission to spend or invest the

ward’s funds, makes periodic accountings to the court

for funds received and expenses paid, and reports to

the court to confirm whether the ward still needs a

guardian. A guardian must continually show the court

that all decisions on the ward’s behalf are in the ward’s

best interests, not merely convenient for the guardian,

and that all funds are being spent on the ward, or

his or her dependents. The guardian must use the

ward’s funds to maintain the ward at a standard of

living that is consistent with the size of the ward’s

estate, and adequately meets the ward’s medical and

other needs.

If the ward has enough money, the court may allow

the guardian to have reasonable compensation from

the ward’s estate. The guardian does not risk his or her

own money by serving as guardian, and as long as

reasonable steps are taken to protect the ward and

control his or her behaviors, should not be liable for

the ward’s actions that are out of the guardian’s con-

trol. However, this is a gray area of the law, and indi-

viduals are often cautioned against serving as guardian

of person for individuals with a history of antisocial

behavior.

Once a particular guardian is appointed (whether a

person or institutions like a bank or a nonprofit

group), it can be difficult to change guardians or

have the entire guardianship terminated. However,

once a child reaches the age of adulthood as defined

by state law (the age of majority), the guardianship
ends and any funds held in the guardianship estate

then belong to him or her outright. In the majority

of states, no one may automatically become the guar-

dian of an adult person, regardless of whether they are

the parent or spouse of that individual, until formal

court proceedings to determine the adult’s competency

are completed. If a ward who had been declared

incompetent regains his or her ability to take care of

himself or herself and manage his or her money, he

or she may seek to terminate the guardianship. Only

the court has the authority to grant or terminate

guardianships.

If the court learns about a guardian’s abuse of the

ward or the ward’s funds, the court may remove and

replace the guardian. The Roman satiric poet Juvenal

once wrote: ‘‘Sed quis custodiet ipsos custodes? (But who

will guard the guardians themselves?)’’ We rely on our

local county probate courts to keep an eye on those

who serve as guardians for our society’s most vulner-

able members.
Related Topics

>Capacity, >Conservatorship, >Durable power of

attorney, >Elder abuse and negelect, > Financial

abuse
Suggested Readings

American Bar Association (1988) Life services planning: support

services and alternatives to guardianship. American Bar Associa-

tion, Chicago

Averill LH Jr (2000) Averill’s uniform probate code in a nutshell, 5th

ed. Thomson West, St. Paul, MN

Robertson ED Jr (1991) Personal autonomy and substituted

judgment: legal issues in medical decisions for incompetent

patients. Diocesan Press, Washington, DC

Shmidt WC Jr (1995) Guardianship: court of last resort for the

elderly and disabled. Carolina Academic Press, Durham, NC
Suggested Resources

Kansas Elder Law Network, 2005 (December 28, 2005). www.keln.

org

National Guardianship Association, 2005, Tucson, Arizona (Decem-

ber 28, 2005). http://www.guardianship.org

www.keln.org
www.keln.org
http://www.guardianship.org


Hair Care
JannatFay Clark

Hair, its color, length, thickness, and style, is an impor-

tant part of almost everyone’s personal identity through-

out the life span. Hair can be defined as cylindrical,

often pigmented filaments growing from the epidermis.

Proactive hair care, good nutrition, and grooming, can

make a significant difference in enhancing hair health.
Aging

As people age, the texture and quality of hair changes.

Hair shafts begin to weather as they emerge from the

scalp. Hair strands become smaller and hair that was

once thick and coarse becomes thin and fine. Additional

factors contributing to the weathering process include

chemical treatments such as bleaching, coloring, perm-

ing, straightening, blow‐drying, or brushing hair when it
is wet. These processes can cause hair cuticles to raise and

soften, leaving hair more vulnerable to abrasion from

combing, brushing, and curling. Graying of hair is

genetically determined. By 40, approximately 40% of

all people have some gray scalp hair. Body and facial

hair also turn gray, but usually later than scalp hair.
Hair Loss

Many hair follicles in women and men stop producing

new hairs within the mid to late stages of the life

cycle. Approximately 25% of men experience signs of

baldness by 30 and two thirds are bald or exhibit bald-

ing patterns by 60. Most women experience female‐
pattern‐baldness as they age. This pattern occurs when

hair becomes less dense all over, making the scalp more

visible. Other disorders such as Thi pili annulati, a

congenital hair shaft disorder in which air‐filled spaces

occur at regular intervals within the shafts, can increase

hair fragility among both men and women.

Negative psychological effects of balding have been

studied primarily in men. In the United States balding

amongstmen has been associatedwith lower self‐esteem,

perception of physical unattractiveness, anxiety, emo-

tional distress, depression, greater self‐consciousness,
and psychological maladjustment. Dissatisfaction with

appearance, preoccupation with hair loss, worry about
# Springer-Verlag Berlin Heidelberg 2008
others reactions, and fear of social tension as a result of

hair loss have also been reported.

With regard to nutrition and hair loss, both iron

and essential amino acid L‐Lysine appear to promote

hair loss in individuals who are deficient in these two

elements. Outside of this, in individuals who are other-

wise healthy, nutrition appears to play a very minor

role in hair health. One exception to this includes

individuals who selectively avoid eating certain foods.

This process can lead to impairment of both skin and

hair quality.

Some hair care recommendations for persons chal-

lenged by hair loss include use of topically applied

minoxidil, oral finasteride, and hair transplant treat-

ments. Minoxidil stimulates hair growth, although its

mechanism of action on hair follicles is not well under-

stood. In both males and females a rapid increase in

hair growth has been clinically observed which becomes

readily apparent at 6 weeks peaking between 12 and

16 weeks. Treatment success with minoxidil is deter-

mined by age. The older the patient, the less efficacy

this treatment appears to have. Finasteride has been

shown to be effective in promoting hair growth in men

but its results in treating women are controversial. For

more advanced forms of patterned baldness, hair

transplantation, also known as hair restoration sur-

gery, seems to be the only option with promising

results. In Europe, there is treatment being done in

which the scalp is surgically detached, rotated front to

back and then reattached. This allows the scalp area

with the most hair to be placed in the front where most

people prefer it. Modern techniques involve inserting

hair in a variety of patterns, which creates the illusion

that the person has more hair than they actually do.
Hair Health and Appearance

Hair coloring creates an alternative for those indivi-

duals who do not prefer gray hair. For some, gray hair

is not complementary to skin tone. Graying hair can

also create challenges in the area of career success, as

persons may be perceived as being older than they

actually are. Temporary hair color, which lasts approxi-

mately 1 week, can be applied with minimal damage to

hair shafts. It does not penetrate the hair cuticle and

is less harsh on the scalp. Semipermanent hair dyes

lasting for 6–10 shampoos are the second least dama-

ging choice. These products cannot be used to lighten

hair since they do not contain bleach. Permanent dyes



404 H Hair Replacement
are not recommended, since they tend to do significant

damage to the hair shaft over repeated use. If hair is less

than 10% gray, other options include plucking out gray

hairs, applying blond highlights to some of the hair as

a way of minimizing gray areas, coloring half of the

hair by wrapping it with a lighter shade to produce a

natural look, and lastly coloring all of the hair approxi-

mately two shades lighter than the person’s natural hair

color to promote a more natural look.

Additional recommendations for improved hair

and scalp health, and appearance are as follows. Fre-

quent shampooing is recommended for aging persons

especially if they have greasy hair. This will usually

make the hair fluffier and gives it a thicker appearance.

Intensive hair conditioning treatments are recom-

mended to counteract damage resulting from the hair

weathering process. Conditioning products of this type

contain large molecules that collect on the edges of

damaged cuticle scales. This helps to give hair a

smoother appearance. If hair is dry, these products

promote softer hair texture, a glossy look, and a greater

degree of manageability. Long hairstyles tend to add

weight to hair which drags it down making hair appear

to be thinner. Permanent waves, although they have

a drying effect on hair, make hair look and feel thicker

while imparting more body. Finally, getting a layered

hair cut can give women the illusion of having long

hair even if hair on the top of the head is quite short.
Related Topics

>Alopecia, >Anti‐aging remedies, >Hair replace-

ment, >Nutrition, >Preventive care
Suggested Readings

Grimalt R (2005) Psychological aspects of hair disease. J Cosmet

Dermatol 4:142–147

Rushton DH (2002) Nutritional factors and hair loss. Clin Experi-

ment Cosmetol 27:396–404

Trueb R (2005) Aging of hair. J Cosmet Dermatol 4:60–72
Suggested Resources

ADAM, Aging Changes in Hair and Nails. http://www.adam.com/

democontent/hie/ency/article/004005.htm

Hair Loss Nutrition. http://www.myhairlossadvisor.com/hair‐
loss‐nutrition.html
Hair Replacement
Robert Haber
Hair loss affects no fewer than 67 million men and 30

million women in the United States, and almost $1

billion are spent each year on surgical and nonsurgical

treatments. Hair replacement refers to the surgical

procedure in which viable hair follicles from the back

of the head are taken, or harvested, and replanted in

the balding areas of the scalp. As the hair is removed

from the same person, it is called an autograft. Modern

techniques and instrumentation produce results that

are cosmetically exquisite, and hair transplantation is

one of the most popular cosmetic procedures per-

formed worldwide. Men and women of all ages can

be candidates for this procedure, and older patients

are often more desirable to do this procedure because

of their more mature expectations. Haber’s oldest

patient was 84 years old, and the upper age limit for

this procedure is now determined only by health and

motivation.

A careful consultation is crucial prior to surgery,

because many people may have unmet expectations

and this would result in a source of dissatisfaction.

The surgeon must fully understand the goals of the

patient, and must stress the progressive nature of hair

loss. The patient must be educated as to the impor-

tance of framing the face, and the goal of a natural

appearance. Finally, it must be stressed that this is a

permanent procedure, so that he or she can under-

stand the proposed design of the transplanted hairline.

A detailed knowledge of scalp anatomy is needed to

understand hairline design. The intent is to create a

cosmetically acceptable hairline that will continue to

look appropriate as the patient ages and experiences

ongoing hair loss. The hairline must be placed high

enough so that enough transplanted hairs, or grafts,

exist to create adequate density posterior to this area.

The shape of the hairline is irregular, with mounds and

projections that mimic the original hairline. The hair-

line is designed so that it connects with parts of the

scalp, the parietal and temporal zones, in an esthetic

manner. Each subzone of the scalp has specific

required design parameters that must be understood.

For women, the hairline is designed at its original

location, but it must be stressed that surgery cannot

be expected to recreate original density throughout the

scalp.

http://www.adam.com/democontent/hie/ency/article/004005.htm
http://www.adam.com/democontent/hie/ency/article/004005.htm
http://www.myhairlossadvisor.com/hair-loss-nutrition.html
http://www.myhairlossadvisor.com/hair-loss-nutrition.html
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The result of years of gradual refinements, follicular

unit transplantation involves isolating the smallest

naturally occurring groupings of hair follicles, and

transplanting them intact from their original to their

new location. The integrity of nature’s original design

is maintained, and allows the creation of a natural

appearance in the recipient zone. This technique first

involves the harvesting of an ellipse of hair‐bearing
skin from the donor scalp and the tension‐free closure
of the defect, producing a fine linear scar. The ellipse is

then slivered using microscopes into small segments

containing a single row of follicular units. Each sliver is

then meticulously dissected, again under the micro-

scope, into the follicular units, each typically contain-

ing from one to four hairs. During these steps, the

grafts are kept moist and chilled to maintain viability.

The recipient scalp is anesthetized, and bleeding

control is achieved by injecting large volumes of fluid

(tumescence). Recipient sites are then created, either in

advance of the planting step, or using a technique

involving the nearly simultaneous creation and plant-

ing of a site. The recipient sites are carefully sized to

accommodate the follicular units, and are created with

a variety of instruments including modified hypoder-

mic needles and custom cut microblades.

The follicular units are delicately planted using

microsurgical forceps, again always maintaining a

moist, chilled environment for the grafts. Transplant

session sizes can vary from a few 100 grafts to 3,000

or more, and grafts may be placed at densities varying

from 15 to 50 follicular units per cm2, depending on

the region of the scalp, hair and scalp characteristics,

and skill and experience of the surgical team.

Although the scalp is the most common region of

the body transplanted, other sites with hair loss can be

treated as well, including the eyebrows, eyelashes,

beard, mustache, and pubic areas.

Healing takes place generally within 1 week. The

transplanted hairs are shed within 2–3 weeks, while the

follicles heal and reestablish a blood supply. New hairs

can be expected to appear within 2–3 months.

In an attempt to minimize visible donor scars, the

technique of follicular unit extraction was developed

that utilizes tiny punches to isolate and extract indivi-

dual follicular units from the donor zone. Theoretical

advantages include scars that are less visible and a

faster recovery time, as well as the ability to harvest

from regions ill‐suited to the standard technique of

excising a strip of skin. Disadvantages include a greater

transection rate of harvested grafts, and a much slower
process, resulting in greater expense to the patient.

These disadvantages may be solved with newer instru-

mentation and technique improvements.
Related Topics

>Body image, >Hair care
Suggested Readings

Haber RS, Stough D (2006) Hair transplantation. Elsevier, New York

Stough D, Haber RS (1996) Hair replacement: surgical and medical.

Mosby Year Book Publishing Company, St. Louis, MO

Unger W, Shapiro R (2004) Hair transplantation. Marcel Dekker,

New York
Suggested Resources

International Society of Hair Restoration Surgery Website. www.

ishrs.org
Ham and Eggs Movement
Nancy Mendez

The California Retirement Life Payments Association,

or its more popular name the Ham and Eggs Move-

ment, is one of the several pension movements that

galvanized the elderly and pushed them into the main-

stream of American politics. The elderly became a new,

and in some states, powerful constituency.

By the 1930s elderly Americans who found them-

selves increasingly vulnerable began demanding pen-

sion plans. Four significant changes took place during

the early decades of the twentieth century that sparked

the pension movements:

� The Industrial Revolution

� The urbanization of the United States

� The disappearance of the ‘‘extended’’ family

� An increase in life expectancy

The industrial revolution transformed the majority of

people from self‐employed agricultural workers into

http://www.ishrs.org
http://www.ishrs.org
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wage earners working for large industrial companies.

No longer was survival based solely on one’s labor. In

an agricultural society anyone willing to work could

usually provide at least a bare subsistence. But when

survival is primarily based on wages, economic security

can be affected by factors outside of one’s control, such

as recessions, layoffs, and failed businesses.

Along with the shift from an agricultural to an

industrial society, Americans moved from farms and

rural communities to large cities in search of the

industrial jobs. In 1890, only 28% of the population

lived in cities; by 1930 it increased to 56 %. In fact, by

1920, for the first time in the US history, more people

lived in cities than farms.

The urbanization of American society also led to

the disappearance of the extended family and the rise

of the nuclear family. Today, for many Americans

‘‘family’’ consists of parents and children, but for

much of our history, family included grandparents

and other relatives. The advantage of the extended

family was that when a family member became too

old or sick to work other family members would con-

tinue to support them. The extended family often

provided economic security. When the younger family

members began moving to the cities in search of

jobs many of the parents and grandparents were left

behind.

Lastly, in the early decades of the twentieth century,

Americans greatly improved sanitation, access to

health care, and the development of effective health

programs. These improvements led to increased life

expectancy. In the United States, between 1870 and

1930 there was a 600% increase of individuals aged

65 and older. This was the most rapid increase in life

spans in recorded history. The result was that America

became older, industrialized, and more urban, with

fewer people living in extended families. The tradi-

tional strategies for economic security for the elderly

were becoming impractical.

The California pension plan movement grew out of

this backdrop. During this same period, we saw a mas-

sive migration of the elderly into California. Many

Americans relocated to Southern California because

of its warm climate. Between 1920 and 1930 the num-

ber of people aged 65 and older in Southern California

increased by 100%.

Traditionally, the elderly lived on fixed incomes

derived from savings, investments, and pension

funds. As depression deepened these reserves were

threatened. By 1933, over 12 million Americans were
unemployed. Savings, investments, and pension funds

disappeared. Thousands of elderly people became

destitute.

Robert Noble was a popular radio personality who

began pushing the idea of a pension program funded

by the government. He believed that each unemployed

Californian above 50 should receive $25 each Monday.

The pension would be financed out of a new state

currency called scrip. Mr Noble gained much support

in the mid‐1930s and organized the Retirement Life

Payments Association (RLPA). Leadership shifted to

two brothers Lawrence and Willis Allen. The Allen

brothers asked for $30.00 each Thursday for each

unemployed Californian above 50.

Critics were the first to call the RLPA pension

movement the ‘‘Ham and Eggs act,’’ mocking elderly

people eating ham and eggs every Thursday morning.

However, the movement leaders picked up on the

phrase and turned it into a slogan ‘‘Californians

deserve ham and eggs!’’

The Ham and Eggs initiative was ultimately put

on the 1938 ballot as Proposition 25 and was defeated

by a narrow margin 1,143,670 to 1,398,999. Critics

questioned its economic feasibility and the move-

ment’s leadership was shown to be corrupt. But many

of the candidates that supported the RLPA including

the candidate for governor all won their elections.

Even though the Ham and Eggs Movement ulti-

mately failed, the movement created a block of voters

that had not existed before. The elderly now had a

political voice. Soon politicians recognized the power

of this new voting block and began to pass crucial

legislation that served to protect the elderly.
Related Topics

>Employment, > Extended family
Suggested Readings

Mitchell D (2000) Pension, politics, and the elderly: historic social

movements and their lessons for our aging society. Sharpe,

New York

Putnam JK (1970) Old age politics in California: from Richardson to

Reagan. Stanford University Press, Stanford, CA

Quadagno J (1988) The transformation of old age security: class

and politics in the AmericanWelfare State. University of Chicago

Press, Chicago, IL
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Harm Reduction
Linda S. Lloyd

Harm reduction principles have most frequently been

applied to programs addressing substance use and

abuse, including alcohol, prescription drugs, and illicit

drugs, and safer sex. It is a pragmatic approach to

addressing risky behaviors by encouraging the indivi-

dual to reduce the harm caused by their behavior.

Harm reduction incorporates a spectrum of strategies

tailored to each individual since there is no single

approach that will meet the needs of all individuals

or all communities. According to the BC Partners for

Mental Health and Addictions of British Columbia,

Canada, harm reduction is defined as ‘‘a public health

philosophy that supports policies and practices,’’ and

establishes the quality of individual and community

life and well‐being, not necessarily cessation of the

risky behavior, as the criteria for successful interven-

tions and policies. Supporters of harm reduction state

that success should be measured by changes in the rate

of death, disease, crime, and suffering, and not by

changes in rate of the behavior (e.g., percentage of

people reporting binge drinking).

Harm reduction emphasizes the individual’s input

into the therapeutic process to ensure (1) that the

client sets goals that are relevant to his or her social

and environmental contexts and (2) that there is moti-

vation to work toward reducing the harm caused by

the behavior. For harm reduction to be successful,

barriers that inhibit individuals from seeking assis-

tance must also be addressed––such as stigma, lack of

access to services, lack of health insurance, and fear of

disclosure of the behavior––and not just the behavior.
Reducing Alcohol‐Related Harm

Most of what has been published on harm reduction

focuses on substance use, with little to be found on

harm reduction needs of older adults. In fact, the vast

majority of information on harm reduction for older

adults comes from Canada, where harm reduction is

the underlying philosophy for addiction services and

Canada’s national Drug Strategy. Most references to

harm reduction and older adults deal with alcohol

use. Aging in Canada, a comprehensive website funded

by Health Canada and the National Population Health
Fund, focuses on the reduction of alcohol‐related harm
among seniors. It includes harm reduction informa-

tion on a variety of topics that may lead to increased

alcohol use, such as isolation, elder abuse, chronic

pain, and gambling. In addition, some of the harms

that older adults may face as a result of an alcohol

problem include depression, interaction of alcohol with

common medications, safety (e.g., falls, falling asleep

while smoking, leaving the stove on), poor nutrition

and poor health, financial problems, elder abuse, vulner-

ability to crime as a result of being under the influence

in a public setting, and unprotected sex.

While some harms are the direct result of drinking

alcohol, others are the unintended consequences of the

attempts to control the person’s drinking, such as

family members or health‐care professionals demand-

ing that the person stop drinking. These demands can

lead to increased isolation and reduced access to ser-

vices as the older adult reduces their contact with those

who require a cessation of all drinking.
Reducing Gambling‐Related Harm

There is limited information on compulsive gambling

among seniors. The increase in opportunities for mul-

tiple forms of gambling (i.e., online gambling, increas-

ing numbers of casinos) has created benefits for some,

however, there is an ever increasing group of problem

gamblers. The Responsible Gambling Council in

Ontario, Canada estimates that 4% of the population

in the province of Ontario has moderate to severe

gambling problems while the National Center for

Responsible Gaming in the United States estimates

that 1% of the United States and Canadian populations

are problem gamblers. While some studies have found

that older adults, 60 years and older, are the least likely

to have gambling‐related problems, an estimated that

2.1% are moderate to severe gamblers. Factors that

are believed to put older adults at greater risk for

gambling‐related problems include loneliness, limi-

ted financial resources, increased leisure time after

retirement, and declining health.

The most notable difference between Canadian

treatment and information resources and their US

counterparts is that harm reduction is the under-

lying philosophy for the Canadian resources (e.g., the

Centretown Community Health Center in Ottawa,

Ontario, Canada describes its ‘‘problem gambling pro-

gram for people 55þ’’ as being for people who want
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to stop or reduce their gambling, and publishes a

pamphlet with warning signs of problem gambling

and tips for responsible gambling), while treatment

resources in the United States offer gambling recovery

programs based on the abstinence model.
Related Topics

>Addiction, >Alcohol use, >Crime, > Loneliness,

> Substance use
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Headache
Marc D. Winkelman

Headache is common; 75% of people have a headache

each year. However, it is one of the few afflictions

whose prevalence decreases with advancing age: 80%

of people will have a headache at least once a year

during the third decade of life, while this falls to 60%

in people above 55, and only 30% in people above 75.

Headache disorders can be divided into two types:

primary and secondary. Secondary headaches account

for only 10% of cases among young people but this

rises to 36% in older people, and these are associated

with an underlying and often serious disease while

primary are not. Therefore, headache is more often a

symptom of serious disease in the elderly.

Migraine, although not the most common type of

primary headache, is the one most likely to prompt

people to consult their doctor. Its prevalence peaks at
the age of 40; only 2–5% of people above 70 are still

affected, and only 2% of cases begin after 65. Migraine

consists of two parts: a transient neurological symp-

tom, called the aura; and a headache. The aura usually

precedes the headache but may also occur during or

afterwards. The most common auras are abnormalities

of vision, sensation, or language. An aura may occur

alone, or two or three different ones may appear in

succession. Visual auras are usually small and unobtru-

sive at first but enlarge and spread slowly across the

visual field. Likewise, sensory auras start in one part of

the body, usually the fingers or lips, and spread slowly

to other parts. Auras last 15–20 minutes and then dis-

appear. Visual auras consist of an area of visual loss

surrounded by a flickering light or of zigzag lines in the

form of a horseshoe. Sensory auras consist of numbness

or tingling and ‘‘pins and needles.’’ A language aura

impairs the ability to speak or understand speech. The

pain of migraine may be located on both sides or only

one side of the head, has a pulsating quality, is moderate

to severe in intensity, and is made worse by routine

physical activity, such as climbing stairs.

The headache is often associated with nausea,

vomiting, and sensitivity to light and sound. Untreated,

it lasts several hours to a few days. Sometimes a head-

ache occurs without an aura, and sometimes an aura

occurs without a headache. In the elderly, a transient

neurological symptom is often awarning of an impend-

ing stroke; therefore, the diagnosis of migraine aura

without headache cannot be made without excluding

cerebral vascular disease.

The most effective medication for the acute or

abortive treatment of migraine headache is a family of

drugs called ‘‘triptans,’’ including sumatriptan (Imi-

trex), zolmitriptan (Zomig), and several others, and

dihydroergotamine, which is available as a nasal spray

(Migranal). Alternative but less effective agents include

aspirin and acetaminophen or bothmixed with caffeine

(Excedrin), and nonsteroidal anti‐inflammatory drugs

(NSAIDS), such as naproxen and ibuprofen. The nau-

sea and vomiting of a migraine attack respond to antie-

metic drugs, such as metoclopromide, domperidone,

and prochlorperazine, taken as a tablet or suppository.

Using abortive medications more than 2 days a week

can lead to medication‐overuse headache, a chronic

daily headache that abates with a dose of medicine

but returns a few hours later, creating a vicious cycle

of withdrawal headache. Avoiding this complication

of treatment is the rationale for preventive therapy of

migraine.

http://www.agingincanada.ca.
http://www.agingincanada.ca.
http://www.basisonline.org/index.htm.
http://www.rgco.org/olderadults
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A patient may take a preventive drug everyday in

order to reduce the frequency, duration, and severity

of migraine attacks. After several months of good con-

trol, the drug can be withdrawn. Several classes of drug

can be used: beta‐blockers, such as propranolol; tricyc-

lic antidepressants (TCA), such as amitriptyline and

nortriptyline; calcium‐channel blockers, such as vera-

pamil; and antiepileptic agents, such as gabapentin,

topiramate, and valproic acid.

Elderly patients cannot safely use some antimi-

graine medicines, if they have certain associated med-

ical conditions. Triptans and dihydroergotamine are

not used in patients with coronary heart disease and

uncontrolled hypertension; large quantities of aspirin

and nonsteroidal anti‐inflammatory drugs can cause

peptic ulcer disease and chronic kidney disease; Other

medications such as the tricyclics antidepressants are

not indicated in certain cardiac conditions and certain

forms of glaucoma.

Tension‐type headache or ‘‘regular headache’’ is the
most common of the primary headaches and typically

begins in youth but declines with age and is present in

only about 10% of people aged 50 or older. The pain,

described as dull, achy, pressure‐like, tight, and mild

to moderate in severity, is variably located in the fore-

head, temples, and back or top of the head, often in a

band‐like distribution. Tension‐type headache usually

has an episodic, recurrent pattern and each lasts a few

hours, but sometimes a single headache goes on for

weeks, months, or even years. Medications for abortive

treatment include those listed above for migraine

(except the triptans and dihydroergotamine) and a

single‐tablet preparation of aspirin or acetaminophen,

caffeine, and butalbital (Fiorinal, Fioricet, and Esgic).

Medicines for preventive therapy include antidepres-

sants such as tricyclics and mirtazapine.

Cluster headache is much less common than

migraine or tension‐type headache. The average age

of onset is during the third decade, but it begins after

the age of 60 in 10% of patients. It affects men four

times more often than women and runs in families.

The risk among first‐degree relatives is 14 times higher

than it is in the general population. Cluster headaches

have many characteristic features. Headaches occur

from every other day up to eight times a day for

months, and then will suddenly stop for months to

years, before recurring; hence, the name ‘‘cluster.’’

Sometimes headaches occur at the same time everyday,

often in the middle of the night. They are relatively

brief, lasting usually less than 2 hours. The pain is
strictly unilateral, and the side is the same in each

headache of a cluster. It centers in the eye but may be

more widespread and is very severe. Patients typically

pace the floor during a headache, in contrast to

migraine patients, who lie down. Cluster headaches

are often associated with the so‐called autonomic

signs on the painful side, including drooping of the

eyelid and constriction of the pupil (Horner’s syn-

drome), tearing and redness of the eye, and nasal con-

gestion or discharge. Effective abortive treatments

include inhaled oxygen and subcutaneous or intranasal

sumatriptan (Imitrex), and preventive treatments

include prednisone, verapamil, lithium, valproic acid,

and melatonin. Lithium can be dangerous in patients

with kidney disease or on diuretic medications, while

inhaled oxygen may not be indicated in patients with

chronic obstructive pulmonary disease.

Hypnic headache is a rare disorder that occurs only

in middle and late life: the average age of onset is 60,

and the range is 40–75 years. The headache awakens

the patient at the same time every night for years. It is

bilateral or unilateral, throbbing in character, moder-

ate in severity, and lasts 30–60 minutes. It responds to

preventive treatment with lithium and sometimes

indomethacin, a nonsteroidal anti‐inflammatory med-

ication.

Headache may be one of the first symptoms of an

underlying serious disease. Certain historical features

may be regarded as ‘‘red flags,’’ that alert the clinician.

A new severe headache of sudden onset may indicate

intracranial bleeding, a stroke due to occlusive vascular

disease, or meningitis. A headache that grows progres-

sively worse over a period of days to weeks suggests the

possibility of increased intracranial pressure or an

intracranial mass lesion, such as a tumor, an abscess,

or an accumulation of blood between the brain and the

inner skull. It may also indicate a metabolic distur-

bance, such as lung or kidney failure, high‐serum cal-

cium, or low‐serum sodium. Precipitation of headache

by exertion or sexual activity suggests bleeding from

an intracranial aneurysm, an anatomic variation called

a Chiari malformation, or even coronary heart disease.

Any headache beginning after the age of 50 years raises

the suspicion of temporal arteritis, an inflammatory

disease of cranial arteries that can lead to blindness,

if untreated. A background of AIDS or cancer sug-

gests that a new headache may be due to intracranial

infection or metastatic tumor.

A new headache can also signal less serious disease.

A headache that remains localized to one part of the
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head for a long period suggests the possibility of sinu-

sitis or a structural intracranial lesion. Degenerative

disease of the cervical spine may cause a headache

located on one side of the back of the head, and

open‐angle glaucoma can cause one centered in the

eye. Many medications taken for illnesses common in

older people can cause headache as a side effect. A

partial list includes alcohol, caffeine, and common

antibiotics and blood pressure agents.

There are many different types of headaches that

occur in people above 50; it is always important to

consult with your primary care physician or neurologist

for your best health.
Related Topics

>Pain
Suggested Readings

Edmeads J, Takahashi A (1993) Headache in the elderly. In: Olesen J,

Tfelt‐Hansen P, Welch KMA (eds) The headaches. Raven Press,

New York, pp 809–813

Silberstein SD, Capobianco DJ, Dodick DW (2003) Migraine in

special populations. Neurology 60 Suppl 2:S50–S57

Silberstein SD, Lipton RB, Goadsby PJ (1998) Headache in clinical

practice. Isis Medical Media, Oxford 210–212
Health Beliefs
Linda S. Lloyd

Health beliefs motivate a number of health‐related
behaviors, including how individuals seek health care

services (both Western and alternative), how they

respond to health promotion and education messages,

and compliance with treatment protocols. Health

beliefs about the causes of health and illness, whether

illnesses and diseases can be prevented, and how to

prevent and treat them are formed by an individual’s

cultural background. One’s cultural background

results from a combination of factors such as ethnicity,

nationality, language, sexual orientation, gender, and

religion. According to the American Geriatrics Society,
ethnogeriatrics, the study of the influence of ethnicity

and culture on the health and well‐being of older

adults, is increasingly important as the diverse US

population ages.

Health beliefs are passed from one generation to

another based upon their experience, customs, and

traditions. For example, how food is prepared and

taste preferences for foods reflect customs or habits

that may no longer be considered healthy, e.g., very

salty foods, use of high fat ingredients, meat as the

primary source of protein. However, messages from

health practitioners to reduce salt use or intake of

high fat ingredients may be ignored or rejected if the

person does not believe there is a link between diet and

disease. In a recent study on hypertension knowledge

and beliefs among African American, Hispanic, and

White older adults, researchers found that although

there were no ethnic differences in knowledge and

beliefs about hypertension, there were differences in

beliefs regarding how blood pressure could be con-

trolled. For example, African American and Hispanic

older adults were more likely to state that blood pres-

sure could be controlled only by medication, and

Whites were more likely to report lifestyle changes.

These differences have a direct impact on how health

promotion messages in general will be received by

those populations, and in particular those messages

relating to diet and exercise. Other studies have noted

that Hispanics are less likely to believe that cancer can

be prevented or that an individual can influence the

outcome of a cancer diagnosis through their own

behavior, and that Chinese elders tend to use tradi-

tional medicine for chronic conditions and Western

medicine for acute conditions. A fairly recent area of

study is the role of religious beliefs in the physical and

mental health of older adults. Strong spirituality has

been linked to improved physiological functioning,

health and well‐being, and early findings from a

study on religious attitudes and health reveal that a

strong belief in God can reduce depression, especially

among African Americans.

While the importance of health promotion for

older adults is a frequent theme in the literature and

web‐based resources targeting older adults, there is still

only a limited number of studies that have examined

the relationship between health beliefs and behavior

change among older adults. Some authors report that

researchers and public health practitioners perceive

older adults as being less interested in and less compli-

ant with health promotion activities, while others



Health Insurance H 411
report that older adults’ participation in health promo-

tion activities increases when programs draw on cul-

tural elements of the target population. Use of cultural

elements in health promotion programming is reflected

in a diabetes control program targeting Navajo elders.

To increase physical activity among Navajo elders, a

morning walk with Navajo community leaders was

organized for older adults; having the opportunity

to ask questions of community leaders while walking

resulted in increased participation in the walking pro-

gram. Program staff also modified traditional Navajo

recipes tomake themhealthier, however, the participants

complained that the healthier food did not taste as good.

In response, staff reduced the number of changes to the

recipes and focused instead on controlling the size of the

portions eaten.

As public health and medical care systems focus

more and more on healthy aging, the role of health

beliefs on older adults’ behavior will need to be better

described in order to develop relevant health promotion

and prevention programs and to improve provider‐
patient communication regarding treatment options

and compliance.
Related Topics
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Health Insurance
Siran M. Koroukian

Relative to their health insurance coverage, individuals

aged 50 or older constitute a diverse group. Those in

the 50–64 age group, who are not yet eligible to enroll

in Medicare, generally have health insurance coverage

provided by their employer (employer‐sponsored
health insurance coverage). However, many face

restricted employment opportunities, and are there-

fore uninsured, underinsured, or receive disability

benefits. Adults aged 65 or older, the vast majority

of whom receive health benefits through Medicare,

are in need of supplemental health insurance coverage

to help pay for deductibles and coinsurance amounts,

as well as for services not covered through Medicare

Part A and Part B (e.g., prescription drugs).

Health insurance coverage issues in older adults aged

50–64 include lack of insurance. Nearly 23% of the

individuals in this age group who participated in a

study from 1992–2000 were uninsured. Of those who

were uninsured at the start of the study, one in four were

covered through public insurance by the end of the study

period––a fact attesting to the important safety net

feature of public programs. Because of ineligibility for

Medicare, losing health insurance coverage prior to the

age of 65 implies greater vulnerability to chronic condi-

tions and their complications, and to declining health.

Poor health and preexisting conditions can result in

prohibitively expensive private health insurance pre-

miums for individuals with restricted employment

opportunities. As a result, individuals in this age

group may choose to remain uninsured until they

become eligible to enroll in Medicare at the age of 65.

This problem is likely to grow as employers continue

to reduce health insurance coverage for their work-

ers. Similarly, raising the Medicare eligibility age––a

strategy that has been a part of the debate on restruc-

turing Medicare benefits––implies that retirees above

65 could face similar problems. The adverse outcomes

of being uninsured are well documented: a recent

study reported that the risk of death in uninsured

individuals 50–64 years was 43% higher than that of

their insured counterparts.

Employer‐sponsored health insurance, the source of
health insurance coverage for millions of Americans

over the past several decades, has been slowly declining.

This is best evidenced through the increase in the

http://chronicle.uchicago.edu/050414/cacioppo.shtml
http://chronicle.uchicago.edu/050414/cacioppo.shtml
http://www.americangeriatrics.org/staging/products/positionpapers/ethno_committee.shtml
http://www.americangeriatrics.org/staging/products/positionpapers/ethno_committee.shtml
http://www.asaging.org/cdc/index.cfm
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number of adults without health insurance coverage.

In fact, most of the increase in the number of unin-

sured adults––five million new uninsured adults

between 2000 and 2003––could be attributed to a

decline in employer‐sponsored coverage. In 2001,

nearly 13 million adult workers were uninsured and

9.5 million were not offered insurance coverage by

their employers. When individuals lack health insur-

ance coverage, their medical costs are shifted to other

sources. For example, some of the adults losing health

insurance coverage are able to enroll as a dependent

on another family member’s health insurance so their

medical costs are covered by other employers. Simi-

larly, depending on their income levels, other adults

could qualify for insurance coverage through public

sources, such as Medicaid (a public insurance pro-

gram for low‐income individuals) versus Medicare

(which is targeted to the aged and disabled), thus

shifting their medical costs to the government, and

therefore to taxpayers. It was estimated that in 2002,

approximately 15% of uninsured, low‐income adults

aged 45–54 and 8% of those aged 55–64 may have

been eligible for public coverage.

There are several factors associated with lack of

employer‐sponsored health insurance coverage,

including employer size and low wages. Only 44% of

individuals working in establishments with fewer than

25 employees receive health insurance coverage

through their employer. This compares with nearly

75% of employees in companies with 500 workers or

more. Similarly, less than half of the employees with an

hourly wage of $10 or less have health insurance cover-

age through their employer, compared with 80% of

those with an hourly wage exceeding $15. Given these

statistics, it is of no surprise that the proportion

of workers with employer‐sponsored insurance cover-

age is much higher in affluent than in low‐income

segments of the population.

With regard to disability, it is estimated that a

20‐year‐old worker has a 30% chance of becoming

disabled before reaching retirement age. The Supple-

mental Security Income (SSI) and the Social Security

Disability Insurance (SSDI) are public programs pro-

viding assistance to people with disabilities. SSI pays

monthly cash benefits to individuals who are 65 years

or older, those who are blind, or those who have a

disability and are low income. Only individuals who

meet the medical criteria and who are ‘‘insured,’’

meaning that the individual has worked long enough

and paid Social Security taxes, may qualify for SSDI.
Individuals with short‐term and/or with partial dis-

ability do not qualify for SSDI. In 2001, more than 6.7

million individuals were receiving SSDI benefits; of

those, 5.1 million were disabled workers. Nearly two

thirds of disabled workers were 50–64 years; 43%

were women, 75% were white, and 18% were African

American. With regard to their clinical condition,

27% were diagnosed with mental disorders other

than mental retardation, and approximately one in

four suffered from musculoskeletal disabilities. Of

families with a disabled worker, 18.5% have incomes

below the Federal Poverty Level (or less than $20,000

for a family of four) compared with 9% of families

without a disabled worker. SSDI pays monthly cash

benefits to those who are unable to work for a year or

more because of disability. After a 2‐year waiting

period, SSDI also makes an individual eligible for

Medicare, even if they are below the age of 65.

In adults 65 years or older, approximately 91% of

Medicare beneficiaries have supplemental insurance

coverage. Of those, 36% have health insurance cover-

age through an employer or a former employer. Given

the current economic climate and the implications of

providing health benefits to their current or retired

workers, however, employers have become less gener-

ous in their coverage and the future of such benefit

programs remains uncertain, even for very large

employers. In the absence of employer‐sponsored
health insurance coverage, older adults resort to other

sources of supplemental health insurance. Those who

can afford the premiums individually purchase supple-

mental health insurance coverage (Medigap) or enroll

in managed care plans (27% and 17%, respectively).

The remaining 11% of those without employer‐
sponsored health insurance coverage obtain supple-

mental health insurance coverage through public

insurance or Medicaid. Given the Medigap premium

amounts ($1,100 annually in 1996), seniors with low

incomes and those in minority groups are less likely to

have supplemental insurance coverage. Those who

might find the premium prohibitively expensive may

seek health insurance coverage through public insur-

ance programs, such as dual the Medicare–Medicaid

program, although participation of eligible elders in

the dual program has remained only at 50%. Lack of

knowledge about the programs and administrative

barriers have been identified as factors hindering

enrollment of low‐income elders in Medicaid.

Approximately 9% of Medicare beneficiaries have

no supplemental health insurance, and compared to
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their counterparts with supplemental health insurance,

they are more likely to experience adverse health

outcomes. In one study that analyzed outcomes in

patients hospitalized for myocardial infarction, elders

with Medicare and supplemental health insurance were

found to be more likely than their counterparts with

Medicare only or Medicare with public insurance

to undergo revascularization and had lower rates of

in‐hospital mortality. In another study on the use of

effective cardiovascular drugs among elders with cardi-

ovascular disease by type of health insurance, researchers

reported considerably greater use of lipid lowering

agents (statins) in patients with health insurance provid-

ing drug coverage (Medicaid, Medigap, Medicare HMO,

or employer‐sponsored plans) than among those with

no drug coverage (Medicare‐only or self‐purchased sup-
plemental insurance). In addition, compared to Medi-

care beneficiaries with supplemental health insurance,

elders with no additional coverage were significantly

less likely to have influenza vaccination, cholesterol

testing, mammography, or Pap smear.

In conclusion, health insurance is an important

predictor of health‐care access and outcomes in mid-

dle‐aged older adults and elders. Given the recent and

projected decline of employer‐sponsored health insur-

ance coverage, an increase in the number of uninsured

and underinsured adults is likely, further burdening

the health‐care system.
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Health Maintenance
Organizations
Siran M. Koroukian

Health maintenance organizations (HMOs) constitute

a type of managed care plan, whereby a group of

hospitals, physicians, and other health‐care providers

agree to render health services to beneficiaries for a

predetermined monthly amount, also referred to as

capitation rates. Medicare HMOs offer benefits above

and beyond those available through the traditional

Medicare program. Supplemental benefits such as pre-

scription drugs and dental coverage are usually covered

without requiring an additional premium––a feature

that has made HMOs highly attractive to many bene-

ficiaries. However, the level of monthly premium

charged by Medicare HMOs, as well as the generosity

of the supplemental benefits, varies considerably across

health plans. In the late 1990s, for example, more than

80% of Medicare HMO enrollees participated in a plan

that offered prescription drug benefits under the

‘‘basic’’ plan, but with varied drug coverage limits:

25% had no drug limits, approximately 50% had

annual drug limits between $1,000 and $2,000, and

11% had drug limits below $600. On the other hand,

nearly 16% provided no drug coverage at all. The

amount of co‐payment varied as well, with co‐payment

requirements being higher for brand name drugs than

for generic drugs.
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For many years, capitation rates to provide Part A

and Part B benefits for each Medicare enrollee in an

HMO had been set at 95% of the Medicare costs

incurred by Medicare beneficiaries residing in that

county, and receiving their care through the traditional

fee‐for‐service (FFS) system. There have been issues

with this method of setting capitation rates, with

some studies reporting that HMOs have been paid

more than the average FFS costs in that county, for a

national total of approximately $3 billion. In the future,

methods of determining the capitation rates will also

account for enrollees’ risk profile, an approach that is

likely to result in more accurate payments to plans.

Participation in HMOs has fluctuated over the

years. As of July 2005, nearly five million Medicare

beneficiaries (12%) were enrolled in 247 managed

care plans nationwide. This reflects a downward

trend from 2000, when 6.3 million (16%) Medicare

beneficiaries enrolled in managed care plans. Partici-

pation in HMOs has also varied widely by region, from

1% of Medicare beneficiaries in many states, to 20%

or greater in Arizona, California, Colorado, Oregon,

Pennsylvania, and Rhode Island.

Given the preset capitation rates, HMOs have an

incentive to rely considerably on preventive services

and chronic disease management, so that various con-

ditions get diagnosed and treated before complications

develop. HMOs’ emphasis on preventive services has

been best evidenced through their benefits package,

which included coverage for cancer screening services

several years before these services were covered

through the traditional FFS system. Studies have

demonstrated that HMO enrollees are more likely

than their FFS counterparts to be diagnosed at earlier

stages of breast, colorectal, skin, and prostate cancer, all

of which are amenable to screening. Diagnosis of can-

cer at an earlier stage, coupled with adequate treatment

and follow‐up care, is strongly associated with favor-

able cancer prognosis. Similar examples can be found

in studying outcomes for other disease categories.

However, preset capitation rates have also raised

concerns. First, critics have argued that to ensure

financial solvency under fixed capitation rates, HMOs

are inclined to limit beneficiaries’ access to and use of

health services, raising concerns about quality of care.

Second, HMOs would have to be rather selective,

encouraging the healthy members of the elderly popu-

lation to enroll or stay in their plans. This phenom-

enon, referred to as ‘‘cherry picking,’’ would help keep

HMO enrollees’ expenditures below the capitation

rate. The debate on whether and/or the extent to
which HMOs actually ‘‘cherry pick’’ is ongoing, and a

definitive conclusion on whether the better quality of

care is rendered by HMOs or the FFS system is yet to be

drawn. However, given the variability in the range of

services offered by HMOs, Medicare beneficiaries are

best served by making their decisions on whether and

which of the plans best meets their own needs by fully

exploring their options.

As mentioned earlier, the availability of supplemen-

tal benefits, as well as their proactive stance in provid-

ing preventive services, is a desirable feature of HMOs.

Through these features, HMOs have helped shape the

delivery of health services in the geographical areas that

they operate in, affecting not only health care use by

their own participants, but also by other Medicare

beneficiaries residing in these areas.
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Health Promotion
Diane W. Braza

The American Journal of Health Promotion has defined

health promotion as ‘‘the art and science of helping

people change their lifestyle to move toward a state of

optimal health. Optimal health is achieved through a

key balance of physical, emotional, spiritual, intellectual,
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and social elements. Lifestyle change can be facilitated

through a combination of efforts to enhance aware-

ness, change behavior, and create environments that

support good health practices.’’

The major health problems experienced in devel-

oped countries result from acute and chronic diseases

related to individual behavior. Smoking is the major

cause of lung cancer and chronic obstructive pulmon-

ary disease (COPD). Excessive alcohol use results in

accidents, injuries, domestic violence, and an increased

risk for sexually transmitted diseases. Lack of exercise

and consumption of high saturated fat foods contri-

bute to coronary heart disease. Changing individual

behavior results in the prevention of disease or injury,

in the prevention of additional complications, and in

slowing of the underlying disease process. ‘‘Many

deaths can be preventable and the quality of life for

millions can be enhanced through regular exercise,

nutritious eating, avoidance of tobacco and excess

alcohol, management of stress, enhancement of social

networks and economic conditions, clarification of life-

style values, and achievement of fulfillment in their intel-

lectual pursuits’’ ( www. healthpro motionjo u rnal.com) .

Screening for problematic health behaviors is an

important component of a routine medical visit. The

United States Preventive Services Task Force (USPSTF)

has provided recommendations for counseling during

everyday practice encounters. Key screening areas

include:

� addictive substance use––tobacco, alcohol, and

other drugs;

� nutrition––intake of fat, calcium, fiber, calories,

and vitamin supplements;

� physical activity and exercise––strengthening, flex-

ibility, and aerobic exercise;

� relationships and sexual health––risky behaviors

for sexually transmitted diseases, domestic vio-

lence, and prevention of unwanted pregnancy;

� safety and accident prevention––use of seat belts

and cycle helmets, falls, and vehicular accidents;

� stress reduction––sleep, leisure activity, spirituality,

coping;

� personal hygiene––dental, skin and eye care, and

activities of daily living.

To encourage behavior change, routine counseling in

all of the above areas is recommended. Examples for

counseling include:

� tobacco cessation as well as the impact of second

hand smoke
� alcohol cessation

� healthy dietary intake

� promotion of physical activity.

Specific counseling points in regard to promoting

regular physical activity include a reduced risk of dying

from heart disease, colon cancer, diabetes, and high blood

pressure. In addition, regular physical activity promotes

weight control, builds healthy bones, muscles and liga-

ments, and reduces symptoms of depression and anxiety.

According to the Centers for Disease Control and Preven-

tion (CDC), physical activity does not have to be stren-

uous to be beneficial; people of all ages benefit from

moderate physical activity. However, people tend to be

less active as they age. By 75, about one in three men and

one in two women do not engage in any physical activity.

Therefore, remaining active is a challenge. Exercise stra-

tegies for older adults optimally include a component of

aerobic conditioning, strength training, and flexibility

exercises. Individuals with arthritis frequently benefit

from water‐based aerobics, allowing for cardiovascular

conditioning, muscle strengthening, and joint protection.

Good nutrition is vital in maintaining optimal

health. But unfortunately, as noted by the CDC, ‘‘less

than one‐third of adults 65 years and older meet the ‘5 A

Day’ (eat five servings of fruits and vegetables per day)

recommendation. Improved nutritional intake of older

adults could extend the productive life span of Ameri-

cans and reduce the occurrence of heart disease, stroke,

some types of cancers, osteoporosis, and diabetes.’’

The impact of obesity, tobacco utilization, excessive

alcohol consumption, lack of exercise, and stress is far

reaching and as comorbidities, have significant adverse

effects on other health conditions. For example,

according to the CDC, 20.8 million Americans have

diabetes (14.6 million are diagnosed and 6.2 million

remain undiagnosed). This constitutes 7% of the total

population. In individuals aged 60 or older, 21%

have diabetes (10.3 million). Diabetes was the sixth

leading cause of death listed on death certificates in

2002 and may have been underreported. Heart disease

and stroke account for 65% of deaths in diabetics.

Tobacco utilization and hyperlipidemia are additional

risk factors for heart disease and stroke.

Diabetes is the leading cause of new cases of blind-

ness, in persons aged 20–74, and kidney failure. About

60–70% of diabetics have nervous system involve-

ment such as carpal tunnel syndrome or peripheral

neuropathy. More than 60% of nontraumatic limb

amputations occur in diabetics. Therefore, through pre-

vention and optimal treatment of diabetes, hypertension,

www.healthpromotionjournal.com
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and hyperlipidemia, as well as tobacco cessation, many

of the diabetes‐related complications can be reduced.

Proper education, diet, exercise, and medical manage-

ment are critical to the achievement of these goals. The

CDC has developed programs targeted to reduce the

health and economic consequences of the leading

causes of death and disability and ensure a long, pro-

ductive, healthy life for all people. For example,

the National Diabetes Education Program (NDEP) is

a partnership between CDC, National Institutes of

Health, and more than 200 public and private organi-

zations. They have developed diabetes educational

materials for individuals, health‐care providers, school
personnel, businesses, and managed care companies.

Health promotion and education are at the center of

modern federal, state, and local public health practices.

Regional health promotion and education units have

been pivotal in implementing key aspects of modern

public health practice through community mobilization

and with community participation, recognizing the

capacity, politics, and culture of each community. Indi-

vidualsmust utilize this public health information, apply

it to their lives and strive toward achieving optimal

health and healthy aging.
Related Topics

>Alcohol use, >Cardiovascular disease, >Diabetes,

>Exercise, >Health beliefs
Suggested Readings

McGinnnis JM, Foege WH (1993) Actual causes of death in the

United States. JAMA 270:2007

Schwartz R (2005) At the cutting edge or the center of the storm?

Innovation in public health through health promotion and

education in state health departments. Prev Chronic Dis [serial

online], November 2005. http://www.cdc.gov/pcd/issues/2005/

nov/05_0074.htm

US Preventive Services Task Force (1996) Guide to clinical preven-

tive services: Report of the US Preventive Services Task Force,

2nd ed. Williams&Wilkins, Baltimore, MD
Suggested Resources

American Journal of Health Promotion. Cleveland, OH. www.

healthpromotionjournal.com

Centers for Disease Control and Prevention. Healthy Aging for

Older Adults. Atlanta, GA (12/01/2005). http://www.cdc.gov/

aging
Heart Disease
Kathleen M. Wolner
Heart disease is very common in the United States and

affects approximately 20% of the population. Up to

30% of heart attacks result in sudden death, which is

more common in people above 65; heart disease can

occur in persons of all ages. Certain risk factors have

been established as major contributors to the develop-

ment of this life altering disorder.

High blood pressure, diabetes, high cholesterol, a

family history of premature heart disease, and cigarette

smoking are the major factors. Diabetes is a very strong

risk factor for heart disease and should be aggressively

treated since a person with diabetes who has never

had a heart attack is at the same risk of having a heart

attack as someone who already has had one. Other

risk factors include obesity, a sedentary lifestyle, and

a high fat diet. Some of the most important research

developments in recent years include the following

concepts. The first is that high levels of low‐density
lipoprotein (LDL) cholesterol and low levels of high‐
density lipoprotein (HDL) cholesterol contribute to

heart disease. Secondly, female hormone replacement

therapy is no longer felt to reduce the risk of heart

disease. Lastly, antioxidant therapy has not been the

treatment it was hoped to be. It has been proven that

vitamin E, vitamin C, and beta‐carotene are not effec-
tive in reducing coronary artery disease. There are also

some emerging risk factors being discussed. The first is

inflammation, such as in gum disease. One theory is

that bacteria in the mouthmay cause a low‐grade blood-
stream infection that affects the arteries by attaching to

plaques. This may contribute to the formation of a clot

that is what actually causes a heart attack. This is a very

recent information and research is still needed to fully

understand the mechanisms. However, the message is

that it is extremely important to treat and cure gum

disease as it may have more far reaching effects than

beyond the mouth itself. Another emerging risk factor

is the metabolic syndrome, a syndrome of multiple pro-

blems. The personmust possess obesity of the abdomen,

a plasma triglyceride level of greater than 150 mg/dL, an

HDL cholesterol of less than 40 mg/dL in men and less

than 50 mg/dL in women, and a fasting plasma sugar of

110 mg/dL or greater. The combination of these pro-

blems constitutes a major cardiovascular risk and these

patients need to be aggressively treated for all of them.

http://www.cdc.gov/pcd/issues/2005/nov/05_0074.htm
http://www.cdc.gov/pcd/issues/2005/nov/05_0074.htm
http://www.healthpromotionjournal.com
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http://www.cdc.gov/aging
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The National Cholesterol Educational Program

Adult Treatment Panel III (NCEP ATP III) assigned

categories of risk based on LDL levels, the form of

cholesterol that is most closely tied with the risk of

heart disease. HDL is the protective form of cholesterol

that is analogous to the ‘‘Pac Man’’ video game of

many years ago. The HDL goes out into the blood

vessel system in the body, picks up bad cholesterol,

and brings it back to the liver where it is degraded.

Triglycerides are another form of fat in the blood. It is

important to note that high triglycerides and high LDL

often occur together. When this happens, the LDL is

the target of therapy. High LDL is the more important

risk factor and frequently treatment of the LDL brings

down the triglycerides at the same time.

High blood pressure, also known as hypertension,

is a very important risk factor for heart disease. Unfor-

tunately, high blood pressure is not well controlled in

the majority of Americans receiving treatment. A goal

blood pressure for healthy people is less than 120–125

Hg systolic and 80–85 mm Hg diastolic. Weight loss,

exercise, reducing alcohol, and reducing sodium are also

important. While diabetes increases the chance of heart

disease, overweight and obese persons also suffer more

from cardiovascular disease. The presence of kidney dis-

ease incurs an increased risk of cardiac disease, and

patients who have end stage kidney disease have a yearly

death rate from coronary artery disease of up to 25%.
Acute Coronary Syndromes

As technology has improved, the mortality from cor-

onary heart disease has decreased. In fact, the death

rate has decreased by 50% over the last 30 years. Acute

refers to new or recent onset of a problem. Ischemic is

the term used to refer to the process taking place

during a heart attack. The clot of blood or plaque, or

a combination of both, actually obstructs the vessel

causing the healthy heart beyond this blockage to suffer

the effects of low oxygen, thus leading to pain and

possibly a heart attack in which this part of the muscle

dies. The term ‘‘acute coronary syndrome’’ is a relatively

new term that includes every part of the acute pain

syndrome, from unstable angina to heart attacks. It is

common for patients with known heart disease to have

chest painwhen they exert themselves. This pain is usual

for that person under a given degree of exertion. How-

ever, many people with heart disease have no pain. The

time to be concerned is when the formerly stable pattern
of pain with a given amount of exertion occurs with less

activity, more severity, or at night. This pattern of chest

pain is very important to recognize and seek care imme-

diately in an emergency department setting. New onset

of chest pain is another cause for alarm. Some patients

having a heart attack have no chest pain but have nausea,

jaw pain, or shortness of breath. In addition, women

may have different symptoms compared to men, for

example, chest pain is less common among women.

A type of treatment commonly used is called reper-

fusion therapy where medication is given to break the

clots in the coronary arteries. It can result in dissolu-

tion of the clot and allows blood to reach the heart

muscle again. The earlier a person goes to the emergency

room, the more likely this treatment can be given. After

several hours, this treatment is no longer effective and

cannot be given. In the setting of a heart attack, it is

common to have some ventricular arrhythmias (disor-

derly heart beats that are life‐threatening) during the first
48 hours after the heart attack. If, however, the arrhyth-

mias persist it is common to do specific testing of the

electrical system of the heart. These patients are often

considered for placement of an implantable cardio-

verter‐defibrillator. This device can ‘‘shock’’ the heart

automatically to get back to the normal heartbeat.

How is coronary artery disease diagnosed? The

diagnostic test of choice is based upon the person. If

the person has no trouble walking and has chest pain

that is infrequent, then the appropriate test is exercise

stress testing where he/she walks on a treadmill. It is

very common to use a radioactive tracer known as

thallium. One hopes to find uptake of the thallium

throughout the heart indicating that the vessels are

open and the blood has gotten to all parts of the heart.

If the person has tightness in a vessel, also known as a

stenosis, the scan will be abnormal. Cardiac catheteriza-

tion may be the next step to determine severity. Other

patients may need an immediate heart catheterization.

If a person is not able to walk on a treadmill, he/she can

be injected with a medication called ‘‘persantine,’’ that

mimics the stress of walking by increasing the heart rate.

There is some evidence that stress testing is less accurate

in women than men. The value of computed tomogra-

phy (CT) scans and calcium determination in the walls

of the coronary arteries is not yet known.

Treatment for a patient with coronary artery dis-

ease will also depend upon the person. If the person is

stable, it is important to focus on the lifestyle modifi-

cation components, including a low fat/low cholesterol

diet, regular exercise and smoking cessation. Usual
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treatment includes low dose aspirin, and a family of

drugs called statins that lower the LDL cholesterol.

Angiotensin converting enzyme inhibitors (ACEIs)

and angiotensin receptor blocking drugs (ARBs) are

also standard treatments. These treatments reduce

recurrent heart attack. The long‐acting nitrates give a

prolonged period of dilation of the blood vessels

and are generally used during the day with a 12‐hour
holiday in the night to avoid tolerance to the drug.

The short‐acting form is classically placed under the

tongue every 5 minutes up to three times for chest

pain. Beta‐blocker therapy reduces the heart rate and

therefore reduces the blood pressure. It reduces repeat

heart attacks in patients who have already had one.

Calcium channel blockers improve the blood flow, too.

They are a different type of drug, and are very effective

with the common side effect of swelling in the legs.

In the event of blockage of three blood vessels, the

mainstay of therapy remains open heart surgery. For

patients with only one blocked vessel, one vessel cor-

onary disease, stent placement is common. A stent is a

tubular cage that is placed in the heart artery and opens

up, thereby holding the vessel open. There are many

different types of stents. Most of the stents are coated

with different drugs to stop the growth of tissue within

the stent and to reduce the stent blockage rate.

Bypass graft surgeries do not last forever and the

average vein occludes in about 8 years, but can extend

to 12 or more years. Approximately 10–15% of patients

may have some mental decline after surgery. A theory

is that the act of repairing the vessels possibly dis-

lodges plaque and results in some floating of these

pieces of debris up into the brain. Not every patient is

well enough to have a bypass graft due to other serious

medical illnesses, so other means of helping control

that patient’s pain can be tried.
Heart Failure

Heart failure is a condition where the heart cannot

pump effectively and is unable to push the blood

through the body. The prevalence of heart failure is

increasing, probably in part related to better treatment

of patients with coronary artery disease and the pro-

gression of disease in these patients. Early on, the

symptoms are very treatable as long as patients

are careful about diet and medication compliance.

However, as heart failure progresses, it can become

very difficult to control. More Medicare dollars are

spent for heart failure than any other diagnosis.
There are different types of heart failure. Dilated

cardiomyopathy is when the heart is dilated due to

disease to the heart muscle. Hypertrophic cardiomyo-

pathy refers to a thickening of the heart muscle that

worsens the heart’s function. Diseases insert protein

into the heart muscle, such as amyloidosis, that can

cause a stiffening of the heart and result in heart failure.

This is known as restrictive cardiomyopathy because it

restricts the relaxation part of the heartbeat. Ischemic

cardiomyopathy is the weakness of the heart that results

from long‐standing low blood flow to the heart muscle.

The main cause is coronary artery disease and certain

infections that can weaken heart muscle.

There are many other diseases that can damage the

heart, including thyroid disease, low adrenal gland

function, and some inherited diseases. Serious nutri-

tional problems can result in cardiomyopathy, espe-

cially certain vitamin deficiencies. Other serious

medical illnesses can result in cardiomyopathy as part

of the disease process. Alcohol can cause very signifi-

cant cardiomyopathy, as can radiation for treatment of

cancers. Coronary artery disease and hypertension are

the most common causes of heart failure. Anemia

can worsen heart failure. Diagnosis of heart failure is

generally suspected when the person develops either

shortness of breath, swelling of the legs or other symp-

toms of fluid retention. It is important that these

symptoms be investigated as early in their development

as possible. If the cause is correctible, the course of that

person’s life can be changed. Treatment usually consists

of diuretics and medications to supplement the squeeze

of the heart muscle. Medication and dietary compliance

are critical to successful treatment. For best results,

patients must take an active role in their management.
Pacemakers

When the heart’s natural pacemaker does not pro-

vide frequent enough heartbeats, the person may

experience palpitations, chest pain, shortness of

breath, and feeling tired. Cardiologists have the ability

to place temporary pacemakers for short‐term needs

and permanent pacemakers if necessary. A common

situation is caused by a very slow heartbeat. If no

correctable cause is found, a pacemaker is placed so

that the heartbeat can be maintained at a level that

makes the person feel better. There are several types

of pacemakers and there are rules that govern when

a pacemaker is needed for the patient. Pacemakers are

commonly used and very safe.
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Primary and Secondary Prevention

Primary prevention is our approach to avoiding heart

disease in patients with no heart disease. It means that

we aggressively treat all of the risk factors. For patients

at intermediate to higher risk of heart disease, a low

dose aspirin, usually an 81 mg baby aspirin, is recom-

mended for prevention. Not all persons should take

aspirin, as there is an increased risk of bleeding. Sec-

ondary prevention is aimed at prevention of further

disease in patients who have heart disease. Cigarette

smoking is one of the most common preventable

causes of heart disease and patients should be encour-

aged to stop smoking, especially if they are high risk or

already have heart disease.
Related Topics
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Heartburn
Jacqueline Spiegel

Despite the name, heartburn has nothing to do with

the heart. It is a gastrointestinal condition in which

stomach contents or acid leak back, or reflux, into the

esophagus. Not all heartburn is equal, and not all

individuals suffer to the same degree. Heartburn is

sometimes referred to as gastroesophageal reflux dis-

ease (GERD). The esophagus is the tube that carries

food from the mouth to the stomach. The lower eso-

phageal sphincter (LES) is a ring of muscle at the

bottom of the esophagus, which acts as a valve between
the esophagus and the stomach. Reflux of acid occurs

when the LES weakens, malfunctions, or is under large

amounts of pressure, allowing acid from the stomach

to move into the sensitive esophagus. Exposure to

refluxed acid can result in damage to the lining of the

esophagus. Anyone can get heartburn but it is more

common in the elderly. Occasional heartburn is nor-

mal but heartburn that occurs more then twice a week

is typically considered GERD, and could eventually

lead to more serious health problems if not treated.

The main symptoms of heartburn include burning

chest pain, sour taste in the mouth, nausea or stomach

discomfort, chronic cough, and/or morning hoarse-

ness. A key feature in heartburn is triggers, which

may include caffeine, fatty or spicy foods, smoking,

alcohol consumption, obesity, or stress. Signs of wor-

sening or advancing disease may include recurrent

pneumonia or bronchitis, chronic sinusitis, persistent

difficulty with swallowing, bleeding, and/or weight

loss. Furthermore, research shows that the amount

of damage does not correlate well with the amount of

pain; therefore, medical evaluation is indicated if the

symptoms are recurrent or not well controlled.

Diagnosis is easily made by history of the symp-

toms, identifying triggers, and response to treatment.

In many cases, a therapeutic trial with a proton pump

inhibitor (PPI) for 1 week provides strong support for

the diagnosis.

Some patients may go on to develop secondary com-

plications of heartburn due to chronic exposure of the

esophagus to acid. These include esophagitis (inflamma-

tion of the esophagus), erosive esophagitis (inflammation

and ulcerations of the esophagus), Barrett’s esophagus,

or adenocarcinoma of the esophagus.

Diagnostic studies are indicated in patients with

persistent symptoms, complications, or those who do

not respond to therapy. The diagnostic approach to

heartburn (GERD) includes studies to evaluate the

mucosal lining of the esophagus, the presence and

the quantity of reflux to define other physiologic or

anatomic factors. A barium swallow study requires

the patient to swallow a liquid solution made of

barium while an x‐ray is done may show anatomical

abnormalities of the esophagus or sphincter. An upper

endoscopy, involves visualization of the esophageal

lining using a flexible instrument with a small camera

on the end, may reveal the presence of irritation, ulcera-

tion, or anatomical changes in the esophagus, again seen

with advanced disease. If an abnormality is seen, a por-

tion of the tissue would be biopsied (removed for ana-

lysis). Outpatient esophageal pH recording monitors

http://www.americanheart.org
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the frequency, quantity, and location of acid reflux. The

pH recordings are helpful only in the evaluation of acid

reflux when the role of reflux in the patient’s symptoms

is unclear and esophagoscopy is negative. Esophageal

motility studies like barium swallow are done to record

pressure and contractions in the esophagus and the

LES. A specific bacteria, Helicobacter pylori, has been

identified in certain cases of heartburn. Blood or tissue

specimen testing may be warranted to further evaluate

the presence of this bacteria.

Once diagnosed, the goals of treatment are to

provide symptom relief, heal erosive esophagitis, and

prevent complications. The management of mild cases

includes weight reduction, sleeping with the head of

the bed elevated, and elimination of factors that

increase abdominal pressure. Patients should not

smoke, avoid consuming fatty food, coffee, chocolate,

alcohol, mint, orange juice, and use caution with med-

ications that worsen the symptoms. They should also

avoid ingesting large quantities of fluids with meals.

In mild cases, the above lifestyle changes and over‐
the‐counter agents may be adequate. Medical advice

should be obtained whenever indicated. Caution

should also be taken when utilizing herbal cures and

remedies as these may worsen the condition or mask

serious complications. Moderate or severe cases may

require prescription medication. The most common

and potent medical therapy is with PPIs. Surgical

treatment may be required for hiatal hernia, LES

dysfunction, stricture, or tumor.

In addition to symptom relief, prevention of

Barrett’s esophagus, a conditon in which there are

abnormal cell changes, is key. It is recommended in

patients with persistent heartburn to have a one‐time

esophagoscopy or upper endoscopy at the age of 50 to

identify any developing complications. The test would

be repeated at intervals recommended by a medical

provider.
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Hemorrhoids
Lecia Apantaku

Hemorrhoids are enlarged or varicose veins in the anal

canal. They occur in most adults. They are caused by

increased pressure in the veins of the rectal outlet, or

the end of the rectum. This could be due to increased

pressure in the abdomen, which occurs during preg-

nancy or in a patient with ascites which is fluid that

accumulates in the abdomen with liver disease. Stand-

ing or sitting for long periods of time can also be a

contributing factor.

Hemorrhoids are treated according to their classi-

fications. They occur in constant positions in the anal

canal. These are left lateral, right anterior, and right

posterior positions. The dentate line is the area within

the rectum where the lining changes from skin‐like
cells to mucosa cells. Internal hemorrhoids occur

above the dentate line and are covered by mucosa

lining so they are painless. External hemorrhoids

occur below the dentate line. As they are covered by

skin, they can be painful. When there is a combination

of internal and external hemorrhoids, they are referred

to as mixed hemorrhoids. First‐degree hemorrhoids do

not prolapse, or bulge, beyond the anal area. Second‐
degree hemorrhoids prolapse (bulge) with bowel

movements and reduce (go back inside the rectum)

spontaneously. Third‐degree hemorrhoids prolapse, or

bulge, and can be replaced manually into the anal canal

while fourth‐degree hemorrhoids cannot be reduced.

External hemorrhoids are either absent or present and

they are not graded.

Bleeding from hemorrhoids is usually of a small

amount. The blood coats the stool and is bright red.

http://digestive.niddk.nih.gov/ddiseases/pubs/gerd/
http://digestive.niddk.nih.gov/ddiseases/pubs/gerd/
http://www.heartburnalliance.org/
http://www.heartburnalliance.org/
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Rarely the bleeding is enough over time to cause ane-

mia. There is no pain associated with the bleeding

unless there is ulceration or thrombosis (blood clot).

Bloody bowel movements in the presence of

hemorrhoids should be investigated. Colonoscopy

should be performed to exclude colorectal cancer as a

cause of the bleeding.

First‐degree hemorrhoids that are asymptomatic

are treated with conservative management. This

includes avoiding constipation by altering diet to

include more fiber and water and by using stool soft-

eners to decrease straining during bowel movements.

Symptomatic first‐, second‐, and third‐degree hemor-

rhoids are treated with rubber band ligation or infrared

coagulation so the hemorrhoid in essence ‘‘dies off.’’

Fourth‐degree and mixed hemorrhoids are treated by

surgical hemorrhoidectomy or hemorrhoid removal.

Thrombosed or clotted external hemorrhoids are

treated with excision if diagnosed within the first 24–48

hours. Conservative treatment with Sitz baths and

analgesics are the treatment of choice after 48 hours.
Related Topics

>Constipation
Suggested Readings

Fry RD (1997) Benign diseases of the anorectum. In: Zinner MJ,

Schwartz SI, Ellis H (eds) Maingot’s abdominal operations, 10th

ed. Appleton & Lange, Norwalk, CT, p 1437

Kodner IJ, Fry RD, Fleshman JW, Birmbaum EH, Read TE (1999)

Colon, rectum, and anus. In: Schwartz SI (ed). Principles of

surgery, 7th ed. McGraw‐Hill, New York, pp 1295–1298

Mac Rae HM, McLeod, RS (1995) Comparison of hemorrhoidal

treatment modalities. A meta‐analysis. Dis Colon Rectum 38

(7):687–694
Hernias
Gregory Skladzien

Hernias are defects in the wall of a body cavity.

Abdominalwall and diaphragmatic hernias are common

clinical problems in the general population that become

more challenging to treat as the individual ages.
Both congenital (one is born with) and acquired

(one gets during life) defects in the abdominal wall are

etiologic factors in both inguinal and umbilical her-

nias. Congenital abnormalities tend to come to light

early in a patient’s life, whereas, the role of increased

intra‐abdominal pressure secondary to disease, and

tissue stress from occupations are additive over the

life span of the individual, making hernias a common

problem in later life. In addition, incisional herniation

due to delayed or latent failure of wound healing

is becoming commonplace with an ever‐increasing
population of aging patients with malignancy, obesity,

and Type II diabetes mellitus.

Incisional hernias result from poor abdominal sur-

gical healing secondary to infection, increased wound

tension, and poor scarring. Any or all of these factors

may be present when the elderly patient with many

medical problems undergoes abdominal surgery.

Diagnosis of a hernia is generally made on physical

examination by the detection of a mass, or bulge, that

may be visible or palpable on the abdominal wall. The

mass is likely to increase in size with Valsalva maneuver

a way in which the abdominal pressure is increased as

when straining for a bowel movement. Hernias are

generally reducible, or able to be pushed back, unless

incarcerated, which means they are stuck or twisted.

If acutely incarcerated, symptoms and signs of intes-

tinal obstruction with or without strangulation are

present if the gastrointestinal tract is mechanically

involved. Occasionally, omentum or properitoneal fat

may become incarcerated and strangulated yielding a

localized abdominal wall mass and tenderness without

gastrointestinal involvement. In cases where the diag-

nosis is in doubt, computerized tomography can iden-

tify even small hernias and accurately determine the

presence or absence of intestine in the hernia sac as

well as detect bowel obstruction.

Advances in laparoscopic surgical technique have

altered the approach to the treatment of all categories

of abdominal hernias. The advantages of faster recov-

ery times, less postoperative pain and often lower

recurrence rate make this modality the treatment of

choice for all but the smallest of hernias at present. The

only disadvantage to the patient is that they must be

able to tolerate a general or regional anesthetic to

undergo laparoscopic repair.

The problems posed by hernias relate to the possi-

bility of a hernia to cause intestinal and in some cases

urinary bladder obstruction and strangulation. The

incidence of this complication remains relatively low
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at approximately 3% for inguinal or groin hernias.

However, the morbidity and mortality related to that

complication becomes unacceptable in the aged

patient who is likely to have other medical problems

that would complicate recovery from an emergent

surgical procedure. It is for this reason that elective

repair of any hernia is advisable assuming that the

patient does not have a terminal illness, severe cardiac,

pulmonary, or coagulation system impairment, and

is able to tolerate the necessary anesthetic and the

surgical procedure.

It is for these reasons that when a hernia is diag-

nosed in an elderly, institutionalized, perhaps bedrid-

den patient, a dilemma may occur. The clinician needs

to educate the patient/family as to the medical surgical

risk of operative versus nonoperative treatment of the

hernia. No physician wants to put a high‐risk patient

through an operation that may not be tolerated,

though succumbing to a surgically correctible problem

is not desirable outcome either.
Related Topics

>Abdominal pain, >Body composition
Suggested Readings

Malangoni MA (2004) Hernias. In: Townsend CM (ed). Sabiston

textbook of surgery, 17th ed. Saunders, New York

Wantz GE (2001) Abdominal wall hernias. In: Greenfield LJ (ed).

Surgery: scientific principles and practice, 3rd ed. Lippincott‐
Raven, Philadelphia, PA, Chap 34
Hip Fracture
Patrick Knott

There are approximately 300,000 hip fractures each

year in the United States, most of which are related to

osteoporosis in the elderly. More than 44 million

Americans have osteoporosis and one out of every

two women and one out of every four men with it

will suffer an osteoporosis‐related fracture in their

lifetime. The direct expenditures from these types of
fractures are estimated to be $14 billion per year in

the United States alone.

In addition to screening and treating osteoporosis,

primary care providers can help prevent hip fractures

in other ways. First, patients at higher risk can be

identified. The nonmodifiable risk fractures for osteo-

porosis‐related fractures are gender (women are more

susceptible), age (fracture risk increases with age),

body size (small, thin‐boned individuals are at higher

risk), ethnicity (Caucasian and Asian women are at

highest risk. African American and Hispanic women

are at lower but still significant risk), and family

history (some risk for osteoporosis is genetically

inherited.)

There are also modifiable risk factors that can be

addressed in the primary care setting. Menopause

(both male and female) lowers hormone levels that

protect the skeleton from osteoporosis. Hormone

replacement can slow down bone loss. Calcium and

vitamin D intake needs to be adequate to maintain

normal bone mass. Medication, such as long‐term
glucocorticoids and some antiseizure medications,

can cause bone loss. Weight‐bearing exercise is

important to maintaining bone mass, and a sedentary

lifestyle poses increased risk for fracture. Cigarettes

cause an acceleration of bone loss and osteoporosis,

as dose excessive alcohol intake.

Recent research has shown some very specific risk

factors for fracture of the hip. A previous osteoporosis‐
related fracture puts an individual at 2.31 times the

normal risk for a second fracture. Low body weight

(<58 kg) carries a risk factor of 2.20 times normal. A

maternal history of hip fracture carries a risk factor of

1.68, and a previous fall in the last 12 months, even if it

did not result in fracture, carries a risk factor of 1.60.

The treatment of hip fractures depends on the

location and type of the fracture present. Fractures

just distal to the femoral head (the subcapital region)

disrupt the blood supply to the femoral head, which

travels proximally through the femoral neck. A disrup-

tion in the blood supply greatly increases the risk of

nonunion and avascular necrosis. Because of this, the

fracture is usually treated by removing the femoral

head and replacing it with a prosthetic ball. This pro-

cedure is referred to as hemiarthroplasty, because it

does not replace anything on the acetabulum of the

hip. Fractures of the femoral neck also tend to disrupt

the blood supply to the head, and are treated similarly.

Fractures through the proximal shaft of the

femur, between the greater and the lesser trochanter
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(intertrochanteric region) are not as likely to disrupt

the blood supply to the femoral head, and can thus be

treated differently. These fractures are ‘‘pinned’’ in

place using a large lag screw that is inserted into the

femoral neck and a side plate that runs distally down

the femoral shaft. This hardware is often ‘‘dynamic’’

and allows the lag screw to slide back into the plate,

which in turn allows the fracture to compress together,

increasing the healing potential.

Finally, hip fractures below the lesser trochanter

(the subtrochanteric region) rarely disrupt the blood

supply to the femoral head, but pose other mechanical

challenges related to the stress of the body weight at the

hip. They are also treated with a side plate and screws,

but may not benefit from the compression that is

possible with more proximal fractures.

There are significant risks with hip fracture surgery.

Operative complications include blood loss, stroke

from hypotention, pulmonary emboli as fat is dis-

lodged from the femoral shaft, formation of deep vein

thrombosis in the pelvic or extremity veins, and opera-

tive infection. Approximately 35% of patients with

hip fracture suffer some cardiac event during their

treatment. These events include ischemia, arrhythmia,

infarction, and sudden death.

Postoperatively, patients can suffer from wound

infection, pulmonary emboli from previously formed

deep venous thrombosis (DVT), pulmonary atalectasis

leading to pneumonia, and pressure sores from pro-

longed bed rest. Early ambulation and return to a

home environment has shown to decrease these com-

plications. Yet, the relative risk of dying (adjusted

for age) within the first 6 months after hip fracture is

6.68 times that of controls. The risk is highest in the

first 6 months, but is elevated for several years after the

fracture. In addition, nearly 1 out of 1,000 patients will

fall again and fracture the other hip.

Several studies have measured the effect of protec-

tive devices on older patients who are at the risk of

falling and sustaining an osteoporosis‐related hip frac-

ture. Most notably, plastic ‘‘hip protectors’’ were found

to have very poor compliance with older patients who

found them uncomfortable to wear, and had no pro-

tective benefit of fracture prevention. Modification of

activities in the home, such as removing small rugs that

can cause tripping, have had better success in reducing

falls.

New researches show the relationship between the

vitamin D (Calcitrol) gene and the risk of hip fracture.

The BB genotype has been found to have a lower bone
mineral density (BMD) and more than a twofold inci-

dence of hip fractures over the bb genotype. The Bb

heterozygous type was found to have no increased risk.

BMD testing using dual energy x‐ray (DEXA) scans
is very accurate and can help predict fracture risk and

measure the effectiveness of osteoporosis treatment.

The fracture risk hits 11 times normal when the

BMD drops to the 5th percentile among age‐adjusted
patients. Hormone replacement therapy has been

shown to improve BMD and reduce fracture risk, but

recently it has been found to increase the risk of car-

diovascular and breast disease, and is no longer being

recommended. In its place, more aggressive treatment

of osteoporosis is needed. Compliance and follow‐up
are very important. A recent study showed that 80%

of patients with a new fracture had failed to fill a

prescription for their osteoporosis medication in the

previous 6 months.
Related Topics

>Bone strength, >Hip fracture replacement,

>Osteoarthritis, >Osteoporosis
Suggested Resources

The National Institutes of Health, Osteoporosis and Related Bone

Diseases National Resource Center. Reports on Osteoporosis,

Fracture Risk, Treatment Options, and New Research. www.

niams.nih.gov/bone
Hoarding
Maria Lourdes Gonzales . Teresa Piotrowicz

Compulsive hoarding syndrome is one of the symptom

dimensions of obsessive–compulsive disorder (OCD).

Hoarding and saving behaviors can also occur in non-

clinical populations and with other neuropsychiatric

disorders such as schizophrenia, dementia, eating dis-

orders, mental retardation, and autism. The causes

of compulsive hoarding are not known; however,

symptoms show a recessive inheritance pattern. There

appears to be biological abnormalities in the central

http://www.niams.nih.gov/bone
http://www.niams.nih.gov/bone
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nervous system (CNS) among individuals with hoard-

ing. Using positron emission tomography (PET) brain

imaging, compulsive hoarders have been found to have

significantly lower glucose metabolism in specific parts

of the brain (e.g., anterior and posterior cingulated

gyrus, thalamus, and occipital cortex).

Individuals with compulsive hoarding may exhibit

the following characteristics: The individual acquires

and fails to discard a large number of possessions that

appear useless or of limited value. Clutter prevents the

individuals from using living or work spaces for activ-

ities for which they were designed. Hoarding behavior

causes significant distress or functional impairment.

For individuals with hoarding, living areas may be

so cluttered that sleeping in a bed, sitting on chairs,

preparing food on a kitchen counter, and using toilets/

bathrooms are not possible. The clutter may be a fire

hazard and may block the exits. It may extend beyond

a person’s home to his or her cars, garage, storage

lockers, and even storage areas owned by friends and

family. Individuals with hoarding may overbuy or

impulsively purchase items they feel have emotional

or monetary value. They may consider the items exten-

sions of themselves and suffer grief‐like loss when dis-

carding things.

Avoidance behaviors are a hallmark of the compul-

sive hoarding syndrome. Individuals may have diffi-

culty deciding which items to discard, because they are

fearful that they will make mistakes in their decision‐
making. Thus they would rather put the items in a box,

rented storage, etc. Hoarders may take a long time to

do even small chores, such as bill paying. It may take a

significant amount of time to move items from one

pile to another but they never discard any item or

establish a consistent system or organization. Work per-

formance is often impaired. Hoarders are also frequently

embarrassed by their clutter. They may avoid visitors

to their homes, sometimes for years; thus, they often

have very little family or social support. Finally, hoar-

ders have poor insight, and are often unable to realize

that the clutter in their homes is causing health and

safety risks.

Hoarding has been described as difficult to treat

both pharmacologically and behaviorally as compared

to the other symptoms of OCD. However, it has been

suggested that a combination of medications and psy-

chotherapy, such as cognitive behavioral therapy (CBT)

and exposure and response prevention (ERP), is a ben-

eficial treatment for compulsive hoarding. CBT focuses

on changing beliefs, distorted thinking, behaviors,
and organizational skills. ERP focuses on preventing

incoming clutter, discarding, organizing, and on relapse

prevention. Interventions for hoarding in elderly patients

could be ones of a nonpharmacological nature, although

medications may be helpful as well. Medications, such

as selective serotonin reuptake inhibitor (SSRI) anti-

depressants (Celexa, Lexapro, Zoloft, and others), may

be useful as well. If there is comorbidity with attention

deficit hyperactivity disorder (ADHD), other atten-

tional problems, low motivation, or lethargy, then

stimulants can be effective. For comorbid bipolar dis-

order, cyclothymia and impulsivity, mood stabilizers

may be a treatment of choice.
Related Topics

>Anxiety disorder, >Cognitive behavioral therapy,

>Obsessive–compulsive disorder, >Psychotherapy
Suggested Readings

Feusner J, Saxena S (2005) Unclutter lives and homes by breaking

anxiety’s grip. Curr Psychiatry 4(3):13–24

Hwang JP, Tsai SJ, Yang CH, Liu KM, Lirng JF (1998) Hoarding

behavior in dementia. A preliminary report. Am J Geriatr Psy-

chiatry 6:285–289

Saxena S, Brody AL, Maidment KM, Smith EC, Zohrabi N, Katz E,

Baker SK, Baxter Jr LR (2004) Cerebral glucose metabolism in

obsessive–compulsive hoarding. Am J Psychiatry 161:1038–1048

Saxena S, Maidment, K (2004) Treatment of compulsive hoarding.

J Clin Psychology. 60(11):1143–1154
Suggested Resources

http://ocfoundation.org
Home Health Care
Elizabeth A. Madigan

Home health care in the United States is one compo-

nent of a complex system of community‐based health

care. Home health care is defined as the delivery of

http://ocfoundation.org
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health care services in the home setting, provided

by health care professionals. This is in contrast to the

care delivered by aides and other paraprofessionals

(sometimes referred to as simply home care), or the

delivery of drugs, equipment, and supplies (e.g., intra-

venous drugs, oxygen systems, hospital beds, and

wheelchairs). The distinction is that the care is pro-

vided by health care professionals, most commonly by

registered nurses (RNs) and physical therapists (PTs)

who provide care to 75% and 26% of patients, respec-

tively. Other kinds of providers may include occupa-

tional therapists, speech and language pathologists,

medical social workers, nutritionists and dieticians,

and respiratory therapists. The home health care

program includes home health aides who work only

under the direction and supervision of a RN or reha-

bilitation therapist.

Most home health care services are provided to

older people, with 70% of the patients are aged 65

and older, although all age groups may receive services.

Most home health care patients enter the system fol-

lowing a hospital stay, often for a recurrence of a

chronic disease such as heart failure or emphysema.

In addition, patients who have undergone surgery and

need rehabilitation may require services, as may

patients who require complicated wound care or the

administration of intravenous drugs.

Home health care is visit‐based, meaning that ser-

vices are provided during intermittent visits, generally

lasting 45 minutes. The visit frequency depends on

the patient’s health care needs and the abilities of the

patient and family to manage the care. For example,

a patient who is a new diabetic may require daily visits

for 1–2 weeks to learn safe administration of insulin

and a diabetic diet. The visit frequency would decrease

as the patient’s condition becomes more stable. There

is a very small component of home health care that is

based on hourly care. Hourly care by nurses is difficult

to arrange because of nursing shortage in the United

States and because such care can be prohibitively

expensive, often beginning at $25 per hour. Few

insurers will pay for this type of care, and most patients

and families cannot afford to pay for it. Most hourly

care is provided by home health aides with approxi-

mately 53,000 patients receiving continuous care in

2000.

The largest payer for home health care is the Med-

icare program (health insurance program for the aged,

disabled, and those with end stage renal disease) fol-

lowed by the Medicaid program (health insurance
program for those with low incomes), and then private

insurers, which are most often employer‐sponsored
insurance coverage programs. Managed care programs

of all types also pay for home health care. Patients may

also pay for care out of their own funds.

Given the complexity and decentralized community‐
based care delivery system, home health care agencies

work closely with other types of care providers such as

home‐delivered meal services ‘‘Meals on Wheels’’;

homemaker and chore services to assist with house-

work, laundry, and home maintenance; and transpor-

tation services to assist patients needing to visit their

physician or outpatient centers. As part of the home

health care system, RNs and rehabilitation therapists

work closely with the patients’ physician on med-

ications, patient status, and changes in the plan of

care. In addition, home health care agencies also have

access to other kinds of community‐based services such

as hospice, respite care for caregivers, and other local

programs.

In the United States, there are approximately 7,000

home health care agencies serving more than two

million Americans each year. Home health care agen-

cies can be for‐profit or nonprofit freestanding

organizations that provide only home health care.

These agencies, most of which are nonprofit, may be

known as ‘‘Visiting Nurse Associations’’ or ‘‘Visiting

Nurse Services.’’ Hospitals and hospital systems also

may have home health care programs associated with

the hospital. City and country health departments in

some areas also provide home health care services

although the number of such agencies is less than

15% nationally.

The ‘‘Home Health Compare’’ link in the Medicare

website makes it possible to select from agencies in the

local area by evaluating outcomes of patients who have

received care from these agencies. The ten outcomes

reported for each agency focus on three areas: (1) four

items on improvement in functional status such as

bathing, transferring, walking, and management of

oral medications; (2) three clinical outcomes on

improvement in urinary incontinence, pain interfering

with activity, and dyspnea; and (3) three on health

service utilization outcomes such as unplanned hospi-

talization, requiring urgent care, and remaining at

home following home health care discharge. These

outcomes were deemed important to older people

and their families. Higher scores indicate better

outcomes for the functional status, clinical outcomes,

and remaining at home following home health care
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discharge, whereas lower scores are desirable for

unplanned hospitalization and requiring urgent care.

Home health care services are expected to grow

with the aging of the American population, advances

in technology (e.g., telemedicine), and with a greater

promotion of health care delivery in community and

home settings.
Related Topics

>Activities of daily living, >Medicaid, >Medicare
Suggested Resources

Centers for Medicare and Medicaid Services (2003) Data Compen-

dium. Available online. http://www.cms.hhs.gov/DataCom

pendium/01_Overview.asp#TopOfPage

Home Health Compare. www.medicare.gov and select ‘‘Compare

Home Health Agencies in Your Area’’

National Center for Health Statistics (2004). 2000 National

Home and Hospice Care Survey. Centers for Disease Con-

trol and Prevention. http://www.cdc.gov/nchs/data/nhhcsd/

curhomecare00.pdf
Home Modification
Brandy L. Johnson

The National Resource Center on Supportive Housing

and Home Modification defines home modification as

the adaptation to the home environment to increase

ease of use, safety, comfort, security, and indepen-

dence. The architectural features of a house can influ-

ence its inhabitant’s quality of life and ability to

function independently. Modification of an inaccessi-

ble or partially inaccessible house makes it easier for

individuals to remain independent and in their own

homes once they become elderly or in the event of a

disabling injury.

In 2000, a survey of those aged 65 and older

revealed that 90% of those surveyed preferred to stay

in their own home as long as possible. Likewise, most

disabled individuals would prefer to live indepen-

dently. Unfortunately, many homes do not have the
necessary structural features, such as a ramp or acces-

sibility features in the kitchen and bathroom. Home

modification provides a solution to this problem.

Modifications fit into two basic categories: major

and minor. Major modifications include ramps, roll‐in
showers, lowered countertops, widening doorways,

higher electrical outlets, lower electrical switches, and

a sink with the room for the user to roll a wheelchair

underneath it. Minor modifications include grab bars,

widened doorways, improved lighting, handheld

showers, and lever door handles.

The amount of time and planning necessary to

make home modifications will largely depend on the

modifications that need to be made. Prior to making

any modifications, a homeowner may want to have an

assessment of the home environment conducted to

determine the magnitude and exact modifications

that are necessary. Some home modification programs

will come out and make such an assessment. The con-

tact information for local home modification pro-

grams can often be obtained through the State’s

Agency of Aging, the State’s House Finance Agency or

Housing and Community Development Agency, the

Department of Public Welfare, the Department of

Community Development, a local Senior Center, a

local Independent Living Center, or on the Internet.

The cost of home modification can vary. Logi-

cally, major modifications will cost more than minor

modifications. The cost will also depend on the num-

ber of modifications that are needed to make a house

accessible. Houses that are one‐storied and have an

open design will be less costly to modify than a two‐
storied home with rooms that do not openly flow into

one another.

Depending on the nature of the modifications

being made, the homeowner may be able to make all

of the modifications himself or herself. The ability to

make one’s own modifications would reduce the costs

involved and make the modifications more affordable.

If the homeowner were unable to make the modifica-

tions himself or herself, the ability to retain the services

of an experienced friend or family member would also

have the effect of making the modifications more

affordable. The homeowner could also hire a contrac-

tor or remodeler.

While home modifications are paid for out‐of‐
pocket, there are sources that help make the modifica-

tions feasible. Some Area Agencies on Aging use funds

from Title III of the Older Americans Act to modify

homes. Banks and lenders often offer loans to help

http://www.cms.hhs.gov/DataCompendium/01_Overview.asp#TopOfPage
http://www.cms.hhs.gov/DataCompendium/01_Overview.asp#TopOfPage
www.medicare.gov
http://www.cdc.gov/nchs/data/nhhcsd/curhomecare00.pdf
http://www.cdc.gov/nchs/data/nhhcsd/curhomecare00.pdf
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finance home modification projects. Reverse mort-

gages are also available and allow the homeowner to

turn the value of their home into cash. In addition, the

Federal Housing Administration administers mort-

gage insurance programs that can help homeowners

secure loans needed to make home modifications.

Medicare and Medicaid can be used to pay for medi-

cally necessary durable medical equipment that has

been prescribed by a physician. Home modifications

may also be tax deductible if the modifications meet

certain conditions. For instance, part of the expense of

installing an elevator or stair climber may be deducted

if it increases the resale value of the property and has

been prescribed as medically necessary.

While home modification is a solution to the prob-

lem homeowners face when they or one of their loved

ones becomes disabled or unable to function in the

home, it may be simpler and cheaper to incorporate

architectural‐friendly features into the original design

of a home.
Related Topics

>Area Agency on Aging, >Medicaid, >Medicare,

>Quality of life
Suggested Readings

Bloom S, Greenstein D (1997) Easy things to make things easy:

simple do‐it‐yourself home modifications for older people and

others with physical limitations. Brookline Books, Brookline, MA

Kochera A (2002) Accessibility and visibility features in single‐
family homes: a review of state and local activity. AARP, AARP

Public Policy Institute, Washington, DC

National Resource Center on Supportive Housing and Home Mod-

ification (2003) Home Modification Resource Guide. National

Resource Center on Supportive Housing and Home Modifica-

tion. Los Angeles, CA

Siebert C (2005) Occupational Therapy Practice Guidelines for

Home Modifications. AOTA Press, Bethesda, MD
Suggested Resources

Department of Housing and Community Development.http://

www.nahro.org/reference/internethousing.cfm

Federal Housing Administration. http://www.hud.gov/II/code/

IIpIcrit.html

National Resource Center on Supportive Housing and Home Mod-

ification. http://www.homemods.org/profile/index.html
Homelessness
Sally Shepherd
Homelessness is defined as lacking a fixed, regular, and

adequate nighttime residence. This definition also

includes individuals whose primary nighttime resi-

dence is some type of shelter, as well as individuals

who spend their nights in private or public places not

designed or ordinarily used for sleeping. A broader

definition, ‘‘relative homelessness’’, also includes those

who are forced to live in situations that do not meet

basic standards of health and safety.

It is particularly difficult to provide accurate statis-

tics on the size of the homeless population in the

United States. Evidence suggests that up to 3.5 million

individuals may experience homelessness on any given

day. Recent studies report an estimated 14–28% of the

homeless are aged 50 and above, and that their abso-

lute numbers are increasing with the aging of the baby

boomer population. The fundamental demographics

of this population indicate a move away from the

nuclear family and an increase in individuals living

alone. Very few of the older homeless consider their

family as part of their support system. Although they

may have contact with them, they tend to rely more on

service providers for social support. A number of gen-

der differences can be noted: older men tend to

become homeless because of job loss, while older

women tend to lose their homes because of a family

crisis (e.g., marital breakdown or widowhood).

Women are more likely to become homeless in their

mid‐fifties, which is at an older age compared with

men. The risk of homelessness affects older adults

across diverse cultures and regions: over 60% of older

African American and Hispanic renters spend more

than 30% of their income on housing, making them

extremely vulnerable to losing their homes. Male, sin-

gle veterans also represent a significant proportion of

the homeless population. Rural homelessness is exa-

cerbated by the lack of appropriate shelters and limited

access to transportation and agencies that might help

solve housing problems. Up to 75% of the serious

mentally ill may have been homeless at one point. As

homeless older adults, they have higher alcohol abuse

and mental illness rates compared to the general older

population. Their behavior and financial instability

often lead to eviction and perpetuate their homeless

status.

http://www.nahro.org/reference/internethousing.cfm
http://www.nahro.org/reference/internethousing.cfm
http://www.hud.gov/II/code/IIpIcrit.html
http://www.hud.gov/II/code/IIpIcrit.html
http://www.homemods.org/profile/index.html
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On top of the estimated three million Americans

who are homeless or marginally homeless, another five

million poor people spend over half their incomes on

housing. A health crisis, a missed paycheck or an

unpaid bill can quickly lead to homelessness. Even

seniors whose homes are technically ‘‘paid for’’ are

negatively affected by the fact that these structures are

often over 30 years old and require upkeep and repairs

that may be beyond their means. Nearly 17% of older

adults have incomes below 125% of the federal poverty

level (FPL); approximately 75% of them are women.

Older adults may be eligible for Social Security, Sup-

plemental Security Income (SSI), Social Security Dis-

ability Income (SSDI) or Veterans benefits. Seniors

may be unaware of the benefits to which they may be

entitled, or have difficulty navigating the complex

application process. However, these sources of income

are often inadequate to cover the cost of housing. On a

national average, the cost of renting a one‐bedroom
apartment is almost equal to or exceeds a senior’s total

monthly SSI income.

Severe living conditions naturally result in unmet

physical and mental health needs and a shortened life

expectancy in this population. As previously men-

tioned, mental illness and alcohol and substance

abuse rates are high. Severe depression‐related symp-

toms are common, but may be dismissed by providers

because the client does not meet the full criteria for

depression. Acute stress and anxiety are impediments

to normal functioning and problem‐solving. Respira-
tory, cardiac, and gastrointestinal problems are also

extremely common. Even in a shelter, older adults

may not eat or sleep well enough to fight off infections

and disease. Homeless older women particularly report

problems with finding enough to eat and clothing.

Older men have more difficulty finding shelter for

the night, a place to wash and to use the bathroom.

Injuries as the result of violence (e.g., assault and

robbery) or falls are common. When individuals fall

ill, they may delay in seeking care and their environ-

ment or cognitive impairment may make it very diffi-

cult to adhere to a treatment plan. Because many

shelters close during the day, older residents may not

receive help with self‐care. Poor eyesight, limited

mobility and problems with memory can place severe

limitations on access to health and social services. It

may be difficult to obtain and fill medication prescrip-

tions. Some individuals may not be old enough to

qualify for Medicare, but their health condition may

resemble that of a much older person.
Homelessness is more than a housing problem. The

homeless need more than just a living space they can

call their home. Safety, independence, access to a social

network, and support by family and informal caregivers

are essential to successful aging. The recommendations

from the 2005White House Conference on Aging stress

the importance of research to determine the true size

and needs of the senior homeless population. Our

priority must be to provide affordable housing suited

to an individual’s level of functioning. There is a need

for more trained case managers to assist senior home-

less people in accessing health and social services, and

services should be designed to provide a continuum of

care. Community education and involvement could be

used to create an expanded care and support network.
Related Topics

>Access to health care, >Alcohol use, >Depression,

> Federal poverty level, >Malnutrition, >Mental

illness
Suggested Readings

National Resource Center on Homelessness and Mental Illness.

Homeless and mental illness among older Americans. May
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Suggested Resources
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Health and Human Services, Washington, DC. www.aoa.gov

Institute for Life Course and Aging. University of Toronto, Toronto,
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Homeopathy
Paul Tiger . Marcello Maviglia

Homeopathy is an over 200‐year‐old alternative

medicine system developed by Samuel Hahnemann

http://www.nrchmi.samsha.gov/pdfs/bibliographies/olderamericans.pdf
http://www.nrchmi.samsha.gov/pdfs/bibliographies/olderamericans.pdf
http://www.eldercare.gov/eldercare/Public/Home.asp
http://www.eldercare.gov/eldercare/Public/Home.asp
http://www.aoa.gov
http://www.utoronto.ca/lifecourse/research
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(1755–1843), a German physician who received, and

was dissatisfied with, the conventional training of his

time. The root of the word homeopathy (homeo: same;

path: illness) suggests the basic principle that illnesses

are treated by remedies that produce similar effects to

the illness itself, in distinction to allopathy (allo: other)

or conventional medicine in which therapies produce

different or even opposite effects to the illness. The

National Institutes of Health (NIH) classifies homeop-

athy as a form of alternative health system, along

with naturopathy, Ayurveda, and traditional Chinese

medicine.
Prevalence

Homeopathy has been, and continues to be, a popular

form of healing both internationally and in the United

States. A 1999 survey suggests that about 3% of US

adults above 18 have used homeopathy, although use

seems to be much higher abroad especially in Europe.

There has been a fivefold increase in the use of

homeopathy in the United States between 1997 and

2003, mostly involving the use of over‐the‐counter
homeopathic remedies. Treatments are sought most

commonly for asthma, depression, otitis media (mid-

dle ear infection), allergic rhinitis, and headache.

While older adults might conceivably be more likely

to seek out these treatments due to favorable side

effects profiles, lower costs, and the lack of effective

conventional alternatives, very few studies of homeop-

athy have focused on elderly populations, and the use

of homeopathy seems greater among younger people.

The NIH maintains the National Center for Comple-

mentary and Alternative Medicine (NCCAM) and a

website that provides additional information about the

history, prevalence, and specific uses of homeopathy

and other forms of alternative medicine.

Principles Homeopathy is governed by several

tenets, the first of which, simila similibus curentur,

Latin for ‘‘let like cure like,’’ is known as the ‘‘similia

principle.’’ The similia principle was probably not

solely Hahnemann’s discovery. Hippocrates observed

that low doses of potentially toxic substances could be

used to treat illness. Arguably, vaccination and allergy

desensitization are specific instances of this principle

applied to preventive immunology. Hahnemann inves-

tigated many different herbal remedies, noting their

toxicological effects on healthy volunteers—often,
reportedly, himself, family, and friends—in order to

match the use of these remedies to the symptoms they

produced. Initially diluted to reduce toxicity, later,

diluting and vigorously shaking the preparations were

believed to enhance the remedy’s potency through a

process of ‘‘potentization,’’ a second tenet of homeop-

athy. A third tenet of homeopathy holds that remedies

are most successful when they treat the ‘‘totality’’ of

symptoms. Two people with same illness but different

predominant symptoms receive different remedies.

The remedies change during the course of their illness

as symptoms resolve and others appear. Two different

people with the same symptoms might also receive

different treatments based on individual differences.

Practice Homeopathic practice includes practices

designated as ‘‘classical,’’ ‘‘clinical,’’ and sometimes

‘‘complex’’ and ‘‘isopathy’’. Classical homeopathy

involves the most detailed history‐taking and infre-

quent dosing of a single remedy at a time. Homeopathy

includes not only an in‐depth evaluation of physical

symptoms but also an exploration of emotions, mental

states, lifestyle, and nutrition. Homeopathic remedies

are chosen to treat symptoms rather than illnesses.

Homeopathic medicines are currently regulated by

the FDA and manufactured under guidelines. Gener-

ally, the medications used are safe and do not have side

effects, presumably because of the high dilutions, but

some adverse effects have been reported.

Challenges Challenges to homeopathy have come

from two major areas: (1) the results of clinical

research into homeopathic remedies, and (2) concerns

about its scientific basis.

Research studies have not clearly shown homeo-

pathic therapies to be more effective than placebo.

Within the last 10 years, findings have been mixed. A

landmark meta‐analysis—a study that combines and

analyzes data from many different studies—published

in Lancet in 1997 seemed to show that the effects of

homeopathy overall could not be explained solely by

placebo, although with the caveat that no specific

therapy proved clearly superior to placebo. In the

years that followed, reexamination of much of the

same data raised questions about how the studies

were conducted and analyzed. In 2005 the Lancet pub-

lished a comparative study of homeopathy versus allo-

pathic treatments, finding ‘‘weak evidence for specific

effect of homeopathic remedies’’ and strong evidence

for a specific effect of allopathic treatments for the
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same conditions. This finding is consistent with the

conclusion that homeopathic remedies do not differ

from placebo effects.

The principle of potentization has no accepted

scientific explanation. Some extremely ‘‘potent’’ dilu-

tions would not be expected to contain a single mole-

cule of the original substance. In 1988,Nature published

a paper reporting to have detected a biological effect

of such a dilution, a result that drew criticism and was

not immediately replicable.

Support Research has shown that homeopathic

treatments may possibly be effective for hay fever,

rheumatoid and osteoarthritis, allergies, and child-

hood diarrhea. The NIH NCCAM website provides

references to positive single clinical trials for homeo-

pathic remedies in allergies, influenza (flu), che-

motherapy‐induced mucositis, childhood diarrhea,

hay fever, and immune function in HIV infection.

Recent evidence also supports effectiveness in flu

treatment (with Oscillococcinum), and treatment for

postoperative ileus (bowel obstruction), as well as

homeopathic remedies for arthritis‐related chronic

pain. Some believe that the relationship between the

physician and the patient, or some other aspect of

treatment delivery, can have important effects on

health. Homeopathic approaches may allow the devel-

opment of a health‐promoting bond with the physi-

cian, leading to treatment compliance, hopefulness,

and increased responsibility for health, and health‐
promoting behavior.

Homeopathy continues to be a popular form of

treatment. Patients are advised to consult their primary

physician with questions about the safety and effec-

tiveness of any particular remedy. Physicians are

advised to be open‐minded and attentive to their

patients’ wishes to try alternatives. In the United States,

lists of trained homeopaths may be obtained from

the National Center for Homeopathy in Alexandria,

Virginia. Arizona, Connecticut, and Nevada currently

have state homeopathic boards. Consumers of health

care are clearly drawn to practices that are gentler,

holistic, and integrated, and involve the belief that the

body has the ability to heal itself.
Related Topics

>Arthritis, >Back pain, >Chronic pain, >Comple-

mentary and alternative health practices, >Headache,

>Health beliefs
Suggested Readings

Brien S, Lachance L, Lewith GT (2004) Are the therapeutic effects

of homeopathy attributed to the consultation, the homeo-

pathic remedy, or both? A protocol for a future exploratory

feasibility trial in patients with rheumatoid arthritis. J Alternative

and Complementary Med 10(3):499–502

Hanyu N, Simile C, Hardy AM (2002) Utilization of complementary

and alternative medicine by United States adults. Medical Care

40(4):353–358

Jonas WB, Kaptchuk TJ, Linde K (2003) A critical overview of

homeopathy. Ann Intern Med 138:393–399

Linde K, ClausiusN, RamirezG, Melchart D, Eitel F, Hedges L, JonasW

(1997) Are the clinical effects of homoeopathy placebo effects? A

meta‐analysis of placebo‐controlled trials. Lancet 350:834–843

Shang A, Huwiler‐Müntener D, Nartey L, Jüni P, Dörig S, Sterne JAC,
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Homicide
Corinne Peek‐Asa

Homicide is the most extreme act of violence.

Although all homicides involve a death at the hands

of another, homicide is in actuality a diverse group

of events. Homicides can occur between strangers,

acquaintances, and intimate partners, they involve a

wide array of physical forces and weapons, and they

include many types of motivations and precipitating

factors. Although diverse, homicides have some pre-

dictable characteristics that can be used to improve

efforts to prevent their occurrence.

The elderly tend to be victims of homicide much less

frequently than younger people. In 2002, the National

Center for Health Statistics, Vital Statistics System

identified 812 homicide victims aged 65 and above, at

a rate of 2.3 per 100,000 elderly. In contrast, there

were 16,785 homicide victims among those below 65,

at a rate of 6.65 per 100,000 people less than 65.
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Thus, the elderly comprise approximately 4.6% of all

homicides.

Overall homicide rates have decreased markedly

each year from 1993 through 2003. However, elderly

homicide rates decreased only slightly between 1993

and 1998 and have remained stable since 1998. Thus, any

factors that have contributed to the overall reduction

in homicide rates have not been as effective for

elderly homicide victims. Although rare, the elderly

can also be homicide offenders. The rate of homicide

offending has decreased steadily from 2.1 per 100,000

in 1976 (the year the Federal Bureau of Investigations

started tracking) to 0.6 per 100,000 in 2002. For the

overall population, men are nearly four times more

likely to be homicide victims than women. Homicide

rates for the elderly are much more similar by gender,

with an average annual rate of 1.61 per 100,000

elderly women and 3.22 per 100,000 elderly men.

Elderly homicide victims are more likely to be

killed during a felony than younger victims, particu-

larly during a robbery or burglary. Weapons are com-

mon causes of death in these events, and in 2002 more

than a third of elderly homicide victims were killed by

a firearm. Other common causes of elderly homicide

include suffocation, blunt force injuries, and knife

wounds. Elderly homicide victims are most likely to

die in their own homes.

The social isolation faced by many elderly may

make themmore attractive targets for criminals. Frailty

also reduces their resilience to trauma resulting from

an assault. It is likely that some elder homicides com-

mitted by a spouse or close family member, such as

those that occur as a consequence of elder abuse, are

not identified as homicides.

Risk factors for homicide and violent behavior are

usually evaluated at the level of the social/community

unit and the individual. At the social/community level,

one of the fundamental factors in the rate of homicide

is social disorganization. Social disorganization is

defined as the inability of a community to realize the

common values of its members and a lack of social

control. Characteristics of communities such as high

population density, tolerance for violence, income

inequality, racial inequality, poverty, low levels of edu-

cation, and high unemployment have consistently been

linked to high homicide rates. However, the relative

strength of these characteristics in predicting homicide

rates has varied widely in different studies.

The specific cultural role of elderly members of the

community is also an important factor in elder homi-
cide. Cultures that value elders and include them in

social functions may play a strong protective role for

the elderly. Individual characteristics such as living in

poverty, low educational attainment, and unemploy-

ment are linked to homicide, but the interrelationship

between these as individual or societal characteristics

has not been thoroughly examined.

The World Health Organization has supported a

science‐based public health approach to reduce vio-

lence. The steps in such an approach include establish-

ing national plans and policies for violence prevention,

facilitating the collection of data to document and

respond to the problem, building important part-

nerships with other sectors, and ensuring an adequate

commitment of resources to prevention efforts. Further-

more, the National Research Council has called for

increased research to identify the causes and situations

that lead to elder homicide.
Related Topics

>Crime, >Elder abuse and neglect, >Violence
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Homosexuality
Nancy Mendez

Gays and lesbians have often been called the invisible

minority. But according to the National Gay and Les-

bian Task Force (NGLTF), one subgroup, older homo-

sexuals are even more marginalized. The NGLTF

estimates 3.5 million Americans above 50 self‐identify
as gay or lesbian. That number will continue to

increase in coming decades as the population of gays
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and lesbians who have already declared their sexual

orientation ages.

Very little research has been done on aging gays and

lesbians. Few studies that have been completed focus

on dispelling the myths about elderly gays and lesbians.

These included beliefs that older gays are lonely,

depressed, oversexed, and living a life without the

traditional support of family and friends. Older lesbians

are often depicted as unattractive, unemotional, and

lonely. What this limited research did find is that the

aging concerns of lesbians and gays are primarily the

same ones concerning most aging adults––loneliness,

heath care, employment, housing, and long‐term care.

However, a recent study published in the April 2003

issue of The Gerontologist did find that gay and lesbian

seniors are twice as likely (66% versus 33%) as the

general population of seniors to be alone. This can be

attributed to the fact that more than 75% of gays and

lesbians never have children and others are estranged

from their families because of their sexual orientation.

Thus, living alone can lead to isolation and loneliness.

The 2003 study also found that older gays and lesbians

often mistrust the health and social service networks as

a result of lifelong experiences of marginalization and

oppression. Many of today’s elderly gays and lesbians

are afraid to tell their doctor they are gay or lesbian for

fear that their doctor will treat them differently or

discriminate against them. This can become a problem

because a lack of honesty with one’s physician can

negatively impact treatment. Although their relation-

ships and sexual problems are generally similar to those

of heterosexual persons, homosexual persons may

experience additional stress due to a perceived need to

hide their sexual orientation. According to the recent

study, this problem continues to exist despite changes

in attitude in recent years toward gays and lesbians.

Aging gays and lesbians must also confront hous-

ing‐related issues. Lesbians and gays who enter main-

stream care facilities often face discrimination and

abuse if they remain open with their sexual identities.

Homophobic peers can quickly create a hostile envir-

onment for the elderly gay or lesbian. Also, when gay or

lesbian life partners enter a retirement facility together,

many times they are separated and not allowed to share a

room. The issue is worse for transgender elderly. Trans-

gender older adults tend to be entirely off the radar even

for professionals who deal with the aging. Discrimina-

tion inmany social and institutional environments poses

a threat to the health and well‐being of gay and lesbian

seniors. Gay‐oriented long‐term care facilities are vir-

tually nonexistent. One response to this problem is the
building of gay and lesbian retirement communities. So

far, there are only a few of these facilities and they tend to

cater to the wealthier gay and lesbian population. Many

lesbian, gay, bisexual, or transgender (LGBT) centers

have begun to push for affordable safe housing for gay

and lesbian elders.

Elderly gays and lesbians are also concerned with

financial planning. The most common asset for most

elderly people is their employer‐based retirement ben-

efits package. However, employers may offer retire-

ment benefits to married employees that are far

greater than what is generally offered to someone

who is not legally married. Further, spouses of married

employees may be able to receive survivor’s benefits

and accidental death benefits that unmarried partners

cannot receive. Other strategies must be pursued if an

aging gay or lesbian works for a company that does not

offer these added benefits to an unmarried person, and

he or she would like their partner to be provided for

after their death. A support trust, life insurance, or an

annuity is advisable to replace the safety nets of survi-

vor or accidental death benefits. The same avenues

could be used as well to replace Social Security retire-

ment benefits. Biological children and the spouse by

marriage have access to the Social Security retirement

benefits. A same‐sex partner would not have such access.
To insure that partners or a nontraditional family

member will assume their health care and financial

decisions should he or she become incapacitated or

an emergency should arise, the elderly gay or lesbian

should execute a durable financial power of attorney.

This alerts institutions as to which person the elder

would like to act on their behalf in financial matters. It

is also important for gay and lesbian elders to appoint

an agent under a durable health‐care power of attor-

ney. This allows the appointed person (agent) to speak

for the incapacitated person regarding health care and

treatment. This insures that the partner will be in

charge of making decisions for their partner. The

health‐care power of attorney should also state that

the agent should be the first person to visit the elder

and the doctors, as well as control who is to be per-

mitted to visit. This demonstrates who has priority

in the family structure to health care providers,

and allows the partner to decide critical issues, even

over the objections of biological relatives. Courts will

usually honor this and will give the nonmarital partner

standing in a legal proceeding.

It is important that a will be created. If a person dies

without a will, probate laws will direct that the property

be distributed to the biological relatives, and the part-
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ner may be left without anything. Thus, an elderly gay

or lesbian who dies without a will risks leaving his or

her partner or their nontraditional family with nothing.

Finally, elderly gays and lesbians must address age

discrimination within the gay and lesbian community.

The gay community is very youth‐oriented, which may

result in the ostracism of elderly gays and lesbians.

Services and Advocacy for GLBT elders (SAGE), a

national organization, notes that ageism is an issue in

the gay community, as well as ‘‘ignorance and stereo-

types that elderly gays just don’t exist.’’ Consequently,

the gay and lesbian elderly confront a double whammy.

They are marginalized in the gay and lesbian commu-

nity for being old, and in the senior community for

being gay. Older gays and lesbians have begun to tackle

many of these issues by creating support and social

groups at local gay and lesbian centers.
Related Topics

>Domestic partnership, >Durable power of attorney,

> Family relationships, > Financial planning, >Homo-

sexuals, >Housing, >Nursing home, >Probate
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Homosexual
Angela Pattatucci Aragón . Julianne M. Serovich

The term ‘‘homosexual’’ is an amalgam of the Greek

prefix ‘‘homo’’ meaning ‘‘same’’ and the Latin root

‘‘sex.’’ Homosexuals then are persons who experience

sexual or romantic attraction to persons of the same

sex. While it is impossible to know for sure, there are an

estimated 3–4million gays and lesbians above the age of

60 in the United States and these numbers are expected
to double in the next 20 years. Same-sex attraction can

be found in all cultures throughout recorded history.

Although the focus is typically on sexual behavior,

homosexual and heterosexual also pertain to one’s

romantic/sexual attractions and fantasies. Homosexual

is also a sexual identity; however, people who define

themselves as homosexuals typically have rejected the

term because it represents a label imposed from a

medically oriented, heterosexual perspective. Instead,

gay is frequently preferred––in contrast to straight

(describing heterosexuals). Additionally, while gay is

an umbrella term that refers to both men and women,

many homosexual women prefer to call themselves

lesbians.

Plato’s Symposium, written in 387 BC, includes a

speech by Aristophanes that offers what is probably

the world’s first recorded theory of sexual orientation.

Aristophanes proposed that all human beings were

originally similar to Siamese twins. After the gods

split them apart, each yearned for his or her lost half.

Those who had been male or female thus sought the

opposite sex; those who had been male/male or female/

female desired the same sex. Plato’s exceptionally pro-

gressive view that positioned homosexuality an equal

plane with heterosexuality unfortunately did not per-

sist in history. Instead, gays and lesbians have been the

targets of hatred, violence, negative stereotypes, and

discrimination.

Repressive state statutes combined with a lack of

legal protections creates hostile living and working

environments for homosexuals. For example, violence

and discrimination against homosexuals are still wide-

spread. Gay men and lesbians can be denied housing

and fired from their jobs in over 30 states with little

legal recourse. Despite there being millions of gay and

lesbian parents in the United States, most are still

not allowed to form families through legal, state‐
sanctioned marriage. Lack of legal recognition of these

couples and families can create unique challenges for

older adults. One pronounced in the area is financial

planning. Financially, homosexuals are denied benefits

that others enjoy such as Social Security retirement

benefits, inheritance, spousal health benefits, and acci-

dental death benefits. To protect themselves they have

detailed wills, durable health‐care power of attorney,

and durable financial power of attorney documents

drafted. Social discrimination frequently results in isola-

tion and loneliness in later adulthood. This can result

from family rejection, lack of children, or a lifetime of

hiding ones’ sexual orientation to avoid losing employ-

ment, housing, or a health‐care provider. For those who
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led a closeted life, the death of a partner or other close

friends can be particularly emotionally burdensome.

In response to oppression, gays and lesbians have

organized to press for civil rights that are currently

denied. Progress has been slow but steady. For exam-

ple, many states have modified sodomy laws so that

they no longer apply to consenting adults. Some cities

and a few states have added sexual orientation to their

civil rights codes to protect gay men and lesbians from

job discrimination. Corporations extend benefit

packages to the domestic partners of their lesbian and

gay employees. Civil Unions for same‐sex couples are

now available in Vermont and Connecticut and pro-

vide all state law benefits of marriage to couples joined

in civil union. In addition, California, New Jersey,

Maryland, Maine, and the District of Columbia all

recognize domestic partnerships, and Massachusetts

is the only state with full marriage rights. No longer

hidden in the shadows of society, lesbians and gay men

appear on television and in movies, and run for political

office. High school students across the United States are

forming gay–straight alliances and an expansive web of

organizations and institutions exist that sustain a rich

social, cultural, and civic life for gays and lesbians.
Related Topics
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ethics, >Queer, >Transgenderism, >Transsexuality
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Hormones
James F. Carter
In our information age society it is quite amazing how

much confusion and misinformation there is on the

Internet and among physicians. Not a week goes by

when I do not use the analogy ‘‘the Internet is informa-

tion without knowledge’’ to many of my patients.

There was such a scare in July 2002 when the Women’s

Health Initiative (WHI) study appeared in JAMA that

the average postmenopausal woman in the United

States simply stopped taking her hormones. If she did

go to her gynecologist, she often received a defensive

answer, if at all. If she went to her internist or family

practitioner, she was simply told ‘‘no.’’ In April 2004,

when the WHI group came out with the good news

about the estrogen‐only arm, no one in the press and

few in the medical circles noticed it. This media circus

has been a disservice to women’s health and physicians

need to persevere to give patients even‐handed infor-

mation and then let the informed woman make her

decisions.

Let us begin by identifying the players in a woman’s

transition from the perimenopause (the time when

ovulation frequency decreases and the length of time

between menses lengthens in the normal situation) to

the menopausal state (the time when menses ceases).

We only fear what we do not understand, so let us not

be afraid of the word ‘‘menopause’’ and by all means let

us not use the word ‘‘hormones’’ as a dirty word.

Without hormones one would not be able to function.

We do not fear a large amount of estrogen in our mid‐
twenties or thirties, yet we may want to avoid them

from our forties onwards just because we hear that

they could be harmful. Perhaps your physician even

confirmed your fears, although they are not justified

by scientific facts.

Everyone seems to know or has heard of estrogen

and progesterone (though many physicians have only

heard of Provera, which is a progesterone salt called

‘‘medroxyprogesterone acetate’’). A growing number

of women are also being made aware of androgens or

their more familiar name, testosterone. Let us now

look at the facts.

Estrogen (or the class of hormones we call ‘‘estro-

gen’’) affects the whole woman. The end organ recep-

tors include the brain, blood vessels (arteries and

veins), eyes, skin, abdominal fat distribution, bones,

colon, bladder and vagina, as well as insulin sensitivity.

Before worrying about the risks of this hormone,

which circulates in the body from birth and then
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rapidly increases at menarche, we should consider

some of its benefits. The ‘‘controversy’’ over the cardi-

ovascular effects will be briefly discussed with some

recommended reading. First, no one disagrees that as

a result of osteoporosis there is an increased risk for

fracture of the hip, spine, and wrist. There are more

than 300,000 hip fractures per year with a 15% lifetime

probability in Caucasian women, and this number is

rising. Once the fracture occurs, there is a 5–20%

excess mortality (death) in the first year and 25% of

women suffering a hip fracture will enter long‐term
care. The health‐care cost in 1995 was $13.8 billion and

is estimated to rise to $62 billion in 2020. The Osteo-

porosis Foundation generally recommends a bone

density test at age 65, but we might order them on

any woman who is postmenopausal, especially if she is

a smoker (this decreases the blood flow to the skin,

bone, and entire body). Estrogen reduces this risk

considerably. Selective estrogen receptor modulators

(SERMs) like raloxifene (Evista) slow the rate of osteo-

porosis but tend to increase hot flushes. Bisphospho-

nates such as Fosomax and the new Boniva do help but

can cause some difficult gastrointestinal problems.

Some studies show that estrogen alone and in combi-

nation with certain progesterones, such as norethin-

drone (Activella, FemHRT, and CombiPatch), actually

increases bone density.

The most common reason for patients resuming

estrogen therapy after the WHI scare of July 2002 was

their terrible experience of hot flushes. These hot

flushes, which occurred at night and woke patients

intermittently, created some very irritable patients

who were having trouble functioning due to inade-

quate sleep. They result from vasomotor instability,

which estrogen can and does stabilize. Mood disorders

and depression may or may not occur from this lack of

sleep. Mood disorders can develop due to the aging

process, but if the moodiness is from lack of estrogen,

this will once again affect patients’ quality of life.

Patients commonly present with vaginal dryness

and coital pain. Both the alpha‐ and beta‐receptors of
estrogen are in the distal one third of a woman’s vagina

including the bladder. The thinning of the vaginal layer

causes an increase in dryness, and a susceptibility of

infections in the vagina and urinary tract. It may also

cause burning and lead to urinary incontinence. There

is no other hormone or substitute for the estrogen effect

in these areas. Although there are different creams,

tablets, as well as transdermal patches and rings that
have a more local effect, this could be a major source of

decreased quality of life, as many studies have shown.

Estrogen slows the skin’s aging process by increas-

ing the collagen content and preserving its elastic prop-

erties and thickness. This is not just confined to the

vaginal area. Some women also notice their fingernails

becoming more brittle. Amazingly, this is well known

in dermatological circles, but is not generally discussed

among internists or even many gynecologists.

Lack of estrogen adversely affects the eyes, with old

age macular degeneration made even worse by cigarette

smoking. Again, there seems to be little discussion on

this topic.

There is an increase in insulin resistance in patients

with low estrogen levels, which may increase their risk

of becoming diabetic. One of the most common mis-

conceptions is that there is an increase in weight by

taking estrogen replacement. Science has clearly shown

a generally lower weight in women taking estrogen,

with a decrease in central body fat distribution,

which itself would engender a relatively healthier body.

One of the most amazing facts that has been con-

firmed with more than 50 years of data is the 50%

decrease in colon cancer in women taking estrogen.

Women get colon cancer in equal proportions to men,

and have a hormone that continues to protect them after

menopause. Although studies show that women’s great-

est fear is breast cancer, more die of colon cancer. Some

of our patients do not hesitate to get a yearly mammo-

gram but really have to be pushed to get a colonoscopy,

which, if negative, only needs to be repeated in 10 years.

Estrogen has shown to have positive effects on cogni-

tion and memory along with prevention and/or slowing

of Alzheimer’s disease due to the alpha‐receptors block-
ing the hyalin deposits in the amygdala of the brain.

No discussion of estrogens would be complete

without mentioning the risks of breast cancer. When

the WHI study of July 2002 implied an increased risk

of breast cancer in women using Prempro (though it

was not statistically significant), the news spread like

wildfire. However, when their own study of estrogen

was published in April 2004 showing a statistically

significant decrease in breast cancer by 23%, there

was no media frenzy, but the fact remains. An unpub-

lished follow‐up of patients taking estrogen alone

shows a 50% decrease in breast cancer. Data by a

number of gynecological oncologists have confirmed

that women with breast cancer taking estrogen gener-

ally live longer than women with breast cancer not

taking estrogen. It is amazing that women in their
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forties with breast cancer who are ovulating monthly

with more estrogen than any pill can give them are

refused estrogen therapy once they reach 50 or meno-

pause by their own well‐meaning physicians. American

and European studies have shown that birth control

pills (at least four times the dose of estrogen replace-

ment) have not shown an increase in breast cancer.

Let us finally look at the cardiovascular risks of

estrogen. Most studies show that estrogen clearly

increases the risk for venous thromboembolism. How-

ever, in a general population, one to two per 10,000

will develop clots, while in the group of women on

estrogen this would increase to two to three per 10,000,

which is not clinically significant. The WHI study

observed that venous thromboembolic events plus pul-

monary embolism gave an increase from 21 per 10,000

to 28 per 10,000 women, but with ‘‘just’’ venous embo-

lism the number was not statistically different.

Although the WHI rated this as a 33% increase, in

actual clinical settings it was only slightly increased.

The cardiovascular benefits of estrogen in increas-

ing the good lipoproteins and dilating the blood vessels

versus increasing the triglycerides must be considered

in the context of genetics. It is also a fact that, in spite

of the WHI claim of conducting the only randomized

study to demonstrate this, women with hot flushes

who were younger were not allowed to participate in

the study. In addition, there was more than a 42%

dropout rate and at least 40% of the patients were

unblinded at the request of their physicians. Therefore,

there is much work to be done before we can come to

any concrete conclusion.

Progesterone is necessary to prevent the increase of

endometrial cancer when women who are postmeno-

pausal and have a uterus are given hormone replace-

ment therapy. The Heart and Estrogen/Progestin

Replacement Study (HERS) among others clearly

showed that progesterones (especially Provera) offset

much of the good of the estrogen effect. However,

Prometrium and norethindrone acetate (the progester-

one in the older pills and new hormone replacement

therapies) do not seem to cause as much mood swing,

irritability, and sometimes depression as Provera did.

The individual should find a knowledgeable physician

who is willing to work with her and individualize her

treatment when necessary.

Androgens positively affect the central nervous sys-

tem by increasing the sense of well‐being, cognition
and memory, and spatial relationships, as well as

increasing sexual desire. Some women find an increase
in acne associated with testosterone as well as some

increase in hair growth, though that is again part of the

aging process.

Finally, the decision to be treated with hormone

replacement therapy should be made on the basis of

knowledge. One can, by all means, consult several

people, but the patient must beware of the physician

who does not allow her to voice her concerns or dis-

agree with the physician To be treated or not, and

whether to take hormones are generally quality‐of‐life
decisions in which the patient should be an equal

partner. Decisions should be made based on knowl-

edge of science the patient’s own goals and symptoms,

but not from fear. It is essential to ensure that the

physician is comfortable discussing these very personal

and important issues, as it is the patient’s quality of life

that physicians are trying to improve. The patient

should always be comfortable with her decisions and

has an absolute right to change her mind later based

on symptoms and information.
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Hormone Therapy
in Menopause
Kathy A. King . Vanessa M. Barnabei

It is well established that hormone therapy (HT) is

effective in relieving the vasomotor symptoms of

menopause and has been used for many years to assist

women through the menopausal transition. However,

it is not clear whether HT provides health benefits that

outweigh the risk of clinically significant adverse

events. It is only recently that HT has been studied as

a long‐term health treatment or preventive aid for the

diseases of postmenopausal women. Clinical practice

standards in the past relied on epidemiologic rather

than clinical trial data. The widely publicized release of

data from two large clinical trials—Women’s Health

Initiative (WHI) and Heart and Estrogen/Progestin

Replacement Study (HERS)—has had a significant

impact on health‐care professionals and on patients’

attitudes and opinions about HT. The ongoing clinical

trial data that continue to emerge from the WHI have

made counseling about HT more evidence‐based, but
have also raised many yet unanswered questions.

There are several key elements to effective counsel-

ing of women regarding the decision to take HT. These

include:

1. Take a thorough health and family history.

2. Educate women about the diseases of postmeno-

pausal women.

3. Discuss indications for HT in general and in

patient‐specific cases.
4. Discuss risks and benefits of HT in general and in

patient‐specific cases.
5. Discuss each woman’s expectations, concerns, and

preferences.

6. Answer all questions objectively.

Providers should listen and validate a woman’s con-

cerns and provide accurate data while correcting any

misconceptions about HT. When counseling patients,

it is important to help them understand not only the

relative risk, but also the absolute risk. Relative risk

helps investigators identify potential causes for a con-

dition, but absolute risk is more helpful for assessing

the impact on a particular individual. For example,

WHI reported a 26% increase in breast cancer for

women being treated with the hormones estrogen
plus progestin (CEE þ MPA) therapy compared to

placebo. Some women may mistakenly believe that

this means they have a 26% risk of developing breast

cancer if they use HT. However, the 26% reflects the

difference in absolute risk between the CEE þ MPA

treatment group and placebo (38 and 30 per 10,000

persons per year, respectively). This increased risk

translates to a rate of 8 per 10,000 women per year,

or less than 1 additional breast cancer case per 1,000

women per year. It is also helpful to provide women

with written information that they can read at leisure,

and not pressurize them into making a decision at the

time of the visit. It is important to reassure women that

the decision to start HT is not a lifelong commitment.

A well‐informed patient is more likely to be satisfied

with her decision, more adherent with her therapy, and

less likely to regret her decision. Once a decision has

been made for or against HT, the issue should be

reviewed on an annual basis because health status,

indications for use, and health risks of the woman

will change with time.

The most common side effect of HT for women

with a uterus is vaginal bleeding. In the first 6 months

of therapy approximately half of the women will experi-

ence bleeding, although for most women this consists of

light bleeding or spotting only. By the end of the first

year of using any combined regimen, the majority of

women will be amenorrheic (absence of menstrual per-

iods), although approximately 10–12% will still report

spotting after 5 years of use. Bleeding after the first year

of therapy should be evaluated appropriately, but is

benign in the majority of cases. Bleeding is common

for all types of HT, regardless of dose, type, and route of

administration. Unopposed estrogen therapy (ET) is

not indicated for women with a uterus, given unaccep-

tably high rates of bleeding and endometrial hyperpla-

sia. The use of progestogen in combination with

estrogen has minimized the risk of endometrial hyper-

plasia to less than 1% and decreased the risk of endo-

metrial cancer below baseline risk. A recent Cochrane

review suggested that while bleeding rates are higher on

continuous versus sequential HT regimens, the endo-

metrial hyperplasia (over-production of cells in the

uterine tissue) risk is lower. For women using sequential

therapy, at least 12 days of progestogen is recommended

to minimize hyperplasia risk.

Many women have the misconception that HT

contributes to weight gain. The literature suggests

that midlife weight gain is more related to age than

to menopausal status and occurs in both genders at
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this time of life. Clinical trial data show that estrogen

may, in fact, slow the normal midlife weight gain as

well as limit the deposition of fat to central body sites.

This redistribution of fat mass from a gynecoid (typical

female) to an android (typical male) pattern results in

an increased waist to hip ratio, and is a marker for

glucose intolerance and risk for cardiovascular disease.

Established benefits ofHT include treatment of vaso-

motor symptoms, prevention and treatment of urogen-

ital atrophy, prevention of bone loss, and improvement

in serum lipoproteins. Approximately 75% of US

women experience hot flashes. Estrogen is unrivaled

in its ability to treat vasomotor symptoms as well as

vulvar and vaginal atrophy, which are the most com-

mon indications for initiating HT at midlife. Urogen-

ital atrophy (shrinking of genical tissue size) is a delayed

symptom of menopause. However, many perimeno-

pausal and early menopausal women complain of

vaginal dryness and discomfort with sexual activity.

Estrogen can be replaced either orally and/or vaginally

for resolution of these symptoms. Vaginal administra-

tion of estrogen in low doses causes negligible systemic

absorption and is safe for most women, including

those who have contraindications to systemic ET.

Women achieve peak bone mass by age 30 and

gradually lose bone mass throughout the rest of their

life. Themost rapid loss of bonemass occurs during the

perimenopausal transition, with rates reaching 3–5%

bone density loss per year, declining to 1–2% per year

thereafter. The WHI showed that fracture incidence is

decreased at all sites and in all age groups studied,

although the benefits might be outweighed by other

health risks of HT. Data from the study by the Osteo-

porotic Fractures Research Group showed that

women who initiate HT within 5 years of menopause

and continue therapy have the highest bone mineral

density and the lowest rates of fracture. Recent data

show that gains in bone mass are rapidly reversed

once HT stops. This has led to recommendations

from the Food and Drug Administration (FDA) and

the North American Menopause Society that if HT

is prescribed solely for the purpose of osteoporosis

prevention, other bone‐specific treatments should be

considered first.

The beneficial effects of estrogen on cardiovascular

health have been based on observational and epide-

miologic studies, clinical trials with disease risk factors

as endpoints, and animal models. All these data

support a role for estrogen in the primary prevention

of cardiovascular disease. Some of the proposed
mechanisms of estrogen’s beneficial actions include

effects on lipoproteins, antioxidant effects, direct

endothelial (inner vessel wall) effects, and vasodilatory

effects. The Nurses Health Study, an observational

study published in 2000, demonstrated a lower rate

of major coronary events among current users of HT

(expansion of blood vessel), which supported older

observational data. The Postmenopausal Estrogen/

Progestin Interventions (PEPI) trial, a randomized

placebo controlled study of ET and HTon disease risk

factors, demonstrated a favorable impact of estrogen,

with or without progestogen, on various cardiac dis-

ease risk factors such as low‐density lipoproteins

(LDL) cholesterol and fibrinogen. A review of clinical

trials showed a consistent benefit of oral estrogen and

nonandrogenic progestins on increasing high‐density
lipoproteins (HDL) cholesterol and lowering total cho-

lesterol. Oral estrogen has a tendency to raise serum

triglycerides, an effect not seen with transdermal

(applied to the skin) estrogen. Animal data support a

beneficial effect of estrogen on plaque thickness in

coronary arteries, which is most pronounced in younger

animals with no early disease. Estrogen may contribute

to atherosclerosis prevention by its direct endothelial

effects on LDL metabolism and nitric oxide production.

Randomized clinical trials have shown no benefit of

estrogen for secondary prevention of cardiovascular

disease. The HERS and Estrogen Replacement and

Atherosclerosis (ERA) Trial assessed the effects of

estrogen in women with established cardiovascular

disease, showing no benefit. Any benefits of estrogen

on the cardiovascular system may be lost once ather-

oma formation (blood vessel plaque formation) has

occurred. Data from the WHI also contradict observa-

tional findings, especially for combined therapy. These

data show a small increase in cardiovascular disease in

the estrogen þ progestin group over 5.2 years of use

(HR ¼ 1.29, 95% CI 1.02–1.63). The absolute risk was

37 versus 30 cases of myocardial infarction per 10,000

women per year. Events were most likely in the initial 2

years of the study. However, the average age of women

in the WHI study was 63; thus one could argue that

this was not a primary prevention study. There was no

detrimental effect on cardiovascular disease seen in the

estrogen‐alone arm of the study after 6.8 years of

follow‐up. For women aged 50–59 the HR was 0.56,

although this was not statistically significant. Progestin

use may nullify the benefit of estrogen on the cardio-

vascular system. Current recommendations state that
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HT should not be used for the primary or secondary

prevention of cardiovascular disease.

Prevention of Alzheimer’s dementia could have

significant public health implications. Observational

and case control studies have suggested that early use

of estrogen decreases the risk of developing Alzheimer’s

disease. The Women’s Health Initiative Memory Study

(WHIMS), a substudy of 4,500 WHI participants

aged 65–79, looked at cognitive function. The results

showed that women taking either CEE or CEE þMPA

tested slightly worse on cognitive tests versus women

on placebo. There was no benefit of HT or ET for the

prevention of mild cognitive decline, and in fact late

institution of HT may exacerbate mild cognitive

decline.

Stroke is a major health issue for women. Cerebro-

vascular disease is the third leading cause of death in

the United States and the leading cause of adult dis-

ability. In the WHI trial, the CEE þ MPA arm showed

an increased rate of ischemic stroke compared to the

placebo arm. The absolute risk of ischemic stroke was

29 per 10,000 women per year in the CEE þ MPA arm

and 21 per 10,000 women per year in the placebo arm.

There was no increased risk of hemorrhagic stroke. The

increased risk of stroke was seen in all age groups

regardless of baseline stroke risk. In the estrogen‐only
arm there was a slightly increased risk of stroke,

equivalent to 12 additional events per 10,000 women

per year (44 versus 32 per 10,000 women per year)

compared to the placebo arm.

Two other clearly established increased risks of HT

are gallbladder disease and venous thromboembolism

(VTE). The relative risk for gallbladder disease such as

cholelithiasis and cholecystitis is 1.5–2.0 compared to

women not taking HT. Oral estrogen increases bile acid

secretion and biliary cholesterol saturation—effects

that are minimized with the use of transdermal ther-

apy. However, there are no data comparing route of

therapy to incidence of gallbladder disease. The relative

risk of VTE is 2–3 in HT users versus nonusers. Estro-

gen has an unfavorable effect on coagulation (blood-

clotting) parameters via its first‐pass effect through the

liver and its effects on activated protein C. The risk of

VTE persists with transdermal therapy in some studies

but not in others, suggesting that mechanisms other

than coagulation changes may influence venous clot

formation. Clearly, additional trials are needed to

answer this important question.

Of the risks associated with HT, women probably

fear breast cancer the most. The data are conflicting
regarding the role of HT in postmenopausal breast

cancer incidence. The WHI showed an increase in

breast cancer incidence in the CEE þ MPA trial after

5 years of use. The CEE‐alone data showed no signifi-

cant decrease in breast cancer incidence. Many studies

showed that breast cancer risk reverts to baseline once

HT is discontinued. Breast cancer takes about 6–10

years to manifest as a detectable tumor. The WHI

trial lasted about 5 years, which suggests that any breast

cancer detected during the trial existed prior to the

initiation of the trial. Estrogen’s effect on the breast

may therefore be promotional for existing lesions but

not as an initiator of new lesions.

It is challenging for both health‐care practitioners
and women to sort out all the conflicting information

on the risks and benefits of HT. Fortunately, most

studies show no overall effect of HT on mortality,

especially in younger women. The question unan-

swered by the WHI study is what the risks and benefits

of beginning HT at the time of menopause or for

treatment of menopausal symptoms are. In the WHI

only one third of women were younger than 60, 16%

were within 5 years of their last menstrual period, and

only 13% were 50–54 years old. The other limitation

was that the WHI study tested only one form of estro-

gen and progestin. The Kronos Early Estrogen Preven-

tion Study (KEEPS) is currently enrolling women in

a 5‐year pilot study of 720 women that is designed

to explore whether HT can prevent the development

of cardiovascular disease in women who begin using

it soon after menopause and in lower doses and differ-

ent formulations than those used in the WHI. The

study will compare a 0.45 mg dose of CEE or a skin

patch containing estradiol to placebo. It will also use

natural progesterone compared to the progestin MPA

used in the WHI. KEEPS will focus on menopausal

women aged 40–55, who are within 3 years of their last

menstrual period.

The current recommendations for estrogen and

progestogen use from the North American Menopause

Society are summarized as follows:

1. The primary indication for use of systemic HT is

the treatment of moderate to severe menopausal

symptoms.

2. Local ET should be used for the treatment of vulvo-

vaginal atrophy in the absence of other symptoms.

3. HT should not be instituted for the primary or

secondary prevention of cardiovascular disease or

stroke.
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4. HT can be considered for primary prevention of

osteoporosis, but alternatives to HT should be con-

sidered.

5. Initiating HTafter age 65 for the sole purpose of pri-

mary prevention of dementia is not recommended.

6. HT should be used in the lowest doses and for the

shortest duration consistent with the indication

and the desired effect.

7. Data from the WHI and HERS should not be extra-

polated to women who initiate HT to treat prema-

ture menopause.

8. Non-oral routes of HT administration may offer

advantages and disadvantages, but the long‐term
risk to benefit ratio is not known.
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Hospice
Siran M. Koroukian . Tionn Fambro
The goal of hospice care is to improve the quality of a

patient’s final days by offering comfort and dignity.

While addressing the symptoms of a disease and

controlling pain and discomfort, hospice deals with

emotional, social, and spiritual impact of the disease

on the patient and his or her family and friends. Hos-

pice care is rendered wherever the need arises––usually

in the patient’s residence. Most hospice programs are

Medicare‐certified, employing experienced medical

and nursing personnel with state‐of‐the art knowledge
in palliative care and advanced technologies to relieve

the patient from pain and distressing symptoms.

Hospice programs experienced a substantial rate of

growth in the past decades, as their number increased

from less than 2,500 in 1974 to over 3,600 in 2004,

nationwide. Two-thirds of such programs are managed

by nonprofit organizations, and the remaining third are

for‐profit and government‐run programs. Similarly, the

number of patients served by hospice programs increased

from 158,000 in 1985 to over one million in 2004. Of

note is the important role of volunteers in hospice care,

especially through their companionship and assistance

in household chores; in 2004, the contribution of

400,000 volunteers amounted to 10.3% of all hours

provided by hospices. In the same year, cancer‐related
diagnoses accounted for nearly half of all hospice admis-

sions, while end‐stage heart or kidney diseases, lung

disease, and dementia were among the top noncancer

diagnoses for which patients sought hospice care. Nearly

two‐thirds of hospice patients in 2003 were 75 years or

older, 18% were 65–74 years, and 54% were women.

http://www.menopause.org
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The vast majority of hospice patients receive rou-

tine home care (96%), and only 3% receive inpatient

care. The average length of stay in hospice care was

57 days in 2004, and the median was 22 days. Nearly

one-third died within 7 days of being admitted to

hospice care, and 9.2% died within 6 months. Bereave-

ment support constitutes an important component of

hospice care. On average two family members for each

death receive such support.

Despite the existence of hospice for over 30 years

and its growth, most patients have little knowledge of

hospice care, and, as listed below, many myths exist

about hospice that often discourage terminal patients

from seeking this assistance.

� Myth: Hospice is where you go when there is

‘‘nothing else to be done.’’

� Reality: Hospice is the ‘‘something more’’, comfort‐
oriented care that can be done for terminally ill

patients and their family.

� Myth: Families should be isolated from a dying

patient.

� Reality: Hospice staff believes that when family

members experience the dying process in a caring

environment, it helps counteract the fear of their

own mortality and the mortality of their loved one.

� Myth: Hospice care is more expensive.

� Reality: Although this is still under debate, it may be

hypothesized that hospice may be less expensive

than conventional care because technology‐intensive
care is used to a lesser extent. Additionally, family,

friends, and volunteers provide 90% of the day‐
to‐day patient care at home.

� Myth: You cannot keep your own doctor if you

enter hospice.

� Reality: Hospice physicians work closely with your

doctor of choice to determine a plan of care.

The following describes the process by which

patients are admitted into hospice and hospice care

plan is developed. The patients are referred to hospice

when life expectancy is approximately 6 months. Hos-

pice staff meets with the patient’s personal physician(s)

as well as a hospice physician to discuss the patient

history, current physical symptoms, and life expec-

tancy. They also meet with the patient and family to

discuss the purpose of hospice as well as available

services and expectations, including pain and comfort

levels, support systems, financial and insurance

resources, medications, and equipment needs. These

discussions lead to the development of a care plan for
the patient––a process that ensures that the patient’s

and his or her family’s preferences and wishes are

taken into account. This plan is reviewed and revised

as required by changes in the patient’s condition.

As most hospice users are elders aged 65 and above,

they are entitled to Medicare’s hospice benefit pro-

gram, which provides coverage for all hospice services,

and requires very little out‐of‐pocket expenses. Elders
enrolled in managed care programs that do not pro-

vide coverage for hospice services can still use hospice

services through the Medicare hospice benefit pro-

gram. Services covered include visits by medical and

nursing professionals, skilled nursing services, medical

social services, home health aides, short‐term inpatient

care, nutrition counseling, spiritual counseling, and

bereavement support for family members after the

patient’s death. The Medicare hospice benefit also pro-

vides coverage for drugs to control pain and other

symptoms, and inpatient respite care. Although these

services are covered at 95%, most hospice programs do

not collect the 5% co‐payment. Medicare does not

provide coverage for personal care, or for 24‐hour care.
Important quality indicators for hospice care

include the following criteria: the staff should offer

clear information about what it will require to care for

the patient at home; train family members to care

for the patient at home; explain how pain and other

symptoms will be treated and provide information

about what to expect when their loved‐one dies; tell

the family in advance the number of visits that the

staff will make; respond promptly to urgent issues;

ensure that the patient is comfortable, is free of pain

and other symptoms; ensure that the wait for pain

medication or home supplies/equipment is not too

long; treat the patient and family members with

respect, and include them in care decisions. Hospice

staff should also prepare family members for the

patient’s death and help them cope with the changes

after the death of their loved‐one.
With the expected changes in demographics in the

next decades, hospice is likely to grow further and be

better accepted as a viable alternative to conventional,

technology‐intensive care in patients with limited life

expectancy. Preparing advance directives and making

wishes known to loved ones help shape and bring

dignity to the care for the dying.



442 H Housing
Related Topics

>Advance directives, >California Natural Death Act,

>Death, >Death with Dignity Act
Suggested Readings

Naierman N (1999) Debunking the myths of hospice. http://www.

americanhospice.org/articles/debunking.htm

Naierman N What to expect and demand from a good

hospice. http://www.americanhospice.org/articles/Consumer-

Questions.pdf

National Hospice and Palliative Care Organization (NHPCO).

NHPCO’s 2004 Facts and Figures. http://www.nhpco.org/files/

public/Facts_Figures_for2004data.pdf

Housing
Sarah Parran
Most seniors prefer to stay in their own homes as long

as possible, finding comfort in their familiar environ-

ment and fearing the change that comes with a move.

However, it is not always feasible or safe for aging

adults to stay in their homes. There are a number of

housing options that seniors and their families may

find in their communities. Each setting has its own

advantages and disadvantages, depending on the per-

son or couple’s care, needs, and financial situation.

There are some state‐specific variations in funding,

but the following is an overview of the most common

senior housing options.

Senior apartment buildings are independent living

settings that often offer additional services for their

residents, such as housekeeping, laundry, transporta-

tion, and limited congregate meal service. Most of

these apartment buildings are designed to meet the

unique needs of seniors and the disabled. Often, the

apartments are handicapped‐accessible and have safety

features such as walk‐in showers, built‐in shower

chairs, and grab bars in the bathrooms. Residents in

these buildings have to be functionally independent, or

they have to hire home health aides to keep them

independent in their apartments. Senior buildings

cost the same as other rental units in the area, but

may charge extra fees for the additional amenities

they offer. In some communities, there are subsidized

senior apartments for low‐income residents.
Boarding homes are commonly run by an indivi-

dual caregiver who lives in the home with the tenants

and provides meals, housekeeping, and laundry for

them. The number of tenants is low, usually less than

five people. Group homes can be much larger, housing

up to 20 people, with paid staff who work in shifts in

the home.

They also provide meals, housekeeping, and laun-

dry services. Many residents pay the entire monthly

cost of these homes out of their retirement income.

Some low‐income seniors have the monthly rent sub-

sidized by the state in order to keep them frommoving

into more expensive settings like nursing homes. These

homes are generally licensed by state agencies and must

meet regulatory standards for size, cleanliness, ame-

nities, and caregiver training. The regulations vary

from state to state.

Assisted living facilities are proliferating across the

country as our population ages and seniors seek more

independent care environments than nursing homes.

These state‐licensed facilities have individual apartments,

and also provide meals, housekeeping, laundry, activities,

and transportation services. In addition, assisted living

facilities have nurses and aides to manage medication

administration and personal care.

Some of these facilities have specialized dementia

care units with separate staff and programs. Assisted

living care is almost always paid for out of the resi-

dent’s private funds. Some long‐term care insurance

policies cover a portion of the cost of assisted living, if

the policyholder meets certain criteria for functional

impairment. In some states, regulators are considering

using state Medicaid funds to pay for assisted living

care for people at risk of nursing home placement.

Some veterans may qualify for Veteran’s Administra-

tion funds to help offset the cost of assisted living care.

The qualifying criteria are very specific, so the veteran

or his spouse must apply to determine if the benefit is

available to them.

Nursing facilities are state and federally certified

and licensed facilities that provide all of the care a

severely functionally or cognitively impaired person

requires. They are staffed full time by nurses and aides,

who provide both skilled nursing and custodial care

services for the residents. In addition, there are a variety

of other health care professionals providing care, such

as physical therapists, occupational therapists, speech

therapists, dietitians, social workers, and psychologists.

Some individuals require only nursing facility care

for a short period of time after an acute illness and

http://www.americanhospice.org/articles/debunking.htm
http://www.americanhospice.org/articles/debunking.htm
http://www.americanhospice.org/articles/ConsumerQuestions.pdf
http://www.americanhospice.org/articles/ConsumerQuestions.pdf
http://www.nhpco.org/files/public/Facts_Figures_for2004data.pdf
http://www.nhpco.org/files/public/Facts_Figures_for2004data.pdf
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hospitalization. They may receive rehabilitation or

skilled nursing care for a few weeks or months to

regain their functional independence. This short‐term
nursing facility care is usually paid by Medicare or

private insurance. If the individual does not regain

functional independence and requires ongoing care in

the facility, the cost of the care is paid by the indivi-

dual. Once the resident’s funds are depleted, the state

pays for their care throughMedicaid. In addition, some

long‐term care insurance policies pay for a portion of

long‐term nursing home care.

Many parts of the country have continuing care

retirement communities (CCRC) that offer indepen-

dent living apartments, assisted living apartments, and

nursing facility care, all on the same campus. When the

senior chooses to live in a CCRC, he can move from

one level of care to another within the community as

his care needs change. These communities can be very

expensive, but a few have subsidized apartments and

most of the CCRC nursing facilities are Medicaid‐
certified.

There are many housing options for seniors, and

more are being developed every year. As the senior

population increases, the demand for even more

types of housing and caregiving arrangements will

grow. Some experimental caregiving environments

hold the promise for even more housing options for

seniors in the coming decades.
Related Topics

>Nursing home
Suggested Resources

http://www.seniorresource.com/house.htm
Human Papilloma Virus
. Table 1

Phases of HPV infection

Inoculation
Incubation
Active expression
Host containment
Latency
James F. Carter

Human papilloma virus (HPV) infection may be the

most common viral sexually transmitted disease (STD)

in this country. As many as 30 million Americans are

infected with HPV, and each year an additional one

million persons acquire the virus.

More than 80 distinct types of HPV have been

identified; at least 20 of them can infect the genital

tract. Infection due to HPV type 6 and 11 is usually

associated with external genital warts (condylomata

acuminate), whereas those due to HPV type 16 and

18 are associated with cervical, vulvar, and anal cancer.

The natural course of HPV infection involves five

distinct phases (> Table 1). HPV infection begins with

an abrasion or cut of the skin either external or internal

that allows viral access. After inoculation, an incuba-

tion period begins and lasts from 1 to 8 months. The

incubation is followed by a 3–6 months of active viral

growth, most marked in the small blood vessels (capil-

laries). During this time warts develop, but some may

be too small to be clinically apparent.

Approximately 3 months after the initial prolifera-

tive phase and appearance of lesions (visible or not),

the patient’s immune system will mount a response to

suppress new lesions. This is known as the host con-

tainment phase and an intact immune system is at least

as important as any available therapies for HPV infec-

tion. After about 9 months, a latent phase begins and is

characterized either by continued clinical remission or

by a continued active disease. If the active disease

continues, it may place the patient at risk for new

growths that can be cancerous. In some patients, par-

ticularly younger women, the infection may resolve.

Genital HPV infection is transmitted by intimate

sexual contact. Early age at first intercourse, multiple

sexual partners, and intercourse with a person who has

external genital warts are risk factors for HPV infection

(see >Table 2). Oral contraceptives and smoking also

increase risk.
. Table 2

Risk factors for genital HPV infection

Early age at first coitus
Coitus with partner who has external genital warts
Multiple coital partners
Oral contraceptive use
Smoking

http://www.seniorresource.com/house.htm
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Clinical examination is a reliable method for estab-

lishing a diagnosis of genital warts; however, HPV can

cause warts to form in the vagina, on the uterine

cervix, and inside the urethra and anus. In many

patients, only cervical cytology (Pap smear) can detect

the characteristic abnormal cellular changes. This is the

most common method of detecting inapparent (sub-

clinical) disease. Biopsy should be performed if the

diagnosis is in doubt, when the disease worsens despite

treatment, in immunocompromised patients, or if the

skin or warts are pigmented, hardened, fixed, and

ulcerated.

Women with HPV infection and their sexual part-

ners should be examined for other STDs. Tests for

syphilis, gonorrhea, HIV, and Chlamydia should be

strongly considered. Routine screening for cervical

cancer should be performed annually; more frequent

Pap tests are not required for the diagnosis of external

genital warts, but should be performed if cervical

cellular abnormalities called dysplasia is noted on the

Pap smear.

The primary goal of treatment is to remove symp-

tomatic warts and halt the dysplastic process, either

through active destruction with medication or surgery,

or by allowing the patient’s immune system to destroy

the lesions. It is important for the patient to under-

stand that regardless of whether or not the external

warts or dysplasia is removed, the HPV virus remains

in the patient. This fact is a source of much conster-

nation and must be understood. Although proper

treatment may induce lesion‐free periods, no evi-

dence exists that any available therapy can eliminate

the infection. As many as 21% of vulvar warts resolve

without treatment and up to 70–75% of Pap smears

with mild dysplasia in the younger women will resolve

in 1 year without treatment. The patient should be

educated and involved in her treatment. No single

therapy is ideal for all women or all lesions, warts, or

abnormal Pap smears. Smoking cessation is also very

helpful.

For external lesions if the patient is pregnant, warts

may be removed by bichloroacetic acid (BCA), tri-

chloroacetic acid (TCA) cryotherapy, or surgical exci-

sion. If the patient is not pregnant, podophyllin,

imiquimod (Aldara), or interferon can be considered.

Once the lesions have disappeared, therapy may be

stopped. Patients with mild dysplasia on a Pap smear

may be followed without active therapy; this will spon-

taneously resolve in approximately 70–75% of patients

within a year. If the patient is not comfortable with
observation, cryosurgery may be utilized and if more

advanced lesions are present, loop electrosurgical exci-

sion procedure (LEEP) or cold knife conization may be

utilized on an individual basis depending on where

the dysplasia is located. Careful discussion between

the patient and physician is essential. Patients should

be advised to watch for recurrences particularly during

the first 3 months after a procedure.

Although a follow‐up evaluation after visible geni-

tal warts have cleared is not mandatory, it may be

useful for documenting a wart‐free state, monitoring

treatment compliance and complications, and provid-

ing patient education and counseling. The presence of

external genital warts is not in itself an indication for

more frequent Pap smears or a cervical colposcopy

unless the patient has had abnormal Pap smears.

Examination of the sex partners of HPV‐infected
women is not necessary for the management of their

external warts because the role of reinfection in persistent

disease is probably minimal. However, such examination

is recommended to detect other STDs or previously

unrecognized visible warts. Use of condoms can reduce

but not eliminate transmission of HPV to uninfected

partners. Patients should understand that they may

remain infectious even after their visible warts have

resolved.
Related Topics

>Acquired immunodeficiency syndrome, > Sexually

transmitted diseases
Suggested Readings

Committee on Prevention and Control of Sexually Transmitted

Diseases, Institute of Medicine (1997) The hidden epidemic:

confronting sexually transmitted diseases. National Academy

Press, Washington, DC
Suggested Resources

American College of Obstetricians and Gynecologists. http://www.

acog.org

Centers for Disease Control and Prevention: Guidelines for Treat-

ment of Sexually Transmitted Diseases. http://www.cdc.gov

http://www.acog.org
http://www.acog.org
http://www.cdc.gov
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Humor
Dahlia Fuentes

Humor is a broad and multifaceted concept, involving

cognitive, emotional, physiological, psychological,

behavioral, and social aspects. Humor usually involves

wit, mirth, and laughter; these attributes characterize

the cognitive, emotional, and reflexive physiological

experience. As it relates to aging, humor can be exam-

ined in different ways, such as the humor created by

the general population and by older people themselves,

and also the role that humor plays in people’s lives

as they grow older. Humor created and enjoyed by

older adults themselves, frequently deals with negative

aspects and processes of aging. The mood at the time,

who is telling the joke, as well as the age and perceived

attitude of the joke teller can determine whether or not

the joke about aging will be perceived as humorous.

Humor is often a medium used by older adults to vent,

express, and speak wise, and sometimes hard truths

about the negative aspects of aging. When expressed

and shared by peers, humor can help the changes,

challenges, and unexpected obstacles shared by the

peer group.

Humor and laughter plays an important role in

health care. Recent research (gelotology is the study

of humor and its effects on the body) has shown that

laughter, the physiological response to humor, has

many health benefits. Health benefits of laughter

include a reduction in stress, lower blood pressure,

protection of the heart, elevated mood, improved emo-

tional health, boosted immune system, and improved

brain functioning. Although some criticize the validity

of the empirical evidence supporting these claims,

laughter and humor are being incorporated into

health‐care settings at an increasing rate. Furthermore,

the popularity of groups such as the Association for

Applied and Therapeutic Humor, suggests that humor

and laughter have some worth even if it is only psy-

chosomatic. Humor may help ease pain, show the

human side of health‐care personnel, and help the

patients, families, and health‐care providers to cope.

It is often described as being the best medicine.
Related Topics

>Emotions, >Wisdom
Suggested Readings

Mobbs D, Greicius MD, Abdel‐Azim E, Menon V, Reiss AL (2003)

Humor modulates the mesolimbic reward centers. Neuron

40:1041–1048

Penson RT, Partridge RA, Rudd P et al (2005) Laughter: the best

medicine? Oncologist 10:651–660
Suggested Resources

Association for Applied and Therapeutic Humor. Princeton, NJ

(2005). www.aath.org

International Society for Humor Studies. Oakland, CA. http://www.

hnu.edu/ishs

Hypertension
Michele D. Voeltz . Nanette K. Wenger

Hypertension, or high blood pressure, affects more

than 50 million individuals in the United States and

as many as one billion worldwide. Blood pressure

increases with increasing age, and elevated blood pres-

sure accounts for significant morbidity and mortality

among elderly patients. High blood pressure is asso-

ciated with increased risk of kidney disease, stroke,

myocardial infarction (heart attack), congestive heart

failure (CHF) (characterized by poor heart function and

inability to appropriately circulate blood to tissues), and

cardiovascular (CV) death.

Hypertension can be due to elevations in either

systolic or diastolic blood pressure. The first (top)

number in the blood pressure reading represents the

systolic blood pressure, and the second (bottom) num-

ber is the diastolic blood pressure. According to the

Joint National Committee on Prevention, Detection,

Evaluation, and Treatment of High Blood Pressure‐7
(JNC‐7), hypertension is defined as blood pressure

greater than 140/90 mm Hg (>130/80 mm Hg for

patients with chronic kidney disease and diabetes mel-

litus) when accurately measured using a standard

blood pressure cuff. Hypertension is an important

risk factor for cardiovascular disease (CVD) and stroke

at all ages, but its effect on elderly patients may be

more significant than for their younger counterparts.

http://www.aath.org
http://www.hnu.edu/ishs
http://www.hnu.edu/ishs
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Prevalence of Hypertension in
Elderly Patients

Overall, the prevalence of hypertension among elderly

patients is 60–80%. In the Third National Health and

Nutrition Examination Survey (NHANES III), patients

65 years of age comprised only 19% of the total popu-

lation, but represented 57% of those with uncontrolled

hypertension despite treatment and 32% of those who

were aware of their hypertension but were untreated.

Generally, blood pressure increases with increasing age.

Hypertension is more common in African Americans

than whites in both genders and at all ages. Among

patients below 55, men are more likely to have hyper-

tension than women. In contrast, among patients

above 75, women are more likely to have hypertension

than men.

Classification, Diagnosis, and Types of Hyperten-

sion Values for blood pressure guidelines were

recently revised in the JNC‐7. Normal blood pressure

values are less than120/80 mm Hg. Prehypertension, a

new classification in the JNC‐7, is defined as blood

pressure level of 120–139/80–89. Stage 1 hypertension

is 140–159/90–99. Finally, stage 2 hypertension is a

blood pressure level of �160/�100. For persons

above 55 with normal blood pressure, the lifetime

risk of developing hypertension is 90%.

Data from the Framingham Heart Study reveal that

systolic blood pressure increases in the ninth decade of

life. In contrast, diastolic blood pressure peaks at 50–60

years of age and subsequently declines. This increase in

systolic blood pressure and decrease in diastolic blood

pressure is caused by age‐related increases in the stiff-

ness of the aorta, the body’s main blood vessel. Eleva-

tion of only the systolic blood pressure is called

isolated systolic hypertension (ISH) and accounts for

more than 60% of hypertension in the elderly. The

JNC‐7 reports that in patients above 50, systolic blood

pressure is a much more significant risk factor for the

development of CVD than diastolic blood pressure.

ISH was evaluated in the Systolic Hypertension in

the Elderly Program (SHEP) Trial of 4,736 elderly

patients. Despite relatively normal diastolic blood

pressure, treatment of ISH reduced the occurrence of

stroke and CHF. The study was discontinued after

2 years due to a 31% reduction in CVevents, including

CHF, heart attack, and sudden death as well as a 34%

reduction in stroke in the treated groups. Several other

trials of elderly patients with both systolic and diastolic
hypertension revealed reduced CV events and stroke

with antihypertensive therapy.
Causes

There are a number of causes of hypertension among

elderly patients. The most common present in about

95% of all cases is primary or essential hypertension.

Risk factors for the development of primary hyperten-

sion include: increasing age, family history of elevated

blood pressure, high sodium intake, African American

race, excessive alcohol consumption, and obesity. In

contrast, secondary hypertension is relatively uncommon

in elderly patients. Some causes of secondary hyperten-

sion include: kidney disease, sleep apnea, hormonal

abnormalities, and renal vascular disease (blockages in

the arteries that supply blood to the kidneys).
Complications of Hypertension in
the Elderly

Hypertension is a risk factor for the development of

serious complications, including CVD, stroke, and kid-

ney disease. The relationship between elevated blood

pressure and CVD has been consistently established

in a number of large clinical trials. The JNC‐7 reports

that beginning at 115/75 mm Hg, the risk of CVD

doubles with each serial increase in blood pressure of

20/10 mm Hg. Similarly, the risk of heart failure

increases with increasing blood pressure. Hypertension

is the most common risk factor for stroke and intra-

cranial hemorrhage (bleeding into the brain), which

can be decreased with aggressive control of blood

pressure. Finally, hypertension is associated with the

development of acute and chronic kidney disease.

Acute, significant elevation in blood pressure is a life‐
threatening emergency and can lead to the develop-

ment of immediate crises including kidney failure,

stroke, intracranial hemorrhage, heart attack, dissec-

tion of the aorta (tear in the main blood vessel to the

body), CHF, and even death.

The benefits of treating hypertension in elderly

patients are well documented. According to the JNC‐7,
adequate treatment of elevated blood pressure with anti-

hypertensive medications leads to a 35–40% reduction

in stroke, a 20–25% reduction in heart attack, and

a greater than 50% reduction in heart failure. There is

some evidence that treatment of hypertensionmay result
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in improved cognitive function (reasoning, thinking,

and organization) and a reduction in the incidence of

dementia among elderly patients.
Treatment of Hypertension

Initial treatment of high blood pressure in elderly

patients involves lifestyle modification. These nondrug

therapies may provide significant benefits and should

be continued even if medical treatment is initiated.

Lifestyle modification can reduce blood pressure and

complications of hypertension in elderly patients.

The first step in lifestyle modification involves

sodium (salt) restriction. Sodium and blood pressure

are intimately linked, and decreasing dietary sodium

intake leads to significant decreases in blood pressure

in elderly patients. Sodium restriction to not more

than 100 meq (2,000 mg)/day may reduce blood pres-

sure by 2–8 mm Hg. In addition to salt restriction,

weight loss may improve hypertension in older

persons. A relationship has been established between

body mass index (BMI) and blood pressure; a 10 kg

(22 pounds) reduction in body weight decreases sys-

tolic blood pressure by 5–20 mm Hg. Physical activity,

smoking cessation, and reduction in alcohol consump-

tion improve blood pressure, and should be recom-

mended to elderly patients with hypertension.

When lifestyle modifications alone are inadequate,

initiation of drug therapy with antihypertensive

medications is indicated. Elderly patients with hyper-

tension represent a challenging group; because of

increased sensitivity to both medications and fluctua-

tions in blood pressure, drug therapy must be carefully

initiated and changed in older persons. In general,

lower initial medication doses should be used with

gradual increases for blood pressure lowering. Elderly

patients should be carefully screened for the develop-

ment of side effects, including symptoms of hypoten-

sion (low blood pressure) that is most evident with

standing and changes in position. Such symptoms

include lightheadedness, dizziness, and fainting which

occur about 30 seconds after standing from a seated

position.

Diuretics Diuretics are frequently used in elderly

patients with hypertension. There are two major cate-

gories of diuretic medications used for this purpose—

thiazide diuretics, such as hydrochlorothiazide (HCTZ)

and chlorthalidone, and loop diuretics, such as furose-
mide. Thiazide diuretics decrease the development of

CVDand cerebrovascular disease in hypertensive patients.

The antihypertensive and lipid‐lowering treatment

to prevent heart attack trial (ALLHAT) evaluated the

role of thiazide diuretics for blood pressure lowering.

Although this analysis showed a reduction in death

and heart attack in patients above 65 treated with all

three of the antihypertensive medications studied,

chlorthalidone had a lower rate of stroke and CHF

compared to the other two medications evaluated.

This finding was probably due to the superior blood

pressure lowering ability of chlorthalidone.

Based on these results as well as other studies,

initial drug therapy for hypertension in elderly patients

is usually HCTZ 12.5 mg/day. This dose can be

increased up to 25 mg/day. Monitoring of potassium

levels in the blood is necessary to minimize potential

complications related to diuretic therapy. These med-

ications are generally inexpensive, well‐tolerated, and
effective in elderly patients.

Angiotensin‐Converting Enzyme Inhibitors and

Angiotensin Receptor Blockers Angiotensin‐
converting enzyme (ACE) inhibitors and angiotensinre-

ceptor blockers (ARBs) act upon the renin–angiotensin

system in the kidney. This system is responsible for

regulation of blood pressure and sodium output in the

urine, and its blockade (using these medications) leads

to greater excretion of salt and lower blood pressure. The

Heart Outcomes Prevention Evaluation (HOPE) trial

revealed that treatment with the ACE inhibitor, ramipril,

lowered CVevents in high‐risk patients. ACE inhibitors

slow the progression of kidney disease in diabetic

patients and improve outcomes in patients with CHF

and heart attack. ARBs are an alternative to ACE inhi-

bitors for patients who are unable to tolerate ACE

inhibitors due to side effects. Side effects of ACE inhibi-

tors and ARBs include: cough (ACE inhibitors only),

angioedema (facial and oral swelling due to allergy),

elevated potassium levels in the blood, and decreased

kidney function. These medications are a good alterna-

tive to diuretics for elderly patients with diabetes melli-

tus, some forms of kidney disease, and known CVD.

Calcium Channel Blockers Calcium channel

blockers (CCBs) consist of two groups of medications

called dihydropyridines, such as felodipine and nifedi-

pine, and nondihydropyridines, such as diltiazem and

verapamil. These medications lower blood pressure by

blocking calcium channels in the heart and blood
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vessels. Nondihydropyridine CCBs act primarily on the

heart and decrease heart rate with minimal effect on

blood pressure. In contrast, dihydropyridine CCBs

dilate blood vessels resulting in decreased blood pres-

sure with little effect on heart rate. A large randomized

trial revealed that treatment with dihydropyridine

CCBs in elderly patients resulted in a similar reduction

in the combined endpoint of stroke, heart attack, and

CVmortality when compared to conventional and ACE

inhibitor treatment. CCBs should be used with caution

in patients with CHF, and are accepted as a second‐line
therapy for elderly patients with hypertension.

Beta‐Blocking Agents Beta‐blocking medications

act upon blood pressure by the beta‐receptors in the

heart and blood vessels. Their overall effect is a reduc-

tion in blood pressure and heart rate, the magnitude of

which varies depending on the selectivity of the beta‐
blocker. This class of medications is primarily benefi-

cial in patients with known CVD and CHF. Among

patients with CVD, beta‐blockers lead to decreased

rates of heart attack and CV death. Among patients

with CHF, these medications improve symptoms and

decrease mortality rates. For elderly patients with both

CVDor CHF and hypertension, beta‐blocking agents are
an acceptable choice. For older persons without these

conditions, however, the role of beta‐blockers remains

controversial as diuretics may be more effective in pre-

venting complications related to hypertension.

Other Agents A number of other medications

can be used in the treatment of hypertension in the

elderly, such as alpha‐blockers, aldosterone antago-

nists, vasodilators, and centrally acting agents. These

medications all have a unique profile and may be

considered on a patient‐to‐patient basis. Combination

medications, such as diuretic/ACE inhibitors, diure-

tics/beta‐blockers, and CCB/ACE inhibitors may

decrease the number of medications and prescription

costs for elderly patients.
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Hypochondriasis
Virginia E. Ayres

Hypochondriasis is one of the many somatoform

disorders in which an individual complains of physi-

cal symptoms, but the symptoms cannot be fully

explained by any medical or other mental disorder.

Other somatoform disorders include: somatization

disorder, conversion disorder, undifferentiated soma-

toform disorder, pain disorder, and body dysmorphic

disorder. Hypochondriasis affects 1–5% of the general

population with higher numbers found at primary care

offices (2–7%). It occurs in both women and men of

any race or socioeconomic status, although those with

lower income and education have slightly increased

rates. There is an increased risk in African Americans.
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Early adulthood is a common time for the onset of

hypochondriasis, but it can occur at any time in the life

span. The range of hypochondriasis in the general

elderly population is estimated to be around 10%,

with higher rates of somatoform disorders (33%)

found in medical clinics.

Individuals with hypochondriasis experience anxi-

ety about misinterpreted physical symptoms that they

fear or believe indicate the presence of an undiagnosed

medical disease. For example, a mark on the skin is

interpreted as cancer or a sign of AIDS, or sweating

may be interpreted as a heart condition. This anxiety

and associated behavior cause significant distress

and/or impairment in work, social, or other areas of

functioning for at least 6 months or longer. People with

this disorder may seek frequent medical attention and

diagnostic testing. Although tests may be negative, it is

not enough to convince the person with hypochon-

driasis that nothing is wrong. The person with this

disorder may be willing to acknowledge that their

fears are exaggerated or there is nothing seriously

wrong with them, but in general, fear and anxiety

persist. Over time, the person with this disorder may

focus almost exclusively on his or her fears of disease,

which may limit social conversations and interrupt

family and work lives.

It is important to distinguish between hypochondria-

sis and malingering. Individuals with hypochondriasis

are not fabricating symptoms intentionally like those

who aremalingering. Instead, they experience valid symp-

toms (usually amplified normal physical sensations) that

cause distress, whether or not one is able to find a

diagnosable disease.

Studies have not found a genetic basis for hypo-

chondriasis. Generally, this disorder arises in indivi-

duals who have had a serious illness or have witnessed

a relative with a medical illness. Death of someone

close to the patient, or other psychosocial stressors

are sometimes related to the onset of this disorder.

A number of psychological constructs are used to

describe the phenomenology of hypochondriasis. Psy-

chologizing distress in the body, cognitive and percep-

tual styles that amplify body sensations, temperament,

early experiences, and learning can play a part in the

development and chronicity of the disorder. Research

on differences in the presentation of hypochondriasis

between young and older adults is inconclusive; how-

ever, there are a few ways to conceptualize the etiology

of hypochondriasis in elderly adults. For some, using

body complaints as a source of conversation, as a way
to get attention, or for shifting concerns about multi-

ple losses (friends, spouses, and capabilities) away

from emotional conflicts to the body may seem to

make things more concrete and easier to cope with.

Some elderly adults may have a preoccupation with

bodily symptoms as they age, but this can also be a

reflection of reality or may indicate the presence of

another psychological issue such as depression. Two

thirds of patients with hypochondriasis have a co‐
occurring mental disorder such as anxiety, depression,

or other somatoform disorder. In inpatient elderly

adults, there appears to be a correlation with hypo-

chondriasis and anxiety, and with depression. One

study indicates that older adults with high hypochon-

driasis had a greater likelihood of having a lifetime

diagnosis of dysthymia or major depression. In these

instances, treatment of the underlying psychiatric

disorder reduces the symptoms or successfully treats

the hypochondriasis. Due to its frequent comorbidity,

there is some debate among geriatric researchers

regarding the definition of hypochondriasis, that is,

whether it accurately conveys the sometimes complicated

presentation seen in elderly adults. Some have pro-

posed a distinction between primary hypochondriasis

(discrete symptoms unclouded by other psychiatric

disorders), considered relatively rare, and secondary

hypochondriasis (mixed hypochondriacal and other

moderate psychological symptoms), the more often

seen presentation in clinical settings.

Primary care physicians are frequently the first to

see these patients. Patients with hypochondriasis will

usually ‘‘doctor shop’’ until they find one who they feel

understands their complaints and complies with their

demands for medical testing. Physicians are often fru-

strated with these patients since they make frequent

visits and efforts to reassure them go unheard. Surpris-

ingly, these patients will seek explanations for their

symptoms but will not follow through with education

or advice about prevention of disease. For instance,

they may ignore advice to exercise or eat a healthy

diet. Patients usually resist referrals to mental health

providers, believing that their symptoms are solely

physical.

Medical management of patients in the primary

care office involves building a trusting doctor–patient

relationship and conducting a thorough examination.

It is recommended that visits be scheduled regularly

with a clear goal whether current symptoms warrant it

or not. Frequent visits coupled with attentive listening

and examination are useful approaches to therapy.
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Tests and consultations are to be limited to those

for which there is an obvious indication, not for reas-

surance sake. Referrals to a psychiatrist should be

attempted to examine current psychosocial stressors.

Several strategies are used in the treatment of

hypochondriasis, although none are definitive. There

is a paucity of research on the pharmacotherapy of

primary hypochondriasis. Pharmacotherapy (usually

antidepressants such as selective serotonin reup-

take inhibitors [SSRIs] and serotonin‐norepinephrine
reuptake inhibitors [SNRIs]) to address common co-

existing mental disorders (panic disorder, obsessive‐
compulsive disorder, and depression) seems to help

improve the symptoms of hypochondriasis. Medica-

tion should be started at subtherapeutic doses since

patients with hypochondriasis are not likely to toler-

ate significant side effects. Cognitive behavioral treat-

ment (CBT) has shown some promising results. This

therapy is designed to target the dysfunctional beliefs

and behaviors that accompany hypochondriasis. In

the few studies that have been conducted, results sug-

gest that CBT leads to improvements in symptoms

including reduction of fears of illness and somatic

complaints.

The long‐term prognosis of hypochondriasis is

guarded. In some individuals, symptoms completely

remit. In others, symptoms sometimes dissipate if a

bona fide medical disorder is uncovered which vali-

dates the individual’s experience. More frequently,

symptoms are chronic and of a variable nature. One

study showed that two thirds of medical outpatients

continued to receive the diagnosis of hypochondriasis

after 5 years even though symptoms may have declined

and role functioning improved during this period.
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Hysterectomy
Rachel Long

Hysterectomy is the most common nonpregnancy‐
related operation performed on women in the United

States, with one in three women undergoing the pro-

cedure by the age of 60. There are several nonobstetric

indications for hysterectomy, including leiomyoma

(tumors in the uterus), uterine prolapse, or bulging

of the uterus down into the vaginal or bladder area,

and cancer of the cervix, uterus, or ovary. Several

different surgical approaches may be used, each with

its own indications, risks, and benefits, and overall the

operation has a very low complication rate. Although

there is some cause for concern that hysterectomy is

overutilized in this country, it is a very effective proce-

dure, consistently demonstrating very high patient

outcome and satisfaction ratings.

International hysterectomy rates vary, but histori-

cally, the United States has the highest rate, with

approximately 600,000 women undergoing hysterec-

tomy annually. Women aged 40–44 have a signifi-

cantly higher hysterectomy rate than women of other

age groups, although hysterectomy rates appear to be

increasing for women aged 45–54. During 1994–1999,

the highest hysterectomy rate was 16.8 per 1,000

in black women aged 40–44. White women in the

same age bracket had a hysterectomy rate of 10.8

per 1,000.

Indications of hysterectomy include uterine leio-

myoma, pelvic pain, uterine prolapse, abnormal uter-

ine bleeding, and cancer and precancerous disease.

There are other alternatives, both surgical and medical,
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for many of these conditions, such as clotting the

uterine artery and taking out uterine muscle for uter-

ine fibroids, or use of a pessary, or device that holds

the uterus in place, for uterine prolapse. However,

hysterectomy remains a definitive treatment and is

often preferred by both patients and physicians when

compared with other methodologies that must be

managed long‐term and may eventually fail, requiring

hysterectomy after all.

There are two major surgical approaches to

performing hysterectomy. One is the abdominal

approach, where the abdomen is opened during the

operation and the uterus is removed. The other

approach is through the vagina and the uterus and

cervix are removed through the vaginal vault. The

laparoscopically assisted vaginal hysterectomy is a

popular, yet controversial, bridge between the two

procedures in which there is a scope placed in the

abdomen to guide the vaginal removal of the uterus.

Abdominal hysterectomy (abdominal approach) is the

most common in the United States, and black women

are more likely to undergo abdominal hysterectomy

than white women. Leiomyoma, uterine tumor, is the

most common reason to do an abdominal hysterec-

tomy, while uterine prolapse is the most common

reason to do a vaginal hysterectomy.

There is little agreement on absolute reasons for

abdominal hysterectomy, but common factors include

lack of uterine mobility, a narrow vaginal opening,

the presence of a mass next to the uterus, or a uterus

larger than that of a 12‐week pregnancy size (more

than 280 g). The vaginal, abdominal, or laparoscopic

uterine excision (VALUE) study demonstrated severe

intraoperative and postoperative complication rates

for abdominal hysterectomy as 3.6% and 0.9%, respec-

tively. Severe complications include thromboembolism

(clot), stroke, bleeding, heart attack, abdominal wall‐
lining damage, infection, and death. The approach to

abdominal hysterectomy may be further divided into

total versus subtotal (not including cervix removal or

supracervical) hysterectomy. There is a common mis-

conception that removal of the cervix may predispose a

woman to prolapse of the vaginal vault and/or fallo-

pian tubes, formation of abnormal scar tissue, or

decreased sexual satisfaction, but multiple randomized

trials have shown no statistically significant differences

between total and subtotal hysterectomy in either

surgical complications or clinical outcome. If elective

supracervical hysterectomy is to be performed, pre-
operative screening should include Pap smears to

confirm absence of cervical cancer.

Vaginal hysterectomy, although underutilized in

the United States compared with abdominal hysterec-

tomy, is the gold standard according to current clinical

guidelines. The benefits of the vaginal approach are

many, including a lower risk of postoperative bowel

problems and intra‐abdominal scar tissue formation,

less postoperative pain, and a faster recovery. It is the

preferred procedure for older women, obese women,

and women with decreased mobility. Complication

rates are similar to those of abdominal hysterectomy,

with rates of severe intraoperative and postoperative com-

plications reported as 3.1 and 1.2%, respectively. The

most common complications include bowel, bladder,

and ureteral injuries, hemorrhage, and infection.

While vaginal hysterectomy is the preferred surgical

methodology owing to its lower morbidity, shorter

length of hospital stay and lower cost statistics show

that most practitioners do not prefer vaginal hysterec-

tomies. Laparoscopically assisted vaginal hysterectomy

is gaining popularity as a procedure that offers many

of the perceived benefits of abdominal hysterectomy

without the associated risks and complications.

Specific additional procedures that can be completed

laparoscopically include removal of scar tissue,

management of uterine tumors that may complicate

vaginal hysterectomy, removal of ligaments to manage

complicated ovary removal, and evaluation of the

pelvic and abdominal cavity before hysterectomy. The

eVALuate study compared laparoscopic hysterectomy

with abdominal hysterectomy and found that while

laparoscopic hysterectomy was associated with a

higher rate of minor complications than abdominal

hysterectomy, patients have less postoperative pain, a

faster recovery, and improved short‐term quality of life

following a laparoscopic approach.

The surgical approach to women with endometrial

cancer, cancer of the uterine lining, is somewhat con-

troversial. Endometrial carcinoma typically occurs in

older women who frequently have other medical con-

ditions, including hypertension, coronary artery dis-

ease, diabetes mellitus, and obesity, all of which may

have a negative effect on the surgical outcome. While

abdominal hysterectomy with lymph node removal or

sampling remains the surgical standard for most

women with endometrial cancers, the majority of

endometrial cancers do not have hidden cancerous

spread, and high cure rates may be achieved without

surgical staging. While patients with more aggressive
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cancers may benefit from an abdominal or laparo-

scopic approach with lymph node removal, women

with milder, less aggressive disease, especially those

who have other medical problems, may do better

with a vaginal hysterectomy.

Removal of both ovaries is often done at the same

time as the hysterectomy in more than half of US

women, with the greatest proportion (75%) in

women aged 45–54. The majority (71%) of ovary

removals are performed on women whose indications

for hysterectomy are not malignant (e.g., leiomyoma

and uterine prolapse). Women who have a hysterec-

tomy with both ovaries removed are 4.4 times more

likely to have an abdominal, rather than a vaginal

procedure. Although removal of the ovaries to prevent

cancer provides a survival benefit in terms of ovarian

cancer, recent data suggests that keeping the ovaries in

place increases survival in women, reducing the per-

cent of women dying by age 80 due to heart disease

from 15% to 7%, and those dying of hip fractures from

almost 5% to 3%.

Hysterectomy, regardless of the surgical approach

and with or without removal of the ovaries, is consid-

ered a very effective means of symptom relief for

women with benign conditions. The Maryland

Women’s Health Study was designed to measure the

effects of having a hysterectomy on symptom relief,

psychological and sexual function, and patient satisfac-

tion. The study demonstrated that, 24 months after a

hysterectomy, 96% of women reported that the symp-

toms they had before surgery were completely or

mostly resolved, and 93.7% reported results that were

better or expected. Furthermore, 81.6% of study parti-

cipants felt that their overall health was better than

before the hysterectomy, and 93.1% reported being

fully recovered. Further study demonstrated that hys-

terectomy appears to have few, if any, effects on sexual

function: the percentage of women who engaged in

sexual activity increased significantly after hysterec-

tomy, and patient complaints such as pain with inter-

course, inability to achieve orgasm, low libido, and

vaginal dryness decreased.

There does remain some cause for concern that

hysterectomy is, at times, recommended inappro-

priately. Although the prevailing dogma from past

decades that the postmenopausal uterus is a ‘‘prema-

lignant’’ organ and should be prophylactically removed
has been subverted, there is data to suggest that com-

plete clinical workups, with established diagnostic and

therapeutic regimens, are underutilized before pro-

ceeding to hysterectomy. In a recent study, 70% of

reviewed hysterectomies did not meet the level of

care recommended by an expert panel and were judged

to have been recommended inappropriately, based

on a lack of adequate diagnostic evaluation and a fail-

ure to attempt alternative treatments before proceed-

ing to hysterectomy. As with any medical or surgical

treatment, the decision to proceed with hysterectomy

should be made mutually by the woman and her phy-

sician, based upon her age, functional impairment,

response to medical therapy, and a thorough risk–

benefit analysis.
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Identity
Aruna Tummala . Juan Hernandez

Personal identity can be understood as the set of beha-

vioral or personal traits by which an individual is recog-

nizable. Everyone has, at one time or another, struggled

with questions of the self such as ‘‘Who am I?’’ or

‘‘What am I?’’ The concept of identity addresses these

queries.

Identity has a myriad of definitions. A dictionary

might define it as the quality or condition of being the

same as something else. From a psychological perspec-

tive, identity refers to a sense of one’s continuous being

as an entity distinguishable from others, providing the

ability to experience oneself as having sameness, con-

tinuity, and uniqueness. This definition inherently im-

plies the need for memory to experience continuity.

Issues of identity hold great importance to philo-

sophers and psychologists alike. While philosophical

discussions of identity go right back to the origin of

the discipline, the last century has seen psychologists

studying the concept of identity, how identity devel-

ops, and what gives a person his or her sense of iden-

tity. In this regard, Erik Erikson’s work is considered

seminal. He conceptualized the psychosocial theory of

personality development. According to this, personal-

ity develops in a series of stages, from infancy till old

age/death. Each stage is marked by internal struggle or

crisis, the successful resolution of which bestows a

particular virtue to the developing personality. His

theory describes the impact of social experience across

the whole life span.
Ego Identity

One of the main elements of Erikson’s intricate theory

is the development of ego identity. Ego identity is the

conscious sense of self that we develop through social

interaction. According to Erikson, our ego identity is

constantly changing due to new experience and infor-

mation we acquire in our daily interactions with

others. He understood identity as an integration of

all previous identifications and self‐images, in the

light of the anticipated future.

According to Erikson, the elderly are in the phase of

Integrity vs. Despair. This phase is focused on the act of

reflecting back on life. Those who are unsuccessful
# Springer-Verlag Berlin Heidelberg 2008
during this phase will feel that their life has been

wasted and will experience many regrets. These indi-

viduals will be left with feelings of bitterness and des-

pair. Those who feel proud of their accomplishments

will feel a sense of integrity. Successful completion of

this phase means looking back with few regrets and a

general feeling of satisfaction. These individuals will

attain wisdom, even when confronting death.
Identity in the Elderly

Adults confront many challenges as they age. Changes

such as retirement, less income, empty nest syndrome,

loss of social support/spouse through illness or death,

health complications due to illness, disability, and

impending death can be difficult to face. All these

changes bring about changes in roles and do affect

one’s sense of identity. Retired people have to redefine

their identity apart from work; a mother facing an

empty nest has to find new purpose in life.

An informal survey by the Topaz magazine inter-

viewed elderly people from Europe and Israel about

identity and aging. Their responses indicate that most

have been able to redefine themselves, although after a

period of initial struggle. All of them emphasize the

need for networking with support groups and commu-

nication with other elderly. This survey is not methodo-

logically sound; most of the respondents were women,

and further research is required to verify this assertion.
Identity and Memory

Identity and memory are intricately linked. Memory

loss or dementia can affect a person’s sense of identity.

An interesting study was conducted in Israel that

addresses these questions. Researchers explored four

types of role identity (professional, family‐role, leisure
activities, and personal attributes) in nursing home

residents with dementia and found that family‐role
identity deteriorated the least. Severity of dementia

was an important factor affecting sense of identity. It

was found that some residents with dementia reported

an enhanced sense of identity, which had positive

effects on their well‐being. This study has important

implications for caregivers of dementia patients.

The concept of identity in older adults is a dynamic

entity that is affected by various factors. A healthy

sense of identity seems to have a positive impact on
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a person’s general well‐being. Further research is re-

quired to elucidate these factors, as they may have

significant clinical implications for professionals treat-

ing the elderly.
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Immigrant Health
Sana Loue

It has been estimated that fully 10% of Americans were

born outside of the United States. As of the year 2000,

approximately 11%, or 3.1 million, of these 28.4

million individuals were aged 65 and older. Almost

40% of these older immigrants were born in Europe

and approximately one third were born in Latin

American countries. If current immigration patterns

continue, it predicted that over the next 20 years, older

foreign‐born individuals will most likely immigrate to

the United States from Latin America and Asia.

Older individuals may enter as permanent residents,

as the spouses ofUS citizens or permanent residents or as

the parents or siblings of US citizens. Others may enter

temporarily or permanently based on their specific

employment skills, while still others seek refuge from

persecution in their former countries. Another portion

of individuals may enter without legal authorization to

do so and comprise the group of immigrants known

variously as ‘‘illegal’’ or ‘‘undocumented.’’
Almost two‐thirds of the older immigrant popula-

tion have been in the United States for 30 years or

more. Approximately one‐third of older immigrants

live in Western states, with the remainder living

predominately in the Northeast and South. Almost

14% of older immigrants live in poverty, compared

with less than 10% of the US‐born older population.

As a result, a higher proportion of older immigrant‐
headed households participate in publicly funded

assistance programs, such as SSI and Medicaid, than

native‐born‐headed households.

Although three‐quarters of older immigrant men are

married, fewer than half of all older immigrant women

are married. Research indicates that Hispanic and Asian

immigrants in older age groups are more likely to reside

with family members than are their non‐HispanicWhite

counterparts, such as individuals who immigrate from

eastern European countries. Among older immigrants,

a larger proportion of women live by themselves, com-

pared to men. Shared living arrangements with family

members may be stressful for all involved, due to a

decrease in power and prestige that older adults experi-

ence in comparison with their status in their countries

of origin.

Almost 45% of the older uninsured population of

the United States is foreign‐born; older noncitizens

have been found to have the lowest overall health

insurance coverage rate. Of those who are insured,

slightly more than one‐third have been found to have

private health‐care coverage and 22% have group

insurance coverage.

Reports from nationally representative studies sug-

gest that older immigrants have better health than the

US‐born elderly population, including lower rates of

cancer, lung disease, and diabetes. Older immigrants

have also been found to be less obese and to have a

higher level of activity than their US‐born counter-

parts. However, immigrants are not a homogeneous

population and there may be significant differences in

health status across subgroups of immigrants.

These findings may be explainable, at least in large

part, by positive selection for health among immi-

grants. It has become increasingly difficult for indivi-

duals with health‐related conditions to gain legal entry

into the United States, particularly on a permanent

basis. The immigration laws, for example, prohibit

the admission of individuals with specific forms of

mental illness, who use illicit substances, who have

certain infectious diseases such as active tuberculosis,

and who have chronic illnesses that render it likely that

http://www.templatenetwork.org/topaz/14/en/16.html
http://www.templatenetwork.org/topaz/14/en/16.html
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they would become a ‘‘public charge,’’ meaning that it

is likely that they would have to rely on publicly funded

care. Additionally, individuals seeking permanent resi-

dence on the basis of a family relationship must obtain

an affidavit of support from that relative; that relative

becomes legally obligated to a level of financial support

for the intending immigrant, which may include the

cost of medical care. As a result, families have found it

increasingly difficult to sponsor the immigration of

their older, nonworking relatives.
Related Topics

>Access to health care, >Medicaid, >Medicare,

> Social security
Suggested Readings

He W (2002) The older foreign‐born population in the United

States: 2000. United States Census Bureau, Washington, DC
Immunizations (Adult)
Kenneth E. Remy

Unlike their pediatric counterparts, adult patients seek

far less vaccinations as method for preventative medi-

cine. However, the number of preventive vaccinations

required per adult is far fewer than in children; namely

hepatitis B series, tetanus booster every 10 years, pneu-

mococcus and influenza vaccination for those that

qualify. This chapter describes vaccinations recom-

mended in adulthood greater than age 50 including

special populations (> Figures 1 and > 2).

Tetanus and Diphtheria Immunity to tetanus and

diphtheria continues to wane among adults in the

United States. In a representative cross‐sectional survey
of individuals in the United States who were examined

between 1988 and 1994, only 47% of adults above 20

had protective immunity to both diseases and only

63% of adults with immunity to tetanus had protective

antibody to diphtheria. Adults, including pregnant

women with uncertain history of a complete primary

vaccination series, should receive a primary series of
tetanus‐diphtheria (Td). Adults above 60 are at highest
risk for both tetanus and tetanus‐related death. A pri-

mary series for adults is three doses; administer the

first two doses at least 4 weeks apart and the third dose

6–12 months after the second. Administer one dose if

the person received the primary series and if the last

vaccination was received more than 10 years earlier.

There are no contraindications to Td except severe

allergic reaction to previous vaccination.

Influenza This is a trivalent inactivated vaccine. Cur-

rent recommendations for adults include all persons

above 65, residents of nursing homes or long‐term
health facilities, health‐care workers, adults living or

caring for children with chronic medical conditions

including children under 2 years, and those with chronic

medical disorders including reactive airway disease, dia-

betes mellitus, heart disease, chronic kidney disease,

individuals with immunosuppression, and women in

second or third trimester of pregnancy. Contraindica-

tions to vaccination include those with previous allergic

reaction to influenza vaccine or those with egg protein

allergy. The vaccine is given yearly in the fall 0.5 ml

intramuscularly (IM). Live attenuated influenza vaccine

may be given intranasally to those under 49 years who

meet the following criteria: those working or living with

at‐risk people, health‐care workers (excluding persons in
close contact with severely immunosuppressed persons),

household contacts and out‐of‐home caregivers of chil-

dren less than 2 years, students or other persons in

institutional settings, and anyone wishing to reduce the

likelihood of becoming ill with influenza.

Hepatitis B A primary hepatitis B series is recom-

mended to all adults especially those on hemodialysis,

those with immunosuppressive disease, and health

workers. Three doses of the vaccine are given at 0, 1,

and 6 months.

Pneumococcal Polysaccharide In the US more

people die from pneumococcal infections such as

pneumonia than from any other vaccine preventable

disease. Prevention is recommended for those with

chronic disorders of the respiratory system (diabetes

mellitus, chronic hepatic disease including cirrhosis,

chronic kidney disease, cardiovascular diseases, func-

tional or anatomic asplenia, immunosuppressive con-

ditions, persons on long‐term systemic corticosteroids

or chemotherapy, residents of nursing homes or other

long‐term care facilities. Pneumococcal polysaccharide
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Recommended adult immunization schedule, by vaccine and medical and other indications — United States, October 2005-

September 2006

. Figure 1

Recommended adult immunization schedule, by vaccine and age group — United States, October 2005-September 2006
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vaccination (PPV) is injected once but may be repeated

for high‐risk populations.

Varicella Chicken pox vaccination is recommended

for all susceptible adults without clinical historical

evidence of previous infection of varicella or herpes
zoster, those born outside the United States before

1965, health care workers, and those living with

immunosuppressed persons. Contraindications to

vaccination include pregnancy, HIV infection, primary

immunodeficiency, and cancers affecting bone marrow
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or lymphatic system. Two doses are injected 4–8 weeks

apart. If measles, mumps, rubella (MMR) vaccination is

also needed concurrently, care should be made to space

these vaccinations 4 weeks apart.

Measles, Mumps, Rubella Current recommenda-

tions for MMR are as follows: Persons born in 1957 or

later (including those born outside the US) should

receive at least one dose of MMR if there is no serologic

proof of immunity or documentation of a dose given

on or after the first birthday, persons in high risk

groups (such as health care workers, students entering

college and other post‐high school educational institu-

tions), and international travelers, should receive a

total of two doses, and women of childbearing age

(premenopausal adult women) who do not have

acceptable evidence of rubella immunity or vaccina-

tion. MMR vaccination is administered once subcuta-

neously although a second dose may be required after

4 weeks. Contraindications to MMR include pregnancy

or possibility of pregnancy within 4 weeks, history of

allergic reaction to vaccine, history of sensitivity to

eggs or neomycin, and severe immunosuppression

(including HIV, leukemia, lymphoma, long‐term
immunosuppressive therapy).

Meningococcal Conjugate Vaccine and Polysac-

charide Vaccine Current recommendations for

protection against Neisseria meningitides include col-

lege freshmen living in dormitories, adults with ana-

tomic or functional loss of spleen, or with terminal

complement component deficiencies, military recruits,

and those persons who travel to or reside in countries

in which meningococcal disease is hyperendemic or

epidemic (e.g., the ‘‘meningitis belt’’ of Sub‐Saharan
Africa during the dry season [Dec–June]). Conjugate

vaccine is given intramuscularly and is preferred to

polysaccharide vaccine, which is given subcutaneously.

Contraindications to vaccination include previous

allergic reaction to vaccine or previous allergic reaction

to diphtheria toxoid vaccine.

Polio Polio vaccination is no longer recommended

for adults routinely. Vaccination is currently reserved

to those traveling to endemic areas that have never

completed a primary series.

Hepatitis A Currently recommendation for hepatitis

A vaccination include travelers to endemic areas, per-

sons with chronic liver disease, including persons with

hepatitis B and C; illegal drug users; men who have sex

with men; and people with clotting‐factor disorders.
This vaccination is injected intramuscularly with

repeated doses 6–18 months later for extended immu-

nity. If the combination of hepatitis A and hepatitis B

vaccine is used, three doses are administered over 6

months. Contraindication to vaccination includes a

prior severe allergic reaction to vaccine.

With increasing numbers of unvaccinated adults

emerging in the United States the Centers for Disease

Control Advisory Committee on Immunization Prac-

tices made recommendations in 1997 for ways that

practitioners can increase vaccinations among adults.

Patients may also help as well by using every medical

encounter to review immunization status.
Related Topics

>Autoimmune disorders, >Autoimmune theory of

aging, >Travel
Suggested Readings
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Impulsivity
Gunnar L. Larson . Bertrand D. Berger

Impulsivity is behavior exhibited to a degree by all

human beings. It can be defined as acting without

forethought and is a behavior exhibited by everyone

at some time. Impulsivity is not in and of itself an

www.cdc.gov
www.cdc.gov.
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illness, but it can lead to disruptive behaviors and at

times may be linked with mental illness throughout the

life span.

An impulsive act can be viewed as either a positive

or negative impulse depending on the outcome. For

example, ‘‘impulsively’’ hugging your children and tell-

ing them they have done a wonderful job will have a

very different societal and personal impact than if you

unexpectedly strike someone during an argument.

Both are impulsive but only one act is generally con-

sidered problematic by society. Problematic impulsive

behaviors can range from nonverbal aggression (inti-

midating behaviors), verbal aggression, overt physical

aggression, unsafe driving, alcohol abuse, gambling,

and suicidal or homicidal acts. The level of impulsivity

an individual displays and tolerates varies with our

cultural background, age, and sex roles. In general,

impulsivity has been shown to be a fairly stable trait

over our life span with some decrease seen with age.

Children and adolescents are more impulsive than

adults, and as we age, we tend to become less impulsive

and more thoughtful in making choices.
Personality‐Related Impulsivity

Our personality traits and resulting level of impulsive

behaviors tend to be consistent as we age. Studies of

impulsively aggressive patients find decreased levels of

5‐hydroxyindoleacetic acid (5‐HIAA) (the metabolite

of the neurotransmitter serotonin) in those whose

diagnosis is associated with an increased lifetime risk

of aggression. However, there are a number of factors

that can cause us to become more impulsive and dis-

ruptive. Some of these factors last a lifetime, while

others are temporary conditions (see >Table 1).
. Table 1

Factors which influence impulsive and disruptive behavior

Young Onset
Conditions which typically occur prior to olde

Chronic Head injury
Mental health disorders
Alcohol and drug abuse
Congenital disorders
Pain

Potentially
Reversible

Acute medical problems
Medication side effects/delirium
Pain
Illness‐Related Impulsivity

Some people experience illnesses that can affect

their level of impulsivity when they are younger (child-

hood through our forties), such as major psychiatric

and neurological conditions. These include attention

deficit hyperactivity disorder, personality disorders

(antisocial and borderline), bipolar disorder (manic‐
depression) and substance abuse. These problems can

increase our likelihood to act in ways that can harm us

and others emotionally or physically. People with ill-

nesses such as schizoid personality disorder, severe

anxieties and phobias, and schizophrenia can experi-

ence a decrease in their spontaneity and impulsivity to

the point where they can have problems making rou-

tine decisions. These syndromes usually persist as we

enter our older years. The personality and substance

abuse disorders tend to quiet somewhat with age, and

in many cases, people with these disorders are less

impulsive in the later years (aged 60 and older) than

they were as younger adults (20–30 years). All of these

psychiatric illnesses are usually in place prior to

our geriatric years, whether they have been diagnosed

or not.
Alzheimer’s Disease and Dementia Distressing

impulsive behaviors that are more likely to occur

in our later years can be commonly associated with

medical issues such as dementias (e.g., Alzheimer’s

disease), brain damage (e.g., strokes, systemic illnesses,

and trauma) or delirium (usually a temporary brain

dysfunction arising from infectious or systemic dis-

eases, and their treatments). People suffering from

dementia are likely to display a number of alarming

behaviors that were not typical of the person’s lifelong

personality style.
s

Old Onset
r age Conditions which typically occur in older adults

Stroke and other brain disorders
Alzheimer’s and other dementias
Chronic medical problems
Pain

Acute medical problems
Medication side effects/delirium
Pain
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The risk of dementias increases as we age, as does

the risk of disruptive and impulsive behaviors such as

physical aggression, verbal outburst/tirades, and sexu-

ally inappropriate behavior. Aggression is the most

common of these impulsive acts. Reviews show that

18–65% of patients with Alzheimer’s disease will

become physically aggressive (especially men). Aggres-

sion can be successfully treated with medications,

although obtaining a positive response that is well

tolerated by the patient may require trials of different

medications or combinations. Before any treatment

with medication begins, a thorough assessment of

other factors that might be causing the aggression

should be considered such as pain, hunger, or a super-

imposed delirium.

In dealing with negative impulsive acts, behavioral

adaptations by nursing staff and family can have a very

positive influence. Sexually inappropriate behavior can

occur in 1–2% of patients with dementia and may be

more common in dementia secondary to stroke. These

sexual behaviors can be addressed with medications

and behavioral interventions such as redirection.

Some (1–2%) patients can exhibit vocally disruptive

behaviors that can unsettle a home or skilled nursing

facility environment, putting staff and other residents

on edge. These behaviors can include yelling a phrase

repeatedly for hours. These patients may yell to the

point of physical exhaustion. In this instance, sedation

with a short acting benzodiazepine to interrupt the

episode can be a reasonable treatment choice.

Delirium can lead to impulsive behaviors, but can

be resolved by treating the underlying medical cause.

The impulsive behaviors seen after a stroke or brain

trauma can be assessed and treated, as they might

when seen during a mental illness. This can persist

for the remainder of the person’s life and require

ongoing treatment.

Increased impulsivity is not a normal symptom

for a healthy elderly person, and, unless there is

underlying illness, impulsivity generally decreases with

normal aging. When an elderly person presents with

increased impulsivity, it is a symptom that requires a

thoughtful and thorough evaluation looking for an

underlying cause.
Related Topics

>Alzheimer’s disease, >Dementia, >Dementia

Advocacy International, >Emotions
Suggested Readings
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Suggested Resources
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Individual Retirement
Accounts
William Davis

Put simply, individual retirement accounts (IRAs) are

complex and always changing. As is typical of things

highly regulated by the government, the rules sur-

rounding IRAs can change depending upon who wins

in an election cycle. That should not dissuade anyone

from researching the topic or owning an IRA. IRAs are

designed to help the average person as he or she pre-

pares for and enters retirement. In fact, it is estimated

that 45.2 million of US households invested in IRAs as

of June 2004. Of the American retirement market at the

end of 2004, 27% of a $12.9 trillion market is repre-

sented by IRA assets. This constituted an increase from

$636 billion in assets in 1990 to $3.5 trillion in assets in

2004, a fivefold increase in 14 years.

There are two different types of IRAs that need to

be addressed by the individual, the ‘‘traditional IRA’’

and the Roth IRA. Both have been changed in the past

several years due to recent Congressional legislation

and it is important for an individual to understand

how they function when working with them.

The traditional IRA takes into account the age of

the individual in determining almost every facet of its

processes, including how long a person can contribute

to his or her IRA, when he or she can withdraw funds

without penalty and, ultimately, how much money will

have been saved in the account.

http://www.alzheimers.org/.
http://www.alzheimers.org/.
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The first thing to consider with an IRA is how one

sets it up. Both traditional and Roth IRAs can be set up

with a bank, mutual fund company, life insurance

company, stockbroker, or entity approved by the Inter-

nal Revenue Service (IRS). The next thing to consider

in a traditional IRA is the amount a person can con-

tribute, which is influenced by a number of different

factors. At the time of writing, the maximum contri-

bution an individual can make is the lesser of either the

person’s earned income for the year or $4,000, or

$4,500 if the person is 50 or older. This rule applies

for 2005, 2006, and 2007. In 2008, the maximum con-

tribution will increase to the lesser of either the per-

son’s earned income or $5,000. Beginning in 2009, the

maximum contribution will be either the person’s

gross income or an amount to be adjusted, beginning

at $5,000, annually to compensate for inflation, which-

ever is less.

There are additional rules that apply to traditional

IRAs for married couples. In situations where there is a

married couple, the maximum contribution for one of

the individuals can be the gross income of both spouses

reduced by the other spouse’s contributions for the year,

and any contributions for the year to a Roth IRA on

behalf of the other spouse. On the other hand, the

maximum contribution can be the maximum allowable

contribution for the individual as stated in the previous

paragraph. For example, if Tom is a student, with no pay

or taxable compensation, andMary makes $50,000, they

can each put $4,000 in their own IRAs for 2005 because

Mary meets the requirements on her own and Tom can

include Mary’s taxable pay for the year when figuring

his maximum amount.

One of the better aspects of a traditional IRA is that

contributions can be deductible from federal income

taxes, though later withdrawals are not tax deductible.

In order to determine whether a person’s contribution

is deductible, the owner must first determine his or her

modified adjusted gross income (MAGI). This is found

by taking the person’s adjusted gross income from his

or her federal income tax form and, depending upon

which form is used, add to it student loan interest

deduction, tuition and fees deduction, foreign‐earned
income exclusion, foreign housing deduction, any ex-

cluded qualified savings bond interest, and any exclu-

sion of employer‐provided adoption benefits. Once

the MAGI is figured out, it is necessary to determine

whether the person is part of a retirement plan at work.

If not covered by a work plan, then any person with

a MAGI less than $150,000 gets a full deduction on the
amount contributed to a traditional IRA, provided

that they are filing for federal income taxes as either

single; head of household; qualifying widow; married

filing jointly with a spouse covered by a plan at work;

or married by filing separately, with a spouse not

covered by a plan at work. Also, a person can get a

partial deduction in two situations: (a) one is not

covered by a plan at work, and files jointly with a

spouse covered by a plan and whose MAGI is between

$150,000 and $160,000; or (b) one files separately with

a spouse covered by a plan at work and whose MAGI is

less than $10,000. A deduction is denied when a person

is not covered by a retirement plan at work in two

situations: (a) one files jointly with a spouse who is

covered by a plan at work and their MAGI is greater

than $160,000; or (b) one is filing separately with a

spouse covered by a plan at work, and their MAGI is

greater than $10,000.

If the person is covered by a plan at work, the

person can only get a full deduction when the follow-

ing criteria apply: (a) he or she is single or head of

household and whose MAGI is less than $45,000;

(b) when filing jointly with spouse; or (c) is a qualify-

ing widow(er) and has a MAGI less than $65,000.

A partial deduction is allowed in the following

situations: (a) when a person is single or head of

household and has a MAGI between $45,000 and

$55,000; (b) when filing jointly with spouse; (c) is a

qualifying widow(er) and has a MAGI between $65,000

and $75,000; or (d) when filing separately with a MAGI

less than $10,000. Finally, a person cannot get a deduc-

tion when: (a) he or she is single or head of household

with a MAGI greater than $55,000; (b) files jointly with

a spouse; (c) is a qualifying widow(er) with a MAGI

greater than $75,000; or (d) files separately and has a

MAGI greater than $10,000.

A major limitation on a traditional IRA is the

restriction on how long a person may contribute.

A person may only contribute as late as the year before

the IRA owner turns 70½ years. This age limit will

likely change in the coming years. Given advances in

modern medicine, and the increasing life expectancy,

people will be able to work for longer periods of times

and will desire to put more of their money into savings

for retirement, which will likely be pushed back as well.

Also, the owner of a traditional IRA can only with-

draw contributions from the IRA, without incurring a

penalty, after the year in which he or she reaches the

age of 59½. If a person withdraws any money from his

or her IRA before the year in which he or she reaches
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59½, he or she incurs a 10% additional tax on the

amount withdrawn. There are exceptions to this rule,

including, but not limited to being disabled; having an

unpaid balance of medical expenses that are more than

7.5% of the individual’s adjusted gross income; and

being qualified as the beneficiary of a deceased IRA

owner. Also of note is that beginning April 1 of the year

a person reaches the age 70½, a person must begin

withdrawing from his or her IRA. Both of these age

limits (59½ and 70½) are likely to change in the com-

ing decades as average life span is expected to rise. The

minimum required amount is determined by dividing

the IRA account balance at the close of business on

December 31 of the previous year by the person’s life

expectancy available through tables provided by the

IRS. Distributions from a traditional IRA can be

taxed, depending upon how the money was initially

contributed. Only those amounts that represent deduc-

tible contributions, including interest on that amount,

are taxable. Any nondeductible contributions, including

interest, are not taxed upon distribution.

If a person were to inherit a traditional IRA, he or

she can do one of three things. First, treat it as his or

her own, giving the person the same power over the

IRA as he or she would, had the person possessed it for

years. Second, the person can roll the IRA into an IRA

that he or she already possesses. Third, the person can

treat himself or herself as the beneficiary, thereby reap-

ing the benefits of the IRA immediately in a lump sum

based on the longer of the following: the beneficiary’s

life expectancy or the decedent’s life expectancy.

Unlike a traditional IRA, a Roth IRA can be con-

tributed to for the entire life of the owner. The amount

someone can contribute to a Roth IRA is exactly the

same as a traditional IRA, except for three circum-

stances: (1) a married person filing jointly with his or

her spouse, or is a qualifying widow(er) whose adjus-

ted gross income (AGI) is less than $150,000; (2) a

married person filing separately, has lived with spouse

at any time during the year, and has an AGI of $0; and

(3) the person is single, head of household, or filing

separately from spouse with whom the person did not

live with during the year and has an AGI less than

$95,000. Any other filing status and AGI combination

than the ones listed are either reduced or prohibited.

This is determined by subtracting from the person’s

AGI the amount stated above for each filing status. The

person must then divide that number by $10,000 if he

or she falls within one of the first two categories or

$15,000 if in the last category. The person must then
multiply that number by the maximum contribution

limit and subtract that number from the maximum

contribution number to get his or her maximum con-

tribution. Also, no contributions to the Roth IRA are

tax deductible.

Finally, with distributions, there is no requirement

that a person must distribute money from a Roth IRA.

The only exception is when the owner dies, after which

the money must be distributed within 5 years to the

designated beneficiary. If the beneficiary is a spouse,

the spouse has the same rights to decide what to do

with the Roth IRA as he or she would have under a

traditional IRA.

In conclusion, IRAs are meant to help the average

citizen. Although they are complex, they are an aid to

the citizen entering retirement as gracefully as possible,

and designed to address individuals’ future needs.
Related Topics
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Informal Caregiving
Anamaria Tejada

Informal care has been defined as the care that is

provided to chronically ill elders by a relative or a

friend at the elder’s home, in contrast to the care

provided by an institution or a professional, which is

considered formal care.

http://www.irs.gov/retirement/article/0,,id = 137320,00.html
http://www.irs.gov/retirement/article/0,,id = 137320,00.html
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Providing care for the elderly has become a signifi-

cant social issue in the last 30 years. At the beginning of

the last century there were approximately three million

people above 65 in the United States. Now there are

more than 10 million older adults in need of care living

in the community. Factors such as the increased life

expectancy and the expected growth of the older adult

population, especially with the baby‐boom generation

turning 60, will increase the need for formal and infor-

mal care. At the same time, there is a steady decrease in

the public resources available to provide this care.

Almost 80% of older adults who require long‐term
care due to chronic disabilities receive informal care

at home from family members. The reliance on infor-

mal care providers is a new phenomenon that saves

significant health‐care public funds.
Older adults require care due to a variety of health

conditions, in many cases dementia, Substantial care is

often required well before they develop an advanced

level of disability.

Area of residence is one of the factors that affects

the way that informal care is provided. Older adults

and their families who live in metropolitan areas have

more access to, and better services than, older adults

living in rural areas. Elders in rural areas are at higher

risk of being institutionalized at younger ages and in

better health than those living in urban areas. In addi-

tion, caregivers for rural elders have only informal

sources of support; so they have less assistance and

higher levels of burden and stress than caregivers in

urban areas.

Gender is the most salient factor regarding infor-

mal care. It is overwhelmingly a women’s issue. The

majority of elderly people in need of care are women,

and the majority of relatives providing care, approxi-

mately 75% of all caregivers, are women. Women

tend to outlive their husbands; a large number of

women above 85 are unmarried and their children

are away; this puts them at a very high risk of needing

some form of care services. Women in general are

more likely than men to be institutionalized or to be

cared for by an adult child rather than their spouses.

Women usually have fewer options for caregiving

services.

When an older adult is in need of care, the spouse is

most likely to be the primary caregiver, followed by

adult children and then other family members. It is

more common to find wives caring for husbands than

the reverse; daughters are three times more likely than

sons to take the responsibility for their parents’ care.
Many aging caregivers will be required to provide care

simultaneously to both a frail spouse and an increas-

ingly disabled parent; many women in this situation

will spend more years caring for their elderly relatives

than for their children. These competing demands

have a detrimental impact on women’s lives, especially

for those who are trying to balance work and caregiv-

ing roles. When men participate in caregiving, they are

more likely to be care managers than to provide direct

care. They also tend to hire care providers instead of

providing hands‐on care themselves. Men and women

also have different attitudes about caregiving; women

see their role as caregivers as a natural extension of

their regular family responsibilities, whereas men per-

ceive it as an extra task beyond their usual roles.

In addition to gender, there are multiple factors that

influence the attitudes, values, practices, and beliefs

regarding informal caregiving. These include racial or

ethnic affiliation and socioeconomic status.

Whites have better health than most other racial

or ethnic groups in America. This is congruent with

the fact that this particular group continues to have

higher socioeconomic levels and the best access to

health care services. Minority elders are more likely

than their white counterparts to experience chronic

disabilities, but less likely than white elders to be

institutionalized. To complicate matters, there is the

assumption that minority elders are generally taken

care of by their families, but this is not always the

case. Many of them have limited access to services and

no family assistance and therefore need to fend for

themselves.

Black elders tend to have larger informal social

supports than older whites, so they tend to avoid

using formal care services and have a strong preference

for family care or rely on their extended kinship. Some

of the reasons not to use formal services are based on

cultural values, while in most cases it is the lack of

financial resources to afford the cost of long‐term care.

Financially disadvantaged black elders rely almost

exclusively on informal care as a matter of necessity

more than of preference. Middle‐class black elders are

similar to white elders in their use of formal care

services. Blacks care for their relatives out of a sense

of moral obligation but there is also joy, love, and

privilege in caregiving, despite its difficulties. The social

support provided by family and neighbors, and faith in

God, often serve as buffers against the stress involved in

caregiving. Black families are less likely to institutiona-

lize their elders than their white counterparts and tend
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to be dissatisfied with formal care services when

received.

Compared to blacks, the percentage of older His-

panics is relatively low, but Hispanic elders are often in

poorer physical and mental health and have lower

education and socioeconomic levels. They are also

less likely to receive benefits like Social Security and

retirement pensions. Hispanic elders tend to avoid

using formal care services, in part for financial reasons

and also because of language barriers. Like blacks,

Hispanics have a strong orientation toward the ex-

tended family and the elderly are highly respected

and viewed as wise and knowledgeable. Almost 90%

of Hispanic women believe that adult children, espe-

cially daughters, are the ones responsible for the care of

elderly parents. Daughters are also prone to guilt and

often feel they are not doing enough for their parents.

Ironically, many Hispanic elders would rather suffer in

silence than to request their children’s help. They do

not want to burden them and are prone to a sense of

fatalism that prevents them from taking steps to main-

tain their health and independence.

Native Americans also place high value on informal

caregiving, but those who live away from reservations

tend to use more formal resources than do other mino-

rities. At the reservations, there are reciprocal caregiv-

ing practices where grandmothers, daughters, and

grandchildren help each other. This is in part the result

of the family problems many American Indians face

due to high rates of unemployment and alcoholism

among their men.

Asians and Pacific Islanders expect to receive help

from their children and the children expect to pro-

vide it. In the Asian families’ value system, the needs

of the family have priority over the needs of the

individual.

Family caregiving is a challenging and stressful

experience for the caregiver and can have a negative

impact on the caregiver’s social, emotional, physical,

and financial health. Caring for frail or disabled adults

can trigger a variety of negative emotions including

frustration, anger, guilt, anxiety, constant worries, and

fear. As the health of elders deteriorates and their needs

increase, caregivers feel that they are sacrificing them-

selves and losing their freedom. They also lose the

companionship and reciprocity that they used to

have in the relationship with the elder, and might feel

inadequate to provide the necessary care. As a result

they may develop somatic complaints and worry about

their own health and financial situation.
The financial situation has an important effect on

the caregiving process. Low‐income caregivers are less

able to cope with stress and report higher levels of

powerlessness, loneliness, and isolation than those

with more financial resources.

The strain or burnout that the caregiving role

imposes on the caregiver can lead to elder abuse and

neglect. The risk of abuse increases when caregivers are

not prepared for the caregiving role and they are strug-

gling with emotional problems, substance abuse, or

poor health. Other risk factors are financial depen-

dence on the care recipient and being subjected to

constant criticism. Elder abuse and neglect are more

related to the caregiver traits than to the traits of the

elder. However, caregivers experience higher levels of

stress when they are caring for a person who has serious

cognitive impairments, abnormal behaviors, and diffi-

culty with activities of daily living (ADL). Spouses and

sons are more likely to abuse than daughters; while

older men are more likely to be abuse victims, the

abuse of older women tends to be more severe.

Due to the multiple challenges of caregiving, at

some point even families who wish to care for their

elders will be unable to do so. Families caring for

their elders are in great need of assistance, education,

and information. Caregivers need practical assistance

like help running errands, shopping, and cooking. They

need information on safety issues and medication.

They need to learn how to deal with dementia‐related
behaviors so they do not feel inadequate when con-

fronting these problems. They also need to get out

more often and to have in‐home respite care, especially

if it is by a nurse, whose presence is highly valued and

gives support and peace of mind. There is a need for

balance between formal and informal caregiving and

for more accessible services for low‐income and min-

ority families. These families are likely to be more

burdened with caregiving responsibilities with fewer

resources to provide appropriate care to their elders.

These services need to be tailored to their particular

individual needs.

Finally, it is helpful to offer psychoeducational sup-

port groups so that families can becomemore prepared

for their caregiving role. It also offers caregivers the

opportunity to share their caregiving experience and

exchange tips and information. Caregivers have been

found to welcome assistance and support from peers

more than they do from professionals. In the strenuous

process of informal caregiving, hope may be the most

important factor.
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Informed Consent
Anne R. Simpson

Informed consent is the term used to describe the

process by which clinicians support informed and gen-

uine decision‐making by patients (or research volun-

teers) regarding their health care. The process of

obtaining ‘‘informed consent’’ is an act that unites

principles of ethics, law, and medicine in an effort to

heighten education and to support the patient’s right

to self‐determination. It promotes the patient—or

their designated decision‐maker—to the position of a

shared decision‐maker with the medical practitioner.

Historically, decisions regarding medical treatment

have been made according to what was believed, by the

physician, to be in the best interest of the patient. At a

time when there were fewer medical treatment choices,

this seemed to be an acceptable practice. With rapidly

emerging medical technology and the implication for
a variety of associated treatment outcomes, there is a

greater need for one to take an active role in their own

health care decisions. The process of informed consent

is an important way of assuring that this occurs.

Informed consent reflects a judicial mandate which

is based on the notion of respect for individual auton-

omy, also known as self‐determination. To paraphrase

Justice Cardozo, in the landmark Schloendorff deci-

sion (1914), each adult of sound mind has the right to

determine what should or should not be done to their

own body. Under usual circumstances, when a medical

intervention is proposed, the health care provider, usually

the physician, will discuss the procedure, risks, and

expected outcomes with the patient. In addition, they

will have the patient or decision‐maker sign a form grant-

ing permission to perform the treatment. This had been

recognized as the standard means for obtaining consent.

Medical treatments can be complex and can require

a fair amount of insight in order to make a truly

informed decision. In the past, many people acceded

to the recommendations of the health care provider

without a clear understanding of the risks, benefits,

and treatment options available. Even today, patients

may feel intimidated or overwhelmed when faced with

complex medical issues. The process of informed con-

sent can help ‘‘bridge the gap’’ to support patients so

that they may make knowledgeable, voluntary, and

authentic decisions. For physicians, informed consent

serves as a provocative tool geared to stimulate a discus-

sion that will result in an informed health care decision.
Decisional Capacity

The decisional capacity of the patient is an important

consideration in obtaining informed consent. People

who are seriously or chronically ill, who are exhausted

or in pain, or are overwhelmed or frightened may not

always be fully able to understand the complex infor-

mation involved in a decision, and they may not be

able to appreciate the full implications of the various

decisions that need to be made. Consequently, clini-

cians look for indications of the patient’s (or the sur-

rogate decision‐maker’s) ability, or inability, to make

the decisions he or she is faced with.

There are four elements to decisional capacity: the

ability to communicate a choice; the ability to under-

stand the information involved (see below) in the

health care situation and decision to be made; the

ability to ‘‘reason through’’ the information and



. Table 1

Informational elements of informed consent

1. A clear understanding of the disease process
2. The anticipated prognosis
3. The recommended treatment
4. The benefit and the risks of the recommended

treatment
5. Reasonable alternative treatments
6. The benefits and the risks of the alternative

treatments
7. The effect of no treatment
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the health care situation; and, finally, the ability to

appreciate the implications of the decision in the con-

text of the patient’s life. Clinicians thus must look for

the patient’s capacity to comprehend the clinical situa-

tion including the treatment and treatment options,

deliberate the information reasonably and in accordance

with the values of the patient, and communicate the

choice, as well as express the rationale for the choice.

In caring for elders, it is possible that the patient

may have compromised decisional capability and

sometimes, his or her surrogate decision‐maker may

lack the capacity to comprehend and make appropriate

decisions as well. In those situations it is necessary to

institute a plan which safeguards both individuals, and

request a guardian for both individuals.

It is very important to note that having some cog-

nitive deficits, such as mild memory loss or difficulty

with attention, does not mean that a patient cannot

make decisions. Ill individuals should not be excluded

from the decision‐making process. One may still retain

the capacity to make certain decisions; the greater the

complexity of the decision to be made, the greater

the need for higher cognitive functions. Decisions with

minimal risks, such as a blood draw or a flu shot, can

be made by a patient with moderate cognitive deficits.

To assess comprehension of the decision to be made,

patients are asked to paraphrase the discussion, and

describe their views of the impact of the disease, and

the proposed intervention. Once it is clear that the key

decision‐maker has the capacity to make the necessary

decision, the process should continue.
Information Requirements for
Informed Consent

The information that must be conveyed and under-

stood in an informed consent dialogue is listed in

>Table 1. It is important to note that the decision‐
maker (patient or surrogate) must be given the infor-

mation in a language, and with terminology that they

understand. The decision‐maker must be able to take

the information, apply appropriate deliberations, and

paraphrase it according to his or her understanding of

what has been said. Pictures are a useful tool when

attempting to describe a disease process; they can sim-

plify the explanatory process. The information must be

presented in a manner that is clear, and free of bias and

coercion. The decision‐maker must be queried to

assess their understanding of what they have been told.
The service of an interpreter should be enlisted

whenever language is a barrier. Making use of a family

member as an interpreter is not an appropriate measure.

The issues may be sensitive, and family members carry

their own set of values which may be different from the

values of the patient. An inherent risk associatedwith the

use of untrained interpreters is the potential for mis-

information. The person providing the interpretation

may misunderstand what is being said or they may tell

the patient only what they believe to be appropriate.

Understanding the Disease Process In undertak-

ing any health care decision, it is vital to first under-

stand the nature of the health condition and to

evaluate the expected outcome for this disease. For

the clinician, giving a prognosis, when the anticipated

outcome is unfavorable, is a difficult task; however, the

decision‐maker deserves to have as much information

as possible to help formulate a suitable plan. The

prognosis needs to be as clearly defined as possible; if

the anticipated outcome is death that should be stated.

Recommended Treatment In general, the lay pub-

lic is not equipped to make medical treatment decisions

without assistance from the physician. It is imperative

for the physician to discuss, with the decision‐maker,

why a particular treatment is being proposed, what is

the expected benefit of that treatment, as well as the

associated risks and side effects. The decision‐maker

should be clearly informed of the risk, in particular if

there is a risk for permanent disability or death.

Reasonable Alternative Treatments The physi-

cian should discuss with the decision‐maker all reason-

able treatment alternatives. This does not imply that

the provider should offer treatment options with

which they are unfamiliar. When appropriate, referrals

can be made to practitioners, who may have greater

knowledge of some of the treatment options. This
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affords the decision‐maker an opportunity to weigh

the available options. Information on risks and bene-

fits should accompany the description of alternative

treatment options.

The patient and decision‐maker retain the option

to forgo all treatment recommendations; however, the

physician should clarify the decision, and the goals for

continued care. In addition, the likely outcome with-

out treatment must be clearly stated.

Informed consent, as described, is far more com-

plex than enlisting a signature for a standardized

form. It is a thoughtful and thought‐provoking pro-

cess. Ideally, the process should begin prior to the

occurrence of a problem. As stated above, the per-

son who is to make the decision must demonstrate

the ability to deliberate on the issues in question.

The patient may lack the capacity and a surrogate

decision‐maker may act on his or her behalf. A health

care decision‐maker who knows and will respect the

values of the person in their charge is a key element

in good decision making.
Voluntarism

Autonomy and self‐determination are key features of

the consent process. Voluntary/autonomous acts are

those acts which are made by one’s own free will,

without undue influence. Voluntarism is an essential

part of true informed consent: it is the professional

responsibility of the health care provider to assist by

making sure the patient or surrogate decision‐maker

understands clearly the limits and consequences of the

therapeutic intervention, and then actively and

authentically makes this choice.

When one gives consent for treatment, one retains

the right to have a change of mind and to stop the

course of treatment. This is also true for treatment

such as ventilators and feeding tubes which delay the

natural dying process and sustain life through artificial

means. The values of the patient and their quality of

life considerations are paramount when making deci-

sions of this type.
Surrogate Decision‐Makers

As health care consumers, each of us should have

a few individuals who have been informed of our

values as they relate to health and lifestyle, and who
have consented to act on our behalf as a surrogate

decision‐maker. One should openly discuss their feel-

ings about medicine and medical interventions with

their decision‐makers and with others who may play

an important role in the issues. Using more than one

decision‐maker at a time can be complicated; therefore,

it has been suggested that decision‐makers be listed in

hierarchical order so in the event the first listed is

unavailable or unable to serve, the next person on the

list will be called. This process attempts to insure the

availability of a decision‐maker at all times.

It is important too that the decision‐maker

understand the significance of their role; they should

understand that, if called to serve, they should make

decisions in accordance with the values and wishes

of the patient. In other words, they should make

the decision as if they were the voice of the patient,

mindful of what the patient would want under the

circumstances.

Before asking someone to take on the monumental

responsibility of health care decision‐maker, one should

first reflect on personal values. It is important to clarify

what is important now, and what will be important if

one becomes mentally or physically incapacitated. In

your own life, think about whom you entrust with the

responsibility of honoring your values and wishes, and

then make a plan to educate that person regarding

appropriate decisions for you.
Related Topics
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Inheritance
Janet L. Lowder . Sandra J. Buzney
Older persons face many critical issues when a partner

dies, including how to manage financial assets inher-

ited from the deceased spouse. Due to their greater

longevity, women above 65 are almost three times

more likely to be widowed than men. If a spouse has

not been involved in the couple’s financial planning

and is not aware of the marital assets or marital liabil-

ities, in addition to dealing with his or her loss, the

surviving spouse may face new financial realities very

quickly. The surviving spouse may be presented with

many special considerations and concerns even if he or

she was left well‐provided for. However, if the survi-

ving spouse was left with limited funds and/or debt, he

or she may be faced with creditors and the need to

make a change in lifestyle, including entering or

returning to the workforce.

Inheritance laws, which can be quite complex, are

governed by state law. If an individual dies without

leaving a will, that individual is said to have died

‘‘intestate.’’ Each state has its own set of laws that direct

how the property of the deceased is divided among his

or her surviving spouse, children, and relatives if the

deceased dies intestate. These state laws are called

‘‘intestate succession laws,’’ ‘‘intestacy laws,’’ or ‘‘sta-

tutes of descent and distribution.’’

States may be characterized as either ‘‘community

property’’ states or ‘‘noncommunity property’’ states,

with most states operating as ‘‘noncommunity prop-

erty’’ states. In community property states, each spouse

has a claim for ownership of one half of the property

acquired during the marriage. However, in noncommu-

nity property states, the surviving spouse does not auto-

matically have a claim to the marital assets. A surviving

spouse who feels that the decedent spouse’s estate plan

treated her unfairly has the ability in most states to elect

to take under the laws of intestate succession rather than

under the will. This means that the surviving spouse will

receive the share of the estate that she would have

received if the decedent had died without leaving a will.
Individuals living in nontraditional relationships

should be aware that estate planning is particularly

important to protect their interests because, otherwise,

in all but a very few localities, they have no legal rights

upon the death of their loved one under most state

inheritance laws. The surviving partner will have no

legal claim upon the decedent’s assets unless (1) those

assets were titled jointly (both names appear on the

title document) or have transfer on death, payable on

death, or beneficiary designations naming the surviv-

ing partner, or (2) the decedent has executed estate

planning documents (e.g., a will and/or trust) naming

his or her partner as a beneficiary. Many involved in

deeply committed relationships suddenly find them-

selves literally forced to leave a shared home and treas-

ured belongings when a partner’s death occurs.

Sometimes, inheritance is unexpected. Many par-

ents do not share their financial status with their chil-

dren. Many others have not prepared an estate plan.

Even with a well‐written will, questions will need to be

answered. Should the assets of the estate be disbursed

right away? Should the family house be sold? What

happens when one heir wants to sell while the other

wants to wait for various reasons? Should one give gifts

or lend funds to friends or relatives? Should one buy a

new house? A car? Should one use inherited funds to

take his or her dream vacation?

An inheritance or life insurance proceeds may be

the single largest sum of money that one receives in his

or her lifetime. It may be significant enough to cause a

reevaluation of one’s goals in life and one’s standard of

living. Questions concerning career, retirement, provid-

ing for children’s education and welfare, and making

charitable donations are all factors to be considered.

The death of a loved one is also a stressful period.

The receipt of inherited funds may occur at a time

when the heir is also grieving his or her loss and is in

a state of emotional turmoil. There may be guilt, for

example, that money has been received at the expense

of the loved one’s death. At this vulnerable time, making

important financial decisions can be a struggle; sorrow

may be crippling and may impede one’s judgment.

As mentioned earlier, even being well‐provided for

by an inheritance can be accompanied by various

issues and challenges. Many people think that money

will solve their problems, but that may not be a realistic

belief. For the surviving spouse who has not been

involved in the family’s money management, being

faced with the new responsibility of financial manage-

ment can be stressful and place him or her at risk of
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exploitation. The surviving spouse may not have a

relationship with reliable professionals who can help

soundly manage money or plan for the future. He or

she is likely to be faced with advice frommany different

sources and recommendations or requests from indi-

viduals who are looking to benefit from his or her lack

of experience. The surviving spouse may also find it

difficult to decide between purchasing some extras that

he or she may have always wanted, planning for the

future, and providing financial assistance to children

or other family members.

Financial advisors all agree on one basic rule when

an inheritance is received: Do nothing for a while, do

not make any decisions immediately. It is important to

deal with the emotional issues of inheritance before

tackling the financial ones. A good rule of thumb is to

wait 6 months to a year before making lifestyle chan-

ges. During this interim period, inherited funds should

not be spent frivolously. If the inheritance is in cash, it

might be held in short‐term certificates of deposit,

money market accounts, or other low‐risk invest-

ments while a financial investment strategy is devel-

oped and relationships with professional advisors are

established.

Appropriate advisors may include a lawyer, an

accountant, a financial planner, and or a money man-

ager. The criteria used to select advisors should include

honesty, integrity, experience, professional compe-

tence, and the appropriate credentials. References

should be requested and all potential advisors should

be interviewed. Quality of service should be more

important than cost. It may be necessary to talk to

several individuals before finding the right fit with a

qualified advisor. An attorney can assist with probating

the will and/or making distributions from a trust.

Once immediate matters related to the decedent’s

estate are resolved, the surviving spouse or heir should

consider his or her own estate planning needs. Even

if estate planning documents have been executed,

one’s estate plan should be reviewed if there has

been a significant change in family circumstances or

financial status.

An inheritance is best used when applied to build

on existing strengths. As noted above, one should

develop an individual financial and estate plan. By

taking a look at one’s entire financial situation and

consulting with an estate planning lawyer and financial

planner, an individual may utilize the inherited money

and or assets to his or her best advantage. One should

ask these basic questions:
� Does income exceed expenses?

� If so, is at least 10% of his or her salary going

towards savings?

� Is there money set aside for emergencies?

� Is there adequate insurance to protect dependents?

Once these questions have been answered, the deci-

sion of whether to invest the inheritance may be made.

A major objective should be protecting oneself, and

preserving and conserving for the future. Individuals

should develop a plan for retirement. If an employer

offers a retirement plan, and even better, matches

employee contributions, an inheritance may enable

an employee to establish an account or increase the

contributions from his or her salary. If an employer‐
sponsored account is not available, or in addition to

such an account, one might want to open an individual

retirement account (IRA). For funds that are to remain

readily accessible, one should compare the return on

money market accounts to savings accounts and short‐
term certificates of deposit. Investments in mutual

funds and stocks can be compounded by reinvesting

the dividends. When investments are divided into a

variety of categories, financial risks are varied and the

opportunity for profit increased.

Improved financial planning can help an individual

achieve lifetime goals and maximize the benefits of

receiving an inheritance. Individuals should exercise

caution and think of long‐term needs. Money can pro-

vide security, comfort and convenience. Likemany things

in life, however, the best plan will balance immediate

needs and desires with preserving assets for the future.
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Insomnia
Jyoti Aneja . Ashish Aneja
Insomnia is a term that is often used to indicate any

and all stages and types of sleep loss. It is defined as the

difficulty in initiating and/or maintaining sleep and

includes perception or complaint of inadequate or

poor‐quality sleep. People with insomnia have one or

more of the following: difficulty falling asleep, waking

up frequently during the night with difficulty return-

ing to sleep, waking up too early in the morning, and/

or unrefreshing sleep.

Insomnia may cause problems during the day such

as tiredness, a lack of energy, difficulty concentrating,

and irritability. About 60 million Americans each year

suffer from insomnia, which can lead to serious sleep

deficits and problems. Insomnia tends to increase with

age and affects about 40% of women and 30% of men.

Insomnia can be classified as acute (short term/

transient), intermittent (on and off), and chronic (con-

stant). Insomnia lasting from a single night to a few

weeks is referred to as acute or transient. If episodes of

transient insomnia occur from time to time, it is said to

be intermittent. Insomnia is not defined by the number

of hours of sleep a person gets or how long it takes to fall

asleep because all individuals vary normally in their

need for, and their satisfaction with, sleep.

Transient insomnia, which is self‐limited and less of

a clinical concern can be due to a variety of factors

including significant life stressors (job loss or change,

death of a loved one, moving), environmental noise,

extreme temperatures, sleep/wake schedule problems

such as those due to jet lag, or medication side effects.

Chronic insomnia occurs when a person has insom-

nia at least 3 nights a week for 1 month or longer. It

is more complex and often results from a combina-

tion of factors, including underlying physical or men-

tal disorders. One of the most common causes of

chronic insomnia is depression. Other underlying

causes include arthritis, kidney disease, heart failure,

asthma, sleep apnea, narcolepsy, restless legs syn-
drome, Parkinson’s disease, severe respiratory diseases

such as emphysema, and hyperthyroidism. However,

chronic insomnia may also be due to behavioral factors,

including the misuse of caffeine, alcohol, or other

substances. These behaviors may prolong existing

insomnia, and they can be responsible for causing the

sleeping problem in the first place. Stopping these

behaviors may eliminate the insomnia altogether. In

addition, sleeping and waking cycles may be disrupted

with shift work or other nighttime activity schedules.

Chronic stress is often an important reason for pro-

longed insomnia. Certain conditions like advanced

age, female gender, or a history of depression also

make individuals more likely to experience insomnia.
Diagnosis and Treatment of Insomnia

Individuals with insomnia are evaluated with the help

of a medical history and a sleep history. The sleep

history may be obtained from a sleep diary filled out

by the patient or by an interview with the patient’s bed

partner concerning the quantity and quality of the

patient’s sleep. If there is suspicion that the individual

may have a primary sleep disorder such as sleep apnea

or narcolepsy, they may be referred to a sleep center for

specialized tests.

The treatment of insomnia should begin with sim-

ple measures such as avoiding a beverage after 8 p.m.

or at least 3 hours before bedtime. A relaxing and

warm evening bath (several hours before intended

sleep time) or reading a book just before retiring can

be helpful. Avoiding caffeinated drinks such as coffee,

tea (including green tea), or caffeine‐containing soda

5–6 hours before intended sleep time is recommended.

Cutting out alcoholic beverages and smoking in the

evening is often quite helpful in sleep restoration.

Acute and intermittent insomnia may not require

treatment. However, for some people who experience

daytime sleepiness and impaired performance because

of transient insomnia, the use of short‐acting sleeping

medications may improve sleep and next‐day alertness.
These drugs often have significant side effects and should

be used only sparingly. The use of over‐the‐counter
sleep medicines is not usually recommended for the

treatment of insomnia.

Treatment for chronic insomnia requires diagnos-

ing, treating underlying medical or psychological pro-

blems, identifying behaviors that may worsen insomnia,

and curtailing them. The long‐term use of sleeping

http://www.owl-national.org/reports.htm
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pills for chronic insomnia is also equally controver-

sial. A patient taking any sleeping pill should be under

the supervision of a physician to closely evaluate

effectiveness and minimize side effects. In general,

these drugs are prescribed at the lowest dose and for

the shortest duration needed to relieve the sleep‐
related symptoms. For some of these medicines, the

dose must be gradually lowered as the medicine is

discontinued because, if stopped abruptly, it can cause

insomnia to occur again for a night or two. Trying

behavioral techniques to improve sleep, such as

relaxation therapy, sleep restriction therapy, and

reconditioning is recommended.

Relaxation Therapy There are specific and effective

techniques that can reduce or eliminate anxiety and

body tension. As a result, the person’s mind is able to

stop racing, the muscles can relax, and restful sleep can

occur. It usually takes much practice to learn these

techniques and to achieve effective relaxation.

Sleep Restriction Therapy A sleep restriction pro-

gram at first allows only a few hours of sleep during the

night. Gradually the time is increased until a more

normal night’s sleep is achieved.

Reconditioning The person is usually advised to go

to bed only when sleepy. If unable to fall asleep, the

person is told to get up, stay up until sleepy, and then

return to bed. Throughout this process, the person

should avoid naps, and wake up and go to bed at

the same time each day. Eventually the person’s body

will be conditioned to associate the bed and bedtime

with sleep.
Related Topics

> Sleep disorder, > Sleep hygiene
Suggested Resources

www.aasmnet.org

www.nhlbi.nih.gov/health/public/sleep/insomnia

www.sleepfoundation.org

www.womenshealth.gov/insomnia
Institutionalization
Brandy L. Johnson

Institutionalization can describe the process of plac-

ing individuals in institutions like nursing homes.

The term can also be defined as a process in which

individuals who live together gradually develop certain

unhealthy patterns of behavior and thought, such as

the assumption of illness or depression apathy. This

change is frequently associated with being placed in an

institution.
Placement in Institutions

Nursing Homes According to Taber’s Cyclopedic

Medical Dictionary, a nursing home is an extended

care facility for persons who need medical attention

of the type and complexity not requiring hospitaliza-

tion. Nursing homes provide 24‐hour nursing super-

vision, rehabilitation services, activity and social

services, a restraint appropriate environment, careful

attention to nutrition needs, and measures to prevent

complications of decreased mobility. In addition, some

nursing homes have specialty units for patients with

conditions such as dementia or head injuries. Some

nursing homes provide subacute units for patients who

are not as medically stable as patients in the typical

nursing home setting. Most nursing homes are certi-

fied for intermediate care, skilled level of care, or both.

In 1999, it was estimated that there were 18,000

nursing home institutions in the United States. These

nursing homes provide approximately 1.9 million

beds; in 1999, there were 1,469,525 patients in nursing

homes. In fact, anyone above 65 has a 43% chance of

spending some time in a nursing home.

The types of services offered by nursing homes

vary. To become certified, a nursing home must pro-

vide medical care, nursing, and social services. Other

services that may be offered include ophthalmologic,

otolaryngologic, neurologic, psychiatric, psychologi-

cal, and other medical specialty services. However,

these services are typically provided by consultants.

Society’s increased dependence upon nursing homes

over the last century has resulted in a need for legislation

to protect the rights of nursing home residents. In 1987,

the US Congress passed the Nursing Home Reform Act.

http://www.aasmnet.org
http://www.nhlbi.nih.gov/health/public/sleep/insomnia
http://www.sleepfoundation.org
http://www.womenshealth.gov/insomnia
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Nursing homes that receive Medicare or Medicaid are

required to provide services and activities to attain and

maintain the highest practicable physical, mental, and

psychological well‐being of each resident in accordance

with a written plan of care that is initially prepared with

the participation, to the extent possible, of the resident,

the resident’s family, or the resident’s legal representative.

Under the legislation, a resident has a right to be

informed. This means that, among other things, a

resident has the right to be told of the available ser-

vices, the cost for each service, the facility’s rules and

regulations, advanced notification of changes in rooms

or roommates, and the contact information for each

state’s survey agency or Ombudsman. A resident also

has the right to complain. Residents should be able to

speak with any person about grievances without fear of

reprisal. This includes the right to complain to the

state’s Ombudsman or survey and certification agency.

A third resident right is the right to participate in his or

her own care. A resident has a right to receive adequate

care, to be informed in changes in his or her condition,

to refuse medication or treatment, and to participate

in any assessment performed. Individuals who are

institutionalized in nursing homes also have the right

to make independent choices. Such choices include

how to spend their free time, who to utilize as a treat-

ing physician, and what to wear.

Residents also have various rights regarding trans-

fers and discharges, such as the right to remain in the

nursing home unless a transfer or discharge is neces-

sary for the welfare of the resident, is needed to protect

the health and safety of staff or other residents, is

appropriate because the resident has improved and

no longer needs care, or is required because the resi-

dent has failed to pay for a service or item provided at

his or her request. Other rights include the right to

visits, the right to privacy and confidentiality, the right

to be treated with dignity and respect, and the right to

be free from abuse, neglect, punishment, involuntary

seclusion, and restraint.

Institutionalization in a nursing home can be

expensive. It has been estimated that 67% of nursing

homes in the United States are operated for profit. The

average cost of living in a nursing home for one year is

$55,000. However, in some areas, the cost can exceed

$100,000. Cost also increases when an individual

requires care in a skilled nursing facility. There are

four basic methods used to finance institutionaliza-

tion: Medicare, Medicaid, long‐term care insurance,

and self‐financing. Of these methods, the most
commonly used is Medicaid. In 2003, Medicaid paid

46% of the $111 billion spent on nursing home long‐
term care. In contrast, Medicare paid 12% of the

amount spent on long‐term care and private insurance

paid 8%.

Alternatives to Traditional Institutionalization

In the past, those who were no longer able to

live independently often found themselves placed in a

nursing home facility. Today, however, there are

numerous alternatives to traditional institutional-

ization. These alternatives include board and care

facilities, assisted living communities, and life‐care
communities.

Board and care facilities are designed for elderly

persons who cannot live independently but who do

not need the constant supervision provided in nursing

homes. Board and care facilities usually provide a place

to live, meals, and minimal assistance with things like

personal care and the administration of medication.

The number of board and care facilities has been

increasing as they offer an economic, federally funded

means of accommodating the increasing number of

elderly persons who would otherwise be institutiona-

lized in nursing homes.

Another alternative is assisted living. Assisted living

facilities permit individuals with deficits in activities of

daily living to maintain their independence in perso-

nalized settings. The facility either provides or arranges

for residents’ meals, personal care, health care, and

other supportive services. Many assisted living facilities

even provide 24 hours of oversight.

Life‐care communities also offer an alternative to

institutionalization. Life‐care communities are organi-

zations that offer individuals a contract that is inten-

ded to remain in effect for the resident’s lifetime. The

contract guarantees shelter and access to certain

health‐care services. Life‐care communities may be

contained in a single building or located across many

acres. Several have common areas, such as a commu-

nity building, for organized social events, dining

rooms, clubs, and sports facilities. Additional benefits

include affiliation with home care services, adult

homes, day care programs, local acute care facilities,

and nursing homes.

Life‐care communities are open to individuals who

can live independently, who require assistance, and who

require skilled nursing care. There are three basic types

of life‐care communities: (1) communities that utilize

an all‐inclusive contract; (2) communities that utilize a
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modified contract limiting the amount of long‐term
care provided before the monthly fee is increased; and

(3) communities that utilize a fee‐for‐service contract

with billing for health services as the services are pro-

vided. To become a resident of a life‐care community, a

substantial entrance fee and monthly fees are generally

required. Some communities require residents to pay

the monthly fee and purchase a separate service or

health package.
Behaviors that Result from
Institutionalization

After admission to an institution, like a nursing home,

it is not uncommon for the admitted individual to

undergo a change in behavior. This tends to be espe-

cially true for individuals admitted without consulta-

tion. The length of time the admitted individual

expects to be in the institution also could have an affect

on his or her behavior. Extended periods of institu-

tional living can have a social effect on those admitted.

Individuals admitted to institutions like nursing

homes may, over time, demonstrate apathy and a loss

of individuality.

Increased behavior problems have been seen when

the admitted individual is separated from a spouse or

their social support. Further, behavioral problems

could result from a loss of contact with the outside

world, enforced idleness, loneliness, enforced authority

by staff, the loss of possessions, and the loss of the

ability to decide when to perform activities like waking

up and getting dressed.

An individual admitted to an institution may isolate

himself or herself as a result of factors such as inap-

propriate behavior by other residents. The presence of

ill or disabled individuals in an institution could also

have an affect on the behavior of other residents andmay

also serve as a reminder of an individual’s inevitable

decline and result in a behavior change.

Many of the above problems, however, could be

lessened, if not eradicated, by taking various steps.

These include involving the individual in the decision

to enter an institution and providing accurate infor-

mation regarding the length of the institutionalization.

Other strategies include improved communication

with the staff and the maintenance of social supports

inside and outside of the institution.
Related Topics

>Assisted living, >Housing, > Long‐Term care,

> Long‐term care insurance, >Medicaid, >Medicare,

> Skilled nursing facilities
Suggested Readings

Fiveash B (1998) The experience of nursing home life. Int J Nurs

Prac 4:166–174

March C (1997) The complete care manual for long‐term care.

Jossey‐Bass, New York

Matthews J (2004) Long‐term care: how to plan and pay for it, 5th

ed. NOLO, Berkeley, CA

Morriss R, Rovner B, German P (1994) Changes in behavior before

and after nursing home admission. Int J Geriatr Psychiatry

9:965–973

Pratt J (2004) Long‐term care: managing across the continuum,

2nd ed. Jones & Bartlett, Sudbury, MA
Suggested Resources

AARP, Policy and Research. http://www.aarp.org/research

Citizens for Long Term Care. http://citizensforltc.org

National Citizens’Coalition for Nursing Home Reform. http://www.

nccnhr.org

National Counsel on Aging, Inc. http://noca.org
Intergenerational
Hierarchy Boundary
John Gillmore

Within families, members take on roles delineated by

boundaries that become understood by all members.

The resultant family hierarchy spans all living genera-

tions and provides an organized system through which

needs for the family survival become met. The most

important purpose of these boundaries and the resul-

tant structure is to create a system for passing along

affection, values, and learning to future generations.

The family structure has been in much flux during the

past few centuries.

As a comparison to today’s family structure, the

traditional working family of a few centuries ago trea-

ted children as adults at an earlier age because of need

http://www.aarp.org/research
http://citizensforltc.org
http://www.nccnhr.org
http://www.nccnhr.org
http://noca.org
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of their labor to survive. Parents had relatively less time

to raise children. Grandparents were more respected

for their experience and in close contact with, or even

cohabiting with, children and grandchildren.

With the luxuries of technology, children have

shifted to later entrance into the workforce and to longer

delay before recognition as adults. The age at which

parents have started having children has increased. The

combination of these two trends in some ways means

that hierarchically, children are empowered later, and

that parental authority may increase from this factor

and the fact that parents may be older and more

mature. However, this is opposed by other trends.

For example, the growing age gap between child and

parent could also lead to more difficulties for parents

to identify with their children, and possibly less invol-

vement. Additionally, while the rise of technology

logically leads to increased time for parental involve-

ment, it is not clear that parents are actually using this

time to do more parenting. Finally, the rising divorce

rate leads to families where the influence of parents

may decrease, the child forced into earlier autonomy.

Many feel parents in our culture have taken over

some of the influence grandparents once held. This

change has many potential roots. First, the rise of indus-

trialism and technological advances has led to less

veneration for traditional ways of doing things, and

thus less respect for grandparents as the repositories of

experience. Second, these technological advances have

also led to increased geographical mobility, as young

adults move further away from their families of origin,

with resultant decreased influence of other family mem-

bers. Third, as the divorce rate has risen, many grand-

parents find themselves in conflicts for involvement with

grandchildren after their child’s divorce or their own

divorce. Fourth, there has been a relatively new phenom-

enon of age segregation in our society, with older people

often living in age‐specific housing or communities,

which may lead to weaker grandparental involvement

with subsequent generations.

Notwithstanding this perceived trend of growing

parental and waning grandparental influence, several

observations point to continued strong influence of

grandparents. For example, as people live longer and

healthier, the grandparents are around longer to have

influence. As the size of families decreases and grand-

children grow up with fewer siblings, cousins, aunts,

and uncles, the significance of the grandparents may

increase. Also, with divorces of adult children, many

grandparents find themselves resuming authority within
the family and adopting responsibilities to raise grand-

children when their adult children return to live

with them.

It should be noted that important differences in

the patterns of boundaries and hierarchy exist in dif-

ferent ethnic groups. For example, one commonly

recognized pattern is the tendency to a stronger influ-

ence of the maternal grandmother in African American

families. Extended family members also tend to have

more influence in the Hispanic community. In immi-

grant families where parents or grandparents do not

primarily speak English, there may be a barrier to their

influence among younger generations.

Families appear to be evolving into a structure

which needs even more than in the past the involve-

ment of grandparents and elderly parents of adult

children. Their adult children are more often living

or raising children alone, and work longer hours.

Their grandchildren, in addition to the stresses of

having parents raising them alone and working

longer hours, are exposed to adult issues at earlier

ages. Given these stresses, their adult children and

young grandchildren will be in more need of support.

Grandparents and elderly parents of adult children will

be living longer and healthier and are suited to step

into this role.
Related Topics

>Coresidence, >Extended family, > Family relation-

ships, >Generation gap, >Grandparents as parents
Suggested Readings

Hargrave TD, Anderson WT (1992) Finishing well: aging and

reparation in the intergenerational family. Brunner/Mazel Pub-

lishers, New York

Larkin E, Friedlander D, Newman S, Goff R (2004) Intergenerational

relationships: conversations on practice and research across

cultures. Haworth Press, New York

Lussier G, Deater‐Deckard K, Dunn J, Davies L (2002) Support

across two generations: children’s closeness to grandparents

following parental divorce and remarriage. J Fam Psychol 16

(3):363–376

Williams A, Nussbaum JF (2000) Intergenerational communication

across the life span. Lawrence Erlbaum, Mahwah, NJ
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Internet
Dawn Brown

The Internet is an infrastructure that connects compu-

ter networks and facilities around the world via elec-

tronic communications networks using Transmission

Control Protocol/Internet Protocol (TCP/IP). Two of

the most popular services of the Internet are the World

Wide Web (WWWor the Web) and e‐mail. The Web,

often mistakenly referred to as the Internet, is a system

of documents linked by hyperlinks and Uniform

Resource Locators (URLs) or addresses that are trans-

mitted over the Internet. E‐mail is electronic mail that

is also transmitted over the Internet. Some e‐mail

services are web‐based.
Methods by which to access the Internet are through

dial‐up service over telephone lines; landline broad-

band; Wi‐Fi, which is a wireless local area network that

uses radio frequencies; satellite; and cell phones. These

are generally fee‐based subscription services, although

free Internet access may be found using the computers

at the public library and possibly other public facilities

such as senior centers and Internet cafés. Connections at

airports, hotels, and other public places may or may not

require a fee.

According to recent findings from the Pew Internet

and American Life Project (October 2005), it is esti-

mated that 68% of American adults use or have used

the Internet. Internet use among those aged 50 and over

is much more diverse in that 67% of adults aged 50–64

go on‐line and only 26% aged 65 and over go on‐line.
These numbers are ever changing as the older popula-

tion increases and new technologies are developed. It

should also be noted that currently older adults com-

prise the fastest growing Internet population.

The Internet has proven beneficial to older indi-

viduals in a variety of ways. For seniors who live alone

or have mobility restrictions the impact has been

tremendous. Through the use of e‐mail, seniors can

keep in touch with family and friends. The Web has

facilitated routine tasks such as shopping for gro-

ceries, prescriptions, and other necessities to be deliv-

ered directly. Financial services such as on‐line
banking and bill paying have allowed for increased

autonomy. Chat rooms, message boards, and other

on‐line communities provide a portal for informa-

tion, support, and discussion that would otherwise

not be accessible. These types of interactions have
had profound effects on mental health. Studies like the

Geriatric Rehabilitation Electronic Education and Train-

ing Project (GREET) conducted by McConatha et al.

(1994), found that the quality of life had improved

for long‐term care residents trained to use interactive

computer services. Cognitive function was higher as

was overall interest in life.

Health information resources have greatly

increased with the use of the Internet. Health care

providers and caregivers are able to disseminate and

receive health and patient information more quickly

and accurately than ever before. Health‐related sites are
among those most sought out and frequented by the

older population. They are able to research health

topics and be more prepared to discuss them with

their health care provider. This resource has afforded

them the opportunity to be better informed, however,

with the vast amount of information available on the

Web, and the fact that anyone can create a website or

post information, careful consideration of the validity

of information needs to be taken. Is the site a reliable

source and is the information current? Such vulner-

abilities are of great concern.

Other areas of concern are privacy of personal

information transmitted over the Internet; the practice

of phishing, which is luring Internet users to fake

websites by claiming to be a reputable source, such as

a bank, to steal personal information; and computer

viruses or worms. The aging population needs to be

educated about the safety precautions available, such

as firewalls, virus protections, filters, and anti‐phishing
strategies.
Related Topics

> Isolation, > Loneliness, > Social support
Suggested Readings

Czaja SJ, Lee CC (2003) The impact of the Internet on older adults.

In: Charness N, Schaie KW (eds) Impact of technology on suc-

cessful aging. Springer, New York, pp 113–133

McConatha D, McConatha JT, Dermigny R (1994) The use of inter-

active computer services to enhance the quality of life for long‐
term care residents. Gerontologist 34(4):553–556

Morrell RW, Mayhorn CB, Bennett J (2002) Older adults online in

the Internet century. In: Morrell RW (ed) Older adults, health

information, and the World Wide Web. Lawrence Erlbaum, New

Jersey, pp 43–57
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Suggested Resources

The American Geriatrics Society. http://americangeriatrics.org

The Association for the Advancement of Retired Persons. http://

www.aarp.org

MedlinePlus. http://www.medlineplus.gov/

The National Institute of Aging. http://www.nia.nih.gov/

NIH Senior Health. http://nihseniorhealth.gov

Senior Net. http://www.seniornet.org

WebMD. http://www.WebMD.org
Intersexuality
Angela Pattatucci Aragon . Rashmi Gangamma
Intersex is a blanket term used to describe individuals

that possess bodies that the medical establishment

cannot classify definitively as male or female. The

occurrence is relatively frequent and is estimated at

1 in every 2,000 births.

The variations can be grouped into three major

categories. The first encompasses people with chromo-

somal configurations other than XX (female) or XY

(male), such as XXY, XXX, or a single X. Also known as

true hermaphrodites in the more archaic medical ter-

minology, these individuals are born with both ovarian

and testicular tissue. The second is characterized by

genetic variations in enzymatic pathways that affect the

development of primary and/or secondary sexual char-

acteristics independent of XX or XY chromosomal

constitution. The third is characterized by physiologi-

cal variations that may or may not have genetic under-

pinnings.

Earlier, those born intersexed negotiated their way

in society as best they could. However, advances in

endocrinology and surgical techniques over the last

40 years have led to the alteration of intersexed bodies

to conform to idealized male or female morphologies

as a matter of standard medical procedure. The policy

has been applied absent public scrutiny until only

recently, largely due to the belief that gender is the

logical outcome of sex assignment and is therefore

shaped by social learning. Nevertheless, the celebrated

case of identical twin boys, one that was reassigned a

girl at 7 months of age following a circumcision acci-

dent, calls this mindset into question.

Formation of the Intersex Society of North Amer-

ica (ISNA) in 1993 marked the beginning of a move-
ment to educate the public with the goal of removing

the secrecy, shame, and unwanted genital surgery asso-

ciated with intersex status. The intersex movement

advocates providing the parents of intersexed new-

borns, as well as the intersexed children themselves,

with honest and accurate information, including psy-

chological counseling to address parental distress and

referrals to other people dealing with the same issues.

ISNA argues against using parental consent as a proxy

for that of the intersexed child and believes that inter-

sexed individuals should not be subject to surgeries

designed to normalize their genitals without their

explicit consent.

Aging among this population has not been studied

adequately. As a natural process aging brings about

changes in the physical, psychological, and social func-

tioning of an individual. In 1999, it was estimated that

there were about 17,350 intersex individuals above 65.

While the practice of assigning sex at birth has been

condemned, it still occurs. For such individuals it may

be more stressful in later years to opt for sex reassign-

ment surgeries (SRS). Changing would lead to a num-

ber of social and economic repercussions. The medical

interventions that are required for the rest of their lives

are expensive and may not be covered entirely by

insurance. In addition to this, the possible side effects

that treatments like hormone therapy could have on

the health of the person could significantly compro-

mise quality of life. Access to medical care could be a

problem due to apprehension about the attitudes of

the medical personnel and the risk of losing privacy

about their status as intersex individuals. For those

who have been suppressing their gender identity and/

or sexual orientation through adolescence and adult-

hood, a phase of experimentation may begin which

places them at a higher risk for acquiring sexually trans-

mitted diseases (STD). Family members are known to

experience guilt and feelings of shame which may be

projected onto them. Lack of social support may in

turn affect the well‐being of the person. Finding part-

ners and subsequently raising a family could be diffi-

cult which increases social isolation.

However, these concerns could be overcome if the

individual is able to develop self‐acceptance and a

sense of optimism. With the help of advancement of

medical technology, older intersex individuals can

hope to attain a better quality of life. Building a social

network that is supportive would also act as a buffer

against stressors. Educating the community of their

special needs and advocacy for their rights has been

http://americangeriatrics.org
http://www.aarp.org
http://www.aarp.org
http://www.medlineplus.gov/
http://www.nia.nih.gov/
http://nihseniorhealth.gov
http://www.seniornet.org
http://www.WebMD.org
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undertaken by various organizations like ISNA. It must

be noted, however, that considering the lack of litera-

ture on this population, there is a need to research the

unique concerns facing them.
Related Topics

>Gender, >Gender role, >Homosexuality, > Les-

bian, >Queer, >Transgenderism, >Transsexuality
Suggested Readings

Colapinto J (2001) As nature made him: the boy who was raised as

a girl. Harper Perennial, New York

Dreger AD (1999) Intersex in the age of ethics (Ethics in clinical

medicine series). University Publishing Group, Hagerstown, MD

Kessler SA (1998) Lessons from the intersexed. Rutgers University

Press, Piscataway, NJ
Suggested Resources
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Intimate Partner Violence
Juan Hernandez

The World Health Organization (WHO) provides the

following definition of violence:

" The intentional use of physical force or power, threa-

tened or actual, against oneself, another person, or

against a group or community, that either results in

or has a high likelihood of resulting in injury, death,

psychological harm, maldevelopment or deprivation.

Violence is increasingly regarded as a public health

problem and it may be physical, sexual, psychological,

or involve deprivation or neglect. The WHO definition

emphasizes intentional behavior—what matters is

committing the act, no matter what the outcome—

whether public or private, reactive (following previous

provocation) or proactive, criminal or not. Globally,

in 2000, it is estimated that 1.6 million people lost
their lives to intentional violence: one-half resulted

from suicide; one third, homicide; one-fifth were

war casualties.

� Intimate partner violence (IPV), or domestic vio-

lence, is the form of aggression that women most

commonly experience. Unfortunately, women are

exposed to greater harm from violence inside their

homes, and behind closed doors, than from encoun-

ters with strangers in the community. Although

women in heterosexual relationships can be violent

toward men—aggression also occurs in same‐sex
couples (both male and female)—in the majority

of cases, it is a husband or intimate male partner

who is violent toward a woman.

Violence by intimate partners occurs everywhere in

the world but it is more pervasive in poorer countries

and in rural regions. Younger women are more at risk

but the violence does not spare older women. Physical

aggression—slapping, shoving, hitting and beating—is

often part of a wider behavioral pattern that also

includes sexual abuse—for example, coerced sex—and

psychological abuse. Psychological abuse can take many

forms—threats and intimidation, verbal abuse, humilia-

tion, isolating the victim from family or friends, denying

access to health care or other services.

In industrialized countries, two patterns are well

recognized among couples involved in violent conflict:

� Common couple violence— more moderate—in

which unresolved conflict, frustration, and anger

intermittently erupt into physical violence.

� An escalating pattern of battery, resulting in more

severe injuries: the abuser terrorizes the victim by

means of jealousy, entrapment, threats, and con-

trolling behavior.

As of 2005, a WHO survey of 24,000 women in

various countries presents disturbing findings: be-

tween 29% and 62% of the women, at most of the

sites, had experienced physical or sexual violence by an

intimate partner, or both, in their lifetime. In the same

study, less educated women living in poorer countries

or regions endorsed a pattern of resignation towards

such violence and victimization.

IPV affects women 55 years and older but at lower

rates than in the younger women. Since most health

care providers tend to think of domestic violence as a

problem of younger women, abuse of older women is

often unrecognized. In one 2005 study, 8.6% of the

women had experienced IPV since turning 55 years.

http://www.transcience.org
http://www.transcience.org
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Older women do not frequently tell someone about

abuse in their lives but when they do, it is easier to

confide in a friend or relative. There is a lack of dis-

closure to physicians due to shame, embarrassment

about ‘‘bringing up the subject,’’ physician insensitivity

to IPV or providers’ lack of time. The same physician

may treat both partners in the abusive relationship,

thereby discouraging disclosure of abuse. Older abused

women frequently have a very real dependency on the

abusive husband because of finances or failing health.

Health care providers, perhaps lacking sensitivity to

the limited options of older women in abusive rela-

tionships, may adopt rejecting or judgmental attitudes

that are not helpful. Such reluctance to disclose domes-

tic violence to physicians is especially troubling

because women living with abuse have higher rates of

depression and physical complaints, such as chronic

pain, leading to high utilization of medical services and

thereby creating an opportunity for intervention.

Women who disclose violence at their physician’s

office require a compassionate attitude, validation of

their experience with IPV, together with respect for

their particular timeline in dealing with abuse. Infor-

mation about IPV services in the community and an

appropriate referral may be all that is necessary from a

physician. Successfully dealing with IPV is a process,

not a one‐time event.
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Iron Supplementation
Rajkumari Richmonds

Iron supplements in the form of elemental iron are

prescribed for iron deficiency anemia. Iron is one of

the most commonly known minerals that people

associate with rich red blood. Food manufacturers

who produce foods ranging from breakfast cereals to

vitamin tonics talk about the need for iron. Iron helps

to form hemoglobin in the red blood cells that carry

oxygen. It is also needed for other important body

processes such as brain function, a strong immune

system, and healthy muscles.

Much of the iron our body absorbs is stored in the

bone marrow where blood cells are made. When there

is not enough iron in the blood stream, the body uses

the bone marrow reserves. If the iron stored in the

bone marrow is low, red blood cells do not form

properly, are smaller than usual, and fewer in number.

In both men and women progressive increase in

iron stores occurs with advancing age. The increase

in iron stores in women is due to improved iron balance

as a result of menopause. The requirements for iron are

sharply reduced in post‐menopausal women because

their iron nutrition is adequate. Adult men generally

have no problem in meeting iron requirements. Iron

status improves as people age. Anemia is not usually a

problem in a healthy, ambulatory elderly person. How-

ever, if elderly people suffer from severe protein‐energy
malnutrition, anemia is invariably present. Roughly

13% of people above 70 are anemic.

Causes of iron deficiency anemia are: iron loss from

chronic or excessive bleeding, decreased ability to absorb

iron, and insufficient dietary intake of iron, folate, or

vitamin B.

The most common cause of anemia due to blood

loss in the elderly is bleeding from the gastrointestinal

tract. This blood loss is caused by a variety of diseases

such as ulcers, gastric distress, and diverticulosis. Medi-

cal conditions such as cancer, kidney failure, or treat-

ments for these conditions can also cause anemia. Other

possible causes of blood loss include drugs such as non-

steroidal anti‐inflammatory drugs, and anticoagulants.

http://www. WHO/EHA/SPI.POA.2
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Aggressive attempts should be made to identify the

cause of anemia and administer treatment even if

occult blood is not detected in the stool. Even mild

anemia may be a significant health risk factor.

Diseases involving inflammatory processes like

rheumatoid arthritis result in short‐lived red blood

cells. The major defect of these disorders is an impaired

ability to formhemoglobin that results in low serum iron

levels and inadequate iron supply to the bone marrow.

Iron deficiency can be prevented by eating a healthy

diet that includes foods rich in iron, folate, and vita-

min B12. The best sources of iron are beef and other

meats. Foods rich in iron include dried beans, lentils,

iron fortified cereals, dark green leafy vegetables, dried

fruits, nuts, and seeds. Folate and folic acid are found

in citrus juice and fruits, dark green leafy vegetables,

legumes, and fortified breakfast cereals. Meat and dairy

products are rich in vitamin B12.

The first step in the treatment of iron deficiency

anemia is to identify the underlying cause. The physi-

cian would order tests including a complete blood

count (CBC) to look at the shape, color, number, and

size of red blood cells, iron labs to measure the amount

of iron in the blood and a ferritin level test that reflects

the amount of iron stored in the body.

Once the diagnosis is confirmed, the underlying

cause for iron deficiency should be treated. Treatment

for iron deficiency anemia in elderly is 325 mg of

ferrous sulfate once daily. Doctors may also prescribe

multivitamins. It usually takes 3–6 months to replace

iron stores lost by significant bleeding due to any cause.

If the blood levels of iron is not increased even after

iron supplementation the individual may have pro-

blem with iron absorption. This person may need

iron injections. If the anemia is not due to iron defi-

ciency, taking iron pills will not relieve the anemia and

may cause iron toxicity. It could also cause an iron

overload condition called hemochromatosis.

Side effects of iron therapy include nausea, consti-

pation, diarrhea, and abdominal pain. To avoid these

discomforts, iron supplements may be takenwith meals;

however, taking iron supplements with food reduces

iron absorption by 40–66%. Enteric‐coated iron tablets

are not effective in the elderly because the coating is not

dissolved in the stomach due to reduced secretion of

hydrochloric acid in the stomach.

Elderly people have a decreased secretion of hydro-

chloric acid due to aging. Drugs such as antacids,

H2 blockers, protein‐bound drugs, and tetracycline

decrease iron absorption. A slow release iron prepara-
tion may be more appropriate than the usual form

when prescribing iron on a daily basis. If there is no

response to iron supplementation, the cause may be

ongoing blood loss, poor absorption, noncompliance,

or anemia due to other causes. Oral iron supplements

without any indication of anemia may result in major

gastrointestinal distress and excessive accumulations of

body stores. This may also delay or prevent the diag-

nosis of occult gastrointestinal blood loss.

In order to get the most benefit from iron pills

and iron content of the food:

� Take vitamin C or drink orange juice with pills.

� Steam vegetables to retain the iron content

� Avoid taking iron pills:

1. Within 2 hours of taking antacids or tetracy-

cline (an antibiotic)

2. With tea, coffee, chocolates that are high in

caffeine

3. With milk and calcium rich foods or supple-

ments

4. With high fiber foods such as bran, whole grains

and raw green vegetables

Iron deficiency may not be a cause but instead a

result of anemia. Therefore taking iron supplements

without consulting a physician can lead to serious

health consequences. Let the physician diagnose,

treat, and monitor the outcome.
Related Topics

>Gastroesophageal reflux disease
Suggested Readings

Chernoff R (1991) Geriatric nutrition. Aspen Publishers, Gaithers-

burg, MD
Suggested Resources

Mayo Clinic Medical Services. http://www.mayoclinic.com/health/

anemia/DS00321

The National Anemia Action Council. http://www.anemia.org/

patients/

http://www.mayoclinic.com/health/anemia/DS00321
http://www.mayoclinic.com/health/anemia/DS00321
http://www.anemia.org/patients/
http://www.anemia.org/patients/


Isolation I 479
Isolation
Anamaria Tejada

There is a common perception that social contacts and

social relationships decrease as age increases, which in

some cases leads to the experience of isolation. There

is no agreement on how common isolation is, but

some researchers in the gerontology field consider

social isolation a pervasive and crucial problem for

older adults.

Isolation occurs when a person’s social network is

so limited that it interferes with his or her ability to

fulfill the basic human need of social interaction. Iso-

lation is a subjective condition; different people have

different needs, so it is difficult to determine who is

isolated and who just enjoys limited interaction. Some

peoplemay be perceived by others as social isolates while

they are actually satisfied with their social network. Also,

the deficit could be in the quality and not somuch in the

quantity of the social network; so a person might be

isolated even when surrounded by other people.

In general, social interaction dynamics change with

aging. Compared with younger adults, older adults

become more discerning and selective with their social

partners, choosing to limit their interactions to those

who they find rewarding and to avoid those who trigger

negative emotional experiences. However, older adults

continue to need and seek social contact and support.

Some researchers find it helpful to differentiate

between emotional and social isolation. The former is

the lack of a close attachment, a confiding relationship

which fulfills the need of intimacy. The latter is the lack

of companionship or multiple ties with a network of

friends which fulfills the need of a sense of belonging.

Both intimacy and companionship are necessary for

older adults but the former seems to have a stronger

impact on their health.

Some people might have a social network but its

effect on their well‐being is not as protective as having
a close confidant. When they have a confidant they can

get by without a large social network. This happens

because they might view a larger social network as a

source of stress, conflict, or criticism.

Older adults tend to be at a higher risk of becoming

isolated than younger people because they are also at a

higher risk of experiencing the loss of family members

and friends. Their adult children move out and they

might become widows or widowers living alone with-
out relatives close by. Many of them have lost some

friends and co-workers through retirement, which has

already reduced the size of their previous social net-

work. Women are at a lower risk for isolation than

men, because women tend to maintain more social

contacts with relatives and friends while men tend to

confide mostly in their spouses.

However, it is the decline of their health that

puts older adults at a higher risk for isolation. When

they experience sensory loss, like vision and hearing

impairments, their communication skills also become

affected. Communication deficits could then trigger

social anxiety leading them to avoid social situations

where they would feel pressured to communicate.

A similar situation occurs if the older adult suffers

cognitive impairments which also trigger insecurity

and lead to withdrawal from social interaction.

Finally, difficulties with mobility or the inability to

engage independently in regular activities also lead to a

decrease in social interaction. Some older adults inten-

tionally narrow their social contacts as a way to cope

with their limitations and to minimize unpleasant social

situations caused by their failing health. For older adults

living in institutions, the overcrowded environment

might create a perception of lack of privacy that in

turn leads to social withdrawal resulting in isolation

even when surrounded by many people.

There is an agreement that isolation has serious

negative effects on the well‐being of older adults. Just

living alone increases the risk of accidents and physical

injuries. Being isolated is related to poor physical and

mental health and it can lead to earlier institutionali-

zation. Social isolation can also result in specific

adverse health outcomes like increased risk for cardio-

vascular disease. There is also evidence that the lack of

social support has a debilitating effect on the immune

system, increasing the risk of morbidity and mortality.

Isolation is also detrimental to older adults’ health

because people without social support and living

alone receive less information about their health con-

dition, and less encouragement and practical assistance

in their recovery, especially when they are battling a

serious illness or had major surgery.

Some researchers believe that isolation by itself is

not the cause of these health problems but the feelings

of loneliness that accompany social isolation. If feelings

of loneliness become frequent and intense, they can

lead to depression and suicidal thoughts.

In conclusion, it is clear that older adults are at

higher risk of isolation and that isolation is detrimental
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to their well‐being, while meaningful relationships

have health protective effects. It is important then to

identify ways to maintain or increase social support for

older adults, keeping in mind that social interactions

have their costs and their benefits. One innovative way

to help decrease isolation among older adults could be

the use of the Internet, especially for older adults free

of cognitive impairments and who do not have a social

network nearby. The internet can help them obtain and

exchange information and remain connected. It also

could facilitate communication for those who struggle

with hearing loss or have limited mobility.
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Kidney
Nancy Nora
The kidneys control the internal environment of the

body; excreting waste products of metabolism, regulat-

ing fluids and electrolytes, as well as secreting numer-

ous hormones. The normal function of the kidneys is

key to the health and well being of the body. The

kidneys are paired organs that are situated at the bot-

tom and slightly below the rib cage in the back. Each is

approximately 12 cm in length and 5–7 cm in width

with the right kidney being slightly lower in position.

Normally, the kidney is supplied by a single renal

artery.

Each kidney contains about 1.2 million nephrons—

working unit of the kidney. Each nephron has a glo-

merulus, a tangle of capillaries, small blood vessels,

supplied by two arterioles that can be likened to a

colander and a series of tubules. The excretion of

waste begins by filtering the blood in the glomerulus

and modifying this as it passes through the tubules.

The glomerulus is an effective filter and limits the

excretion of protein to less than 150 mg/day. One of

the earliest signs of diabetic kidney disease, as well as

that of other kidney diseases, is the finding of increased

protein in the urine. This selectivity to what gets filtered

helps to maintain normal oncotic or protein pressure

and prevent the loss of critical proteins such as immu-

noglobulins, antibodies, and proteins involved in clot-

ting. It is in the tubules that the urine is modified by

secretion and reabsorption of electrolytes and water.

Each day the kidney filters up to 180 l of plasma but

typically excretes less than 2 l of urine.

Patients with renal disease are frequently asympto-

matic and are identified on routine testing of urine and

blood. Blood urea nitrogen (BUN) and creatinine are

the two most common blood tests that are used to

assess kidney function. Both BUN and creatinine levels

vary inversely with the level of kidney function, the

lower the kidney function the higher these laboratory

values. BUN can change independent of a change in

renal function. Many things (e.g., dietary protein

intake, fluid or hydration levels, bleeding in the gastro-

intestinal tract, and medications) can affect the BUN,

so measurement of creatinine is more useful. Creati-

nine is derived from the daily breakdown and build up

of muscle—a relative constant—and it is freely filtered

by the glomerulus and neither used up nor reabsorbed
# Springer-Verlag Berlin Heidelberg 2008
(though there is some secretion). The clearance of

creatinine, how much is processed in the kidneys

each day is therefore a good measurement of kidney

function, known as the glomerular filtration rate

(GFR).

Aging itself may be associated with a decreasing

GFR. In the Third National Health and Nutrition

Examination Survey (NHANES III) study, 11% of

individuals aged 65 and above, without diabetes

or hypertension, had calculated GFRs of less than

60 ml/min. A smaller (ongoing) longitudinal study

also involving normal patients found a decline in crea-

tinine clearance of 0.75 ml/min per year in two thirds

of the patients. Although aging is not always associated

with declining renal function, there is definitely an

increasing incidence of chronic kidney disease (CKD)

in the elderly (which may be due to better treatment of

comorbid conditions) that requires improved detec-

tion as well as treatment to improve outcomes.

An elevated creatinine can alert the clinician to the

presence and degree of kidney disease, but it tells

nothing regarding the cause of the problem. A urine

analysis (UA) may not be useful for determining the

degree of renal insufficiency, but it may give valuable

clues to the cause. A UA is generally deemed abnormal

by the finding of significant blood (>5 red blood cells

per high power field), pus in the urine, cells that have

formed into clumps or casts, or perhaps most impor-

tant, at least from a prognostic standpoint, the finding

of protein in the urine. If there is protein in the urine it

is most important that the type and quantity of protein

be characterized. A random specimen of urine can be

sent for urine protein studies (electrophoresis and

protein:creatinine ratios) to rule out diseases fre-

quently seen in the elderly, such as myeloma. Pro-

teinuria is recognized as an ominous sign for the

progression of many renal diseases as well as a signifi-

cant risk factor for cardiovascular disease. Even low

levels of proteinuria (microalbuminuria) are increas-

ingly being appreciated as a risk for vascular disease

and one that may be modifiable.

If an elevated creatinine and/or an abnormal UA,

especially with significant proteinuria is found, a 24‐h
urine collection should be obtained if possible. If it is

not feasible, then a spot urine protein:creatinine ratio

and a calculation of creatinine clearance should be

done. Blood creatinine levels can be deceptive, espe-

cially in the elderly, due to decreased muscle mass and

GFRs as low as 30 ml/min may be found with a normal

serum creatinine. An article published in the Irish
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Medical Jour nal in 2005 sug gests that overrelian ce on

serum creatin ine in the elde rly w ill fail to diagnose

90% of patie nts w ith CKD. The Cockcroft–Gault

equa tion can be used to estimate the GFR:

Clcr ð in ml= minÞ

¼ ð 140 � age in years Þ � ðbody weigh t in kg Þ
Pcr ð mg=dl Þ �  72

For women, the result of the above equa tion is multi-

plied by a facto r of 0.85 (to accou nt for women having

smalle r body mass ).

The followi ng is the recommended classificati on of

chronic renal di sease by stage and the estimate d pre-

valence within the United States of each stage as deter-

mined by a NHA NES per formed in 1999–2 000: http://

www.utdol.com/applica tion/abstr act.asp?TR ¼ renlfail/

13508& v iew Abs ¼ 1� 3� 4� 5&title ¼ 1,3 ‐ 5:

1. Stage 1 disease is defined by a normal GFR (greater

than 90 ml/min per 1.73 m2) and persistent albu-

minuria (2.8% of the total US population).

2. Stage 2 disease is a GFR between 60 and 89 ml/min

per 1.73 m2 and persistent albuminuria (2.8%).

3. Stage 3 disease is a GFR between 30 and 59 ml/min

per 1.73 m2 (3.7%).

4. Stage 4 disease is a GFR between 15 and 29 ml/min

per 1.73 m2 (0.13%).

5. Stage 5 disease is a GFR of less than 15 ml/min per

1.73 m2 or end‐stage renal disease (approximately

0.2%, as noted in a survey from 1988 to 1994).

Proper recognition of patients with CKD should

translate into better care, including identification of

reversible or treatable conditions, as well as awareness

of other medical problems and methods to deal with

them. Nowadays, as people take many medications at

the same time, it is also imperative to make sure that

the drugs used and the doses employed are appropriate

for the degree of renal function.

Kidney disease is frequently divided into prerenal,

renal, and postrenal causes. Prerenal disease includes

any cause of renal hypoperfusion, or lack of blood flow,

such as dehydration, sepsis with vasodilatation, con-

gestive heart failure and increasingly commonly, drugs,

particularly the nonsteroidal anti-inflammatory drugs

(NSAIDs). Beyond the clinical scenario and physical

examination, a disproportionate elevation in the BUN:

creatinine ratio (>20), a high urine concentration

(specific gravity), or a spot urine sodium less than 20

mEq may be useful clues.
Renal causes, actual problems in the kidney, com-

monly include acute tubular necrosis, infection, dis-

ease of the tissues (again, drugs are frequently

implicated), and glomerulonephritis (inflammation

of the glomeruli). The occurrence of glomerulonephri-

tis, particularly due to inflammation of the blood

vessels, may be more common in the elderly than was

previously suspected. More sensitive blood testing and

more liberal use of renal biopsy in this population have

led to its recognition and treatment. Again, the urinary

analysis may provide valuable information, including

microscopic blood in the urine, high levels of protein-

uria, and the presence of debris (casts). A careful

urinalysis is critical as is as a high index of suspicion.

Vascular disease of both the large and small vessels of

the kidney may also lead to a slowly progressive wors-

ening in kidney function and is typically characterized

by a normal urinalysis, though some microscopic

blood and low level proteinuria may also be seen with

small vessel disease.

Examples of postrenal causes include obstruction

from stones, tumors, and previous radiation therapy.

Not surprisingly, in males, prostate enlargement is a

frequent cause of acute as well as CKD. What is sur-

prising is how often this condition occurs without the

patient or the doctor suspecting it. An underappre-

ciated fact is that obstruction frequently presents not

with less urination but in fact with polyuria, or exces-

sive urination. All patients with acute or chronic kid-

ney failure should have imaging of the kidneys done

(hopefully without iodinated contrast) especially any

elderly male presenting without a readily explicable

cause.
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Kidney Disease
Nancy Nora

Recent data suggest that almost 25% of individuals

above 70 years old have a glomerular filtration rate

(GFR) of less than 60 ml/min and that the incidence

of end‐stage renal disease (ESRD) is increasing. In

1973, the Medicare funded ESRD program had

approximately 10,000 beneficiaries; in 2002 over

100,000 entered the program, and it has been projected

that by 2010 over 650,000 patients will be enrolled.

Chronic kidney disease (CKD) remains under recog-

nized and therefore untreated with resultant failure to

implement effective therapies for slowing the progres-

sion and treating its associated complications. Diabetes

mellitus and hypertension are implicated in the major-

ity of cases with glomerular, tubulointerstitial, and

cystic disease accounting for the remaining.

Once the diagnosis of CKD is made, the focus of

attention should be on preventing or slowing its pro-

gression and managing the complications of renal dys-

function. Worsening renal failure can be a consequence

of drugs that are toxic to the kidneys, typically the

nonsteroidal antiinflammatory drugs (NSAIDs).

While NSAID administration can injure the kidneys

in many ways, the adverse blood flow effects are more

common in the elderly patients. NSAIDs, despite pro-

moting salt retention, which can aggravate swelling

and hypertension, decrease or affect blood flow to the

kidneys especially in patients who may be underhy-

drated. NSAIDs are also frequently associated with

high potassium levels; already commonly seen with
CKD, especially when combined with certain hyper-

tension medications that are often prescribed for

elderly patients with congestive heart failure. Many

other drugs are associated with other causes of kidney

problems.

The increasing use of iodine contrast for diagnostic

and therapeutic x‐rays and studies has also resulted in

worsening of preexistent renal problems. Contrast

associated kidney problems are common and severe

in diabetics. Scrupulous attention to preprocedure

hydration, the use of less toxic contrast in limited

quantity and possibly treating before administering

the dye, may help mitigate the damage.

Drug breakdown and excretion are also affected by

kidney. When GFR falls, many drugs commonly used

by the elderly cannot be used or their dosages should

be decreased. Oral diabetic medications, such as the

sulfonylureas, can have a prolonged duration of action

resulting in episodes of low blood glucose. Metformin,

another diabetic medicine should not be used in

patients with a GFR less than 50 ml/min because of

an increased risk of lactic acidosis. To avoid potential

serious side effects, the doses of other drugs, including

antibiotics and gabapentin, a nerve medicine, should

be adjusted.

Progression of kidney disease may be due to other

medical problems, such as high blood pressure in the

kidney, which is clinically manifested by protein loss in

the urine. Numerous studies, particularly in diabetics,

have shown a benefit in using the class of medications

called angiotensin receptor blockers or inhibitors to

slow the progression of CKD. The benefit is greatest

in patients with higher degrees of proteinuria, and

most efficacious if begun early. Hypertension is present

in more than 80% of patients with CKD. Aggressive

blood pressure control to less than 130/80 is effective in

slowing down progressive renal dysfunction but

usually require multiple antihypertensive medications.

The benefit from dietary protein restriction is less clear

and must be prescribed with caution in the elderly. The

NHANES III found in people over 60 years old that a

GFR less than 30 ml/min was independently associated

with malnutrition.

Many disorders accompany renal dysfunction and

optimal care of the patient requires attention to all of

them. Fluid and electrolyte imbalance, manifested by

signs of excess fluid, high potassium, and acidotic state

are the most frequent. Acidosis from kidney disease

can lead to break down of muscle and decreased

protein synthesis, resulting in loss of muscle mass
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and weakness. An anemia commonly develops as the

GFR drops below 60 ml/min. While it is crucial to rule

out nonrenal causes of anemia first, the use of erythro-

poietin, a hormone that stimulates red blood cell pro-

duction can correct the anemia with several potential

benefits including improvement of fatigue, heart

strength, and lower mortality. The anemia can usually

be improved by a hormone injection once per week or

perhaps even less frequently. Darbepoetin alfa, another

agent with a threefold longer half‐life and may allow

monthly dosing in some patients.

Chronic renal failure is a risk factor for the devel-

opment of heart disease as well as all cause mortality.

Patients with CKD are much more likely to develop

coronary artery disease and congestive heart failure,

resulting in death, than they are to develop ESRD.

Cardiovascular disease in CKD is treatable and possibly

preventable. While high triglycerides are the usual lipid

abnormality associated with CKD, high cholesterol is

not uncommon. Renal failure as a risk for heart attack

is equal to that of known heart disease; therefore,

cholesterol goal (low‐density lipoprotein [LDL] level)

is similar to that of patients with established coronary

artery disease. The recommendation is a goal LDL of

less than 70 mg/dl.

While altered calcium and phosphate metabolism

have long been known to be causes of bone disease

from kidney problems, they are now thought to be

significant risk factors in cardiovascular disease, as

well. Though there is a complex interplay among cal-

cium, phosphate, vitamin D, and parathyroid hor-

mone, dietary phosphate restriction is a simple initial

therapeutic modality to be employed in all patients

with CKD. In addition to high potassium and many

comorbid conditions (e.g., diabetes mellitus, hyperten-

sion, and congestive heart failure) commonly seen in

CKD patients, a nutritionist can be key in developing

a suitable diet for such patients.

CKD affects people of all ages. The number of new

cases peaks in the sixth decade of life. A relentless

growth in new cases of ESRD has occurred in all age

groups, but the rate of new cases has grown most

rapidly in patients aged 75 and older. In 2000, the

average age of patients undergoing dialysis was 62

years with 20% of those starting dialysis being over

75. Kidney disease has a disparate impact on certain

racial and ethnic groups. African Americans have the

highest overall risk of CKD, which is not totally

explained by the high incidence of diabetes and

hypertension in this population. In 1996, African
Americans made up 12.6% of the US population but

almost 30% of ESRD patients. Public Law 92‐603,
which became effective in 1973, instituted federally

financed coverage for dialysis patients. The cost of

this program has exploded beyond original expecta-

tions. This patient population makes up less than 1%

of the total Medicare population but consumes over

5% of Medicare expenditures.

In the United States, the vast majority (93–95%)

of geriatric patients with ESRD are treated in

outpatient hemodialysis centers. Approximately 5%

choose peritoneal dialysis and less than 0.5% opt for

home hemodialysis. United States Renal Data System

(USRDS) data indicate patients over 65 undergoing

dialysis have a life expectancy of 3–5 years, much less

than that of a patient without ESRD. Despite shor-

tened survival, many elderly patients do well on dia-

lysis. It has even been proposed that dialysis visits

may provide a positive social stimulus. Predictors of

poor survival among the very old include poor nutri-

tional status, late referral for dialysis, and presence

of significant comorbid conditions. Elderly patients

also experience common complications during dia-

lysis, such as low blood pressure, more than younger

patients.

Dialysis should not be denied to patients based

solely on advanced age. Dialysis should be utilized for

a prolongation of life but not as a means for prolong-

ing suffering or the dying process. The major contra-

indications to dialysis, which however are not absolute,

are advanced malignancy, irreversible dementia, or

advanced liver disease.
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Laparoscopy
Gloria Halverson . Paul Lemen

Laparoscopy is the exploration of the abdominal cavity

through the use of an instrument (essentially a camera)

to visualize the contents of the abdominal cavity. Since

Palmer’s report of the first operative laparoscopy of a

human tubal occlusion in 1962, the growth of opera-

tive laparoscopic surgery has been exponential. For

example, the percent of laparoscopic hysterectomies

(removal of the uterus) was 0.3% of all hysterectomies

in 1990. This has now advanced to 10% with a con-

current decrease in abdominal hysterectomy (done

via laparotomy, or a large abdominal incision). With

the development of cameras for better visualization,

better illumination systems, and new instrumentation

within the last decade, virtually every type of abdom-

inal surgery that can be done has been attempted

laparoscopically except for cesarean section.
Advantages

Laparoscopic surgery has several advantages, which

may be especially true for the elderly. Multiple studies

have shown that as compared to laparotomy, laparo-

scopy has both shorter hospitalization and faster

recuperation. Patients find that they have less post-

operative pain, and total cost of surgical hospitaliza-

tion is also decreased. Additionally, there is better

microscopic visualization, less adhesion (internal scar

tissue) formation, less blood loss, and a decreased risk

of postoperative bowel dysfunction. The cosmetic

appearance of the abdominal wall is improved due to

the small size of subsequent scars from incisions.
Types of Procedures

Most gynecologic surgery can be performed laparosco-

pically, both as diagnostic or operative procedures. It is

a good alternative for evaluating acute or chronic pel-

vic pain. It can also be used to accomplish a tubal

ligation; treat an ectopic pregnancy, pelvic abscess,

and endometriosis; remove an ovary, ovarian cyst, or

fallopian tubes; or cut or remove abdominal adhesions.

Hysterectomies can be done as laparoscopically

assisted vaginal hysterectomies, laparoscopic subtotal
# Springer-Verlag Berlin Heidelberg 2008
hysterectomies, or total laparoscopic hysterectomies.

Surgeries for gynecologic malignancies, such as

removal of lymph nodes, or radical hysterectomy can

be done laparoscopically in some cases. Additionally,

in general surgery, hernia repairs, removal of the gall-

bladder, appendectomy, gastric bypasses, and proce-

dures for gastric reflux performed via laparoscopy

have virtually replaced most laparotomies for these

disease conditions. Surgery on the spleen, prostate,

kidneys, colon, and small intestine can also be

accomplished via laparoscopy.
Complications and Contraindications

Studies have shown that there is a 1.4% incidence

of major complications from either laparoscopy or

laparotomy. This would include pulmonary embolism,

fistula formation, and additional unplanned surgery.

However, the overall complication rate from advanced

laparoscopic procedures as compared to laparotomy is

decreased by 40%.

There are some patients in whom laparoscopy is

inadvisable. These include people who have had pre-

vious surgeries in which there is a high risk of adhesion

formation (internal scar tissue). Impaired pulmonary

function may eliminate some patients from being con-

sidered for laparoscopy. Pulmonary shunting increases

with a decrease in arterial oxygen tension, and arterial

carbon dioxide tension rises.
Laparoscopy in the Elderly

Advanced age itself does not impede laparoscopic sur-

gery. In fact, many surgeons feel it should in general be

the preferred surgical approach for this group. In look-

ing at studies done on senior adults in particular, a

review of gynecologic surgical complications in a

group of women over the age of 65 compared to

those younger showed no increase in complications.

In a review of endometrial cancer patients over the

age of 65, with an average age of 74.7 years, patients

were found to have an increased operative time with

laparoscopy, equivalent estimated blood loss and

lymph node counts with laparoscopy and laparotomy,

but decreased infectious complications with a laparo-

scopic procedure. There have been studies done with

multiple general surgical procedures that consistently

show the same advantage to the elderly as to those
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younger (i.e., shorter length of stay, and faster return to

normal activity).
Future of Laparoscopic Surgery

Hand‐assisted laparoscopic surgery (HALS) is being

developed so that one minilaparotomy incision is

made as well as a laparoscope is used. There are situa-

tions where this increases tactile feedback and increases

the ability of the surgeon to palpate and perform blunt

dissection, anticipate organ retraction, control bleed-

ing, and facilitate rapid organ removal. In cases such as

kidney donation, this will allow a faster recovery for

the patient with smaller incisions, but still give some of

the benefits achieved only by laparotomy.

Robotics is also coming into greater use. This

allows for more delicate microsurgical procedures to

be done, as the surgeon is able to work in a more

natural position with more space and have their move-

ments transferred by robotics. Additionally, it can

allow for surgery being done from a distance, so that

in areas where advanced laparoscopic training is not

available to surgeons, a connection to a skilled surgeon

will allow them to have consultation and assistance

from afar.
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Latinos
Ernesto Delgadillo

There are several terms that are used to describe this

category of people, mainly Latino and Hispanic. Gen-

erally, in the United States, the term ‘‘Latino’’ refers to

any person of Latin American origin living in the

United States or a person whose first language is Span-

ish; ‘‘Hispanic’’ describes a person whose ancestry is

from Latin America or Spain but was born in the

United States. The US Census Bureau uses the term

Hispanic to refer to people whose origin is Mexican,

Puerto Rican, Cuban, Central or South American, or

other Hispanic or Latino, regardless of race. None is

politically incorrect. The terms could generally be used

interchangeably unless a preference has been voiced by

an individual party. There are other terms to describe

the category, but such terms often denote a specific

ideology that is fractional at best.

Latinos have become the largest and fastest growing

minority group in the United States. Latino seniors

aged 65 and older account for about 5.2% of the total

Latino population in the United States. Latino seniors,

as a group, are estimated to grow to 14.1% of the

Latino population by 2020. Among Hispanic seniors

living in the United States, approximately 49% are of

Mexican ancestry, 15% are of Cuban ancestry, 12% are

of Puerto Rican ancestry, and approximately 25% are

of other Hispanic ancestry. There are several health‐
related issues that Latino seniors are at higher risk for

developing, in addition to having complications in

seeking treatment.

Diabetes poses a large problem for Latino seniors

because of the dangerous associated conditions, which

http://www.webmd.com/hw/digestive_problems/hw231905.asp.
http://www.webmd.com/hw/digestive_problems/hw231905.asp.
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include cardiovascular disease, stroke, blindness, kid-

ney failure, nerve disease, and amputation. Diabetes is

the fifth highest cause of death for Latino seniors and

one half of all cases of diabetes are in people above age

55. Latinos are approximately 1.7–1.8 times more likely

to have diabetes than non‐Hispanic Whites. Cardio-

vascular disease and stroke are 2–4 times higher in

diabetics than in nondiabetics and are the number

one killers of Latinos. About 73% of diabetics also

have high blood pressure. Blindness due to diabetic

retinopathy is the leading cause of new cases of blind-

ness in adults. Diabetic nephropathy is the leading

cause of kidney failure. As a result of diabetes, approxi-

mately 60–70% diabetics have nerve damage. Diabetes

is also the leading nontraumatic cause of lower limb

amputation, with the risk of amputation being 15–40

times greater for diabetics than nondiabetics. It is

possible to prevent or delay the onset of diabetes by

reducing risk factors. Education is the most important

facet in treatment, because diabetes requires strenuous

monitoring by the diabetic. Diabetes is a self‐managed

disease, and as such, the diabetic must take an active

role in treatment. Diabetics must keep track of their

condition; this includes intakes of food, exercise, blood

testing, and medication.

Another area of concern for Latino seniors is lung

disease. Latinos have an increased risk for respiratory

problems because of air pollution; a disproportionately

large number of Latinos live in areas that do not meet

national standards for air pollutants. Pneumonia and

influenza are the sixth leading cause of death in Latino

seniors. The case rate for tuberculosis in Latinos has

been found to be about eight times higher than that in

non‐Hispanic Whites. Although the Medicare program

covers vaccinations to prevent pneumonia, annually

only about 15% of Latino seniors receive a vaccination.

Approximately 56.8% of Latinos received a flu vaccine,

whereas 73% of non‐Hispanic Whites received the

vaccine.

Latino seniors face many obstacles to seeking treat-

ment, one of which includes lack of insurance. In many

cases employers of Latinos do not offer medical cover-

age, and Latino seniors might qualify for government

programs such as Medicare. However, Medicare, like

many government programs, requires US citizenship

or permanent residence in order to receive benefits.

Programs like those created under the Hill‐Burton Act

provide funding for those who are unable to pay for

medical treatment. One result of no health insurance

is the increasing number of emergency room visits
for non‐life‐threatening health problems. Hospital

emergency rooms cannot refuse to provide services to

anyone, so they have become a form of primary care

for the uninsured, and many have now closed due to

nonpayment for services. There are programs set up by

the hospitals to help reduce the cost of medical bills for

patients based on income, but these are not publicized

by the hospitals.

If the senior does have medical insurance, often

getting to the medical provider can be difficult, as

seniors may live in areas removed from medical

providers. Even when they are able to get to a

medical provider, they may feel frustrated with the

interaction. If a Latino senior does not speak English

and the medical provider does not speak Spanish, the

likelihood of miscommunication and frustration is

high. Furthermore, a medical provider who is not

sensitive to Latino cultural beliefs might cause the

Latino senior to feel uncomfortable and less likely to

seek future treatment.

Education is an area that will impact Latino

seniors, as education is an indicator of earning

power. Almost 90% of all Latinos have less than a

college degree. Nearly 60% of Latinos have less than

a ninth grade education, compared to 19.4% of other

adults nationwide. As such, 24% of Latino seniors are

below the poverty line, whereas only 9% of non‐
Hispanic Whites are in this category. Latinos, due to

lack of education, find it very difficult to find jobs that

will allow them to earn at a level to save money for

retirement. Most will work low‐wage service jobs,

which will likely not offer retirement plans. A majority

of Latino seniors who can collect Social Security will

rely on it as a sole means of income. Many will live with

their families, as a result of cultural beliefs combined

with low levels of income. This will strain the younger

generations, because under these circumstances most

cannot afford to have a person to stay home and care

for the elders instead of wage working. Traditionally,

the youngest daughter will care for her parents until

they die. There is a slight trend for elder Latinos to

move into retirement homes subsidized by the govern-

ment, instead of moving in with their family. However,

these programs are in their infancy stage and have not

been established as a viable model for housing.

Although this article is limited to issues in areas

where Latinos seniors have a heightened risk of devel-

oping the condition, Latino seniors also face many of

the same aging-related issues as seniors from other

ethnic groups.
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Laxatives
Rajkumari Richmonds

Laxatives are drugs used for the treatment of consti-

pation. Laxatives are medications that increase the

frequency and ease of passing bowel movements.

They are usually recommended if dietary and beha-

vioral changes are ineffective. Laxatives support and

facilitate evacuation by increasing the stool volume

and stimulating the large intestinal muscle by increas-

ing the intestinal pressure. This provides the trigger for

evacuation.

Constipation is the most common gastrointestinal

complaint in the elderly with up to 60% of elderly

outpatients reporting laxative use. Among the institu-

tionalized elderly, up to 50% self report constipation

and up to 74% use laxatives on a daily basis.
Laxatives may be classified according to the

mechanism of action. The types of laxatives include

stool softeners, lubricant laxatives, irritant or stimulant

laxatives, osmotic laxatives, and bulk forming laxatives.

Stool softeners These agents soften the stool but do

not necessarily cause a bowel movement. Example of

this class is docusate sodium (colace). Take the stool

softener with a full glass of water. Stool softeners hold

water within the fecal mass and produce a larger and

softer stool. Docusate sodium has no effect on acute

constipation. Docusate sodium may be useful for

patients with recurrent problems or those who will be

treated with narcotic analgesic, which can cause con-

stipation. Colace and mineral oils should not be taken

on the same day.

Lubricant laxatives These include mineral oil for

easy passing of the stool. Mineral oil is not recom-

mended for long‐term use. It decreases straining but

impairs absorption of fat‐soluble vitamins. Like stool

softeners, mineral oil is used by patients who need to

avoid straining, for example, after hernia repair, hemor-

rhoid surgery, and heart attacks. Mineral oil should be

avoided in patients who are taking blood thinners such

as warfarin. It decreases the absorption of vitamin K and

therefore affects blood thinning with warfarin.

Mineral oil can cause pneumonia if it leaks into the

lungs. Leakage of secretions from the mouth can enter

into the lungs and can cause pneumonia due to aspira-

tion. Elderly and people who had a stroke and those

with swallowing difficulties are at risk for aspiration,

especially when lying down. Avoid giving mineral oil at

bed time. Individuals who are prone to aspiration

should not take mineral oil. Prolonged use will increase

the risk for increased absorption of the oil.

Stimulant laxatives Laxatives such as bisacodyl

(Dulcolax and others), dantron, and senna stimulate

nerves to produce colonic contractions and decrease

fluid reabsorption. Stimulant and irritant laxatives

increase the peristaltic movement of the intestine. Cas-

cara and bisacodyl and castor oil work in a similar way.

Bisacodyl tablets are enteric coated and should not be

used in combination with antacids. The antacids cause

premature rupture of the enteric coating. Senna, an

active ingredient in Exlax and Sennacot, Fletcher’s cas-

toria, Sagrada (Nature’s remedy), and Casanthranaol

are converted by the bacteria in the colon into active

compounds. The active compounds then stimulate the

http://www.aoa.dhhs.gov/press/fact/alpha/fact_serving_hispanicamer.asp
http://www.aoa.dhhs.gov/press/fact/alpha/fact_serving_hispanicamer.asp
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contraction of colon muscles. The laxative is effective

within 6–12 h. Oral stimulant laxatives are taken at

night to produce a morning bowel motion. They

often cause abdominal cramps and are contraindicated

for patients with bowel obstruction. Chronic use may

lead to fluid and electrolyte imbalance, colonic atony

(reduction in strength/tone of the walls of the colon),

and tolerance to their effects. They are usually reserved

for intermittent or short‐term use. Stimulant laxatives

are no longer indicated for the general management of

constipation in the elderly. They should only be used

for analgesic‐induced constipation in palliative care or

in the short term when bowel movement must be free

from strain.

Osmotic laxatives Osmotic laxatives exert their

effects by retaining fluid in the bowel or by changing

the pattern of water distribution in the feces. Lactulose,

an osmotic laxative should only be used when other

laxatives have failed to produce an effect. This laxative

can cause bloating, flatulence, and cramps. They are

very sweet and some patients may not like the taste.

They must be taken regularly for up to 3 days before an

effect is seen, making them unsuitable for rapid release

of constipation or for ‘‘as required’’ dosing.

Bulk‐forming laxatives Bulk‐forming laxatives

increase the volume of the stool and increase water

absorbency of stools. It should be taken with a glass of

water, but should not be taken just before going to bed.

Bulk‐forming laxatives do not relieve acute constipation.

They are contraindicated in patients with fecal impac-

tion or bowel obstruction. They may be appropriate for

long‐term use for patients who have normalmotility and

complicated constipation. Psyllium (Metamucil) and

methylcellulose (Citrucel) belong to this class.

Suppositories and enemas When oral laxatives

have not produced a bowl movement or when rapid

relief of rectal loading is required, a suppository or

enema may be appropriate. An effect is usually seen

within one to two hours of administration. Enemas

may need to be repeated several times to clear impacted

feces.
Laxative abuse

Complications of laxative abuse depend on the type of

laxatives used, amount used, and the duration of
usage. Chronic use of laxatives result in mega colon

and the individual is unable to eliminate the waste

matter. Laxative abuse can lead to dehydration, elec-

trolyte (basic blood or fluid components) abnormal-

ities, edema, and bleeding.

Dehydration Laxatives cause fluid loss through the

intestines. Dehydration affects the functioning of

other body systems.

Electrolyte abnormalities Electrolytes such as

potassium, sodium, and chloride are affected.

Chronic diarrhea results in potassium loss.

Edema Chronic use of laxatives impairs the body’s

self‐regulating mechanism of fluid balance and

edema.

Bleeding People who abuse stimulant type of

laxatives may pass blood in the stools and is poten-

tial for developing anemia. Laxatives should be

used only as a last resort in the management of

constipation.

Diet and life style changes are the first line of treat-

ment. Repeated use of laxatives actually causes consti-

pation. This may lead people to increase the dosage of

laxatives, which in turn worsens the problem of con-

stipation. Long‐term use results in dependence, and in

rare cases loss of neurological control of the large

intestine.

There have been very few studies on the effective

treatment of constipation among the elderly. There-

fore, laxatives may not be appropriate for constipated

elderly. Constipation should be managed by a ‘‘stepped

care’’ approach, with the first step being the exclusion

of comorbidity and then advice about dietary

improvement. If this fails, prescribe the cheapest and

safest laxative. If there is no relief other laxatives could

be given under strict supervision of the doctor.
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Learned Helplessness
Aditi Mehta

Learned helplessness is a model of depression that was

developed through observations of various experi-

ments initially performed by a psychologist named

Martin Seligman in 1975. In this experiment, dogs

were exposed to electric shocks from which escape

was impossible. Eventually, the dogs gave up and did

not even attempt to escape when given a chance. They

had learned to be helpless from their experience of

circumstances beyond their control. This behavior

later generalized and the dogs always appeared apa-

thetic and helpless. It was noted that these symptoms

of learned helplessness looked somewhat like the

symptoms of major depression.

Dr. Seligman extrapolated that this could happen

to humans in similar situations where they see no escape

or no way to change their circumstances. Much like

the reaction of these dogs, previous uncontrollable

bad experiences can leave a person feeling helpless

and unable to succeed at any task at hand. The person

just gives up without trying. This was felt to be a cause

of depression in human beings.

This theory has been somewhat controversial, as it

is not clear if helplessness in animals is equivalent to

that in humans. Despite this, the learned helplessness

illustrated in this experiment resembles depression,

and understanding this may give people an insight

into their patterns of thinking and behavior. A similar

experiment, conducted by another researcher, exposed

human subjects to a noxious sound from which there

was no escape. The individuals who scored higher on
depression scales tended to develop learned helpless-

ness faster than the others.
Biological Correlation

The mechanism of learned helplessness may be asso-

ciated with biological changes in the body. Significant

levels of stress may lead to the release of endogenous

opiates, gradual destruction of the immune system,

and an increase in the tolerance to pain. All these

effects on the body may make it difficult for someone

to change their behavior, even if they desire to do so.
Social Applications

Individuals are often forced to slow down in life due to

physical limitations and chronic illness as they get

older. These limitations are out of their control, lead-

ing them to feel extremely helpless. Although the phy-

sical limitation may have restricted certain activities in

their life, they may give up hope and generalize this to

other activities. They may stop participating in activ-

ities that give them happiness and satisfaction. They

may start becoming depressed and sad about their

present situation. Commonly in nursing homes and

other extended stay facilities, elders are not able to

individualize their care or make changes to their envir-

onment and they become resigned to their situation.

This learned helplessness causes them to view things

even more negatively and they get depressed. Likewise,

school children who fail at school many times, start to

believe that they fail no matter what and they give up

trying.
Approach to Learned Helplessness

In Seligman’s experiment, the dogs had to be forcibly

dragged away from the shock once they had developed

learned helplessness. The theory may be similar for

humans—people may need to be forced out of their

helpless situation. Once they are, they might feel a

surge of self‐esteem and a desire to maintain that

position. This ultimately leads to remission of

depression.

Children failing in school should be taught to per-

sist trying and reverse the process. The elderly should

be encouraged to persist trying to perform activities,
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even if they have to slow down. Their children or other

social supports can play an active role by encouraging

them and building their morale rather than focusing

on any setbacks.
Related Topics

>Behavioral modification, >Depression, >Emo-

tions, > Social support
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Legal Services
Michael P. Ruiz

Legal services, which is also known as ‘‘legal aid’’ and

‘‘legal assistance,’’ is a phrase that is used to describe

free legal assistance, whether in the form of advice,

information, or representation in court. In most

instances, the phrase is used to describe services given

for civil, rather than criminal, cases.

From the late 1800s to the early 1900s, the Amer-

ican legal profession provided free legal assistance for

the indigent through private groups and bar associa-

tion committees. These groups were funded primarily

through bar associations, law schools, foundations,

social agencies, or local government. Unfortunately,

this system of legal aid fell far short of meeting legal

needs. In many areas of the country, especially rural

areas, there was no assistance.

Two events in the early 1960s changed the govern-

ment’s involvement in the provision of legal services.
In 1963, the US Supreme Court held in the landmark

case Gideon v. Wainwright that states have a constitu-

tional obligation under the Sixth and Fourteenth

Amendments of the US Constitution to provide coun-

sel to indigent defendants in felony criminal cases. In

1964, President Lyndon Johnson signed the Economic

Opportunity Act, a centerpiece of his War on Poverty.

Under the act, federal funds became available for the

first time to fund civil legal services for the indigent.

Ten years later, President Richard Nixon signed into law

the creation of the Legal Services Corporation, a pri-

vate, nonprofit corporation established by the Congress

to provide civil legal services.

Today, civil legal services are provided through

nonprofit organizations funded primarily by the

Legal Services Corporation. The federal appropriation

has not kept up with the increased need for services

causing programs to look to additional sources for

funding including state and local governments, court-

house filing fees, Interest on Lawyer Trust Account

(IOLTA) programs, foundations, attorneys’ fees, and

private donations. Legal services are, by law, means

tested, with most individuals who qualify for legal

services falling near or at the poverty level.

The issue of legal services for the elderly was

addressed on a national scale with the passage of The

Older Americans Act, which was signed into law by

President Lyndon Johnson in 1965. Under the Act,

states must provide ‘‘assurances that area agencies on

aging will give priority to legal assistance related to

income, health care, long‐term care, nutrition, housing,

utilities, protective services, defense of guardianship,

abuse, neglect, and age discrimination.’’ Services are

also to be targeted to ‘‘older individuals with economic

or social needs.’’

The Older Americans Act is one of the main fund-

ing sources for legal services for the elderly. There are

almost one thousand Older Americans Act legal ser-

vices providers nationwide, which provide over one

million hours of legal assistance per year. The Act

also funds senior legal assistance hotlines and pension

counseling projects. Each state is required to appoint a

Legal Assistance Developer who is responsible for

developing and coordinating the state’s legal services

and elders’ rights programs.

Legal services providers offer assistance to the

elderly experiencing problems in civil matters in the

form of advice, counseling, information, or represen-

tation. Services are provided either by a licensed attor-

ney or trained paralegal. Types of matters for which
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legal services are available include, but are not limited

to, health care, income, public benefits (Social Security,

Medicare, Medicaid, Supplemental Security Income,

food stamps), employment, consumer complaints, nur-

sing home resident rights, utilities, guardianship, wills,

estates, and advance directives.

The Act also supports national legal resources cen-

ters that work to improve the quality and accessibility

of legal services for the elderly. These grantees provide

elderly law attorneys and service providers with train-

ing, written materials, case consultations, and service

delivery assistance.
Related Topics

>Area Agency on Aging, > Federal poverty level,

>Older Americans Act
Suggested Resources
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Lesbian
Sarah A. Smith . Julianne M. Serovich

There is no standard definition of lesbian. The beha-

vioral definition of lesbian emphasizes current or life-

time sexual activity with other women. The affective

definition considers the subtleties of sexual or emo-

tional desire or attraction for other women (in real

time or in fantasy) regardless of whether or not these

desires are acted upon. The cognitive definition refers

to adopting a lesbian identity. Typically, women who

self-identify as lesbians will also fit the behavioral and

affective understandings of the term. Nevertheless,

some women may identify as lesbian for political rea-

sons such as an expression of solidarity with women,

but neither experience desire nor attractions for other

women, nor have a history of lesbian sexual behavior.
Lesbian history has been a process of uncovering

evidence of women with same‐sex attractions or

experiences. Actually, lesbian historians, following les-

bian feminist interpretations of lesbians as encompass-

ing an emotional attachment to another woman, have

uncovered strong evidence that romantic friendships

between women have likely existed throughout time.

Sappho, the famous poet from a Greek island called

Lesbos around the sixth century B.C.E., and from which

the term lesbian is derived, is such an example. Some

scholars consider it problematic to label romantic rela-

tionships between women in history as lesbian, because

sexual orientation was not categorized according to

gender until the late 1800s. However, historians point

out parallels to women in modern society. For example,

same‐sex attractions or relationships among women in

history likely would have been devalued in relation to

heterosexual, procreative sex.

Lesbians are a demographically diverse group.

Women whose sexual orientation is directed toward

other women exist in all cultures and societies. There

are lesbians of every race, culture, religion, nationality,

ability level, age, socioeconomic status, size, etc.

Despite the wide variety of lesbian lives, all lesbians

are susceptible to discrimination based on their sexual

orientation.Homophobia, the belief that homosexuality

is wrong or repulsive, is something all lesbians experi-

ence at some level during their lifetime. Homophobia

creates unique legal, financial, and social challenges for

all homosexuals, but particularly lesbians. For example,

many are fearful of leaving abusive relationships for a

lack of legal recourse or protection. For older lesbians

who did not have children or with little to no family

available to assist, this leaves few options. Financially,

lesbians have fewer options for protecting assets, claim-

ing inheritance from partners, or protections from

higher taxes.

Along with discrimination, many lesbians become

victims of hate crimes, a type of social terrorism that is

usually violent and is committed against people

because of their minority status. Frequently older les-

bians have practiced ‘‘passing’’ for heterosexual for

protection. This can take the form of heterosexual

marriage, assuming a professional identity that leaves

no time for a personal life or embracing a single life-

style. Many reject social opportunities that might

threaten their heterosexual facade.

Although lesbians share the same health risks all

women do, there is some evidence that lesbians may

be at a higher risk of certain health conditions. For

http://www.abanet.org/aging
http://www.lsc.gov
http://www.n4a.org
hrrp://www.nlada.org
http://www.nsclc.org
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example, some studies have found higher breast cancer

mortality, mental health problems, and substance

abuse in lesbian populations compared to heterosexual

female populations. There is disagreement, however,

over the etiology of health concerns specific to lesbians.

Although some have argued that nulliparity (lack of

childbearing) may leave lesbians susceptible to certain

cancers, there are also numerous obstacles to adequate

health care. Lesbians’ access to health care may be

affected by the lack of culturally competent health

care providers, the presence of homophobia in the

health care system, and limited access to health insur-

ance. This can be exacerbated by the lack of domestic

partner benefits, or being economically disadvantaged,

which includes being unable to afford health insurance

and health care. Furthermore, some lesbians may hold

false assumptions about their own health care needs.

For example, many believe that they do not need rou-

tine gynecological exams because they do not have sex

with men.

Lesbians are faced with similar mental health and

developmental challenges that all women experience.

However, lesbians face the unique challenge of coming

out—accepting and deciding whether to make their

lesbian identity public. Coming out is a process that

can occur throughout the lifespan. Although most

lesbians come out as teenagers or young adults, claim-

ing a lesbian identity can still occur in middle age or

late in life. Regardless of the age that this milestone is

confronted, the stress of enduring the process, parti-

cularly if it is confounded by threats of violence and

discrimination, can result in co‐occurring conditions

such as depression, substance abuse, internalized

homophobia, and other mental health difficulties.

Finally, for older lesbians who lead a closeted life, the

death of a partner or other close friends can particularly

be emotionally burdensome.

In recent times, lesbians have begun to own, define,

and create new opportunities for themselves in our

society despite adversity. The most noticeable trend

has been embracing motherhood. Although lesbians

have always enjoyed the option of motherhood, a

surge in the rates of women choosing motherhood

either as single women or in the context of same‐sex
relationships has been witnessed since 1980. These

opportunities, along with greater public acceptance,

have allowed lesbians to participate more fully and

openly in society and to experience a greater range of

themselves as women.
Related Topics

> Feminism, >Gender, >Gender role, >Homo-

sexuality, > Intersexuality, > Lesbian ethics, >Queer,

>Transgenderism
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Lesbian Ethics
Angela Pattatucci Aragón . Julianne M. Serovich

A branch of ethics that cultivates the development of

individual moral agency and integrity, lesbian ethics

distinguishes itself from the focus on social control of

traditional ethics. The centerpiece of the theoretical

framework is that lesbians are oppressed in all societies.

It also acknowledges that lesbians are agents of oppres-

sion, because sanctioned moral choices in societies

uphold patriarchal oppression and are constrained by

it. Lesbian ethics argues that in order to resist oppression

lesbians must create a new value that supports thinking

that undermines its credibility.

Traditional ethical thought is bankrupt for lesbians,

because its function is social organization and control

rather than individual integrity and agency. The dom-

inance and subordination values around which tradi-

tional ethics revolve are antagonistic. Consequently,

individual moral ability and agency is undercut rather

than advanced. Taken together, traditional ethics legit-

imizes women’s oppression by redefining it as social

organization.

Within a traditional paradigm, woman derives her

meaning from her relationship to man—the one who
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dominates—and as long as this context prevails, dom-

ination of women by men will seem natural and desir-

able. Consequently, the patriarchal society formally

denies lesbian existence because its very connotation

implies a woman who thrives outside the sphere of

male dominance. Instead, a lesbian is discounted as a

confused heterosexual woman who is passing through

a phase, a heterosexual woman who cannot get a man,

a man in a heterosexual woman’s body, or a man‐hater.
In patriarchal conceptualization, the notion of a

woman loving another woman is impossible, or at

the very least a man‐hating monstrosity. Thus, the

source of concern about lesbians is that they represent

the potential for a reality in which male dominance

does not exist, where women appropriate men’s access

to women. It destabilizes the foundation on which

society is constructed. Indeed, lesbian reality renders

men insignificant. Lesbian existence therefore carries the

potential to effect a transformation of consciousness—

the promise for autonomous female agency.

Lesbian ethics criticizes traditional ethical para-

digms as fostering an illusion that all problems can

be solved by an appeal to rules and principles. It

notes that ethical principles are not applied in an

egalitarian context, but rather in a reality of asymme-

trical power. The ethical virtues that are lauded in

society are therefore framed as master–slave virtues.

Lesbian ethics argues that a majority of what passes for

ethics in societies is not founded in the integrity and

moral capability of an individual, but rather the extent

to which individuals participate in the structural hier-

archy of a social group or organization by adhering to

its rules. Traditional paradigms mandate principles or

rules of obligation to those occupying upper levels of

hierarchical frameworks and corresponding rules of

responsibility for those occupying lower positions,

typically ‘‘for their own good.’’ Therefore, traditional

ethics function to promote social organization and

control at the expense of individual integrity and

agency.

A fundamental premise of lesbian ethics is that the

driving force behind dominance and subordination is

the institution of heterosexuality, and that women’s

oppression will remain a reality as long as social inter-

actions are governed by its suffocating paradigm. Thus,

rather than prove false a patriarchal structure that

revolves around socially enforced dominance and sub-

ordination, lesbian ethics seeks to work outside the

existing framework, to pursue a transformation of

consciousness that strips the meaning from existing
values, those which make oppression credible and

acceptable, and renders them nonsensical.

Much of lesbian ethics focuses on language as a tool

of oppression. For example, woman is more than a

mere descriptive category, because imbedded within

this concept are perceptions of normal female behavior

and what qualifies as a woman. In other words, there is

value attached to woman, value that is organized

around a patriarchal dominance and subordination

modality. However, if the values of oppression cease

to be normalized–if they are no longer affirmed with-

out question and cease to be integrated into lesbian

lives–then lesbians will end the tyranny of patriarchal

rule and their interactions will be less apt to result in

destruction.

Often erroneously characterized as founded on a

utopian philosophical framework, lesbian ethics is any-

thing but that. The fact that lesbians live and interact

within the current oppressive patriarchal schema

accents the need for creating new value. Contrasting

the escapism of utopian paradigms, lesbian ethics is a

framework for action. It emphasizes that through exam-

ining and questioning the foundation of patriarchal

oppression and how it permeates every aspect of

social interaction, one discovers that it is possible to

engender individual moral agency and integrity that

exists outside of it. Lesbian ethics therefore seeks to

generate ways in which lesbians can weave a different

locus of value, one where lesbian choices, actions, and

reactions lead away from the path of oppression, and

one where lesbians become an energy field capable of

resisting oppression.
Related Topics
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Libido and Sexual Desire
Jerelyn B. Schultz

There is a general consensus in the literature that the

level of libido or sexual desire begins to decline inmidlife

and that the decline continues into later life. Data from

the National Health and Social Life Survey indicate that

30–40% of women aged 50–59 and 20–25% ofmen aged

50–59 reported a lack of interest in sex and these per-

centages increase during the next two decades of life.

A number of reasons, both physiological and psycho-

social, exist for the lack of sexual desire that is reported

by both men and women as they age. These reasons

include the hormonal changes that are associated with

aging, physical illnesses and other health related issues

that become more common at this stage of life, fear of

sexual failure on the part of somemen, lack of emotional

intimacy in the relationship on the part of women, and

the negative influences of ageism.

Much of the literature on the declining sexual

desire of women has focused on the hormonal changes

associated with menopause and the resulting physio-

logical changes in women’s bodies. During perime-

nopause, which typically begins around the age of

40, women’s bodies begin to slow the production of

estrogen. In addition, the level of free circulating testos-

terone is half of what is was at age 20. These hormonal

changes not only influence a woman’s menstrual pat-

terns but also her level of sexual responsiveness and

her interest in sex. Menopause or the permanent cessa-

tion of menstruation generally occurs around age 51.

More attention is being paid to menopause by the gen-

eral public and by the medical community in today’s

society because women have longer life expectancies

and by 2020 there will be 60 million postmenopausal

women. The ‘‘baby boom’’ generation is challenging the

health care system to deal with menopause and its

changes in women’s lives in new and different ways. In

addition, this generation is challenging the assumptions

about sexuality and aging that have long been a part

of society.

Masters and Johnson were the first to document

how the hormonal changes of menopause affect the

sexual arousal and response of women in midlife and

beyond. They found that vaginal lubrication generally

begins more slowly, taking several minutes or longer

instead of 10–30s, and that the amount of lubrication

is reduced. The decrease in circulating estrogen that
occurs during and after menopause also results in

changes in women’s vaginal tissues. The vaginal

mucosa becomes thinner and the length and width of

the vagina decrease. These contribute to a diminished

ability of the inner vagina during sexual arousal. Con-

tractions of the orgasmic platform and the uterus

continue to occur at orgasm in older women, but the

number of contractions is typically reduced and can

even be painful for some women. Orgasm appears to

be an important aspect of sexual activity of older

women with almost 70% of women aged 60–91 indi-

cating it as their first response when asked, ‘‘What do

you consider a good sexual experience?’’ Almost one‐
third of older women, however, report a reduced capa-

city or ability to experience orgasm. Research has

shown that older women who engage in sexual activity

once or twice per week lubricate more readily than

women who are sexually active on an infrequent basis

and are more likely to remain orgasmic.

There has been a trend in the literature to draw

analogies between female menopause and changes dur-

ing midlife and later life in men. Terms such as male

menopause, male climacteric, and andropause have

been used. The model for the use of such terminology

proposes a hormonal etiology together with change in

sexual function and a variety of other symptoms. How-

ever, unlike female menopause there is no dramatic

decrease in sex steroid hormones in men. Medical

guidelines indicate that in aging men with normal

health there is approximately a decline of 1% per

year. By age 50, most healthy men can expect to have

retained 90% of their circulating sex steroid hormones

including testosterone. Male hormonal levels have

been found to be susceptible to numerous health and

lifestyle factors. It is difficult to determine whether the

symptoms included in publications on male meno-

pause are related to hormones, age, or health status,

especially since the susceptibility to chronic disease

increases with age.

Masters and Johnson also documented physiologi-

cal changes in the sexual response cycle of older men

including the intensity and duration of response. It

may take several minutes of effective stimulation for

a man to develop an erect penis instead of 8–10s. In

addition, the erection may be less firm. This slower rate

of sexual response may result in some men fearing that

they are becoming impotent. Most men retain their

erectile capacity throughout their lifetimes and when

they and their partner understand that the longer time

to erection is normal, it has little or no effect on their
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enjoyment of sexual expression. A preoccupation with

erection can lead some men to stop being sexually

active. On the other hand, midlife and older men

have a longer plateau phase of sexual response and

therefore greater ejaculatory control, from which

both they and their partners can benefit. Most aging

males continue to experience considerable pleasure

from their orgasmic responses although they may

note a decline in intensity and the force of the ejacula-

tion. Almost 75% reported in one study that orgasm

was ‘‘very important’’ to their sexual experiences.

There is increasing evidence that testosterone is the

major libido hormone not only in men, but also in

women. Free testosterone level, not total testosterone

level, should be assessed in otherwise healthy indivi-

duals who experience a flagging sex drive. The rate at

which testosterone levels diminish with age is markedly

different in men and women. When women’s ovaries

shut down during menopause, her body’s level of tes-

tosterone can often decrease rapidly, often in a matter

of months. In contrast, the changes in men are gradual

rather than abrupt and typically take place over an

extended number of years. Some of the common

signs of testosterone deficiency in both sexes include

decrease in sexual desire, reduced sensitivity of the nip-

ples and genitals, decreased orgasmic capacity, dimin-

ished energy levels and possible depressed mood. Both

men and women during mid‐ and later life may wish

to seek medical advice regarding possible testosterone

replacement therapy. It is critical that individuals

seek the advice of an informed physician who can

determine both the appropriateness of testosterone

replacement therapy and the best dosage and method

of administration.

As individuals age they are increasingly susceptible

to chronic diseases that can influence their libido or

sexual desire. During the middle years, diseases such as

coronary disease, hypertension, diabetes, pelvic disor-

ders, and cancer may become symptomatic for the first

time. For example, circulatory dysfunction can lower

the volume of blood to the penis and interfere with a

full erection. Men and women with long‐term diabetes

may experience a range of altered sexual responsive-

ness. Damage to the pelvic nerves and disturbed circu-

lation in diabetic men can contribute to difficulty with

penile engorgement and erection while in diabetic

women vaginal lubrication can decrease. Depression

can be both a cause and an effect with regard to libido

in a sexual relationship. If the middle and later years

are perceived as threatening to self‐image and sexuality,
depression can develop and exacerbate the problem.

Changes in libido, potency, or sexual responsiveness

can also lead to depression. The medications used to

treat chronic diseases and depression also can have

serious consequences on sexual behavior. For example,

many antihypertensives have been demonstrated to

seriously inhibit erection and ejaculation and reduce

sexual interest in both sexes. Antidepressants, almost

without exception, can cause adverse changes in sexual

response including decreased desire in both sexes, erec-

tile disorder in men, and delayed or absent orgasmic

response in both sexes. As individuals age and are

diagnosed with chronic diseases, it is critical that they

ask their physician about the potential sexual side

effects of the medications being prescribed for them.

Pelvic surgeries also have been a signal to end sex-

ual activity for many middle and older aged men and

women. Clinical reports have indicated that prostatec-

tomies and hysterectomies can have an effect on sexual

desire and orgasmic capacity in some individuals. Sur-

gery for benign hyperplasia of the prostate has

improved measurably, and rarely does potency have

to be affected. Approximately 30–35% of midlife and

older women will have a hysterectomy in their lifetime

and 10–12% will be diagnosed with breast cancer. A

hysterectomy or a mastectomy can represent a loss of

‘‘femininity’’ for some women and they may feel and

behave as it they are unworthy of a loving, sexual

interaction. Studies have suggested that women’s

altered behavior in their sexual relationships following

such surgeries is more due to psychological factors

than to physiological ones.

Research on sexuality indicates that women’s

experiences of sexuality tend to be more relationship

and intimacy focused than men’s. For example, in one

study on midlife women with low sexual desire, 50%

reported that they considered insufficient emotional

intimacy in their relationship as a relevant factor in

their low sexual desire. A longitudinal study on midlife

women examined their sexual responsiveness across the

menopausal transition. Over half reported desiring sex

less often, having sex less often, finding arousal more

difficult; and desiring more nongenital touching.

Women reported that they wished that they themselves

were more romantic, loving, affectionate, passionate,

and desirous and that their husbands were more sensi-

tive, loving, fun, and affectionate. Another longitudinal

study found that loss of interest in sex was negatively

correlated with marital happiness for middle‐aged men

and women.
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The growing body of literature on sexuality and

sexual desire in mid‐ and later life suggests that not

only do the physiological changes associated with

aging that affect sexual desire and sexual behavior

need to be considered but also the psychological and

relationship issues as well. One of the biggest issues

influencing the sexuality of older women is the avail-

ability of a partner. Over half of men 75 and older have

a sexual partner while only 21% of women do, accord-

ing to an AARP study. A couple’s pattern of sexual

activity across their lifespan is the best predictor of

their sexuality in later life. Their level of sexual interest

and desire depends on their past sexual enjoyment of

sex, current physical and mental health, relationship

satisfaction and happiness, use of alcohol and psycho-

tropic medications, stress of life events, and percep-

tions and meaning of aging. Most individuals can and

do experience an interest in sexual behavior and inti-

macy throughout their lives and maintain sexual activ-

ity well into their seventies and beyond. As individuals

enter later life, they often expand the variety of sexual

behaviors that they engage in and focus more on

the quality of their sexual interactions than on the

frequency of sexual intercourse.
Related Topics

>Depression, >Hysterectomy, >Menopause, >Peri-

menopause, >Testosterone replacement therapy
Suggested Readings
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Life Expectancy
Michelle M. Cornette . Mary F. Wyman . Heather
M. Smith

Life expectancy refers to the amount of time, typically

the number of years, a person is expected to live as

calculated at birth. In recent decades, improved under-

standing of quality of life and disability has led to addi-

tional, more complex estimations of the number of years

of health before death, or healthy life expectancy (HLE,

also calculated as ‘‘disability free life years’’ [DFLY]).

In virtually every country across the globe, total life

expectancy has increased dramatically over the past two

centuries. In the United States, less than half of the

cohort of persons born between 1835 and 1845 lived

past age 30; for the cohort born between 1920–1930,

more than half lived to see age 70. For the current

cohort of young adults born between 1980 and 1990,

50% are expected to reach age 100. The Centers for

Disease Control and Prevention cites the following top

ten public health initiatives contributing to increased

life expectancy in the past century: safer workplaces,

safer and healthier foods, motor vehicle safety, infec-

tious disease control, immunizations, decline in deaths

due to coronary artery disease and stroke, family plan-

ning, recognition of tobacco use as a health hazard,

healthier mothers and babies, and fluoridation of

drinking water. Of note, average life expectancy has

continued to rise, reaching a record high for the United

States in 2003 at 77.6 years, up from 77.3 years in 2002.

The estimated life expectancy for individuals in the

United States for 2005 is 77.71 years.

There is significant variation in life expectancy

between groups. Gender is highly related to total life

expectancy; currently, on average, American white

women live five years longer than American white men,

at 80.5 years vs. 75.4 years. Over time, there has been a

decrease in the life expectancy gap between men and

women, down from what was a disparity of 7.8 years

in 1979. Additionally, the gender difference in HLE is

much smaller, with women experiencing more disability

years on average than men.

Ethnicity is also a significant factor, as American

black women experience an average lifespan of just

76.1 years and American black men just 69.2 years.

Of note, however, disparities in life expectancy at

birth between black and white persons have narrowed

in recent years.

http://www.niapublications.org/engagepages/sexuality.asp
http://www.sexheatlh.org/sexaging


500 L Life Expectancy
Native Americans live an average of only 45 years.

However, it is a false assumption that all ethnic mino-

rities in the United States have shorter lives than the

majority white group. Latino men and women live two

to three years longer than the US population average.

This may be due primarily to differences in mortality

related to certain diseases. Although older Latinos are

more likely than other ethnic groups to die from dia-

betes, they are less likely than older non‐Latino whites

to die from heart disease, cancer, or stroke. Of note,

though Latinos live longer than other populations,

evidence suggests that they do so in relatively poor

health. Asian Americans, especially those with high

socioeconomic status (SES), also live longer than all

other groups in the United States.

Internationally, there is significant variation in life

expectancy across cultures. The Central Intelligence

Agency’s World Factbook, 2005, reports estimated life

expectancies ranging from 83.51 (Andorra, Europe) to

33.22 (Swaziland, Africa). According to this source,

those countries with highest life expectancies are con-

centrated in Europe; others in the top 25 include Japan,

Hong Kong, and Singapore. Those countries with

shortest life expectancies are concentrated in Africa.

The HIV or AIDS epidemic is a major contributor to

loss of healthy years in these countries. Although inter-

national, ethnic, and gender differences in life expec-

tancy exist, the clear trend has been an overall increase

in life expectancy over time.

The Social Security Administration predicts a con-

tinued slow increase in life expectancy in the future,

with 2002 data projecting a maximum human life

span of 100 years in about six decades. By contrast,

some researchers recently have suggested that within

50 years, obesity could shorten average life expectancy

by at least two to five years. Although others criticize

these findings on methodological grounds and argue

that they fail to account for likely medical advances,

most agree that obesity may curb expected gains in life

expectancy. Currently, it is argued that childhood obe-

sity, which has more than doubled in the past 25 years

and currently affects 15–30% of US children, has taken

four to nine months off the average US life span. It

is argued that childhood‐onset diabetes (which has

increased tenfold in the past 20 years) has been a

major contributor to shortened life expectancy

among the obese.

Having identified some clear trends in life expec-

tancy, what are some of the factors that contribute to

both individual and group variation in life expectancy?
Higher SES is related to longer life in the United States

and in diverse cultures across the world. This relation-

ship seems to vary with age, in that social inequalities

in mortality and health are increased for older adults.

In addition, an increase in SES‐related total life expec-

tancy (TLE) and HLE disparities over the past decades

has been observed in some societies. Suggested causal

factors include class‐related disparities in access to health

care, especially new methods of treating cardiovascular

diseases, and class differences in alcohol consumption.

Some argue that economic globalization, though contri-

buting to economic growth and the dissemination of

technologies that have increased life expectancy, also

represents a potential risk to health and life expec-

tancy through exacerbation of the rich–poor gap,

promulgation of a life philosophy of materialism

and greater consumption of resources, and erosion

of the environment.

Family history, likely attributable to a combination

of genetic and environmental influences, is among the

strongest predictors of life expectancy. Disabilities con-

tributing to altered life expectancy include cerebral

palsy, severe mental retardation (MR), Down’s syn-

drome, and other neurodevelopmental disabilities;

many individuals possessing these conditions never

reach older adulthood. Although severe MR decreases

life expectancy, mild MR does not appear to predict

shortened life expectancy; and today, people with vary-

ing degrees of MR live longer than previously expected.

In one study, those with mild MR did not experience

significantly shorter life expectancies, whereas those

with profound MR experienced more than a 20%

reduction in life expectancy across almost all ages.

Epilepsy and hearing impairment increased relative

risk of death for all levels of MR.

Adult‐onset conditions predicting diminished life

expectancy include Alzheimer’s disease and traumatic

brain injury (TBI). In a large‐scale, ten‐year study,

Alzheimer’s disease greatly shortened total life expec-

tancy to a similar extent in men and women, with the

most pronounced reduction among those who were

younger. Besides their shorter survival, men and

women with Alzheimer’s disease spent more absolute

years, and also a greater proportion of their remaining

lives, with impairments in activities of daily living than

did their nondemented similarly aged peers. Regarding

TBI, one study found a clear relationship between

severity of injury and greater mortality. In this study,

life expectancy was reduced by an average of 7 years in

the traumatic brain injured.
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The effects on life expectancy of cigarette smoking,

dietary contributions, stress, and the effects of a seden-

tary lifestyle have been well documented. Violence,

risky sexual behavior, risky driving, suicide, and drug

use have also been identified as top behavioral contri-

butors to mortality. Further, researchers have identi-

fied psychological contributors to life expectancy.

Conscientiousness, for example, has been found to pre-

dict adherence to health‐preserving behaviors that

extend life expectancy. In a large‐scale study of an

older‐adult sample, self‐rated life expectancy and health

predicted mortality for both men and women. Another

study revealed that older adults holding more positive

attitudes toward aging lived more than 7 years longer

than those who held negative attitudes. Research

further indicates that depression in adulthood predicts

decreased life expectancy, and older adults remain the

group at highest risk for completed suicide, another

contributor to mortality in this age group.

Given the strong influence of SES on life expec-

tancy, promoting access to education, with the hope of

ultimately increasing knowledge about physical and

psychological health, financial resources, and access

to health care, is critical, both domestically and inter-

nationally. Behavioral recommendations include main-

taining a low‐fat, low‐sugar diet; exercise; and avoidance

of cigarette smoking and excessive alcohol consumption.

Early recognition and treatment of physical health issues

is critically important. As poor psychological health con-

tributes to poor physical health, and, as noted above, may

contribute to life expectancy independently of physical

health, adequate recognition and treatment of mental

health issues is also imperative.

What are some of the public health and policy

implications of the noted increase in average life

expectancy over time? The older adult population in

America is growing, owing in part to increasing life

expectancy. Although the prevalence of chronic illness

and disability increases with age, healthy aging is

becoming increasingly more common. As a result,

health care costs have become more concentrated at

the end of life rather than during extra years of rela-

tively healthy life. We have already begun to feel the

economic impact of healthy aging, which is projected

to increase further as the baby boomers enter older

adulthood. Public policy issues to be addressed include

the potential need for a geriatric work force, increased

transportation needs as more older adults outlive driv-

ing privileges, examining the continued adequacy of

the Social Security and Medicare programs, increased
need for long‐term care, and the development of alter-

native strategies to pay for rising health care costs.
Related Topics

>Disability, >Morbidity, >Mortality
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Light Therapy
Aditi Mehta

Light therapy is most often used in clinical settings, as

a treatment for seasonal affective disorder (SAD). SAD

is a type of depression that sets in the winter, as the

daylight time decreases. The concept of light therapy is

based on the existence of a circadian rhythm that refers

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5414a6.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5414a6.htm
http://www.cia.gov/cia/publications/factbook/rankorder/2102rank.html
http://www.cia.gov/cia/publications/factbook/rankorder/2102rank.html
http://www.agingresearch.org/calculator/quiz.cfm
http://www.agingresearch.org/calculator/quiz.cfm
http://www.cdc.gov/nchs/products/pubs/pubd/lftbls/lftbls.htm
http://www.cdc.gov/nchs/products/pubs/pubd/lftbls/lftbls.htm
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to 24‐h cycles of rest and activity that involve changes

in the body, depending on the time of day or night.

During winters, light therapy compensates for the def-

icit of natural light that is believed to be related to

depression.

Light therapy is also sometimes used to treat

insomnia; elderly people, in particular, may be good

candidates for light therapy. A Japanese study showed

significant improvement in behavior problems in

patients with dementia who were exposed to morning

bright light. This finding was later replicated in other

studies.

Light therapy involves exposure to bright light in

the range of 1,500–10,000 lux from a source such as a

light box. The current recommendation for treatment

of SAD is a minimum of 2,500 lux for 2 h each day for

1 week. Sometimes doses as high as 10,000 lux for

smaller periods may be more effective for treatment

of SAD. The best time of exposure is in the early

morning before dawn, although some people prefer

to use it after dusk. Therapy needs to be continued

for at least 3 weeks to determine adequate response. It

is not possible to use any random source of light, like

bright kitchen lights or tanning bed lights. It is impor-

tant to use the right source especially designed for the

purpose of therapy.

Light therapy may be best suited for individuals

with side effects from antidepressants or those with

liver disease, who cannot tolerate antidepressants.

Light therapy has been proven to have few side effects,

and so it can be used as an adjunct to or an alternative

to medications.

The common side effects of light therapy are the

same as those experienced with SSRI‐antidepressants
but significantly milder. Common complaints are mild

headaches, mild activation, nausea, or dizziness. The

risk of people with a diagnosis of bipolar disorder

cycling into mania or hypomania may be similar to

what can occur with antidepressant treatment. Just like

antidepressants, some of these side effects decrease

spontaneously with time or by decreasing the intensity

or duration of light exposure or sitting further away

from the light source.

There is a theoretical risk of damage to the eye with

light therapy, even though clinical evidence is lacking.

However, baseline and yearly eye exams are recom-

mended for patients with risk factors such as prior

retinal damage, prior cataract surgery, diabetes,

or those on photosensitizing medications like lithium,
phenothiazines, thioridazine, melatonin, and St. John’s

Wort.

Some people may find it cumbersome and time

consuming to sit in front of a light source for 30 min

every day. Finally, some insurance companies may not

reimburse the cost of a light box and this may be a

problem for some people.
Related Topics
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Liposuction
Janet M. Blanchard

Today, there is a great deal of emphasis directed toward

diet and exercise to produce an ideal look for as ideal

a body proportion as possible. However, for many

http://www.CET.org
http://www.medscape.com/viewarticle/508141_14
http://www.medscape.com/viewarticle/508141_14
http://www.SLTBR.org
http://www.SLTBR.org
wholehealthmd.com
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women, irrespective of how much they do, they cannot

reach this goal. For that reason, they then seek a solu-

tion. Liposuction, also known as lipoplasty, is a proce-

dure that can help remove these unwanted areas. It must

be emphasized that this is not the replacement for diet

and exercise and should not be used as a quick fix.

Because of this, the American Society of Plastic Sur-

geons has delineated certain criteria that are utilized

as a guide to help predict the outcome of the results.

A woman should be within a reasonable goal of their

body weight, have relatively good skin tone and have

few stretch marks. Keep in mind that these are ideal

conditions and many women do not fulfill the above.

Some women have a goal of just being able to wear a

pair of pants and have the hips match the waist; i.e., be

in better proportion. Others would like to tuck in their

blouses or sweaters without having a bulging stomach,

whereas other womenwould like to wear a sleeveless top

without the excess fat hanging on their arms.

Liposuction can be performed on almost any area

of the body: cheeks, chin, neck, upper arms, breast or

chest area, back, abdomen, waist, hips, buttocks,

thighs, inner knee, calves, and ankles. Liposuction is

one of the most popular cosmetic procedures per-

formed today and a lot of attention has been given to

this by the media. Some advertise this as being a simple

procedure without any down time. This certainly is not

true and should not be taken lightly. It is a procedure

that is performed in an operating room setting, usually

with a general anesthetic or sedation on a same‐day
surgical basis. There may be medical and psychological

complications, some of which can be serious.

Women seeking consultation should make certain

that this is performed in an accredited facility under

sterile conditions. The procedure involves making one

or more small incisions near the area to be suctioned.

A wetting solution is then placed in this area, which

helps facilitate the suctioning and helps cut down on

the amount of blood loss. A tube is connected to a

vacuum or suctioning machine, and the fat (adipose) is

literally suctioned from that area. How much fat is

removed is left to the expertise of the plastic surgeon.

There are also guidelines set for the amount of adipose

tissue to be removed. More than one area can be

suctioned at one time.

There are basically two different types of liposuc-

tion: the standard method as described above and

ultrasonic assisted liposuction. There are specific cri-

teria for each and these would be explained at the
time of clinical consultation. Postoperatively, there is

bruising and swelling. There is no excruciating pain,

rather the patient feels bruised. A mild pain pill is

prescribed and sometimes an antibiotic. In addition,

a compression garment is worn to control swelling and

any possible fluid accumulation. If more than one area

is suctioned, very limited activity is advised for two or

three days. It takes anywhere from 1 week to 1 month

for most of the swelling and bruising to subside.

There is also some associated numbness in the suc-

tioned areas, which is very normal and also will

subside within 1 week to 1 month. The compression

garment is worn for 3–4 weeks and exercise is discon-

tinued for this period of time as well. It takes approxi-

mately 3 months before the final appearance is evident;

however, after the first week, a noticeable result will

be apparent.

There are complications associated with any proce-

dure and these should be discussed in detail with the

consulting surgeon at the initial visit. Individuals

should do as much research as possible prior to the

consultation, and should make sure that all their ques-

tions are answered, including possible risks related to

the procedure for their particular situation. There is a

great deal of information available on the Internet. In

addition, it is very informative to speak to someone

who has had the procedure. Some surgeons use pic-

tures to help patients understand the potential benefits

and risks of the procedure as well as to understand the

exact method of the procedure.

One of the most commonly asked questions relates

to weight gain. If a woman should gain weight after

liposuction, she will gain weight proportionately; i.e.,

the weight will distribute more evenly. Another ques-

tion relates to cellulite. Liposuction will not treat

cellulite and may, in some cases, accentuate this con-

dition. Liposuction can be an extremely rewarding

operation. All the risks and benefits should be dis-

cussed in detail with one’s surgeon at the initial con-

sultation so that one can make an informed decision

whether this procedure will be of benefit. Recently, a

new type of liposuction, termed liposelection, has

been introduced. This is a state‐of‐the‐art procedure,
which is ultrasonic. The ultrasonic waves disrupt the

fat cells, thereby allowing selective suctioning of the

fat cells. The end result is less bruising, blood loss,

and downtime. Again, the risks and benefits of this

procedure should be discussed with one’s surgical

consultant.
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Liver Disease
Ilche T. Nonevski

Liver disease is the tenth leading cause of mortality in

the United States, resulting in 44,677 deaths annually

and costing over $9.8 billion. Chronic liver disease

encompasses a broad spectrum of causes that include

infection, alcohol and drug toxicity, fatty infiltration,

autoimmune and hereditary causes, as well as uniden-

tifiable (cryptogenic) causes. In all these diseases, sus-

tained damage to the liver over several decades can

result in the development of permanent scarring and

structural changes to the tissue, called cirrhosis. As

cirrhosis becomes advanced, patients can develop

severe and life threatening complications. Since there

is no cure for chronic liver disease, the goal is to

control disease activity and minimize the development

and progression to cirrhosis.

The liver is responsible for a variety of crucial

functions. Most substances that are absorbed from

the gastrointestinal tract first pass through the liver,

where they are metabolized and chemically altered, and

then enter the systemic circulation. In addition to

metabolizing food into active nutrients and waste pro-

ducts, the liver is also responsible for the clearance,

excretion, detoxification, and activation of most med-

ications. Equally important, the liver stores glucose

and synthesizes proteins responsible for blood clotting

and transport of vitamins, minerals, and hormones

throughout the body. Bile is synthesized in the liver

and transported to the gastrointestinal tract where it

facilitates in digestion. Although there are no specific

age‐related liver diseases, there is a measurable decline

in liver function with advancing age.
Symptoms commonly seen in liver disease include

jaundice, cola‐colored urine, and itching. This is

because the impaired liver is unable to adequately

process bilirubin, a by‐product of red blood cell turn-

over, and results in the accumulation of bilirubin in

the blood stream and other organs. Other symptoms

include right upper quadrant pain, nausea, anorexia,

and fatigue. As liver cirrhosis progresses, patients can

develop derangements in protein synthesis and func-

tion, leading to accumulation of large amounts of

fluid in the abdomen (ascites) and lower extremities

(edema). The ascitic fluid can be become infected

and cause spontaneous bacterial peritonitis. Cirrhotic

patients are at increased risk for bleeding throughout

the gastrointestinal tract, but most commonly from

swollen veins in the lower esophagus, called varices.

Hepatitis A and B are rare in patients over 65 years.

However, approximately 3.9 million Americans have

been infected with hepatitis C, making this the most

common blood‐borne infection, with almost 70% of

these patients having evidence of chronic infection.

The majority of cases are patients between 30 and 49

years who have a history of injection drug use, blood

transfusions before active screening for hepatitis C

began in 1992, or high‐risk sexual behavior. However,

the number of patients over the age of 50 is expected to

increase in the coming decades. Between 2% and 17%

of the patients infected with hepatitis C will go on to

develop cirrhosis within 8–25 years after infection and

there is a high risk of developing liver cancer in these

patients.

Excessive alcohol consumption has been linked to

the development of alcoholic hepatitis, fatty liver, and

worsening cirrhosis. Daily consumption of greater

than four alcoholic drinks in men and and two drinks

in women increases the risk of developing cirrhosis.

daily increases the risk of cirrhosis. Almost 40% of

deaths from cirrhosis is caused by excessive alcohol

consumption. The rate of progressing to cirrhosis is

much higher in patients infected with hepatitis C who

abuse alcohol.

Numerous commonly used medications and herbal

supplements cause both acute and chronic liver disease.

These include: (1) nonsteroidal anti‐inflammatory

drugs (NSAIDs) such as aspirin, ibuprofen, naproxen;

(2) lipid‐lowering medication such as statins and

niacin; (3) antibiotics and antifungals; and (4) anti-

seizure medications, to name a few. Medications

like acetaminophen and certain vitamins possess a

www.plasticsurgery.org
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predictable pattern of liver toxicity, whereas med-

ications such as NSAIDs, antibiotics, and antivirals

can cause toxicity after only one or several doses.

A substantial number of herbal supplements have

also been linked to liver disease with fatal outcomes.

These include Echinacea, Valerian, and Chapparral, to

name a few.

The potential for toxicity is even higher in patients

who already have underlying liver disease from hepa-

titis and alcoholic cirrhosis, among other conditions

already mentioned.

The epidemic of obesity in the United States and

other Western countries has affected not only the rates

of diabetes, heart disease, and stroke, but also the

development of liver disease. Studies suggest that

between 10% and 40% of the US population may

have nonalcoholic fatty liver disease (NAFLD), making

it the most common liver disease in Western countries.

NAFLD is characterized by the accumulation of fat in

the liver without inflammation or scarring. NAFLD is

usually benign and reversible, but can progress to non-

alcoholic steatohepatitis (NASH). NASH is defined as

the presence of liver inflammation and scarring (fibro-

sis), in addition to the fatty deposition seen in NAFLD.

With time, NASH can evolve into cirrhosis and its

associated complications.

NASH is associated with obesity, type 2 diabetes,

and cholesterol abnormalities. The common link is

related to insulin resistance, whereby cells and tissues

do not respond appropriately to the action of insulin

in regulating blood sugar and fat metabolism. Most

patients with NASH will have an elevation of liver

enzymes called aminotransferases. Since ultrasound

of the liver can miss up to one third of cases, the

diagnosis of NASH is made with a liver biopsy, which

can show fat accumulation and fibrosis that is similar

to the damage seen in alcoholic cirrhosis. Therefore,

the diagnosis of NASH is made in someone without a

significant alcohol history.

Two classes of autoimmune liver diseases primarily

affect older individuals. In both instances, many of the

patients are asymptomatic and the clinician detects

this incidentally on a blood test showing abnormal

liver function. In primary biliary cirrhosis (PBC), the

immune system mounts a response to the bile ducts in

the liver tissue, causing leakage of bile into the tissues

and further damage, whereas autoimmune hepatitis is

caused by antibodies that destroy liver cells and create

fibrosis of the liver tissue.
Hemochromatosis and Wilson’s disease are geneti-

cally linked liver diseases that result in the systemic

overload of iron and copper, with deposition of large

amounts in the liver. If untreated, mineral overload

results in cirrhosis and affects the cardiovascular,

endocrine, and neurological organ systems.

Diagnosis of liver disease is based on a combination

of clinical, laboratory, radiographic, and biopsy find-

ings. The initial evaluation for liver disease includes

checking liver enzymes and other associated blood

work for hepatitis and autoimmune diseases. An ultra-

sound of the right upper abdomen is helpful to image

the liver. The best test for diagnosing the disease is a

liver biopsy, which can help determine the type and

extent of involvement. In addition, genetic testing is

available for patients with suspected hereditary liver

disease and allows screening of family members.

Treatment for chronic liver disease is geared toward

the underlying disease process. Patients traveling to

parts of the world where hepatitis A and B are endemic

should undergo vaccination as a precaution. Patients

with active hepatitis B or C can be treated with anti-

viral medication to decrease viral load and minimize

disease progression. In patients with chronic liver dis-

ease, abstaining from further alcohol consumption

may reverse some of the damage and improve response

to treatment. Patients with hepatitis C are advised not

to consume any alcohol as no safe dose is established.

Because the aging population takes considerably more

medications than their younger counterparts, careful

examination of medication side effects and drug inter-

actions is imperative to preventing liver toxicity. In

addition, over‐the‐counter herbal supplements are

not regulated by the FDA for toxicity, and caution is

advised before taking these medications without dis-

cussing them with a healthcare provider. Autoimmune

liver disease is usually well treated with a combination

of immunosuppressants such as steroids and sympto-

matic control with other medications. Chelation ther-

apy, in which iron or copper are removed from the

blood, is an effective treatment for hemochromatosis

and Wilson’s disease.

In patients with cirrhosis, the goal is to prevent

complications. This includes reducing the risk of gas-

trointestinal bleeding with certain medications or pro-

cedures, vaccinating for hepatitis A and B, and limiting

disease progression when possible. Patients with fluid

overload causing ascites or edema respond well to diure-

tic medications. Patients who have end stage liver disease
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and meet selection criteria can undergo liver transplan-

tation, which improves long‐term survival andmay cure

the underlying disease.
Related Topics

>Abdominal pain.
Suggested Readings

Everhart JE (ed) (1994) Digestive diseases in the United States:

Epidemiology and impact. (NIH Publication No. 94–1447). U.S.

Department of Health and Human Services, National Institutes

of Health, National Institute of Diabetes and Digestive and

Kidney Diseases. U.S. Government Printing Office, Washington,

D.C.

James OF (1997) Parenchymal liver disease in the elderly. Gut

41:430–432

Jansen PLM (2004) Non‐alcoholic steatohepatitis. Eur J Gastroen-
terol Hepatol 16:1079–1085

Riley TR Bhatti AM (2001) Preventive strategies in chronic liver

disease: Part I. Am Fam Physician 64:1555–1560

Riley TR Bhatti AM (2001) Preventive strategies in chronic liver

disease: Part II. Am Fam Physician 64:1735–1740
Liver Spots
Paradi Mirmirani

Solar lentigines, also known as ‘‘liver spots,’’ ‘‘age

spots,’’ or ‘‘sun spots,’’ are among the most common

benign, pigmented lesions of the skin. These light‐tan
to dark‐brown‐colored spots develop in areas of the

skin greatest exposed to the sun, especially the face,

backs of hands, forearms, and upper trunk in older

adults. They differ from ordinary ‘‘freckles,’’ which

often start in childhood and may fade or even disap-

pear with avoidance of sunlight. Solar lentigines occur

in over 90% of those over 70 years, with incidence

increasing with age. However, they may also develop

in younger persons with high exposures to sunlight or

tanning beds, especially those with fair complexions.

Although harmless, solar lentigines are a reflection

of high intensity or cumulative sun exposure and may

be associated with other signs of sun damage to the
skin, including skin cancers. In addition, because solar

lentigines often have irregular borders, and can be

greater than 1 cm in diameter, occasionally they may

need to be distinguished from cutaneous melanoma, a

form of skin cancer. Cosmetic treatments, including

topical creams, chemical peels, liquid nitrogen, and

laser therapies, may improve the appearance of solar

lentigines. Protection from the sun, including avoid-

ance of direct sunlight and diligent use of sunscreens

with high ultraviolet sun protective factors is needed to

prevent their recurrence.
Related Topics

>Melanoma, > Skin disorders, > Skin care, >Wrin-

kles
Suggested Readings

Bolognia JL (1993) Dermatologic and cosmetic concerns of the

older woman. Clin Geriatr Med 9:209–229

Rhoades AR (1999) Benign neoplasias and hyperplasia of melano-

cytes. In Freedberg, IM, Eisen AZ, Wolff K et al (eds) Fitzpatrick’s

dermatology in general medicine, 5th ed. McGraw‐Hill, New
York, NY, pp 1047–1051
Suggested Resource

American Academy of Dermatology (www.AAD.org)
Living Trust
Janet L. Lowder . Sandra J. Buzney . Lisa M.
Montoni

A living trust, also called inter vivos trust, is an estate

planning tool individuals may use to manage their

personal assets during their lifetime and control dis-

tributions after their death. A trust is a contract that is

created when one individual, the grantor, gives prop-

erty to another person or financial institution, the

trustee, to hold and manage for the benefit of one or

more other persons, the trust beneficiaries. The same

http://www.AAD.org)
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individuals may be the grantors, initial trustees, and

beneficiaries. A living trust describes a trust that the

grantor may change or terminate (revoke) during his

or her lifetime. The terms of a living trust allow the

grantor to keep all the benefits of any property placed

into the trust for the rest of his or her life. The grantor

or the spouse of the grantor or a trust company may

serve as trustee of the trust.

To be effective, a living trust must be funded once it

is established. The grantor must transfer the intended

trust property to the trust by naming the trustee as the

property’s owner in the appropriate ownership docu-

ments. Any property left solely in the grantor’s name

may pass through probate as part of the grantor’s estate

after his or her death. Examples of potential trust

property include bank and brokerage accounts, stocks

and bonds, a home and other real estate.

The administration of a living trust after the gran-

tor dies has several advantages over the probate admin-

istration of a deceased individual’s property. The terms

of a living trust are detailed in a private document, the

trust agreement, and administration of a trust is not

generally made public. The administration of a will, in

comparison, requires admitting the will to probate

court making it a matter of public record; the various

filings associated with will administration detail the

nature and amount of the estate’s assets, debts, and

expenditures. Additionally, the trustee of the living trust

retains much greater control over management of the

trust property when compared to the court supervision

imposed on an estate executor when a will is probated.

The trustee may also begin distributing assets to trust

beneficiaries much sooner than compared to the execu-

tor of an estate. In addition, a living trust can be used to

manage assets for minors or individuals who lack capa-

city without the need to establish a guardianship. The

trust can have a ‘‘spendthrift clause’’ to protect assets

from creditors of beneficiaries other than the grantors

and can specify the purposes for which those funds canbe

used and the ages at which trust funds are to be distrib-

uted to beneficiaries. Finally, a living trust is especially

useful to avoid multiple state probate proceedings when

homes and property are owned in a number of different

states.

Living trusts, however, do have disadvantages. Estab-

lishing a living trust generally requires more time and

effort than writing a will. All the assets that are intended

for the trust must be re‐registered, re‐titled or otherwise

validly transferred to the trustee of the living trust;
property acquired after the trust is created must be

appropriately titled to ensure it is added to the trust.

The costs associated with creating a living trust are

generally more than those for creating a will. Also,

there usually is still the need for a will to dispose off

any property at death that may not have been trans-

ferred to the living trust during the grantor’s lifetime.

Most importantly, the trustee appointed by the gran-

tor to manage the trust assets is not subject to court

review unless the grantor or subsequent beneficiaries

decide to bring a lawsuit against the trustee for mis-

management. Therefore, the grantor should seriously

consider who is best suited to act as trustee.

Living trusts are also often used to avoid or reduce

estate taxes. A living trust alone will not prevent the

levying of estate taxes since the assets in the trust are

part of the grantor’s gross estate for estate tax purposes

just as probate assets are. However, a properly written

living trust, particularly for very wealthy couples, along

with well‐drafted wills and asset management plan,

implemented under the advice of an attorney and

financial planner, may lead to substantial tax savings

for the grantor’s family.

A living trust is not necessary or advantageous for

all individuals. Probate administration at death can

also be avoided by titling assets in the name of joint

owners or to transfer on death. In addition, a living

trust may jeopardize the grantor’s eligibility for Med-

icaid benefits. The assets in a living trust are countable

resources for purposes of Medicaid eligibility, and are

treated as being owned by the grantor and beneficiary

directly. Consultation with an attorney knowledgeable

about the Medicaid rules of the state in which the

grantor lives is important when creating a living trust.
Related Topics

> Financial planning, >Probate
Suggested Resources

American Association of Retired Persons, Living trust: Deciding how

to manage your property, 2006, Washington D.C. (1 February

2006); http://www.aarp.org/money/financial_planning/estate_

planning/a2002–08–12‐EstatePlanningLivingTrusts.html

Ohio State Bar Association (OSBA), LawFacts pamphlet: Living trusts,

2005, Columbus, OH (1 October 2005); http://www.ohiobar.org/

pub/lawfacts/index.asp?articleid¼12

http://www.aarp.org/money/financial_planning/estate_planning/a2002&ndash;08&ndash;12-EstatePlanningLivingTrusts.html.
http://www.aarp.org/money/financial_planning/estate_planning/a2002&ndash;08&ndash;12-EstatePlanningLivingTrusts.html.
http://www.ohiobar.org/pub/lawfacts/index.asp?articleid = 12
http://www.ohiobar.org/pub/lawfacts/index.asp?articleid = 12
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Living Wills
Marshall B. Kapp

Beginning with California in the 1970s, all but a couple

of states have enacted legislation regarding advance

instruction directives for health care. These instruction

directives commonly are known as living wills, even

though they have nothing to do with the distribution

of property, and deal with dying rather than living.

Living will statutes often are termed ‘‘natural death’’

legislation.

Specific legal provisions vary from state to state.

However, the common theme of living will statutes is

support of an adult patient’s right, while the patient

still is mentally capable, to sign a written directive

concerning the patient’s wishes about the use of life‐
sustainingmedical treatments in the event of later serious

illness and an incapacity to make and communicate

autonomous decisions at that future time. Compliance

with such a directive protects or immunizes the involved

health care professionals and treatment facilities against

possible civil or criminal liability for withholding or

withdrawing medical treatment under the conditions

specified in the directive.

Ordinarily, the principal or maker of the document

is presumed to have sufficient present mental capacity

to execute and to revoke it, absent substantial evidence

to the contrary. The legal force of an instruction direc-

tive goes into effect only when the patient, after signing

the document, later becomes intellectually and emo-

tionally incapable of making medical decisions person-

ally. In most cases, it is left to the individual’s personal

physician to clinically determine when that person has

become incapable of making decisions and, therefore,

when the advance directive becomes effective.

Most living will statutes and forms embody one of

two approaches, either check‐off options for particular
types of treatment (for example, ‘‘I do/do not want to

be maintained on an artificial feeding tube if I am in a

permanently vegetative state’’) or extremely general,

amorphous standardized language to express prefer-

ences regarding particular categories of medical treat-

ment (such as, ‘‘If I become terminally ill, do not use any

extraordinary or heroic medical measures to keep me

alive longer.’’) Although usually we think of living wills

as instruments for limiting life‐sustaining medical treat-

ment in the future, some states have living will statutes

that permit people to specify in an instruction directive

that they request (or even demand) the provision of
particular medical interventions under certain enumer-

ated circumstances (for instance, ‘‘I want my life to be

extended through any available medical interventions to

the greatest extent possible, regardless of financial cost

or any other consideration’’).

A handful of states have adopted the legislative

approach of providing a more open‐ended format for

documenting health care instructions prospectively.

This creates an opportunity for individuals to write

directives (often referred to as ‘‘Values Statements’’)

that express their values, beliefs, and preferences in

their own words by responding to questions such as,

‘‘What would be your most important goal if you were

critically ill—to stay alive as long as possible or to be

made as comfortable and pain‐free as possible?’’ Some

living wills incorporate personal religious considera-

tions that are especially significant to the individual

executing the directive.

There is a growing body of evidence that, quite

often, patients’ wishes as stated in their living wills

concerning life‐sustaining medical treatment are not

respected and implemented by families and health care

providers. Proof of this common disregard for instruc-

tion directives has influenced a substantial number of

legal and ethical commentators to question the value

of living wills and their continuing viability as part of

the advance health care planning process.
Related Topics

>Advance directives, >Capacity, >Durable power of

attorney, > Informed consent
Suggested Readings

Gunter‐Hunt G, Mahoney JE, Sieger CE (2002) A comparison of

state advance directive documents. Gerontologist 42(1):51–60

Haas F (2005) Understanding the legal implications of living wills.

Nurs Times 101(3):34–37

Hall MA, Ellman IM, Strouse DS (1999) Health care law and ethics.

West Group, St. Paul, MN

Kruse CB Jr (2002) A call for new perspectives for living wills (you

might like it here). Real Pop Prob Trust J 37:545–552

Schneider CE, Fegerlin A (2004) Enough: The failure of the living

will. Hastings Cent Rep 34(2):30–42
Suggested Resources

www.abanet.org

www.caringinfo.org

http://www.abanet.org
http://www.caringinfo.org
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Loneliness
Anamaria Tejada

There is a common perception that loneliness increases

as people grow old. Loneliness is the unpleasant feeling

associated to the lack of satisfaction with the quality or

quantity of one’s social network. It results from the

subjective assessment that there is an absence of satis-

fying social contacts, or that there is a discrepancy

between the desired level of social contact and how

much social contact one actually has.

Loneliness has often been equated to social isola-

tion, but some prefer to differentiate loneliness as the

subjective experience and isolation as the actual

absence of social ties. In addition, two types of lone-

liness have been described, depending on whether it

results from emotional or social isolation. The former

is related to the loss or lack of close, intimate ties

whereas the latter is the lack of companionship or a

network of friends.

Several factors put the elderly at a higher risk for

loneliness. However, it is important to differentiate

between young and old older adults. Young older people

tend to have fewer but more stable and meaningful rela-

tionships and experience low levels of loneliness, whereas

it is the old older people who are at higher risk for lone-

liness because they experience more losses, health pro-

blems, financial difficulties, and have less resources to

cope. In general, the absence of a mate, childlessness,

and relationship losses due to retirement and death are

the main factors that contribute to loneliness.

Losing friends usually has a higher impact on lone-

liness than losing relatives because relationships with

friends tend to be closer than relationships with rela-

tives. Friends usually belong to the same cohort and

share similar experiences; they also offer voluntary

support compared to the obligatory assistance that

some relatives feel they need to provide to the older

adult. Friends are especially important when there is no

spouse. For married people, their spouse is the main

source of support, especially for men, who tend to

remarry more often than women after losing a spouse.

Some personality traits, such as being shy, intro-

verted, uncomfortable to take social risks, and having

poor social skills also contribute to experiencing lone-

liness. Living in big cities compared to living in the

country also seems to increase the risk for loneliness.

Poor health might be the main contributing factor

for loneliness. People who have a disability or perceive
themselves to be in poor health tend to be lonelier than

people in good health. When health is frail and there is

more need for care and assistance, relationships might

become more instrumental and lose their emotional

quality. Quality or closeness in relationships is more

important than quantity. In addition, older adults with

mobility difficulties and sensory impairments also

have limitations in their communication skills and in

their ability to participate in regular activities, which

increases the risk for loneliness.

Low income or low satisfaction with one’s finances

also increases the risk for loneliness. Those who have a

higher socioeconomic level and more financial

resources also have a more diverse network and more

opportunities for social activities. Having low income

also affects self‐esteem and people with low self‐esteem
tend to feel inhibited to search for social contacts.

There is no agreement when it comes to the

impact of gender differences on loneliness. Some

believe that loneliness is lower among older women

because throughout their lives women tend to

develop more social skills and larger social networks

than men. However, others have found that women

tend to report more loneliness, but it can be that men

are less comfortable than women about disclosing

negative emotions. Women also tend to develop clo-

ser attachments with relatives or friends, whereas men

tend to confide only in their spouses. The lack of a

partner is then more detrimental for men, who have

usually relied on their spouse for companionship,

personal care, and for their involvement in social

activities.

Loneliness is detrimental to the older adult’s health

and has a general debilitating effect. It has been related

to higher risk for chronic illnesses and frequent epi-

sodes of sadness that can lead to depression, suicidal

ideation, or alcohol abuse. It is important then to take

measures to assist the elderly to decrease loneliness

or cope with it more effectively. Some older adults

attempt to cope by seeking relationships through reli-

gious groups; others use health services and the rela-

tionship with their physicians. This could be taken

as an opportunity to help older adults cope with

their loneliness. Health workers could incorporate

mental health issues when providing general services

to older adults. They could also coordinate social clubs

or support groups for their patients to share informa-

tion and support as a strategy to decrease loneliness

and improve their overall health. These interventions

could also reduce health care costs by preventing the

multiple problems that loneliness triggers.
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Other interventions should be directed toward

increasing feelings of self‐efficacy that help the older

adult to maintain a sense of control over his or her life,

in spite of the limitations that come with the aging

process. It is also helpful to encourage older adults to

increase their involvement in activities that include

social interaction and discourage the use of television.

However, it might be helpful to encourage the use of

computers that allow them to remain informed and

connected. Against popular views, older adults actually

have the desire and the ability to learn to use the internet,

even when they might express some initial fears to do so.

Finally, older adults who depend on others to per-

form activities of daily living (ADL) might benefit

from moving to a nursing home where they receive

the assistance they need and also have the opportunity

to make new social contacts that in turn helps them to

decrease loneliness.
Related Topics

>Bereavement, >Depression, >Grief and grieving,

> Informal caregiving, > Isolation, > Loss,

>Marriage, > Social support
Suggested Readings
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homes. Scand J Caring Sci 18:65–71

Mullins LC, Elston CH (1996) Social determinants of loneliness

among older Americans. Genet Soc Gen Psychol Monogr

122:455–473

Neto F (2004) Coping with loneliness in old age: A cross‐cultural
comparison. Curr Psychol 23:124–137

Pinquart M, Sörensen S (2001) Influences on loneliness in older

adults: A meta‐analysis. Basic Appl Soc Psychol 23:245–266
Long‐Term Care
Anne R. Simpson

Long‐term care (LTC) is a growing industry comprised

of nursing homes, assisted living, residential, and shel-

ter care facilities. These facilities house people who are

in need of assistance with some daily life functions,
including meal preparation, bathing, dressing, toilet-

ing, and feeding. In addition, they are in need of a

protected, safe environment.

Historically people have been reluctant to enter

LTC facilities. The decision to do so is usually made

at the urging of a medical professional, or by Adult

Protective Services, when a caregiver can no longer

provide the necessary care. Moreover, there are people

who will admit themselves to a LTC facility, when they

realize that their impairments have placed a restriction

on their ability to live independently. LTC is supported

through government and private insurance, in accord

to the needs of the residents.

The 1999 National Center for Health Statistics’

National Nursing Home Survey reported the existence

of 18,000 nursing homes operating in the United

States. At the time of that report the average number

of beds per facility was 105. The average basic charge

per day for private pay residents was $146.00 for skilled

care, $114.00 for intermediate care, and $101.00 for

residential care. The average per diem rate was $213.00

for Medicare residents and $105.00 for Medicaid resi-

dents. At the time of the survey, there were 1,608,700

people residing in LTC facilities; of those 72.2% were

female and 27.8% were male. Forty six percent of the

residents were over the age of 85.

The LTC nursing home industry is highly regu-

lated. The recognition of a need for regulation followed

reports of abuse and neglect experienced by residents

of LTC facilities. As a result, the Nursing Home Reform

Act was enacted as part of the Omnibus Budget

Reconciliation Act of 1987 (OBRA’87). The prevailing

notion behind the OBRA guidelines is to eliminate

substandard care in nursing homes, and to support

the resident’s right to self‐determination; by doing so,

LTC facilities would be held to standards of quality.

The facilities would be monitored through regular vis-

its by state surveyors to ensure that the standards of

quality care are met. A transgression can lead to severe

penalties for the facility in question.

The implementation of the Nursing Home Reform

Act has given way to significant improvements in LTC

nursing home facilities. Additionally, the residents of

LTC facilities gained access to valuable rights, some of

which are listed below:

� The right to personal privacy and confidentiality.

� The right of married couples to share the same room

when both spouses consent to the arrangement.

� The right to self‐administer drugs if the interdisci-

plinary team determines this practice is safe.
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� The right to participate in treatment decisions.

� The right to refuse treatment, and to refuse to

participate in experimental research.

� The right to be free from any physical or chemical

restraints imposed for purposes of discipline or

convenience and not required to treat the resident’s

medical condition.

� The right to be free from verbal, sexual, physical,

and mental abuse, corporal punishment, and invol-

untary seclusion.

� The right to participate in social, religious, and

community activities.

� The right to interact with members of the commu-

nity both inside and outside the facility.

� The right to make choices about aspects of his or

her life in the facility that is significant to the

resident.

� The right to choose activities, schedules, and health

care consistent with his or her interests, assess-

ments, and plans of care.

� The right to be fully informed in language that he

or she can understand of his or her total health

status, including but not limited to, his or her

medical condition.

� The right to choose a personal attending physician.

� The right to voice grievances without discrimina-

tion or reprisal.

� The right to refuse to perform services for the

facility.

� The right to have reasonable access to the use of a

telephone where calls can be made without being

overheard.

� The right to organize and participate in resident

groups in the facility.

� The right to reside and receive services in the facil-

ity with reasonable accommodation of individual

needs and preferences, except when the health or

safety of the individual or other residents would be

endangered.

� The right to receive notice before the resident’s

room or roommate in the facility is changed.

� The right of a resident’s family to meet in the

facility with the families of other residents in the

facility.

The LTC facilities are mandated to comply with

these rules as a means to support the resident’s right

to self‐determination and quality health care. When

the resident lacks the capacity to voice his or her

desires, the power of attorney or guardian will be called

to make decisions for that resident. There are many
situations in which that position becomes strictly tech-

nical. As the population ages, a large number of people

are without friends and family. This group has been

categorized as the ‘‘un‐befriended elder.’’ To some

degree they become wards of the state, and are pro-

vided a court‐appointed guardian. States have limited

resources; and to meet the demand, a treatment guar-

dian may be asked to follow several people who may

reside in different locations. This implies limited time

for the guardian to engage in familial type visits with

their charge. However, local community members are

welcome to approach the LTC facilities with an offer to

volunteer as a visitor.

In addition to residents’ rights the federal mandate

extended the area of concern to include both physician

and facility services, such as

� The facility must ensure that the medical care of

each resident is supervised by a physician.

� Another physician must supervise the medical care

of the residents when their attending physician is

unavailable.

� The resident must be seen by a physician at least

once every 30 days for the first 90 days after admis-

sion, and at least once every 60 days thereafter.

� A facility with more than 120 beds must employ a

full‐time qualified social worker.

� A qualified dietitian must be employed on either a

full‐time, part‐time, or consultant basis.

� Access to vision and hearing specialists must be

provided.

� A licensed nurse must serve as a charge nurse on

each tour of duty except in cases of special state

waiver.

� If specialized rehabilitative services are required in

the resident’s plan of care, these must be provided

by the facility.

LTC facilities serve highly vulnerable elders present-

ing significant physical and cognitive impairments.

With the aging of the population, the participation of

people from the community will play an increasingly

vital role in shaping these facilities into an environment

that suits the needs of coming generations.
Related Topics

>Assisted living, > Long‐Term care insurance,

>Medicaid, >Medicare, >Nursing home
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Long‐Term Care Insurance
Brandy L. Johnson

Long‐term care insurance is an insurance policy that

provides benefits over a long period of time for the

chronically ill or disabled. Individuals who have a pro-

longed physical illness, a disability, or a cognitive impair-

ment typically need long‐term care. Many long‐term
care needs, such as bathing, dressing, or performing

household chores, do not require skilled care. Therefore,

aid with these types of activities is not covered by private

health insurance or Medicare.

Long‐term care insurance provides for aid with

activities of daily living. Most long‐term care insurance

policies cover services rendered in the home, respite

care, adult day care, hospice care, and care in an

assisted living facility or nursing home. A long‐term
care insurance policy may cover, on average, 70% of

the estimated lifetime nursing home costs and 90% of

typical assisted living and home services costs. Often, a

care management service is provided, which will eval-

uate the insured individual’s needs and coordinate and

monitor the delivery of long‐term care services. By the

end of 2002, 9.16 million long‐term care insurance

policies were sold in the United States. In 2004,

approximately 6.4 million of these policies remained

in force.
Long‐term care insurance usually reimburses the

insured individual for long‐term expenses up to a

fixed amount. For example, the insured individual

may be reimbursed for $100 a day. However, to receive

the reimbursement, the insured individual is typically

required to meet the policy’s disability criteria. Nearly

all policies define disability as either a severe cognitive

impairment or the need for help in performing at least

two activities of daily living. For instance, the insured

individual would meet the disability requirements if he

or she is unable to bathe and perform grooming activities

without help.

The premiums paid under a long‐term care insur-

ance policy also differentiate this type of insurance

from other forms of insurance. With health and life

insurance, premiums generally increase with age.

Long‐term care insurance, on the other hand, offer a

premium that will not increase as a result of an indivi-

dual’s circumstances. For example, the premiumwould

not increase due to aging or health problems. Instead,

long‐term care insurance companies may increase

premiums for entire classes of individuals, such as

those 75 years of age and older, based upon the com-

panies’ experience in paying benefits. There are other

factors that affect the price of premiums. These factors

include experience with payment of benefits, the dura-

tion of benefits, the length of the waiting period before

benefits are paid, the stringency of benefits triggers,

whether policy holders can retain a partial benefit if

they let the policy lapse, and the adjustment of benefits

for inflation.

In purchasing long‐term care insurance, it is

important to consider inflation protection. Inflation

protection is important because the cost of long‐term
life insurance has risen rapidly in recent years. An

individual who is 60 years old might not need benefits

for several years. Without inflation protection, the

value of the 60‐year‐old’s benefits made erode over

time. Therefore, it is recommended that individuals

under the age of 70 get a policy with 5% automatic,

compound inflation protection.

Another consideration when purchasing long‐term
care insurance is tax treatment. An individual can

purchase a tax qualified and non‐tax qualified policy.

These differences in these two types of policies were

created by the Health Insurance Portability and

Accountability Act (HIPAA). HIPAA established favor-

able tax treatment for federally qualified long‐term
care insurance policies. Today, nearly all long‐term care

insurance policies meet HIPAA standards. A federally

http://www.amda.com
http://www.amda.com
http://www.medicare.gov
http://www.medicare.gov
http://www.cdc.gov/nchs
http://www.cdc.gov/nchs
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tax qualified plan offers certain federal income tax

advantages. An individual who has a tax qualified

plan may deduct his or her premiums provided the

individual itemizes his or her deductions and has med-

ical costs in excess of 7.5% of his or her adjusted gross

income.

The cost of long‐term care insurance varies with the

consumers’ age at the time of the purchase, the amount

of coverage, and the policy’s other features. The best

time to purchase long‐term care insurance is when an

individual is in his or her 50s. At age 50, an individual

will pay less in annual premiums than when he or she is

in her 60s. By purchasing a policy early, an individual

protects himself or herself from the risk that he or she

will become ill and will have to pay more for coverage

or not qualify for coverage at all.

As the future of social security is in question, long‐
term care insurance may become more and more pop-

ular. This could lead to a reduction in cost and, if the

market so demands, long‐term care insurance may

include policies offering additional benefits that are

not currently available.
Related topics

> Institutionalization, > Long‐term care, >Medicaid,

>Medicare, >Quality of life
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Loss
Anamaria Tejada

Loss is a difficult concept to define. It usually refers to

the experience of being deprived or missing something

or someone of value. It can also refer to the decline or

decrease of vital functions or skills. There are concrete

or objective losses (loss of a loved one to death or loss of

vision), but the experience or impact of loss is subjective

and depends on each individual’s circumstances. Loss is

then relevant to the process of aging given that it brings

numerous and challenging physical, psychological, and

social changes that are or can be experienced as losses.

Aging in general is usually viewed as the loss of youth.

Older adults’ response to loss will vary depending on

their gender, ethnicity, education, finances, family situa-

tion, and individual traits.
Physical and Health Losses

As people grow old, they face increased health and

physical changes. Particularly, women in this society

experience aging as the loss of their youthful beauty

and face agist attitudes and stereotypes that can affect

their self‐concept and lower their self‐esteem. But

besides society’s negative perceptions there are real

health problems that come with age, and for some

older adults these health problems have more adverse

and long‐term effects on their well being than the loss

of a significant relationship. Some of the multiple

health challenges that come with age include the

increase of sensory losses: vision, hearing, or the com-

bination of both. There is also a higher likelihood of

loss of mobility and the consequent difficulty to per-

form activities of daily living (ADL). In addition, there

is a higher risk of developing memory loss, cognitive

impairments, or dementia. These health losses affect

older adults’ life in multiple ways.

Vision loss, for example, affects all aspects of life. It

causes anxiety and frustration and interferes with older

adults’ ability to perform routine activities like writing

checks and driving. As a consequence, they may lose

self‐confidence and their sense of wholeness. Vision

loss also triggers fears of dependence and puts older

adults at higher risk for depression and isolation.

Hearing loss interferes with proper communica-

tion. When hearing fails, people tend to rely on their

http://www.aarp.org/research/
http://www.americangeriatrics.org
http://www.americangeriatrics.org
http://www.nccnhr.org
http://www.nccnhr.org
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vision to fill in the gaps. Some people adjust by lip

reading and by obtaining clues through body and facial

language. So when both hearing and vision are affected,

older adults experience communication breakdowns in

daily conversations. These breakdowns lead to a dis-

ruption in common social behaviors. Older adults with

this problem feel limited, insecure, and more vulner-

able. In social situations they become easily exhausted,

bored, and then tend to withdraw. This dual sensory

loss can also result in limited mobility and increased

need for assistance with ADL, which in turn leads to

feelings of helplessness and loss of autonomy.

Older adults can learn how to compensate for their

sensory loss and develop a new healthy lifestyle. Med-

ical and rehabilitation interventions are important

in this process of adjustment. Communication rehabi-

litation is especially important; people can identify

environmental factors that contribute to improved

communication and also practice strategies to repair

communication breakdowns when they occur. In addi-

tion, group interventions are particularly helpful to

decrease the social isolation that often accompanies

sensory loss and to share coping strategies with others

who are experiencing similar challenges.

Sensory loss should be seen as part of a continuum

of health problems. Aging adults with sensory loss tend

to be in poorer health than the general population

and to have higher rates of coexisting medical condi-

tions like hypertension, diabetes, and osteoporosis. By

improving health in general, some of these sensory

losses could also be prevented or improved. Because

sensory loss affects older adults in multiple ways, a

multidisciplinary approach to the problem is recom-

mended. Interventions should be directed toward main-

taining independence and social interaction, keeping

in mind that changes in the environment (larger print

size, better lightning and color contrast) could help with

these goals.
Retirement

As health declines, many older adults start to consider

retirement. With it comes the loss of professional

identity, work‐related roles and the daily routine and

interaction with coworkers. As a result, retirement

becomes one of the major changes in the life of older

adults. It also impacts their marital relationships, in

positive and in some cases negative ways.
Bereavement and Grief

The likelihood of losing loved ones to death increases

with age. After losing a loved one, people go through a

process of bereavement that varies depending on diverse

factors. In most cases the loss of a loved one affects every

aspect of the bereaved person’s life: social, physical, and

emotional. Many older adults adjust to their new situa-

tion without need of professional help, but in some

cases, they are unable to cope with the loss and might

develop depression or other health problems.

Having social support from relatives and friends

contributes to a healthy grief process. If natural sup-

ports are not in place, there are some interventions that

can assist the bereaved in their grief. For example sup-

port groups organized by funeral homes or hospice

programs provide a space to interact with other older

adults who have similar experiences and can relate to

the struggles of bereavement. Support groups also give

the bereaved the opportunity to share the stories and the

emotions related to their loss, which has been found to

be an important part of the healthy grieving process.

If the bereaved becomes clinically or severely

depressed, professional care might be needed in the

form of counseling or psychotherapy. The goal of this

kind of intervention is to help the bereaved accept the

loss, work through the emotions and problems that the

loss has created and help them redefine their lives and

their identities without their loved one.

Among the multiple losses of loved ones that older

adults go through, the loss of a spouse has been found

to be especially hard. When losing a spouse, older

adults not only lose their mate but also the person

who assisted them in managing the household and

social activities. Depending on their roles in the family,

one partner might not have the skills to perform cer-

tain tasks. For example, widows might need to learn

how to manage the bills and make payments whereas

widowers might need to learn how to take care of

themselves and others depending on them.

In spite of the changes in gender roles, women

remain in charge of caring for others and the greater

part of their identity is still defined by their rela-

tions or connectedness to others. Because of this,

some people have compared widowhood to retirement.

Usually older women no longer take care of their

children who in most cases are already adults, so by

losing their husbands they completely lose their care‐
giving role.
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Losing a spouse also increases the risk of health

decline. This might happen because the loss of a spouse

disrupts established health care practices and might

also prevent the development of new ones. When

widows or widowers are overwhelmed with the emo-

tions and adjustments associated with grief, they might

neglect their nutrition, daily exercise, and regular

medical care. They are also at higher risk for falls or

accidents because they pay less attention to their per-

sonal safety.

When helping and supporting bereaved adults, it is

important to address not only the emotions related to

the loss but also the practical changes that they need to

implement in their daily lives so they can maintain

their health and social involvement. Programs that

provide self‐care and health education, and informa-

tion on how to access community resources help the

bereaved to adjust to their new lives without their

spouses, and to develop a new sense of confidence in

their ability to take care of themselves.

In conclusion, aging can be seen as a challenging

process with a higher risk of experiencing loss. The way

older adults cope or adjust to the challenge of their

multiple losses will vary depending on several factors

including their overall health, gender, ethnicity, socio-

economic status and education. Professionals and the

general public can be informed and educated to

empower and advocate for older adults to redefine

what growing old means and to reframe their losses

as life changes that can be overcome successfully.
Related Topics
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support, >Vision, >Widowhood
Suggested Readings
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Lyme Disease
Lori B. Siegel

Lyme disease is the result of an infection from a tick

bite that may cause many symptoms including a flu‐
like illness, heart problems, nerve problems, and

arthritis. This disease may occur in any age group

and the severity of the symptoms does not depend on

age. The diagnosis may be considered late in people

over age 50 because of concurrent medical conditions.

Even a patient with known cardiac, neurologic, or

arthritic conditions should be evaluated for Lyme if

they have a worsening of their condition and the

appropriate risk factors discussed below.

Lyme disease is an infection caused by a bacterium,

Borrelia burgdorferi, which is carried by the adult deer

tick. It begins slowly after a tick bite or because the bite

is rarely noticed, it is suspected if there was potential

exposure to ticks. Lyme disease has been reported

throughout the United States and is associated with

exposure to the white tailed deer. The ticks that spread

Lyme disease are smaller than the classic dog tick. The

peak times for infection are between May and Novem-

ber. Identification of a tick bite or early recognition of

symptoms is the key to appropriate diagnosis and

treatment.

Lyme disease is a multistage disease and may pro-

gress to involve many organs. The damage does not

occur due to the direct tick bite, but rather from a

nonspecific immune response to the infection.
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Usually within 3 days to 1 month after a tick bite,

people will develop a rash called erythema migrans

(EM), which begins as a small red area and enlarges

to a ring‐like lesion with a pale center. This may be

warm but is usually not painful and often goes unno-

ticed. The red ring around the rash is the active infec-

tion and through this phase, the infection enters the

bloodstream and disseminates. When the bacteria

spread, some people develop other rashes like EM.

They also may develop a flu‐like illness including head-
ache, fatigue, fevers, chills, muscle pain, and joint pain.

There is no indication for prophylactic treatment of a

tick bite, unless these symptoms develop.

The later manifestations of systemic Lyme disease

may occur weeks to months after the tick bite. If the

initial infection is untreated, approximately 60% of

people will develop arthritis. The Lyme arthritis

usually involves the large joints and is symmetric.

The arthritic flares are intermittent and although they

may wane over time, some develop chronic arthritis.

Fifteen percent of untreated patients develop neurolo-

gic sequelae of Lyme disease that includes inflamma-

tion of the central nervous system (such as meningitis

and encephalitis), nerve root manifestations such as

facial paralysis (palsies). Cardiac manifestations of

untreated Lyme develop in 80% of the population

and may present as a rhythm disturbance such as

heart block, congestive heart failure, or an abnormal

enlargement of the heart.

The diagnosis of Lyme is based upon a history of a

tick bite with some clinical manifestations. In early

Lyme, there is no need for testing if the history and

rash are classical. In patients with nonspecific symp-

toms or an unclear history, serologic Lyme titer testing

is helpful. These tests should be used with caution

since many false positives may exist, which can cause

great confusion.
The treatment of Lyme disease is best done early,

but late Lyme disease may also be successfully treated.

Oral antibiotics, such as doxycycline, amoxicillin, and

cefuroxime are adequate in early disease. Intravenous

antibiotics are best for the later stages or incomplete

remission in early disease. The endpoint of treatment

may be difficult since it may take up to 3 months for

symptoms to diminish after a course of antibiotics.

Serial titers are often not helpful because antibodies

are still detectable long after the infection in eradicated.

The best treatment is to prevent infection by avoiding

tick bites in endemic areas and minimizing exposed skin.

The use of insect repellants and frequent tick ‘‘checks’’ and

removal are also helpful in prevention. There is no indica-

tion for prophylactic treatment of a tick bite, unless

symptoms develop. Although there was a vaccine for

Lyme disease, it is no longer available because it was

associated with vaccine‐induced arthritis. Further

investigation into other vaccines is ongoing.
Related Topics

>Chronic fatigue syndrome, > Fibromyalgia,

>Rheumatoid arthritis, >Travel.
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Male Reproductive
Function, Aging and
Testosterone Replacement
Derek Raghavan

The male reproductive system is composed of several

elements including the central nervous system (brain),

hypothalamus and pituitary (glands that regulate hor-

monal function), testicles, and the components that

transport and metabolize androgens (male sex hor-

mones). These elements are linked, and essentially

cause the functioning of the testicles to produce tes-

tosterone and other sex hormones that produce male

sexual characteristics and other functions. For exam-

ple, male hormones are required for the production of

sperm, male physical characteristics, and are even

required in the production of some blood compo-

nents, and they also contribute to bone metabolism.

Details of testicular function are summarized else-

where in this volume (‘‘The Testis’’).

With increasing age, testicular function often

wanes, and it is common for older men to have lower

blood concentrations of testosterone and other male

hormones, such as those that arise in the adrenal

glands. Around half the men aged 70 years and older

have reduced levels of these hormones.

The effects of low androgen levels include loss of

muscle mass and muscle strength, reduced libido and

reduced ability to develop and sustain erection of the

penis, reduced bone mass, increased osteoporosis, and

an impaired sense of well being, often with depression.

Testosterone replacement has been used to improve

the sense of well being and sexual function. In theory,

this should also improve bone mass, and reduce the

potential for developing osteoporosis. The most com-

mon indications for testosterone replacement therapy

in the elderly include symptoms of hypogonadism or

measurable testosterone deficit. However, as many

elderly men suffer from benign prostatic hyperplasia

(see ‘‘The Prostate’’) or prostate cancer (see ‘‘Prostate

Cancer’’), testosterone replacement therapy has poten-

tial hazard as both conditions are quite sensitive to

stimulation by male hormones, such as testosterone.

Dehydroepiandrosterone (DHEA), a chemical derived
# Springer-Verlag Berlin Heidelberg 2008
from the adrenal male hormone, androstenedione, is

available in health food stores, and is often taken by

elderly men as a supplement and stimulant. It is not at

all clear that this is a safe practice.

There are several available preparations for testos-

terone replacement therapy, including injections,

tablets, cutaneous patches, and a gel. Some physicians

believe that it is safer to use short‐acting preparations,
in case of adverse effects, although patches and gels are

often used for patients on long‐established therapy.

When on therapy, side effects should be monitored,

including blood work to rule out abnormalities of

blood count, liver function tests, and prostate‐specific
antigen (PSA) levels (a protein released by prostate

cancer and by benign prostatic hyperplasia). Occasion-

ally, testosterone replacement can lead to increased

levels, and this may be associated with increased

aggression and other abnormalities of behavior. Tes-

tosterone replacement therapy should only be used

under the care of a physician.
Related Topics

>Benign prostatic hyperplasia, >Prostate cancer,

>Testicular cancer, >Testis
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Malnutrition
Rajkumari Richmonds

Malnutrition is common in the elderly and may be

broadly divided as marasmus or protein‐energy mal-

nutrition (PEM) or kwashiorkor. The term marasmus

is derived from the Greek marasmos, meaning wasting

or withering. It is a type of malnutrition caused by

protein and calories. This can be compared to starva-

tion. Kwashiorkor is caused by protein deficiency. Mal-

nutrition includes both undernutrition, such as

starvation, and overnutrition, or obesity. Malnutrition

is often associated with mental disorders such as

depression and cognitive decline as well as somatic

disease. It is a major cause of functional decline and

increases morbidity and mortality in the elderly. Not

every individual age at the same rate. The elderly

handle disease in ways that are different from younger

adults. For instance, the elderly may have pneumonia

without chest rales or an elevated temperature. When

old age is reached, lifelong patterns, genetic factors,

and outside factors makes great differences among

people of the same chronological age.

Malnutrition may increase the body’s susceptibility

and decreases its resistance to infection. Patient’s nu-

tritional status before any infection determines the

treatment outcome. The increased metabolism, and

breakdown of tissues caused by infectious diseases can

have a devastating effect in the malnourished individual.

Good nutrition plays a crucial role in keeping older

people healthy. Many older people do not eat well.

Malnourished patients who remain untreated literally

waste away. For most patients this wasting and not the

disease itself lead to expensive medical treatments.

Treatment of malnourished patients starts with nutri-

tional assessment before hospital admission. This sin-

gle nutrition intervention will result in savings of

millions of dollars by avoiding a lengthy hospital stay.

Appropriate plasma and tissue levels of the fat‐soluble
vitamins, particularly A and E, help resist infection by

maintaining the integrity and composition of the

external cell membrane.

Causes of malnutrition include physiological

changes of aging and psychosocial factors. The physio-

logical changes of aging affect the overall nutri-

tional status of older adults. These changes include

altered thirst, poor dentition, difficulty in swallowing,

gastrointestinal functioning, sensory losses, decreased
metabolic rate, anorexia, and early satiety. Pain, dis-

comfort, or loss of appetite related to these changes

may result in altered food choices and poor intake,

with the resultant impact on weight status.

Among psychosocial factors, depression is the most

common emotional disorder of later life. It often goes

unrecognized or undertreated but it is believed to be

present in 5–10% of community residents above age 65

and in 15–25% of long‐term care residents. Loss of

independence and functional ability are some of the

greatest challenges to the older adult. Social isolation

also places older adults at high risk for malnutrition.

Loneliness has been related to dietary inadequacies.

Financial limitations affect all aspects of the older

person’s life. Cultural factors and changes in cognition

also affect the food choices that older adults make.
Protein‐Energy Malnutrition (PEM)
on Marasmus

Marasmus (PEM) occurs when food intake does not

meet the needs of the body for protein and calories. It

causes severe tissue wasting, excessive loss of lean body

mass, loss of subcutaneous fat stores, and dehydration.

The skin becomes dry, atrophic and loose, hanging in

wrinkles especially around the thighs and buttocks.

Anemia, hair changes, diarrhea, and signs of vitamin

deficiencies may be present. The mental status of the

person appears to be unaffected. This results in signif-

icant weight loss. However, visceral protein stores and

function remain intact. Edema (swelling) is generally

absent and serum albumin and transferrin or prealbu-

min levels are normal.

The deterioration in nutritional status occurs in a

period of months to years. The usual causes of PEM are

decreased oral intake and disease factors such as

uncontrolled diabetes, gastrointestinal bleeding,

malabsorption, diarrhea, or nephrosis.

The body systems adapt to malnutrition in com-

plex ways. Chronic malnutrition leads to decreased

body mass and fat stores. The hormone production

of insulin and thyroid hormones decreases, resulting in

a decline in basal metabolic rate (BMR). This is a

compensatory mechanism for conserving organ func-

tion and protein utilization. With no food intake the

weight loss is about one half of a pound a day. As the

starvation status continues mineral loss leads to

changes in the composition of the body fluid compart-

ments. There is a decrease in the intracellular fluid and



Malnutrition M 519
an increase in extracellular fluid compartments. If the

individual continues to be malnourished, loss of vis-

ceral protein occurs together with the loss of function

of vital organs especially in the intestine, stomach, and

liver. When the weight loss reaches 40% of ideal body

weight, death occurs. Body mass index (BMI) is not

considered a good indicator of nutritional status due

to physiological changes in body composition that

occurs in old age, such as a decrease in height.
Kwashiorkor or Protein-deficiency
Malnutrition

Unlike marasmus the visceral protein store is severely

compromised in protein deficiency or kwashiorkor.

Persons with kwashiorkor do not appear to be ema-

ciated as in marasmus due to generalized edema. In the

absence of adequate protein intake, the body’s fuel

supply shifts from carbohydrate to fats and body

reserves of protein and muscle tissues. The body

retains sodium and fluids, which lead to edema.

Serum protein level drops because of edema (dilution

effect) and failure of protein synthesis in the liver.

People with kwashiorkor are prone to frequent infec-

tion. Characteristic changes in the skin may occur. The

dermatitis of kwashiorkor consists of areas of deep

pigmentation and other areas of deeper pigmentation.

Ulcers and deep cracks in the skin may be seen, com-

pounded by lesions caused by vitamin deficiencies.

Death usually results because of the immune system’s

inability to fight against infection. The wasting of the

respiratory muscles decreases the ability to clear the

lungs and can lead to death. This process is hastened if

the patient has undercurrent illness that can cause

metabolic stress.

Hair loses its luster and becomes sparse, thin, and

soft. Anemia is commonly caused by a deficiency of

protein, iron, vitamin C, vitamin B12, and folic acid.

The liver is always enlarged (hepatomegaly) and is

infiltrated with fat. Lesions of the mouth and tongue

due to vitamin deficiencies are seen. Apathy is present

and the person is uninterested in their surrounding

and is very irritable.

Reversal of malnourished status requires a careful

balance of nutrition support, and tolerable exercise

for developing muscle strength. Malnutrition can be

treated with high caloric liquids. Nutritional supple-

ment should be embedded in the interdisciplinary

protocol of screening and treatment for malnutrition.
If the cause of weight loss is anorexia (lack of appetite)

supplements may not be very effective. Supplementa-

tion may not significantly increase the energy intake

and there is a corresponding decrease in the intake of

protein, fat, water, and many other vitamins. Clinical

guides to preventing and managing malnutrition in

long‐term care are based on three trigger conditions

and are as follows:

1. Involuntary 5% weight loss in 30 days or 10% in

180 days or less

2. BMI less or equal to 21 kg/m2

3. Resident leaves 25% or more food uneaten at two

out of three meals (assessed over 7 days based on a

2000 cal/day.)

These clinical triggers will result in a careful analy-

sis of the potential causes of weight loss. If anorexia is

due to a patient’s inability to feed himself or herself or

if the individual does not like the food being offered,

changes can be made. But if anorexia is due to other

causes, appetite stimulants may be recommended.

Related issues such as time, consistency, taste, type of

meals, mood, behavior, cognition, mobility, and social

support should be addressed.

It is easier to prevent diseases than to cure them.

The prevention program should include eating a

healthy diet, physical activity, and moderation in the

use of tobacco and alcohol.

The response to the treatment by the severely mal-

nourished person is slow. Prolonged hospitalization

may be necessary. Treatment needs to be approached

gradually. An adequate amount of both proteins and

calories are necessary for weight gain. If the diet during

convalescence is inadequate, it will make the individual

prone to infections. Complications and concurrent ill-

ness such as anemia, diarrhea, infections, dehydration,

and vitamin deficiencies should also be treated. Potas-

sium and additional fluids may be necessary if the

diarrhea is severe.
Related Topics

>Body mass index, >Diet, >Nutrition, >Vitamins
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Mammography
Carol Wood . Elizabeth Cogbill . Edith Burns

The mammogram is an x‐ray of the breast carried out

in several views to maximize the ability to see abnor-

malities of the tissue on film. It is used both as a screen-

ing and diagnostic tool. It consists of compressing the

breast between metal plates and using radiography to

image the tissue. It has been described as uncomforta-

ble or mildly painful but brief. Most large outpatient

clinics and hospitals own a mammography machine

and interpretation of the images is evolving into a

subspecialty in radiology.

Mammography is the tool of choice in screening

for breast cancer because of its comparatively higher

rate of detection and cost‐effectiveness, especially when
correlated with clinical examination. It is more sensi-

tive than self‐breast examination or clinician‐breast
examination in screening for most types of breast

cancer, detecting lesions well before they are palpable

by the patient or physician, and before the cancer

becomes invasive, which increases the chances for suc-

cessful treatment. It is also the first‐line diagnostic tool
for evaluating previously identified abnormal physical

symptoms and signs such as skin changes, palpable

masses, and nipple discharge or retraction.

When used as a screening mechanism, mammogra-

phy can detect breast cancer about 1.7 years before a

patient or physician would palpate it on examination.

This is a sizable window of time during which mam-

mography may identify abnormalities in the breast for

further evaluation. It can detect lesions 12 mm or

larger, although sensitivity varies with age, ranging

from 54% to 58% in women below age 40, increasing
to 81% to 94% in those over 65. Sensitivity is also

affected by substantial variability in interpretation

and reading accuracy among radiologists. Specificity

is not quite as high, with about a 15% false negative

rate, meaning that 15% of the cancers may not be seen

usually due to location or masking by dense surround-

ing tissue, such as fibrocystic changes. Because older

women are more likely to present with a mass rather

than calcifications (seen more often in younger

women) and because of age‐related breast changes

such as atrophy of adipose tissue, mammography is

more sensitive in older women.

The optimal interval between screening mammo-

grams is unknown, and practice varies widely. In the

UK, a randomized study compared a screening interval

of 1 year to the standard 3‐year interval, enrolling

women aged 50 to 62. The group undergoing more

frequent screening was found to have more cancers of

slightly smaller size, but the grade and node status were

similar in both groups. The likelihood of diagnosing

cancer was found to be highest with the first screening

examination and dependent on age, decreasing in

follow‐up examinations.

Randomized trials have shown a 26% reduction in

breast cancer deaths as a result of screening women

between the ages of 50 and 74, an effect which may be

greater among women aged 65 to 74 than those aged

50 to 64.

The radiation exposure from mammograms is very

small. It would take about 200 mammograms to

increase a woman’s risk of adverse side effects such as

cancer itself. While decreasing deaths from cancer is a

result of the use of mammograms, identifying breast

cancers at an earlier stage can allow options such as

breast‐conserving surgery and the patient may be able

to avoid aggressive chemotherapy or radiation therapy.
Screening Recommendations

Several different expert panels and organizations have

provided recommendations for the use of mammogra-

phy to screen for breast cancer. While all agree that

screening in women age 50 and older is beneficial,

there is debate over the efficacy of screening women

without a family history of breast cancer under the age

of 49. Benefits of routine screening for breast cancer

with mammography in this age group have not been

solidly proven, though multiple studies have shown a

modest decrease in breast cancer mortality with



. Table 1

Summary of mammography recommendations

USPSTF AGS NCI
AC
OB/GYN

AMA ACS ACR

Age of initial screening 40 40 40 40 40 40
Frequency (years) 1–2 1–2 1–2 1 1 1 1
Recommendations for women greater than 70 years
of age

Yes Yes No No No No No
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screening in this age group. There is also disparity on

recommended frequency of screening, and whether or

not there should be a ‘‘stopping point.’’ This ambiguity

makes the task of screening decisions for older women

more difficult. Most of the expert groups agree that

breast cancer screening should be continued as long as

a woman has a life expectancy of at least 10 years.

>Table 1 summarizes these recommendations.

The US Preventative Services Task Force (USPSTF)

recommends screening mammography with or with-

out a clinical breast examination every 1 to 2 years

for women aged 40 and older. They state evidence

is strongest for using the mammogram between ages

50 and 69. The task force does not make a specific

recommendation of the course to take after age 70.

The American Geriatric Society (AGS) recommends

screening mammograms every 1 to 2 years for women

until age 75. After that age, it is recommended every

3 years for women with a life expectancy of 4 or more

years. The National Institutes of Health, National Can-

cer Institute (NCI), Breast Cancer Screening Forum

recommends that screening for women above age 70

should reflect their general health and risk factors. The

American Cancer Society (ACS), the American Medi-

cal Association (AMA), and the American College of

Radiology (ACR) recommend annual mammograms

beginning at ago 40, but do not provide recommenda-

tions on frequency or age at which to stop screening.

Although the single greatest risk factor for breast

cancer is age alone, older women with a family history

of breast cancer, or current or long‐term (>7 years)

exposure to hormone replacement therapy (HRT) are

at increased relative risk and many of these women

need to be encouraged to continue routine mammo-

graphy screening.
Related Topics

>Breast cancer, >Breast examination, >Cancer,

>Cancer screening
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Janet L. Lowder . Sandra J. Buzney . Lisa M.
Montoni

AManaged Care Organization (MCO) is an entity that

contracts to provide health‐care individuals who are

members of the MCO, often called ‘‘subscribers’’ or

‘‘enrollees.’’ Several types of MCOs exist: the Health

Maintenance Organization (HMO); the Preferred Pro-

vider Organization (PPO); and the Point‐of‐Service
plan. MCOs have increasingly become the norm in the

delivery of health care services over the past 15 years

http://www.americangeriatrics.org/products/positionpapers/brstcncr.html
http://www.americangeriatrics.org/products/positionpapers/brstcncr.html
http://www.ama-assn.org/ama/pub/article/2036-2346.html
http://www.cancer.gov/cancertopics/types/breast
http://www.cancer.gov/cancertopics/types/breast
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because of the high cost of health care. The goal of

MCOs is to reduce the cost of health care by negotiat-

ing lower fees for health‐care services, monitoring

what types of treatments subscribers utilize, and re-

viewing the relative effectiveness of treatments when

compared to their cost.

Most people with health insurance coverage in the

United States participate in some form of MCO avail-

able through their employer. The employer pays the

MCO plan a set amount of money in advance for an

employee’s health care and the employee pays a copay-

ment. Instead of traditional fee‐for‐service health care,

MCOs provide a network of providers employed by or

under contract with it to provide services to the plan

enrollees pursuant to a predetermined compensation

arrangement between the MCO and the providers. The

compensation arrangement may be based on a dis-

counted fee‐for‐service rate or a set monthly fee per

patient, called ‘‘capitation.’’ MCOs perform regular

utilization reviews to ensure that services are both

medically necessary and cost efficient. The design of

MCO plans includes financial incentives to encourage

enrollees to obtain health care services from providers

within their network.

Enrollees in an MCO plan must choose doctors or

hospitals from the plan’s network as part of a cost‐
control feature of the plan. A small number of plans

will allow visits to providers outside the network, but

the enrollee must pay more for those visits. Also, most

plans require the MCO plan’s prior authorization and

referral from the primary care physician (PCP) in

order for a visit to a specialist or nonemergency admis-

sion to a hospital to be covered by the plan.

The HMO, a subset of MCOs, provides prepaid

medical services to enrollees through doctors and hos-

pitals in a broad geographical area. The HMO may

employ its own doctors to provide services to enrollees,

or it may contract with groups of doctors on a monthly

fee‐per‐patient basis. Generally, HMO enrollees experi-

ence more restrictions in medical care choices because

patients are required to use participating physicians

employed by or under contract with the HMO for all

medical care except in the case of a medical emergency.

However, HMOs typically result in fewer out‐of‐pocket
costs or other benefits for the enrollee, such as lower

copayments and deductibles and prescription drug

coverage.

PPOs, another type of MCO, serve a distinct geo-

graphical area. The doctors, who make up the PPO

network of providers contract with the insurance car-

rier to provide services at a prenegotiated, discounted
fee‐for‐service rate. PPOs retain the fee‐for‐service and
freedom of choice aspects of traditional health‐care
delivery systems, and offer enrollees reduced health‐
care costs in exchange for using providers who have

contracted with the PPO. Providers gain access to a

broad patient base in return for discounting their fees.

In addition to agreeing to specified fee schedules, pro-

viders are required to comply with certain utilization

and review guidelines.

Unlike many HMOs, the PPO is never the actual

provider of medical care. Some PPOs may employ a

‘‘gatekeeper’’ control over specialized care—payment

for covered services which the PCP cannot provide is

contingent on a referral from the PCP. The open panel

PPO model, however, allows enrollees to have total

freedom when selecting health care providers by per-

mitting payment for care, even care from a provider

outside the PPO, that is not contingent on referral

from a gatekeeping physician. Enrollees who stay

within the network of providers, however, are

rewarded with lower deductibles and reduced or elimi-

nated coinsurance payments for care given by in‐
network doctors and hospitals.

Point‐of‐service plans offer more flexibility to

choose a physician than an HMO, but are more restric-

tive than a PPO. Point‐of‐service plans combine the

gatekeeper and open panel models of PPOs, and

reward enrollees who stay within the provider network

with additional benefits.

MCOs have become a dominant force in the deliv-

ery of health care. Critics of managed care assert that

cost‐control is achieved by managing care in ways that

lead to a lower quality of care. Without controls, many

feel that developers of managed care products will

continue to prioritize cost containment to the detri-

ment of quality of care and accessibility to health care

services. Contrary to this concern, however, is the

argument that the MCO cost‐containment efforts

have allowed health care to remain affordable and

accessible to a wider group of individuals.
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Marital Satisfaction
Aruna Tummala

Marriage has been described as the most important

and fundamental human relationship because it pro-

vides the primary structure for establishing a family

relationship and rearing the next generation. The

desirability of marriage is reflected in surveys suggest-

ing that 90% of Americans will choose to marry at

some point in their lives. Studies indicate that people

are generally happier and healthier when they are mar-

ried. A good marriage provides individuals with a

sense of meaning and identity in their lives.

Although marriage seems to be a highly desirable

relationship, statistics indicate that marital satisfaction

is not easily achieved. The high rates of divorce bear

testimony to this fact. Between one half and two thirds

of all marriages in the United States end in divorce.

The experience of emotional bonds created by spouses

through mutual relationship is significant for reaching

the state of satisfaction (marital) and fulfilling personal

needs. It is not surprising that researchers have been

intrigued about the nebulous concept of marital satis-

faction. Initial research focused on studying why mar-

riages failed. This approach was abandoned in favor of

studies that looked at what helped marriages succeed.

Studies have looked at marriages of varying duration

and have identified spousal characteristics, marital

characteristics, and more recently marital interaction

processes that contribute to marital satisfaction.

Numerous attempts have been made to identify

the components of marital satisfaction. Fenell used a
consensus‐building technique to narrow down a large

list of marital characteristics to the ten most important

ones in long‐term successful marriages. These ten char-

acteristics, in order from most to least important, were

identified as: lifetime commitment to marriage; loyalty

to spouse; strong moral values; respect for spouse as a

friend; commitment to sexual fidelity; desire to be a

good parent; faith in God and spiritual commitment;

desire to please and support spouse; good companion

to spouse; and willingness to forgive and be forgiven.
Marital Satisfaction in the Elderly

Among the social and demographic changes of the

twentieth century, the spectacular increase in longevity

has had a profound impact on the marriages of older

people. The later decades of marriage, like the earlier

ones, are marked by life events, which result in specific

developmental tasks. Although there is individual var-

iation in the ages at which these events occur, a typical

pattern is that in their fifties a couple enters the post-

parental years of marriage; in their sixties they antici-

pate and deal with retirement; and in their seventies

they are likely to be faced with the prospect of separa-

tion through the death and chronic illness of one of

them. Another new phenomenon faced by couples in

their fifties is that of ‘‘the sandwiched generation.’’

These couples now have interactions not only with

their married children but also with their even older

parents. These interactions may be a source of conflict

or even of support for couples in their fifties.

So, what happens to marital satisfaction across the

life span? Studies show that across cohorts (belonging

to different life stages), marital satisfaction exhibits a

curvilinear, U‐shaped relationship with time as satis-

faction is high at the outset (e.g., honeymoon period),

dips in the middle years, and appears to rise again in

later life. Does this reflect a sampling bias as troubled

marriages may end in dissolution and hence are not

even included in studies of long‐term marriages? Not

necessarily so, as long‐term marriages although indi-

cating stability, are not invariably satisfying to the

partners.

Lauer studied 100 couples married for 45 years or

more to elucidate factors associated with stable and

satisfying marriages. The variables identified by cou-

ples as important to their marriages were: being mar-

ried to someone they liked as a person and enjoyed

being with; commitment to the spouse and to mar-

riage; a sense of humor; and consensus on various

http://www.insurance.wa.gov/consumers/glossary.asp
http://www.insurance.wa.gov/consumers/glossary.asp
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matters such as aims and goals in life, friends, and

decision making. Husbands and wives were strikingly

similar in their responses; thus, men and women per-

ceive the same variables to be critical in the success of

long‐term marriages. Other studies indicate that in

older couples, the resolution of conflict was less

emotionally negative and more affectionate than in

middle‐aged marriages. Compared with middle‐aged
marriages, older couples evidenced reduced potential

for conflict and greater potential for pleasure in several

areas (including children), equivalent levels of overall

mental and physical health, lesser gender differences in

sources of pleasure, and marital interaction in older

couples was associated with more affective positivity

and lower physiological arousal.
Sexual Patterns and Its Relationship
to Marital Satisfaction in the Elderly

Unfortunately there is paucity of research in this area.

Marsiglio and Donnelly examined sexual behavior

among married persons 60 years of age and older

using data from the National Survey of Families and

Households, which showed that about 53% of the

entire sample (aged 60 years and older), and 24%

(aged 76 years and older), reported having had sexual

relations at least once within the past month. While

respondent’s age was significantly related to sexual

behavior, gender or race were not influential variables.

Litzinger and Gordon studied links between commu-

nication, sexual satisfaction, and marital satisfaction.

They found that communication and sexual satisfaction

independently predict marital satisfaction. However,

significant interactions exist between communication

and sexual satisfaction such that if couples are suc-

cessful at communicating constructively, sexual satis-

faction fails to contribute to marital satisfaction.

The marital relationship is one of the most impor-

tant factors influencing the life satisfaction of the

elderly. Marital happiness is a significant contributor

to general sense of happiness. A satisfying marriage

fulfills intimacy needs of the partners and enhances

physical and mental health. However, elderly couples

in today’s era face new challenges associated with pro-

longed longevity. For instance, couples have to deal

with deteriorating neurological disabilities, may have

to be caregivers to spouses with dementia, and are faced

with choices of admitting their spouse into nursing
homes and hospice care. Further research is required

to study the influence of these factors on marital

quality and happiness.
Related Topics

>Coresidence, >Divorce, >Domestic partnerships,

>Emotions, > Identity, >Marital status, >Marriage,

> Sexuality
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Marital Status
Kathleen Franco . John Franco . Mohammed
Alishahie

Marriage, particularly long‐lasting continual relation-

ship, enhances physical and mental health. Even when

one partner has a chronic physical illness, the benefits

are substantial. Some couples can become closer after

serious illness, especially if they remain optimistic,

communicate clearly with one another, and demon-

strate affection. In general, married persons are more

likely than their nonmarried counterparts to be finan-

cially stable, have decent housing and adequate medi-

cal care, and less likely to have unhealthy behaviors.
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Being married is also associated with more favorable

health outcomes, such as greater functional recovery

after hip fracture surgery and a better course of illness

for many chronic conditions.

There is discrepancy in the literature about whether

wives or husbands benefit more from marriage. Con-

sistently married people do live longer than those who

have experienced a dissolution or break‐up even if the

latter individuals remarried. Psychosocial factors in

childhood may also impact the stability of marriage,

and experiencing a parental divorce during childhood

may predict inconsistent marriage as an adult.

Over 75% of men 65 or older are married while

only about 40% of women are married in their later

years. Women above the age of 65 are three times as

likely as men to be widowed, and widowed individuals

have lower morale than their married counterparts.

Although this may continue over time, it is most

intense immediately after the loss. After loss of their

spouse to death, men are seven times more likely to

remarry than are women who have lost their spouse.

People who divorce generally do so before the age

of 65; 5% of men and women 65 years of age or older

are divorced. Individuals who are older feel that

divorce is more emotionally devastating than losing a

job and similar to a major illness. If they do divorce

later in life they worry about the impact on the chil-

dren, similar to younger couples. When divorce occurs

in an older couple, over 30% of the adult children are

supportive, another 20% are accepting of the decision,

but about 50% remain angry and upset.

Older women initiate divorce more often than

men, with nearly 30% reporting physical or emotional

abuse as the primary reason for divorce. Different

values, marital infidelity, and alcohol or chemical

dependency follow as lesser precipitants. Fear of being

alone, not having adequate funds, and never finding

another mate are of the greatest concern at the time of

decision. About 50% report higher stress and 30%

report depression after the end of the marriage. In

addition, both depression and cognitive impairment

are highly correlated with not being married in older

age. Elderly couples presenting for marital therapy may

not be taken as seriously as their younger counterparts.

Approximately 30% remarry, but only 6% to the same

person. Another 4% have sexual encounters episodically

with the former spouse over the next few years. How

the baby boomers will alter these statistics of more

traditional seniors is not yet known.
There are some variations across elders of different

ethnic or religious backgrounds. African Americans

report that divorce has less impact than a major illness

or loss of a job. Baptists report a brighter outlook than

do other Protestants and Catholics.

There is twice as much psychological and physio-

logical stress for caregivers of those with dementia than

with any other chronic illness. People with dementia

who are married are cared for at home for a longer

period of time than their nonmarried counterparts.

Most studies have found religious participation and

similar religious backgrounds are associated with

greater marital stability, higher life satisfaction, and

improved health.

In conclusion, long stable marriages are beneficial

to both physical and psychological well‐being. Couples
who remain respectful, committed, and affectionate

generally cope with life’s hurdles. Those few late life

divorces that do occur are more likely initiated by an

abused wife. A nurturing relationship permits the part-

ner’s greater likelihood of staying in their own home

and a better course with most chronic illnesses.
Related Topics
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Marriage
Anamaria Tejada

Among older adults’ social relationships, marriage

continues to occupy the central position and to have

a strong positive influence on people’s general sense of

well‐being. However, the dynamics of marriage have

been affected by the changing social context. The con-

stant transformation of gender roles over the past 50

years, the increased longevity of the population, and

the changes in the workforce and the health care sys-

tem, have all had an impact on marriage in late life.

The increase in the divorce rate is another factor to

consider. By the time people reach 60 years, approxi-

mately 50% of those who got married in their younger

years will have a long‐term relationship (of 20 years or

more), while the rest will be divorced and remarried or

divorced and remained single. In addition, a higher

number of people are marrying later in life.

In spite of these social changes and the high divorce

rates, marriage continues to be seen as one of the main

sources of comfort and well‐being throughout life. The
marital relationship is the focal point of older adults’

everyday life. It provides structure for daily activities

and partners usually rely on each other to manage not

only the household but also their engagement in social

activities. The closeness, support, and intimacy that

older adults find in marriage are unique, so much

that when people no longer have this relationship

they are at a higher risk for loneliness, isolation,

depression, and multiple health problems. Married

individuals usually report higher levels of morale, psy-

chological adjustment, happiness, and life satisfaction

than nonmarried ones.

Marriage has a documented protective effect on

health. There is evidence suggesting that married peo-

ple tend to live longer and experience less disease than

nonmarried ones. It has also been found that married

adults recover faster from serious illnesses than their

nonmarried counterparts, and that they have a higher

survival rate and longer survival time when faced with

life threatening illnesses like cancer. Married indivi-

duals also report fewer somatic symptoms and seek

less health services than unmarried ones. It is believed

that these benefits are in great part the result of the

social support that marriage provides to the spouses,

but it has also been noted that marriage affords

material or financial benefits that increase married
individuals’ access to health care services. It has also

been documented that the health benefits of marriage

are significantly higher for married men than for mar-

ried women.

Certain events in a couple’s life, like retirement,

have a serious impact on their relationship. Due to

the changes in gender roles and the increase in dual‐
career couples, it is now more common than ever to

have both spouses retiring at the same time. Whether it

is only one or both spouses who retire, the couple faces

a completely new daily routine. Once parenting and

work no longer structure their lives, the couple has the

freedom and the need to choose their daily activities

and to organize their time in new ways. This new

freedom can be positive for the relationship, giving

the spouses more time to spend together and to recon-

nect. Either individually or as a couple, they can now

pursue old interests or develop new ones; there is more

time for leisure and social activities.

Retirement can also have a negative effect on mar-

riage. It might bring financial hardships that lead to an

increased sense of burden and stress. In addition,

retirement forces some couples to face long term ten-

sions and conflicts that were avoided for years thanks

to work and other family responsibilities. In other

cases, after retirement, men become more involved in

household work, which up until then might have been

the wife’s main responsibility, especially if she did not

work outside the home. This may create conflicts if

women perceive their husbands’ activities as an

encroachment on their personal time and space.

Women might also feel that men’s increased time at

home creates new forms of domestic work for them.

Due to the multiple changes in their daily routines and

activities, couples need some time to adjust after retire-

ment, so they can adapt to the new situation and

renegotiate and reorganize their roles at home and

beyond.

In spite of the stress that retirement can bring to the

marriage of older adults, most married couples at this

age report high levels of satisfaction with their relation-

ships. Satisfaction with the marital relationship usually

contributes more to general well‐being than satisfac-

tion with any other relationship. The benefits of mar-

riage are similar for men and women, but women

benefit more from relationships with friends than do

men, and men tend to depend more on their marriages

for their overall life satisfaction than on any other

relationship. This is congruent with the fact that men

become more isolated than women when they lose
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their spouse, and that they tend to remarry more often

than women after the death of a spouse.

Women and men report similar levels of marital

satisfaction, but women who are the caregivers in the

relationship tend to express more ambivalent feelings,

especially if the care they provide does not seem

enough or is not appreciated. Then, being the caregiver

might be experienced as a burden, create conflicts, and

decrease satisfaction. In general, a stable and satisfac-

tory marital relationship in late life offers a buffer to

multiple life stressors.

Given its importance in the overall health and well‐
being of married couples, marital satisfaction is a con-

cept that has received much attention from researchers

and health providers. Marital satisfaction is a subjec-

tive concept developed by the married partners within

a social context that defines their ideals and expecta-

tions. Older adults are usually more satisfied with their

marriages than couples of any other age. Marital satis-

faction tends to be high for young adults, decreases for

the middle aged, and increases again later in life. Older

adults often feel that their marriage has improved over

time. Some believe that this observed higher marital

satisfaction among older adults is the result of the

current divorce rate; those couples who were dissatis-

fied with their marriages have already divorced before

they reach retirement, so those who remain married

are the ones with satisfying marriages.

Men’s and women’s priorities to determine their

marital satisfaction are different; and it is commonly

believed that men tend to feel more satisfied with their

marriages than do women, whereas the relationship

between marital satisfaction and overall happiness is

stronger for women.

There are several theories that attempt to explain

what factors contribute to marital satisfaction. One of

these theories looks at the role of equity, equality, and

reward level. Equity is defined as the subjective percep-

tion of balance between what a spouse contributes to

and gains from the relationship. Older couples tend to

perceive more equity in their marriages than younger

couples. Equality is defined as the subjective percep-

tion that there is a balance in the benefits that both

partners obtain from the relationship. Men tend to

value equity more than women, whereas women prefer

equality over equity. Reward level is the subjective

perception of what a spouse gains from the rela-

tionship in terms of love, status, money, and assis-

tance regardless of what the other spouse receives.

Among the three factors, reward level is the one with
the highest association to marital satisfaction in later

life. Equity, however, becomes less important to older

couples than to younger ones. Older couples are not so

interested in keeping a balance of their contributions

and gains in the relationship, maybe because they feel

that with older age they have less to contribute to the

relationship due to loss in income and physical attrac-

tiveness. As long as they experience a high reward level

from the relationship, they feel satisfied with their

marriage and equity and equality become irrelevant.

As people grow old in marriage, men’s and women’s

priorities for their marital satisfaction become more

similar compared to younger couples.

Health is another major factor that has a strong

influence on the couple’s marital satisfaction. Strug-

gling with poor health lowers the spouses’ psychologi-

cal well‐being. However for men, the relationship has

been observed to be inverse; men who experience more

health problems report greater satisfaction with their

marriages. This could be explained by the fact that men

who are frail tend to value more the care provided by

their wives, and see their marriage as a protective factor

in their lives. Women have lesser expectations of being

cared for by men, given that men tend to die before

women, so they expect adult daughters or daughters‐
in‐law to care for them. This could also explain why

men tend to report higher marital satisfaction than

women. Men tend to overlook marital problems and

hold on to the perception that their marriage is more

positive than it really is. This mechanism has been

called self‐deception.
It has been observed that self‐deception is a strategy

commonly practiced by both partners to maintain

satisfaction with their marriage. Older adults tend to

have a positively biased perception of their marriage;

they tend to hold on to positive memories of their life

together as a way to cope with the stress of growing old.

Couples use this strategy to minimize conflicts or ten-

sions and to maintain a positive view of their relation-

ship. However, this mechanism has been observed to

work only for couples who express marital satisfaction,

so it does not help a seriously troubled marriage. It is

a protective, adaptive mechanism, especially help-

ful when the couple is enduring health or financial

challenges.

In conclusion, marriage continues to be a strong

positive influence in the lives of older adults and to

contribute to their health and overall well‐being. How-

ever, some adults, especially men, might neglect other

relationships in favor of marriage, which makes them
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more vulnerable if they lose their spouse. It is impor-

tant then to encourage older couples to foster and

maintain their lifelong friendships as a protective fac-

tor in the event of losing their spouse.
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Masculinity
Angela Pattatucci Aragón

Masculinity defies a simple definition. It is typically

represented as a set of stereotypical characteristics that

constitute an energy, an essence, or a state of being. But

in this case the whole would appear to be greater than

the sum of its parts. Furthermore, masculinity is his-

torically and culturally specific, and varies between

individuals. So, although we recognize masculinity

when it is encountered, it is impossible to distill the

interacting components into a single, unifying defini-

tion that can be applied in all situations.
The most commonly encountered representation

of masculinity is best described by sex‐role theory,

which proposes that humans unconsciously integrate

archetypical ways of behaving that are appropriate to

their assigned sex from society’s institutions (see

‘‘Femininity’’). Sex‐role theory characterizes masculi-

nity as aggressive, rational, dominant, and objective,

and organizes it as the polar opposite of femininity.

However, life is not so simple. Instead, a majority of

men and women in a given society at a particular point

in time will endorse a hegemonic masculinity. This

means that social processes are organized in cultures

to maintain masculine power by ensuring that subor-

dinate groups view male dominance as fair, reasonable,

and in the best interests of society.

Despite varying standards of masculinity through-

out history, it has always tended to define itself as

different from and superior to femininity. In contem-

porary US culture, hegemonic masculinity is exempli-

fied by physical strength and bravado, suppression of

vulnerability, economic independence, authority over

women and other men, and exclusive heterosexuality

with associated objectification of women. The fact that

few men actually embody all these qualities is of no

consequence. US society supports hegemonic mascu-

linity in its institutions.

Societies tend to value masculinity over femininity.

This is exemplified by the extraordinary efforts in

which couples engage throughout the world to ensure

that they produce at least one son. Furthermore, socie-

ties expend tremendous amounts of energy to guaran-

tee that most males do not stray into the feminine

realm and will idolize hegemonic masculinity. Addi-

tionally, the stereotypical traits embodied within hege-

monic masculinity also are not valued equally. For

example, gay men may exemplify all the qualities of

hegemonic masculinity, but because they fail on the

most valued trait—exclusive heterosexuality—they are

not considered real men.

Hegemonic masculinity reinforces the division of

labor between males and females. Perhaps the most

graphic example of this is that when men enter occu-

pations dominated by women, such as nursing and

elementary school teaching, they receive better salaries,

get promoted faster, and are afforded more respect

than their female colleagues. This disparity continues

into old age, as men are typically better positioned to

reap the benefits of a lifetime of wage‐work. Therefore,
despite all of the advances achieved through hard work
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and dedication of feminists, power is still solidly within

the realm of masculinity.

There is a growing body of academic scholarship on

the study of masculinity, some of which suggests that

masculinity, or the attempt to conform rigidly to hege-

monicmasculinity, can be unhealthy for men. Trying to

be strong, unemotional, and independent can reduce

health‐seeking behaviors, such as cancer screenings and
preventative health measures. Additionally, hegemonic

masculinity is particularly invested in phallic authority,

represented by the erect penis; therefore, normal varia-

tions and natural declines (with age) in penile control

and responsiveness become anxiety‐ridden deviations.

Men are encouraged to take medications to correct this

loss of ‘‘masculinity.’’

The aging process presents a number of adjust-

ments to masculinity that may be stressful for men.

Physical factors such as decreased strength, endurance,

and impotence require psychological adjustment.

Similarly, role changes, such as retirement and the

subsequent reduction or loss of income, can negatively

impact a man’s self‐image. Reconciliation between

aging and masculinity may be easier, however, in cul-

tures which revere and value older men.

Contemporary scholarship on men and masculi-

nity also looks at how masculinity, as a gendered or

sexed identity, is ‘‘performed’’ by subjects. Influenced

by postmodern theory, this scholarship tends to empha-

size agency and resistance, or the ways in which men

and women can change the meaning and impact of

masculinity. There is also an increasing awareness that

hegemonic masculinity and ‘‘whiteness’’ (as in race or

ethnicity) are related, and perhaps, constitute each

other. These theorists argue that nonwhite men are

typically excluded from hegemonic masculinity.

Many traits that are considered ‘‘masculine’’ are also

frequently used to describe ‘‘whiteness’’ (e.g., rational,

civilized, dominant).

New movements have recently emerged that

attempt to reject hegemonic masculinity in lieu of

moving toward a more inclusive social framework. A

notable example is the Mankind Project Network. This

framework defines a mature masculinity as one that

integrates archetypical representations of king, war-

rior, magician, and lover, and seeks to confront the

destructive shadow side of each. For example, the

warrior archetype consists of two opposite and equally

destructive poles—the sadist and the masochist. A

mature masculinity seeks to integrate the opposite
poles for each of the four archetypes and find a center

between them. The Mankind Project Network relies on

the use of ritual and rights of passage as a means of

connecting men to their growth process and the expres-

sion of moral and ethical behavior within society.

It remains to be seen if these new masculine move-

ments represent a true reform of hegemonic masculinity

or if they merely are a new form of accommoda-

tion to women that will result in consolidating male

dominance.
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Massage
Susan Paparella‐Pitzel . Ellen Z. Anderson

‘‘Massage’’ is derived from the Arabic word ‘‘mass’’

meaning ‘‘to press’’ and has been defined by Westland

(1993) as ‘‘the aware and conscience manipulation of

soft tissues of the body for therapeutic purposes.’’

Many ancient cultures developed various systems of



. Table 1

Effects and benefits of massage

Effect Description
Benefits/
Outcomes

Mechanical Movement of body
fluids such as blood and
lymph; movement of
soft tissue such as
muscle,scar,tendons

↓Edema
↓Swelling
↓Pain
↑Flexibility
of tissues
↑Mobility

Physiological At the cellular level,
increase flow of
nutrients and removal of
waste products

↑Mobility
↓Edema
↓Swelling
↓Pain
↓Muscle
spasm

Psychological
and emotional

Promotion of relaxation,
decreased anxiety,
decreased depression

Relief of
pain
Relief of
stress
Release of
tension
Increased
body
awareness

Immunological Enhance immune
function and improved
cell function

↑Relaxation
↓Anxiety
↓Pain
↓Cortisol
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massage to promote health and healing. Contempor-

ary approaches of massage have included bodywork

techniques such as strain–counterstrain, myofascial

release, craniosacral therapy, shiatsu, acupressure,

Rolfing, and applied kinesiology.

Some may consider massage to be a luxury, a form

of self‐indulgence to deal with tension and feel more

relaxed. Others may think of massage as a way to

manage more specific conditions such as pain, swel-

ling, scar tissue adherence, and muscle or tendon

tightness. Whether recreational or therapeutic, know-

ing and distinguishing between the different benefits

that can be derived from various massage approaches

can help consumers to determine the best intervention

for their given condition or goal. Persons will also find

it helpful to be familiar with the wide range of practi-

tioners who are skillful in applying massage for a

variety of different purposes and conditions. Examples

of such practitioners include physical therapists,

nurses, chiropractors, osteopaths, athletic trainers,

and massage therapists.

For the purposes of this review, massage will be

limited to classical western massage, which includes

techniques that have ancient roots, but have been

used traditionally in Europe and the United States

since the nineteenth century. The application of mas-

sage may produce multiple or simultaneous effects.

The benefits of massage and the effects of massage

have been well described in the scientific literature,

and are summarized in >Table 1.

Persons should be aware that the effects depicted in

>Table 1 do not necessarily occur with every massage

session and individual results may vary based on age,

health status, and receptivity. Consumers, therefore,

should be clear about the benefits they are hoping to

achieve thorough massage. It is recommended that a

person choose a practitioner who can not only exam-

ine a client’s status and is skillful in applying massage

techniques, but also able to determine if massage will

help the client achieve his or her goals.

The most reported benefit of massage is in the area

of stress reduction and health promotion. Stress can be

defined as a general feeling of fatigue and tension.

Psychological consequences of stress can include

decreased coping behaviors and alteration of mood

patterns. Physiological changes associated with stress

include high blood pressure, increased respiratory rate

and heart rate, changes in levels of glucose, cortisol,

adrenaline/noradrenaline, and alterations in blood

flow rates to muscle.
In addition to cognitive and behavioral therapies,

effective stress management often includes massage as

a strategy to promote relaxation by heightening body

awareness and increasing sensory feedback. In several

studies, massage was demonstrated to be effective in

reducing both hypertension and rapid respiration.

Anxiety and depression are conditions that are dis-

tinct from stress, but frequently accompany stressful

situations. Symptoms common to anxiety are muscle

tension, palpitation, sweating, and insomnia. Symp-

toms common to depression include decreased concen-

tration, irritability, and insomnia. Often a combination

of symptoms is presented. As anxiety, depression, or

stress become chronic, men and women are likely to

respond to muscle tension, pain, and fatigue with

abnormal sitting and standing postures as well as

changes in movement patterns. Massage would then

be used as a tool to produce the additional changes

needed for proper body alignment as well as the

necessary physiological and psychological changes.

Researchers have investigated massage as an inter-

vention for depression, sleep disorder, and abnormal
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behavior in adults with dementia and Alzheimer’s dis-

ease (AD). In these studies, massage appears to be

helpful in reducing depression and anxiety and

improving relaxation. Reduction in agitation and dis-

ruptive behaviors during activities of daily living is also

noted. The research suggests that massage for adults

with dementia and AD can be administered by a

trained practitioner, a family member, or a caregiver.

Older adults can suffer from reoccurring tension

and migraine headaches, which may or may not be

associated with stress. Several researchers have demon-

strated that massage, when administered as part of a

pain management regimen, is beneficial for reducing

the severity and duration of headaches. Although the

mechanism of how massage can affect headaches

requires additional investigation, researchers suggest

that massage can directly affect the soft tissue impair-

ments that lead to abnormal muscular tension and

irregular blood flow patterns commonly found with

headaches and migraines.

A comprehensive pain management treatment

program for conditions such as rheumatoid arthritis,

joint and back pain in older adults often includes rest,

exercise, massage, heat, cold, patient and family educa-

tion, prescribed medications, and psychosocial sup-

ports. Researchers suggest that clients achieve the best

results when a combination of medication, exercise,

and massage is implemented. Clients should outline

their desired effects (> Table 1) and seek practitioners

who can integrate various strategies and explore

appropriate options for reducing pain and improving

function.

The management of scar tissue also requires a

comprehensive treatment plan. Whether the scar is

from surgery, traumatic injury, or the consequence of

a burn the scar will benefit from mobilization through

massage. It is believed that massaging scar tissue will

encourage improved alignment of collagen fibers,

allowing the scar to soften in appearance and become

more flexible. Scar tissue can bind down and limit the

range of other tissues or underlying organs. For exam-

ple, massage to a postsurgical scar from a knee replace-

ment surgery can facilitate increased mobility of the

tissues over the knee cap and promote increased range

of motion at the knee. Unfortunately, massage does

not appear to produce changes in subcutaneous fat

distribution, cellulite, or change in body contours. To

maximize the benefits realized through scar tissue

mobilization, exercise, proper stretching, and thermal

modalities may also be necessary.
For active older adults seeking an enhanced sense of

well‐being and general wellness, recreational massage

can be complement to a healthy lifestyle. Although a

massage after heavy work or intense exercise may bring

relief, researchers are still uncertain about the specific

mechanisms involved and possible long‐term benefits.

Nevertheless many recipients will often report a sense

of calm and relaxation following a massage. This feel-

ing may be due in part to the massage and in part due

to the time spent away from one’s hectic day or life.

Regardless, a regular or occasional recreational mas-

sage can be helpful in promoting a healthy lifestyle.

The benefits of massage have been well documen-

ted in the scientific literature. To reduce stress and

improve overall health, men and women should con-

sider working with a practitioner who can administer

therapeutic massage as part of a health and wellness

program. Regardless of one’s condition, however, it is

important to find a practitioner who can examine your

condition and assist you in determining if massage will

help you to reach your desired outcome or goal.
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Mastectomy
Elizabeth Cogbill . Carol Wood . Edith Burns

The term ‘‘mastectomy’’ is defined as the surgical

removal of all or part of a breast, sometimes including

excision of the underlying pectoral muscles and regional

lymph nodes; it is usually performed as a treatment for
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breast cancer. Surgical diagnostic evaluation, staging,

and treatment have evolved as imperative parts of breast

cancer management over the past several decades.
Surgical Options

At one time, radical mastectomy was the primary form

of surgical treatment if a breast tissue abnormality was

detected. This procedure involves removal of the

breast, overlying skin, pectoralis major and minor

muscles, and the axillary contents. The modified radi-

cal mastectomy is a less extensive surgery than the

radical mastectomy, involving complete removal of

the breast tissue and underlying fascia of the pectoralis

muscle, and some of the axillary nodes.

Another type of mastectomy is called a segmental

mastectomy, in which the cancerous breast tissue and a

larger area of normal breast tissue around it are removed.

Lymph nodes under the arm and the lining over the

chest muscles below the tumor may also be removed.

The least invasive approach is breast‐conserving surgery
(BCS), which involves removal of the tumor along with

surrounding noncancerous skin. Excision of the least

amount of breast tissue that can be spared is the goal of

this procedure. The goal of these surgical procedures is

excision of a breast mass to remove all cancerous tissue,

as well as circumferential noncancerous tissue, or ‘‘mar-

gins.’’
Recommended Treatments

Recommendations for a particular surgical approach

and subsequent adjuvant therapy depend in part on

the histological type of cancer, with the type of adju-

vant therapy also dependent on the success of the

surgical excision. For example, ductal carcinoma in

situ (DCIS) is the early, precancerous condition in

which abnormal cells are found in the lining of a breast

duct and have not yet spread outside the duct. In the

treatment of DCIS, current guidelines include radical

mastectomy or modified mastectomy as a surgical

option. However, in recent years, the use of mastectomy

to treat DCIS is being replaced by breast‐conserving
treatment plus irradiation. There are no randomized

studies comparing the two approaches. Separate trials

of each approach have yielded comparable results for

recurrence and mortality. Recurrence of invasive

DCIS is reduced from 13.4% to 8.2% with either
surgical approach alone, and to 3.9% with addition

of radiation. This benefit was seen for all subgroups of

patients, including women over 70. The long‐term
studies demonstrated a 1% death rate from breast

cancer after 8 years. The combination of BCS and

hormonal treatment with tamoxifen, a nonsteroidal

estrogen antagonist, has shown similar benefits.

Treatment recommendations for Stage I, II, IIIA,

and operable IIIC breast cancer also include mastect-

omy. In the case of invasive disease, separate proce-

dures are advised for diagnosis/staging and treatment.

The presence of certain characteristics such as positive

axillary nodes (cancer cells in the lymph nodes of the

armpit), extensive intraductal involvement, a palpable

lesion (i.e., a lump large enough to feel on examina-

tion), and lobular histology (cancer cells arising in the

milk‐producing glands) are less likely to result in resi-

dual malignancy or to recur if more extensive excision

is performed. Current recommendations have yielded

similar results for recurrence rates and mortality, and

are comprised of the following options:

1. BCS plus radiation

2. Mastectomy or modified mastectomy

3. Mastectomy with reconstruction (immediate or

delayed)

BCS is inadvisable for multifocal disease (breast

cancers in which there are multiple tumors arising

from the original cancer) or for individuals with col-

lagen–vascular disease (a group of conditions in which

the immune system reacts against collagen, a compo-

nent of connective tissues, such as tendons, bone, and

vascular structures). In other cases, the procedure ulti-

mately chosen is a function of patient preference.

Recent meta‐analyses comparing radiation therapy

after surgery to surgery alone have revealed no clear

differences in overall survival at 20 years. The decrease

in breast cancer deaths in the radiation groupmay have

been counterbalanced by an excess of deaths from

other causes. Women with node‐positive breast cancer
who receive radiation therapy appear to have a better

survival rate.
Breast Cancer Recurrence

The rate of local breast cancer recurrence or residual

disease following surgery alone is significant, with an

average as high as 15% in some studies. Postsurgical

radiation therapy significantly delays and reduces the
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risk of local recurrence when combined with any of the

described surgical procedures. Postsurgical hormone

therapy also reduces recurrence rates, both with

and without radiation treatment. The more conserva-

tive surgical approaches have yielded comparable or

superior survival rates especially when combined with

adjuvant therapies.
Risk

Mastectomy is not without risk, though most women

recover with no complications. The risks of mastect-

omy are the same as the risks of any surgery, including

bleeding, infection, and reactions to anesthesia or

medications used during the surgery. Some women

experience a condition called lymphedema following

mastectomy, in which the arm on the mastectomy side

swells. This occurs rarely and only after a mastectomy

involving lymph node removal.

Women at high risk of developing breast cancer

(those with known breast cancer‐related genes such

as BRCA1 or BRCA2) can opt to undergo a prophy-

lactic mastectomy, or removal of the breasts, before

detection of suspicious lesions. Women found to have

certain types of breast tissue abnormalities are also at

high risk for developing breast cancer, and should be

given the option of prophylactic mastectomy as well.

The two types of abnormal breast tissue findings for

which this treatment option is considered are called

atypical hyperplasia and lobular carcinoma in situ

(LCIS). The decision to undergo a prophylactic mas-

tectomy should be made by the individual at risk. The

patient should be given information about all of her

options as well as sufficient time and counseling before

making a decision. Women contemplating a prophy-

lactic mastectomy should know that breast cancer

can still possibly occur following the procedure,

despite apparent complete removal of breast tissue.

This information should be presented to the patient

before her decision.
Mastectomy and the Elderly

Overall, surgical treatment of breast cancer should be

more dependent on tumor characteristics and staging

than on patient characteristics such as age. Survival

and freedom‐from‐recurrence rates are similar in

women aged above 65 compared to those younger
than 65. In older women with breast cancer, mastecto-

my options should be discussed and selected on an

individual basis. Recovery time and pain, as well as

cosmetic results, are all important variables for women

to consider when mastectomy is presented as the

primary treatment option.
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Masturbation
Sana Loue

Masturbation refers to the manual excitation by one-

self or by another person of an individual’s sexual

organs, often to orgasm. Masturbation activities can

include only manual stimulation, or may be augmen-

ted by viewing pornography or by using any of various

www.cancer.org
www.breastcancer.org
http://www.cancer.gov/cancertopics/pdq/treatment/breast/HealthProfessional/
http://www.cancer.gov/cancertopics/pdq/treatment/breast/HealthProfessional/
http://www.cancer.gov/cancertopics/pdq/treatment/breast/HealthProfessional/
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forms of autoeroticism, such as sex toys or costumes.

Some individuals are able to achieve orgasm only

through masturbation. Masturbation of oneself or

one’s partner can be a healthy component of a sexual

relationship.

Masturbation often begins in adolescence or earlier

and is believed to decrease in frequency with advancing

age. This decrease may be due to any of several factors

including the availability of a regular sexual partner

who is willing and able to engage in intercourse, the

effect of various medications on sexual functioning,

and/or the development of physical disabilities that

limit the ability to engage in sexual activity.

Masturbation has been found to relieve stress and

depression. Claims have been made that masturbation

is responsible for any number of human ailments

including ‘‘madness,’’ blurred vision or blindness,

headaches, unattractiveness, nymphomania, and an

inability to feel desire for members of the opposite

sex, but there is no medical or scientific evidence for

these assertions. In past eras, however, such beliefs

provided the basis for medical ‘‘treatment’’ of mastur-

bation, which included clitoridectomy (the removal of

the clitoris) or clitoral cauterization (a procedure to

eliminate sensation in the clitoris) in women or the use

of certain drugs in men to prevent sexual arousal.

Individuals raised in conservative traditions that pro-

hibit masturbation may, however, experience feelings

of guilt. Additionally, frequent masturbation may

result in temporary soreness and, in men, a temporary

reduction of the volume of ejaculate.

Masturbation is also the safest of all sexual prac-

tices, apart from complete abstinence from any sexual

activity, because it involves the least risk of pregnancy

and of transmitting disease, such as syphilis, gonor-

rhea, HIV, or other sexually transmitted diseases. It is

important when sharing toys for masturbation that the

toys be cleaned properly to avoid sharing infections.

The sheathing of sex toys with a condom or dental dam

has also been recommended in order to reduce the

absorption of bodily fluids into the material in order

to reduce further the risk of transmitting disease

between users of the toys and to reduce the possibility

that an individual who had a sexually transmitted

disease will unknowingly reinfect himself or herself.

Fingers and toys should not be moved between the

mouth, vagina, or rectum without first cleaning them.

Many religious faiths maintain that masturbation is

sinful. In some faiths, this belief stems from the use of

coitus interruptus by Onan in Genesis:
" And Onan knew that the seed should not be his; and it

came to pass, when he went unto his brother’s wife,

that he spilled it on the ground, lest that he should

give his seed to his brother. And the thing which he

did displeased the Lord: wherefore he slew him also

(Genesis 38: 7–9).
The term ‘‘onanism,’’ once used to refer to the

practice of masturbation, derives from this passage.

Thomas Aquinas, a theologian of the Catholic Church,

classified masturbation as an ‘‘unnatural vice,’’ placing

it the same category as zoophilia, masturbation, ped-

ophilia, and nonprocreative sex.

A significant amount of slang has developed

around masturbation. A new slang term arose follow-

ing the forced resignation of the former Surgeon Gen-

eral of the United States, Dr. Jocelyn Elders. Because

she lost her position after mentioning the possibility of

including masturbation in school curricula, the act of

male masturbation has become known as firing the

surgeon general.
Related Topics

> Sexual behavior, > Sexuality
Suggested Readings

Lacqueur TW (2003) Solitary sex: A cultural history of masturba-

tion. Zone Books, New York
Medicaid
Beth E. Quill

Medicaid was established in 1965 through the Title

XIX of the Social Security Act. This federal–state

program was developed to finance health care for

low‐income persons, specifically the categorically

needy and the medically needy. Categorically needy are

those receiving Aid to Families with Dependent Chil-

dren (AFDC) (now Temporary Assistance for Needy

Families) and those who receive Supplemental Security

Income (SSI) because they are aged, blind, or disabled.
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All states must cover categorically needy. The medically

needy are those who have enough money to live on,

but not enough to pay for medical care. The link to

cash assistance is a defining characteristic of the pro-

gram and makes this an entitlement program.

Financed by general tax revenues, the Medicaid

program is a cost sharing program between the states

and the federal government. The federal government

contributes roughly 57% of the cost and states pay the

balance. The eligibility and benefit structures are deter-

mined by each state. In particular, the state defines the

scope, amount, and duration of services. Each state

defines the eligibility for classification as medically

needy, for example. A state Medicaid program must

provide the minimum services: (a) inpatient and out-

patient hospital services; (b) skilled nursing facilities;

(c) physician services; (d) home health care; and

(e) early and periodic screening, diagnosis, and treat-

ment (EPSDT) of children under age 21 who are eligi-

ble. Pregnant women and children must be provided at

no cost to the beneficiary. Dental services, prescribed

drugs, eyeglasses, intermediate care facilities, and other

services are optional services and states may offer any

or all of these. Deductibles (a set amount the patient

must pay before Medicaid pays) are not permitted and

co‐pays (a percentage of charges paid by the patient)

generally do not apply. Eligibility for cash assistance is

also defined by the state and determines which parents

in families can enroll in Medicaid, although most

recipients do not receive cash assistance.

Medicaid provides coverage to many of the sick and

disadvantaged in the society. Children and their par-

ents constitute the majority of the program’s bene-

ficiaries (73%) but account for only a quarter of

the spending. Individuals with disabilities and older

people who are poor (or the dually Medicare and

Medicaid eligible) also receive services through Medi-

caid. This group of beneficiaries incur the highest per‐
capita expenditures, and consume disproportionate

amounts of Medicaid dollars. Medicaid covers 40% of

all poor individuals, 50% of all low‐income children,

and one in six Medicare beneficiaries. Medicaid’s role

as a primary source of long‐term care, gap coverage for

Medicare, and major source of coverage for the dis-

abled is likely to continue with the increasing growth

of the elderly population.

The costs of Medicaid have risen through a combi-

nation of increased enrollment (from 4 million in 1966

to 47 million in 2002) and medical inflation. Total

health care expenditures have had the fastest growth
since 1991 and have created significant challenges

for the federal and state governments in delivering

Medicaid services. State‐funded Medicaid spending

increased by 11% from fiscal year (FY) FY2000 to

FY2001. Thirty‐eight states reported that Medicaid

spending exceeded budgeted amounts (FY2001).

Declining Medicaid revenue and increased Medicaid

spending created budget gaps in 43 states. State Med-

icaid expenditure increases are most notably due to

prescription drugs, enrollment increases, increased

cost, and use of medical services and provider fees

and long‐term care expenses. Selected actions by gov-

ernment intended to address these concerns have influ-

enced the benefits available to Medicaid beneficiaries.

In the early 1990s, states concerned about the growing

uninsured in their states, submitted applications for

waivers under Section 1115 of the Social Security Act.

This allowed states flexibility in modifying eligibility,

payment methods, and other program characteristics,

including enrollment of beneficiaries in managed care

plans, as an attempt to reduce costs and accommodate

increasing enrollment. Managed care, with its focus on

cost containment and provision of services, was an

attractive approach for the Medicaid program. Most

states developed Medicaid Managed Care Programs

for their beneficiaries. In 2002, more than 50% of

Medicaid beneficiaries were enrolled in managed care

arrangements with 40% enrolled in health mainte-

nance organizations (HMOs) and prepaid health plans.

Access to health care through the Medicaid program

is comparable to private insurance for low‐income

populations. Further, Medicaid has been a ‘‘gap’’ insur-

ance, and a safety net program for the sickest and the

frailest in the society. Medicaid provides coverage for

mental health and substance abuse services, expensive

drugs for treatment of AIDS, and rehabilitation ser-

vices not covered by private insurance. Medicaid pays

for 44% of nursing home expenditures, one sixth of

drug costs, and one half of state mental health services.

Almost all nursing home, intermediate care facilities,

mental and home health care expenditures are on

behalf of the elderly and disabled. This group accounts

for 85% of drug expenses and more than one half

of inpatient and outpatient services and one half of

physician expenses. While Medicare is an essentially

universal program for people above age 65, it has

substantial gaps in coverage: the near absence of long‐
term care; the limitation of drug coverage; and the

existence of cost‐sharing provisions place burdens on

low‐income elderly.
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The Medicaid program fills the gaps for those with

dual coverage (Medicare and Medicaid eligible). Ben-

eficiaries have full Medicaid services as a supplement

to Medicare and therefore have long‐term care and

prescription drug coverage. As the population ages,

long‐term care is expected to quadruple by 2050. Med-

icaid is currently the largest payer of long‐term care,

and increasingly, elders become eligible by ‘‘spending

down’’ their resources to qualify for the Medicaid long‐
term care provisions. While most of the expenditures

are for nursing home services, high costs and prefer-

ence for many individuals to stay in their homes

have led states to expand their coverage for home and

community‐based services. A recent federal action, The

Medicare Prescription Drug Improvement and Mod-

ernization Act of 2003, provides a transition from

Medicaid prescription drug program to Medicare

Part D effective January 1, 2006. Medicaid beneficiaries

will then have their drug expenses, as well as assistance

with Medicare costs covered. Despite these changes,

the process of eligibility and documentation require-

ments poses administrative barriers for many elderly.

Such barriers are considered to have been responsible

for low rates of participation of low‐income elderly

individuals in the Medicaid program.

Medicaid is noted to be a successful program for

the poor and the elderly. Yet the reliance upon the state

and federal economy creates vulnerability for the ben-

eficiaries. In more prosperous times, benefits across

states may vary less and individual programs may

begin to address the needs of beneficiaries. In times of

economic distress, however, benefits may be restricted

through eligibility, cash assistance, and scope of services

or duration of benefits. Public health challenges include

sustaining critical health services for the elderly, con-

trolling expenditures, and creating a fit between Medi-

caid and other health plans. Reform of Medicaid and

minimizing the state‐to‐state variability of services have
been a focus of public policy debate for the last decade

and will be on the health care agenda for the foreseeable

future.
Related Topics

>Access to health care, > Federal poverty level,

>Health insurance, >Health maintenance organiza-

tions, > Long‐term care, >Managed care, >Medicare,

>Nursing home
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Medical Imaging
Jyoti Aneja . Ashish Aneja

Medical imaging underwent a revolution in the twen-

tieth century and is rapidly becoming more patient‐
friendly and efficient. In general, two types of medical

imaging exist and from the layperson’s perspective, the

differences are important to know. Medical imaging

can be x‐ray‐based, which is a powerful beam that

penetrates the body and can be associated with side‐
effects if the exposure is sustained over long periods of

time. Most people (except pregnant women) need not

be concerned about this aspect because radiation expo-

sure from a single x‐ray film is not sufficient to result in

any damage. X‐ray‐based medical imaging consists of

plain x‐rays, special x‐rays including tomograms, con-

trast‐based x‐rays, fluoroscopy, computerized axial

tomography (CAT/CT) scans, and bone‐density mea-

surements. Non‐x‐ray or nonradiation‐based imaging

techniques consist of ultrasonography and magnetic

resonance imaging (MRI) scanning. Positron emission

tomography (PET) and other nuclear imaging techni-

ques that utilize radioactive substances also pose some

radiation exposure.
Ultrasonography

Ultrasound is a technique that utilizes very high fre-

quency sound waves (beyond the audible limit) to

create images from inside the human body. This involves

no radiation, is noninvasive, painless and widely avail-

able. The preparation is minimal and depends on the

purpose of the scan. For upper abdominal scanning
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(liver, spleen, pancreas, gallbladder) patients are

instructed to fast (eating and drinking) for about 12 h.

For lower abdominal scans, patients are required to

drink plenty of water for 1 to 2 h before the procedure

in order to have a full bladder, thereby displacing the air‐
filled intestinal loops out of the way and creating a

clearer image. Ultrasound is most commonly utilized

for imaging organs within the abdomen such as the liver,

the gallbladder, the pancreas, the kidneys, the urinary

bladder, the uterus, and the ovaries. Ultrasound can help

a physician determine the source of pain or infection

in the abdominal cavity and also in the evaluation of

superficial structures like the thyroid gland and the

scrotum (testicles) for any abnormal growths or cysts.

To start the procedure, a clear gel is applied to the

skin surface for better sound conduction and therefore

better quality images. A transducer, which acts as a

generator and detector of sound is pressed firmly

against the skin, is used to send high‐frequency sound

waves through body tissues, which are reflected back as

echoes. Once the transducer receives the reflected sound

waves, they are processed into pictures by a computer.

The examination usually takes less than 30 min.

The scan that produces images of the heart is called

an echocardiogram. It helps to determine the thickness

and movements of the heart wall. It also assesses the

function of the heart valves and blood flow across these

valves. Another major ultrasound type is the Doppler

examination that examines blood flow through major

arteries and veins. It can identify blood clots in leg

veins (deep vein thrombosis) and blood flow through

arteries of the legs, neck, and the brain. A Doppler

examination requires the patient to abstain from cigar-

ettes and tobacco for 2 h before the test since nicotine

can constrict blood vessels. Ultrasound is often utilized

as an aid to invasive procedures such as removal of

fluid from around the lungs, the heart, and in the

abdomen. It can also be used to guide biopsies of

suspicious areas and to remove abnormal collections

such as pus from organs like the liver and kidneys.
CT Scanning

CT scan is a widely available and highly specialized

technique that uses a computer to combine several

x‐ray images producing pictures resembling ‘‘slices’’

of the human body, much akin to slices of a loaf of

bread. Newer CT scans termed ‘‘spiral’’ or ‘‘helical’’

are superfast, can produce detailed three‐dimensional
images, and are significantly more accurate than their

recent counterparts. They are used primarily to detect

problems such as tumors, bleeding, trauma, or infec-

tion within most body organs including the brain,

chest, and abdomen, and are especially useful in

patients who cannot undergo an MRI. The machine

itself is a large ringlike device with a table in its center,

where the patient lies. CT scans are especially accurate

in the detection of bony fractures and infections, and

are now being used for the diagnosis of blood clots in

lung arteries (pulmonary embolism) and the detection

of blockages in arteries to the heart.

From the patient’s perspective, an ordinary CTscan

by itself produces no pain or discomfort but may

require fasting, especially with scans of the abdomen

that often necessitate drinking a contrast material to

obtain better picture quality. Some people occasionally

find the ring too small and may feel ‘‘claustrophobic,’’

but this can usually be overcome with sedating or anti-

anxiety medication. An iodine‐based contrast material

is often injected into the patient’s vein to define organs,

tumors, and infections with significantly enhanced

accuracy. This contrast material can occasionally

cause itching, a rash, hives, or a feeling of warmth

throughout the body. In rare instances, the reaction

can be severe and life threatening by interfering with

breathing and may require treatment with epinephr-

ine, steroids, and antihistamines such as Benadryl and

even artificial breathing support. Intravenous contrast

can occasionally damage the kidneys, and this risk is

higher in patients with dehydration, diabetes, diure-

tics, and those with previously damaged kidneys.

In addition to their diagnostic utility, CT scan

images can be used as a guide by specialized radiolo-

gists to accurately detect biopsy‐suspected tumors,

drain pus from body structures and cavities, and

remove bodily fluids for analysis and cultures, with a

significantly reduced risk of complications compared

with open surgical technique.
MRI Scanning

MRI uses a very powerful magnetic field and pulses of

radio wave energy to produce detailed and accurate

images of body structures and organs, which are then

processed by a computer. It does not pose any radia-

tion hazard. Being expensive, it is most often per-

formed in cases where x‐ray, sonography, and CT

scanning are considered inadequate. MRI is most
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useful in imaging of the brain and can provide invalu-

able information about stroke, tumors, aneurysms,

infections, demyelination (seen in multiple sclerosis),

and bleeding that often cannot be obtained accurately

from a CT scan. It is the most accurate test for diag-

nosing structural problems such as infections and

tumors within the spinal cord and vertebrae. MRI is

currently being used to create accurate images of the

heart especially when echocardiography is limited. It

can also be used to accurately diagnose tears or aneur-

ysms of the largest artery in the body, the aorta, which

can be serious and often life‐threatening conditions. In
the abdomen, MRI is often used for safe and accurate

imaging of the liver, pancreas, and the gallbladder. It is

the most accurate test for diagnosing problems with

joints such as the knee, hip, ankle, wrist, and shoulder.

The results help to determine whether the patients

need to undergo arthroscopic or open surgical treat-

ment. It also helps with the accurate diagnosis of bone

infections, especially common in diabetics with open

leg wounds.

MRI does not require fasting but does require

removal of all metallic objects such as hearing aids,

jewelry, dentures, and watches before entering the

suite. Credit card magnetic strips can be erased of

their information if brought into the MRI suite. Any-

one with metallic devices in their body including metal

pins or fragments, pacemaker, artificial limb, metal

clips in the brain, metallic tattoos, or medication infu-

sion pumps should notify their health‐care provider.

Those in professions involving working with metal

should also notify their health‐care provider. Since

the MRI machine is usually a narrow tubelike struc-

ture, claustrophobia or feeling confined is common.

This problem can often be addressed with the newer

open MRI machines, which have a wider tube, but are

not commonly available. Once on the table, a device

called the coil may be wrapped over the part of the

body to be scanned. The MRI apparatus produces

tapping and whirring sounds like a fan and requires

the patient to be still for 30–45 min while images

are being acquired. Earplugs are usually provided. The

patient is often alone in the scanner suite but

can communicate with the technician through inter-

com. Sometimes, MRI requires the administration

of contrast material that is not iodine‐based but

can occasionally cause allergies, hives, and precipitate

asthma. Patients with severe kidney problems

and sickle cell disease usually cannot get this contrast

material.
MRI can also be used to look at blood vessels and

blood flow through them. This technique is called MR

angiography (MRA) and is especially useful in defining

blood flow to the brain.
X‐Ray

An x‐ray is the most commonly performed diagnostic

examination. Almost 50% of all x‐rays ordered routinely
are chest x‐rays to evaluate the chest for conditions like

pneumonia, heart failure, cancer, and emphysema. An

x‐ray is also used to produce a picture of the legs, arms,

and spine to evaluate any fracture, dislocation, infec-

tion, tumors, and diseases like osteoporosis.

Patients are required to use an x‐ray gown and

remove all metallic objects such as hearing aids, jew-

elry, dentures, and watches. The body part to be

imaged is then pressed against a photographic plate.

The technologist then activates the equipment, which

sends a beam of x‐rays through. For chest or abdomen

x‐rays, the patient is required to take a deep breath and

hold it in order to decrease the chances of a blurred

image. The procedure is painless, though the recording

plate may feel cold. Special care is always taken to

ensure maximum safety for the patient by using the

correct x‐ray beam energies. If an abnormality is

found, additional tests like CT/MRI may be needed,

which are helpful in creating a more detailed picture of

tissues, organs, and joints.

Examples of specialized x‐rays include angiograms,

barium x‐rays, and fluoroscopy. Angiograms are per-

formed by injecting a dye (opaque to x‐rays) into an

artery or vein of the patient and the subsequent visua-

lization of blood flow and vessel lumen by continuous

x‐ray imaging. Barium x‐rays utilize either oral or

rectal administration of a contrast material that clearly

outlines the lining of the food pipe, the stomach, the

small and the large intestines. It is useful in evaluating

a patient’s ability to swallow properly and to detect

ulcers or blockages in the small intestine. In the large

intestine, it can be used to detect polyps and cancerous

growths. Fluoroscopy consists of the continuous or

real‐time imaging of a patient’s bones or soft tissues

to enable the physician in performance of specialized

procedures. An enhanced form of x‐ray technology

called dual‐energy x‐ray absorptiometry (DEXA) is

used to detect osteoporosis accurately. Mammography

uses a low‐dose x‐ray system to examine the breasts.

This is used as a screening tool to detect early cancer in
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women and also to diagnose breast disease in women

with symptoms like lump, pain, and discharge.
Related Topics

>Abdominal pain, >Bone strength, >Cancer,

>Multiple sclerosis, >Pneumonia
Suggested Resources
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Medical Malpractice
Marshall B. Kapp

Medical practice and its practitioners are regulated in a

variety of ways. One of the most significant mechan-

isms for regulating health care provider behavior in the

United States is the private civil tort system that

encompasses individual professional liability and med-

ical malpractice lawsuits brought by, or on behalf of,

patients against their professional caregivers.

A comparatively small number of medical malprac-

tice claims are predicated on a theory of breach of

contract. In such litigation, the patient/plaintiff claims

that express promise made by the physician about the

outcome or method of treatment has not been fulfilled.

The overwhelming majority of malpractice lawsuits

are based instead on a theory of tort, which means a

civil wrong (as contrasted with a crime) caused by the

violation of a duty stemming from something other

than a contract. Within the provider–patient relation-

ship, a tort is committed by a violation of the provi-

der’s fiduciary or trust obligations to always act in the

patient’s best interests.

A small percentage of the tort actions brought

against health care providers allege intentional wrong-

doing, such as battery for physically invading the

patient’s bodily integrity by doing some procedure

without appropriate permission. However, the major-

ity of malpractice cases are predicated on a theory of
negligence or unintentional (albeit legally blame-

worthy) deviation from accepted professional stan-

dards. Medical negligence may occur through the

failure to supply an individual (or the proxy decision‐
maker for a decisionally incapable person) with the

information necessary to make a truly informed,

voluntary choice about a particular intervention. Neg-

ligence also may take place through poor quality, pro-

fessionally unacceptable provision of patient care.

Most plaintiffs’ complaints in professional liability

cases allege both lack of adequate informed consent

and the substandard performance of medical services.

In any negligence action, the plaintiff must prove the

presence of four elements to obtain a favorable verdict.

An inability to meet the burden of proof—convincing

the jury by a preponderance of the evidence—regarding

any of these elements warrants dismissal of the case.

First, the plaintiff must show the professional owed

the plaintiff a duty of due care; this responsibility is

established by virtue of the existence of a professional–

patient relationship. The duty or standard of care owed

is that degree of knowledge and skill generally pos-

sessed and practiced by competent, prudent profes-

sional peers under similar circumstances. Second,

because the American malpractice system is based

on the concept of fault, the plaintiff must show the

health care provider breached or violated the accepta-

ble standard of care.

The third thing a successful malpractice plaintiff

must establish is that physical, financial, or emotional

injury or damage was suffered. One main purpose of

awarding monetary damages in a tort action is to

attempt to make the injured victim whole again, or

returned to the position or condition existing before

the negligence, to the extent that money can achieve

that objective.

Finally, proof of the element of causation is essen-

tial. The plaintiff must convince the jury, to a reason-

able degree of medical certainty, that the injury was

directly (proximately) brought about by the defen-

dant’s violation of duty. That is, either ‘‘but for’’ (sine

qua non) the defendant’s negligence the plaintiff ’s

injury would not have happened or the negligence

was one substantial factor in bringing about the injury

and, moreover, there were no intervening, superceding

factors that would explain the injury.

In many medical malpractice cases, there are multi-

ple defendants. Depending on the facts, individual

professionals and the institutions or agencies that

employee them or grant them practice privileges may

http://www.medicinenet.com
http://www.radilogyinfo.org
http://www.webmd.com
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all be named in a lawsuit. Health care institutions and

agencies might be held liable, solely or jointly, for

malpractice under theories of vicarious liability for

employing (in fact or in appearance) the negligent pro-

fessional or direct liability for negligence in credential-

ing or supervising affiliated professionals, or otherwise

failing to fulfill independent fiduciary responsibilities

toward the patient.
Related Topics

> Informed consent
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Medicare
Beth E. Quill

Medicare (Title XVIII) of the Social Security Act is a

federal health insurance program inaugurated in July

1, 1966. The program is the major health insurance for

those above 65 years of age, who are covered by the

Social Security system, regardless of income. Amend-

ments to the Social Security Act in 1972 extended the

benefits to those who do not meet the criteria for the

regular Social Security Program, but who are willing to

pay a premium for coverage. Further amendments in

1973 extended benefits to those entitled to Social

Security disability benefits or those who suffer from

chronic renal disease requiring a kidney transplant or

routine dialysis. Since 1966, the number of enrollees

has expanded, and the medical expenditures increased,

making Medicare a major budget item for the federal

government. In 2004, the Medicare program had 42

million enrollees (expected to grow to 70 million by
2030) and spent more than $309 billion a year

(expected to nearly double by 2030). About 10% of

Medicare beneficiaries, almost all of them are chroni-

cally ill, account for three fourths of the Medicare

program expenditures each year. While enrollees

increase about 1% each year, expenses increase by 7%

and this is likely to expand with a growing elderly

population, an extended life span, and evolving drug

and medical technologies for primary, secondary, and

tertiary care.

Medicare is comprised of two primary parts: Part A

and Part B and recent expansion of benefits in Part D.

Part A of Medicare is the hospital insurance part,

funded by Social Security taxes. Coverage includes

hospitalization, care in a skilled nursing facility, home

health care, or hospice care. The Medicare program has

deductibles (set amount the patient must pay before

Medicare begins to pay) and co‐pays (a percentage of

charges paid by the patient). Benefits may also have

time limitations on the amount of coverage. Hospital

care expenses and skilled nursing home expenses are

not paid by Medicare beyond specified number of

days, for example. Hospital care accounts for 55% of

Medicare expenses. Medicare’s share of nursing home

expenditures has risen from 3% (1990) to 12% (2003).

Expenditures for home health care are 12% and expen-

ditures for hospice have doubled. Medicaid, which is

another source of payment after Medicare expires, cov-

ers 50% of nursing home expenditures (2004).

Part B of Medicare is Supplemental Medical Insur-

ance. While it is optional and must be paid for as a

Social Security deduction, most elderly enroll in Part B.

This part of Medicare pays for reasonable physician

charges, inpatient and outpatient medical and surgical

services, supplies, physical and speech therapy, ambu-

lance and diagnostic tests, clinical laboratory tests,

blood, home health care, and outpatient diagnosis

and treatment. Similar to Part A, limitations on the

amount of payments and deductibles apply. Physician

services, for example, are partially covered after the

deductible has been met.

Managed care, a planned approach to control

health care costs, has been enrolling Medicare benefi-

ciaries since the 1990s. A primary incentive is that the

Medicare program allows beneficiaries to opt out of

the traditional fee‐for‐service program and voluntarily

enroll in a Medicare‐approved health maintenance

organization (HMO), provided that the beneficiaries

reside in an area that is served by one or more
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Medicare‐approved HMOs. Medicare HMOs typically

offer more comprehensive benefits than traditional

Medicare Parts A and B, are less costly than additional

private insurance, and have a lower average out of

pocket spending than Medicare beneficiaries overall.

Approximately 18% of the nation’s 42 million benefi-

ciaries are enrolled in managed care plans. Recently,

however, a number of HMOs have declined to partici-

pate in the Medicare program or narrowed their

service areas and the availability of HMOs is variable

by geographic area. Access to Medicare providers and

facilities continues to be a challenge for elderly citizens.

About one in seven Medicare beneficiaries do not have

a usual source of care or have not seen a physician

when they needed medical care.

Persons over the age of 65 years use 23% of the

ambulatory care visits, 48% of hospital days, and 69%

of home health services. With increasing availability of

community‐based services, nursing home utilization

has decreased. Recently, Medicare has expanded bene-

fits for community services (adult day care) and assis-

tive devices to support elderly in their homes and

community. Three preventative services for immuni-

zations and seven services for health screenings are

now covered. Whereas most elderly are covered by

Medicare, it does not provide complete coverage.

Gaps in coverage create significant personal out‐of‐
pocket expenses for vulnerable elderly beneficiaries.

Supplemental insurance, purchased by the majority

of Medicare beneficiaries, has emerged as an option for

the elderly to lower copayments, cover more services

and decrease out‐of‐pocket expenses. The transferral of
private insurance into an insurance that covers what

Medicare does not is called Medigap insurance. Private

insurance may require premiums, deductibles, and

copays for beneficiaries. Medicaid, a second option

(10% of those who have supplemental insurance), pro-

viding some assistance for the poor and vulnerable, also

offered prescription drug benefits for those eligible until

January 2006, at which point such coverage became

available through Medicare Part D. The Medicare

Savings Plan (Qualified Medicare Beneficiary Program)

that generates cost savings to low‐income beneficiaries

in the Medicaid program is another option, although

participation in this program has been low.

Despite these advances, drug benefits and long‐
term care costs top the list of uncovered services.

While most adults indicate they have a health problem

that requires medication on a regular basis, only 55%
of those 50 to 64 years of age and 49% of those 65 to 70

years of age noted that their insurance covered pre-

scription costs. The elderly, in particular, report high

out‐of‐pocket drug costs that often compete with other

expenses of daily living. The Medicare Prescription

Drug Improvement and Modernization Act of 2003

represents the most substantial expansion of Medicare

since the program was enacted. Beginning in 2006,

beneficiaries will have access to a prescription drug

benefit (Part D) subsidized through Medicare and

available through private plans. Medicaid beneficiaries

will be transferred to this program December 31, 2005.

The plan, however, has a deductible and benefit gap

that may leave some elderly, especially those with

chronic conditions such as those with diabetes or

chronic lung disease, paying full price or experiencing

interruptions in benefits.

Long‐term care of elderly beneficiaries presents

several challenges. With advancing age, nursing home

residency increases to more than 20% of the elderly

above the age of 85 residing in nursing homes com-

pared to 1% of those 65 to 74 years. Medicaid and

personal resources become the primary financial

resources used for nursing home care when Medicare

covered days is exhausted. While most nonnursing

home elderly live with family members, nearly one

third of the elderly live alone and are more likely to

be women. Elderly women frequently live longer than

men, have more chronic diseases, and are more likely

to live alone (except for those above 85 years). Seventy‐
nine percent of elderly report at least one of seven

chronic diseases, 31% of persons 85 and older reported

visual impairment, and 26% reported hearing impair-

ments. Thus, financing for home and community

health services, chronic disease management, and

skilled nursing and custodial care continue to be

major programmatic areas of priority.

The challenge for program officials is to keep Med-

icare program efficient, effective, and equitable in pro-

viding coverage for a broad scope of services, while

containing costs. The public health challenge is to

maximize the functioning of a growing elderly popula-

tion, who will likely continue to be large consumers of

health care through preventive and treatment services.

Notably, quality of life and end of life issues will influ-

ence the public policy discussions. Therefore, it is

expected that Medicare, a major federal financer of

health care programs, will continue to be at the heart

of public policy debates.
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Medicare Supplemental
Insurance
Brandy L. Johnson

Medicare supplemental insurance, also known as Med-

igap, is private insurance that provides supplemental

health care insurance to Medicare beneficiaries. Indi-

viduals over the age of 65 are qualified to receive

Medicare. Therefore, only individuals 65 and older

qualify for Medigap policies.

Medicare provides two different types of coverage:

Medicare Part A and Medicare Part B. Medicare Part A

provides beneficiaries with coverage for inpatient hos-

pital care, inpatient skilled nursing facility care, home

health care, and hospice services. However, Medicare

Part A does not cover certain expenses. For example,

beneficiaries are still responsible for the hospital deduc-

tible. Medicare Part A also does not cover the hospital

coinsurance payments that begin after a beneficiary is in
the hospital for over 60 days. In 2005, the daily co‐pay
for days 61 to 90 was $228.00 for a benefit period.

Starting on the 91st day, beneficiaries can choose to

begin to draw on a ‘‘lifetime reserve,’’ which is a

60‐day, nonrenewable buffer. While using this reserve,

beneficiaries must pay a daily co‐pay of $456.00. Ben-
eficiaries do not have to use their lifetime reserve, but

they would become responsible for all payments in

full. Medicare Part A does not cover any hospital

services beyond 150 days. It should be noted that a

benefit period ends, and a new one begins, when the

beneficiary has not received hospital or skilled nur-

sing care for 60 days in a row and there is no limit on

the number of benefit periods.

Medicare Part B provides coverage for outpatient

and physician services. Medicare Part B also provides

coverage for durable medical equipment, prosthetic

devices, supplies incident to a physician’s services,

and ambulance transportation. Like Medicare Part A,

Medicare Part B does not relieve beneficiaries of all

expenses. Medicare Part B, for instance, has an annual

deductible. Medicare Part B also has a 20% coinsur-

ance payment and beneficiaries may be responsible for

any charges above Medicare’s approved charge.

Medigap insurance is meant to help policyholders

by providing coverage for services and equipment not

covered by Medicare Part A or Medicare Part B. As

stated earlier, Medigap policies are only available to

individuals who are 65 years of age or older. An addi-

tional qualification is that the individual must be

enrolled in Medicare Part A and Medicare Part B.

Thus, in addition to the monthly premium for Medi-

care Part B, $88.50 in 2006, the beneficiary will have to

pay the premium for the Medigap policy. If a benefi-

ciary pays the Medigap premium, the Medigap policy

is guaranteed to be automatically renewed each year. A

Medigap policy only provides insurance coverage for

the policyholder and, accordingly, cannot be applied

toward the medical costs of the spouse of a policy-

holder.

In 2000, Jennifer Weiss, a Policy Analyst for Med-

icare Rights Center, reported that the Congressional

Budget Office had found that being covered by Medi-

gap insurance increases a person’s use of health services

by 24%. Thus, access to Medigap equates to increased

access to health care. However, a study performed in

2003, revealed that beneficiaries with a Medigap had

the highest out‐of‐pocket spending on health care.

While those with only Medicare, on average, paid

$2,560.00 on health care, those with Medigap policies

http://www.cdc.gov/nchs/data/hus/hus05.pdf
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paid $5,130.00 in out‐of‐pocket expenses. In consider-

ing these numbers, it must be remembered those ben-

eficiaries who only have Medicare did not have to pay

supplemental insurance premiums.

Medigap policies are sold by private insurance

companies. However, insurance companies are only

allowed to sell a beneficiary one policy and all of the

Medigap policies are required to comply with state and

federal law. Beginning in 2006, there will be 12 Medi-

gap policies available to Medicare beneficiaries. These

policies are referred to as Plans A through L. Each plan

offers a different combination of benefits, but the plans

are standardized. Therefore, benefits under a Plan A

Medigap policy will be the same despite the identity of

the insurance company selling the policy. As a result,

the only difference between Medigap policies sold by

different insurance companies is the cost.

Medigap policies A through J all contain the basic

benefits. The basic benefits apply to both Medicare

Part A and Medicare Part B coverage. As applied to

Medicare Part A, the basic benefits include the follow-

ing: (1) coinsurance for days 61 through 90 of a hospi-

tal stay; (2) coinsurance for days 90 through 150 of a

hospital stay; and (3) up to 365 more days of a hospital

stay during the beneficiary’s lifetime, once all Medicare

hospital benefits had been exhausted. As applied to

Medicare Part B, the basic benefits consist of coverage

for all coinsurance or copayments amounts after the

beneficiary pays the Medicare Part B yearly deductible.

If a beneficiary needs blood, the basic benefits of Med-

igap plans will cover the first three pints of blood.

Other benefits offered in Medigap policies include:

� Payment of the skilled nursing facility coinsurance.

Medicare Part A provides coverage for the first

20 days in a skilled nursing facility. Beneficiaries

are required to pay daily coinsurance payments for

days 21 through 100. In 2005, the coinsurance

payment was $114.00 a day. A Medigap policy

that includes coverage for the skilled nursing

facility coinsurance will pay for the beneficiary’s

coinsurance payment for days 21 through 100.

� Foreign travel emergency coverage. This coverage

provides coverage for 80% of the emergency med-

ical costs the beneficiary receives while outside of

the United States. There is a yearly deductible but

the policy will provide up to $50,000.00 of coverage

during the beneficiary’s lifetime.

� At‐home recovery coverage. The policy will provide

coverage for help with activities of daily living if the
beneficiary is already receiving skilled home care

covered by Medicare. Activities of daily living

include tasks such as bathing and dressing. A Med-

igap policy that includes at‐home recovery will pro-

vide coverage for at‐home help for up to 8 weeks

after the beneficiary no longer needs skilled care.

However, coverage is limited to $40.00 a day, seven

visits per week, or a total of $1,600.00 a year.

� Preventative care that is not covered by Medicare.

Medigap policies that provide for preventative care

will cover preventive services ordered by a doctor,

such as routine annual check‐ups or hearing tests.

The coverage is limited to $120.00 a year.

� Coverage for Medicare Part B excess charges. Medi-

gap policies that include Medicare Part B excess

charges provide coverage for the difference between

the amounts that the doctor charges andMedicare’s

approved charge.

Before purchasing a Medigap policy, Medicare ben-

eficiaries must decide what combination of benefits

best fits their needs. The benefits offered under each

plan are as follows:

1. Plan A. Plan A includes the basic benefits.

2. Plan B. Plan B includes both the basic benefits and

the Medicare Part A hospital deductible.

3. Plan C. Plan C includes (1) the basic benefits; (2) the

Medicare Part A hospital deductible; (3) the skilled

nursing coinsurance; (4) the medicare Part B deduc-

tible; and (5) foreign travel emergency coverage.

4. Plan D. Plan D includes (1) the basic benefits; (2) the

Medicare Part A hospital deductible; (3) the skilled

nursing coinsurance; (4) foreign travel emergency

coverage; and (5) at‐home recovery coverage.

5. Plan E. Plan E includes (1) the basic benefits; (2) the

Medicare Part A hospital deductible; (3) the skilled

nursing coinsurance; (4) foreign travel emergency

coverage; and (5) preventative care coverage.

6. Plan F. Plan F includes (1) the basic benefits; (2) the

Medicare Part A hospital deductible; (3) the skilled

nursing coinsurance; (4) foreign travel emergency

coverage; (5) the Medicare Part B deductible; and

(6) 100% coverage for Medicare Part B excess

charges.

7. Plan G. Plan G includes (1) the basic benefits; (2) the

Medicare Part A hospital deductible; (3) the skilled

nursing coinsurance; (4) foreign travel emergency

coverage; (5) coverage for 80% of a beneficiary’s

Medicare Part B excess charges; and (6) at‐home

recovery coverage.
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8. Plan H. PlanH includes (1) the basic benefits; (2) the

Medicare Part A hospital deductible; (3) the skilled

nursing coinsurance; and (4) foreign travel emer-

gency coverage.

9. Plan I. Plan I includes (1) the basic benefits; (2) the

Medicare Part A hospital deductible; (3) the skilled

nursing coinsurance; (4) foreign travel emergency

coverage; (5) 100% coverage of a beneficiary’s Med-

icare Part B excess charges; and (6) at‐home recov-

ery coverage.

10. Plan J. Plan J includes (1) the basic benefits; (2) the

Medicare Part A hospital deductible; (3) the skilled

nursing coinsurance; (4) foreign travel emergency

coverage; (5) 100% coverage of a beneficiary’s

Medicare Part B excess charges; (6) the Medicare

Part B deductible; (7) preventative care coverage;

and (8) at‐home recovery coverage.

11. Plan K. Plan K includes (1) coinsurance for days

61 through 90 of a hospital stay; (2) coinsurance

for days 90 through 150 of a hospital stay; and

(3) up to 365 more days of a hospital stay during

the beneficiary’s lifetime, once all Medicare hospi-

tal benefits had been exhausted; (4) 50% of the

Medicare Part B coinsurance after the beneficiary

pays the Medicare Part B yearly deductible;

(5) 100% of the coinsurance for preventative

services; (6) 50% of hospice cost sharing for all

Medicare Part A covered expenses and respite care;

and (7) 50% of the first three pints of blood or

equal amounts of packed red blood cells per calen-

dar year. Additionally, the beneficiary must meet a

$4,000.00 out‐of‐pocket limit before the policy

provides coverage for the beneficiary’s coinsur-

ance under Medicare Part A or co‐payments

under Medicare Part B.

12. Plan L. Plan L includes (1) coinsurance for days 61

through 90 of a hospital stay; (2) coinsurance for

days 90 through 150 of a hospital stay; and (3) up

to 365 more days of a hospital stay during the

beneficiary’s lifetime, once all Medicare hospital

benefits had been exhausted; (4) 75% of the Med-

icare Part B coinsurance after the beneficiary pays

the Medicare Part B yearly deductible; (5) 100% of

the coinsurance for preventative services; (6) 75%

of hospice cost sharing for all Medicare Part A

covered expenses and respite care; and (7) 75%

of the first three pints of blood or equal amounts

of packed red blood cells per calendar year. The

beneficiary must meet a $2,000 out‐of‐pocket
limit before the policy provides coverage for the
beneficiary’s coinsurance under Medicare Part A

or co‐payments under Medicare Part B.

Prior to 2006, Plans H through J provided prescrip-

tion drug coverage. However, Medicare began provid-

ing prescription drug coverage in 2006. As a result,

Medigap plans will no longer be offering prescription

drug coverage. If a policyholder bought one of the

Medigap plans that offer prescription drug coverage

before January 1, 2006, the policyholder will be given

the opportunity to decide whether the plan or the

new federal prescription drug program will best meet

their needs.

Medigap policies are not right for every Medicare

beneficiary. For example, if a beneficiary also qualifies

for Medicaid, there is no need to purchase a Medigap

policy. Medicaid typically covers all the gaps in Medi-

care coverage. Medigap policies are often not appro-

priate for beneficiaries that qualify for the Qualified

Medicare Beneficiary Program or for those who are

dually Medicare and Medicaid eligible.

The best time to purchase aMedigap policy is during

the beneficiary’s open enrollment period. The open

enrollment period begins once a beneficiary signs up

for Medicare Part B. The open enrollment period lasts

for 6 months. During the open enrollment period, an

insurance company cannot turn the beneficiary down or

charge more due to a past or present health condition.

Once the open enrollment period ends, however, insur-

ance companies are free to turn a beneficiary down,

refuse to issue a policy under the beneficiary’s desired

plan, or charge a higher premium.
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Medication Management
Deborah J. Gould

As scientific research has advanced in identifying

causes and risk factors for numerous diseases, the

pharmaceutical industry has been able to develop med-

ications to treat these causes and risk factors. For

instance, when research established that elevated cho-

lesterol increases the risk of developing cardiovascular

disease, a whole new class of drugs was developed to

lower cholesterol level. In the United States, the Food

and Drug Administration (FDA) is the government

agency responsible for approving the use of new med-

ication. The protocol for testing new drugs involves

three stages of clinical trials, with the final stage not

occurring until after the new medication has been in

use for several months to several years. For example,

the drug Celebrex(TM) was found to be effective for the

treatment of arthritis but later found to significantly

increase the risk of cardiovascular disease. The atypical

antipsychotics were found to be an effective treatment

for schizophrenia and other psychotic disorders, but

were then found to affect lipid metabolism and were

implicated in the development of diabetes mellitus.

The prolonged review process is designed to ensure

the safety and efficacy of new medications.
Perhaps the largest group of individuals at risk for

developing complications from medication manage-

ment of their illnesses is the elderly. People aged 65

and older accounted for 12.4% of the population of the

United States in the year 2000, and by 2030 they will

account for almost 20% of the population. During the

twentieth century the life expectancy in developed

countries increased by 71% for women and 66% for

men. The average life expectancy in developed coun-

tries is now 76 to 80 years of age. The leading causes of

death in developed countries have changed from infec-

tious diseases and acute illnesses to chronic and degen-

erative diseases. Thus, people are living longer but with

chronic illnesses that require the use of medication. As

the number of illnesses increase with age, so does the

number of medications an individual may be pre-

scribed. Although individuals aged 65 and over cur-

rently constitute 12% of the population in the United

States, they account for 32% of the prescriptions used.

For older adults, the average number of medications

used is two to six prescription drugs and one to three

over‐the‐counter drugs.
Drug interactions are more common as the num-

ber of drugs being used increases, and the risk of

complications is exponential rather than additive

each time a new drug is added. It is estimated that

medication‐related deaths are greater than 100,000

people per year with a cost of more than $85 billion.

If medication‐related deaths were considered illnesses

they would rank as the fifth leading cause of death.

There are several reasons why older adults are more

susceptible to developing complications from medica-

tions. As stated earlier, they are more likely to be on

multiple medications because of the increased number

of chronic illnesses such as arthritis, cardiovascular

disease, bladder dysfunction, and dementia. In addi-

tion, older adults metabolize drugs more slowly than

younger adults. Most medications are broken down

(metabolized) by the liver and then excreted by the

kidneys. The presence of multiple drugs decreases the

ability of the liver to metabolize each separate drug

because there is a limited availability of the enzymes

required to perform this function. A normal physiolo-

gic change occurs in the ability of the liver and kidneys

to perform these functions as people age. By the age of

65, kidney function has decreased by 50%. The liver

decreases in size, decreasing the rate of metabolism of

drugs in preparation for renal excretion. The percent

body fat increases, lean body mass decreases, and

plasma volume decreases. All of these changes that

http://www.medicareadvocacy.org/FAQ_Medigap.htm
http://www.medicareadvocacy.org/FAQ_Medigap.htm
http://www.medicare.gov/publications/pubs/pdf/02110.pdf
http://www.medicare.gov/publications/pubs/pdf/02110.pdf
http://www.AARP.org
http://www.medicareadvocacy.org
http://www.medicare.gov/
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are associated with aging can affect the distribution of

drugs in the body and how long medications remain in

the system. It is the accumulation of drugs in the

system that causes complications, and in older adults

the problem is increased.

In an attempt to decrease morbidity and mortality

from adverse drug reactions, several organizations have

conducted studies to elucidate the problem, especially

in the older adult population. Some of these organiza-

tions include the Institute of Medicine (IOM), the

Centers for Medicare and Medicaid Services (CMS),

and the Agency for Healthcare Research and Quality

(AHRQ). The ‘‘Beers criteria’’ is a list of medications

that are problematic for the elderly and has been used

by nursing home facilities and geriatricians in the past

decade. The list is periodically revised as new medica-

tions enter the marketplace. This list mentions indivi-

dual medications to avoid in the elderly because of the

increased risk of falls, hip fractures, confusion, and

gastrointestinal disorders. It does not, however,

address the issue of medication combinations.

There are several resources available to ascertain the

potential harm of certain drug combinations (see

‘‘Suggested Readings’’). The most accessible is the

information printout provided by pharmacists when

prescriptions are obtained. However, there is no such

information provided for over‐the‐counter medica-

tions or for herbal medicines. The FDA does not over-

see herbal medications and therefore quality control

and information on drug interactions are lacking.

Individuals often do not perceive these agents as

medication and fail to inform physicians of their

use. In the United States, the use of herbal medicines

both to treat acute illnesses and to prevent future

health problems has increased over the past decade.

An estimated 20% of the population uses or has used

herbal medicines. The use of herbal medicines may

increase the risk of adverse drug reactions. Adverse

reactions may occur as a result of the effects of the

herbal medicine itself or by increasing blood levels of

prescribed medications. For instance, St. John’s Wort

is an herbal medicine used for depression. Alone,

it can prolong the effect of some agents used in

anesthesia and when combined with other antide-

pressants can cause what is known as ‘‘serotonin

syndrome.’’ Serotonin syndrome consists of restless-

ness, confusion, and headaches caused by an excess

amount of serotonin in the system. Another example

is Ginkgo biloba, a herb used to improve memory.
When used by individuals taking anticoagulants,

Ginkgo biloba can increase bleeding.

Despite the potential harm that medications can

cause, their use has increased longevity and improved

the quality of life for countless individuals. Some of the

dangers posed by the use of medications can be averted

with the implementation of simple guidelines. For

example, before adding a new drug to counteract the

side effects of another drug, a drug without those side

effects might be substituted. Individuals need to

inform their primary care physicians of all drugs they

are taking, including prescription medications, herbal

medicines, over‐the‐counter medications, and alcohol.

With this knowledge the physician can be aware of

potential drug interactions. Adverse drug reactions

need to be reported to the FDA and added to existing

databases. This is particularly true for new medications

and for medications in the postmarketing phase of

FDA approval. Families and physicians need to be

especially aware of the increased risk of drug interac-

tions in the elderly. In the elderly, much lower doses of

most medications are needed than in the younger

population.

In summary, the knowledge of diseases and the

number of medications to treat them have increased

substantially over the past few decades. With an under-

standing of how drugs are metabolized and an aware-

ness of potential drug interactions, the number of

adverse drug reactions can be reduced. Focusing on

the older adult population is important because of the

increased vulnerability to adverse drug reactions and

drug interactions. From a public health perspective

reducing the incidence of complications from drug

therapy would decrease morbidity and mortality

for individuals and would significantly impact on the

public cost of treating these complications.
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Meditation
Dahlia Fuentes

According to the Meditation Society of America, med-

itation is a process involving concentration, unbroken

attention on the object of meditation, and contempla-

tion, which leads to a state of consciousness that brings

serenity, clarity, and bliss. Almost three‐quarters of

adults aged 50 and older now use some form of alter-

native healing, including meditation.

Although drawn from Buddhist and Hindu teach-

ings, the variety ofmeditation disciplines and techniques

can be practiced concurrently with other religious tradi-

tions. Awareness of breathing and posture are impor-

tant components of meditation, where the meditator

is to maintain a vertical spine to the best of their ability.

A simple and common meditation technique entails

focusing the mind on an object of choice, preferably a

meaningful word or object, and repeating the word

silently, while having awareness of where this focus

takes the mind, heart, and breath. The practice of med-

itation involves the ability to bring the mind back to the

object, as the mind wanders. Over time, the meditator

experiences an increase in self‐awareness, as the mind

wanders less and becomes calmer.

There are mental, spiritual, and health benefits

associated with meditation. Studies have shown that

regular meditation practice can reduce mental health

symptoms such as depression and anxiety, and can

improve a person’s functional status and quality of

life. The acknowledgment of feelings, hopes, thoughts,

and fears provides a context where anxieties about

physical and mental functioning may be faced, felt,

and understood. Regular meditation has also been

shown to lower blood pressure, reduce stress levels,

and reduce somatic symptoms of persons with medical

diagnoses. For older adults, meditation has the poten-

tial to improve memory, attention span, and release

them from stereotypes such as them being ill and frail.
According to the founder of Integrative Yoga Ther-

apy, meditation increases the level of enzymes that slow

the aging process. Furthermore, a study of Transcen-

dental Meditation practitioners found that long‐term
meditators, who had meditated regularly for at least

5 years, were physiologically 12 years younger than

their chronological age, as measured by a reduction of

blood pressure. Other tests, such as auditory threshold

and near‐point vision, have also been utilized by

scientists to distinguish a person’s biological age

from his or her actual chronological age.

Although some argue that much research still

needs to be conducted to substantiate the connection

between meditation and health benefits, meditation

seems to have earned its place as a popular comple-

mentary approach to better health and longevity.

Recent polls and studies have shown that many US

medical schools now offer complementary and alter-

native medicine course work, managed care organiza-

tions are providing some coverage for such therapies,

and health care teachers and professionals are learning

relaxation techniques and trying nonconventional

treatments at about the same rate as the general public.

The 2000 Health and Retirement Survey found that

71% of older adults aged 50 and above used some form

of alternative medicine in 2000, including chiroprac-

tor, acupuncture, massage therapy, breathing exercises,

herbal medicine, and meditation.
Related Topics
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health practices, >Massage, >Yoga
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Melanoma
Leslie K. Dennis

Melanoma of the skin is increasing faster than any

other cancer in the United States. The mean age at

diagnosis of melanoma is 57 years. However, mela-

noma increases with age, so is a common development

as people age. Melanoma is a cancer of the skin that

occurs when pigmented skin cells begin to grow out of

control. Since it begins in the cells that produce skin

color, dark‐skinned people are naturally at much lower

risk of melanoma compared to fair‐skinned individuals.

Thus, melanoma is a disease primarily found in whites

and is less common among people with darker skin.

Melanoma is often deadly, unlike basal cell and squa-

mous cell skin cancers, which are usually curable. How-

ever, if found at an early stage, melanoma can usually be

cured.Melanoma often appears as a brown or black spot

on the skin, sometimes developing from a mole that has

been present for a long time. Melanoma rarely causes

obvious symptoms such as pain.

In 2005, an estimated 59,580 people were diag-

nosed with melanoma in the United States with an

estimated 7,770 deaths due to melanoma. Thus, mela-

noma accounts for about 5% of all new cancers in

2005. The incidence rate over age 65 is more than

four times the incidence rate below age 65. In fact,

nearly 40% of all new melanoma cases are diagnosed

in individuals 65 years of age or older. The rate of new

melanomas is 20 times higher in whites than in blacks

and is highest in white populations living near the

equator. More than 80% of melanomas are found at

an early, curable stage. Over 95% of patients diagnosed

with early stage melanoma, and only 16% of those

diagnosed at advanced stage melanoma are alive after

5 years—hence the importance of early detection. The

5‐year survival rate is slightly lower among those 65

years of age or older, however, with 60% of all mela-

noma‐related deaths occurring to individuals in that
age group. This compares with 14% and 17% for those,

respectively, in the 45 to 54 and 55 to 64 age groups.

People with sun‐sensitive skin are at increased risk

of melanoma. Measures of an individual’s sun sensi-

tivity include light skin color, light hair color, light eye

color, tendency to sunburn, inability to tan, and pre-

sence of freckles. Studies have also shown melanoma to

be related to an increased number of common moles

and especially, abnormal or dysplastic moles (typically

moles with a diameter greater than 6 mm). Both stu-

dies of total body mole counts and of mole counts on

the arms have shown that an increased number of

moles are related to a higher risk of developing mela-

noma. Early sun exposure, such as childhood sun-

burns, may cause moles to develop. While other risk

factors for melanoma, including adult sun exposure,

may help change moles into melanoma.

Ultraviolet (UV) radiation is the main environ-

mental factor responsible for the development of skin

melanoma, as well as precursor lesions such as com-

mon moles. Sunlight is the major source of UV radia-

tion. Various types of sun exposure are associated with

melanoma, ranging from severe sunburns, occupational

activities, vacation sun exposure, beach activities,

other recreational activities, cumulative or chronic sun

exposure, and early migration to sunny places. The

most consistent risk factor for melanoma has been

sunburns. The damage from sunburns can cause an

increase in melanoma in the area that was burned, but

sunburns also appear to suppress the skin’s immune

system. This allows melanomas to occur in nonsun‐
exposed skin. While dark‐skinned people are naturally

at lower risk of melanoma, recent studies suggest

there is a higher risk of melanoma with prolonged

sun exposure after developing a tan. Growing up in a

sunny location or spending a large amount of time in

the sun also appear to be important. This is impor-

tant because as people age, they accumulate more

chronic sun exposure. Studies show that both inter-

mittent sun exposure (sunburns and sunny vacations)

and total sun exposure (over many years) are risk

factors for melanoma.

A second source of UV radiation is from artificial

exposures including tanning salons, tanning beds, or

sunlamps. Prior to the 1980s, sunlamps only irradiated

a localized area of skin and emitted primarily lower

spectrum UV light. Tanning units now available at

home or at tanning salons can irradiate nearly 100%

of exposed skin. Such units may provide up to 30 times

the exposure level of similar time spent in the sun.

www.meditationsociety.com
http://nccam.nih.gov/
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There appears to be more than a 50% increase in

melanoma risk among sunlamp or tanning bed users,

with a greater risk associated with more use.

Sunscreens are thought to protect skin from sun-

burns and many other harmful effects of the sun.

Consequently, some professionals suggest that the

use of sunscreen can reduce the risk of developing

skin cancers by preventing sunburns. However, recent

studies have suggested an increased risk of melanoma

among sunscreen users. Skin sensitivity to the sun may

distort the association between sunscreen use and mel-

anoma, since sun‐sensitive individuals are more likely

to use sunscreens. Studies that have accounted for sun

sensitivity, suggest no association between sunscreen

use and melanoma. The lack of a protective effect of

sunscreen use may represent the failure of people who

use sunscreen to apply enough sunscreen needed for

protection, or may reflect a long period of time

between protection from sun exposure and develop-

ment of melanoma. If so, it may be necessary to wait

several decades to see if proper application of high sun

protection factor (SPF) sunscreen (SPF>15) is truly

protective against melanoma. Additionally, the lack of

a protective effect of sunscreen use may represent pro-

longed sun exposure among individuals who use

sunscreen. Using sunscreen to prolong sun exposure

likely increases one’s risk of melanoma.

The use of sunless chemical tanners or bronzers has

increased dramatically in recent years. The tanning

effects of sunless tanning products can last 5 to 7

days. However, the UV protection is shorter lived

than the color change. Some dermatologists suggest

that using sunless tanning products prior to sun expo-

sure only in conjunction with using sunscreens while

outdoors may reduce UV damage. Many dermatolo-

gists recommend use of sunless tanning products over

intentional sun exposure or tanning bed use for their

patients that insist on tanning.

Risk of melanoma can be reduced by following

these tips: (1) reduce your sun exposure, particularly

between 10 a.m. and 2 p.m.; (2) wear protective cloth-

ing while in the sun or use a sunscreen with an SPF of

greater than 15; (3) when applying sunscreen use a

palm‐full of sunscreen and then reapply it every two

hours; (4) wear protective clothing or use sunscreen

even on hazy days or days with light cloud cover; (5) do

not use sunscreen to prolong your time in the sun.

If you have a strong desire for a tan, use a sunless

tanning product and combine it with sunscreen while

in the sun. Avoidance of sun exposure and tanning
beds is the only way to reduce melanoma risk and

aging of the skin. Additionally, it is important that

people examine their skin regularly and become famil-

iar with their skin variations and moles. Seeking med-

ical attention for any changes in skin variations or

suspicious moles is important since (1) melanoma

can be a deadly disease with few or no symptoms or

pain, but (2) melanoma is also easily curable if identi-

fied early and removed.
Related Topics

>Cancer, >Cancer screening, >Moles, > Skin care,

> Skin disorders
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Memory
Mustafa K. Warsi . Mark Lyubkin . Helen C. Kales

The human ability to recall faces, names, learning

skills, bring up events from the past, and reexperience

emotions would not be possible without memory.

These processes, as well as many other cognitive and

www.cancer.org
http://www.cancer.gov/cancertopics/pdq/prevention/skin/patient
http://www.cancer.gov/cancertopics/pdq/prevention/skin/patient
http://seer.cancer.gov/statfacts/html/skin.html
http://seer.cancer.gov/statfacts/html/skin.html


. Table 1

Memory systems and examples of diseases and disor-

ders that impair them (Adapted from Budson and Price

2005)

Episodic Memory (e.g., remembering what you had for
dinner last night)
Alzheimer’s disease
Dementia with Lewy bodies
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behavioral functions, are dependent on intact memory

function. Memory function is vulnerable to a variety of

insults including brain diseases, strokes, head trauma,

malnutrition, depression, anxiety, medication side

effects, and aging. Memory loss is a disabling feature

common to a number of medical disorders that

impairs normal daily activities for affected individuals

and in turn, impacts their families.

Frontal variant of frontotemporal dementia
Vascular dementia (dementia due to stroke)
Encephalitis
Transient global amnesia
Concussion
Traumatic brain injury
Seizure
Side effects of medication
Vitamin B12 deficiency
Hypoglycemia
Multiple sclerosis
Cardiopulmonary bypass surgery
Anxiety
Semantic memory (e.g., knowing who was the first President
of the United States)
Alzheimer’s disease
Temporal variant of frontotemporal dementia
Traumatic brain injury
Encephalitis
Procedural memory (e.g., driving a car with a standard
transmission)
Parkinson’s disease
Huntington’s disease
Progressive supranuclear palsy (rare disorder with
features of Parkinson’s disease)
Depression
Obsessive–compulsive disorder
Working memory (e.g., keeping a phone number in your
head before dialing)
Normal aging
Vascular dementia
Frontal variant of frontotemporal dementia
Alzheimer’s disease
Dementia with Lewy bodies
Multiple sclerosis
Traumatic brain injury
Medication side effects
Obsessive–compulsive disorder
Depression
Schizophrenia
Parkinson’s disease
Huntington’s disease
Progressive supranuclear palsy
Vitamin B12 deficiency
Cardiopulmonary bypass surgery

Note: Tumors, strokes, brain hemorrhages, and other disease pro-

cesses may also affect any of the above memory systems depend-

ing on the brain area affected.
Memory Classification

Concepts of memory such as ‘‘short‐term’’ (the ability

to recall material soon after it is presented) and ‘‘long‐
term’’ (the ability to remember information later) have

given way to more sophisticated and advanced classi-

fication systems through progress in research and a

better understanding of the functional anatomy of

the brain. Memory systems are brain structures that

allow the brain to process information that will be

available for use at a later time with or without the

individual’s awareness. There are several classification

systems for memory. A commonly used classification

system divides memory systems into four major cate-

gories: (1) episodic, (2) semantic, (3) working, and

(4) procedural (> Table 1).

Episodic memory refers to the memory system that

records, retains, and retrieves personal experiences

framed within an individual context. This type of mem-

ory is linked to a particular place and time. Examples of

this include recalling what you had for dinner last night

or what you did on your last birthday. People with

impairment of episodic memory, such as those with

amnesia due to brain injury to the medial temporal

lobes, cannot recall past experiences that healthy people

can remember. Past events closest to the time of injury are

most vulnerable, whereas remote memories are the most

resistant. Thus, within episodic memory there are short‐
and long‐term memories; people with Alzheimer’s

disease may not have trouble with distant episodic mem-

ories, but may have trouble with something done more

recently (e.g., what they had for breakfast). The med-

ial temporal lobes of the brain form the core of the

episodic memory system, though other brain regions

such as the frontal lobes are necessary for episodic

memory to function correctly. This memory system

has been compared to a ‘‘file cabinet’’ where the

frontal lobes are the ‘‘file clerk,’’ the medial temporal

lobes are the ‘‘recent memory file,’’ and other cortical
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regions are the ‘‘remote memory file.’’ If the frontal

lobes are impaired, the information cannot get in or

out of storage, or can get distorted due to ‘‘improper

filing.’’ If the medial temporal lobes are damaged,

there will be difficulty retaining recent memory, but

older information will still remain available as it will

have been ‘‘filed’’ in other brain regions. Disorders

where episodic memory impairment is present

include those where difficulty with memory is tem-

porary (e.g., concussion, seizure), due to an event

causing injury (e.g., head trauma, stroke), or progres-

sive (e.g., Alzheimer’s disease). Episodic memory can

be screened for in a doctor’s office using tests of recall.

If such testing indicates problems, formal cognitive

assessment (neuropsychological testing) is indicated.

In contrast to episodic memory, the semantic

memory system stores general, conceptual, and factual

knowledge that is not related to any specific time or

place (such as knowing who was the first President of

the United States). Recall of this type of information

can be achieved without processing where or when this

information was first learned. This system appears

distinct from episodic memory as evidenced on brain

imaging studies, and the fact that this type of memory

can be spared in individuals with severe episodic mem-

ory impairment. The inferior lateral temporal lobes of

the brain are important to the semantic memory sys-

tem. Causes of semantic memory impairment include

Alzheimer’s (the most common cause, where episodic

and semantic memory decline independently of each

other) and almost any disorder disrupting the inferior

lateral temporal lobes (head injury, stroke, brain infec-

tion, tumors). Disorders of semantic memory are sus-

pected when individuals have trouble naming items

whose names they previously knew. Semantic memory

impairment can be screened in the doctor’s office by

asking the individual to name as many different ani-

mals as possible in 1 minute (‘‘category fluency’’). As

with episodic memory impairment, if such testing

indicates problems, formal neuropsychological testing

is indicated.

Procedural memory is ‘‘how to’’ memory, or the

ability to learn certain skills and sequences that become

automatic (can be performed ‘‘without thinking’’)

with practice or repetition. Examples include learn-

ing to drive a car with a standard transmission or

learning the sequence of numbers on a touch‐tone
phone. Procedural memory is a separate system from

episodic and semantic memory; the basal ganglia,
cerebellum, and supplemental motor area of the

brain are important to the function of this brain sys-

tem. Patients with Alzheimer’s disease (which early on

spares the basal ganglia and cerebellum) do not lose the

ability to acquire and maintain procedural skills until

much later in the disease process; this is illustrated by

patients who have difficulty finding their words but

can still sing fairly well. The intact procedural system

can be used to teach Alzheimer’s patients new skills

such as how to find their room. Diseases affecting the

basal ganglia such as Parkinson’s or Huntington’s dis-

rupt procedural memory; thus, patients with these

disorders may perform normally on episodic memory

tests but show an impaired ability to learn new skills.

Impairment of procedural memory is suspected when

patients show evidence of losing previously acquired

skills (e.g., playing an instrument) or difficulty with

acquiring new skills. Further evaluation with neuro-

psychological testing is then needed.

Working memory refers to the ability to main-

tain and use information, and includes attention, con-

centration, and short‐term memory. An example of

this type of memory is keeping a phone number in

your head before dialing. The prefrontal cortical

region of the brain is active in working memory

tasks; because working memory depends on an exten-

sive network including many parts of the brain, many

different diseases can impair this system. These include

degenerative brain diseases (Alzheimer’s, Parkinson’s,

Huntington’s, dementia with Lewy bodies), strokes,

tumors, head injury, multiple sclerosis, and others.

Psychiatric disorders such as depression, obsessive–

compulsive disorder, and schizophrenia can also impair

working memory; the cause of memory impairment

in these disorders is not as yet well‐understood, how-
ever, these disorders all decrease attention. Individuals

with working memory impairment have difficulty

with attention and concentration, and in performing

new tasks with multistep instructions. In these cases,

further evaluation with neuropsychological testing is

then needed.
Memory Loss: What is ‘‘Normal’’?

Older adults often complain that their memory is no

longer reliable; they may worry about forgetfulness (‘‘I

lost my keys again!’’ ‘‘I had a senior moment!’’), or

slowing in recall of names, dates, or events. A common



552 M Memory
question posed is whether memory loss with aging

is ‘‘normal.’’ The relationship between aging and

memory depends on many different factors, and

there is a great deal of variability in individuals. Some

aspects of cognition such as an individual’s general

fund of knowledge can continue to improve through-

out the life span. Memory problems associated with

normal aging reflect a generalized decrease in speed

and efficiency in the way in which information is

processed and retrieved. In experimental tests of learn-

ing and memory, normal older adults typically per-

form as well as younger adults in tests of recall (e.g.,

repeating strings of numbers read aloud by an exam-

iner) but have greater difficulty than younger adults in

manipulating the information (e.g., repeating the

numbers back in reverse order). Age‐related memory

problems also may include difficulty with retrieval

processes for longer‐held memories; studies show that

when structure is provided such as cues, age‐related
differences decrease.

The most important question at hand is whether

the memory loss displayed by an older adult is a

normal phenomena or part of a disease process. Clin-

icians need to distinguish the mild forgetfulness of

aging from mild cognitive impairment (MCI), which

can be the precursor of Alzheimer’s dementia. Such

detection is important because it is in the early stages

of Alzheimer’s when medical interventions are most

likely to be effective. Although it is often difficult to

differentiate the memory changes of normal aging

from MCI or early Alzheimer’s during casual observa-

tion or even with screening tests during a physician

visit, the pattern of memory test results on neuropsy-

chological testing studies can be of significant benefit

to early diagnosis. Specifically, individuals with MCI

and Alzheimer’s typically demonstrate poor retention

and rapid forgetting of newly learned information; the

latter picture differs from the problems with retrieval

associated with normal aging. Other factors that

impair memory that should be considered during a

formal cognitive evaluation are as follows: (1) the pre-

sence of depression; (2) the use of any prescription or

over‐the‐counter medications that impair memory

(such as benzodiazepines like diazepam or Valium;

or medications with anticholinergic properties such

as amitriptyline or Elavil, and over‐the‐counter sleep
and cold preparations like Benadryl, Tylenol PM,

Unisom); and (3) the excessive use of alcohol, which

can lead to memory syndromes.
Maintaining Normal Memory
Function: ‘‘Use it or Lose it!’’

There are ways to enhance and improve memory, and

perhaps even stave off some memory changes of aging.

These include the following:

� Regular stimulation of the brain with intellectually

challenging activities (e.g., crossword puzzles, word

games such as scrabble, learning something new

such as studying a foreign language)

� A healthy diet and lifestyle (exercise, no smoking,

avoiding excess alcohol, and a balanced diet)

� Control of vascular risk factors (diet, blood pres-

sure, cholesterol, smoking, diabetes) to prevent

small stroke damage to the brain

� Learning to focus attention better to improve later

recall to remember something, the individual must

first pay attention to the event such that it actually

gets stored in their memory

� Maximize sensory systems including seeing and

hearing (update glasses prescription and get hear-

ing aids if needed) so as not to contribute to mem-

ory problems with sensory errors such as visual or

auditory misperceptions

� Minimize stress that leads to poor attention and

concentration

� Regular social interaction and support

� Adequate rest and sleep
Mild Cognitive Impairment

There are many different definitions of MCI and as yet,

no agreement among experts as to a common defini-

tion. There is still active debate about whether MCI is

an inevitable precursor to dementia, whether it is the

earliest stage of dementia or whether there are forms

that are benign (e.g., do not progress to dementia). The

prevalence of MCI is not well‐understood due to diffi-

culties in how MCI is defined, though researchers have

estimated a prevalence of 3% of research participants

aged 60 or older and 15% of research participants aged

75 or older. Other research indicates that individuals

who meet criteria for MCI progress to Alzheimer’s

dementia at a rate of 10–15% per year.

A recent expert consensus definition of MCI was as

follows: (1) individuals with MCI have neither demen-

tia nor age‐associated memory problems; (2) there is
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self or informant report of cognitive decline, with

evidence for this impairment found on objective

tasks; (3) there is decline in cognition over time; and

(4) function is mostly preserved with minimal impact

on day‐to‐day activities. In other words, individuals

with MCI may present with isolated memory com-

plaints, but other cognitive functions such as language,

planning, sequencing, and attention are not affected.

These individuals are well‐functioning and can com-

plete activities of daily living without problems. In

terms of risk factors, there is growing evidence that

vascular factors may contribute to the development of

MCI, and suggestions have been made of a link

between high cholesterol levels and elevated blood

pressure and the development of MCI.

The assessment of MCI requires a detailed history,

interview of a family member or other informant,

medical and neurological evaluation, physician ad-

ministering cognitive screening (Mini Mental State

Exam, MMSE) in the office, and a formal cognitive

assessment (neuropsychological testing). The neuro-

psychological examination includes a clinical interview

and the administration of objective standardized tests

of cognition and mood. There are no recommended or

approved treatment options for MCI. Acetyl cholines-

terase medications that are approved for mild

to moderate dementia may be helpful. Several long‐
term studies are now underway with various medica-

tions like statins, antioxidants, and anti‐inflammatory

medications.
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Menopausal Health
James Carter

In beginning a discussion about menopausal health,

the first goal is to inform patients of the facts of this

transition in their lives. If this can be accomplished then

their individual decisions will be based on knowledge

and hopefully the ‘‘fear’’ of the word ‘‘menopause’’ and

this time of their lives will be eliminated. We are for-

tunate in the United States that now women are experi-

encing active lives well past 50 years of age. Indeed, fully

one third of their lives (and some up to one half) are

spent after the menopause. Women should not stop

living just because they have ‘‘arrived’’ in this time.

There is much confusion in even defining this

transition. Essentially, the transition is when women’s

menstrual cycles begin to become more irregular and

then gradually ceasing. Only about 10% of women

abruptly stop menstruating with no gradual time of

prolonged menstruation. These women are usually in

their early forties (the average time of this onset is 47þ
years) and when women are generally leading active

and fulfilling lives. So, the question is, how can patients

be helped to continue to live healthy and comfortably

during this transition (about 4 years) and beyond?

http://alzonline.net
http://www.vh.org/adult/provider/neurology/memory/
http://www.vh.org/adult/provider/neurology/memory/
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First, the hormone changes need to be understood.

As noted, women in their forties begin to experience

more anovulation (cycles where they do not ovulate)

and before that menstrual cycles lengthen beginning

anywhere from 2 to 8 years before menopause. In this

short discussion there is not enough time to go into the

physiology of what the ovary is doing other than to say

it is ovulating less frequently. The physician and

patient are alerted to this problem often when the

patient is having irregular bleeding. The patient may

still be having anovulation (not ovulating) but not

have irregular bleeding. For the patient who is having

dysfunctional uterine bleeding (DUB) and is not

smoking there is a number of treatment options that

she may choose. First, the oral contraceptive pill, which

can be used in this transition period, fulfills a need for

contraception, allows a more regular period, increases

bone density whereas decreasing the risk of endome-

trial and ovarian cancer. For the patient who does not

need or want the contraception option, cyclic proges-

terone therapy can regulate her menses and reduce her

risk of the lining of the womb being thickened because

of the irregular bleeding. The progesterone cycling

works quite well, but will not help the bone density

or decrease the cancer risk as noted above. Ten percent

of women experience hot flashes during this time

before the menopause and the oral contraceptive treat-

ment can alleviate this symptom as well.

Once the menopause has begun, there are contin-

ued options. The use of hormone therapy has been well

documented and, of course, remains a continued

source of confusion as many physicians are intimi-

dated and may rely on the media for their information.

There has been less emphasis on menopausal symp-

toms that can impair quality of life, such as the hot

flashes, sleep disorders, sexual dysfunction, and altera-

tion of mood. There has been great agreement in the

prevention of osteoporosis with estrogen therapy.

After the initial fright of the Women Health Initia-

tive (WHI) in July 2002 when many women stopped

using their hormones, there was another large group of

women that returned to their physicians’ offices with

complaints of hot flashes, painful intercourse due to

vaginal dryness, and the many symptoms from irrit-

ability from lack of sleep.

In dealing with the hot flashes and vaginal dryness,

estrogen therapy will successfully treat these symp-

toms. If a patient has an intact uterus she will need

to be given estrogen and also the progesterone. The

fear of giving Provera that the WHI raised can be
eliminated by simply adding either the norethindrone

(the progesterone in many birth control pills) or micro-

nized progesterone (Prometrium) instead of Provera

(which also has many unwanted side effects). Many

patients come in with complaints of vaginal dryness

and pain on intercourse. It is well documented that

the lack of estrogen thins out the lining of the vagina

(especially the outer one third), changes the bacterial

ecosystem and, in so doing, both increases the inci-

dence of burning on intercourse and increases the

incidence of urinary tract infections. These changes

will occur in less than a year of having the estrogen

withdrawn. It is a rather simple approach to either

giving patients oral or transdermal estrogen or estro-

gen and progesterone combination for those women

who have a uterus. For many women, one needs to give

them an additional local estrogen cream or in some

cases patients will improve with only the local estrogen

cream. This is generally beneficial to the local symp-

toms of vaginal dryness and coital pain, but does not

generally help the hot flashes or the sleep and mood

disturbances. There can be generalized aches and pains

that are difficult to dissect out from the aging process.

This must be addressed with the gynecologist along

with perhaps another physician that can investigate if

the cause of the pain is arthritis or other musculoske-

letal causes. Clearly not all aches and pains can be

eliminated with estrogen replacement or hormonal

replacement therapy. That said, many of the patient’s

complaints have been helped by hormone replacement.

The use of the alternative treatments has been and

continues to be studied. The use of soy in treating hot

flashes and vaginal dryness along with preventing

osteoporosis and heart disease has been advocated by

many. Soy is perfectly good in the diet as long as one

remembers to decrease the increase of calories that

whole soy brings by decreasing other dietary products.

It has only been shown to be strongest in improving

lipid profiles (especially in decreasing the low‐density
lipoproteins—the bad lipids) and helping with hot

flashes. There is no evidence that it improves vaginal

dryness or significantly helps in osteoporosis. Similar

statements and investigations have been undergone for

black and red kohash with placebo equaling their

success rates.

In regards to bone health, it is the least of the

controversies, with estrogen clearly slowing bone loss

and in the compounds of the estrogen and progester-

one pills and patches there is some evidence that in

certain doses there is a gain in bone. For the women
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who do not want estrogen treatment, there are many

alternatives available in the bisphosphonate category

from the weekly to the monthly dosing. There con-

tinues to be much research to improve the gastroin-

testinal side effects. The selective estrogen receptor

modulators (SERMs) like raloxifene (Evista) are also

helpful in helping bone density, though in some

women, they may exacerbate the hot flashes. As always,

diet (including calcium supplementation) and exercise

to maintain that healthy lifestyle or begin a healthy

lifestyle can not be emphasized enough in any discus-

sion on health.

Many discussions on menopausal health leave out

the very difficult subject of mood alterations or gen-

erally good feelings about oneself. Clearly, this is a

difficult subject to tackle as there are many issues

involved. Exercise can release the body’s endorphins

that will allow one to feel better. It is also understood

that estrogen improves cognition in many studies

while in some cases progesterone causes more pro-

blems like bloating. We also know that testosterone

(androgen therapy) may also improve quality of life

by enhancing sexual desire, function, and general well

being, but it is difficult to quantitate the doses and

the ideal doses of testosterone and combination

hormones. The various doses must and should be

determined on an individual basis, taking into consid-

eration the benefits, risks and simply the other inter-

actions of the different regimens and the patients’

status.

For some women who have strong family histories

of colon cancer, one must emphasize that in all of the

studies for the last 50 years estrogen has been shown to

decrease the risk of colon cancer by about 50%. This

fact seems to be forgotten as the number one fear of

women is breast cancer. The number one killer of

women remains cardiovascular disease, but colon can-

cer kills more women than breast cancer and we have a

treatment that will decrease the risk and a procedure

(colonoscopy) that can look into this area. Women

have long since accepted the yearly mammogram

(whether or not they are checking their breasts on a

monthly basis or not), but a few patients just fear or

refuse to get a screening colonoscopy at 50 years of age.

Many physicians just do not even bring it up which

adds to the conundrum.

In managing the cardiovascular dilemma that the

WHI began, it should be noted that one must always be

aware of the individual’s lipid profile and treatment

with lipid lowering medications are clearly available.
In addition, treating individual patients with hormone

replacement therapy in conjunction with this therapy

is quite appropriate.

One could not finish a discussion on menopausal

health without discussing the fear of estrogen therapy

and the fear of breast cancer or women with breast

cancer not taking estrogen who are having vaginal

dryness, hot flashes, and sleep disturbances; their inter-

nal medicine physicians that add to their fear by telling

them they cannot take hormones. Many of the gyne-

cologic cancer experts in this country, including

Dr. Phil DiSaia in California and Dr. William Creasman

in South Carolina, among others, continue to prescribe

estrogen in many of their patients with breast cancer.

The data on these patients show that there is a better

five‐year survival in these women on the hormone than

those off the hormones. The data is just the opposite

of what people believe and what physicians are telling

their patients. This is an individual’s decision but it

should be made from information and not fear.

Just like so many issues in life, the answers may be

in our own good common sense and remembering

moderation. If one has reached the menopausal years,

overeating, overdrinking, and not taking care of one-

self, including working too hard and not getting

enough rest, a few tablets or creams are not going to

miraculously reverse this poor lifestyle. On the other

hand, if one has been trying to eat right or getting

exercise now and again, keeping up with reading and

seeing a good doctor regularly, then some ‘‘refine-

ments’’ of eating better can be quite helpful. By exercis-

ing more (both our minds and our bodies) along with

individualizing a treatment regimen for our individual

symptoms, there is no reason that we cannot extend

our life with continued good quality for many years to

come. If a physician will not listen to you or gets angry

when you suggest an alternative plan, then run (do not

walk) out of his or her office and find another physi-

cian. There is an increasing number of physicians that

feel that your health is a partnership and the more you

work together the more comfortable and hopefully

more enjoyable your menopausal years and life can be.
Related Topics

>Breast examination, >Cancer screening, >Coitus

and vaginal dryness, >Gender, >Menopause,

>Ovarian cancer, >Postmenopausal bleeding,

>Vaginal bleeding, >Vaginismus***
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Menopause
Kathy A. King

Menopause is a natural event experienced by all

women as a part of the aging process. By definition,

menopause is the cessation of menses, diagnosed retro-

spectively after 12 months have passed without men-

struation. The age at which natural menopause occurs

is genetically predetermined and has increased slightly

over the past 150 years with the dramatic increase of

average life expectancy.

There are currently over 29 million menopausal

aged women in the United States and that number is

expected to increase over the next 10 years. The average

woman can expect to spend over one third of her life in

the postmenopausal period. The average age of natural

menopause in the Western world occurs at 51.4 years

of age, with a normal age range of 45 to 55 years (95%

confidence limits). The only environmental factor

known to alter the age of menopause is cigarette smok-

ing, which reduces the age of onset of menopause by

about 2 years. Menopause can also be induced follow-

ing bilateral oophorectomy or iatrogenic ablation of
ovarian function by chemotherapy or pelvic radiation.

Approximately 1% of women enter menopause natu-

rally before the age of 40 and, by definition, have

premature ovarian failure that requires evaluation.
Perimenopause

Perimenopause is the transitional period that begins

with the first signs and symptoms of endocrinologic

change, the hallmark of which is irregular menses, and

ends 1 year after the last menstrual cycle. On average,

perimenopause begins at age 47.5 years and lasts an

average of 4 years. Symptoms may begin as early as the

late thirties for some women. About 10% of women do

not experience perimenopause and will have regular

menses until menstruation abruptly stops.
Physiologic Changes

The physiologic changes leading up to menopause

begin long before the cessation of menses and the

development of menopausal symptoms. The number

of ovarian follicles decreases from 1 to 2 million at

birth to approximately 1000 at menopause. Meno-

pause results from two key physiologic events: the

loss of primordial follicles and the resulting decline in

ovarian production of progesterone, estradiol, and tes-

tosterone, in that order chronologically. Most follicles

are lost due to atresia and not ovulation. Menstrual

irregularity is the most reliable sign of the menopausal

transition. Shorter cycle length is one of the first signs

of the climacteric. In the past, it was believed that lack

of estrogen production by the ovaries resulted in ele-

vated follicle‐stimulating hormone (FSH) levels and

cessation of menses.

More recent evidence suggests inhibin B, a glyco-

protein synthesized by granulosa cells in the ovary

plays a major role in triggering menopause. FSH nor-

mally stimulates inhibin B production by granulosa

cells which then suppresses FSH through a negative

feedback loop. After age 45, inhibin B levels fall, pos-

sibly due to the decreased number of ovarian follicles

resulting in a rise of FSH. The rapid increased FSH

levels stimulate increased and more rapid estradiol

secretion from the remaining ovarian follicles resulting

in shorter follicular phase of cycles. The pattern of

ovarian response is not predictable from month to

month, so there may be extreme variability in cycle
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length. Estrogen levels in this phase may be normal,

lower than, or higher than normal.

Because of wide variability from month to month

and even day to day, neither estradiol nor FSH levels

measured during this phase are helpful in predicting

the onset of menopause. Symptoms such as night

sweats or hot flashes, which occur in about 75% of

North American women, are poor predictors of meno-

pause given that these symptoms may begin many

years before the onset of menopause. A recent study

found that the best predictor of time to menopause

was lack of menses for 60 to 90 days. Sixty plus days of

amenorrhea had a positive predictive value of 89% for

menopause within 4 years.
Symptoms of Menopause

Menopause‐related symptoms can be divided into

three categories: vasomotor, genitourinary, and other

systemic symptoms. Vasomotor symptoms include

hot flashes, night sweats, sleep disturbances, and pal-

pitations. Genitourinary symptoms include vaginal

dryness, dyspareunia, vaginal irritation or pruritus,

and urinary frequency or dysuria. Other systemic

symptoms may include fatigue, irritability, cognitive

difficulties, reduced sexual desire, and arousal.

The most commonly reported effect of menopause

is vasomotor symptoms. The prevalence of vasomotor

symptoms is about 10% at baseline in premenopause,

increases to 50% to 80% immediately postmenopause,

and tapers off to 20% to 40% 4 years after the last

menses. In the heart and estrogen/progestin replace-

ment study (HERS), which studied the effect of hor-

mone therapy on 2763 postmenopausal women with

coronary artery disease whose mean age was 67, fully

70% of women reported no hot flashes at baseline. Hot

flashes are described as an intense sensation of warmth,

which begins in the upper body and spreads to the face.

There may be associated reddening of the skin and

sweating which lasts from a few seconds to a few

minutes. The average hot flash lasts 4 min and typically

ends in a cold or sweating sensation. Some women also

experience palpitations with racing or skipping heart

beats. Frequency of hot flashes varies greatly. About

one third of women are bothered enough to seek

medical attention. About 10% of women describe the

episodes as severe enough to interfere with their daily

functioning. For some women hot flashes may occur

almost hourly. Nocturnal hot flashes are often the most
bothersome to women because of the disturbance of

sleep, which can lead to chronic fatigue, irritability,

and decreased memory. Some night sweats are severe

enough to necessitate changing of clothing and bed-

ding. Precipitants of hot flashes include hot weather,

stress, caffeine, alcohol, and spicy foods.

A University of California Davis study of 16,000

women found that vasomotor symptoms do differ by

ethnicity, lifestyle factors, and socioeconomic status.

African American women were more likely to have hot

flashes than other ethnic groups. Forty‐five percent of
African American women reported hot flashes in 2

weeks before the study compared to 31% of Cauca-

sians. Asian and Hispanic women reported hot flashes

less frequently than other groups. Japanese women in

Japan report very few hot flashes and Mayan women

in Mexico do not report any menopausal symptoms

other than menstrual irregularity. This lower preva-

lence of hot flashes may be due to increased intake of

dietary phytoestrogens and decreased meat consump-

tion. Japanese women on a traditional low fat diet have

been found to have urinary phytoestrogens up to 10

times higher than omnivorous American women.
Medical Risks for Postmenopausal
Women

Menopause increases the risk of several medical con-

ditions. The incidence of osteoporosis increases after

menopause. There is an increase in osteoclastic activity,

resulting in an increased rate of bone resorption. By the

age of 60, one in four Caucasian women not on hor-

mone therapy will develop spinal compression frac-

tures. By the age of 80, one in five Caucasian women

not on hormone therapy will develop hip fractures.

Fifteen percent of these elderly women will die within

6 months from complications directly resulting from

their hip fracture. In the United States, there are

approximately 300,000 hip fractures and 500,000

other fractures annually in postmenopausal women.

The risk of cardiovascular disease increases after

menopause. Before age 50, men have myocardial

infarction at a rate three times that of women. After

age 50, the gender gap narrows. By age 65, the inci-

dence of myocardial infarction in men is two times that

of women. By age 80, the incidence of myocardial

infarction in men and women is the same. The changes

that are thought to contribute to atherosclerosis

after menopause are complex, but appear to include
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increased levels of total cholesterol, low‐density lipo-

protein (LDL), and triglycerides; and decreased levels

of high‐density lipoprotein (HDL). Cardiovascular

disease remains the leading cause of death for both

men and women.
Conclusion

Menopause is not a disease, but a normal phase in a

woman’s life marked by physiologic change. It can

serve as an ideal marker for women and their health‐
care providers to identify symptoms and disease risk

factors. It is an opportunity for health‐care providers

to advise women about healthful living and lifestyle

adjustments. Treatment options include no interven-

tion, lifestyle modification, nonprescription remedies,

complementary and alternative medicine, and pre-

scription medication. Lifestyle modifications may

include cessation of smoking, adopting a nutritionally

sound diet, regular exercise, achieving and maintain-

ing a healthy weight, avoiding excess alcohol, and

reducing stress. A Gallup Survey found that 75% of

postmenopausal women report having made a lifestyle

change to benefit their health at menopause.
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Mental Illness
Tira Stebbins

Mental, or psychiatric, illness can affect older adults

and their caregivers as significantly as physical illness.

Often, physical illness affects mental illness and vice

versa. Many mental disorders and psychiatric symp-

toms are related to physical disorders or to the medi-

cations used to treat physical disorders. The cause of

mental disorders is generally unclear, although it is

believed that when not related to a medical condition,

mental illness is related to factors such as brain chem-

istry and neurotransmitters, genetics, life stressors, and

drug and alcohol abuse. Psychiatric disorders are diag-

nosed by symptoms and are treatable in most people.

Mental disorders are classified into the following

categories: disorders usually first diagnosed in infancy,

childhood, or adolescence; delirium, dementia, and

amnestic and other cognitive disorders; mental disor-

ders due to a general medical condition not elsewhere

classified; substance‐related disorders; schizophrenia

and other psychotic disorders; mood disorders; anxiety

disorders; somatoform disorders; factitious disorders;

dissociative disorders; sexual and gender identity disor-

ders; eating disorders; sleep disorders; impulse‐control
disorders not elsewhere classified; adjustment disorders;

personality disorders; and other conditions that may be

a focus of clinical attention.

Although disorders in all categories can affect older

adults, this article will focus on those disorders most

common in older adults: delirium and dementia;

schizophrenia and psychotic disorders; mood disorders;

and anxiety disorders.

Delirium is defined by confusion that begins sud-

denly and varies in intensity over the course of a few

hours. The person experiencing delirium has difficulty

paying attention and thinking clearly, becomes disor-

iented, and has difficulty remembering over the span

of a few hours or a few days, and often symptoms

become worse at night. Sometimes the person becomes

anxious and agitated; however, older adults often

become more quiet and withdrawn. There is often

slurred speech and the individual is incoherent. There

may be abnormal sleep patterns such as sleeping dur-

ing the day and being awake at night. If the delirium is

severe, the person may hallucinate.

Delirium is common among older adults and is

often the reason that caregivers seek medical attention.

http://www.menopause.org
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About 10–20% of older people admitted to the hospi-

tal already have delirium, while as many as 60% of

nursing home residents aged 75 and older experience

delirium at any given time; people above age 85 are

most susceptible. Men are more likely to experience

delirium than women as older adults.

There are different diagnoses for delirium, based on

cause. Delirium in older adults can be caused by stress-

ful situations such as surgery or being in an intensive

care unit (ICU). Older adults are also more sensitive to

medications such as antihistamines, which may cause

delirium. The withdrawal of sedatives (substance with-

drawal delirium) can cause delirium, for example when

a long‐term alcoholic stops drinking. Physical disor-

ders such as urinary tract infection, dehydration, and

vitamin deficiency can also cause delirium in older

people (delirium due to a general medical condition).

Substance intoxication deliriummay be due to alcohol,

amphetamines, cannabis, cocaine, hallucinogens, inha-

lants, opioids, sedatives, anxiolytics, or other related

substances. Delirium due to multiple etiologies

involves more than one cause, and delirium not other-

wise specified includes other causes not accounted for

by the other diagnoses.

When an individual is being assessed for delirium,

he or she may be hospitalized to determine the cause

and begin treatment. Caregivers and family members

can give important information about the person’s nor-

mal cognitive functioning, medications being taken,

and the onset of symptoms. A person experiencing

delirium needs immediate attention; if the cause is

identified and addressed quickly, delirium can be cured.

Dementia is a condition that affects cognitive func-

tions such as memory and language/communication.

People suffering from dementia often have changes in

their personality, are disoriented, have problems with

daily activities, are sometimes disruptive and engage in

inappropriate behavior, and sometimes experience

psychotic symptoms such as hallucinations, delusions,

or paranoia. This disorder usually progresses, and is

generally not curable, although some treatments may

minimize symptoms. Many individuals diagnosed

with dementia lose ability to care for basic needs

such as bathing or self‐care. Although it can occur at

any age, it is more common in older adults. It is

estimated that 6–8% of those aged above 65 and 35%

of those aged above 85 have dementia.

There are many disorders included under the cate-

gory of dementia. These disorders are named by the

cause of dementia, such as dementia due to HIV
disease, dementia due to head trauma, dementia due

to Parkinson’s disease, and the like. The most common

type of dementia is Alzheimer’s disease. Dementia is

often diagnosed when family members or a doctor

notice forgetfulness and further assessment is con-

ducted through a mental status examination, informa-

tion from family members, physical examination, and

sometimes neuropsychological testing. It is important

to remember that forgetfulness later in life does not

necessarily indicate that the person has or will develop

dementia or Alzheimer’s disease.

While there is no cure for most types of dementia,

there are actions taken to improve functioning. Pro-

viding a supportive environment that is familiar, safety

includes reminders and a predictable daily routine is

helpful to a person with dementia. Generally, a person

with dementia should not drive anymore, and even-

tually long‐term care facilities may be necessary. Some

medications may slow the progression of dementia,

and treating disorders causing dementia can help.

Treating depression, not drinking alcohol, and discon-

tinuing medications that make dementia worse are also

important steps to take. In order to manage disruptive

behaviors it is important to understand the world in

which a person with dementia lives so that accommo-

dations can be made and the environment can be

modified as necessary.

Psychotic disorders involve a loss of contact with

reality including delusions (false beliefs), hallucina-

tions (false sensory experiences), and paranoia (false

beliefs of being targeted by others). Psychosis can

develop gradually or suddenly and symptoms may

fluctuate in severity. Older people with psychotic dis-

order may have developed the disorder in adolescence

or early adulthood, or they may have developed symp-

toms for the first time later in life. Psychosis is quite

distressing to the person experiencing it, as well as

those around the person.

Psychotic disorders may occur as part of other

mental disorders such as depression, as a result of

severe physical illness, in relation to drug or alcohol

use or abuse, or due to certain medications. The exact

cause of psychosis is unknown, though it is believed

that brain chemicals called neurotransmitters are

involved in psychosis. There is a genetic component

to these disorders as well.

Psychotic disorders include the following: schizo-

phrenia (delusions, hallucinations, disorganized speech,

disorganized or catatonic behavior), schizophreniform

disorder (symptoms of schizophrenia but shorter
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time period), schizoaffective disorder (mood disorder

episode and schizophrenia symptoms occur together),

delusional disorder (nonbizzare delusions or false

beliefs without symptoms of schizophrenia), brief psy-

chotic disorder (psychotic symptoms that last more

than 1 day and less than 1 month), shared psychotic

disorder (delusion in one individual who is influenced

by another person who has had that delusion for

a longer period of time), psychotic disorder due to a

general medical condition, substance‐induced psycho-

tic disorder, and psychotic disorder not otherwise spe-

cified. Medication therapy can be effective in treating

psychotic disorders, though antipsychotic medications

often have undesirable side effects. The prognosis of

treatment often depends on the cause of the psychotic

symptoms.

Mood disorders are characterized by disturbance of

mood that impairs daily functioning. Disorders in this

category include major depressive disorder (2 weeks or

more of depressed mood with at least four other symp-

toms), dysthymic disorder (2 years or more of

depressed mood but not meeting criteria for major

depressive disorder), depressive disorder not otherwise

specified, bipolar I disorder (one or more manic epi-

sodes accompanied by depressive episodes), bipolar II

disorder (one or more major depressive episodes

accompanied by at least one hypomanic episode),

cyclothymic disorder (at least 2 years of numerous

periods of hypomanic episodes and numerous periods

of depressive symptoms), bipolar disorder not other-

wise specified, mood disorder due to a general medical

condition, substance‐induced mood disorder, and

mood disorder not otherwise specified.

Major depressive episode is characterized by

extreme sadness that interferes with daily living.

Other symptoms of depression include a lack of inter-

est or pleasure in activities, hopelessness, appetite or

weight changes, sleep problems, emptiness, and some-

times thoughts about dying or suicide. People who are

depressed sometimes experience a lack or ‘‘numbing’’

of emotions, difficulty in concentrating, memory pro-

blems, and feelings of guilt. Some people are restless

and agitated while others (and often older adults) are

withdrawn and lethargic symptoms may be worse

in the morning. Cognitive symptoms such as disor-

ientation, memory loss, and distractibility may be pro-

minent in older adults experiencing a depressive

episode. A manic episode is characterized by elevated,

expansive, or irritable mood that may include inflated

self‐esteem or grandiosity, decreased need for sleep,
pressured speech, flight of ideas, or distractibility. A

mixed episode involves criteria are met for both a

manic episode and a depressive episode. Mixed epi-

sodes appear to be more common in individuals above

60 years with bipolar disorder.

Treatment of mood disorders usually involves med-

ication such as antidepressants or mood stabilizers.

Antidepressants are effective in treating approximately

two thirds of older adults. Counseling and psychother-

apy, which are also effective, are usually used in con-

junction with medication. Electroconvulsive therapy,

which involves passing an electrical current through

the brain to release neurotransmitters, is still occasion-

ally used and is generally very safe and effective. Photo-

therapy, or the use of bright light, as well as exercise,

have been reportedly effective as well.

One out of 6 older adults experience depression;

some first develop symptoms earlier in life whereas

others experience it for the first time later in life. Depres-

sion may be triggered by a sad life event, though often

the onset is not connected to an identifiable stressor. As

with most mental disorders, the exact cause of depres-

sion is unknown, though neurotransmitters, chronic life

stress, physical disorders such as cancer or heart attack,

medications, or drug and alcohol abuse may contribute.

Anxiety disorders involve nervousness or worry

that interferes with daily functioning. Disorders in

this category include panic disorder (recurrent unex-

pected panic attacks), specific phobia (anxiety pro-

voked by a feared object or situation), social phobia

(significant anxiety provoked by social or performance

situations), obsessive‐compulsive disorder (obsessions

and compulsions), posttraumatic stress disorder (reex-

periencing and avoidance of a traumatic event), acute

stress disorders (symptoms similar to posttraumatic

stress disorder that occur directly after a stressful

event), generalized anxiety disorder (6 months or

more of persistent and excessive worry and anxiety),

anxiety disorder due to a general medical condition,

substance‐induced anxiety disorder, and anxiety

disorder not otherwise specified.

Anxiety disorders, particularly generalized anxiety

disorder which affects 1 out of 30 older people, are

common in older people. Obsessive‐compulsive disor-

der and phobic disorder are more common in older

people than posttraumatic stress disorder and panic

disorder. The onset of an anxiety disorder may occur

early in life, or may occur for the first time later in life.

Again, the cause of anxiety disorders is often

unclear; however, physical disorders, other mental
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disorders (particularly dementia or delirium), neuro-

transmitters, or life stressors are often other factors.

Treatment usually involves medication including

antidepressants or benzodiazepines, as well as coun-

seling. Counseling may involve cognitive‐behavioral
techniques such as systematic desensitization or

exposure‐based therapy.

As the size of the older adult population continues

to grow, access to and availability of health care for

those with mental illnesses becomes even more impor-

tant. Nursing homes and other long‐care facilities must

adapt and be able to treat mental illnesses as well as

physical illnesses, and understand the influence disor-

ders have on one another and the individual.
Related Topics

>Alzheimer’s disease, >Anxiety disorder, >Bipolar

disorder, >Cognitive behavioral therapy, >Delirium,

>Dementia, >Depression, >Dysthymia, >Mood

disorders, > Psychotherapy, > Schizophrenia
Suggested Readings
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Mental Retardation
Ashish Aneja . Kuldeep Vaghela

Mental retardation is traditionally viewed as a problem

confined solely to children and young adults. To some

extent, this perception is well‐founded. However, with
advancements in medical care, a greater number of

people diagnosed with mental retardation in their

youth are now living longer and reaching the middle

and elderly age groups. In addition, family members of

those with special needs are often the elderly and

indirectly, the most affected by this condition. People

with mental retardation in the United States, currently

estimated to number between 6.2 and 7.5 million, have

historically been victimized both by their disability and

by public prejudice and ignorance. In recent decades,

there have been significant gains in understanding the

condition and the provision of education and other

support services that meet the unique needs of those

who are mentally retarded. Consequently, there has

been a gradual willingness on part of the public to

accord individuals with mental retardation the respect

and rights they deserve as human beings and citizens.

Nevertheless, significant misunderstanding of the

unique nature and implications of mental retardation

remains widespread.

Mental retardation is defined classically by the pre-

sence of three important components. First, the person’s

intellectual functioning is below average. Second, the

‘‘deficit’’ results from an injury, a disease or an abnorm-

ality that existed below 18 years. Third, the ability to

adapt to the environment is impaired. Mental retarda-

tion is also defined by an intelligence quotient (IQ) that

is significantly below the mean (2 standard deviations in

scientific parlance). Persons with mental retardation

have limitations in mental functioning, social and com-

munication skills, and caring for themselves.

The American Association on Mental Retardation

(AAMR) describes mental retardation to be character-

ized by significantly subaverage intellectual function-

ing, existing concurrently with related limitations in

two or more of the following applicable adaptive skill

areas: communication, self‐care, home living, social

skills, community use, self‐direction, health and safety,

functional academics, leisure, and work. DSM‐IV (i.e.,

4th edition of the Diagnostic and Statistical Manual of

Mental Disorders published by the American Psychia-

tric Association) takes this definition of AAMR and

further emphasizes that mental retardation refers to

more than just the innate intelligence of a person in

that it is more an interaction between a person’s intel-

lectual capacity and his environment. Moreover, it

includes other features such as below average intelli-

gence of 70 or less and a decreased adaptive ability to

function namely impaired adaptive behavior. Adaptive

behavior is the collection of conceptual, social, and

www.drada.org
www.nami.org
www.nimh.nih.org
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practical skills that have been learned by people in

order to function in their everyday lives. Significant

limitations in adaptive behavior affect a person’s daily

life and the ability to respond to a particular situation

or to the environment. Limitations such as the follow-

ing can be determined by using standardized tests:

Conceptual skills: Receptive and expressive lan-

guage, reading and writing, money concepts, and self‐
direction.

Social skills: Interpersonal, responsibility, self‐
esteem, is not gullible or naı̈ve, follows rules, obeys

laws, and avoids victimization.

Practical skills: Personal activities of daily living

such as eating, dressing, mobility and toileting; instru-

mental activities of daily living such as preparing

meals, taking medication, using the telephone, mana-

ging money, using transportation, and doing house-

keeping activities; occupational skills; and maintaining

a safe environment.

Mental retardation is classified in different classes

to differentiate the degree of severity. The four classes

are classified as follows: (a) mild (IQ level 50–55 to

approximately 70), (b) moderate (IQ level 35–40 to

50–55), (c) severe (IQ level 20–25 to 35–40), and (d)

profound (IQ level below 20 or 25).

Individuals with mental retardation are several

times more likely than the general population to

experience psychiatric disorders such as hyperactivity,

autism, developmental disabilities, depression, and

bipolar disorder. In instances where another disorder

does occur, the concomitant existence of mental retar-

dation modulates the clinical presentation of the sec-

ond disorder, occasionally making it almost

unrecognizable. Depression may present merely with

lack of sleep, weight loss, and withdrawal and lack of

interest in otherwise enjoyable activity. Mania may

present as agitation, irritability, and an absence of

sleep. If schizophrenia coexists, it may manifest only

by mannerisms or bizarre affect. Since mental retarda-

tion masks or even precludes symptom recognition,

more reliance is usually paid to signs in approaching

the diagnosis of these concurrent conditions.

Caregivers of individuals with mental retardation

must be cognizant of subtle behavior changes that may

be a harbinger of an additional mental disorder. Many

adults with mental retardation are institutionalized

and their medical care is often provided by physicians

associated with these facilities. Since the 1970s, how-

ever, an increased number of mentally retarded adults
have moved into the community to live with relatives,

with foster families, or in community residential facil-

ities. These individuals often seek medical care from

family physicians in their community. In addition,

while children with mental retardation and develop-

mental disabilities may be followed by pediatricians,

medical care usually must be found elsewhere when

these patients reach adulthood. Providing care for

adults with mental retardation poses several challenges

because of a general lack of awareness and specific

training among adult primary care providers.
Diagnosis and Treatment of Mentally
Retarded Adults

Diagnosing mental disorders in mentally retarded

adults presents with several difficulties. First, the diag-

nostic criteria for most mental disorders use subjective

criteria, such as reporting mood, loss of energy, grand-

iose thoughts, delusions, and hallucinations. Mentally

retarded individuals, however, often cannot report

their subjective experiences accurately. Some of these

patients even have little or no ability to speak. Second,

the differentiation of developmental behavior and

thinking from psychopathology presents difficulties.

For example, a normal 6‐year‐old child may have an

imaginary friend. In a mentally retarded adult with a

mental age of 6, it is important to distinguish a normal

imaginary friend from hallucinations indicative of a

psychotic disorder. Similarly, judging the quality of

social relationships, which is used as one of the major

features of autistic disorder, requires that the patient’s

relationships seem abnormal compared to what is

expected from someone with that degree of intellectual

disability and social development. Aggression, which is

rarely a diagnostic symptom of most mental disorders

as defined in the DSM, constitutes the most common

symptom that brings mentally retarded individuals

to psychiatric attention. Individuals with schizophre-

nia, substance abuse disorders, or depression may

show excessive aggressiveness, yet this symptom is

not used to define the disorder. Other more important

symptoms are required to establish these diagnoses. In

the diagnostic assessment of a typical mentally

retarded adult, one must put aside the prominent

aggression—the symptom causing the most concern

to the family and caregivers—and seek concomitant

symptoms to reach a diagnosis.
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Many adults with mental retardation live under

unpleasant circumstances. They have much less auton-

omy than other adults. Most have family members or

caregivers constantly telling them what to do. They

observe that nonretarded adults around them have

many more privileges than they do. Their desire for

physical intimacy is usually thwarted. To some extent,

anger and frustration seem appropriate and normal.

The patient’s intellectual disability may make it diffi-

cult to express that frustration in nonaggressive ways,

such as putting it into words, seeking out other com-

panions, or moving to a different living situation or

location. These individuals are vulnerable to abuse.

Moreover, they often lack the ability to complain and

seek correction of the problem. An examining treat-

ment provider may have difficulty eliciting from the

caregivers what is pathological about the patient’s

environment. Some of these patients’ aggressiveness

and socially inappropriate behavior would tax the abil-

ity of any caregiver to maintain equanimity. On the

other hand, the aggressiveness may in some cases be a

reaction to physical and mental abuse.

Many medical problems are more prevalent among

individuals with mental retardation than in the general

population. Some of these conditions, such as severe

seizure disorder or epilepsy, have traditionally been

managed by subspecialists. To make care more challen-

ging, accurate histories may not be available, and

patients may be unable to cooperate with examination

or testing. Because of these and other issues, primary

care physicians may be reluctant to assume the care of

mentally retarded adults. Payment sources also can

create barriers to care in the community. Most adults

with mental retardation are covered by Medicaid,

which in most states has historically paid low rates

for primary care services. As states increasingly move

toward capitated arrangements for Medicaid recipi-

ents, barriers to care could increase. Despite evidence

to the contrary, mentally retarded patients are gener-

ally perceived as being difficult to evaluate and treat in

managed care settings. Mental retardation can be

caused by any condition that impairs development

of the brain before birth, during birth, or in the

childhood years. Several hundred causes have been

discovered, but in about one third of the people affected,

the cause remains unknown. The three major known

causes of mental retardation are Down syndrome, fetal

alcohol syndrome, and fragile X syndrome. Other major

causes can be categorized as follows:
Genetic conditions: These result from abnormalities

of genes inherited from parents, errors when genes

combine, or from other disorders of the genes caused

during pregnancy by infections, overexposure to

x‐rays, and other factors. There aremany genetic diseases

associated with mental retardation. Some examples

include phenylketonuria (PKU), a single gene disorder.

Due to amissing or defective enzyme, childrenwith PKU

cannot process a part of a protein called phenylalanine.

Without treatment, phenylalanine builds up in the blood

and causes mental retardation. Down syndrome is an

example of a chromosomal disorder. Chromosomal dis-

orders occur sporadically and are caused by too many or

too few chromosomes, or by a change in structure of a

chromosome. Fragile X syndrome is a single gene dis-

order located on the X chromosome and is the leading

inherited cause of mental retardation.

Problems during pregnancy: Use of alcohol or drugs

by the pregnant mother can cause mental retardation.

In fact, alcohol is known to be the leading preven-

table cause of mental retardation. Recent research has

implicated smoking in increasing the risk of mental

retardation. Other risks include malnutrition, certain

environmental toxins, and illnesses of the mother

during pregnancy, such as toxoplasmosis, cytomegalo-

virus, rubella, and syphilis.

Problems at birth: Prematurity and low birth weight

predict serious problems more often than any other

conditions. Difficulties in the birth process such as

temporary oxygen deprivation or birth injuries may

cause mental retardation.

Problems after birth: Childhood diseases such as

whooping cough, chicken pox, measles, and Hemophi-

lus influenzae infection (a common bacterial childhood

infection) may lead to meningitis, encephalitis, and

damage the brain. Injuries such as a blow to the head

or near drowning are also common causes. Lead, mer-

cury, and other environmental toxins can cause irre-

parable damage to the brain and nervous system.

Poverty and cultural deprivation: Children growing

up in poverty are at higher risk for malnutrition, child-

hood diseases, and exposure to environmental health

hazards and often receive inadequate health care. These

factors increase the risk of mental retardation. In addi-

tion, children in disadvantaged areas may be deprived

of many common cultural and educational experi-

ences provided to other youngsters. Research suggests

that such understimulation can result in irreversible

damage and can serve as a cause of mental retardation.
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General Considerations in Caring
for Mentally Retarded Adults

Medical providers need to know if the patient lives

alone, with relatives, or in a community residential

facility. Effective evaluation and treatment often

require verbal or written communication with care-

givers, who may provide information that is useful in

putting the patient’s symptoms or complaints in con-

text. For instance, small changes in a mentally retarded

individual’s daily routine can produce great anxiety,

which may then cause myriad symptoms. The indivi-

dual in question should be involved in discussions of

health or illness at a level appropriate to his or her

mental functioning. A clear‐cut determination of guar-

dianship status must also be made. Many adults with

mental retardation living in the community are their

own guardian either because of deceased caregivers

or caregiver burnout. Not infrequently, however, par-

ents or other relatives have medical guardianship. In

the latter case, the patient’s physician should obtain

documentation of the guardianship, and the medical

guardian should be present when decisions are made.

Even for mentally retarded patients who serve as their

own guardian, third parties may place limitations on

treatment. Many states have human rights committees

that monitor the treatment of individuals who are

living in community residential facilities or with foster

families to ensure, for example, that sedation is not

used to control behavior. Each State’s Office for

Developmental Disabilities can provide information

on regulations concerning the treatment of disabled

individuals.
Screening and Confirmatory Tests
for Medical Illnesses

Disease prevalence may be a factor in determining the

screening tests that are performed for a mentally

retarded individual. Some illnesses, such as hepatitis

B, are much more common in adults with mental

retardation than in the general population. Other dis-

eases, such as cervical cancer in adults who have not

had sexual relations, may be much less common. In

deciding which screening tests to recommend, the

physician should consider the risk factors in the indi-

vidual patient. The performance of confirmatory tests

such as colonoscopy or colposcopy is relatively
straightforward in the general population. However,

general anesthesia is usually required when these tests

are performed in patients with profound mental retar-

dation. This possibility, as well as other factors, must

be considered before being faced with the situation of

abnormal results from a screening test in a patient who

is mentally retarded. Health supervision guidelines for

children with genetic disorders, including Down syn-

drome and fragile X syndrome, have been published by

the American Academy of Pediatrics Committee on

Genetics. While these guidelines are geared to children

and adolescents, they may be useful to physicians who

provide health services to adults with mental retarda-

tion. In general, the physician must consider each case

individually and must not discriminate based on

prejudices about the disabled population as a whole.
Educational and Adult Programs

Numerous educational and vocational programs exist

in the community to address the special needs of

children with mental retardation. As this popula-

tion ages, the emphasis on education must persist.

However, special education is not always tailored to

the educational, emotional, and vocational needs

of the special adult patient presenting even greater

challenges and difficulties with optimal management

to meet the ultimate goal of integration into society to

the fullest extent possible. In general, as these indivi-

duals move to secondary education settings, the curri-

culum should take on a stronger career preparation

and life skills emphasis. With appropriate prepara-

tions, even individuals with severe intellectual disabil-

ities can acquire vocational skills, and as adults can

move into productive roles in the workplace. It is

increasingly expected that adults with mental retarda-

tion will work in inclusive work settings alongside

typical workers with supports provided there as

needed, and that these individuals will live in residen-

tial programs that represent the sorts of homes that

most people live in.
Related Topics

>Adult Protective Services, >Anger, >Caregiving

and caregiver burden, >Down syndrome, > Elder

abuse and neglect, >Mental illness
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Midlife Crisis
Nancy Mendez

A common myth in US culture is that midlife crisis is

an inevitable part of life that we all experience. In fact,

researchers estimate that only 10% to 20% of Amer-

icans actually experience a midlife crisis. It is impor-

tant to distinguish between midlife transition and

midlife crisis. A midlife transition generally begins in

our forties and fifties. It is a period of reflection,

reassessment, and redefinition. It is also a time when

many of us realize our own mortality and begin to set

new personal goals. However, these feelings themselves

do not signal a midlife crisis. It is important for the

individual to understand the difference between mak-

ing a life change and a crisis. The psychologist Carl

Jung identified five phases of midlife:

1. Accommodation—meeting the expectations of

others. (This phase actually occurs throughout the

first part of our life).

2. Separation—rejecting expectations, the individual

begins to ask if their outward personality is who

they really are.

3. Liminality—a period of uncertainty, where life

seems directionless.

4. Reintegration—reexamining your individuality and

coming to terms with that identity.

5. Individuation—the final stage in the process

involves accepting the unfavorable aspects of ones’

one character.
The phases are a guide through midlife transition

but each individual person experiences these phases

differently. For instance, some individuals enter and

reenter the stages. Others may stay in one particular

stage for decades whereas others work through the

phases in a short period of time. By recognizing the

natural stages of midlife one can make sense of feelings

of change and confusion; midlife transition need not

be a crisis.

A midlife crisis is an emotional state of doubt and

anxiety in which a person becomes uncomfortable

with the realization that life is half over. It commonly

involves reflection on what the individual has done

with his or her life up to that point, often with feelings

that not enough has been accomplished. The indivi-

dual may feel bored with his or her life, job, or partner,

and may feel a strong desire to make changes in

these areas.

Midlife crisis usually affects individuals between

the ages of 40 to 60 years, although individuals in

their thirties and seventies have been known to experi-

ence a midlife crisis. A crisis is characterized by

destructive behaviors, such as increased debt, having

an affair, gambling, substance abuse, irresponsible

behavior at work, or other damaging behavior. A mid-

life crisis can sometimes feel very painful and cause

people to make drastic lifestyle changes. It can also

produce an explosion of adolescent behavior, throwing

life priorities into chaos. To control the damage it is

important to recognize the warning signs of midlife

crisis and learn to process the powerful emotions that

come with it. Individuals going through midlife crisis

might experience a wide range of feelings such as:

� Discontent with life and/or the lifestyle that may

have provided happiness for many years

� Boredom with things and people that up until now

held great interest or dominated one’s life

� Feeling adventurous and wanting to do something

completely different

� Questioning the meaning of life, and the validity of

decisions made years before

� Confusion about who one is or where one’s life

is going

A midlife crisis can come naturally or can be

brought on by external factors. Losing a family mem-

ber such as a parent can generate an overwhelming fear

of growing old and dying. Adult children leaving home

can produce feelings of isolation. Physical signs of

www.thearc.org
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aging have also been known to trigger midlife crisis.

With this physical evidence the aging process can no

longer be avoided and with it the loss of one’s youthful

self‐image. Divorce is yet another factor that can

exacerbate midlife crisis. Divorce can lead to feelings

of inadequacy and depression.

Experts suggest the following coping strategies for

individuals who believe that they are in the midst of a

midlife crisis. The first step is to pay attention to one’s

feelings. Trying to block out internal emotions can

intensify the crisis, which can then lead to damaging

behavior like drug and alcohol abuse. As the crisis

builds suppressed feelings can turn into misdirected

anger toward family and friends. If one suppresses

his or her emotions, chances are they will continue

to resurface. Secondly, many in the throes of a mid-

life crisis instinctively move to end their marriages or

long‐term relationships because of overwhelming feel-

ings of restlessness, boredom, and overall discontent-

ment with life. Experts suggest that individuals first

try to repair or strengthen their relationships by talk-

ing to their partner about the changes they are under-

going. If an individual is afraid of being misjudged by

his or her partner, he or she can consider sharing

those feelings with a counselor. It is suggested that

individuals try to avoid making sudden life‐changing
decisions and instead ask themselves what goals are

appropriate now. If someone is unable to work

through his or her feelings, the individual can seek

professional counseling or a support group. Finally,

one can try to approach midlife as an opportunity

for growth and development. Midlife can be a time of

self‐reflection. It is important for the individual to

understand the difference between making a life

change and a crisis.

Many emerge from midlife with a new sense of

meaning and direction that can guide them through

the rest of their life. The transition of midlife is an

opportunity to deepen relationships with family and

friends and create a richer life. Individuals who feel

overwhelmed can ask their physician for referrals to

counselors or support groups that specialize in midlife

transition.
Related Topics

>Coping, >Divorce, >Empty nest syndrome,

>Marital satisfaction, > Self‐esteem, > Stress
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Migration
Sana Loue

In general, rural areas of the United States have a

higher proportion of older individuals in their total

population than do urban areas. Rural areas are aging

rapidly due to the out‐migration of younger persons

to urban areas, the in‐migration of older persons from

urban areas, and the large numbers of aging indivi-

duals who choose to remain in their rural residences.

Women, in particular, comprise a growing proportion

of older Americans residing in rural areas as they age.

In nonmetropolitan areas, women account for 51.8%

of the population between the ages of 65 and 74, and

65.9% of the population aged 85 and older. As an

example, various areas in Michigan have reported the

recent and increasing movement of established families

and older adults from central metropolitan counties to

outlying communities.

Nevertheless, older adults are less likely to move to

a different community than are younger adults. When

they do relocate, it is often to seek a housing situation

that is more responsive to their health needs or a

change in life circumstances. Fulfillment of health

needs may entail relocation to a warmer climate or to

be closer to family members or close friends who can

provide support and/or assistance with their care. Indi-

viduals may wish to relocate, as well, following a

divorce, death of a spouse or partner, or the departure

of growing children from the family home. Growing

limitations in physical abilities may also prompt a

desire to relocate to a more maintenance‐free living

situation.
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Mini Mental State
Examination
Nimish J. Thakore

The Mini Mental State Examination (MMSE) is the

most widely used screening tool for dementia in the

United States. This brief cognitive assessment instru-

ment was originally developed, validated, and reported

by Folstein and others in 1975 for the bedside diagno-

sis of dementia. It consists of the following parts:

(1) orientation questions, five each for time and place

(10 points); (2) three‐word registration and 1‐min

recall (3 points each); (3) attention and calculation,

assessed either by (a) serial subtraction of 7 from 100

or by (b) spelling ‘‘WORLD’’ backwards (5 points);

(4) language, assessed by a three‐stage command, repe-

tition, naming, reading comprehension, and writing

(8 points); and (5) copying two intersecting pentagons

(1 point). The maximum score is 30, which is normal.

Scores of less than 24 are indicative of dementia. The

test–retest and interrater reliability, internal consis-

tency, and external validity of the MMSE are high.

MMSE is administered by psychologists, physicians,

nurses, or other trained health‐care personnel. It

takes 5 to 10 min to administer.

The primary purpose of the MMSE is to screen

individuals at risk for dementia. With availability of

treatment, early detection of dementia, particularly

Alzheimer’s disease (AD), has assumed increased

importance in the past decade. An abnormal MMSE

alone is insufficient for the diagnosis of dementia; a

comprehensive medical and social history and physical

examination are also necessary. The MMSE can be
used to assess severity of dementia. The MMSE score

declines in AD at the rate of about 3 points annually.

Age‐ and education‐specific population norms for

the MMSE have been reported in the United States. As

would be expected, younger individuals and those with

higher educational attainment have higher cutoff

values for normal than older individuals and those

with less education. The MMSE has been translated

into numerous languages, and has been validated in

other cultures.

The MMSE has some weaknesses. There is varying

accuracy with age, education, and ethnicity. MMSE

may not detect early dementia in highly educated indi-

viduals (ceiling effect), and progression may not be

discerned in advanced dementia (floor effect). There

is substantial weight on orientation, but little weight

on constructional praxis (the ability to draw or copy

figures). The language section of the MMSE is quite

insensitive except in advanced dementia. Individuals

often do worse on serial subtraction than on the alter-

native procedure of spelling WORLD backwards. In

practice, substantial variation is seen in the way this

section is scored. Although appropriate for Alzheimer’s

disease, the MMSE is a poor screen for other dementing

processes that predominantly affect frontal or subcorti-

cal function, such as frontal lobe dementia, or dementia

from HIV infection or multiple sclerosis. Because of

substantial variability, MMSE is a suboptimal instru-

ment to assess rate of progression of dementia. MMSE

may not be administered over the telephone.

Numerous alternative brief cognitive instruments,

such as the Modified MMSE (3MS), Blessed Infor-

mation Memory Concentration (BIMC), Blessed Orien-

tation Memory Concentration (BOMC), Functional

Activities Questionnaire (FAQ), Short Test of Mental

Status (STMS), Short Portable Mental Status Question-

naire, Clock Drawing Test, Mini‐Cog, and 7‐Minute

Screen have been published, but none is as well studied

or as widely used as the MMSE.

Contrary to popular belief, the MMSE is not in the

public domain. The copyright belongs to the publisher,

Psychological Assessment Resources, Inc., Lutz, Florida.

The test and instructions can be purchased from their

Web site www.parinc.com (accessed Novem ber 2005 ).
Related Topics
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Minimum Data Set
Deborah J. Gould

Minimum data set (MDS) is a term that denotes a

body of information compiled from various sources

using a standard set of definitions and collection pro-

cedures to form an integrated knowledge base concern-

ing a particular subject. In the field of medicine and

health‐related industries a MDS requires input from

practitioners, health agencies, and hospitals. MDSs are

now being employed to establish and maintain the

quality and uniformity of care in hospitals, nursing

homes, and health care agencies.

A MDS generally includes standard demographic

information, treatments, outcomes, morbidity, mortal-

ity, and general health status of individuals. Each area

of health care or research can employ its own MDS.

The various data sets can then be integrated to provide

a comprehensive view of a health care issue and can

be used to improve medical care on an individual,

institutional, or societal level.
For instance, in an effort to improve quality med-

ical care across ethnic and socioeconomic lines, the

federal government has now required nursing homes

certified by Medicare or Medicaid to participate in

clinical assessment of residents using a specific MDS

as the assessment tool. Assessment items for documen-

tation include 18 different areas of patient care and

status, including information about cognitive func-

tioning, medical conditions, potential for rehabilita-

tion, current ability for independent functioning, and

demographics. Using the information gathered in this

MDS, researchers are able to investigate various aspects

of care delivery by nursing homes, such as monitoring

medication use and documenting over‐ and under-

treatment among subgroups of nursing home resi-

dents, and determining factors that are important in

providing quality medical care in the nursing home

setting. MDS data have also been used to set payment

amounts to nursing homes based on the level of func-

tioning and care demands of patients residing at a

given nursing home.

The ultimate goal would be to form a National

Minimum Data Set (NMDS) to identify health pro-

blems, document the health status of subgroups of the

population, monitor health delivery systems, and

document other important aspects of the health care

system. It would consist of multiple MDSs that would

be linked by an information infrastructure that could

be easily accessed by the public, including researchers,

practitioners, health care agencies, and individuals.

The federal Department of Health and Human Services

has made some progress toward forming this link,

which it has termed the National Health Information

Infrastructure (NHII).
Related Topics

>Nursing home, >Quality indicators
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Minority Seniors
Dahlia Fuentes

The four most recognized racial and ethnic minority

groups in the United States are American Indians

and Alaska Natives, African Americans, Asian Ameri-

cans and Pacific Islanders, and Hispanic Americans

(Latinos). Consistent with the 2001 Supplement to

the Surgeon General’s Report on Mental Health, the

term ‘‘minority’’ is used to signify the groups’ limited

political power and social resources, as well as their

unequal access to opportunities, social rewards, and

social status in the United States. The term is not

meant to suggest inferiority or indicate small demo-

graphic size. In fact, some minority groups, such as

Latinos and Asian Americans and Pacific Islanders,

have grown at higher rates than the ‘‘majority,’’ or

non‐Hispanic white population.

According to the US Census, the four minority

groups accounted for approximately 30% of the total

US population in 2000 and 16.4% of the elderly popu-

lation aged 65 and older. Eight percent of persons aged

65 and older were African American, 2.4% were Asian

or Pacific Islander, 5.6% were Latino, and less than 1%

were American Indian or Alaska Native. While the

non‐Hispanic white population of older adults is pro-

jected to increase by 81% between 2000 and 2050, the

older adult minority population will increase by 410%

and account for an estimated 35.8% of the US popula-

tion aged 65þ (AoA, 2004). The increase in minority

seniors is not due solely to immigration, but is largely

attributed to the aging of the ethnic minority groups

that over the years have experienced lower mortality

rates, higher fertility rates, and longer life expectancy.

Despite the fact that Americans are living longer

and a greater proportion are reaching older adulthood
than ever before, minority seniors are not necessarily

living healthier lives compared to the non‐Hispanic

white older adult population. Most older persons

have at least one chronic condition and many have

multiple conditions. Areas of special concern to minor-

ity elders are diabetes, hypertension, cancer, and mental

health. According to the Agency for Healthcare Re-

search and Quality, the four ethnic minority groups

have higher rates of diabetes compared to non‐Hispanic

whites. American Indian and Alaska Natives have

nearly three times the rate of diabetes compared to

the overall population, and Latinos have 2.5 times the

overall rate. African American diabetics are seven

times more likely to have amputations and develop

kidney failure than non‐Hispanic white diabetics. In

1997, diabetes was the third leading cause of death

among American Indian or Alaska Native population

aged 65 and older and the fourth leading cause of

death among Hispanic elderly, while ranking sixth

among older non‐Hispanic white men and women.

Hypertension is also of great concern to the African

American population, as they experience an 80%

higher rate of stroke‐related deaths and a 50% higher

rate of mortality due to heart disease than the overall

population. African American men are also more

likely to die of prostate, lung, and bronchial cancer

than are non‐Hispanic white men. African American

women are more likely to die of breast cancer. Cancer

death rates are increasing among Latinos and Native

Americans despite an overall decrease among other

groups. Mental health is of great importance, as the

2001 Supplement to the Surgeon General’s Report on

Mental Health revealed that ‘‘racial and ethnic mino-

rities bear a greater burden from unmet mental health

needs and thus suffer a greater loss to their overall

health and productivity.’’ Despite having similar com-

munity rates of mental disorders, minority groups are

less likely than non‐Hispanic whites to utilize services

and receive poorer quality mental health care.

Access to quality health care is a common challenge

among minority populations. A recent report of the

Institute of Medicine concluded that racial and ethnic

minorities in the United States receive a lower quality

of care than non‐Hispanic whites, even after account-

ing for differential access to care (IOM, 2002). Barriers

in receiving adequate care include, but are not limited

to, difficulties with language and communication, feel-

ings of isolation, mistrust of treatment, encounters

with service providers lacking knowledge of the

http://www.cms.hhs.gov
http://www.ncvhs.gov/NHII2kReport.htm
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person’s culture, and challenges related to their socio-

economic status. In a survey of Medicare beneficiaries

aged 65 and older, African American and Latino

elderly had the highest prevalence of reported delay in

getting health care due to cost. Additional barriers for

older adults include the shortage of health‐care profes-
sionals trained in gerontology, and the fragmented

organization of services.

There are many efforts underway to address the

issues of health care disparities at the national and

local levels. The National Institute on Aging has devel-

oped a strategic plan that includes research goals to

reduce or eliminate health disparities, as well as goals

for public information, outreach, and education. The

Administration on Aging has been responding to the

needs of the growing diverse elderly population by

making information and services accessible to limited

English‐speaking older adults, and tracking the char-

acteristics of minority clients served by all the local

Agencies on Aging. Increasing numbers of health care

delivery systems are taking action toward becoming

more culturally competent organizations by providing

diversity training to the health care workforce and

developing and implementing model programs that

result in positive outcomes for ethnic minorities and

older adults. Universities and other teaching institu-

tions are increasingly integrating cultural competence

into their curriculum, and some professional associa-

tions have published guidelines on how to provide

services to ethnic, linguistic, and culturally diverse

populations. The American Society on Aging has

implemented a variety of special initiatives, including

the New Ventures in Leadership program, to develop

leadership in the field of aging that is representative of

the racial, ethnic, and cultural diversity of the popula-

tions served.

Although race and ethnicity are commonly thought

to be dominant elements of culture, a true definition of

culture is much broader and includes elements such as

shared values, traditions, beliefs, symbols, norms, atti-

tudes, language, religion, arts, customs, history, folk-

lore, and institutions of a group. Hence, even within

the federal classifications of race and ethnicity, there

exists a vast array of diversity.
Related Topics

>African American, >Ageism, >American Indian

and Alaska Native, >Asians and Pacific Islanders,
>Diabetes, >Discrimination, >Ethnicity, > Immi-

grant health, > Latino, >Race
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Moles
Leslie K. Dennis

Moles (sometimes called beauty marks or birthmarks)

are clinically referred to as nevi. They are one of the

many types of benign tumors of the skin. Moles can be

present at birth but typically develop during childhood

or adulthood. A normal mole can be flat or raised and

is generally an evenly colored brown, tan, or black spot

on the skin. It can be round or oval. Moles are generally

less than 1/4 in. or 6 mm in diameter (less than a pencil

eraser). Once a mole has developed, it will usually stay

the same size, shape, and color for many years.

http://www.ahrq.gov/qual/nhdr03/nhdrsum03.htm
http://www.ahrq.gov/qual/nhdr03/nhdrsum03.htm
http://www.aoa.gov/prof/Statistics/minority_aging/facts_minority_aging.asp#Self-RatedHealthStatus
http://www.aoa.gov/prof/Statistics/minority_aging/facts_minority_aging.asp#Self-RatedHealthStatus
http://www.aoa.gov/prof/Statistics/minority_aging/facts_minority_aging.asp#Self-RatedHealthStatus
http://www.asaging.org
http://www.census.gov/population/www/cen2000/briefs.html
http://www.census.gov/population/www/cen2000/briefs.html
http://www.healthypeople.gov/
http://www.healthypeople.gov/
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The number of moles increases with age, especially

during childhood and adolescence. Boys tend to have

more moles than girls do. Individuals with a family

history of skin cancer tend to have more moles. Both

children and adults who are sun‐sensitive (red or blond
hair, light or fair skin color, tend to burn, tend to

freckle, or cannot tan) are at increased risk of having

or developing moles. Thus, benign moles occur more

often in people with a lighter complexion.

Moles that are irregular in shape, size, or color

may be referred to as atypical or dysplastic moles.

These moles tend to be large. They form a continuum

between the common mole and skin melanoma. Dys-

plastic moles may occur as multiple moles distributed

over the body, a condition known as dysplastic nevus

syndrome. People with multiple moles often have a

family history of multiple moles and melanoma, and

are at higher risk for developing melanoma themselves.

Such people need to be closely monitored by a derma-

tologist. The association of increasing numbers of

moles with melanoma suggests that moles are either

markers of some exposure that leads to melanoma, or

potential precursors of melanoma or both.

Sun exposure is the major risk factor leading to the

development of skin melanoma and precursor lesions

such as moles. Childhood sun exposure may promote

the development of melanoma by increasing the num-

ber of moles that develop. Several studies have found

more moles on sun‐exposed areas of the body com-

pared to sun‐protected areas. After early sun exposure

causesmoles to develop, other risk factors formelanoma

may cause themoles to progress tomelanoma. Sunburns

are related to both sun exposure and the skin’s sensitivity

to the sun. Various studies have found an increased risk

of moles with increasing number of sunburns, similar to

the association seen between sunburns and melanoma.

The contribution of tanning bed use to the devel-

opment of moles has not been well‐studied at this time.

Similar to sun exposure, ultraviolet radiation from tan-

ning bed use is likely to increase the number of moles.

Tanning beds may emit up to 30 times the amount of

UVradiation received by the sun. Any changes in a mole

seen after tanning bed use should be shown to a derma-

tologist immediately.

Few moles develop into melanoma. Individuals

with many moles have a greater chance that progres-

sion will occur. It is important to recognize changes in

a mole. Photographs or full body charts of your moles

can be used to monitor changes in shape, color, and

size over time. The most important warning sign for
melanoma is a spot on your skin that is changing

in size, shape, or color over a period of 1 month to

1 or 2 years. The ABCD rule may help you remember

the four signs of melanoma.

Consult a dermatologist if you find one of the

following: A, not ASYMMETRIC—if half of the mole

does not match the other half; B, irregular BORDER—

a mole forms irregular borders or becomes ragged,

notched, or blurred; C, change in COLOR—a mole

changes in color or is not the same color all over; D,

large DIAMETER—a mole is larger than the width of a

pencil eraser (more than 1/4 in. or 6 mm in diameter).

Seeking medical attention for suspicious moles is

very important because melanoma can be a deadly

disease with few or no symptoms or pain. However,

melanoma is also easily curable if identified early and

removed. Distinguishing between a mole and a mela-

noma may be difficult, even for a dermatologist. The

most dependable method to distinguish a normal mole

from melanoma is to remove the mole and have it

examined under a microscope to determine whether

the lesion is cancerous.
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Mood Disorders
Kimberly R. Bogan

Mood disorders are among the most common psychia-

tric disorders present in the geriatric population today

as 2–4% of elders in the community are affected.

Today, many studies are being conducted with a sense

of urgency to further characterize, better diagnose and

treat mood disorders in older Americans, as this popu-

lation will account for 20% of the total population

by 2030. Mood disorders are subclassified by the



572 M Mood Disorders
Diagnostic and Statistical Manual of Mental Disorders,

4th Edition, Text Revision (DSM‐IV‐TR) criteria refer-
ence manual to include bipolar I disorder (mania

and depression), bipolar II disorder (hypomania and

depression), cyclothymia (hypomania and dysthymia),

dysthymia (chronic low‐grade depression), and major

depressive disorder (MDD). The building blocks,

which further define these subclasses, can be concep-

tualized as a disturbance anywhere along the ‘‘happy–

sad’’ mood continuum. Mood symptoms are also

present in other disorders including mood disorders

due to a general medical condition, substance‐induced
mood disorders, bereavement and adjustment disorder

with depressed mood. In this entry major depressive,

dysthymia, and bipolar disorders will be discussed.

MDD is a mood disorder made of a primary cluster

of symptoms with the essential symptom being a per-

vasive low mood or a decreased level of interest in

things that used to give pleasure. Additionally within

this core cluster are changes in one’s biological (sleep,

energy level, libido, appetite, and weight) and cognitive

functions (attention and concentration), thought con-

tent (negative view of self, world or future guilt, sui-

cide, delusions), and if the depression is severe, the

presence or absence of perceptual disturbances (audi-

tory hallucinations). In distinction to common human

experiences such as sadness, grief, or demoralization,

major depression rises to a level of mood disorder

when there are five or more of the above‐mentioned

symptoms clustered within the same 2‐week period,

along with a change in premorbid function. Depres-

sion can be further specified by its (1) severity (mild,

moderate, or severe), which if severe may lead to psy-

chotic features as noted earlier; (2) course (single,

recurrent, chronic); and (3) remission status (partial or

full). Additionally there are associated symptoms that

may occur alongside the latter primary symptoms

including anxiety, irritability, crying, etc.

According to the Epidemiologic Catchment Area

study 1% to 3% of elders in the community are diag-

nosed with depression, and depression is found to be

more common in women than in men. In other set-

tings, up to 21% of hospitalized elders meet criteria for

a major depressive episode, whereas more than 25%

meet these criteria when living in a nursing home.

Although the diagnostic criteria for depression are

applicable to all ages, studies have shown that

depressed elders appear to exhibit certain symptoms

more so than their depressed younger counterparts

such as weight loss, feelings of guilt, melancholic‐type
depression, hypochondriasis, a higher frequency of

psychosis (usually delusions), suicidal ideation, and a

poorer prognosis. Furthermore, studies on geriatric

suicide reveals that 83% to 87% of elders with suicidal

thinking suffer from a mood disorder, of which major

depression accounts for 65%. Elderly white males have

a suicide rate five to six times the US national popula-

tion and are at a higher risk of completing suicide than

elderly females; compared with other age groups,

elders who commit suicide are less likely to seek mental

health care than to have sought primary health care

shortly before committing suicide. Hence, suicide risk

assessments must be routine coupled with knowing the

risk factors for suicide, which includes increasing age,

white males, single status, recently widowed, recent

losses, depression, anxiety, substance abuse, comorbid

and chronic medical disorders such as renal failure and

cancer, previous suicide attempts, access to lethal

means (such as firearm), loneliness, and isolation.

Although the general criteria for depression, as pre-

viously mentioned, are clear, there are many bar-

riers that may delay or obscure its diagnosis in the

elderly population. These barriers may include: dis-

counting symptoms of depression such as changes in

biological and cognitive functions as secondary to nat-

ural aging processes, and natural cognitive decline;

depression manifesting primarily as somatic complaints

that may mimic other medical disorders; coexisting

psychiatric or medical disorders (i.e., dementia, delir-

ium) that may eclipse depressive symptoms; general

medical (i.e., hypothyroidism) or neurological (i.e.,

stroke, multiple sclerosis) conditions that may lead to

depression; patient‐stigma‐sensitivity that may lead

to reluctant disclosure of depressive symptoms; and

hurdles imposed by the health‐care system. Studies

have shown that geriatric depression has deleterious

interactions with physical health; hence if left unrecog-

nized and untreated, depression could lead to disabil-

ity, disease burden to the caregiver, and irreversible

devastation in this population.

Risk factors for late‐life depression are multifactor-

ial and include genetic contributions, which are lesser

in late‐life than in earlier phases of the life cycle; changes

with aging such as neurotransmitters (decreased nore-

pinephrine and serotonin) and endocrine regulation

(increased cortisol, decreased growth hormone, and

decreased thyroid‐stimulating hormone); and disruption

of biochemical and physiological circadian rhythms.

Structural brain changes also create vulnerabilities

for depression as a stroke may commonly precede
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depression in 25% to 50% of post‐stroke patients. In

patients with dementia, Alzheimer’s type depression

occurs in approximately 10%; and with Parkinson’s dis-

ease it occurs in 20%. Other possible biological risks for

late‐life depression include myocardial infarction, heart

transplantation, congestive heart failure, and cancer.

Medications may also cause symptoms of depression

including analgesics, antihypertensives, antipsychotics,

anxiolytics, chemotherapeutics, sedative hypnotics, ster-

oids, diuretics, and H2 blockers. Additionally there are

psychosocial risk factors for depression in the elderly,

which commonly include losses (previous function,

family, friends, etc.), being female, single, lacking a social

network, and having stressful life events.

Management strategies should be evidence‐based
and includes using preventative measures such as

appropriate nutrition, exercise, and social activities.

The diagnostic workup for geriatric mood disorders

should include a thorough history and physical to rule

out medical and neurological disorders along with drug

side effects; thorough psychiatric history and review of

systems, as well as a suicide risk assessment; routine

laboratory tests (electrolytes, B2, folate, BUN, creati-

nine, complete blood count, liver function test, thyroid

function test, urinalysis, drug screen), electrocardio-

gram (ECG), and brain imaging as needed. Treatment

is divided into three phases including acute (resolves

symptoms; duration: 7 to 9 weeks in the elderly), con-

tinuation (prevents relapse; duration: 4 to 6 months),

and maintenance (for elders at high risk for recurrence;

duration: case specific). Pharmacotherapy can include

tricyclic antidepressants (nortriptyline or desipramine

and others), selective‐serotonin‐reuptake inhibitors

(Celexa, Prozac, and others), atypical antidepressants

(trazadone, venlafaxine, mirtazapine, and others),

monoamine oxidase inhibitors (tranylcypromine), and

electroconvulsive therapy (ECT) for acutely ill or treat-

ment‐resistant patients. Doses should be customized

to the individual, started at lower doses, and followed

by slow titration to an optimal dose. Furthermore, renal

and liver functions should be monitored routinely

and are drug‐specific. Due to comorbid (co‐occurring)
medical disorders that require multiple medications,

knowledge of drug–drug interaction may prevent side

effects or treatment failure. Finally, psychotherapy can

be used alone or in combination with medications and

can include cognitive–behavioral, interpersonal, sup-

portive, problem‐solving, or psychodynamic therapy,

which have all been shown to be efficacious in geriatric

depression.
Dysthymia is characterized by at least 2 years of a

milder form of depression for more days than not, and

is accompanied by at least two symptoms that do not

reach the criteria for MDD. The symptoms may

include poor concentration or indecisiveness, hope-

lessness, poor self‐esteem, low energy, hypersomnia

or insomnia, and increased or decreased appetite. It

affects approximately 1% of elderly males and 2.3% of

elderly females. According to multiple studies, it is also

known to manifest differently in the elderly than in the

younger populations. As with major depression, dys-

thymia often goes undetected and untreated due to

multiple barriers, which may lead to poor outcomes

(medical burden and disability). Although studies

appear promising for all classes of antidepressants in

the treatment of geriatric dysthymia, double‐blind,
placebo‐controlled studies are needed.

Bipolar Disorder : Bipolar I disorder (BAD I) is a

mood disorder that requires one or more manic epi-

sodes, with which a depressive episode may or may not

be present. Manic episodes are characterized by a

euphoric, expansive, or an irritable mood along with

distractibility, increased activity, grandiosity, flight of

ideas, impulsivity, decreased sleep, and excessive talk-

ing for at least 1 week. If mania becomes severe, reality

testing may be lost, causing the individual to believe

that he or she is power‐endowed. This false belief

coupled with euphoria may breed poor judgment

and impulsivity, which may manifest as overspending

and risk taking. Bipolar II disorder (BAD II) requires

both a hypomanic and a major depressive episode to

make the diagnosis. Hypomania is defined by the

same criteria as mania; however, it requires duration

of 4 days, and does not require hospitalization, func-

tional impairment, or psychosis. Completed suicide

in BAD is associated with a lifetime rate of 15%.

In the clinical setting 5% to 19% of all seniors with

mood disorders have bipolar disorder and approxi-

mately 10% with bipolar disorder will develop the

disorder after the age of 50. Late‐life bipolar disorder
may occur in multiple contexts including early‐onset
bipolar disorder, late‐onset bipolar disorder (second-
ary mania), or seniors with preexisting depression who

develop new‐onset manic symptoms. New‐onset BAD
is usually rare after the 50th decade of life and is often

secondary to a medical and neurological disorder or

the side effects of medication, especially antidepres-

sants and steroids. Lithium is the most studied mood

stabilizer for geriatric BAD and dosing should be

reduced by 25% to 50% as compared with younger
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patients. Other treatment options may include antic-

onvulsants (valproate, carbamazepine) and antipsy-

chotics (such as risperidone or quetiapine). Despite

the lack of controlled studies on the latter medications,

the general rule is to start at low doses and titrate

slowly as well as obtaining pertinent labs and an EKG

to monitor for toxicity.
Related Topics

>Bereavement, >Bipolar disorder, >Cognitive–

behavioral therapy, >Depression, >Drug interac-

tions, >Dysthymia, >Grief and grieving, > Isolation,

> Loneliness, >Medication management, >Mental

illness, >Psychotherapy, > Substance use, > Suicide
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Morbidity
José S. Lozada Boron

Morbidity could be considered the effect of illness on

the body that would alter or change what would other-

wise be considered normal daily life. Morbidity could

be short‐term and long‐term. Short‐term (temporary)
morbidity could be illustrated by the congestion,

sneezing, and sleepiness that occur during a seasonal

cold or the sensitivity to extreme temperatures of a

tooth cavity. Examples of long‐term (chronic) morbid-

ity include loss of bone density due to osteoporosis or

the pain in joints due to arthritis.

The term morbidity has its origin in the Latin word

morbidus, which means sickly, diseased, or unwhole-

some. Unlike the word English adjective morbid,

which is commonly used to describe things associated

with death, morbidity is simply a term used to measure

the degree of imperfect health. Early on in life, the

main causes of chronic morbidity in humans can be

mainly due to infectious diseases (such as parasitic

worms), congenital birth defects, or a physical injury

that never completely healed. Such morbidity could

result in stunted physical development, reduced men-

tal development, or simply a loss of quality of life,

which is readily defined as a measure for how satisfied

an individual is with the conditions in which they live.

Morbidity later in life could be brought on by a multi-

tude of reasons, such as macular degeneration, hyper-

tension, erectile dysfunction, and loss of teeth. Old

injuries, chronic back pain, type I and type II diabetes,

hemorrhoids, and bunions—ailments which can be

exacerbated in older age—also reduce the quality of

life in individuals as they become older, thus increasing

their morbidity.

Morbidity is important in public health because it

is a useful inverse measure of health. If morbidity in a

population is high, then the health of that population

will be low, if the overall morbidity of the population is

low, then one could deduce that the health of that

community is favorable. The two most common meth-

ods for measuring morbidity attributable to a certain

disease in a population are by measuring the incidence

(the number of new cases in a population over a period

of time) and prevalence of a certain disease (the num-

ber of total cases in a population over a period of

time). Population‐level morbidity, in conjunction

with mortality, often referred to as that population’s

burden of disease, is measured in Disability Adjusted

Life Years (DALYs). DALYs is a measure which com-

bines the years of life lost due to premature mor-

tality in the population and the years lost due to

disability. One DALY is equivalent to 1 year of healthy

life lost.

Chronic health conditions can cause restrictions

in activities of daily living. The leading conditions
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causing such restrictions in the 45 to 64 age group

are cardiovascular conditions, diabetes, and mental

illness. In contrast, older adults 65 years of age or

older report arthritis and musculoskeletal conditions

as the leading cause of restrictions in activities of daily

living, followed by cardiovascular conditions, and

stroke. In the oldest (age 85 and older), the leading

causes of restriction are dementia, and vision and

hearing problems.

In addition to reduced physiologic and functional

reserve, several factors can increase older individuals’

susceptibility for disease, including—but not limited

to—family history of certain diseases; unhealthy life-

style (e.g., smoking, consumption of alcohol, sedentary

lifestyle, and unhealthy diets); and exposure to toxic

and chemical agents, often resulting from high‐risk
occupations, such as mining. Inadequate use of pri-

mary care and preventive services can also be respon-

sible for increased morbidity. For example, flu vaccines

have been shown to be effective in reducing hospital

admission and death from influenza‐related conditions
in noninstitutionalized elders. Similarly, undergoing

cancer screening services on a regular basis is key to

early diagnosis of such cancers as that of the female

breast, the prostate, or the colon—three of the most

common cancers among elders. Detection of cancer at

an early stage coupled with adequate treatment and

follow‐up care are essential to good prognosis.

While living longer, elders in the United States are

likely to experience increased morbidity. Substantial

improvement in quality of life and reductions in mor-

bidity could be achieved with greater commitment to

healthy lifestyle and with adequate use of preventive

services.
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Mortality
José S. Lozada Boron . Siran M. Koroukian

Mortality is the measure of death in a population.

From a perspective of public health, measurements

can be expressed in crude mortality rate, which, as

the name suggests, simply measures the number of

deaths in a population over a specified period of time

regardless of age or cause; or in age‐adjusted mortality

rate, which accounts for differing age distributions

across populations. Cause‐, gender‐, and age‐specific
mortality are other common measures that, as the

names imply, measure the number of deaths that

occur within subgroups of the population.

Concepts of mortality have changed over time. For

most of human history, death was a part of everyday

life, and life expectancy beyond the age of 40 was not

very promising. If individuals survived a childhood

where they were exposed to infectious diseases, possi-

ble food shortages, and incurable congenital birth

defects, they would enter an adulthood filled with an

equal amount of adversity. Pregnancy, war, pestilence,

and lethal dangers in occupations posed constant risks

to an individual’s survival. Though many different

interventions have played a role in altering human

mortality—such as advances in chemotherapeutic

treatments for chronic diseases—two public health

interventions, vaccines and sanitation practices, have

provided some of the greatest impact on this change.

The impact of these two practices has been mainly due

to their success in isolating infectious diseases and

preventing their proliferation within a population.
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In 1900, the number of deaths attributed to infec-

tious diseases was nearly equal to those attributed to

noninfectious causes. Except for the sharp increase in

deaths during the influenza pandemic of 1918, the first

half of the century witnessed a steep decline in the rate

of death due to infectious diseases, which coincided

with the initiation of wide‐spread vaccination and

sanitation programs. After 1950, nearly all deaths

were due to noninfectious causes and inversely, only

a small fraction of deaths could be attributed to infec-

tious diseases. Such an observation demonstrates the

success of these two public health initiatives in elim-

inating the risk of death due to infectious diseases, and

thus dramatically reducing the overall mortality rate in

the US population.

These developments, coupled with great advances

in medical care and pharmaceuticals have yielded great

increases in life expectancy. In as recently as 1930, the

life expectancy at birth in the United States was

approximately 59 years of age. By the year 2000, the

life expectancy at birth had increased to 77 years, and

this figure continues to rise. Japan currently has the

oldest population in the world and the highest life

expectancy at birth. Over 10 countries in the world

have populations where more than 15% is older than

65 years of age.

The five leading causes of death in the 60–74 age

group are the following: (a) malignant neoplasms

(cancer), (b) heart disease, (c) stroke, (d) chronic

lower respiratory disease, and (e) type II diabetes.

Depending on the age group of older adults that one

examines, variations in this list may be observed. For

example, unintentional injuries are listed among the

top five leading causes of death in the 50–59 age group.

Chronic liver disease and cirrhosis is listed as the fifth

leading cause of death in the 50–54 age group, and the

seventh leading cause of death in the 55–59 age group.

On the other hand, influenza and pneumonia are listed

in the top five leading causes of death in elders 80 years

of age or older. Similarly, Alzheimer’s disease appears

in the top six leading causes of death among persons

80 years of age or older.

However, notable racial disparities have persisted.

Minority populations in the United States tend to be

poorer, have a lower overall level of education, and

may be more likely to be underinsured or unin-

sured—all of which compromise their ability to access

high quality care, leading to poorer health outcomes

and increased mortality at a younger age. Despite such

disparities, however, life expectancy has increased in all

groups in the United States.
Increase in life expectancy and changes in the

causes of mortality have altered the demographics

and politics of many nations. Social welfare programs,

pension and retirement policies, and living environ-

ments are just a few examples of systems that have to

be addressed with the onset of increased longevity.

Although advances in medicine have considerably

lengthened life expectancy, quests for medical cures

need to be coupled with changes in lifestyle and ade-

quate use of routine, primary care services for early

detection and effective management of chronic dis-

eases. Diet and regular exercise are recognized as

key factors in addressing the epidemic of obesity and

diabetes worldwide, both of which are strongly asso-

ciated with cardiovascular disease. Smoking cessation

and efforts to prevent initiation of smoking among

teenagers will lead to a reduction of chronic pulmon-

ary disease and lung cancer. Similarly, use of preventive

services, such as cancer screening tests, will make it

more likely for the three of the most common cancers

(breast, prostate, and colorectal cancer) to be diag-

nosed at earlier stages, when these cancers are curable.

Finally, educating the public of the benefits of these

preventive measures and improving access to health

services will yield public health benefits above and

beyond that achieved by scientific advances alone.
Related Topics

>Disability, > Immunization, > Life expectancy,

>Morbidity, >Quality of life
Suggested Readings

Armstrong GL, Conn LA, and Pinner RW (1999) Trends in infectious

disease mortality in the United States during the 20th century.

JAMA 281(1):61–66

Gordis L (2004) Epidemiology, 3rd edn. W.B. Saunders, Philadel-

phia, PA

Last JM, Spasoff RA, Harris SS, Thuriaux MC (2001) A dictionary of

epidemiology, 4th edn. Oxford University Press, New York

Prentice T (ed) (2005) World health report 2005: Make every

mother and child count, vol. 11. World Health Organization,

Geneva
Suggested Resources

Deaths, percent of total deaths, and death rates for the 15 leading

causes of death in 5‐year age groups, by race and sex: United



Multiple Sclerosis M 577
States, 2000. (2001) Centers for Disease Control and Prevention;

http://www.cdc.gov/nchs/data/dvs/LCWK1_2000.pdf

Lindegren ML (ed) Morbidity and mortality weekly report, Centers

for Disease Control and Prevention, Atlanta; http://www.cdc.

gov/mmwr

National Center for Health Statistics, Centers for Disease Control

and Prevention, National Vital Statistics Reports (2004), vol. 53,

no. 5 (January 31, 2006); http://www.cdc.gov/nchs/data/nvsr/

nvsr53/nvsr53_05.pdf

National Center for Health Statistics, Centers for Disease Control

and Prevention, National Vital Statistics Reports (2003), vol. 52,

no. 3 (January 31, 2006); http://www.cdc.gov/nchs/data/nvsr/

nvsr52/nvsr52_03.pdf

World Health Organization Web site, World Health Organization,

Geneva, Switzerland; http://www.who.int
Multiple Sclerosis
Joseph P. Hanna

Multiple sclerosis is an immune disorder affecting

adults of all ages and the most common inflammatory

disease of the central nervous system. Myelin, the

insulator of nerves, is attacked by the immune system

because of improper recognition of self as intruder. A

variety of environmental factors trigger disease pro-

gression including trauma, infection, and parturition.

Vaccination, although without a clear statistical link,

has been implicated in exacerbations.

Women are disproportionately affected, outnum-

bering men nearly 2 to 1. The disease typically begins

from age 20 to 50. However, individuals with disease

onset after age 50 are not rare. A difference in incidence

between genders is not evident when disease is diag-

nosed after age 50. When multiple sclerosis begins at

older ages, disability may progress more quickly.

Nearly half the patients with multiple sclerosis die

from complications of their disease with the remainder

of deaths being similar to the general population with

the exception of suicide attributed for 15% of deaths.

The prevalence of multiple sclerosis is 70 per

100,000 in the United States, with regional variation.

A curious equatorial‐to‐polar gradient in prevalence

with the Northern Hemisphere has been recorded

that has not been as easily demonstrated in the South-

ern Hemisphere. All races are affected. However,

Northern Europeans, particularly of Swedish and

Swiss ancestry, and North Americans of similar descent

are at greatest risk.
Familial tendencies are apparent with the children

of patients with multiple sclerosis having a sixfold

greater risk of developing multiple sclerosis than

those children of patients without the disease. Siblings

of patients with multiple sclerosis incur a 5‐ to 15‐fold
risk compared to the general population. Twin studies

have reported a tenfold relative risk ratio of monozy-

gotic/identical twin (26%) to dizygotic/nonidentical

twin (2.3%) pairs. The low conjugal incidence (hus-

bands and wives both being affected) and similar pre-

valence of dizygotic twins to the general population

support the premise that an environmental exposure

before early adulthood plays a role in later develop-

ment of multiple sclerosis.

Conservative estimates suggest that nearly one‐half
million United States citizens have multiple sclerosis.

Approximately 45% of people with multiple sclerosis

are more than 50 years old. Because of associat-

ed disability, the disease reduces life expectancy by

14 years compared with that of healthy individuals.

Individuals with multiple sclerosis and severe disabil-

ity have the greatest risk of death. Additional risks for

more progressive course include those with later onset

of disease, cerebellar signs, and male gender.

Various subtypes of multiple sclerosis exist. Each

subtype depicts the clinical course of progression of

the illness. Onset may be either relapsing‐remitting

(waxing and waning) or primarily progressive. The

most common subtype, relapsing‐remitting, begins

before the primary progressive subtype by nearly a dec-

ade. The peak incidence of relapsing‐remitting multiple

sclerosis occurs between the ages of 25 to 29. Relapsing‐
progressive multiple sclerosis occurs when an indivi-

dual no longer returns to baseline following a relapse.

In time, this subtype may change its temporal behavior

and become secondarily progressive. Primary progres-

sive multiple sclerosis is most commonly diagnosed

between ages 35 to 39. Distinguishing a person’s subtype

is important because different therapies exist to prevent

progression of various subtypes.

The clinical symptoms and physical finding in mul-

tiple sclerosis are varied. All regions within the central

nervous system may be affected. Cognitive impairment

occurs to variable degrees in more than one‐half of

individuals with multiple sclerosis. Cognitive speed,

recent memory, attention, and abstraction are com-

monly impaired.Mooddisorders ranging fromeuphoria

through depression are not uncommon.

The optic (eye) nerve is a frequent site of affliction.

Optic nerve inflammation commonly causes eye pain

worsened with eye movement along with blurred
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vision. Visual loss progresses over several days with

a predilection for impaired color vision. Central

visual is also decreased reflecting swelling of the optic

nerve as it enters the optic canal. Other cranial nerves

may also be involved. Eye movement difficulties

caused by disturbances in brainstem pathways result

in double vision. Facial pain may occur associated with

numbness and tingling heralding the onset of disease.

Slurring or speech and difficulties swallowing are

infrequently noted.

Disturbances of sensation and strength are com-

mon. Regional inflammation within the brain or spinal

cord results in loss of sensation or strength on the

opposite side of the body. Clumsiness of the body or

legs frequently impairs walking. Disturbed body and

leg coordination impairs mobility. The majority of

older individuals with multiple sclerosis require a

device such as a cane, walker, scooter, or wheelchair

to assist in mobility.

Autonomic nervous system involvement com-

monly causes urinary urgency and incontinence. Pro-

blems with constipation or fecal incontinence are less

common. Erectile dysfunction and absence of orgasms

are not infrequent. These issues common in the elderly

may be attributed to aging rather than multiple sclero-

sis or its medical management.

Diagnosis is based on historical information, exam-

ination, and laboratory testing including radiological

imaging, spinal fluid analysis, and evoked potentials

(specialized nerve testing). Alternative diagnoses includ-

ing infections, a variety of immune disorders, metabolic,

and inherited disorders should be excluded.

Pharmacologic therapy for multiple sclerosis con-

tinues to evolve. Acute treatment with intravenous and

oral anti‐inflammatory steroids speeds functional

recovery after a relapse. Refractory patients with a

severe attack may benefit from plasma exchange. Sub-

cutaneous and intramuscular medications decrease the

frequency of relapses in patients with either relapsing‐
remitting or relapsing‐progressive subtypes. Beta‐
interferon and glatiramer acetate are medications that

are more likely than not capable of decreasing the

number of relapses of disease. Various aspects of sec-

ondary progressive multiple sclerosis improve with the

medications beta‐interferon, glatiramer acetate, and

mitoxantrone. Unfortunately, a clear treatment to

slow the progression of primary progressive cases has

not yet been delineated.

Chronic illness often strains relationships resulting

in marital or familial discourse. Employment may be
jeopardized from either physical or cognitive disability.

Rehabilitative experts with interest in multiple sclerosis

and its associated conditions are available in the com-

munity. Both inpatient and outpatient therapies are

appropriate to speed the return toward normal daily

activity. Counseling and pharmacologic management

of depression should be sought early to prevent social

isolation. Social support for both individual and

the family exists through local chapters of various

nonprofit agencies that may lend aid in remaining

integrated in society.
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Myocardial Infarction
Amar D. Patel . Nanette K. Wenger

Coronary heart disease (CHD) accounted for one of

five deaths in the United States in 2002. Of these

656,000 CHD‐related deaths, approximately 225,000

were the result of a myocardial infarction (MI) or
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‘‘heart attack.’’ About 7,100,000 Americans have sus-

tained an MI with an estimated 865,000 new and

recurrent MIs expected to occur in 2005. Up to 60%

to 65% of MIs occur in patients 65 years and older and

33% occur in patients 75 years and older. Almost 85%

of deaths related to MI occur in patients aged 65 years

and older. MI occurs when the blood supply to the

heart muscle is interrupted. This usually results from

fresh thrombus (blood clot) formation on top of a

ruptured cholesterol plaque that often was dormant

for years. The plaques that lead to MI are considered

to be ‘‘unstable,’’ i.e., characterized by a large thrombo-

genic (propensity to form clot) lipid core that is cov-

ered by a thin fibrous cap. Inflammatory processes at

the plaque edge (or shoulder) release digestive enzymes

that dissolve this fibrous edge resulting in plaque rup-

ture. Exposure of this reactive lipid core leads to the

development of clot (thrombus). This plaque mor-

phology and processes are in contra-distinction to a

‘‘stable’’ plaque. Stable plaques have a small lipid core

with few inflammatory cells and are surrounded by a

thick fibrous cap. These plaques do not rupture, but

tend to cause progressive chest pain (angina) over time

as they grow and block the artery.
Presenting Symptoms

The manifestations of CHD differ in patients above

age 75 compared to younger patients. Chest discom-

fort remains the most common presentation of

MI. Fatigue, shortness of breath occurring at rest, or

confusion (delirium) may often be the only symptom.

Such symptoms are commonly overlooked, which may

lead to a delay in treatment, if the diagnosis is missed.

Recent studies have shown that 38% to 60% of

elderly patients who had electrocardiographic (ECG)

evidence of a prior MI did not know that they had

experienced such an event and/or did not experience

symptoms suggestive of MI. This is worrisome in that

the prognosis of an asymptomatic MI is as bad as the

prognosis for a typical, symptomatic MI.

The atypical symptoms of elderly patients and their

delay in presentation to the hospital contribute to a

dramatically increased mortality rate from MI. Coexist-

ing medical conditions such as hypertension, chronic

kidney disease, cerebrovascular disease, peripheral vas-

cular disease, congestive heart failure, dementia, and

poor overall multiorgan system reserve make elderly

patients less tolerant to MI and increase their
subsequent complications. In one study, heart failure

was associated with MI in 36% of patients age 65 to

69 and 65% in patients 85 years and older. When

compared to individuals ages 55 to 64, the death

rate from MI is sixfold higher in the 75 to 84 age

group, and eightfold higher in patients above age 85.
Types of Myocardial Infarction

Though the pathophysiology of MI is similar in

younger and older patients, the types of MI in elderly

patients are different. Elderly patients are more likely

to have a non‐ST‐elevation MI (NSTEMI) than a

ST‐segment elevation MI (STEMI). STEMI usually

occurs when a blockage develops in the main portion

of the coronary artery (epicardial location) or in one of

its main side‐branches. NSTEMI usually occurs when a

blockage develops further downstream in the coronary

vascular bed. Typically, the amount of myocardium

(heart tissue) affected is greater with a STEMI than a

NSTEMI. Despite this difference, the prognosis of

patients with an NSTEMI is as poor, if not worse,

compared to STEMI. Elderly patients are more likely

to have a NSTEMI, likely due to the extensive and

diffuse atherosclerosis (obstruction of the arterial

channel) throughout the coronary arteries, with smal-

ler branches of the coronary arteries more likely to be

obstructed than the larger branches. As may be ex-

pected, the symptoms of NSTEMI are often more

subtle than STEMI. This contributes to a lower detec-

tion rate of MIs in the elderly and delayed or decreased

initiation of beneficial therapies such as medications,

coronary angiography, and coronary revascularization

(restoration of blood flow). This delay, combined

with concurrent medical conditions, contributes to

increased complication rates after MI.
Therapies for Myocardial Infarction

Effective therapies exist for the treatment of both types

of MI. The most important aspect with MI is presenta-

tion to the hospital in a timely manner and prompt

therapy. Due to the obstacles described above, 30% of

elderly patients present to the hospital after a signifi-

cant delay from symptom onset (greater than 6 h).

Reperfusion therapies using medications such as

thrombolytic drugs (clot‐busting agents) or mechanical

revascularization using primary percutaneous coronary
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intervention (PCI) (immediate coronary angiography to

identify the artery causing the MI and placement of a

balloon and or stent when appropriate to open the

artery) are the treatments of choice for STEMI. The

treatment strategy is dependent on the capability of

the facility. Large clinical trial results have shown a

comparable benefit of thrombolytic use in patients up

to age 75. Survival rates in elderly patients aged 65 to 75

years are higher compared to younger patients. Clinical

trial data for thrombolytic use in patients older than

age 75 are limited, as they were generally excluded

from research studies. Studies in patients �75 have

noted a higher risk of hemorrhage (bleeding) into

the brain. If thrombolysis is considered, the first 12 h

after symptom onset is considered appropriate for this

reperfusion modality. Once the patient comes into

contact with medical personnel (e.g., emergency med-

ical service), initiation of thrombolytic therapy within

30 min is the goal. Reestablishment of flow in the

artery causing the MI occurs in 60% to 70% of cases,

with re‐occlusion occurring in about one third of

these patients.

Given the increased bleeding risks associated with

thrombolysis, concurrent medical conditions that pre-

clude its use, and the higher likelihood of delayed

presentation to a medical facility, primary PCI remains

the preferred treatment modality. Primary PCI is

more effective in restoring flow and maintaining the

patentcy of the artery compared to thrombolysis. Pri-

mary PCI should be performed within 12 h of symp-

tom onset with a goal of opening the blocked artery

within 90 min after presentation to the hospital. Use of

primary PCI is associated with a decrease in short‐ and
long‐term mortality (up to 18 months after an MI),

recurrence of MI, and intracranial bleeding (combined

end‐point analysis) compared to thrombolytic therapy.

The Cooperative Cardiovascular Project clearly showed

the benefit of primary PCI versus thrombolysis. Of the

20,683 patients (average age 73 years), 18,645 patients

treated with thrombolysis and 2,038 with primary

PCI, PCI resulted in a lower mortality rate at

30 days (8.7% versus 11.9%) and 18 months (14.4%

versus 17.6%) compared to thrombolysis. The bene-

fits of primary PCI are so great that patients who

present to medical centers not equipped to perform

primary PCI are recommended to be transferred to a

nearby facility that can perform PCI within 90 min, in

lieu of administering thrombolytic therapy. If an

elderly patient has MI complicated by cardiogenic

shock, clinical trial data suggest that primary PCI
should not be withheld if they are otherwise accep-

table candidates, given the higher mortality rate

with delayed revascularization. Despite reperfusion

therapy using PCI, elderly patients still have increased

rates of bleeding, stroke, and death compared to their

younger counterparts (less than age 65) in short‐term
follow‐up. However, these rates are much lower com-

pared to thrombolysis use or older generation PCI

technology.

Efficacious treatment andmanagement strategies for

NSTEMI are exceedingly important for the elderly.

Although not necessarily as urgent as in STEMI, coron-

ary angiography with subsequent PCI is recommended

for suitable patients with NSTEMI. Thrombolytic drugs

are not of benefit in NSTEMI; other medication classes

such as glycoprotein IIB/IIIA receptor antagonists

(GPI) and thienopyridines are utilized. Thienopyri-

dines such as clopidogrel (Plavix™) are effective

adjunctive medication for patients with NSTEMI.

The clopidogrel in Unstable Angina to Prevent Recur-

rent Events (CURE) trial (12,562 patients, 49% older

than age 65) showed that treatment with clopidogrel

and aspirin reduced the likelihood of death, MI, and

stroke at 30 day follow‐up compared with placebo

and aspirin. Adjunctive anticoagulant therapy using

heparin in conjunction with a GPI such as abciximab

(Reopro™), eptifibatide (Integrillin™), and tirofiban

(Aggrastat™) reduced the rates of death, MI, or

ongoing angina (combined end‐point analysis) com-

pared to either anticoagulant used alone. This benefit

included patients 65 years and older.

Patients with NSTEMI can be managed with an

‘‘early invasive’’ or ‘‘early conservative’’ strategy. Early

invasive strategy involves coronary angiography with

PCI usually within 72 h when there are no contra-

indications to the procedure. In an early conservative

strategy, aggressive medical therapy is initially used

and coronary angiography with subsequent PCI is

performed in patients who continue to have persistent

symptoms or ECG changes to suggest ongoing and

symptomatic blockage of the coronary artery. Studies

have shown a significant risk reduction in future events

(death and MI) in patients age 65 and older with an

early invasive approach. Patients who typically benefit

from an early invasive approach include those with

symptomatic heart failure, low blood pressure, heart

rate alterations, specific ECG changes, and age 65 or

greater.

Additional medical therapies are given to patients

with MI, regardless of type (STEMI or NSTEMI) and
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should be administered as soon as possible. Certain

comorbidities and clinical circumstances may limit the

use of some of these therapies. Adjunctive medical

therapy is of greater benefit in elderly compared to

younger individuals, especially after MI. Aspirin

should be given as soon as possible with MI, if no

contraindication exists. In earlier trials, aspirin was at

least as good as some thrombolytic therapies and pro-

vided an additional benefit when given in conjunction

with these medications. Beta‐blockers, even when

given during an MI, reduce the likelihood of death.

Some studies note that the elderly derive a greater

benefit than the younger population (less than age

65) from beta‐blockers. Angiotensin‐converting en-

zyme (ACE) inhibitors are usually given within the

first 24 h after MI. Clinical trials studying ACE inhibi-

tors have demonstrated at least a 12–25% reduction in

death in patients with MI; all patients without contra-

indications should be given this medication. Angioten-

sin receptor blockers (ARB) may be used in those

intolerant to ACE inhibitors, as similar efficacy has

been demonstrated. Combination treatment with

beta‐blockers and ACE inhibitors improve outcomes

compared to either medication given alone. In a select

group of patients with MI complicated by systolic

(pumping function) dysfunction, administration of

adjunctive medical therapy using epleronone, an

aldosterone antagonist, decreased mortality by nearly

15%. Epleronone blocks the hormonal effects of aldos-

terone which causes salt and water retention and

induces abnormal healing of the myocardium after

MI. HMG CoA reductase inhibitors (statins) given

within the first 24–48 h after MI improve endothelial

function and have anti‐inflammatory and antiplatelet

properties. Treatment with statin therapy reduced

further cardiac‐related adverse events by approxi-

mately 16% compared to placebo.
After a Myocardial Infarction

After MI, risk factor modification and continued med-

ical treatment are of utmost importance. In addition

to smoking cessation, blood pressure control, aggres-

sive diabetes management, lipid management, weight

control, and exercise, continued treatment with ACE‐
inhibitors, beta‐blockers, and aspirin must be under-

taken. Daily maintenance doses of aspirin (75–162 mg)

are an important adjunct in patients taking clopidogrel

due to PCI. Although clopidogrel may be stopped after
several months, aspirin must be continued. Long‐term
beta‐blocker use in elderly patients resulted in an

approximate 30% reduction in death and 40% reduc-

tion in the development of heart failure. ACE inhibi-

tors after MI are particularly useful in patients with

heart failure, as prolonged therapy (5 years) resulted in

a 35–40% reduction in death. Therapy with statins

afforded significant reductions in death and stroke,

even in patients with high‐normal cholesterol values.

Unfortunately, these medications are underutilized in

the elderly, despite proven benefits in large cardiovas-

cular clinical trials. Continued physician and patient

education should reduce the number of undertreated

elderly patients.

Several studies have defined risk factors that lend

an adverse prognosis after MI. In a review of over

100,000 patients aged 65 and older, factors associated

with increased risk for death at 1 year included older

age, urinary incontinence, impained mobility, periph-

eral vascular disease, heart failure, low body weight,

and kidney disease as manifested by elevated serum

creatinine. As with younger patients, exercise stress

testing can provide useful prognostic information in

the elderly, assuming that no other comorbidities exist

(e.g., severe osteoarthritis, wheelchair dependent).

Alternatively, pharmacologic stress testing (medica-

tions to mimic exercise stress) is appropriate. Addi-

tional measures include concomitant testing using

specialized heart testing such as echocardiography or

nuclear cardiac scans to gauge the level of risk and

guide specific therapies. Elderly patients should be

strongly encouraged to participate in cardiac rehabili-

tation after MI, as it improves quality of life, exercise

capacity, and cardiac risk factors.

Medical and revascularization strategies for

patients with MI have greatly improved over the last

two decades, and are useful in the elderly as well.

Revascularization strategies and maximization of med-

ical therapy will continue to improve the outcomes of

elderly patients with MI. Continued pharmacological

and technological advances in therapeutic options

should continue to improve both short‐ and long‐
term outcomes in the elderly.
Related Topics

>Coronary heart disease, >Diabetes, >Hypertension,

>Myocardial Infarction, >Obesity, > Smoking
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Nail and Hand Care
Wendy Metzner

Ridges are one of the most common nail complaints.

Ridges may result from a decrease in the levels of natural

oils and moisture that are associated with aging;

trauma to the nail bed or matrix (where the nail grows

from); allergies to various agents, such as formaldehyde

that is found in many polishes; psoriasis; and various

illnesses. Although there is no cure for ridges, the con-

dition can be somewhat alleviated through consistent

care of the nails.

Chipping or peeling of nails may result from dehy-

dration, stress, allergies, poor circulation, and illness.

Hangnails, which are pieces of the nail that have split

on the sides and tear into the cuticle, occur frequently.

This is often caused by trauma to the cuticle area or by

improper trimming of the cuticles.

Pterygium inversum unguis is described as the

overgrowth of the skin under the nails‐free edge. This
is not a serious condition and is common in women

who wear artificial nail enhancements. These artificial

enhancements trigger this condition, as the nail bed is

not accustomed to the weight of the artificial product.

There is a possibility that more serious nail disor-

ders can develop that will require medical attention.

Onychatrophia is the condition of weakening or wast-

ing away of the nail plate, resulting from trauma or

injury to the nail bed or matrix, or from a bacterial

infection. This causes the nail to lose its shine, become

smaller, and occasionally, fall off entirely.

Beau’s lines are horizontal lines of darkened cells

and linear depressions that run from the cuticle to the

tip of the nail. Beau’s lines are usually caused by

trauma, illness, malnutrition, major metabolic condi-

tions, chemotherapy, or other damaging events. They

are usually a result of any disruption in the protein

formation of the nail plate.

Tinea unguis is also known as ringworm of the nail.

The main symptom of tinea unguis is a thickening of

the nail along with a noticeable nail deformation. If not

treated, it could result in nail plate loss.

Onychauxis, or abnormally thick nails, are very

common in older people. This condition may be

caused by a number of things, such as injury, infection,
# Springer-Verlag Berlin Heidelberg 2008
poor blood supply, diabetes and heredity, or poor

nutrition.

Onychocryptosis is more commonly known as an

ingrown nail. Although it usually occurs on the toes, it

can also affect the fingernails. In some extreme cases,

the ingrown nail will have to be removed.

Pterygium refers to the growth of the cuticle down

over the nail bed. In severe cases, the cuticle covers

the entire nail. If this happens, one should have the

skin removed only by a doctor, so as not to cause

any infection. This can be prevented with regular

manicures and maintenance of nails at home, by push-

ing back the cuticle with either a fingernail or an

orangewood stick after the skin has been softened in

warm water.

Onychorrhexis, otherwise described as brittle or

splitting nails, may be due to overexposure of nails to

harmful chemicals, injury to the nail bed or matrix,

overuse of product solvents (in the removal of artificial

nails), an allergic reaction to polish removers, and

improper nail maintenance. Protective gloves will

shield the nails from exposure to harmful chemicals.

Bruised nails are red, green, blue, yellow, or black

discolorations of the nail bed that are usually caused by

trauma to the nail. Nail biting (onychophagia) may

result in a shortened and deformed nail bed. Leuko-

nychia appears as small white spots on the nail bed.

These are a caused by mild trauma to the nail. Eggshell

nails are usually caused by improper diet, internal

diseases, or medications.

Onycholysis, the separation of the nail plate from

the nail bed, may be caused by trauma to the top or the

underside of the nail, psoriasis, dermatitis, yeast infec-

tions, bacterial infections, various viruses, and a reac-

tion to some medications. The effects are usually

painless and gradual, but if left untreated could lead

to other problems.

Fungal infections are not to be taken lightly. Fungal

infections may be detected by discoloration of the

nails, an offensive odor, and a thickening of the nail.
Suggested Resources
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National Council on
the Aging
Kristin A. Cassidy

The National Council on the Aging (NCOA) has 3,800

members and over 10,000 affiliated organizations,

which help it to achieve the goal of ‘‘promoting vital

aging in America.’’ Since its founding in 1950, NCOA’s

mission has been to improve the health and indepen-

dence of older adults, to increase their continuing

contributions to their communities, society, and future

generations, and to build caring communities. The

members of the council include area agencies on

aging, senior centers, churches, employment services,

long‐term care organizations, and many other organiza-

tions that work closely with senior citizens. In addition,

NCOA’s mission is further supported by volunteers who

are business, academic, and labor leaders.

NCOA advocates for public policies that promote

vital aging. Recently, the focus of NCOA’s advocacy has

been on increasing funding for the Older Americans

Act programs, especially supportive services, nutrition,

and caregiver support; improving access to home and

community services through Medicare, Medicaid, and

the tax codes; and creating a new Medicare prescrip-

tion drug benefit that provides affordable and mean-

ingful coverage. In addition, when NCOA needs help

with advocating for particular policies, they put out an

‘‘action alert’’ explaining current legislation before

Congress, what NCOA’s position is on the issue, and

how their members and other visitors to their website

can take action.

As an innovator and leader in advocacy and educa-

tion efforts, NCOA creates programs and services based

on new knowledge, creative ideas, and research. The

focus of these projects range from programs that pro-

mote intergenerational interaction (e.g., Foster Grand-

parent program, Family Friends program) to services

for seniors in need of mental health and substance

abuse resources (e.g., Healthy IDEAS, Get Connected!).

NCOA then supports and works closely with thousands

of community organizations that use these programs to

help provide assistance to older adults. NCOA also puts

older consumers in touch with the resources they need

to make informed decisions through the development

of decision support tools such as BenefitsCheckUp,

which helps connect people to the government
programs that can assist them in paying for prescrip-

tions, health care, utilities, and other needs.
Related Topics

>Area Agency on Aging, >Employment, > Foster

grandparent program, >Health promotion, >Medi-

caid, >Medicare, >Older Americans Act, > Senior

centers
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Neuroendocrine (Aging
Clock) Theory of Aging
Jessica Diggs

Developed by Vladimir Dilman, the neuroendocrine

theory of aging states that ‘‘The effectiveness of

the body’s homeostatic adjustments declines with

aging—leading to the failure of adaptive mechanisms,

aging, and death.’’ This theory has also been referred to

as the aging clock theory and the pacemaker theory.

Consistent with this theory, the hypothalamic pituitary

axis (HPA), the main regulatory system controlling

homeostasis in humans, loses efficiency with aging

resulting in increases in the number and severity of

pathologic responses to changes in the body system,

and a decline in many physiologic functions.
Hypothalamic Pituitary Axis

The HPA system works by the interplay of various

hormonal signals that initiate reactions in target tissues

http://www.benefitscheckup.org
http://www.healthyagingprograms.org
http://www.healthyagingprograms.org
http://www.ncoa.org
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coupled with a negative feedback mechanism (the

produced substances inhibit their own production) to

allow for fine control of body functions, such as blood

pressure, fluid and electrolyte levels, and body tem-

perature. Hormones are regulatory molecules pro-

duced by glands such as the pituitary, the adrenal, the

thyroid, and the pancreas. The hormones are secreted

and act on other cells to produce some action that is

needed by the body. The hypothalamus, the main

regulatory center and mediator between the nervous

and the endocrine systems, functions to keep the inter-

nal environment of the body at homeostasis. To

accomplish this, on any change in the body that causes

a loss of homeostasis, the hypothalamus will receive a

signal from the internal or external environment and

will respond to this change, through stimulating the

secretion of regulatory hormones, which will act upon

target tissues, initiating a series of events that will

restore homeostasis.

The hypothalamus is physically connected to the

pituitary gland, which is often referred to as the master

gland of the body, like the central processing unit of

a computer. The pituitary gland has both an ante-

rior and posterior lobe. The posterior pituitary is actu-

ally considered a part of the brain. It receives arterial

blood from the body and is connected to the hypotha-

lamus by nerve fibers. The posterior pituitary acts

as the storage and release site for two hormones:

antidiuretic hormone (involved in water resorption

from the kidney) and oxytocin (important for labor

and breast‐feeding). The anterior pituitary is con-

nected to the hypothalamus via the pituitary portal

system, which is used to carry neuropeptides (regula-

tory molecules) from the hypothalamus to the anterior

pituitary. Six hormones are produced and secreted

from the anterior pituitary including growth hormone

(GH), thyroid stimulating hormone (TSH), adreno-

corticotropic hormone (ACTH), luteinizing hormone

(LH), and follicle stimulating hormone (FSH) and

prolactin (PRL).

The hypothalamus regulates the secretion of neu-

ropeptides from both the posterior pituitary, through

the neural connections, and the anterior pituitary

through the release of hypothalamic‐releasing hor-

mones into the portal system. There are several of

these releasing hormones, growth hormone–releasing

hormone (GHRH), thyrotropin‐releasing hormone

(TRH), gonadotrophin‐releasing hormone (GnRH),

and corticotropin‐releasing hormone (CRH). Upon
detection of a change in homeostasis, the hypothala-

mus will secrete the appropriate releasing hormone

into the portal system. Once the anterior pituitary

receives this hormonal signal from the hypothalamus,

the corresponding hormone is released from the ante-

rior pituitary. These peptide hormones are released

from the anterior pituitary and travel through the

blood stream to act on target tissues, causing that

gland or tissue to perform some function. Hormones

secreted by these target tissues or glands often act in

negative feedback loops to control the amount of the

particular hormone present in the blood and stop the

secretion process, once homeostasis has been achieved.

One example of this is the body’s response to emo-

tional (triggers fight or flight response) or physical

stress (surgery, trauma, major blood loss, or severe

infection). Upon sensing a stressor, such as a change

in temperature due to infection, the hypothalamus

(under control of higher brain centers) will release

CRH into the portal system. The anterior pituitary

will in turn be stimulated to release ACTH, which

will travel through the blood to its target organ, the

adrenal gland. The adrenal gland is then stimulated

to release cortisol, a corticosteroid hormone, with

many target tissues that lead to an increase in blood

pressure and blood sugar and to suppression of the

immune system. Cortisol, in turn, acts on the anterior

pituitary to inhibit the secretion of ACTH and on

the hypothalamus to inhibit CRH release, striking a

delicate balance that will allow for restriction of

cortisol levels to an appropriate range (often termed

negative feedback).
Age‐Related Changes in HPA

Glandular function, and the secretion and clearance of

hormones change with age. Some glands (like the

adrenal gland) and organs (such as the liver involved

in hormone clearance) will atrophy (decrease in size),

while some other glands will experience functional

changes, and others with remain virtually unaffected.

With aging, many hormones such as growth hormone,

testosterone, and an adrenal hormone dehydroepian-

drosterone (DHEA) will decrease in levels, leading to

effects such as a loss in muscle mass, decreased insulin

sensitivity, decreased immune function, and an overall

decreased ability of the body to repair and regulate

itself. One notable HPA abnormality with aging
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involves the cortisol response to stress. Cortisol levels

are elevated higher than in younger persons coupled

with a decreased rate of clearance and a decreased

negative feedback mechanism. The effects of high cor-

tisol levels are many (e.g., osteoporosis and fractures,

high blood sugar, high blood pressure, an immune

suppression). Cortisol also causes damage and atrophy

to the hippocampus, the part of the brain necessary for

memory that controls the secretion of cortisol. Although

menopause only occurs in women, it is another prime

example of an age‐related change in the HPA.
Public Health Perspective

Because of the changes over time in the HPA axis, it is

critical for health professionals to exercise care when

treating the elderly patients, particularly for those

elderly patients in need of treatment with corticoster-

oids, due to a high potential for adverse effects and

accumulation. Because of the changes in hormone

levels and functionality with age, hormone replace-

ment (such as estrogen replacement therapy) might

be instrumental in delaying or preventing the effects

of HPA changes and the aging process. Owing to the

potential unintended effects of some hormones, and

their multiple mechanisms and sites of action in the

body, health professionals and the public should be

cautious when using commercially available supple-

ments or hormone replacement therapies used for

purposes other than indicated by sound clinical

research.
Related Topics

>Hormone therapy in menopause, >Hormones,
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Neuropathy
Kathleen Wolner
Central and Peripheral Nervous
Systems

Our nervous system is divided into two segments. The

first is the central nervous system, which includes the

brain and the spinal cord. The second is the peripheral

nervous system, which includes the nerves leading

from the brain to the face and head, and the spinal

nerves that exit and carry nerve impulses to and from

the arms, legs, feet, and hands.
Peripheral Neuropathy: Broad
Range of Causes

Symptoms of peripheral neuropathy include numb-

ness, tingling, burning, or pain. These are called par-

esthesias or dysesthesias. The most common sensations

felt by a person with a polyneuropathy are pain or

numbness in the hands and feet, also known as the

stocking glove distribution. There are over 100 causes

of peripheral neuropathy. The time course of onset is

important in diagnosing the cause of a peripheral

neuropathy. Onset of symptoms ranges from hours to

years in some cases. Other neuropathies due to toxins,

such as lead, can develop within weeks as opposed to

neuropathy due to diabetes and alcoholism that may

progress over months to years.

Guillain–Barré syndrome is a common cause of

acute paralysis. It generally begins in the feet and legs

with progressive weakness of the muscles following a

common cold or gastrointestinal illness. The most

important part of this illness is that it can impair the

muscles of breathing. The outcome is generally good.

In the Western world, diabetes is the most com-

mon cause of peripheral neuropathy. (The most

common cause of peripheral nerve disease in the



Neuropathy N 587
world, however, remains leprosy.) The most common

form of diabetic neuropathy involves the feet and hands,

with symptoms of burning or numbness. One of the

most important treatments of diabetic neuropathy is its

prevention with strict glucose control.

Alcoholic neuropathy is caused by alcoholism and

is worsened by the lack of essential vitamins. These

patients complain of pain and tingling feelings (par-

esthesias) in the feet and legs. The treatment is good

nutrition, vitamins, and abstinence from alcohol.

Some of the problems can improve with nutrition

and abstinence from alcohol; however, serious neuro-

logic impairments may persist.

Vitamin B12 deficiency can cause numbness in the

hands and feet in addition to changes in the brain

function. Diagnosis is made with a blood test and it

is easily treatable with pills or injections.

A peripheral neuropathy is seen with different types

of cancer. It can be caused by the compression of the

nerve by the cancer itself or by circulating the released

chemicals that cause the nerve to malfunction. It is most

commonly seen in small cell cancer of the lung but can

also be seen in patients with breast, ovarian, uterine, and

gastrointestinal cancers. It is usually progressive.

In 10% of patients with no identifiable cause for

their symptoms, there is often excessive protein produc-

tion. The diagnosis of peripheral neuropathy may ulti-

mately lead to the diagnosis of a disorder called multiple

myeloma, a malignancy in the blood. The plasma cells

produce excess protein, which damages the nerves.

Complex regional pain syndrome (CRPS) was for-

merly referred to as reflex sympathetic dystrophy. It

often occurs without any obvious physical injury.

Increased sensitivity to cold and heat, abnormal

blood flow, unusual temperature changes throughout

the area, and changes in hair growth and skin texture

may be seen in this disorder.

Phantom pain is seen following amputation.

Although the limb may be missing, the spinal cord

and the brain retain the neurological connections,

thus the brain senses that it still exists. This is a poorly

understood process. It can occur when a limb is

removed and after a mastectomy.
Toxins and Drugs

Toxins associated with peripheral neuropathies include

pesticides, organophosphates, lead, arsenic, mercury,
and others. Chemicals used in the plastics industry,

including acrylamide, glue sniffing, and nitrous oxide

inhalation can cause neuropathy. A few of the medica-

tions that may cause neuropathy include amiodarone,

cis‐platinum, dapsone, gold for arthritis, and isonia-

zid, which is used for the treatment of tuberculosis.

Vitamin B6 supplements with isoniazid can prevent

neuropathy. The human immunodeficiency virus

(HIV) infection causes a painful sensory neuropathy

in the feet in about 30% of patients, late in the course

of the illness.

Median nerve compression occurs in carpal tunnel

syndrome. This is the most common of all the entrap-

ment neuropathies and occurs as the median nerve

passes through the carpal tunnel in the wrist. The

tunnel is shaped like a wristwatch around the wrist.

Pressure on the nerve causes the symptoms. The carpal

tunnel either becomes lighter on the nerve or the nerve

itself becomes bigger. The nerve is also injured by

repetitive tasks that cause sustained and repeated

stress, including keyboarding. Treatment includes a

wrist splint worn at night. Anti‐inflammatory drugs

are helpful and surgery is often required.

Bell’s palsy is inflammation and swelling of one of

the cranial nerves. It is usually of sudden onset and

over hours the patient notices one side of the face being

paralyzed. The eyebrow does not move and the eyelid

will not close. It usually resolves within weeks to

months. There are many different treatment options.

Trigeminal neuralgia is a disorder of the largest

nerve in the face that supplies sensation and controls

the muscles. Patients may complain of facial pain or

twitching. Generally, the skin is exquisitely sensitive.

Early treatment can help to prevent the pain.
Principles of Care

It is paramount to identify the underlying cause of a

neuropathy and to prevent further damage. If there is

an entrapment or compression, the pressure should be

eliminated.

Diagnosis begins with a history and a thorough

physical examination. Blood tests include blood sugar,

kidney function, complete blood count, B12 level, and

perhaps thyroid tests. A chest x‐ray is useful, especially
in smokers, as neuropathies are associated with lung

cancers. It is useful in nonsmokers, too, as 15% of lung

cancers are seen in nonsmokers. Nerve conduction
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studies are sometimes needed to clarify the disorder

and help guide treatment.

Occupational therapists specialize in assisting

patients with devices that allow them to perform the

activities of daily living. Ulcers should be treated

immediately at the first sign of skin breakdown.

Shoes with a wide, deep toe box can protect the toes

and feet. Whirlpool, massage, and other modalities can

be used for treatment of sensory neuropathy. Aspirin

and acetaminophen are effective for pain. Other options

include the use of tricyclic antidepressants, which pro-

vide pain control and promote sleep. It is very important

to start with a low dose and increase it gradually.

An exciting treatment of neuropathy is the class of

drugs called anticonvulsants, which are used to treat

epilepsy. The theory is that they stabilize the nerve and

lead to a healthier, more normal function. Gabapentin

and carbamazepine have shown to be very effective at

reducing pain and discomfort. They are very well tol-

erated with limited side effects. The use of narcotics in

sensory neuropathy is widely discouraged because of

their addictive potential.
Related Topics

>Acquired immunodeficiency syndrome, >Alcohol

use, >Amputation, >Cancer, >Diabetes, >Pain,

>Pain management, >Trigeminal neuralgia,

>Vitamins
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Nosocomial Infections
Mohamed H. Yassin . Robert A. Bonomo

Nosocomial infections are infections that occur after

48 hours of stay in a hospital (acute care center) or long‐
term care facility. Elderly individuals are particularly

vulnerable to different kinds of nosocomial infections.

Elderly individuals usually have longer hospital stay and

they constitute the majority of residents in long‐term
care facilities. Meanwhile, the elderly are more likely

to have chronic medical conditions as cerebrovascular

strokes, dementia and diabetes (DM) that make infec-

tions more likely. The mechanisms for vulnerability to

infection depend on the site of infection.

Nosocomial infections are the most common cause

of admission of long‐term care facility residents to the

hospital. Infection control plays a major role in pre-

venting infection spread between patients in the hos-

pital or residents of long‐term care facilities. The

common nosocomial infections include urinary tract

infections, pneumonia, skin and soft tissue infection,

and line‐related infections (for example intravenous

lines that deliver fluids to the body). Infection control

in hospitals and long‐term care centers have multiple

tasks. First is to prevent the occurrence of these infec-

tions in patients by proper patient care. Second is to

prevent the spread of infection to other patients and

health care workers by taking appropriate precautions

and isolation techniques based on the type of infection.

Last, it is important to prevent and control possible

outbreaks such as influenza, varicella, and tuberculosis

or bioterrorism agents.
Specific Types of Nosocomial
Infections

Urinary tract infections (UTI) are the most common

nosocomial infections in the elderly. The prevalence of

bacteriuria (bacteria in the urine) in the elderly is high,

reaching over 20% of long‐term care facility residents.

Bacteriuria in elderly men increases with age secondary

to urethral obstruction (obstruction of the passageway

between the bladder and the urinary opening) caused

by prostatic hypertrophy (aging related enlargement of

the prostate gland). Urinary catheters (tubes inserted

into the bladder through the urinary opening in the

penis) are a major risk factor for UTI and should be

http://www.theacpa.org
http://www.painfoundation.org
http://www.neuropathy.org
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avoided whenever possible. The majority of patients

with indwelling urinary catheters (catheters left in

place for an extended period of time) will have bacter-

iuria by 30 days but, a minority will actually develop an

infection.

Symptomatic bacteriuria (bacteriuria that causes

clinically noticeable symptoms) should be treated.

Elderly individuals with symptomatic UTI often are

acutely sick with hemodynamic instability (serious

abnormalities of blood pressure and other vital signs)

and many of them require hospitalization and parent-

eral (intravenous) antibiotic therapy. The choice of

antimicrobial therapy should be based on specialized

examination of the bacteria such as Gram stain of the

urine (a microscope test) and culture of the blood and

urine. The treatment of asymptomatic bacteriuria does

not generally provide any benefit and may lead to

extensive use of unnecessary antibiotics. Inappropriate

use of antimicrobial agents is a main cause of spread of

multi‐drug‐resistant bacteria in hospitals and long‐
term care facilities.

Pneumonia is the most common infectious cause

of death in the elderly, and it is much more common in

elderly than in younger individuals. Major risk factors

for nosocomial pneumonia (NP) are endotracheal

intubation (tubes or openings in the windpipe), poor

nutrition, and neuromuscular diseases (particularly

cerebrovascular stroke with effects on swallowing).

Nosocomial pneumonia in the elderly is different in

many aspects compared to community‐acquired pneu-
monia (CAP) in younger individuals. The spectrum of

organisms causing NP is much broader than CAP.

Streptococcus pneumoniae is still the leading bacterial

organism but the list includes bacteria such as Staphy-

lococcus aureus, various gram‐negative bacteria, and a

long list of viruses such as influenza and respiratory

syncytial virus (RSV). A major part of NP in the elderly

is attributed to aspiration (breathing in body fluids or

food), which could be polymicrobial including anae-

robic, gram‐negative, and gram‐positive bacteria (var-
ious types of bacteria).

It is very essential for clinicians to understand that

NP are more difficult to diagnose as symptoms are

often more subtle. Fever may be absent in a large

proportion of elderly individuals with NP. The docu-

mentation of change in the sputum (mucous coughed

up from the lungs) into more purulent (pus‐like) form
or the expected increase in amount of sputum is some-

times unreliable. Other parameters include oxygena-

tion, leucocytosis (increased white blood cell count)
and radiographic findings, which are nonspecific for

pneumonia. The initiation of antibiotic therapy for

every patient with one of these findings can lead to

massive inappropriate use of antibiotics.

Multiple efforts have been made to help guide the

diagnosis of NP by creating a scoring system that

includes the most reliable objective findings as body

temperature, leukocyte (white blood cell) count,

volume and character of secretions, arterial oxygena-

tion, chest radiograph (x‐ray) findings, and gram stain

and culture of the tracheal aspirate (microscopic eval-

uation of fluids from the windpipe). Also, patients in

shock with suspicion of NP will have much lower

threshold for treatment.

Elderly with NP often treated with much broader

spectrum antibiotic, as infection may be polymicrobial

(due to multiple different types of bacteria), and

aspiration is often suspected. Appropriate sampling

of tracheal aspirate and quantitative analysis of cul-

tures is helpful in confirming the diagnosis and in

helping to select the most effective antimicrobial ther-

apy. A shorter course of 8 days of antibiotic therapy has

been established in large clinical trial as equivalent to

2 weeks of antibiotic therapy. However, before any

individual discontinues antibiotic therapy, this should

be discussed with the treating practitioner. It is cer-

tainly important to individualize the therapy based on

clinical improvement and consultation with health

care staff. It is also important to recognize that highly

resistant bacteria as Pseudomonas aeruginosa may

require longer therapy.

Other nosocomial infections include intravenous

catheter infections, infected decubitus ulcers (bed

sores), and osteomyelitis (bone infection). Many of

these nosocomial infections are preventable by proper

care. As an example, proper antiseptic techniques in

insertion and care of intravenous catheters decrease

risk for line‐infection. A focus on appropriate nutri-

tion in elderly individuals is also a key factor in pre-

vention of decubitus ulcers.
Prevention of Nosocomial Infections

Infection control functions to prevent spread of infec-

tion in hospitals as well as long‐term care facilities.

Typically, an infection control team keeps track of infec-

tion rates, organisms, and types of infections. Analysis of

these data can predict an outbreak if there is significant

increase in any particular infection. Infection control
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teams can also assure the implementation of standard

precautions of patient care as well as various isolation

precautions. Standard precautions include use of gloves

on touching any body fluid, nonintact skin, andmucous

membranes as well as hand hygiene. Many nosocomial

infections spread by contact from the hands of health

care workers. It is of note that most of the infectious

organisms are loosely attached to the skin and can be

easily removed by hand washing. Alcohol‐based hand

rubs aremore effective than soap andwater, and increase

compliance with hand hygiene.

Another important reason for the spread of resis-

tant microorganisms is the inappropriate use of anti-

microbial agents. Infection control teams can limit the

use of some antibiotics or review the indications and

duration of use. However, implementing infection

control strategies is much harder in long‐term care

facilities compared to acute care facilities because of

the more interactive nature of long‐term care facilities.

Isolation is a technique used to contain particular

infection. Types of isolation are contact, droplet, and

airborne. Contact isolation requires using appropriate

measures to prevent contact with the patient. Contact

isolation is used for resistant bacterial infection

or colonization such as vancomycin resistant entero-

cocci (VRE), clostridium difficile diarrhea, and resis-

tant gram‐negative bacteria. Droplet isolation requires

wearing a mask within 3 ft from the patient. Droplet

infectious agents include bacterial meningitis, and

influenza. Although airborne isolation requires nega-

tive pressure rooms and wearing appropriate masks to

prevent inhalation of these small droplets, airborne

infectious agents are limited and include TB and

varicella.

In summary, elderly patients in acute or long‐term
care facilities are particularly vulnerable to nosocomial

infections and are more likely to have a poor outcome.

Elderly patients constitute a majority in nosocomial

infection outbreak victims. As an example, influenza

outbreak in an elderly group of long‐term care facility

can lead to very high rate of morbidity and mortality.

Annual immunization is effective in preventing influ-

enza infection. In case of an outbreak, patients who are

coughing should be put under respiratory precautions.

Droplet isolation should be attempted. Contacts

should receive prophylactic antiviral chemotherapy. It

is clear that prophylaxis is much more effective than

treatment and should be started as soon as possible.

Finally appropriate antiviral therapy should be offered

to patients.
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Nursing Home
Siran M. Koroukian

Nursing homes provide personal and medical care to

individuals who cannot be cared for at home or in the

community because of physical, emotional, or mental

problems. Placement in a nursing home may be neces-

sary if an individual needs round‐the‐clock nursing

care; is likely to wander away without supervision;

cannot live alone; needs more assistance than the cur-

rent caregiver can provide; or needs help with activities

of daily living (e.g., meals, bathing, personal care,

moving around). In addition to 24‐hour supervision,
nursing home residents might receive medical care, as

well as physical, speech, and occupational therapy.

Rooms in nursing homes are usually equipped for

one or two individuals, sometimes even accommodat-

ing couples. Some nursing homes encourage their resi-

dents to bring special items from home to make their

rooms more familiar. Most nursing homes have special

areas for patients with dementia to keep them safe

from wandering.

In 2002, there were 1.8 million nursing home beds

in facilities certified for use by Medicare and Medicaid.

There were 1.6 million individuals residing in 18,000

nursing homes nationwide. The occupancy has remained

relatively stable during the 1995–2002 period, at 82%.

Nursing home care amounts to over $100 billion

annually. The average monthly charges per resident

amounted to $3,505 in 1999—up from $2,769 in

1995. Nursing home services are paid for out‐of‐pocket
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by residents themselves, long‐term care insurance, or

Medicaid, if the person is eligible. In fact, Medicaid

covers the costs for nearly seven out of every ten nur-

sing home residents. Medicare covers some skilled

nursing care (only up to the 100th day), but not for

help with activities of daily living, also referred to as

non‐skilled or custodial care.

Approximately 43 of every 1,000 individuals aged

65 years or older reside in nursing homes. However,

this rate increases with age, with 11, 43, and 182 for

residents in each of the age groups 65–74, 75–84, and

85 and older, respectively. Approximately one in four

nursing home residents are men, and nearly half are

85 years of age or older. Reasons for nursing home

admission include older age, low income, poor family

and psychosocial support, low social activity, and dif-

ficulties in physical or mental functioning.

An analysis of residents’ functional status revealed

that in 1999, 80% of nursing home residents aged 65 or

older needed assistance for walking and for other

movement; two‐thirds were incontinent; nearly half

needed assistance when eating; and 37% were incon-

tinent and needed assistance with mobility and eating.

A large number of nursing home residents also suffer

from psychiatric ailments and/or cognitive impair-

ment: 50–70% of residents are affected by dementia,

and approximately, one‐third exhibit problematic

behaviors, such as verbal and physical abuse, resisting

necessary care, or wandering. Additionally, nearly half

of the patients have difficulty both understanding and

being understood, and one in five nursing home resi-

dents is diagnosed with depression.

Despite these statistics, the length of stay in nursing

homes is quite variable. The length of stay can be

3 months, especially when a patient is admitted for

rehabilitation or for terminal (end‐of‐life) care. This is
true for one in four of the residents. Nearly half of

residents stay in nursing homes for 1 year or longer,

however, and 21% live there for up to 5 years.

Finding the right nursing home often requires long

periods of waiting—hence the importance of planning

ahead. The Center for Medicare and Medicaid Services

(CMS), a branch of the Federal government’s Depart-

ment of Health and Human Services that oversees the

Medicare and Medicaid programs, contracts with State

governments to oversee the licensing and monitoring

of nursing homes eligible to provide care to Medicare

and Medicaid beneficiaries. In addition to examining

the detailed evaluations conducted by teams from the

State government, it is highly recommended to visit a
nursing home several times and talk with its residents

before making a decision.

A checklist detailing the items to consider in one’s

decision is available at the Medicare website listed

below. Following are some of the highlights from the

Medicare checklist and other sources:

� Payment: Make sure that the nursing home accepts

Medicare and Medicaid and that you understand

the facility’s contract and payment plan. If the

contract is too complex, it is advisable to consult

a lawyer before signing.

� Facility: As noted in a brochure posted on the

Medicare website, the person visiting the nursing

home needs to use his or her five senses: Is the

environment pleasantly decorated, clean, and free

of clutter? How is the appearance of the nursing

home and its surrounding? How well is the facility

maintained? Is the floor plan easy to follow? Are

doorways and hallways wide enough to accommo-

date wheelchairs and walkers? Are handrails avail-

able? Are carpets secured with nonskid material?

Does it have good lighting? Are bathrooms pri-

vate? Are the residents clean, well groomed, and

appropriately dressed for the season? Are there

unpleasant odors? What is the noise level? Is the

temperature comfortable for residents? Does the

nursing home meet fire regulations (check for a

sprinkler system, fire‐resistant doors, evacuation

plans)?

� Staffing: Is there enough staff available to assist the

residents and does the staff treat the residents with

respect? It is also important to ensure that there is a

Registered Nurse in the nursing home at all times,

and that the same team of nurses and Certified

Nursing Assistants work with the same resident

4–5 days a week. Is the staff trained to assist resi-

dents with memory loss? Is there a full‐time social

worker on staff ?

� Medical care: Is there a physician on staff who

comes in daily? Can she or he be reached at all

times? What is the procedure to respond to a med-

ical emergency? What are the policies regarding

medication storage and assistance with medica-

tion? Is self‐administration of medication allowed?

� Food: how is the food service? Are the meals nutri-

tionally well balanced? Is the food attractive and

tasty? Are snacks available upon request? Where do

residents eat their meal? How are special diets and

special requests handled?
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� Patient rights: Are the rights of the residents

posted? Does the staff encourage patient indepen-

dence? Do they honor patients’ preferences and

respect their wishes? Are patients encouraged to

prepare an advance directive? Are family members

encouraged to take part in care planning? In addi-

tion, it is important to see that the name of the

ombudsman is posted, and that the nursing home

has an active resident or family council.

� Social activities: What do social and recreational

activities consist of? Are the activities posted for

residents?

The transition of a loved one to a nursing home can

be an emotionally difficult time for the individual, as

well as for the members of the family who are often

overwhelmed with feelings of failure and betrayal. The

environment in which long‐term care is provided has

changed significantly over the years, however, and it is

important to be informed and to know what to expect.

For example, many think of nursing facilities to be like

hospitals, when in fact nursing facilities strive to be

homes where people can find familiarity with their

surrounding and people around them, and live their

lives with physical, mental, and social activities that are

appropriate for their age and capabilities. The visiting

hours are not as restrictive; in fact, friends and family are

encouraged to visit. Health permitting, short visits to

home are allowed as well. Also important to be mindful

of is that the primary goal of the nursing home staff is to

provide rehabilitative care, so that patients can return

home or to an assisted living facility.

The trends have indicated an increase in the num-

ber of elders admitted to nursing homes. A doubling of

that number is expected by 2020 if there is no break-

through in the treatment of dementia. Unfortunately,

quality of care remains a great concern, and a collective

approach will be critical in addressing many of the

shortcomings. Caregiver fatigue, under‐compensation,

staff shortages, and high turnaround are at the core of

the quality problems. From family and friends, who

undeniably constitute a safety net, to the ombudsmen;

staff; payers; and researchers, all should contribute to

identifying problems and formulating solutions.
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Nutrition
Rajkumari Richmonds

Nutrition, one of the major determinants of success-

ful aging, is defined as the ability to maintain three

key behaviors: low risk of disease and disease‐related
disability, high mental and physical function, and

active engagement of life. Food is not only important

to one’s physiological well‐being, but also contributes to
one’s social, cultural, and psychological well‐being.
Research has shown that behaviors such as eating a

healthy diet, being physically active, and abstaining

from tobacco use are more influential than genetic fac-

tors in helping individuals avoid deterioration associated

with aging.
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Nutrition plays multiple roles in successful aging.

As a primary prevention strategy, nutrition helps pro-

mote health and functionality. As secondary and ter-

tiary prevention, medical nutrition therapy (MNT) is

an effective disease management strategy that lessens

chronic disease risk, slows disease progression, and

reduces disease symptoms.

A nutrient is any element or compound necessary

for or contributing to an organism’s metabolism,

growth, or other functions. Nutrients are grouped as

those elements providing energy (carbohydrate, pro-

tein, and fat), vitamins, and minerals, which support

the metabolic processes in the body. Fluids help in

maintaining the hydration status, while fibers are

involved in forming the bulk needed for elimination

of waste. Some nutrients are classified as essential

amino acids and essential fatty acids because they

need to be supplied through food sources. They are

not synthesized in the body.
Energy Producing Nutrients

Carbohydrates, proteins, and fats are the sources of

energy to the body. A gram of carbohydrate and pro-

tein gives 4 kcal whereas a gram of fat gives 9 kcal.
Age and Energy Requirements

Energy intake declines progressively with age. One of

the reasons for this can be attributed to a declining

metabolic rate (BMR) and decreasing physical activity.

With advancing age, body composition shifts toward

an increase in the proportion of body fat and a

decrease in lean body mass. These changes result in

a decrease in energy expenditure by 2–3% per decade.

Although obesity is a common problem in late middle

age, increasing susceptibility to the degenerative dis-

eases like arthritis, hypertension, diabetes, and athero-

sclerosis, extreme underweight is most prevalent in

those aged above 70.

The major function of dietary carbohydrate is to

provide energy. Glucose can be used by all body tissues

and is required for producing energy. In the absence

of dietary carbohydrate, fatty acids are incompletely

oxidized, leading to ketosis, which may cause lethargy

and depression. Carbohydrate intake should be about

55–65% of dietary energy.
Protein

Lean body mass decreases with age, possibly due to a

decreased rate of protein anabolism (tissue formation)

and a reduction in physical exercise. Protein require-

ment per unit of body weight of older adult does not

change from that of young adults. As age advances,

protein intake represents a greater proportion of total

energy intake because energy intake decreases due to a

decrease in BMR. A daily protein intake of approxi-

mately 1.0 g/kg of body weight is probably adequate.

As the elderly are more prone to recurring episodes of

chronic disease requiring repletion of protein reserves,

protein intake must be increased to satisfy the

demands.
Fat

The desirable fat intake for the elderly does not differ

from that of younger adults. Fats are the most efficient

energy source with twice the energy content per gram

than carbohydrate and protein. At least 10% of the

total energy intake should be fat, to make it possible

for an adequate intake of fat soluble vitamins and the

essential fatty acids, linoleic and arachidonic acid.

Essential fatty acids are required for the synthesis of

prostaglandins and cell membrane phospholipids. The

fat content of the average American diet, consists of

approximately 40% of total energy intake, is too high

and contains a higher proportion of saturated fat and

cholesterol than is desirable for the optimal health of

adults. The American Heart Association recommends

that the total fat intake be limited to 30% or less of

the total energy intake and the cholesterol intake be

limited to 300 mg/dL or less.
Serum Cholesterol and Coronary
Heart Disease

Serum cholesterol is a strong risk factor for coronary

heart disease until age 55, but its impact decreases with

increasing age. Serum cholesterol does not predict the

incidence of coronary heart disease past age 70 in men

but remains as a weaker predictive for coronary disease

in women. Low‐density lipoprotein (LDL cholesterol)

and its protective component high‐density lipoprotein
(HDL cholesterol), and LDL–HDL ratio continue to be
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related to the incidence and mortality of coronary

heart disease in elderly men and women.
Dietary Intervention for
Hypercholesterolemia

Total and LDL cholesterol are increased because of

high intake of carbohydrates, total fat, and saturated

fat. These can be lowered by avoiding excessive intake

of calories and total fat and substituting monounsatu-

rated fat for saturated fat. Cessation of smoking also

improves HDL level. For healthy individuals below age

70, the American Heart Association’s recommenda-

tions for lipids are appropriate, but these dietary inter-

ventions may not be indicated in individuals over the

age of 70, who have limited economic resources, lim-

ited activity, and quality of life due to advanced disease

or poor dietary intake. It is important to eat fatty foods

and oils that are high in unsaturated and monounsa-

turated fatty acids to protect the cardiovascular system

from the ravages of LDL cholesterol.

Saturated fats are solid at room temperature and

they are more stable. They do not become rancid by

combining with oxygen. Dietary sources of saturated

fats are foods from animals, coconut, palm kernel oil,

and cocoa butter. These foods when eaten in excess

raise the total cholesterol and LDL cholesterol. LDL

cholesterol is small dense particles and is atherogenic.

Polyunsaturated fats have been shown to have lower

cholesterol levels but have a heterogeneous effect on

HDL cholesterol levels. Food sources are vegetable oils

(corn, safflower, soybean, sunflower, cottonseed) and

walnuts. Monounsaturated fats lower total cholesterol

but do not lower HDL cholesterol levels. Food sources

of monounsaturated fats are canola, olive, peanut oils,

and nuts (except walnuts).
Trans‐Fatty Acids

Trans‐fatty acids (TFAs) are specific type of fat formed

when liquid oils are made into solid fats like vegetable

shortening and hard margarine. Most of the trans fats

in a typical American diet comes from commercially

baked and fried foods prepared with vegetable short-

enings or hard margarines. The trans‐fat content of

these foods may be as high as 45–50% of fat. Trans

fats raise total cholesterol and LDL cholesterol, and

lower the HDL cholesterol.
Vitamins

Vitamins A, D, E, K, B1 (thiamine), B2 (riboflavin), B3
(pyridoxine), B12 (cyanocobalamine), C, biotin, folic

acid, niacin, and pantothenic acid play an important

role in the metabolism. Except vitamin D, the human

body is incapable of producing any of these vitamins.

They must be supplied through food. Vitamins func-

tion as cofactors and toxicity states result from taking

mega doses of vitamins. Deficiencies of these vitamins

result when the recommended dietary allowance

(RDA) is not met.
Minerals

Minerals are inorganic (not made by the human body)

substances essential for the proper functioning of the

human body. Establishing requirements for minerals

in humans is difficult. There are no RDAs for sodium

or potassium even though they are required for phy-

siological function. There are recommendations for

calcium and magnesium. Elderly patients are more

susceptible to the development of both hyponatremia

and hypernatremia. Elderly individuals develop a

defect in their thirst mechanisms, especially when asso-

ciated with any cerebral disease, making them prone to

develop hypernatremia, resulting from dehydration

secondary to water depletion.

Hypokalemia and hyperkalemia are also more com-

mon in elderly people. Medication such as diuretics,

purgatives, enemas lead to potassium loss. Hyperka-

lemia is the result of lower renin–aldosterone levels

often found among the elderly. When the level of

renin–aldosterone is low, the kidneys have difficulty

in clearing excess amounts of potassium. Osteoporo-

sis is a condition in which deossification of bone with

resultant enlargement of marrow, decreased thickness

of cortex, and structural weakness occur. This is a

common ailment in elderly people. This is due to

changes in hormone balance, physical activity, and

vitamin D and calcium deficiency.
Fluids

The number of functioning nephrons per kidney

decreases with age and therefore the solute load per

nephron is increased greatly. For the kidneys to elim-

inate this solute load, adequate fluid is essential.
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Decrease in thirst sensation is common in old age and

puts them at risk for dehydration and electrolyte

imbalances. Depending on the type of feeding, fluid

replacement is essential. A water intake of approxi-

mately 30 ml/kg of body weight or 1 ml of water for

each calorie ingested is a reasonable recommendation

for normal renal and bowel function.
Fiber

Dietary fiber is that part of carbohydrates which is not

digested by the gastrointestinal tract. This includes

hemicellulose, pectin, gums, lignin, and cellulose.

They absorb water from surrounding tissues through

osmosis and may provide a laxative effect. They also

provide the necessary bulk for bowel movement.

Excessive intake of fiber should be avoided as it may

decrease the absorption of vitamin B12 and also lead to

a loss of some minerals by binding to the phytic acids

present in them. Specific recommendations for the

elderly have not been established, although a safe

recommendation would encourage intakes of 10–30 g

dietary fiber per 1000 kcal. All recommendations need

to recognize the importance of adequate fluid intake.

Exercise caution when recommending fiber to those

with gastrointestinal diseases, including constipation.
Related Topics
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. Table 2
Complications of Obesity

Cardiovascular
High blood pressure
Heart failure
Angina (cardiac chest pain), heart attack
Stroke
Blood clots in leg veins and lungs
Leg swelling
Respiratory
Sleep apnea
Restrictive lung disease
Malignancy
Increased risk of cancer of the breast, uterus, colon
Urinary
Urinary incontinence (women)
Infections
Obesity
Asra Kermani

Obesity is an excess accumulation of adipose tissue

mass, not of entire body weight alone. However, since

weight gain beyond the acquisition of muscle mass is

accumulation of fat tissue, the current definition still

utilizes body weight, in proportion to height. Body

weight divided by the square of the height is called

the body mass index (BMI). Whereas most people with

an increased BMI have increased fat mass, very mus-

cular individuals may have an increased BMI without

being overweight or obese. See >Table 1.
Superficial fungal skin‐fold infections
Leg ulcers
Gastrointestinal
Gallstones, gallbladder inflammation
Metabolic
High LDL cholesterol, high triglycerides, low HDL
cholesterol
Diabetes
Gout, uric acid kidney stones
Musculoskeletal
Degenerative arthritis, knees and spine
Psychosocial
Depression/social isolation
Impaired activities of daily living

. Table 1

Classification of Overweight and Obesity

BMI (kg/m2)
Underweight <18.5
Normal 18.5–24.9
Overweight 25.0–29.9
Obese
Class I 30–34.9
Class II 35.0–39.9
Class III >¼40 (extreme obesity)
Worldwide, there is an increasing incidence of

obesity as a consequence of increasingly sedentary

lifestyles coupled with the intake of high‐energy
foods. According to the National Health and Nutri-

tion Examination Survey (NHANES) 1999–2000 data,

the prevalence for overweight among adults was 34%

and for obesity, 30%. Therefore 64% of the popula-

tion suffers from excess body weight. Obesity and

overweight are rapidly increasing in both men and

women.

The repercussions of obesity are widespread and can

be metabolic, malignant, infectious, mechanical, psy-

chological, and social (see >Table 2). Importantly, the

obesity and type 2 diabetes epidemics go hand in hand.

Therefore, prompt intervention on a population‐wide
scale is likely to have a great impact.
Pathophysiology

Although few genetic syndromes cause obesity, it is

apparent from the rapid increase in the rates of obesity

that major genetic changes cannot explain this
# Springer-Verlag Berlin Heidelberg 2008
phenomenon. What is more likely is the impact of

environmental changes on pre-existing genes. For

weight gain, there must be an imbalance favoring calo-

ric intake in excess of caloric expenditure. According to

NHANES 1999–2000, the caloric intake in men aged

over 60 averaged 2000 calories per day; in women of

the same age, 1500 calories per day. However not all

individuals expend the same number of calories that

they consume. The net gain in calories is stored as

energy, which is most efficiently stored as fat. Impor-

tantly with age and other medical problems, one can-

not only rely on exercise as a means of expending

energy. Caloric restriction is required in order to lose

weight; exercise is more important in maintaining

weight loss.

The corollary is that net caloric expenditure results

in weight loss. Many complex hormonal and nerve

factors are responsible for the maintenance and loss

of body weight. However, there is a limit to both

weight gain and weight loss. Hormones such as insulin

and leptin, and gastric hormones that control hunger
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and satiety signals, such as gherelin, peptide YY and

others, directly or indirectly communicate with centers

in the hypothalamus region of the brain. These centers

sense satiety or hunger, and also receive and transmit

signals to and from various organs and other pathways

within the brain. These networks are very complex and

are actively being studied.
Treatment

Diet and exercise combined provide the greatest chance

for lasting and successful weight loss. Diet alone has not

been found to be successful and leads to recurrent

weight gain. Exercise coupled with dietary modifica-

tion, rather than adherence to a rigid type of diet, leads

to longer lasting weight loss and weight maintenance,

even if individuals regain some of the weight with the

passage of time.

There are a variety of different types of diet that

vary from simple calorie restriction to alterations in

the proportions of different nutrients consumed, such

as low‐carbohydrate diets and low‐fat diets. All types of
diet can cause weight loss, but with time much of the

weight is regained. The American Heart Association

recommends the TLC diet, which incorporates ele-

ments of low‐fat diets along with a Mediterranean

diet, as the latter has shown to have favorable effects

on the cholesterol profile.

Exercise increases the energy expenditure of the

body, like some of the medications, but without as

disturbing side effects. All subjects who have been

sedentary must be examined and counseled by a phy-

sician prior to embarking on any exercise program,

including walking. Previously undetected cardiovascu-

lar diseases might be unmasked by aerobic exercises,

including angina (cardiac chest pain) and heart

rhythm disturbances. It is important not to overdo

exercise and to start slow and build up distance and

time gradually as tolerated.

Medications approved for treatment of obesity

either suppress appetite or cause fat malabsorption.

Medical treatment is not without risks and should be

used only in conjunction with diet and exercise, in

people who have obesity‐related diseases and in whom

the medications can be safely prescribed. The Food and

Drug Administration (FDA)‐approved antiobesity

medications are sibutramine and orlistat. Sibutramine

works by suppressing reuptake of two chemicals in
the brain called norepinephrine and serotonin. This

results in satiety, and therefore less need for caloric

intake. Weight loss is modest, up to 5% or more of

body weight. However, significant side effects are

blood pressure and pulse elevation, which need to

be monitored closely. Sibutramine should not be

used in people who have a history of coronary artery

disease, congestive heart failure, arrhythmias, or

stroke. Orlistat inhibits 30% of fat absorption from

the intestine and may reduce body fat by 5–10%. Side

effects are increased gas, oily spotting, abdominal

pain, and stool incontinence, but these lessen with

time. Fat‐soluble vitamin supplements are needed to

compensate for their loss in stool.

Bariatric surgery (includes gastric banding and gas-

tric bypass) has become increasingly popular for the

treatment of those with severe class III obesity. Patients

who might qualify include those 18 years or older with

body mass index�40 or between 35 and 40 with major

weight‐related comorbidities, who have failed nonsur-

gical methods or failed treatment in obesity clinics, and

who are committed to long‐term follow‐up and do not

have clinical or psychological contraindications to

anesthesia or surgery. There are two major procedures:

gastric banding to reduce the stomach size, and gastric

bypass, which cuts the stomach and attaches it to the

lowest part of the small intestine, avoiding absorption

of nutrients in the upper and middle part of the small

intestine. Banding results in weight loss of 20% of body

weight up to 5 years, but weight gain may recur.

Gastric bypass results in loss of important nutrients

and fat‐soluble vitamins, and adequate supplementa-

tion is required. Weight loss from this procedure

ranges from 50kg to as much as 100kg.

Obesity is a chronic health condition with wide-

spread manifestations and repercussions, both physical

and psychological. It is the result of environmental

changes on our pre-existing genetic background, and

can be modified by changes in lifestyle. Those that have

failed lifestyle modifications and who are jeopardized

by serious medical problems may be candidates for

bariatric surgery. However this is a serious procedure

with significant morbidity and mortality.
Related Topics

>Body image, >Body mass index, >Diet, >Exercise,

>Nutrition, >Weight Control maintenance
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Suggested Resources
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Obsessive‐Compulsive
Disorder
Aditi Mehta

Obsessive and compulsive disorder (OCD) is a type of

anxiety disorder. A person is said to be suffering from

OCD when he or she has either obsessions or compul-

sions. Obsessions are recurrent and persistent thoughts

or images that make the person feel very anxious.

Although the individual with OCD has evidence that

states otherwise, obsessive individuals hold on to

obsessional thoughts such as their hands not being

clean enough, having left the door unlocked or having

run over someone with their car. It is very difficult for

a patient to suppress these intrusive thoughts and so

they resort to responding to these obsessions by repe-

titive behaviors and mental acts, which are called com-

pulsions. Examples of these compulsive rituals include

washing repeatedly or checking constantly to make

sure the door is locked.

The lifetime prevalence of OCD is 2–3% and it is

the fourth most common psychiatric diagnosis

throughout the world. Usually men and women are

affected in equal numbers. Often, the symptoms

appear before the age of 25 and sometimes they can

appear in early childhood. In the elderly population,

OCD may be missed due to the notion that anxiety

disorders tend to decline with age. In actuality, older

people are more likely to report bodily complaints than

anxiety, or anxiety may manifest differently in this age

group compared to younger populations. Usually the

elderly suffering from anxiety have always had mild
symptoms, but the stresses of the aging such as medical

illness, cognitive difficulties and losses, may bring out

the anxiety in full force. Caucasians seems to suffer

more from this disorder than other ethnic groups, but

this apparent increased prevalence may be due to the

Caucasian population being more likely to seek treat-

ment. Although more than 90% of patients have both

obsessions and compulsions, 28% of individuals with

OCD are bothered by predominant obsessions, 20% by

compulsions, and 50% by both. The onset is usually

insidious, except in patients with a neurological basis

for their illness.

The neurotransmitters serotonin and norepinephr-

ine are believed to be involved in the development of

OCD. Genetics plays an important role as concordance

rates are higher for monozygotic (identical) twins and

35% of the first‐degree relatives of OCD patients are

affected with this disorder. There have been associa-

tions found between bacterial Streptococcus A beta‐
hemolytic infection and the development of the neuro-

logical disorder, Sydenham’s chorea, along with OCD

symptoms. Biologic associations have been recently

noted, such as involvement of the cingulum (region of

the brain associated with memory and attention) and

small caudate nuclei in the brains of people suffering

from OCD. In fact, neurosurgery involving the cingu-

lum has been found to lead to significant improvement

in some cases of severe refractory OCD.

OCD affects the daily functioning of the individual.

Afflicted individuals may spend many waking hours

consumed with their obsessions and rituals. They are

often socially isolated and have difficulty forming and

maintaining relationships. Usually male patients have

higher celibacy rates and lower fertility rates compared

to general populations.

Almost 67% of people with OCD suffer fromdepres-

sion. Sleep electroencephalograms (EEGs) of OCD

patients show decreased rapid eye movement latency

similar to depressed patients. About 25% patients with

OCD also suffer from social phobia. Other anxiety dis-

orders, such as generalized anxiety disorder (GAD),

specific phobia, panic disorder along with personality

problems and alcohol abuse are also commonly seen.

About 5–7% of patients suffering fromOCD suffer from

Tourette’s disorder and 20–30% of them have a history

of tics.

There are four major symptom patterns in OCD.

Contamination is the most commonly encountered

obsession and patients suffer from compulsive washing

http://www.nhlbi.nih.gov/health/public/heart/obesity/lose_wt/
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or compulsive avoidance of the object. Common con-

tamination fears are feces, urine, dust, or germs. Another

common obsession, pathological doubt, leads to a com-

pulsion of counting and checking. Individuals con-

stantly check to see if the stove is turned off properly,

or doors are properly locked. The next most common

group is of those with ‘‘pure obsessions.’’ They often have

thoughts of sexual or aggressive actions that they have no

intention of carrying out. The fourth group comprises

individuals who have a reduced ability to carry out daily

tasks because of their need for exactness. Individuals

may take hours performing daily activities of washing,

eating breakfast, getting dressed, etc. Another distinct

type of OCD patients are ‘‘the hoarders,’’ who have

difficulty discarding things as they fear they may need

them in the future. People with OCD usually realize that

these thoughts and behaviors are unreasonable and

excessive. Unfortunately, these acts consume substantial

amounts of time every day and may severely inhibit the

functioning of the individual.

In the past, OCD was thought to be predominantly

laden psychologically and difficult to treat. More

recently, medications have been found to be extremely

helpful. The antidepressant medication Clomipramine

was the first FDA‐approved drug for treating OCD.

Newer agents that act on serotonin such as the SSRI

antidepressants have also been shown to be effective.

Typically higher doses of antidepressants are needed to

treat OCD than those ordinarily used for depression.

Research has demonstrated behavior therapy to be

an effective psychotherapy in OCD. Behavior therapy

has two separate components—exposure and response

prevention. Exposure techniques are used to decrease

anxiety associated with obsessions by exposing the

patient to the stimuli that causes anxiety and then

by preventing the ritual–compulsion that usually fol-

lows. Response prevention focuses on decreasing the

frequency of ritualistic acts.

There is also strong support for cognitive behavior

therapy (CBT) in the current literature. This form of

therapy gravitates on the reformulation of themes that

could be causing exaggerated anxiety. This therapy

focuses on decreasing some of the anxiety that builds

up with an obsession. Some other types of therapies

used are desensitization, thought stopping, flood-

ing, implosion therapy, and aversive conditioning.

Typically, long‐term medication and behavior therapy

is needed for maintenance treatment of OCD. Family

therapy, supportive therapy, and group therapy are

other techniques that can be helpful. Finally, Electro
Convulsive Theory (ECT) and psychosurgery are con-

sidered as last resort techniques for patients who are

refractory to above treatments.
Related Topics

>Anxiety disorder, >Cognitive behavioral therapy,

>Depression, >Psychotherapy
Suggested Readings

American Psychiatric Association (2000) Diagnostic and statistical

manual of mental disorders, 4th edn, Text Revision (DSM‐IV‐TR).
Author, Washington, D.C.

Rapoport JL (1989) The boy who couldn’t stop washing: The

experience and treatment of obsessive compulsive disorder.

E.P. Dutton, New York

Summers M (1999) Everything in its place: My trials and triumphs

with obsessive compulsive disorder. JP Tarcher, Putnam, NY
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Occupational Therapy
Cynthia Olschewsky

Occupational therapy is the holistic health profession

that works with individuals to attain, restore, and

maintain function in daily life activities and meaning-

ful life roles such as homemaker, grandparent, hobby-

ist, and retiree. The word ‘‘occupation’’ in the context

of occupational therapy refers to activities that are

valued by the individual in their culture. Areas of

occupation include activities of daily living (grooming,

dressing, eating), instrumental activities of daily living

(financial, household, and health management), work

(volunteering), social participation (family, friends,

community), education, play, and leisure.

Occupational therapists treat a variety of conditions

and are found in diverse practice areas and settings such

as mental health, rehabilitation, nursing homes, home

health care, acute care hospitals, outpatient clinics,

assisted living facilities, hospice, and community/day

http://www.ocfoundation.org
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treatment. In most geriatric settings, the process of

occupational therapy begins with a referral from a

physician. The referred individual is first interviewed

and evaluated. The evaluation gives the therapist an

understanding of the individual’s experience, builds a

therapeutic relationship, identifies strengths and lim-

itations, defines what the individual feels is important

regarding goals, and establishes treatment priorities.

Evaluations assess areas of occupation and perfor-

mance components (motor, process, and psychosocial

skills needed to do daily activities). Motor skills include

muscle strength, joint range of motion, sensation,

balance, mobility, and coordination. Process skills

include concentration, problem solving, judgment,

and memory. Psychosocial skills include self‐concept,
time management, coping skills, and self‐expression.

Occupational therapy assessments can help clarify

diagnoses and aid in determining legal issues such as

competency, guardianship, and placement. The data

and recommendations of an occupational therapist

can more clearly identify functional abilities and

appropriate options to pursue.

After the initial occupational therapy evaluation,

goals are established collaboratively with the individual

and their significant others. Treatment interventions

are identified and implemented. Examples of diagnoses

and interventions include the following:
Diagnosis Treatment
Stroke Increase coordination, balance, and

functional mobility for grooming
Depression Coping, stress management, and

assertiveness training
Dementia Adapt the environment to help with

orientation
Low Vision Use of compensatory strategy or optical

device to read medication label
With advances in medicine and a more health‐
conscious society, more of our population is reaching

older age. To address the unique issues of the elderly,

expanded areas of occupational therapy include driv-

ing and community mobility, low vision, home mod-

ification, and programming for the well elderly. In

order to determine the client’s appropriateness and

safety to continue driving, occupational therapists can

be part of a team that assesses vision, depth perception,

sequencing, recognizing road signs, reflex testing, range
of motion (especially neck and torso), right‐ or left‐side
neglect, and actual on‐road driving. Based on test results,
recommendations are made regarding the advisability of

independent driving. Support, education, and problem‐
solving alternative modes of transportation is provided,

if the client is unsafe to drive.

Occupational therapy intervention with low vision

may include environmental or home adaptations such

as reducing clutter, adding halogen lighting, arranging

and simplifying familiar routines with repetition and

memory, and learning by touch to reduce the need to

visualize. Adaptive equipment can include optical

devices like magnifiers or magnifying spectacles. Avail-

able technology includes books on tape and CD, voice‐
activated large screen computers with large type pro-

grams and telephones with large key pads and memory

to program important phone numbers.

Occupational therapists provide treatment and

recommendations regarding home modification to

help maintain a safe, functional, and accessible envir-

onment. Interventions range from preventing falls by

adding lights, removing obstacles, and installing hand-

rails in stairways. There are a number of adaptive

devices available to aid with safety, feeding, toileting

and grooming. The use of ramps and redesign of space

can improve wheelchair accessibility. Techniques for

conserving energy and simplifying work are taught.

For example, relocating frequently used items within

reach in the kitchen and bathroom aids in increasing

efficiency and decreasing energy expended.

As more health‐conscious consumers age, the

awareness of ‘‘wellness’’ and its benefits have multi-

plied. Occupational therapists provide programs at

assisted living facilities and in community and senior

centers in areas of movement or exercise, stress man-

agement, and coping with change. Discussions, pro-

blem solving, and education help clients adjust to

lifestyle and role changes (i.e., from parent or worker

to ‘‘empty nester’’ or retiree). Treatment focuses on

finding value and meaning when life and abilities

change. Occupational therapy uniquely helps indivi-

duals achieve optimal function and satisfaction in their

life roles and enhance the quality of life throughout

the aging process.
Related Topics

>Activities of daily living, >Arthritis, >Dementia,

>Depression, >Driving safety, >Vision
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Old Age, Survivors and
Disability Insurance
Program
Janet L. Lowder . Mary B. McKee . Lisa M. Montoni

The Old Age, Survivors and Disability Insurance

(OASDI) Program is the official name of the compre-

hensive federal income benefits program more com-

monly known in the United States as ‘‘Social Security.’’

Unlike programs that provide health insurance cover-

age, housing vouchers, or food stamps, Social Security

is essentially a wage‐replacement program that pro-

vides cash income benefits. The program is now cele-

brating its 70th anniversary, having been established

back in the mid‐1930s.
The Old Age and Survivor’s Insurance (OASI)

Trust Fund is the account maintained in the US Treas-

ury to pay monthly retirement benefits (sometimes

called your ‘‘Social Security pension’’) and survivor’s

benefits (sometimes called a ‘‘widow’s pension’’ or

widower’s, as the case may be). Retired workers them-

selves, spouses if over age 62 or with an under‐16‐year‐
old child in care, and their minor or adult disabled

children, will have eligibility determined on the basis of

the retired worker’s earning record. All this is subject to

a ‘‘family maximum’’ amount. Who can draw benefits

on the earnings record of a deceased worker? A spouse,
but only if over 60, or at least 50 and disabled within

7 years of the spouse’s death, and again minor or adult

disabled children. Ex‐spouses may be entitled to ben-

efits as well, depending on the length of the marriage,

when they remarried, their age and disability, and

other factors.

In general, healthy, working‐age spouses without

young children in their care do not receive any auto-

matic cash benefit (or health insurance) when the wage

earner on whom they may have grown dependent

leaves the workforce because of retirement, death, or

disability.

Taxes received under the Federal Insurance Contribu-

tionsAct (FICA) and the Self‐EmploymentContributions

Act are deposited into the trust fund on every business day

to the extent that those taxes are not needed to pay the

immediate expenses of the OASDI. Today’s workers still

comfortably outnumber the beneficiaries drawing Social

Security, but not for long, as the ratio between covered

workers and Social Security beneficiaries is expected to

approach 2:1 by mid‐century.
Of interest to many older Social Security benefici-

aries now in their eighties and nineties is the ‘‘Notch

Baby’’ phenomenon. The term ‘‘notch’’ refers to Social

Security benefits paid to people born between 1917

and 1921. A 1972 cost‐of‐living adjustment (COLA)

error caused the benefits for many people born

between 1910 and 1916 to be calculated using a flawed,

more generous benefit formula, and they received an

unintended windfall from Social Security. In fixing the

mistake, Congress wanted to avoid an abrupt change

for those who were about to retire, so it provided a

transition period. Truly by an accident of birth, ‘‘Notch

Babies,’’ born between 1917 and 1921, get higher ben-

efits than they otherwise would have had, but lower

than the lucky group that got the windfall.
Related topic

> Social Security
Suggested Resources

Cornell University Law School’s Legal Information Institute: www.

law.cornell.edu/socsec
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Social Security Administration, SSA History, 2005, Washington, DC

(29 December 2005); http://www.ssa.gov/history/orghist.html
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DC (29 December 2005); http://www.ssa.gov/OACT/ProgData/
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Social Security Administration, Types of Benefits, 2005, Washington,

DC (29 December 2005); http://www.ssa.gov/OACT/ProgData/

types.html
Older Americans Act
Janet L. Lowder . Amanda M. Buzo . Lisa Montoni

The Older Americans Act (OAA), enacted in 1965, was

established to promote the well-being of older persons

and help them remain independent in their commu-

nities. The Act provides funding for a wide array of

programs and services for the elderly, including trans-

portation, information, and referral to home health

care, health, nutrition, and social services. The OAA

also authorized the Administration on Aging within

the Department of Health and Human Services. All

individuals aged 60 or older are eligible for OAA ser-

vices, but the statute’s declared purpose is support to

the elderly with the greatest economic and social need.

The OAA distributes federal funds to states using

a formula based on a state’s percentage of the country’s

population aged 60 and over. States utilize funds to

establish centers for information about services avail-

able to older persons. The OAA also provides an annual

fixed amount of approximately $5 million for elder

abuse prevention activities. Any reduction in funding

will severely limit the potential education and outreach

accomplished through the OAA’s various programs.

The Congress reauthorized the OAA in 2000 and

passed the National Family Caregiver Support Pro-

gram as an amendment to the Act, providing support

to informal caregivers. States use the funds available

through the program to supply information to care-

givers about available services, assistance in gaining

access to services, caregiver training, respite care, and

a limited amount of supplemental services.

The 2000 reauthorization of the OAA extended the

Act’s programs and services through 2005. The US

House of Representatives Subcommittee on Select

Education heard testimony regarding the importance

of continued authorization for the OAA in May 2005.

Witnesses testified to the growing number of baby

boomers reaching age 60 in the coming years, and the
challenges of assisting seniors efficiently and effectively

as this segment of the population continues to expand.

Whatever the fate of the OAA, the federal government

faces the challenge of how to best invest taxpayer dollars

to serve the nearly 90 million Americans, a quarter of

the US population, who will be 65 and older by 2050.
Related Topics

>Baby boomers, >Caregiving and caregiver burden,

>Elder abuse and neglect
Suggested Readings

Center for Social Gerontology, Reauthorization of the Older

Americans Act, 2005, Ann Arbor, Michigan (6 January 2006),

Updates on the Reauthorization of the Older Americans Act;

http://www.tcsg.org

Kassner E (2004) The role of the Older Americans Act in providing

long‐term services and supports. AARP Public Policy Institute,

Washington, D.C.

United States House of Representatives, Education and the Work-

force Committee Issues: Status of Older Americans Act, 2005,

Washington, D.C.; http://edworkforce.house.gov/issues/109th/

education/oa/oa.htm

White House Conference on Aging, 2005, Washington, D.C.

(12 December 2005), Post‐Event Summary Report; http://www.

whcoa.gov

Wise K (2001–2002) Caring for our parents in an aging world:

Sharing public and private responsibility for the elderly. Journal

of Legislation and Public Policy 5:563–598
Older Women’s League
Bettina A. Rausa

The Older Women’s League (OWL) was founded in

1980 at the conclusion of a White House conference on

aging held in Iowa. It is a national grassroots member-

ship organization dedicated to women’s issues, espe-

cially as they age. It is a nonprofit, nonpartisan group,

focusing on research, education, and advocacy accom-

plished through a network of chapters. OWL chapters

are found in 22 states and 38 cities and counties, for

a total of 60 chapters, with the national office located

in Washington, D.C. Funding is derived primarily

through membership dues, donations, and grants

from foundations and corporations.

http://www.ssa.gov/OACT/ProgData/describeoasi.html
http://www.ssa.gov/OACT/ProgData/describeoasi.html
http://www.ssa.gov/OACT/ProgData/types.html
http://www.ssa.gov/OACT/ProgData/types.html
http://www.tcsg.org
http://edworkforce.house.gov/issues/109th/education/oa/oa.htm
http://edworkforce.house.gov/issues/109th/education/oa/oa.htm
http://www.whcoa.gov
http://www.whcoa.gov
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The OWL leaders and members undertake public

education and advocacy campaigns, and work through

forums and coalitions to put issues they consider cri-

tical to women in midlife and later in the public spot-

light and on the legislative agenda. OWL considers

older women’s most critical issues to be financial secur-

ity, health, control of end-of-life choices, the image of

midlife and older women, access to housing and hous-

ing alternatives, ending violence against women and

the elderly, and job discrimination. Each chapter works

on these issues on the federal, state, and local levels.

Some chapters take on additional campaigns, such as

encouraging members to contact legislative represen-

tatives to support the Count Every Vote Act (San

Francisco, California). Members sign up online and

receive ‘‘action alerts’’ from the national office as well

as through local chapters. Action alerts most often

provide opportunities for members to contact elected

officials to advocate for or against the legislation that

the organization considers to be in the best interest of

older women. Chapters also focus on providing educa-

tion to local communities regarding the issues facing

older women and for member recruitment through

speaker’s bureaus and public education sessions.

National OWL campaigns include prescription

drugs, Medicare, managed care, mental health, osteo-

porosis, and nutrition and medication interaction. It

has partnered with elected officials on these various

campaigns regarding women’s and older Americans’

issues. For example, through its sponsorship of the

Older Americans’ Mental Health Week in 2005, and

in partnership with several other national organiza-

tions, OWL provided support to four members of

Congress who introduced the Positive Aging Act. This

act calls for funding mental health services in primary

care settings through outreach programs.

Whether it is a local group focusing on HIV or

AIDS education for women over 40 (Inland Empire,

California) or a statewide ballot initiative to increase

the number of choices for pain‐free end‐of‐life choices
(Chicago), OWL provides a coordinated, nation wide

effort for older women and men to take an active role

in the issues that are most likely to affect older

women’s quality of life.
Related Topics

>American Association for Retired Persons,

>National Council on Aging
Suggested Resources

The Older Women’s League: The Voice of Midlife and Older

Women, Washington, D.C., www.owl‐national.org/
The Older Women’s League of Illinois: The Voice of Midlife and

Older Women in Illinois, 2005, http://wnkhome.northstarnet.

org/owlill/

The Older Women’s League of San Francisco, The Voice of Midlife

and Older Women, 2002, http://www.owlsf.org/
Omnibus Budget
Reconciliation Act
Marshall B. Kapp

In 1974, the US Congress enacted, and the President

signed into law, the Congressional Budget and

Impoundment Control Act, Public Law No. 93‐344
(Budget Act). Pursuant to the Budget Act, Congress is

supposed to set its annual budget goals in a budget

resolution, which would then be passed by a facilitated

process. In recent years, the 1974 Act’s provision for

‘‘reconciliation’’ procedures have come into play, parti-

cularly when the budget resolution contains ‘‘reconci-

liation instructions’’ intended to procedurally facilitate

the enactment of an Omnibus Budget Reconciliation

Act (OBRA) rather than a number of smaller, more

focused budgets. Several OBRAs have contained signif-

icant provisions relating to public health programs and

activities pertaining to older persons.

As part of OBRA 1987, Public Law No. 100‐203,
Congress enacted the Nursing Home Quality Reform

Act (codified at 42 United States Code }} 1395i‐3(a)–(h)
and 1396r(a)–(h)). This Act is modeled on many of the

recommendations made in a 1986 Institute of Medicine

report that Congress had directed the Department of

Health and Human Services (DHHS) to commission.

OBRA 87 amended the Social Security Act, Titles 18

(Medicare) and 19 (Medicaid), to require substantial

upgrading in nursing home quality and enforcement. To

implement this legislation, DHHS published regulations

that have been codified at 42 Code of Federal Regulations

Part 483. Among the most important nursing home

requirements imposed by these regulations are those relat-

ing to ensuring resident privacy and decision making

rights, proper use of physical restraints and psychoactive

drugs, protecting resident funds being managed in the

www.owl&hyphen;national.org/
http://wnkhome.northstarnet.org/owlill/
http://wnkhome.northstarnet.org/owlill/
http://www.owlsf.org/
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facility, ensuring transfer and discharge rights, minimum

staffing levels, comprehensive resident assessments and

individualized care plans drawn in accordance with the

assessments, and state prescreening of nursing home

entrants for mental illness or mental retardation.

Section 4022 of OBRA 87 set forth new require-

ments relating to state surveys of home health agencies.

Under this statute, state agencies are required to con-

duct their surveys on a surprise, no‐prior‐notice basis.
Section 4023, relating to enforcement of home health

agency requirements, required DHHS to establish a

range of intermediate sanctions short of dismissal

from the Medicare program that could be imposed

on home health agencies found out of regulatory com-

pliance. These intermediate sanctions include civil

money penalties, suspension of Medicare payments,

and temporary receivership.

OBRA 1989, Public Law No. 101‐239, enacted

(among other things) a significant change in the metho-

dology for paying physicians for their services under

Medicare. Congress enacted the Resource‐Based Relative

Value Scale (RBRVS), which sets payment rates according

to (1) the time and intensity of the physician’s efforts in

providing a service, (2) a practice expense component

based on the physician’s overhead in providing a service,

and (3) a separate malpractice component reflecting

professional liability premium expenses.

In OBRA 1990, Public Law NO. 101‐508, Congress
tightened federal oversight of the Medicare Supple-

mental (Medigap) insurance industry, allowed some

private organizations to serve as representative payees

for beneficiaries of certain government income secur-

ity programs, and enacted the Patient Self‐Determina-

tion Act (PSDA). The PSDA, codified at 42 United

States Code }} 1395cc[a][1] and 1396a(a), requires

health care providers (limited to all hospitals, nursing

homes, hospices, health maintenance organizations,

preferred provider organizations, and home health

agencies that receive federal dollars) to inquire about

the patient or proxy, at the time a professional relation-

ship is formed, whether the patient has previously

executed an advance directive for health care. For cur-

rently competent patients, the PSDA mandates the pro-

vider to offer the patient an opportunity to execute an

advance directive at that time. Additionally, OBRA 90

requires providers to provide written information to

patients at the time of admission or enrollment con-

cerning ‘‘an individual’s right under state law to make

decisions concerning. . .medical care, including the

right to accept or refuse medical or surgical treatment
and the right to formulate advance directives,’’ main-

tain written policies and procedures with respect to

advance directives and to inform patients of these

policies, and provide for education of staff and the

community on issues concerning advance directives.

The PSDA prohibits providers from conditioning the

provision of care or otherwise discriminating against

an individual based on whether or not the individual

has executed an advance directive.

OBRA1993, Public LawNo. 103‐66, requires states to
establish estate recovery programs to take back the costs

of long-term care services from the estates of deceased

Medicaid beneficiaries. Statesmay obtain liens against a

Medicaid beneficiary’s property for this purpose.

On April 7, 1986, Congress passed the Consolidated

Omnibus Budget Reconciliation Act of 1985 (COBRA),

which included the Emergency Medical Treatment and

Active Labor Act (EMTALA). This statute contains pro-

visions requiring all hospitals participating in the Med-

icare program to examine and provide at least stabilizing

treatment to all patients seeking care for emergency

medical conditions, regardless of their ability to pay

and regardless of their eligibility for Medicare benefits.
Related Topics

>Advance directive, >Confidentiality, >Health

insurance, >Nursing home
Suggested Readings

Kapp MB (1999) Geriatrics and the law: Understanding patient

rights and professional responsibilities, 3rd edn. Springer Pub-

lishing Company, New York

Kapp MB (2001) Lessons in law and aging: A tool for educators

and students. Springer Publishing Company, New York

Kapp MB (2003) The law and older persons: Is geriatric jurispru-

dence therapeutic? Carolina Academic Press, Durham, NC
Oral Health
Edward E. Best

Oral health is an essential part of a person’s well‐being.
Oral health is integrated into general physical condition

as oral disease can affect systemic health, and vice versa.
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The oral cavity is an essential part not only of the

physical well-being but also of the person’s social and

psychological condition. The social conditions are

affected by the person’s appearance as well as their

speech. A warm smile will effect a positive impression

on others, and obviously, the ability to articulate

speech is essential to communication with others.

All people are aware of their appearance and their

self‐image may be affected by their esthetics. Everyone

has seen the person with a guarded smile because they

are ashamed of the appearance of their teeth. Missing

anterior teeth have long been associated with lack of

intelligence or social awareness, although the correlation

is inaccurate.

Oral health depends on the condition of the teeth

and their supporting and surrounding structures. The

ideal dentition would consist of 32 teeth, 16 in each

arch. The teeth are named from anterior to posterior

and each arch would have two central incisors, two

lateral incisors, 1st and 2nd bicuspids, and 1st, 2nd,

and 3rd molars. Because modern humans have smaller

jaws than their primitive ancestors, there is frequently

insufficient room for the third molars (also called

wisdom teeth). If these molars or other teeth fail to

erupt through the bone and soft tissue, they are said to

be impacted. These are frequently extracted before the

patient is 25 years old to avoid the eruption cysts that

may form at a later age.

The teeth themselves have multiple layers. The outer

portion of the top of the tooth, the crown, is covered by

enamel, and the root of the tooth is surrounded by

cementum. The main portion of the tooth and of the

root is dentin that consists of tiny tubules that radiate

out from the center of the tooth. The center of the tooth

is the pulp of the tooth and it consists of blood vessels,

lymphatic vessels, loose connective tissue, and a nerve.

The enamel is the white portion of the tooth that

protrudes through the gingiva, commonly called the

gums, and the enamel is highly mineralized and is very

hard. The dentin consists of small tubules that are filled

with vital tissue called odontoblastic processes. Since

these processes are vital tissue, when they are stimu-

lated by cutting or by thermal change, they can pro-

duce pain. The soft central portion of the tooth, called

the pulp, contains blood vessels, lymph vessels, loose

connective tissue, and the nerve. The pulp occupies a

space in the crown of the tooth called the pulp cham-

ber, and extends in a canal down to the end or apex of

the tooth. The blood vessels and nerve exit the apex

through a small hole called the apical foramen.
Obviously, anything that penetrates the tooth to the

pulp, such as decay (caries), a dental instrument, or a

fracture of the tooth produces tremendous pain

because it has directly contacted the nerve fiber in the

center of the tooth.

When all the teeth are in place, the molars and

bicuspids provide support for the lower face, which is

the portion from the base of the nose to the bottom of

the chin. The surfaces of the posterior teeth have pro-

jections called cusps. These cusps allow the teeth to

crush and grind food.

The anterior teeth with their sharp edges cut and

tear food, and because the upper teeth extend over the

lower teeth, they cause posterior teeth to separate when

the mandible moves forward or side to side. This

separation protects the posterior teeth from lateral

forces that may be destructive to these teeth.

Opening of the mouth is caused by muscles below

the mandible that pull the mandible down. These are

not powerful muscles because they just separate the jaws

and teeth. The closing muscles, or muscles of mastica-

tion, are powerful muscles that close the jaws and cause

the jaws to move in elliptical movements when chewing.

There are three sets of major salivary glands. The

parotid gland is forward and below the ear under the

skin and it empties into the mouth through a duct that

is in the cheek beside the maxillary first molar. The

submandibular and lingual glands are under the

mandible in the floor of the mouth and they empty

into the mouth through a duct that is under the tongue

and in the back of the mandibular anterior teeth. These

glands secrete a mucous that lubricates the mouth and

aids in the movement of food when chewing. They also

secrete an amylase enzyme that begins the digestion

of starches.

The saliva contains minerals that may precipitate

to form calculus or tartar deposits on the teeth.

Because of the location of the ducts of the major

salivary glands, the greatest deposits of calculus are

on the inside of the mandibular anterior teeth and on

the surface of the maxillary first molars next to the

cheek. The flow of saliva aids in digestion, helps to

wash away chemicals in the mouth such as sugar, and

contains substances that inhibit the bacteria in the

plaque. Anything that decreases the flow of saliva

such as radiation, surgery, or some medications pro-

duce a condition called xerostomia, or dry mouth.

Xerostomia frequently causes an increase in caries

because of the lack of lavage of the teeth and the

decreased plaque inhibition.
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From birth, the mouth is filled with a large comple-

ment of bacteria. These bacteria are capable of attaching

to the teeth and forming an organized white film called

plaque. There are many kinds of bacteria in the plaque,

but two kinds are notable for producing disease.

The first type is capable of producing an acid when

it contacts food, especially refined carbohydrates such

as sugar. Since the bacteria are stuck to the tooth, this

acid burns into the tooth causing caries, or tooth

decay. This can go through the enamel and into the

dentin, and in severe cases into the pulp. When it

reaches the pulp, it causes an abscess inside the tooth

that produces tremendous pain. Left untreated this

infection will progress down the canal of the root,

out the apical foramen into the bone, and cause an

abscess in the bone. If the abscess penetrates the bone

into the soft tissue, it may, in extreme cases, progress

upward into the brain, heart, or lungs; these latter

conditions are frequently fatal.

The other type of bacteria of note are those that

attack the gingiva and periodontal ligament anchoring

the tooth. These bacteria, through destructive enzymes

and through stimulation of a host inflammatory

response, can cause redness, inflammation, and bleed-

ing. If this inflammation is limited to the tissue around

the tooth but above the bone, it is called gingivitis. If it

progresses to the bone and periodontal ligament, it is

called periodontitis and may cause a loss of so much of

the alveolar bone that the teeth may become loose and

are lost. This is a major cause of tooth loss in older

adults.

The bacteria around the teeth, since they are under

the edge of the gingival tissue, can get into the blood

stream if the tissue is damaged. When a tooth is

extracted or when the teeth are cleaned, some of

these bacteria may transiently enter the blood stream.

If there are irregularities in the blood vessels, especially

in the heart, these bacteria may accumulate there,

causing an infection. Such is the case with a damaged

heart valve, and an infection inside the heart called

bacterial endocarditis may result. This may destroy

the valve, necessitating an artificial valve replacement,

or it may be fatal. Similarly, artificial joint replacements

such as hips or knees may become infected. Because of

this possibility, if a patient has a heart murmur or

a prosthetic joint, a dentist may give a patient a pro-

phylactic antibiotic before a dental procedure if the

procedure is likely to interrupt the gingival tissue.

Because of the constant presence of intraoral bac-

teria, conditions that reduce an individual’s immune
response can precipitate an infection. If the person is to

have chemotherapy, which reduces resistance to infec-

tion; or a surgical procedure on the heart; or a joint

replacement, the surgeon may request a clearance from

the person’s dentist to reduce the chances of an infection

during the healing after the surgery. This is especially

important for transplant patients who are receiving a

donor organ such as a kidney, since they will have an

immune-suppressing drug in addition to the surgery.

Systemic diseases may cause effects in the mouth.

Human immunodeficiency virus (HIV), which causes

a reduced resistance to all infections, may precipitate

periodontitis with a rapidly progressive alveolar bone

loss, and a subsequent loss of teeth. Diabetic patients

may find that gingival inflammation or other dental

infections may make it harder to regulate their blood

sugar levels. Diabetes also reduces a patient’s ability to

resist infections, and diabetic patients are more suscep-

tible to periodontitis, and in some cases, to dental caries.

Some diseases, chemicals, or medications can cause

soft tissue changes in the mouth. HIV infection can

cause an intraoral malignancy called Kaposi’s sarcoma.

There is a well‐established link between tobacco use

and the increase of squamous cell carcinoma, a mouth

cancer. These squamous cell carcinomas, especially on

the base of the tongue, if not treated can metastasize

rapidly and prove fatal. Any intraoral lesion that per-

sists for more than 3 weeks is suspect and should be

evaluated by a dentist immediately.

Certain medications can cause overgrowth of

the gingiva that can cover portions of the crowns

of the teeth. This can be caused by dilantin, an epi-

leptic drug, by certain calcium channel blockers, and

by cyclosporine, an immune-suppressant drug given

to transplant patients. This tissue may be reduced

surgically to a normal gingival architecture, and its

recurrence can be reduced by meticulous oral hygiene.

Maintenance of oral health is a dual responsibility

of the patient and the dental professionals. The major

responsibility is that of the patient. Teeth and gingiva

must be brushed with a soft brush to remove the

bacterial plaque from the margin where the tooth

meets the gums. Floss must be used to remove the

plaque from between the teeth. Because plaque can

re-establish disease, producing levels of the bacteria

that produce caries and gum diseases in 24 hours, it

is recommended that patients floss and brush thor-

oughly at least once a day. If food is eaten that is sticky

or contains high levels of sugar, brushing should be

done immediately after consumption. In the absence
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of the ability to brush, rinsing with water to remove

the residual food or sugar is recommended.

Patients should normally have dental visits twice

a year. A dentist may recommend more frequent visits

for patients with special needs. This will allow for early

detection of oral lesions and for removal of dental

calculus that harbors the bacteria producing gum dis-

eases. This will also allow for early detection of dental

caries. If the caries progresses into the tooth pulp the

tooth may be saved by an endodontic filling that goes

out to the apex of the tooth roots, the root canal. This

may save the tooth, but the tooth will become brittle,

and if it is a posterior tooth a crown is always recom-

mended to cover the tooth to prevent fracture of the

tooth. It is much easier and more cost effective to

detect the caries early and restore the tooth with a

regular filling of gold, silver amalgam, or composite

resin than to have it progress to where it requires

endodontics and perhaps a crown.

Missing teeth should be replaced quickly to prevent

adjacent or opposing teeth frommoving into the space.

Teethmay be replaced by a removable partial denture or

a cemented partial denture called a bridge. If all the

teeth are missing, they may be replaced by a complete

denture. Dental implants, which are cylindrical metal

pieces, may be placed into the bone if there is sufficient

height andwidth of bone remaining. The bonewill adhere

to these implants and they may be used to replace single

teeth, multiple teeth, or stabilize removable dentures.

Although the maintenance of a person’s oral health

is the joint responsibility of the individual and the dental

health professionals, the individual must assume the

majority of the accountability. If individuals perform

their daily oral hygiene and have regular visits to the

dental office, their oral health should be maintained.

This will contribute to the person’s comfort, their

general health, and their overall feeling of well‐being.
Related Topics

>Dentures, >Periodontics
Suggested Readings

Ash MM, Nelson S (eds) (2003) Wheeler’s dental anatomy, physiol-

ogy and occlusion, 8th edn. W.B. Saunders Company, New York

Gottehrer N, Donley T (2001) A current protocol for non‐surgical
periodontal therapy. Dentistry Today 20 (July):76–81
Suggested Resources

Academy of General Dentistry. http://www.agd.org

American Academy of Periodontology. http://www.perio.org

American Dental Association. http://www.jada.ada.org

Centers for Disease Control: http://www.cdc.gov/OralHealth/
Organ Transplantation
Brian D. Shames . Christopher P. Johnson

Once considered experimental, organ transplantation

is now a commonplace occurrence, with more than

27,000 procedures performed in the United States in

2005 alone. Organ transplantation is indicated for

irreversible or end‐stage organ failure. Currently,

organs that can be transplanted include the heart,

lungs, liver, kidney, intestine, and pancreas. In this

brief chapter we will discuss the magnitude of the

problem of organ failure, the difference between living

and deceased donor transplantation, and review indi-

cations and outcomes for transplantation of each

organ.

As of February 2005, based on the United Network

for Organ Sharing website, over 90,000 people in the

United States are currently waiting for an organ trans-

plant. The United Network for Organ Sharing (UNOS)

brings together medicine, science, public policy, and

technology to facilitate every organ transplant per-

formed in the United States. UNOS assists transplant

doctors and patients by helping to ensure that organs

are procured and distributed in a fair and timely man-

ner. The organ center matches donors to recipients and

coordinates the organ‐sharing process. UNOS also

maintains the databases that track outcomes for every

transplant occurring in the United States. Much of the

data cited in this chapter comes from the UNOS web-

site (see suggested resources).

Organs for transplantation are obtained from either

deceased or living donors. Deceased organ donors are

patients who have suffered an irreversible brain injury

or brain death. The term brain death refers to a form of

death defined as the complete and permanent absence

of all brain function. In 2005, over 13,000 deceased

patients donated organs resulting in 19,621 transplants.

Live donation, in which a healthy person donates an

organ or a portion of an organ, can be accomplished

http://www.agd.org
http://www.perio.org
http://www.jada.ada.org
http://www.cdc.gov/OralHealth/
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safely for liver, kidney, lung, and pancreas transplants.

In 2005, 6,331 live donor transplants were done,

over 5,000 of which were kidney transplants. Despite

increasing numbers of live donor transplants in recent

years, there continues to be a shortage of organs in the

United States, resulting in significant morbidity and

mortality for patients who are waiting for transplants.

The overall incidence of renal (kidney) failure in

the United States is 341 patients per million popula-

tion and is most commonly caused by diabetes, hyper-

tension, or glomerulonephritis (a medical disease

involving the kidney). The incidence of renal failure

in patients greater than 45 years of age ranges from 609

to 1,644 patients per million population. Options for

patients with end stage renal disease include dialysis or

organ transplantation. Due to the large number of

patients with renal failure and the limited supply of

donor organs, the waiting time for a kidney transplant

now averages over 3.5 years nationally. Transplantation

results in a significant survival benefit when compared

to dialysis, regardless of the age of the patient. Further-

more, a living donor transplant allows patients to

bypass the long waiting times and thereby improves

outcomes. The results of kidney transplantation con-

tinue to improve and currently 5‐year‐patient‐survival
is greater than 80%. Chronic liver disease may result in

cirrhosis and portal hypertension, which are associated

with significant morbidity and mortality. Liver trans-

plantation is widely accepted as an effective therapy for

irreversible acute and chronic liver failure. Common

causes of chronic liver disease include hepatitis C

infection, alcohol abuse, primary biliary cirrhosis,

and primary sclerosing cholangitis. Developments in

surgical technique, anesthesia, and immunosuppres-

sive drugs have resulted in 1‐year survival rates that

approach 90% following liver transplantation. Adult‐
to‐adult as well as adult‐to‐child live donor liver

transplantation can be done safely using a segment

of the donor’s liver. Outcomes for live donor liver

transplantation appear to be equivalent to deceased

donor transplants.

Pancreas transplantation is performed for patients

with type 1 diabetes (juvenile onset diabetes), which is

caused by destruction of the insulin producing beta

cells in the pancreas. This is in contrast to type 2 diabetes

(adult onset or noninsulin‐dependent diabetes), which
typically affects older patients and is associated with

peripheral insulin resistance. Secondary complications

of diabetes include kidney disease, nerve damage, eye

damage, and atherosclerotic disease. Indications for
pancreas transplantation include the presence of sec-

ondary complications, hypoglycemic unawareness, and

poor control of blood sugars. Oftentimes the pancreas

is transplanted in conjunction with a kidney (simulta-

neous pancreas–kidney transplant) due to the fact

that many patients will have associated renal failure.

Long‐term outcomes after pancreas transplantation

have been favorable with patient and graft survival

exceeding 80% at 5 years. Developments in immuno-

suppressive drugs and organ preservation have made it

possible to perform a cellular transplant with pancrea-

tic islet cells, which contain the insulin producing beta

cells. Pancreatic islets are prepared from a deceased

donor organ. The main benefit of islet cell transplanta-

tion compared to solid organ pancreas transplantation

is that it is less invasive and avoids complications

associated with surgery. However, long‐term data for

islet transplants is not yet available, and in most cases

multiple transplants are required to cure the patient of

their diabetes.

Heart failure is a condition where the heart cannot

pump enough blood throughout the body. The most

common causes of heart failure are coronary artery

disease, diabetes, hypertension, and cardiomyopathy

(a weakness of the heart muscle). About 5 million

people in the United States have heart failure and the

number is growing. Each year, another 550,000 people

are diagnosed for the first time with heart failure and it

contributes to or causes about 300,000 deaths each

year. A heart transplant is indicated when all other

treatments fail to control symptoms. Coronary artery

disease, cardiomyopathy, and congenital heart disease

are the most prevalent diagnoses in patients who

require a heart transplant. Outcomes following heart

transplantation are good, with 3‐year‐patient‐survival
currently between 73% and 80%.

Lung transplantation is most commonly done for

emphysema, cystic fibrosis or idiopathic pulmonary

fibrosis. For patients with severe functional impair-

ment and limited life expectancy, lung transplantation

offers the possibility of a markedly improved quality of

life and longer survival. Medical and surgical compli-

cations are frequent in lung transplantation and limit

long term graft function and patient survival. Three‐
year‐patient‐survival in the United States is currently

63%. Depending on the specific disease process, a

single or double lung transplant can be performed.

Intestinal or small bowel transplantation is the least

common of all organ transplants and accounts for less

than 1% of all organ transplants done. Intestinal failure
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most commonly occurs in children related to short

bowel syndrome (a condition arising from surgical

removal of major portions of the small intestine). In

adults, intestinal failure is rare, but may be caused by

functional disorders or short gut syndrome. Oftentimes

in children, intestinal failure is associated with liver

failure and the patient will require a liver and intes-

tine transplant. Three‐year‐patient‐survival in the

United States following intestinal transplantation is cur-

rently 55–65%.
Related Topics

>Diabetes, >Heart disease, >Kidney disease
Suggested Readings

Kahan BD, Ponticelli C (2001) Principles and practice of renal

transplantation. Blackwell Science Inc., Malden, MA

Maddrey WC, Schiff ER, Sorrell MF (2001) Transplantation of the

Liver, 3rd edn. Lippincott Williams & Wilkins, Philadelphia, PA

Pierson RN, Barr ML, McCullough KP et al (2004) Thoracic organ

transplantation. Am J Transplant 4(Suppl 9):93–105
Suggested Resources

International Pancreas Transplant Registry, Minneapolis,

Minnesota (February 2005); http://www.iptr.umn.edu.

United Network of Organ Sharing, Richmond, Virginia (February

2005); http://www.unos.org.

United States Renal Data System, Minneapolis, Minnesota

(February 2005); http://www.usrds.org.
Osteoarthritis
Fareed Ghafoor . Lori B. Siegel

Osteoarthritis (OA) is one of the most common joint

disorders in the United States, and is one of the leading

causes of disability and pain in the elderly. Osteoar-

thritis affects approximately 20 million Americans,

occurring mostly in adults older than 45 and in

women. OA is known to have a predilection for

weight‐bearing joints in the hips, legs, and certain

joints in the hand. The prevalence of OA in all joints
correlates strikingly with age. Half of all individuals

aged 65 and older report having ‘‘arthritis.’’ Radio-

graphic evidence of OA is seen in 27% of people aged

65–69 years, increasing to 51% for those aged 85 or

older. Furthermore, before age 50, men are more likely

to have OA than women. After age 50, women are more

likely to be affected by OA. Because there is no cure for

OA, the primary goal of therapy is to minimize pain,

limit loss of function, and maintain joint mobility. In

this chapter the pathogenesis, diagnosis, and treatment

of OA will be discussed.
Pathogenesis

Cartilage provides a cushion between bones and forms

the smooth gliding surface needed for normal joint

function. Lubrication for frictionless movement of

articular cartilage surfaces is provided by synovial

fluid. Cartilage is composed of an extracellular matrix

consisting of collagen and proteoglycans, water, and

cells (chondrocytes), which lie in the matrix. More

than 70% of articular cartilage is water.

The chondrocytes are responsible for synthesizing

and maintaining the cartilage matrix. These matrix

macromolecules are responsible for the tensile strength

and compressive stiffness of articular cartilage. The

initiation of osteoarthritis (OA) is not well under-

stood; however, it is clear that damage to cartilage is

induced by a complex interplay of genetic, metabolic,

biochemical, and biomechanical factors along with

components of inflammation. As a result, chondro-

cytes exhibit numerous abnormal metabolic features

such as increased levels of proliferation, synthesis, and

degradation. For example, when OA is initiated by

damage to articular cartilage as a result of repeated

injury due to physical force, the activated chondrocytes

respond to this injury by releasing degradative

enzymes. As a consequence, OA occurs because this

degradative process is not balanced by an adequate

repair response.

Another, but less common, initiating mechanism

of OA is defective cartilage. This occurs when cartilage

fails under normal joint loading, and is seen in some

collagen gene defects and abnormal pigment deposits

on cartilage, like ochronosis, that cause cartilage degra-

dation. Overall, OA results from a gradual loss

of articular cartilage combined with thickening of

the subchondral bone, or sclerosis; osteophytes, or

bony outgrowths at joint margins; and mild, chronic

http://www.iptr.umn.edu
http://www.unos.org
http://www.usrds.org
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nonspecific synovial inflammation. OA, once thought

to be a normal consequence of aging and, therefore,

termed degenerative joint disease (DJD), is now known

to result from a complex interplay of multiple factors,

including joint integrity, genetic predisposition, local

inflammation, mechanical forces, and cellular and

biochemical processes. However, advanced age is the

strongest risk factor associated with OA. Other risk

factors such as obesity, gender, occupation, genetic

factors, trauma, and repetitive, small insults over time

are also linked to OA.
Diagnosis

Diagnosing OA is often difficult due to a lack of specific

physical or laboratory findings, and discrepancies

between symptoms and radiographic data. It is fre-

quently diagnosed by an overall clinical impression

based on patient age, history and physical examination,

the location of joint abnormalities, and characteristic

x‐ray findings.
The typical patient with OA is overweight, middle‐

aged or elderly, and presents with a complaint of joint

pain and stiffness often affecting the knees, hips, spine,

and fingers. They may also present with hard, bony

swellings in the finger joints called Heberden’s and

Bouchard’s nodes, which are typical of OA. Pain is

usually exacerbated by activity and relieved by rest.

Stiffness commonly occurs in the morning and resolves

less than 30 min after the patient awakes; but may

recur following periods of inactivity, a phenomenon

called ‘‘gelling.’’

Clinical evidence for OA is characterized by bony

enlargement, tenderness to palpation, decreased range

of motion, crepitus, misalignment, occasional effusion

(fluid leaking outside of joint), and some degree of

local inflammation. Typical radiographic features

(joint noise with motion) of OA include joint space

narrowing, subchondral sclerosis, marginal osteo-

phytes, and subchondral cysts.
Treatment

There is currently no cure for OA, but treatments are

improving. However, the main goals of managing

patients with OA include controlling pain and swel-

ling, minimizing disability, improving the quality of

life, preventing the progression of the disease process,
and patient education regarding his or her role in the

management team. It is important that the manage-

ment of OA be individualized to the patient’s needs

and expectations.

Three therapeutic interventions most commonly

utilized for OA can be categorized as nonpharmacolo-

gic, pharmacologic, and surgical. The major nonphar-

macological modalities used in the treatment of OA

include weight loss, rest, physical therapy, bracing,

and exercise. These therapies are generally begun first

and may be used concurrently with pharmacologic and

surgical therapy for OA. Obesity is perhaps the stron-

gest modifiable risk factor associated with the devel-

opment of OA. Studies have shown that obesity

increases the risk for OA of the knee. Follow‐up studies

have also concluded that weight loss reduces the risk of

the progression of OA and improves joint pain and

function. Resting the affected joint may relieve pain;

however, prolonged rest can lead to muscle atrophy

and weakness; therefore, rest is recommended for only

short periods of time, after which active and passive

joint motion and exercises should resume. Physical

therapy can improve flexibility and muscle strength,

which is important for supporting the affected joints.

By supporting more weight, strong muscles ‘‘unload’’

the joint and cartilage by improving mechanical forces

during use. Braces and splints are useful for sympto-

matic relief of OA in certain joints. Knee braces can

help reduce pain and improve function in patients

with OA of the knee. Splints can be used for OA in

the joints of the hand. Nevertheless, appropriate exer-

cise is an important part of managing OA. It can be

helpful in reversing and improving deficits in gait,

strength, flexibility, aerobic capacity, and overall exer-

cise tolerance.

The major pharmacologic and surgical modalities

used in the treatment of OA include analgesics, non-

steroidal anti‐inflammatory drugs (NSAIDs), intra‐
articular glucocorticoids, and total joint replacement.

Pain relief is the primary reason for using pharmaco-

logic agents in patients with OA. In patients who do

not respond to non‐pharmacologic interventions the

nonopioid, simple analgesic acetaminophen (Tylenol),

in doses of up to 4g/day, can be used as an initial treat-

ment. It has few serious side effects, other than liver

damage, which may occur in patients who concurrently

consume large doses of acetaminophen and excessive

amounts of alcohol. Nonsteroidal anti‐inflammatory

drugs (NSAIDs) may be useful in patients who do not

respond to acetaminophen. NSAIDs such as ibuprofen,
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naproxen, and ketoprofen are available over‐the‐counter,
or by prescription, and are more efficacious than acet-

aminophen in relieving pain. Side effects of these med-

ications include gastrointestinal (GI) problems such as

gastritis and ulcers. These side effects may occasionally

be serious and, can therefore, limit the patient’s use. Rash

and impairment of kidney, liver, and bonemarrow func-

tion are rare but also can occur. Newer NSAIDs called

COX‐2 inhibitors (celecoxib and valdecoxib) have

slightly fewer GI side effects compared to other NSAIDs.

Opioid analgesics such as codeine, oxycodone, or pro-

poxyphene should be limited to short‐term use in

patients with acute exacerbations of pain. There are a

few studies that indicate the analgesic tramadol, alone or

in combination with acetaminophen, may effectively

help manage an OA flare when added to ongoing treat-

ment with an NSAID or a Cox‐2 inhibitor.
When NSAIDs do not provide sufficient pain relief

or are contraindicated, injections of corticosteroids

into the joint may be effective for short periods of

time (e.g., weeks to months). Significant, short‐term
improvements have been shown to occur after corticos-

teroid injections in the knee. The efficacies of glucocor-

ticoid injections at sites other than the knee are less

certain. Injections into weight‐bearing joints should be

limited to 3 to 4 times per year.

Surgery is helpful in patients with significant lim-

itations in performing activities of daily living and who

have not been helped by other treatments. During

surgery, attempts are made to preserve, or restore,

articular cartilage. Joint replacement of the knee and

hip provide marked pain relief and improved function

in most patients with severe OA.
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Osteoporosis and
Osteopenia
Bruce Long

Osteoporosis is a common bone condition in which

bones abnormally weaken making them fragile and

prone to breaking. Fracture is the medical word for

any kind of break in a bone and is not meant to imply

that the bone is merely cracked. Fractures are the most

significant consequences of osteoporosis and a major

cause of deformity, pain, disability, and premature death

in older adults. Each year approximately 1.5 million peo-

ple in the United States suffer a fracture due to osteoporo-

sis. The most frequent areas of osteoporosis‐related
fractures occur at the spine (vertebrae), wrists (distal

forearm) and hips (proximal femur). In 2002, it was

estimated that 10 million Americans over the age of 50

have osteoporosis and an additional 34 million with

‘‘osteopenia,’’ or low bone mass, are at risk of later devel-

oping osteoporosis. By 2020, the US Surgeon General

predicts that half of Americans over age 50 will have or

be at risk of developing osteoporosis unless measures are

taken to improve bone health. The yearly direct cost of

treatment for osteoporosis fractures is in excess of $18

billion. Osteoporosis is clearly a major public health
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problem, one which is perpetuated by individual and

systemic failure to take advantage of known preventive

measures and to provide access to diagnosis and

treatments that are now available.
Bone

Bone is an important tissue. Our bones provide pro-

tection to vital organs such as the brain, lungs, heart,

and kidneys. The skeleton forms our overall structure

and provides points of attachment for our muscles

enabling us to move. Bone interacts with other body

systems, houses the bone marrow where our blood

cells are made, modifies the acid–base balance, and,

particularly regarding osteoporosis, is involved with

storing and releasing the critically important minerals

calcium and phosphorus.

Bone has a cortical outer part of compact bone and

an inner trabecular part of interconnecting bone lattice.

This architecture makes healthy bone strong and light.

Bone is a living tissue and changes on a continuous basis.

On the microscopic level, old bone is broken down by

cells called osteoclasts and new bone is formed by cells

called osteoblasts. This process is called ‘‘remodeling’’

and affects the microarchitecture of cortical and tra-

becular bone. Maintaining our bone mass requires

that the activity of the osteoclasts is in perfect balance

with that of the osteoblasts. Unfortunately this is

rarely, if ever, the case. During remodeling a little

more bone is removed than is replaced. This usually

is a slow process as we age, but there are many situa-

tions and conditions, such as the prolonged use of

corticosteroid medicines, where this happens more

quickly. Bone is lost and the microarchitecture dete-

riorates. Usually the microarchitecture of trabecular

bone is more severely affected; and clinically, the bones

having a greater proportion of trabecular bone, such

as the vertebrae, wrist, and hip, are the most affected.

Rarely are bones such as the skull, which has a high

proportion of cortical bone, seriously affected by

osteoporosis. The amount of bone present is termed

bone mass and can be measured by bone density

instruments. A deficiency of bone is called osteopenia,

but as it becomes severe enough, it is called osteo-

porosis. The quality of the bone depends on the

integrity of the microarchitecture, how well the bone

is mineralized with calcium, and the rate of remodel-

ing, or turnover. Bone strength reflects the integration

of bone mass and bone quality.
Fracture and Bone Strength

Fractures result when the stress on a bone exceeds the

bone strength. A minor injury or fall would not break

a bone of normal strength, but could break a bone

weakened with osteoporosis. Often the first clue that

osteoporosis is present is fracturing a wrist. A loss of

height may indicate a spinal compression fracture and

surprise the individual because often there is no recol-

lection of trauma, and in about two thirds of vertebral‐
fracture events there is little or no pain. Similar to a

crushed beverage can, osteoporotic fractures of the

spine result from collapse of the vertebrae, most com-

monly in the middle and lower part of the back. Some-

times the vertebra collapses unevenly resulting in a

wedge shaped bone, which causes the back to curve

and the person to be bent over. Vertebral height loss

may lessen the space for the digestive organs or lungs,

causing early satiety or making it harder to breathe.

Other complications of vertebral fracture can include

chronic pain, sleep disturbances and impairment of

daily activities, as well as statistically increased risks

of additional spinal fractures and an increased risk of

death. Hip fractures are usually the result of a fall on

the hip and often have serious consequences. Approxi-

mately one half of individuals who suffer a hip fracture

are permanently incapacitated. Many require nursing

home care. About one in five people die within 1 year of

breaking their hip. Osteoporosis and its related fractures

may induce psychological responses of fear of additional

fractures, reduced self‐esteem, anger, and depression.
Risk Factors

Many factors can influence bone loss that leads to

osteoporosis. As mentioned above, the most common

is aging. Gender is another factor. Although both men

and women may develop osteoporosis, the incidence

and severity is greater in women. The mortality how-

ever is greater in men, because men develop osteoporo-

sis later in life and by that time may have developed

other contributing comorbid conditions. Eighty per-

cent of persons with osteoporosis are women. Hormo-

nal status is important because female and male sex

hormones (estrogen and testosterone, respectively)

help maintain bone mass. Women lose the bone spar-

ing effect of estrogen as they pass through menopause

or if their ovaries are removed. Men do not have a

similar period of rapid loss of sex hormone, but loss
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of testosterone, such as with treatment of prostate

cancer, or inability to convert to enough estrogen, is

associated with bone loss. Just how genetics play a

role is not fully understood, but a family history of

osteoporosis confers a high risk to an individual.

What we eat, or do not eat affects our bones. Many

nutrients besides calcium and vitamin D are important

for bone health, but calcium and vitamin D are

emphasized because most Americans do not consume

enough calcium and the majority of elderly people

have inadequate levels of vitamin D. Lack of either

nutrient can have an adverse effect on bone. An ade-

quate blood level of calcium is important particularly

for the nervous system and muscles to function prop-

erly. If dietary calcium intake is too low, the body takes

the needed calcium from the bone. Older persons need

about 1500mg of calcium daily from either their diet

or calcium supplements. Vitamin D is needed to help

absorb calcium from the digestive tract, mineralize

bone, and regulate bone turnover. Vitamin D is nick-

named the ‘‘sunshine’’ vitamin because it is generated

in the skin on exposure to ultraviolet rays from the

sun. However as we get older, we become less efficient

in synthesizing vitamin D and many of us shun sun

exposure because of concerns of skin cancer or spend

more time indoors. Generally individuals over age 50

should have at least 400IU of vitamin D daily and

those above age 70, 600IU. Persons at risk should

have their vitamin D levels measured and may need

higher amounts. Persons who have a sedentary lifestyle,

low body weight, or use tobacco are also at a higher risk

of developing osteoporosis. Other secondary causes for

osteoporosis include use of certain medicines, particu-

larly corticosteroids, hormonal conditions such as over-

activity of the thyroid, adrenal, or parathyroid glands,

inflammatory diseases such as lupus and rheumatoid

arthritis, and digestive diseases and conditions such as

celiac disease, Crohn’s and gastric bypass surgery.

The likelihood of a bone to break depends on the

strength of the bone and the forces set against it. The

most reliable indicator that a person’s bone is at a high

risk of fracture is a history that it happened before.

A good indication of bone strength can be determined

by measuring bone density by x‐ray tests or sound waves.
The forces that cause most fractures, but not all, are

incurred by falling and thus preventing falls is important.

The propensity to falling can be due to many reasons.

Common factors that contribute to people falling include

poor vision, muscle weakness, arthritis, heart problems,

drug side effects, or home hazards such as slippery sur-

faces, obstacles, poor lighting, and lack of good handrails.
Prevention and Treatment

There is much that people can do on their own to

diminish their risks for osteoporosis. Begin by con-

suming a nutritious diet to help build and maintain

bone. Adequate calcium and vitamin D are particularly

important. Many foods are now fortified with calcium

and vitamin D making it easier to meet the required

intake. Individuals should know how to read the nutri-

tion fact label on food products. They should initiate

efforts to stop smoking. It is important to engage in

an appropriate exercise program to improve balance

and posture, decrease pain, strengthen muscles, and

strengthen bone. Individuals can also take additional

measures to prevent falls such as evaluating the home

situation for safety. Referrals to a physical therapist

and occupational therapist versed in osteoporosis

may be helpful.

People should consult with their physician to assess

medical conditions that influence bone health, predilec-

tions to falling, and review their medications. Treatment

and prevention of osteoporosis has been revolutionized

over the past several years with the availability of

medications that can inhibit osteoclast activity and

stimulate osteoblast activity. Surgical procedures have

been developed to stabilize, and in some situations

restore, collapsed vertebrae.
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Ovarian Cancer
David M. Boruta II . Janet L. Osborne

Ovarian cancer is the second most common gynecolo-

gic cancer in the United States affecting over 23,000

women each year. Over half of these women eventually

die of their disease, resulting in the highest fatality‐to‐
case ratio of all the gynecologic malignancies and the

fifth leading cause of cancer related deaths in American

women. Although primary ovarian malignancies may

arise from any of the cells of the ovary, including germ

cells and sex cord‐stromal cells, the majority arise from

epithelial cells.
Epidemiology and Risk Factors

Most epithelial ovarian cancers are diagnosed between

the ages of 40 and 65, with a peak incidence at 56 years.

Lifetime risk of a woman developing ovarian cancer is

1.5%. Women who have a first degree relative with

ovarian cancer have a 5% lifetime risk and women

with an inherited genetic mutation such as BRCA1

carry up to a 60% chance of developing ovarian cancer.

However, up to 90% of ovarian cancers are sporadic,

occurring in women with no apparent family history or

known genetic mutation. Protective factors include use

of oral contraceptive pills, multiparity, tubal ligation,

and breastfeeding.
Clinical Symptoms

Although ovarian cancer is frequently described as the

‘‘silent killer,’’ the majority of women with the disease

are able to recall symptoms predating their diagnosis by

many months. These symptoms may include abdom-

inal discomfort, bloating, increased abdominal girth,

nausea, indigestion, bowel irregularities, urinary fre-

quency, irregular vaginal bleeding, dyspareunia, and

fatigue. Unfortunately, most of these symptoms are

nonspecific and associated with other common ail-

ments. In order to make a timely diagnosis of ovarian

cancer, it is important that both women and clinicians

have a high index of suspicion when these symptoms

present or persist despite therapy directed at a more

common, presumed diagnosis.
Screening

Epithelial ovarian cancer is curable in over 90% of

women when it is confined to the ovary at the time

of diagnosis. However, most women do not develop

symptoms until after the cancer has spread to adjacent

or distant organs. Annual gynecologic exam, including

a rectovaginal bimanual examination, is essential, but

limited in its ability to detect ovarian cancer early.

Unfortunately, there is currently no effective screening

test for the early detection of ovarian cancer. Measure-

ment of serum CA‐125 and pelvic ultrasonography for

detection of ovarian abnormalities have been studied

in large screening trials, but a survival benefit generally

has not been found. Of additional concern is the high

false‐positive rate of abnormal studies. This can lead to

undue anxiety and unnecessary expensive, invasive,

and potentially morbid procedures in order to evaluate

the abnormal screening test. Research exploring com-

binations of new tumor markers, along with improve-

ments in radiological imaging are ongoing and offer

promise for the future. Serum CA125 has a low sensi-

tivity and specificity and should not be ordered as a

screening test in the general population.
Diagnosis

Ultimately, the diagnosis of ovarian cancer is made

based upon histological evaluation of tissue as there is

no reliable noninvasivemethod to determine themalig-

nant potential of an ovarian mass. The presence of a

pelvic mass on abdominal or pelvic exam warrants

further attention. In premenopausal women, a period

of observation may be reasonable, as most masses in

this age group are related to normal ovarian physiology

and resolve spontaneously. Less than 10% of adnexal

masses are malignant in menstruating women in con-

trast to 30–60% of those found in postmenopausal

women. In general, if a mass persists or if the woman is

postmenopausal, the mass should be removed. A solid,

irregular, fixed pelvic mass is particularly suspicious for

an ovarian cancer.

Pelvic ultrasonography and computed tomography

(CT) are the most often used modalities for evaluation

of a pelvic mass. Characteristics associated with malig-

nancy include larger size, increased complexity of cysts

with multiple, thick internal walls, mixed cystic and

solid components, and increased blood flow; however,

these are not diagnostic. Additional findings such as
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the presence of free fluid within the abdomen and

pelvis, thickening of the omentum, or elevated serum

CA125 in conjunction with a pelvic mass should

prompt consultation with a gynecologic oncologist

prior to surgical exploration.
Surgical Management

Epithelial ovarian cancer commonly spreads by exfo-

liation of cells that implant on bowel and other sur-

faces within the peritoneal cavity. Spread of the cancer

to lymph nodes within the pelvis and abdomen occurs

often in advanced disease, as well as in approximately

30% of cases where disease appears confined to the

ovary. Spread of the cancer within the bloodstream to

the liver or lungs is found in only two to three percent

of patients at the time of diagnosis.

Surgery is necessary for diagnosis, accurate staging,

and removal of as much of the disease as possible (also

know as debulking or cytoreduction). Thorough sur-

gical staging is crucial because subsequent treatment

recommendations and prognosis are dictated by the

pathological or surgical stage of disease. Despite this

fact, the majority of women in the United States with

limited disease do not receive optimal surgical staging

and treatment. The specialty of the surgeon has a

significant impact on how adequately the staging is

performed. In one study of women with presumed

early stage ovarian cancer, 65% of patients evaluated

by a general surgeon and 48% by a general gyneco-

logist were inadequately staged compared to only

three percent of those operated on by a gynecologic

oncologist.

Unfortunately, approximately 75% of women with

epithelial ovarian cancer will present with stage III or

IV disease. The standard of care is cytoreductive sur-

gery followed by chemotherapy. Optimal debulking

surgery is a critical component in the successful treat-

ment of advanced ovarian cancer. The amount of

residual disease remaining after cytoreductive sur-

gery correlates inversely with survival. Although the

definition of optimal debulking of ovarian cancer

varies in the literature, it is currently defined by the

Gynecologic Oncology Group as leaving no residual

individual tumor implant greater than 1 cm in dia-

meter. Median survival is reported as 52 months and

22.7 months in patients with optimal versus suboptimal

tumor debulking, respectively. Aggressive cytoreductive

surgery may involve bowel resection, splenectomy,
diaphragm resection, and removal of lymph nodes or

portions of the liver involved with tumor, in addition

to resection of the uterus, fallopian tubes, and ovaries.

Optimal cytoreductive surgery is achieved in 75%

of women operated on by gynecologic oncologists

compared to only 29% by other specialties.
Chemotherapy

With few exceptions, surgery alone is rarely curative.

Most patients with ovarian carcinoma should receive

platinum‐based chemotherapy, usually in combination

with a taxane (another family of chemotherapy drugs).

Current standard treatment regimen in the United

States is six cycles of paclitaxel and carboplatin given

intravenously. The majority of patients will respond to

chemotherapy and maintain a good quality of life

during and after treatment. A complete clinical remis-

sion is achieved in 75% of women following optimal

cytoreductive surgery and chemotherapy; however,

75% of those with a complete response will eventually

relapse and die from their disease. Delivery of a portion

of the chemotherapy directly into the abdominal cavity

has been shown to improve survival in a subset of

women with residual disease less than 1.0 cm following

cytoreductive surgery. Increased treatment related toxi-

cities have limited its utilization as first line therapy.
Role of Neoadjuvant Chemotherapy

Most women with epithelial ovarian cancer will benefit

from initial surgery; however, some women present

with malnutrition, poor performance status, disease

that cannot be safely removed by surgery, or other

comorbidities that significantly decrease the likelihood

of achieving optimal cytoreduction or surviving a radi-

cal debulking procedure. In these patients, it is reason-

able to establish the diagnosis of ovarian cancer by

biopsy of a tumor mass or by identification of tumor

cells within fluid removed from collections within

the abdomen or chest cavity, followed by initiation

of chemotherapy. The patient who responds to chemo-

therapy can undergo interval debulking surgery if she

becomes a more appropriate surgical candidate. Those

women with chemoresistant disease avoid aggressive

surgery that ultimately would be of little to no benefit

to them.
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Impact of Aging in Management
of Ovarian Cancer

As ovarian carcinoma is a disease seen primarily in post‐
menopausal women, the incidence is expected to increase

as the aging population grows. Presently, approximately

50%of newovarian cancer cases occur inwomen 65 years

of age or older. This cohort is under represented in

clinical trials that often determine the ‘‘standard of

care.’’ Several population‐based studies have reported

that chemotherapy is less likely to be used in the elderly,

even in the absence of significant comorbidities. Only

50% of women with ovarian cancer over the age of 65

were treated with platinum‐based chemotherapy and the

likelihood of receiving it was inversely associated with

age. However, survival improved 40% in treated women

and was similar to the benefits reported in randomized

controlled trials with younger patients. Another study

reported that patients older than 70 years had signifi-

cantly more hematological toxicities, treatment delays,

and dose reductions than younger patients, but response

rates and severe toxicities were similar. Whether elderly

patients are less likely to be offered or more likely to

refuse chemotherapy is not known.

Elderly patients are also less likely to undergo pri-

mary debulking surgery. However, age was not a limit-

ing factor in achieving optimal cytoreduction,

particularly if the surgery was performed by a gyneco-

logic oncologist. Elderly patients appear to be able to

tolerate cytoreductive surgery well despite having more

medical comorbidities. Aggressive cytoreductive sur-

gery for ovarian cancer is associated with significant

morbidity regardless of age.
Management of Recurrent Disease

Despite advances in the treatment of ovarian cancer,

the majority of patients will relapse following che-

motherapy. Risk factors for recurrent or persistent

ovarian cancer include advanced stage, suboptimal

debulking surgery, poor prognosis tumor variants

(e.g. clear cell or mucinous histology), tumors with

especially immature cellular features (e.g. poorly dif-

ferentiated histological grade), and overall poor

health. Advanced age also represents a risk factor for

relapse and decreased survival, but some studies sug-

gest that its association with poorer prognosis is

related to less aggressive therapy offered or utilized in

the elderly. The value of early detection of recurrent
disease is controversial as is the timing of when to

initiate palliative chemotherapy. Treatment options

for patients with recurrent ovarian cancer vary

greatly. A major factor influencing management is

whether or not the patient has platinum‐sensitive
disease. This is generally defined as recurrence of

disease following a disease‐free interval greater than

6 months from the completion of primary chemo-

therapy. Options for women with platinum‐sensitive
disease include secondary cytoreductive surgery or

retreatment with paclitaxel and carboplatin. There

are almost no published studies supporting combina-

tion chemotherapy for treatment of women with pla-

tinum‐resistant disease; therefore, single agent therapy
is most often utilized. Second‐line chemotherapy

agents, including liposomal doxorubicin, topotecan,

and oral etoposide, have been shown to have response

rates of 20–30% and these agents should be consid-

ered for initial therapy in women with recurrent pla-

tinum‐refractory disease. Second remissions have

been achieved but generally are not sustainable, and

most patients with recurrent ovarian cancer will die of

their disease.
Related Topics

>Abdominal pain, >Breast cancer, >Cancer, >Can-
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>Ultrasound
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Pain
Joseph P. Hanna
Older patients commonly report pain during office vis-

its. One study reported pain prevalence of 25% in per-

sons older than 60 years compared with 12.5% in those

less than age 60. Other studies cite the prevalence of pain

in the elderly at routine office visits from 36% to 88%.

Nearly one‐fifth of elderly Americans take analgesics at

least several times per week and two‐thirds of these

persons take prescription analgesics for more than 6

months. Among nursing home residents, 49–83% per-

ceive uncontrolled pain as a major concern.

We perceive pain when our body is threatened from

either internal or external sources. Stimuli excite pain

receptors in the skin, connective tissue, blood vessels,

and bony surfaces, and most organs then travel via

peripheral nerves and the spinal cord alerting the brain

of impending injury. After exciting peripheral receptors,

painful stimuli travel from nerves to the spinal cord and

then to the brain. Simple processing of pain occurs

within the segmental spinal cord allowing for the quick

withdrawal of a limb from an adverse stimulus; for

example, this is why you automatically remove your

hand after you have touched a hot stove. Signals ascend

within the lateral spinothalamic tract, enter the brain,

and synapse within a region called the ventral posterior

thalamus, where the severity of pain is realized.

Pain arising from internal organs is referred to var-

ious areas on the body surface creating confusion as to

the pain’s source. Referred organ pain includes left arm

pain with heart attack and right shoulder blade pain

from gallbladder disease. Pain also occurs when periph-

eral nerves are interrupted from trauma, infection or

toxins, resulting in permanent sensory loss. Incessant

burning and tingling called paresthesias and stabbing

pain or neuralgiasmay arise after peripheral nerve injury,

and are common expressions of neuropathic pain.

Injury to nerves in the arms and legs may result in

persistent pain syndromes through heightened sensi-

tivity of an extremity’s sympathetic pathways resulting

in a regional pain syndrome. Incessant burning at rest,

hypersensitivity to light touch, and poor topographic

discrimination are common characteristics. A common

classification divides the complex regional pain syn-

dromes into those with intact surface sensation, reflex
# Springer-Verlag Berlin Heidelberg 2008
sympathetic dystrophy, and those without, causalgia.

An overactive sympathetic nervous system causes local

swelling or edema, dystrophic skin changes, heightened

sweating, and bony loss, along with fluctuation in tem-

perature and blood flow in the injured limb.

Understanding the cause for a person’s pain should

be the first step in care. Patients with pain often have

associated depression. This component must be

addressed separately from the root source of the pain.

Lack of clear separation of the emotional from the

physical components of pain interferes with finding

its origin and rendering appropriate treatment.

Treatment of pain can be divided into three arenas:

medical, surgical, and behavioral. Medical manage-

ment stresses pharmacologic intervention. Surgical

therapy includes both peripheral and central nervous

system procedures along with implantation of analge-

sic pumps. Behavioral therapies include modalities

such as biofeedback, exercise, and meditation.

Pain‐reducing medications abound including over‐
the‐counter and prescription analgesics. Acetamino-

phen, aspirin, and nonsteroidal anti‐inflammatory

medications such as ibuprofen and naproxen are the

most commonly used and appropriate for initial ther-

apy of most pain. They alleviate suffering by interfering

in the inflammatory cascade commonly active at sites

of local tissue injury.

Over‐the‐counter medications are unfortunately

not without toxicity. Acetaminophen, the active ingre-

dient in Tylenol, is the commonest cause of accidental

liver failure. Daily dosing of 3–4 g and solitary doses of

more than 200 mg/kg can proceed to death from liver

failure. Aspirin predisposes to hearing loss and both

aspirin and nonsteroidal anti‐inflammatory medica-

tions may cause kidney failure along with significant

stomach and upper intestinal irritation and ulceration.

Opiates, originally derived from poppies, produce

analgesia and a sense of euphoria. Morphine, codeine,

oxycodone, meperidine, fentanyl, and hydromorphone

are among the common prescribed forms available.

Administration can occur by most forms imaginable

including by mouth (oral), across skin (transdermal),

injections into veins (intravenous) ormuscle (intramus-

cular), inhaled or via rectal suppository. Electronic

pumps are also available that can be implanted under

the skin for direct administration of opiates into the

fluid surrounding, intrathecal, or space directly sur-

rounding, epidural, the central nervous system.
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Adverse effects are common with opiate use includ-

ing nausea, constipation, and a feeling of uneasiness or

dysphoria. Increasing doses lead to confusion, sleepi-

ness, and depressed respirations. Opiate’s failing effec-

tiveness and eventual dependence develop with use in

excess of several weeks by pain receptor up‐regulation.
A person who is dependent on narcotic analgesics

should have careful review of their pain management

program.

Additional agents complement the opiates and

nonopiate analgesics. Medications to control seizures

including carbamazepine, gabapentin, and pregabalin

may be used predominately for neuropathic pain

including trigeminal neuralgia, postherpetic neuralgia,

reflex sympathetic dystrophy, phantom pain, and pain-

ful polyneuropathy. These medications mediate pain

relief by stabilizing neural membranes. Tramadol, a

non‐narcotic that acts through opiate and serotonin

receptors may also be helpful.

Antidepressants of the tricyclic class including ami-

triptyline and nortriptyline act as adjuvants to opiates

for pain relief by blocking the reuptake after release of

both serotonin and norepinephrine in the brain. These

older agents cause drowsiness thatmay be desirable when

sleep is disturbed by pain. Newer antidepressants such as

duloxetine, a selective serotonin and norepinephrine

reuptake inhibitors, have recently been approved to

treat neuropathic pain.

Corticosteroids such as prednisone, effect pain

related to local tissue injury similar to the nonsteroidal

anti‐inflammatory drugs. Additional benefits include

increased energy and mood. However, significant side

effects exist especially with prolonged use. Diabetes

mellitus, bony thinning (osteoporosis), central obesity,

hypertension, and gastroesophageal irritation are among

the most common and serious complications. Careful

surveillance for these ill effects related to corticosteroid

use is essential with prolonged use.

Several ointments relieve pain. Liniments have

been used for generations to alleviate joint and muscle

pain through local vasodilatation resulting in warmth.

Topical capsaicin ointment relieves superficial burning

pain by first releasing and eventually depleting the

stores of the pain‐producing substance P from nerve

terminals. Unfortunately, a temporary increase in pain

may result in premature abandonment of an effective

therapy. Lidocaine topical preparations are available to

sooth painful skin and mucosal surfaces.
Surgical procedures to alleviate pain are available.

Regional blockade through injection of local anesthetics

along with corticosteroids into joints and the epidural

space can reduce pain significantly. Cutting peripheral

nerves or the sensory root involved in pain may be used

in refractory cases. However, the pain that is relievedmay

be replaced by additional regional pain or ‘‘phantom

pain’’ even though the nerves have been severed. Central

nervous system operations for pain are usually reserved

until all other mechanisms for pain relief have been

eliminated. Cutting specific pain tract within the spinal

cord or destroying pain regions in the area of the brain

called the thalamus have been used successfully.

Other pain‐modifying procedures also may be

used. Electrical impulses applied to the skin surface

may alleviate regional pain through pain gaiting blocking

pain transmission at the site of large fiber activation.

Acupuncture, cool and warm compresses, massage, and

vibration are thought to act by a similar mechanism.

Vigorous exercise relieves pain through central endor-

phin release. Internal neurotransmitters, enkephalins and

endorphins, are believed to lessen pain by binding to

opiate receptors. Psychic distraction in the form of med-

itation, biorhythm training, or prayer may also lessen

pain both during and following the activity.

Although pain affects a large percentage of the

population, particularly the elderly, there are many

modalities currently available that can be successfully

employed to mitigate or even eliminate this condition.
Related Topics
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Pain Management
Kathleen M. Wolner
Pain is an unpleasant sensation. It is a subjective experi-

ence in that there is no way for someone else to measure

the amount of pain that the person is experiencing.

Chronic pain may come and go or be constant. It affects

a person’s ability to function and can disturb sleep.

It can lead to anxiety and depression, which worsen

the pain. Pain can lead to legal problems outside home.

For example, driving while using pain medication may

cause an injury. The greatest fear among patients and

physicians is the misuse or abuse of narcotic medica-

tions. However, addiction only affects 2% or less of the

pain management patient population. A recent move-

ment pushed the problem of pain management to the

forefront by creating a movement called ‘‘Pain, the Fifth

Vital Sign.’’ It forced action by practitioners who may

have been reluctant to prescribe pain medication.

If you are a person in pain, it is very important to give

your physician a very clear picture of the pain. Explain

when, how, what the circumstances were present when it

began. Did it follow an operation or trauma? Is it an achy

pain? Electrical? Stabbing? Describe how long the pain

usually lasts, what makes it worse and what helps it to

improve. Do you have weakness or burning associated

with it? Do you have fullness in your abdomen or other

pain? You should share with your physician how this

affects your life, including your sleep, social life, work

life, and personal life with your family.

If you have had other treatments for pain in the

past, it is important to have them written out in

advance for your physician, including surgeries, the

dates, and any complications. Bring copies of records

from other doctors who have treated you, and list

medications you have taken and the reason for discon-

tinuation. Your physician will ask many questions

related to your emotional health in order to diagnose

depression or anxiety. It is critical that any abuse of

substances, including alcohol, marijuana, illicit drugs,

or prescription narcotics be shared with the physician.

A patient’s primary physician performs tests to

arrive at the cause of pain and tries to treat it. Radi-

ology studies and electrodiagnostic testing can be done

to determine the cause of the pain. If the pain sounds

neurological in nature, such as an electrical pain, it is
possible to do nerve blocks to see if that relieves the

pain. The blocks wear off and thus are not permanent

treatments, but this can provide very critical informa-

tion to the physician. In order to engage in a successful

pain management program, it is important for both

the physician and the patient to make a commitment

to solve the problem. It is important for the patient to

attend his or her appointments and take the medica-

tions or physical therapies that are being prescribed. It

is important to accurately document in the medical

record the specifics of the type of pain, the treatment,

and the outcome of each treatment. Chronic pain is

often never entirely cured. In general, pain specialists

provide initial assessments and stabilization, but do not

manage patients over the long‐term. If the diagnosis is

difficult to define or there is concern about themanage-

ment being used, the primary care physician may

decide to ask a pain specialist for a second opinion.

Drug treatment of chronic pain is only one com-

ponent of pain management. Some basic concepts in

drug treatment are to give medications a chance to

work. They need to be at certain levels for a certain

period of time before the body reaches a steady state

level. It is important not to give up too early, as the full

effect can take many weeks to a few months. Mild side

effects from medications that occur initially may

resolve after a few weeks. It is important to not give

up on a potentially helpful medication because of a

mild problem early on. Talk to your physician to see if

this side effect is expected, or should the dosage be

reduced and increased later on. It is common to give

medications that complement each other by working

through different pathways. In severe tendonitis, for

example, a drug that targets inflammation can be used

along with medication that controls only the pain

component. After an adequate trial, it is important to

assess whether or not a drug has had the desired

benefit. If it has not, it is appropriate to either stop

or taper off the medication that failed to give the

desired effect. However, medications have side effects

and can interact with each other so only the medica-

tions that are truly helping you should be continued.

When a patient becomes used to a certain dosage of

a drug and requires more to get the same beneficial

affect, this is known as tolerance. Physical dependence

implies that if the drug is stopped the person will go

through a withdrawal phase. This can generally be

avoided by tapering the medication. Addiction occurs
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when obtaining the medication becomes a driving

force in the patient’s life. The fear of addiction among

physicians is generally overrated, as most persons in

pain generally do not become addicted. Those who

have a history of addiction, however, do experience

pain and do have serious operations requiring pain

control. Treatment of patients with a history of opioid

addiction always runs the risk of causing a relapse in

their recovery, and referral to a pain center may be

appropriate in this situation.

Nonsteroidal anti‐inflammatory drugs (NSAIDs)

include over‐the‐counter medications and prescription

medications. Aspirin, ibuprofen, naproxen, and a

number of other medications are included in this

group. NSAIDs are useful for pain that is caused by

inflammation but they do not generally help neuro-

pathic pain. Some of their major side effects are bleeding

of the stomach and other parts of the gastrointestinal

tract and kidney problems. Use of these drugs with a

daily aspirin, commonly used in the treatment of heart

disease, can result in significant bleeding problems. If a

person has kidneys that are not healthy as in normal

people, is dehydrated, or is elderly, the addition of an

NSAID can result in significant worsening of kidney

function. It has recently been found that ibuprofen

takes away the heart protective benefit of the low‐dose
aspirin. In general, lower doses of any medication are

better, especially as one ages.

A very common drug in another family of drugs is

acetaminophen. It is very useful and safe when used

appropriately. Alcoholics should not use this drug at

high dose, but can safely take moderate doses. No one

should take more than 4 g over 24 h, which is the same

as eight extra‐strength tablets. This drug is commonly

paired with other components such as narcotics in

combination pills because it does provide additional

pain relief. It is important to make sure that the liver

and kidneys are healthy if you use this since overdose

of acetaminophens can lead to liver failure.

Opioids include drugs such asmorphine, hydromor-

phone, oxycodone, codeine, methadone, propoxyphene,

fentanyl, and others. These medications come in many

forms and are used for different types of pain. Certain

medications such as fentanyl can be administered

through the skin while other medications can be admi-

nistered through rectum so that a person who is unable

to take anything orally can use the medication rectally.

Although they are very effective, they also have many

side effects and some drugs have special problems.

Meperidine, used frequently in the past, was found to
cause an increased risk of seizures due to accumulation

of the drug in the body. Methadone, commonly used

in chronic pain management, provides excellent pain

management although it does have many drug interac-

tions that need to be watched for.

Side effects of narcotics are common and patients

need to be aware of them. The most common and

bothersome side effect is constipation. It is critical

that patients be on adequate treatment for this. It is

helpful to take fiber supplements and drink lots of

water. Stool softeners and other forms of laxatives are

also helpful. Major negative side effects that patients

can experience are an unpleasant mood with depres-

sion (dysphoria), delirium, confusion, and suppression

of breathing.

It is common to use certain antidepressants to treat

pain including amitriptyline and other drugs called

selective serotonin reuptake inhibitors (SSRIs.) SSRIs

include fluoxetine (Prozac) and sertraline (Zoloft)

among others. Amitriptyline is one of many medica-

tions in the group called tricyclic antidepressants. The

tricyclic antidepressants can have side effects including

sedation, inability to urinate, drying of oral secretions,

and heart effects. Many of the drugs used to treat

neuropathic pain are also used to treat seizure disor-

ders. Some of the common drugs include phenytoin,

carbamazepine, and newer drugs known as ‘‘second

generation’’ including gabapentin and topiramate.

This is a very effective group of medications, but

they, too, have side effects. Topiramate carries a risk

of kidney stones while skin problems can be seen with

lamotrigine. A very unique drug is capsaicin, which is

made from red peppers. It causes the nerve endings to

release substance P, a pain chemical, which initially

causes burning until all the substance P is depleted

from the nerve ending. This results in some relief.

It is beneficial for patients to do everything that

they can to aid in their own improvement. Physical

therapy, massage therapy, and relaxation skills are all

extremely helpful in chronic pain management. Talk-

ing with friends and family members is another way to

cope, as well as being thankful for the many positive

aspects of one’s life.

In the case of chronic opioid use, many physicians

will ask the patient to sign a written agreement stating

that he or she will comply with some basic concepts.

One of these is that only one person will provide

narcotics to the patient. Some pain contracts state

restrictions on early refills and replacements of lost

medication. Pain contracts vary and it is important
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that both the physician and the patient have a clear

understanding of the contents of the contract.

Low back pain is a very common problem. The

majority of back pain is not dangerous and is referred

to as mechanical as it is commonly due to the usual

wear and tear on the back as we go through our daily

lives. Mechanical back pain gets worse throughout the

day and is relieved by lying down. Low‐back pain of

this type tends to be recurrent, and recurs with varying

degrees of intensity. It is always the goal to get back on

one’s feet and back to work. Smoking does worsen any

back pain, presumably due to the effect of chemicals on

the blood supply to the back.

In summary, pain management is based on the least

amount of drug therapy that allows the person to

function. Conservative measures such as massage, bio-

feedback, and physical therapy are very useful. How-

ever, some persons cannot achieve control without

medications. Side effects should be assessed and

watched for, and the physician should share with the

patient any common potential side effects. If narcotics

must be used, they should be used in the least amounts

that are effective. If the diagnosis is unclear or if there

are concerns about the management plan, referral to a

center of excellence in pain control is appropriate.
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Palliative Care
Linda Blust

Palliative care is an interdisciplinary team approach to

patients and families living with life‐threatening or

terminal illness. The goals are to assure physical com-

fort, provide psychosocial and spiritual support, and

coordinate care regardless of the stage of disease or the

need for other therapies. On the basis of the hospice

model, an interdisciplinary team of physicians, nurses,

chaplains, social workers, and mental health providers

work together to meet the individual needs of patients

and families. This care can be delivered in an acute

hospital setting, in an outpatient clinic, or in the

patient’s place of residence.
Statistics: What do People Want
at the End of Life?

Over 2 million people over the age of 55 die every year

in the United States. For most, the last year of life is a

time of accelerating medical care, declining quality of

life, and increasing financial expenditure. As much as

65% of an individual’s lifetime health care expenses are

incurred in the 12 months before death.

These large financial and medical burdens do not

often enhance quality of life. Most people surveyed

indicated that good health care at the end of life should

include symptom management, opportunities for

spiritual and personal growth, and should take place

in a familiar environment surrounded by loved ones.

Furthermore, to accomplish these goals, people require

understandable medical information to make self‐
determined treatment choices, and confidence that

one will not be a burden to family members.

Patients can interface with the palliative care team

at any point throughout the course of their illness.

Initial referrals are often made for distressing symp-

toms; as the illness progresses, the family, patient, and

team actively discuss prognosis, risks, and benefits of

continued treatment, and advanced care planning.
Quality of Life and Care of People
at the End of Life

Palliative care continues to grow rapidly as a specia-

lized field of medicine. Currently, one in five hospitals

http://www.aafp.org
http://www.aapainmanage.org
http://www.aapainmanage.org
http://www.ampainsoc.org
http://www.ampainsoc.org
http://www.nationalpainfoundation.org
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in the United States provide palliative care services,

and the number of physicians and nurses seeking

certification in palliative care increases annually. Simi-

larly, the number of hospice programs that deliver

palliative care in the patient’s place of residence con-

tinues to grow.

To ensure that uniform, quality care is delivered

throughout the United States, organizations such as

the National Hospice and Palliative Care Organization

(NHPCO) have recommended specific interventions

and outcomes. As per the NHPCO guidelines, patients

and families should be entitled to self‐determined

treatment and life closure, safe and comfortable

dying, and effective grieving. This directly reflects the

wishes expressed on national surveys as well as by

individual patients and families.
Domains of Palliative Care

The services offered by a palliative care team flow natu-

rally from its interdisciplinary nature. Medical, psy-

chological, social, and spiritual support is available to

patients and families dependent upon individual needs.

Key domains of care addressed by the team include clear

communication of medical information, support for

decision making, advanced care planning, relief of phy-

sical and emotional distress, and bereavement care.

Medical information is often overwhelming for

patients and families. To empower patients to make

informed decisions regarding treatment and quality of

life, palliative care teams often coordinate care confer-

ences. This allows patients and physicians to clarify rea-

listic treatment goals and come to a joint understanding

of patient life values.

Patients and families often struggle deciding

among different goals of care. Palliative care providers

offer assistance with choices regarding cardiopulmon-

ary resuscitation, continuing difficult therapy, and

artificial nutrition. By clarifying the risks and benefits

of treatments in the face of a life‐threatening illness,

patients and families are better able to make decisions

that are in concert with their life goals.

Advanced care planning allows a patient to com-

municate his or her wishes in a legal document. A

living will allows a patient to document his or her

wishes regarding medical interventions. A power of

attorney for health care designates a surrogate medical

decision‐maker of the patient’s choosing in the hope

that his or her wishes will be honored.
Physical and emotional suffering are common

experiences with life‐threatening illness. Palliative

care addresses the distress experienced not only by

the patient, but also by his support system as well.

Medical specialists are especially skilled in managing

pain and other symptoms, such as shortness of breath

and delirium. The psychosocial members of the team

address issues such as anger, loss, sadness, and conflict.

By managing distress, it is hoped that the patient is able

to make appropriate choices, and that unfinished life

work can be completed.

Bereavement care begins the moment a palliative

care team becomes involved. Anticipatory grief is

actively addressed, and the patient and family are assured

that what they experience is common. Losses of func-

tion, independence, and identitymayoccur, diminishing

hope for a meaningful life and death. Grieving those

losses and reframing hope for quality time with loved

ones are central tasks for the team. After death, support

services remain available to families and loved ones.

Self‐determined life closure requires true interdisci-

plinary teamwork. Patients and families have options

regarding level of medical care and support for emo-

tional and physical suffering. A skilled palliative care

team will advocate for patients and families regarding

those choices and empower people to have more control

over the circumstances of their deaths.
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Pancreatitis
Ilche T. Nonevski

Pancreatitis is an inflammation of the pancreas, the

gland located behind the stomach that is responsible

for secreting digestive enzymes and the hormones insu-

lin and glucagon that regulate how the body metabolizes

carbohydrates. There are roughly 17–24 per 100,000

new cases per year of pancreatitis in the United States

with 100,000 hospitalizations and an annual cost of $2.1

billion. While most cases are mild, around 25–30% of

patients will develop severe or life‐threatening complica-

tions that require intensive care support. Five to ten

percent of patients hospitalized with pancreatitis will

die from the disease or associated complications.

Pancreatitis is commonly distinguished as acute

pancreatitis (AP) or chronic pancreatitis (CP) based

on the number of episodes, laboratory abnormalities,

and anatomical changes to the pancreas noted on

imaging studies. Acute pancreatitis is caused by the

premature activation of digestive enzymes within the

pancreas that results in the digestion of the pancreas

and surrounding tissues. With repeated episodes of

acute pancreatic injury, the cells and ducts of the

pancreas will begin to develop permanent and chronic

changes, and hence CP.

The two most common causes of acute pancreatitis

are direct injury of the organ by alcohol and impair-

ment of the drainage ducts by gallstones. Other risk

factors for developing AP include certain medications,

markedly elevated calcium or triglycerides, hereditary

pancreatitis, trauma, and complications from proce-

dures involving the biliary or pancreatic tracts. Ten

percent of people who develop pancreatitis are not

found to have any cause.

Symptoms of acute pancreatitis are usually mild

and self‐limited but can be severe and life threatening

in 20% of cases. Acute pancreatitis sets with a sudden

onset of severe mid‐upper abdominal (epigastric) pain
that can radiate to the back. The pain may persist for

several days and is often associated with nausea, vomit-

ing, and anorexia. Other physical findings include

fever, rapid heartbeat, and low blood pressure. Patients

with pain from pancreatitis often require a visit to the

emergency room, and physical exam reveals a tender

abdomen with sluggish or absent bowel sounds.

Diagnosing pancreatitis is based on a combination of

clinical, laboratory, and radiographic findings. Elevation

of the pancreatic enzymes amylase and lipase in the

bloodstream greater than three times the upper limit of

normal supports the diagnosis. Amylase and lipase are

elevated due to leakage of the pancreatic gland (acinar)

cells, with absorption into the circulation. These

enzymes usually rise within hours of the injury and can

remain elevated for several days. Other initial diagnostic

tests include x‐rays of the abdomen to rule out other

sources of abdominal pain such as bowel obstruction or

perforation. In mild cases of AP, an ultrasound of the

abdomen is the first test done as it allows for rapid

determination of gallstones as the potential cause.

In moderate to severe pancreatitis, the test of

choice is contrast‐enhanced computed tomography

(CT) of the abdomen. The pancreatic tissue is exam-

ined for any evidence of dead tissue (necrosis), fluid

collections, or abscesses that increase risk for compli-

cations and confer a poorer prognosis. Other tests that

can be used in specialized cases include endoscopic

ultrasound and magnetic resonance cholangiopancrea-

tography (MRCP).

The treatment for acute pancreatitis is primarily

supportive. This includes resting the pancreas by

restricting oral intake, ensuring adequate pain control,

and minimizing the risk of complications. Patients

with AP are at risk for losing significant amount of

volume from their circulation, and require aggressive

hydration with up to several liters of intravenous

fluids. Pain is controlled with intravenous narcotic

pain medication.

The degree of severity of pancreatitis is calculated at

admission and during the initial 48 h using Ranson

criteria. The Ranson criteria attempts to predict the

degree of pancreatitis based on several factors such as

age, laboratory abnormalities, volume loss, and oxyge-

nation. A higher Ranson score indicates a poorer prog-

nosis and increased risk for developing multiorgan

complications.

As pain decreases and hunger returns, patients are

given a clear liquid diet that is advanced slowly. Car-

bohydrate‐rich foods are initially started, as they are

http://www.aahpm.com
http://www.aahpm.com
http://www.nhpco.com
http://www.nhpco.com
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less likely to stimulate the pancreas compared to fat

or protein‐rich foods. If the pain persists for more

than 5–7 days, or the pancreatitis is more severe, then

patients often have a feeding tube inserted in the small

intestine at a distance far enough away to prevent the

pancreas from being stimulated.

Patients with severe AP are admitted to the inten-

sive care unit for aggressive fluid resuscitation and

prevention of kidney, lung, and general multiorgan

system failure. Patients who develop pancreatic necro-

sis are at increased risk for developing infection of the

dying pancreatic tissue. Broad‐spectrum antibiotics are

often initiated in seriously ill patients to decrease this

risk. Confirmation of infected pancreatic necrosis is

made using ultrasound or CT‐guided aspiration of

the necrotic area. Surgical removal of the necrotic pan-

creas is indicated when there is no response to suppor-

tive treatment and antibiotics. In severe pancreatitis

caused by obstructing gallstones, endoscopic removal

can be done in a procedure called endoscopic retrograde

cholangiopancreatography (ERCP).

With repeated injury, the pancreas undergoes per-

manent damage and irreversible scarring; a condition

called chronic pancreatitis (CP), and often results in

gradual loss of pancreatic function. The main symp-

toms of CP include abdominal pain similar in descrip-

tion to AP but may persist for several days to weeks.

Nausea, and vomiting can also accompany these pain-

ful episodes. As the tissue damage progresses, there is a

gradual decrease in enzyme production that leads to

decreased fat absorption in the gastrointestinal tract

and increased fat in stool, a condition called steator-

rhea. Steatorrhea becomes clinically evident after more

than 90% of the pancreatic function is lost. Progressive

pancreatic ‘‘burnout’’ also affects production of insulin

and glucagon, causing brittle diabetes with severe fluc-

tuations in blood glucose. Gradual weight loss is also

seen and is attributed to a combination of malabsorp-

tion, nausea, anorexia, and fear to eat.

The major cause of chronic pancreatitis is signifi-

cant and prolonged use of alcohol. Patients with alco-

hol‐induced CP typically have had several years of

recurrent episodes of acute pancreatitis, and their

symptoms tend to be more severe than other causes

of CP. However, while alcohol is the major cause of CP,

only a small subset of patients who drink heavily will

develop chronic pancreatitis, suggesting an environ-

mental and genetic predisposition may amplify the

damage caused by alcohol. Other causes of CP are rare

and include gene mutations as seen in cystic fibrosis,
nutritional deficiencies in developing countries (tropical

pancreatitis), markedly elevated calcium, and obstruc-

tion of the pancreatic duct by certain types of cancer. CP

can also be associated with autoimmune diseases, and in

10–30% of patients no causes can be found. This

unknown (idiopathic) form can present in childhood

with severe abdominal pain or in middle‐to‐late adult-
hood with less pain and more gland insufficiency.

ERCP and endoscopic ultrasound (EUS) are often

able to detect changes in CP earlier than MRI and CT

scans. In each study, the changes of CP that are often

seen include irregularity of the pancreatic ducts, the

presence of cysts or calcifications. Chronic pseudocysts

are benign, walled off collections of pancreatic fluid

that are thought to result from obstruction of the main

pancreatic duct. Typically, pseudocysts are present with

increased abdominal pain over baseline. As pseudo-

cysts enlarge, they can impinge on the bile duct or

small intestine and cause biliary or gastric outlet

obstruction, respectively. Large pseudocysts can also

cause an abnormal communication with the lung and

abdominal contents, called a fistula, and result in fluid

accumulation. Pancreatic cancer develops in up to 4%

of patients with long‐standing CP.
The pain of CP is often debilitating and difficult

to treat and requires a multidisciplinary approach.

Initial management involves abstaining from alcohol,

which can worsen pain and accelerate disease progres-

sion. Non‐narcotic analgesics such as acetaminophen,

nonsteroidal anti‐inflammatory agents (ibuprofen,

naproxen) are used as first line agents. If symptoms

persist, a trial of mild narcotics such as codeine is

warranted. Many patients with CP will experience

pain with normal functional activity (somatosensory

pain) that may be helped with psychotherapy or spe-

cialized pain medications. Endoscopic decompression

of large ducts provides some benefit in patients with

obstruction. Surgical removal of all or part of the

pancreas and intestinal diversion can also be tried if

pain continues despite conservative treatment.

Treating maldigestion in patients with pancreatic

insufficiency is done with pancreatic enzymes at meals.

These enzymes are safe, well tolerated, and permit

adequate fat absorption through the gastrointestinal

tract. They may be augmented by medications that

reduce stomach acid. Patients who develop brittle dia-

betes require frequent checks of their blood sugar, as

they are prone to very high blood sugar levels (requir-

ing insulin) and very low values that require glucose

supplementation.
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Pap Test
Karen Ashby

The Pap test or Pap smear is currently the most cost‐
effective test to screen for cervical cancer. In the devel-

oping world, cervical cancer is a major public health

problem; many women die in the advanced stage of the

disease. The majority of women diagnosed with cervical

cancer are between 35 and 55 years. Cervical cancer is

still a concern for older women, and about 20% of

woman diagnosed with cervical cancer are older than

65 years. In many parts of the world, women are not

screened regularly and the delayed diagnosis of cervical

cancer is often fatal. A virus known as human papilloma

virus (HPV) causesmost cervical cancers. Human papil-
loma virus is a highly contagious sexually transmitted

disease. There are many subtypes of HPV; some are

responsible for invasive cervical cancer, while other sub-

types may cause warts or cervical dysplasia.

The Pap test involves using a small spatula or brush

to remove cells from the cervix during a speculum exam.

This is generally a painless procedure. Most Pap tests can

be placed onto a slide or in a liquid‐based medium for

analysis. Additionally, Paps collected in liquid‐based
media can also be used to detect the subtypes of HPV

and determine if potential cancer‐associated subtypes

are present.

Young women who are sexually active and not

consistently using barrier methods are at risk for

HPV infection. Invasive cervical cancer is very rare in

teenagers, although HPV infection is common. As

women age, their risk for acquiring HPV infection

actually decreases. The current recommendations are

that women should be screened with annual Pap tests

starting by age 21 or 3 years after the onset of sexual

activity. Women who have had a series of normal Pap

smears may be screened less frequently. Women older

than 65 years who have had normal Pap smears may

stop screening. Women who have had a hysterectomy

for benign indications such as fibroids or endometrio-

sis and have had no history of abnormal Pap smears

need not be screened.

The goal of cervical cancer screening is to detect

early disease. The majority of abnormal Pap smears is

not cancer, but may indicate a precancerous change.

Abnormal Pap tests may be classified into several cate-

gories: atypical cells of undetermined significance

(ASCUS), low‐grade dysplasia, high‐grade dysplasia,

or cervical cancer. The ASCUS category is divided

into two different groups based on HPV typing. HPV

testing can determine whether or not a woman has

been exposed to high‐risk HPV subtypes and if further

testing is warranted. A woman who has Pap smear

results reported as ASCUS but is negative for high‐
risk HPV does not require any further testing. Pap

smear results that indicate ASCUS and that are positive

for high‐risk HPV, low‐grade dysplasia, or high‐grade
dysplasia require further evaluation with colposcopy.

Colposcopy is an office procedure that visualizes the

abnormal areas of the cervix. When an abnormal area

is identified, a small piece of tissue called a biopsy is

removed and sent to the laboratory. Treatment deci-

sions for abnormal Pap smears are based on colpo-

scopy and biopsy results, and not the Pap test.

Treatment for dysplasia can include freezing, removal

http://www.clevelandclinicmeded.com/diseasemanagement/gastro/acutepan/acutepan.htm
http://www.clevelandclinicmeded.com/diseasemanagement/gastro/acutepan/acutepan.htm
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http://www.clevelandclinicmeded.com/diseasemanagement/gastro/chpan/chpan.htm
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of the abnormal area with a cone biopsy, or electric

loop procedure; mild abnormalities may be observed

because most will resolve without any treatment.

Women with high‐grade or severe lesions who have

completed their childbearing may be offered a hyster-

ectomy. This group of women should continue to have

regular Pap tests.
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Parasuicidal Behavior
Michelle M. Cornette

Clearly defining parasuicidal behavior is no simple

task. Historically, there has been much controversy

surrounding the definition and conceptualization of

parasuicide, suicide, and other suicide‐spectrum phe-

nomena. To further complicate matters, the term

‘‘parasuicide’’ continues to be used inaccurately, espe-

cially in clinical circles, to refer exclusively to inten-

tional self‐injury that is not a suicide attempt (i.e.,

without suicidal intent). J.M.G. Williams provided a

concise, operational definition of parasuicidal beha-

vior: ‘‘any non‐fatal, serious, deliberate self‐harm with

or without suicide intent.’’

Internationally, parasuicide occurs most frequently

in the first half of the life cycle (in ages 15–44), and

in most countries, rates among women exceed those

among men. Yet, older adults are also at risk for para-

suicidal behaviors; the Epidemiological Catchment

Area study revealed a lifetime prevalence of 1.1%

among adults aged 65 and older, and some believe that

parasuicidal behaviors may be underidentified in older
adults. In addition, older adults are the demographic

at highest risk for completed suicide, with the highest

rates occurring among men aged 75 and older.

Epidemiological and empirical work has uncovered

important differences in parasuicidal behaviors in

older adults. For example, the ratio of attempted to

completed suicide is considerably smaller among older

adults; estimates range from 8:1 to 20:1 for younger

adults versus 4:1 for older adults. Some have suggested

that this pattern reflects a higher degree of suicidal

intent in older adult with parasuicidal behavior, and

that older adults who have engaged in parasuicidal

behaviors may share more risk factors in common

with suicide completers than is true among younger

adults. A history of parasuicidal behavior also appears

to be a greater risk factor for completed suicide among

older adults. In a study of parasuicidal older adults

who ultimately died by suicide, the method used in

previous nonfatal attempts was often similar to the

method used in the completed suicide, suggesting pre-

vious nonfatal attempts may reflect unsuccessful

efforts at completed suicide, rather than interpersonal

manipulation or cries for help. Older adult parasui-

cides present with higher intent to die, are more likely

to use more lethal methods, take greater precautions

against discovery, and are more likely to leave suicide

notes.

Depressive disorders are more common (and sub-

stance abuse disorders less common) among older

adult completed suicides. Similarly, one pilot study

revealed that parasuicide in older adults is character-

ized by a rate of depressive symptoms comparable to

individuals who complete suicide. Preliminary research

also suggests that older adults with depression admitted

for parasuicide events experience later onset of their

depression than is true for depressed nonparasuicidal

patients. Other work suggests that somatic symptoms

may occur at higher rates among parasuicidal older

adults relative to controls.

Life stressors, including social isolation and being

unmarried, also appear to confer important risk for

parasuicide among older adults. One pilot study found

that 40% of parasuicidal older adults possessed a ser-

ious physical condition. Yet physical illness has been

identified as a perceived risk factor less consistently by

parasuicidal individuals. Some research has suggested

that it may be the combination of psychosocial risk

factors and physical health factors such as pain and

http://www.medem.com
http://www.cancer.gov
http://womenshealth.gov
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perceived limitations secondary to illness that predict

parasuicide.

In general adult samples, there is strong support

for the role of social‐cognitive risk factors for para-

suicide. Studies of older adults appear to support this

link. For example, research supports an association

between hopelessness and past parasuicidal behaviors

among older adults. One study revealed that a high

degree of hopelessness after depression remission

appeared to be associated with past parasuicidal beha-

viors, predicted premature treatment termination, and

suggested future risk for parasuicide and suicide.

Another study revealed that parasuicidal older adults

had greater difficulty in generating solutions to inter-

personal problems than did adults in the community,

and the association could not be fully accounted for

by depression.

Studies demonstrating effective treatment of para-

suicidal behaviors are limited. In a recent review, four

psychotherapy approaches (dialectical behavior therapy,

cognitive‐behavioral problem solving, psychodynamic

interpersonal therapy, and home visits to address non-

compliance) and one pharmacotherapy approach

(intramuscular antipsychotic) demonstrated significant

reductions in parasuicidal behavior. Common elements

among some of the psychosocial treatments include a

problem‐solving focus, specific attempts to address

therapy noncompliance, and home‐based services.

Consistent with the greater risk for completed sui-

cide following parasuicide among older adults, some

research suggests that treatment resources may be allo-

cated accordingly. In a study comparing parasuicide in

older versus younger patients presenting to an emer-

gency room, older patients were more likely to be

admitted to the hospital, to be assessed by a mental

health specialist, and to be offered mental health after‐
care as either an inpatient or outpatient. Another study

revealed that older age was associated with a discharge

recommendation of subsequent mental health treat-

ment. Because attempted suicide is among the stron-

gest predictors of completed suicide, prevention of

parasuicidal behaviors among older adults—a high‐
risk group for completed suicide—is of paramount

importance.
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Parkinson’s Disease
John Sanitato, Jr.

Parkinson’s disease (PD) is a chronic neurodegenerative

disorder of unknown cause, which typically affects peo-

ple in middle to late life. Parkinson’s disease, named for

Dr. James Parkinson, who first described the disorder

over 180 years ago, is distinct from Parkinsonism, a

descriptive term applied to various features of the dis-

ease. Parkinsonism applies to the syndrome of hand

tremor, muscle rigidity, slowed body movements, and

unsteady posture and gait. Medications, illicit drugs,

infections of the central nervous system, toxins, PD, and

other neurological disorders all can cause Parkinsonism.
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A diagnosis of Parkinson’s disease implies that the

Parkinsonism is of unknown cause, is chronic and

progressive in nature, and that other prominent

neurological dysfunction is absent.

PD is newly diagnosed in approximately 5,000

Americans each year. It is believed to affect 1 million

Americans presently and 1 to 2 per 1,000 people will

likely develop the disease. For those over 60 years of

age, the prevalence is roughly 1%. The incidence of PD

is expected to rise as the population continues to age.

Up to 50% of those aged 85 and older may have some

measure of Parkinsonism. Disease onset is often

between the ages of 55 and 65, and three men are

affected for every two women. Less than 5% of all

cases are in people under 40 years, with many such

cases having a genetic link.

Nerve cells in the midbrain, which produce the

neurotransmitters dopamine and norepinephrine, are

known to degenerate in PD, although the reason for

this is unclear. The decline in these neurotransmitters

yields decreased stimulation of the brain’s motor cortex,

and thus the resulting core symptoms of the disease.

Cardinal features of PD can be recalled via the mne-

monic ‘‘TRAP’’—tremor, rigidity, akinesia, and postural

abnormalities. Patients typically exhibit a hand tremor at

rest, often more pronounced unilaterally. Rigidity or

stiffness of the arms, legs, and neck is quite common.

Akinesia, the absence of spontaneous motor move-

ments, or bradykinesia, a slowing of the body’s overall

motor activity, may be the most striking feature of the

illness. Patients with PD can appear statue‐like with

expressionless faces, in extreme cases. They frequently

have postural abnormalities as well, such as impaired

balance and unsteady gait. The presence of two or more

such signs or symptoms make the diagnosis quite likely.

Other common symptoms can severely diminish

quality of life and require multimodal treatment.

These include constipation, urinary incontinence, sex-

ual dysfunction, difficulty in swallowing, weakened

speech, sleep disorders, and visual disturbances. Psychia-

tric illness is common as well, with rates of depression

and psychosis as high as 40% and 10%, respectively.

Dementia, notable for impoverished and slowed think-

ing and recall, is seen in later stages of illness in approxi-

mately 40% of the patients. Half of all patients may

experience pain as a result of their disease. Muscle or

joint pains from abnormal posturing, headaches, gastro-

intestinal upset, and sleep‐related discomfort are fairly

common.
Treatment includes both lifestyle modification and

medications. Patient and family education is essential.

Routine exercise, dietary advice, a review of optimal

sleep hygiene, and referrals for physical, speech, or occu-

pational therapy as indicated, are also vital. Pharmaco-

logical treatments are focused on decreasing symptoms,

enhancing mobility, slowing the progression of illness,

and minimizing frequently encountered side effects.

Commonly used medications aim to enhance the

amount of dopamine receptor stimulation in the brain.

This can be accomplished by (a) direct dopamine repla-

cement (carbidopa/levodopa); (b) synthetic dopamine

agents (bromocriptine, pergolide, ropinarole); and (c)

blocking the clearance of available dopamine (amanta-

dine). Levodopa therapy is widely considered the most

effective treatment for PD.

Potential side effects from medication treatments

include motor tics, delusional thinking, hallucinations

(often visual), anxiety, restlessness and agitation, nau-

sea, confusion, sedation, decreased blood pressure with

an increased risk of falls, and other cardiac side effects.

In treatment‐refractory cases, neurosurgical proce-

dures may be considered. Options include resection,

or more recently, implantable electrode stimulation, of

different deep brain regions collectively known as the

basal ganglia. A partial response or better is reported in

up to 90% of patients with such procedures. However,

potential complications include infection, hemorrhage,

or stroke.

Limited evidence exists to support the role of med-

icines such as selegiline or vitamin E in the prevention

of PD. New strategies for treatment currently under-

going further study include the use of drugs that target

novel neurotransmitter sites, such as adenosine A2A

antagonists, and transdermal (placed on the skin)

patch delivery systems for dopamine agonist medica-

tions. Such skin patches would ideally minimize med-

ication non‐adherence and distribute medication into

the bloodstream and to the brain more evenly across

the day.
Related Topics

>Dementia, >Depression
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Patient–Provider
Communication
Mark T. Wright

Interpersonal communication involves the exchange of

information via a number of cognitive, psychological,

sensorimotor, and social processes. Patient–provider

communication is one of the most fundamental

aspects of health care. When patients and their health

care providers communicate effectively, basic informa-

tion needed to improve the health of the patient is

exchanged and a positive therapeutic relationship is

formed. Older adults receive health‐care services from
a wide array of providers, and effective communication

is essential. Problems with communication between an

elderly patient and a provider can originate with either

party or be caused by extrinsic factors. When causes of

communication problems are understood, corrective

measures can benefit patients, providers, and health

care systems.
Impediments to Communication

Impairment in sensory capacities may diminish an

elderly patient’s reception of information. Aging‐
related decrements in visual and auditory capabilities

can inhibit communication. Disease‐related sensory

(e.g., diabetic retinopathy) and motor‐speech (e.g.,

hypophonia and dysarthria secondary to Parkinson’s

disease) impairments are more common in older

adults than they are in younger people and can there-

fore make communication difficult. Likewise, cogni-

tive changes associated with normal aging, such as a

mild decrease in speed of information processing, can
have a negative impact on communication. The sig-

nificant changes in memory, language, and other cog-

nitive abilities seen with illnesses such as Alzheimer’s

disease can be a major barrier to communication.

Psychological and social factors can also interfere

with communication between older adults and their

health care providers. Advanced age can be associated

with beliefs and attitudes that can negatively impact

communication with caregivers. Some older adults

believe that suppression of anger and avoidance of

conflict are beneficial to health and are reluctant to

question or challenge health care providers. The elderly

sometimes view health care encounters as unchangeable

and assume a passive stance; conversely, some elderly

patients may fear loss of control and attempt to control

the health care encounter by controlling the amount of

communication. Some elderly patients are distrustful

of younger caregivers. Older adults may underreport

concerns and symptoms due to a belief that illness is a

normal part of aging, or fear of being labeled a complai-

ner. Discomfort with sensitive subjects such as sexual

dysfunction and incontinence can inhibit reporting of

embarrassing symptoms.

Caregivers’ beliefs and attitudes about aging can

also influence communication with elderly patients.

Stereotyped views of the aged can lead to over‐
accommodation such that patients’ concerns are

responded to with a patronizing style, or under‐
accommodation where patients’ concerns are dismissed

and vital information may be withheld. Ageism can

also lead to underemphasis of wellness and disease‐
prevention strategies.

Extrinsic factors in communication Contextual

factors extrinsic to the patient–provider relationship

can have a major impact on communication. Health

care is delivered in a number of settings such as clinics,

hospitals, nursing homes, and over the phone; the envir-

onment where interaction between the patient and the

provider take place can influence communication.

Additionally, the current health care system is more

oriented toward brief, episodic care than chronic care,

a bias that may do a disservice to older adults who have

a number of chronic health problems. Concerns have

been raised in the era of managed care regarding brief

durations of health care visits and the challenge of

maintaining long‐term patient–provider relationships;

these factors can have a significant impact on commu-

nication. The duration of time a patient and provider
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have worked together is directly related to a patient’s

trust of a provider, and trust has a positive effect on

communication. The increasing illness‐burden asso-

ciated with aging means elderly patients will require

more specialist care, and communication with unfa-

miliar specialists may not be as effective as that with a

well‐known primary‐care physician.
Sensory impairment, cognitive impairment, and

other problems mentioned above can necessitate the

involvement of family members, friends, and profes-

sional caregivers in health care communication. Sur-

rogate communicators can facilitate health care by

helping make the patient’s concerns and needs

known. However, they can also impede health care by

interfering with patient–provider interaction or mis-

representing the patient’s thoughts.
Improving Communication

A number of steps can be taken with patients, provi-

ders, and health care systems to improve intergenera-

tional health encounters. Efficiency and effectiveness of

health care visits can be maximized when patients with

sensory impairment are reminded to wear aids like

glasses and hearing aids to their health care appoint-

ments. Many older adults find it helpful to prepare lists

of questions and concerns before health visits and to

take notes during visits. Since elderly patients often

take a number of medications, and discussion of med-

ications is a prominent part of many health care

encounters, bringing medication bottles or a list of

medications to health care visits can facilitate care.

Patient training guides such as the National Institute

on Aging’s Talking with Your Doctor: A Guide for Older

People can help empower older individuals to state

their needs clearly, ask questions, and become a more

active partner in their health care.

Care of cognitively impaired individuals is usually

greatly facilitated by having the patient’s closest care-

giver participate in health care visits. Health care pro-

viders should receive training in the special concerns

of older adults. Sensitivity training can help providers

identify and eliminate ageist stereotypes and view elderly

patients as individuals. Learning to better appreciate the

perspective of the elderly patient is essential. A compas-

sionate, empathic approach is an important part of care

of elders, as patient perceptions of a caregiver’s honesty

can influence communication.
Communication with the elderly can be greatly

enhanced by teaching providers to avoid jargon.

When providers elicit and impart information, use of

active listening and techniques such as facilitation,

clarification, paraphrasing, and summation can be

helpful. Providers accustomed to working in a diag-

nosis‐oriented health care system should be taught that

elderly individuals value preservation of functioning

more than diagnostic labeling of problems. Enthusias-

tic encouragement by physicians and other providers

can have a positive impact on lifestyle and compliance

with disease prevention measures. The National Insti-

tute on Aging also provides a training manual for

providers entitled Working with Your Older Patient: A

Clinician’s Handbook that discusses these issues.

Health care systems can facilitate effective patient–

provider communication in a number of ways. Taking

steps to give caregivers more time with elderly patients

can improve patient and provider satisfaction and

effectiveness of visits. Maintaining long‐term patient–

provider relationships can improve care by building

trust. Health care systems can improve communica-

tion by providing alternate means of communication

(e.g., hearing‐assist devices, interpreters) when needed.

Supplemental communication occurring outside the

patient–provider encounter (e.g., automated telephone

appointment reminders) can also help.
Benefits

Improving communication between older adults and

their health care providers can have a number of

benefits, not the least of which is improved patient–

provider satisfaction. Improved understanding of

patients’ needs will decrease the prescribing of redun-

dant and unnecessary medications, a significant source

of morbidity and mortality in older adults. Improved

communication will lead to increased use of preventive

services and better compliance with medications and

other treatments. Since many malpractice suits stem

from communication problems between patients and

providers, improving communication can also dec-

rease liability risk. All of these benefits can decrease

health care costs.
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Related Topics
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>Communication disorders, >Doctor–patient rela-
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Patients’ Rights
Anne R. Simpson

‘‘Every human being of adult years and sound mind

has a right to determine what shall be done with his

own body,’’ was the formal statement of a US federal

judge in 1914. Today, this deeply held commitment to

self‐determination in our society is acknowledged as

critical, especially in health care. During times of ill-

ness, it is not uncommon to be confronted with health

care decisions that are complex, distressing, and

beyond one’s usual scope of knowledge. Patients some-

times find themselves feeling as though they have little

or no power as they approach these issues, and for this

reason it is particularly important that patients know

the rights they have in the context of their personal

health care.
Many standards, regulations, and laws exist to sup-

port and advocate for patient rights. In 1990, the

Patient Self‐Determination Act was enacted as part of

the Omnibus Budget Reconciliation Act of 1987. This

law applies to all institutional providers that receive

Medicare or Medicaid funding. The law requires that

" each of those covered by the Act provide every patient

with written information describing that person’s

rights under state law to make an informed decision

concerning medical care, including the right to accept

or refuse medical treatment or surgical treatment and

the right to formulate advanced directives. The state

law that must be described to patients is not just state

statute law; the explanation given to patients must

include a description of the law recognized by the

courts of the state as well as an explanation of any

right to die statute, durable power of attorney statute,

or other relevant statute.

The Patient Self‐Determination Act has placed

the health care provider and the health care recipient

in a face‐to‐face position to address the views and

values of the patient, where issues of current treatment

and advance care planning are concerned. This pro-

vides the patient an opportunity to define his or her

values in relation to health care, standards for quality

of life, and preferences regarding whom they will

entrust with the position of surrogate decision maker

(should the patient lose his or her decision making

capability).

The American Hospital Association developed

widely embraced guidelines in support of patient

rights, entitled ‘‘The Patient Care Partnership.’’ The

Patient Care Partnership is a document, which lists

some of the general expectations of a hospitalization.

Issues that the document addresses are care quality,

environmental safety and cleanliness, patient partici-

pation with the decision making process, privacy pro-

tection, discharge planning, and the financial aspect of

the hospitalization.

Patients’ rights are also extensive, they have been

announced, acknowledged, and explained in several

laws, including The Rights of Minors; The Americans

with Disabilities Act of 1973; The Child Abuse Preven-

tion of Treatment Act of 1974; The public Health

Service Act; The Uniform Determination of Death

Act; and The Uniform Anatomical Gift Act. Under

the Omnibus Budget Reconciliation Act of 1987,

residents of long‐term care facilities received a host

http://www.niapublications.org/pubs/talking/index.asp
http://www.niapublications.org/pubs/talking/index.asp
http://www.niapublications.org/pubs/clinicians2004/index.asp
http://www.niapublications.org/pubs/clinicians2004/index.asp
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of rights, which included the right to be free of phy-

sical and chemical restraints. These are further reflec-

tions of the multiple rights afforded to patients. A

recently implemented right is the Health Insurance

Portability and Accountability Act, also known as the

HIPAA Privacy Rule. This rule defines the terms for

disclosure of a patient’s personal health information.

It contains regulations that all health care providers

must comply with in order to protect the patient’s

privacy. It has been said that rights give ‘‘dignity and

protection,’’ and it is important that patients under-

stand their rights and exercise them fully as they seek

medical treatment.
Related Topics

>Ethics, > Informed consent, > Long‐term care,

>Patient‐provider communication, >Patient Self‐
Determination Act
Suggested Readings
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Press, Washington, D.C.

Fremgen BF (2002) Medical law and ethics. Prentice‐Hall, Upper
Saddle River, NJ
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The Patient Self‐
Determination Act
Janet L. Lowder . Sandra J. Buzney . Lisa M.
Montoni

The Patient Self‐Determination Act (the Act), a federal

law in effect since December 1, 1991, requires hospi-

tals, nursing homes, home health‐agencies, hospices,
and Health Maintenance Organizations (HMOs)

receiving Medicare or Medicaid funding to provide

information on advance directives to their patients
when first admitted for treatment or beginning a

program with the institution.

Congress’ intent in passing the Act was to recognize

and strengthen a patient’s decision making authority

when facing either critical or noncritical medical situa-

tions. The Act was designed to empower patients by

ensuring they are provided all the essential information

necessary for considering the role of advance directives

in their health care plans and allowing them to make

decisions about advance directives in the context of

their personal values and goals.

Advance directives, also known as advance health

care directives, are instructions, usually written and wit-

nessed, that either (1) direct the scope of care when one

is terminally ill, or (2) appoint another individual to

guide health care decisions. Examples of advance direc-

tives include living wills, powers of attorney for health

care, declarations of preferences for mental health treat-

ments, and organ donation acknowledgements. The

instructions contained in these documents may cover a

variety of health care issues such as medical conditions

or levels of functioning in which one would want or not

want life‐sustaining treatment, organ donation wishes,

and preferences regarding pain control, comfort care,

and place of care.

The Act requires the health care providers to

1. give the patient a written summary of his or her

health care decision making rights under state law

and the institution’s policies with respect to recog-

nizing advance directives,

2. ask the patient if he or she has an advance directive

and document that information in the patient’s

medical record,

3. educate the institution’s staff and the local commu-

nity about advance directives, and

4. prohibit discrimination against a patient based on

whether or not he or she has an advance directive.

Institutions violate the law if they require a patient

to either have or not have an advance directive.

The community education component of the Act is

intended to demonstrate the value of advance direc-

tives to individuals and their families when faced with

difficult medical intervention dilemmas. Individuals

must be aware of their rights as patients regarding

consent and refusal of treatment and how their state

governs the use of advance directives. Potential patients

may explore various methods of health care decision

making in an educational setting free from the pres-

sure of emotionally difficult and technically confusing
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treatment options. This self‐reflection facilitates re-

alistic health care decisions made within the impor-

tant context of personal values regarding quality of

life, the process of dying, and medical intervention.

Advance directives may only be executed by a men-

tally competent adult; the documents become effective

at the onset of incapacity. Nearly every state in the

United States authorizes some form of advance direc-

tive; however, each state has its own laws addressing

the use and required content. Several low‐cost and no‐
cost resources for documents and forms with suggested

statutory language are available from state and local

bar associations and medical societies, agencies on

aging, and senior citizen centers.

If an individual makes the important decision to

execute an advance directive, copies should also be pro-

vided to the individual’s primary physician and the

named surrogate decision maker. One’s medical provi-

der should be made aware of the directive and receive a

copy of the document upon the patient’s admission to

a health care institution. The contents and location of

the directives should be shared with family members

and or close friends in case the individual is not able to

speak for himself upon admission for treatment. Mar-

kers, such as pocket cards for a purse or wallet, should

be used to indicate to medical personnel that an indi-

vidual has executed an advance directive if family

members are not available for consultation during an

emergency situation. These markers should also indi-

cate where copies of the directives may be found.

Copies should be left at work and at home in places

such as a top desk or dresser drawer, or with other

important legal and health related documents. Indivi-

duals may even keep a set of copies in the glove com-

partments of their cars. Some jurisdictions allow for the

documents to be made part of the public record by

recording them in a procedure similar to how property

deeds are recorded, and there are proprietary services

with which to store the documents and make them

available when needed.

Congress enacted the Patient Self‐Determination

Act to preserve and encourage personal autonomy

when making important health care decisions. The

Act is an ‘‘unfunded mandate;’’ Congress set require-

ments for the covered entities without providing any

funds for implementation of the requirement. This

lack of funding limits some institutions’ ability to

fulfill the intent of the law, and the result is that the

institutions perfunctorily provide the written forms

containing the disclosures described in the Act but go
no further. Institutions should engage patients in a

dialogue about proposed medical interventions and

personal rights related to consenting or refusing treat-

ment, both at the time of patient admission, during the

course of treatment, and through community educa-

tion. Individuals should consider how they feel about

certain medical interventions in light of their personal

values, and execute advance directives to guide medical

providers and surrogate decision makers when the indi-

vidual is unable to provide that direction for himself.
Related Topics

>Advance directive, >Capacity, >Medicaid,

>Medicare
Suggested Resources
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Pedestrian Injuries
Bettina A. Rausa

Walking is an important form of transportation for

older adults both because of reduced driving rates as

people age, as well as being an important type of

physical activity that can reduce many of the symp-

toms of chronic diseases, which compromise the qual-

ity of life in later years. Unfortunately, walking can also

be a dangerous activity for many older adults because

of the pedestrian’s environment and, due to health and

physical factors many people experience as they age.

http://www.abanet.org/publiced/practical/patient_self_determination_act.html
http://www.abanet.org/publiced/practical/patient_self_determination_act.html
http://www.abanet.org/publiced/lawday/community/healthcare.html
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http://academic.udayton.edu/LawrenceUlrich/315psdame.htm
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Collisions involving older adults have consistent

patterns: older pedestrians are more likely to be

involved in a collision at a marked crosswalk, and are

most likely to be struck at an intersection rather than at

mid‐block. These collisions typically occur during day-
light, in good weather, in familiar surroundings, and

near the pedestrians’ homes.

The risk of injury and death for older pedestrians is

higher than for any other age group. Older adults often

experience a wider range of injuries, and once injured,

they are more likely to die from complications of their

injuries. Yet, most pedestrian safety efforts focus on

children. Fatality rates for people over age 65 are three

times that for young children. Nationwide, pedestrians

aged 70 and older are 53% more likely to die from

injuries resulting from a collision with a motor vehicle

than pedestrians between the ages of 40 and 69.

Minimal research has been conducted specifically

on elderly pedestrians, but a few studies illustrate that

behavior and more limited physical ability puts this

demographic group at high risk. Older pedestrians

tend to have physical reductions in flexibility, agility,

and strength. The elderly lose agility and endurance as

a result of muscular and skeletal weakening; arthritis

sufferers experience restrictions on their ranges of

motion; changes in perceptual, cognitive, and motor

abilities can affect an elderly person’s judgment and

performance when in a crossing situation; and older

pedestrians also have difficulty in accurately determin-

ing the distance and velocity of oncoming traffic. Once

a collision occurs, the frailty of older pedestrians

reduces their ability to withstand the impacts and

recover from an injury.

Recommendations to improve the walking envir-

onment for older pedestrians include educating older

people about ways to improve their own safety while

crossing streets; changing the design of vehicles to

make collisions less harmful to older pedestrians;

prioritizing sidewalk maintenance to improve safety

and accessibility of the walking environment; and

expanding pedestrian access including sidewalks, creat-

ing trails in urban environments, and traffic calming

and control devices. For example, creating wider med-

ian strips that allow pedestrians to stop safely halfway

across a busy street, redesigning wider sidewalk corners

so that motor vehicle drivers have improved chances of

seeing pedestrians waiting to cross, and extending traf-

fic light timing to allow more time for pedestrians to

cross the road.
Related Topics

>Accidents, > Falling, >Transportation services,

>Traumatic injury, >Wandering
Suggested Resources
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Pelvic Examination
James F. Carter

The pelvic examination is the most important part of

the overall gynecologic examination. While the gyne-

cologist must approach the patient from a broad view-

point, the purpose of the pelvic examination is to

screen for abnormalities of the cervix, pelvic masses,

including abnormalities of the patient’s uterus, fallo-

pian tubes, and ovaries, as well as observing any

abnormalities in pelvic support structures, such as

the ligaments supporting the bladder. At its best, the

pelvic examination should be performed in a thought-

ful, compassionate method instilling upon the patient

a sense of trust that should never be violated. At its

worst, the thoughtless, hurried physician can trauma-

tize the patient in ways that may never be overcome.

This trust should weigh heavily on the gynecologist’s

thoughts while performing this important aspect of the

gynecologic examination.

Once the patient has been examined from the sitting

to the lying position and from the head to the abdomen,

the patient is then placed in the lithotomy position with

her feet in the stirrups, ideally covered with stirrup

warmers. The examiner now sits in front of the patient

http://www.eldersafety.org/pdfs/PedFactSheet040823-final.pdf
http://www.eldersafety.org/pdfs/PedFactSheet040823-final.pdf
http://www.state.nj.us/health/chs/topics0403.pdf.
http://www.hawaii.gov/dot/publicaffairs/safecommunities/reports/seniorpedestrians/seniorpeds-litreview.pdf
http://www.hawaii.gov/dot/publicaffairs/safecommunities/reports/seniorpedestrians/seniorpeds-litreview.pdf
http://www.hawaii.gov/dot/publicaffairs/safecommunities/reports/seniorpedestrians/seniorpeds-litreview.pdf
http://www.transact.org/ca/ped_safety_2002_finalreport.htm
http://www.transact.org/ca/ped_safety_2002_finalreport.htm
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with a suitable flexible light source and appropriately

drapes the patient covering her except for her introitus,

or opening into the vagina. Before introducing the pre-

viously warmed speculum (that may be a variety of

sizes, see > Fig. 1), the examiner should inspect the

external anatomy, including the lower abdomen, the

external genitalia including the mons veneris (area of

hair baring at the pubic bone), vulvar skin, labia majora

and minora, prepuce and clitoris, introitus, hymeneal

or vaginal opening. The examiner should explain to the

patient during and before each step what he or she is

doing and why. This should be a reinforcement of his or

her previous discussion in the consultation room when

the patient was fully clothed. It is important to explain

the procedure since patients tend to retain more infor-

mation in the office setting. Separating the labia, the

examiner should continue to inspect the anatomy

including the urethral meatus (opening of the urethra),

the anoperineal area (area between the anus and vaginal

opening) for abnormal hair distribution, pigmenta-

tion, skin lesions, or any generalized abnormalities

(such as inflammation, ulcers, atrophy, etc.), displace-

ment and/or pelvic relaxation (where there is dropping

of the uterus and/or bladder further into the vagina

than normal). The perineal body may be depressed, so

having the patient cough will help the examiner to

inspect for any evidence of pelvic relaxation or leaking.

While separating the labia and depressing the peri-

neal body the speculum should be introduced, usually
in a vertical fashion keeping continuous pressure on

the perineal body posteriorly so as to avoid the more

sensitive anterior structures (such as the urethra and

bladder). The speculum should be carefully rotated to

its bivalve function as it is introduced, always mindful

of the patient’s labia to avoid inadvertent discomfort.

This is accomplished best with insertion at the proper

angle, posterior pressure, and the slightly rotating tech-

nique (> Fig. 2). Once the speculum is inserted to its

full length, the speculum blades are then opened expos-

ing the cervix at the apex of the vagina. One should

open the blades only enough to clearly visualize the

cervix without causing undue discomfort (> Fig. 3).

The Pap smearmay then be performedwith the standard

thin prep technique or using the time‐honored slides. A

cotton swab may be used to facilitate collection of the

sample, as needed. The inspection of the lateral vaginal

walls may be accomplished at this time. Any abnormal-

ities of the cervix should be biopsied since the Pap smear

is a screening test for a normal appearing cervix. Any

discharge should be examined for evidence of vaginitis,

vaginosis, or other lesions. As the speculum is with-

drawn (repeating the careful rotation), the anterior and
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posterior fornix (the area of the vagina around the

cervix) may be inspected.

Attention should be turned to the bimanual aspect

of the pelvic examination. This is accomplished by
placing one or two fingers of one’s dominate hand

(i.e., the hand the examiner feels most comfortable

and proficient in palpating any body part) into the

hymeneal or vaginal opening while using the opposite

hand on the external lower abdomen (> Fig. 4). The

fingers should be inserted at the proper angle (similar

to the speculum) while depressing the perineum

(which will further expose any weakness in the perineal

support [pubococcygeal muscles] or confirm their

strength), the length of the vagina, palpating the vaginal

wall, and external aspect of the cervix as this is carried

out. The cervix is gently palpated and lifted while

the external hand gently palpates the fundus of the

uterus as it is lifted up by the internal palpation. The

examiner should then begin to outline the size, consis-

tency, mobility, contour and position of the uterus,

ovaries, and any palpable pelvic masses. The vaginal

vault and adnexa structures (the ovaries and fallopian

tubes) are then palpated in a similar fashion. The vaginal

fingers are then turned laterally to feel the pelvic walls

(> Fig. 5). It should be noted that it may not

be possible to palpate normal ovaries and fallopian

tubes even under the best of conditions. In the obese

patient, even enlarged ovaries and fallopian tubes may
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be missed; thus, in the modern gynecologist’s office,

there is frequent use of the vaginal ultrasound. Palpa-

tion of ‘‘normal sized’’ ovaries (approximately 3 � 2 �
2 cm) in the premenopausal woman with active ovar-

ian function is certainly to be expected. However,

palpation of ovaries in the postmenopausal woman

may not be normal. Certainly, further investigation,

including use of ultrasound with or without blood

drawn to test for ‘‘tumor markers’’ such as CA‐125,
AFP, BHCG, is required. If an enlarged ovary is sus-

pected in either pre‐ or postmenopausal women, an

ultrasound would be the next step.

Finally, the rectal–abdominal bimanual examina-

tion is accomplished. This portion of the examination

is to look for external and internal hemorrhoids, fis-

sures, fistulas, or anorectal polyps or tumors. The

uterus is palpated bimanually with the index finger in

the vaginal orifice and the middle finger in the rectum.

With a posterior uterus, that is, a uterus that is tipped

back toward the rectum (found in 15–20% of women),

only now will the fundus be palpated. The ovaries

and particularly the cul‐de‐sac, uterosacral ligament

areas and the paravaginal and paracervical areas are

palpated. These areas are best palpated rectally and

here the diagnostic findings of endometriosis or spread

of cervical carcinoma may be found. With one finger

in the vagina and another in the rectum the rectova-

ginal septum can be appreciated, and having the

patient strain may further discover any pelvic support

weaknesses including the presence of an enterocele

(hernia of the rectovaginal pouch) or rectocele (hernia

of the rectum). When the bimanual examination is

completed, the examiner may use his or her rectal

digit to place a rectal specimen on a hemocult card to

check for blood (and a further screening for colon

cancer) in the older patient. One should not collect

this specimen if the patient is menstruating or if the

cervix had blood on it without changing gloves, alter-

natively, the gynecologist can just give the patient a set

of three stool cards to take home with instructions to

bring the cards back for testing.

Once the pelvic examination has been completed,

the gynecologist should assist the patient to return

to the sitting position. The gynecologist should then

have the patient return to his or her office to discuss

the findings and to allow for any questions the patient

may have. Thus the pelvic examination, which is

screening the patient for cervical cancer and pelvic

pathology, has been completed. Giving the patient

some time to collect her thoughts and to discuss the
findings, we think, is the optimal mode to complete

this very important medical exam.
Related Topics

>Cancer, >Endometrial polyps, >Hemorrhoids,

>Human papilloma virus, >Pap test, >Pelvic organ

prolapse
Suggested Readings
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women’s health, 7th edn. Mosby, St. Louis, MO
Suggested Resources
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Pelvic Organ Prolapse
Michael R. Lund . Julianne R. Newcomer

As women grow older, many develop a common con-

dition of the reproductive tract known as pelvic organ

prolapse. Prolapse means that the normal supporting

tissues of the uterus and/or vagina become weakened

or damaged, allowing the uterus and vaginal walls to

press down or even fall out of the vaginal opening, also

known as the introitus. Prolapse affects roughly 40% of

menopausal women, and every year more than 300,000

women have surgery for this condition.
Definitions and Description

Pelvic organ prolapse can be best described by identify-

ing the affected organs. For example, weakening of the

anterior vaginal wall allows the bladder to bulge into the

vagina (or outward through the vaginal introitus). This

is referred to as a cystocele. Weakening of the posterior

vaginal wall can allow the rectum to bulge forward into

the vagina (or again, outward through the vaginal intro-

http://www.menopause.org
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itus). This is referred to as a rectocele. Vaginal apex

prolapse occurs when the topmost, or apical, portion

of the vagina loses support and falls downward. If the

uterus is still present, this is referred to as uterovaginal

prolapse. Finally, an enterocele forms when the small

intestine and peritoneum (inner lining of the abdomen)

push downward between the vagina and the rectum.
Etiology and Risk Factors

All of the following are known to be risk factors for

pelvic organ prolapse: vaginal delivery, operative vagi-

nal delivery (e.g., forceps or vacuum delivery), obesity,

advancing age, lack of estrogen, and previous vaginal

surgeries (e.g., hysterectomy). In addition, patients

with neurological disorders, connective tissue disor-

ders, or conditions that increase intra‐abdominal pres-

sure (such as constipation or chronic cough) may have

an increased risk of pelvic organ prolapse.
Symptoms

Symptoms of pelvic organ prolapse vary fromwoman to

woman. Most commonly, the patient describes a heavy

feeling in the lower abdomen, back, or pelvis or a feeling

of something ‘‘pulling’’ downward. The woman with a

cystocele may have to urinate frequently, as she may

not be able to fully empty her bladder because of the

distortion created by the prolapse. A rectocele may lead

to incomplete or difficult defecation. Some women may

need to ‘‘splint’’ (or push back on) the vagina with their

fingers in order to remedy this condition. Other women

with prolapse will develop difficulty during sexual inter-

course. If pelvic organ prolapse becomes advanced, the

individual may be able to feel or see a bulge between the

labia. In complete prolapse (or procidentia), the entire

vagina and/or uterus fall through the vaginal opening.
Urinary Incontinence and Pelvic
Organ Prolapse

Urinary incontinence and pelvic organ prolapse are

often coexistent. Early cystocele formation can change

the angle of the urethra, leading to leakage of urine

with coughing or sneezing (i.e., stress incontinence).

However, as the cystocele grows larger, the urethra may
become obstructed or kinked, making it difficult for

the woman to completely empty her bladder.
Non‐Surgical Treatment Options

There are several options for the treatment for pelvic

organ prolapse. Observation is generally an acceptable

option, as the condition itself is not harmful. The

woman should consider further treatment when the

symptoms bother her enough to do so. Pelvic floor

exercises, biofeedback, and physical therapy may be of

some use in preventing further progression of symp-

toms, but typically will not relieve symptoms already

present. For the individual who wishes to avoid surgery

or in whom surgery may be dangerous, a pessary may

be a very good option. Pessaries are made of latex or

silicone, and they can be worn in the vagina to support

the vaginal walls. They are available in many different

shapes for different types of prolapse and require fitting

by a health care provider.
Surgical Treatment Options

Surgery is another option for treating pelvic organ

prolapse; the particular procedure that is necessary

depends on the degree and type of prolapse noted. A

careful physical examination should be done in the

office to determine the extent of the prolapse surgery

required, as well as to evaluate for urinary inconti-

nence (as surgeries for both can then be completed

simultaneously). Historically, these procedures have

been done vaginally, but there is growing support for

laparoscopic (e.g., small abdominal incision) surgery

for prolapse. Cystoceles are repaired by anterior col-

porrhaphy or paravaginal repair, through which the

weakened vaginal wall is repaired and reattached to

its natural support. Rectoceles are repaired by poster-

ior colporrhaphy, a similar procedure used on the

posterior vaginal wall. Apical prolapse requires the

reattachment of the vagina to another structure (e.g.,

sacrospinous colpopexy, abdominal sacrocolpopexy, or

uterosacral suspension). Pelvic organ prolapse may

recur in up to 30% of patients having surgery, but

these rates appear to be improving as our understand-

ing of the condition improves and materials available

for surgery improve.
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Pension
Kristin A. Cassidy
Pensions are retirement plans in which the employer

makes the contributions for the employee. Pension

plans set up by an employer for their employees and

their survivors are referred to as qualified plans.

Employees do not pay taxes on the assets of these

types of plans and the earnings contributed to the

plans are tax deferred. In addition, employers receive

a tax deduction for their contributions to the plans.

According to the Employee Benefit Research Institute,

53% of Americans who worked in 2004 worked for an

employer or union that sponsored a pension or a

retirement plan and 42% of those who worked in

2004 participated in those plans.

There are two general categories of qualified pen-

sion plans. The first is a defined benefit plan in which
the retiree is paid a specific amount each month. This

is the traditional pension plan. The amount may be a

predetermined specific dollar amount or it may be the

result of a formula that takes into consideration factors

such as years of service and salary. The benefit payment

is made in regular intervals (e.g., monthly, quarterly,

semiannually, etc.) for the rest of the employee’s life.

This type of payment plan is referred to as a life annuity.

A qualified joint and survivor annuity (QJSA) must be

available for married employees. This ensures that after

the death of the employee, the spouse will continue to

regularly receive at least half of the amount of the

periodic payment for the rest of his or her life.

Defined benefit plan payments are protected by the

Pension Benefit Guaranty Corporation (PBGC). This

federally chartered corporation was created as part of

The Employment Retirement Security Act (ERISA),

which was passed by Congress in 1974. ERISA sets

the minimum standards for the management of pen-

sions in private industry and protects the employee

pensions of companies that have gone out of business

or bankrupt, or are bought by other companies.

The second category of qualified plans is the defined

contribution plan. This type of benefit does not specify

an amount to be paid. Instead, the employee, the

employer, or both contribute to the employee’s indivi-

dual account on a pretax basis. Sometimes this is done at

a specific rate, like 5% of the employee’s annual salary.

The contributions are then invested on behalf of the

employee. When the employee retires, he or she receives

the contributions plus or minus the investment gains or

losses. Employee stock ownership plans, profit‐sharing
plans, 401(k) plans, and 403(b) plans are all examples of

defined contribution plans. In addition to the ERISA

rules, each of these plans has additional guidelines of

their own. A money purchase plan is a type of defined

contribution plan, which requires the employer to con-

tribute a fixed amount to the employee’s account.Money

purchase plans have additional rules and regulations.

With the exception of money purchase plans, all defined

contribution plans may pay benefits either in a lump

sum or in any way the plan chooses. If a life annuity

option is offered by the plan, it is also covered by the

QJSA rules determined by ERISA.

Individual retirement accounts (IRA) are generally

not considered to be pension plans as they are estab-

lished and contributed to by the employees themselves.

The exceptions to this rule are the simplified employee

http://www.uptodate.com
http://www.uptodate.com
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pension (SEP) plan and the savings incentive match

plan for employees of small employers (SIMPLE),

which is similar to a defined contribution plan in

that the employer contributes to the employee’s indi-

vidual account. However, in an SEP or SIMPLE plan,

the employee must set up and maintain their own IRA

for the employer to contribute to. Once the contribu-

tions have been made, the account is treated as a

traditional IRA. Approximately 28% of all IRA contri-

butions go into SEP plans and 13% into SIMPLE plans.

The rules of pension plans vary with regard to

when a person may begin receiving their benefits.

ERISA sets the minimum standards for the earliest a

person may begin receiving benefits and the latest they

must begin receiving them.

If an employee leaves the company before retiring,

they are entitled to the full amount of their own con-

tributions plus any investment earnings from that por-

tion of the plan. However, the employee may be

required to have worked a certain number of years to

be ‘‘vested’’ in the contributions of the employer in order

to receive that portion of the plan. Employers may

choose the number of years of employment required in

order to be fully vested as long as they meet the mini-

mum standard set by ERISA.With only a few exceptions,

all of the years the employee has been with the employer

(after the age of 18) must be taken into account when

determining how much of the benefits are vested.

In the year 2000, US Congress established a perma-

nent pension counseling program under Title II of the

Older Americans Act (OAA). This legislation was based

on the previous success of the Administration on

Aging’s (AoA) pension counseling and information

demonstration programs, which had been funded by

a 1992 OAA Title IV amendment. Currently, six regio-

nal counseling projects serving 23 states are managed

by AoA. Each of the projects provides counseling and

assistance in understanding and enforcing pension and

retirement savings plan rights; help with locating lost

plans from companies that are difficult to track down

due to name changes, moves, merges, closures, or

having had their pension programs trusteed by the

PBGC; referrals to legal and financial services, govern-

ment agencies, and advocacy programs; outreach and

program information throughout the service regions;

and data on procedures and outcomes to help develop

a comprehensive nationwide pension information and

referral system.
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Peptic Ulcer Disease
Kathleen M. Wolner
Gastroesophageal reflux disease (GERD) is a disease

that affects 20% of the population of the United States.

The most common symptom associated with GERD is

‘‘heartburn,’’ which is a burning sensation in the upper

chest. GERD also involves the reflux of stomach con-

tents, including acid, into the esophagus. Others do

not have symptoms in spite of having acid lying

directly on the lining of the esophagus. Stomach acid

can damage the esophagus and result in a condition

called erosive esophagitis. Over time, the acid on the

esophageal lining can burn the tissue and cause scar-

ring known as a stricture. Esophageal stricture causes

dysphagia, which is difficulty in swallowing. Food

http://www.ebri.org/pdf/briefspdf/EBRI_IB_10-20051.pdf
http://www.ebri.org/pdf/briefspdf/EBRI_IB_10-20051.pdf
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‘‘hangs up’’ in the esophagus as a person tries to swal-

low it. Another problem that can develop with long

standing reflux is called Barrett’s esophagus, where the

cells that line the esophagus change to a different type.

When you have symptoms compatible with GERD,

including heartburn, difficulty in swallowing, and

reflux of gastric contents into the back of the throat,

you should seek care from your primary care physician.

It may be necessary for the gastroenterologist to do

an endoscopic examination of the esophagus and the

stomach. If the heartburn and dysphagia is of recent

onset, it is appropriate to try lifestyle modifications and

treatment with medication. Lifestyle changes include

careful attention to diet and avoidance of many foods

associated with the letter ‘‘C’’: carbonated beverages,

coffee (both decaffeinated and regular), citrus fruits,

and chocolate. These and many other foods cause

relaxation of the sphincter at the bottom of the esopha-

gus, where it meets the stomach. Certain medications

also relax the sphincter.When this sphincter relaxes and

a person lies down, the food and acid have an easy route

back up and into the esophagus. Because of this, it is

important to wait 3 h or more before lying down. This

will allow the stomach time to empty and reduce the

amount of stomach contents that are available to go

back up into the esophagus. Another way to encourage

the food to stay in the stomach is to elevate the head

of the bed. This can be done by filling coffee cans

with about 4–5 in. of sand and putting the legs at the

head of the bed into the coffee cans. This will elevate

the entire bed at an angle to allow gravity to help the

contents to stay in the stomach. Proton pump inhibitor

drugs are costly, but very effective. It is extremely

important to treat this problem of GERD very aggres-

sively and eradicate the symptoms so that there are no

long‐term problems, such as strictures, Barrett’s eso-

phagus, or cancer. There is a surgical option for treat-

ment, called fundoplication. In this procedure, the base

of the esophagus where it enters the stomach is made

tighter so that acid stays in the stomach.

The acid from the stomach can also spill over into

the lungs and cause asthma‐like symptoms. In order to

know if acid is the cause of the asthma, it is important

to take one of the proton pump inhibitor drugs for a

few months to reduce the acid to see if the breathing

problems clear. GERD can also cause persons to be

very hoarse, have a chronic cough, and wheeze.
Two entities cause 80–90%of peptic ulcers . The first is

Helicobacter pylori (H. pylori) infection and the second

is nonsteroidal anti‐inflammatory drugs (NSAIDs),

including but not limited to ibuprofen and naproxen,

among others. H. pylori infection causes 50–80% of

peptic ulcers. It is also related to 80% of gastric (sto-

mach) cancers and is highly linked with a type of

lymphoma that occurs in the stomach. It is felt that

H. pylori causes inflammation in the lining of the

stomach and may increase acid secretion. It eventually

causes ulceration and cancer or lymphoma as men-

tioned above. H. pylori infection occurs in childhood,

and unless treated remains in the stomach. There are

two ways to diagnose it. The first is through the endo-

scope in which the ulcer is cultured and multiple tests

carried out. The other way is through a blood test

called an antibody test. Your physician will determine

the most appropriate way in your situation. Treatment

of H. pylori dramatically reduces the risk of recurrence

of peptic ulcer disease. There are several different ways

to treat H. pylori and most involve taking three or four

medications for up to 2 weeks. The identification of

H. pylori as a cause of much of the peptic ulcer disease

in the world dramatically changed our understanding

of ulcers.

The second major cause of peptic ulcer disease is

NSAIDs. These drugs are commonly used for many

types of pain and are easily obtained over the counter.

At any given time when a person is on chronic NSAID

therapy, there is a 15–20% chance of developing

an ulcer. It is extremely common for persons using

nonsteroidal drugs to have red, eroded areas in the

lining of their stomachs, although only a much smaller

percentage actually develops ulcers from their NSAIDs.

It is unclear why although so many people actually

have erosions, only 1–4% develop significant ulcer

disease. The process by which NSAIDs cause ulcers is

through damaging the lining of the stomach. The

chemicals within NSAIDs not only affect the produc-

tion of the protective layer within the lining of the

stomach, but also cause direct toxic injury to the lining

of the stomach. In general, higher doses of NSAIDs

place the patient at increased risk of ulcers. However,

even the small 81‐mg dose of aspirin used for heart

protection can cause an ulcer. Therefore, there are no

safe doses of these drugs. Smaller doses simply carry

lower risks.
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What risk factors are associated with NSAID‐
induced peptic ulcer disease? Persons over 60 years

are more at risk of developing ulcers from taking

these drugs. As with many other conditions, if a person

has a history of having an ulcer, he or she is at an

increased risk of developing another. Sometimes, peo-

ple take different types of NSAIDs at the same time,

which is not a good idea as it can increase the risk of an

ulcer. High doses of NSAIDs also increase the risk.

Certain medications, such as glucocorticoids (one

type being prednisone), can increase the risk of bleed-

ing and the anticoagulant drug called warfarin in com-

bination with aspirin can cause ulcers to develop and

bleed. After a person develops an ulcer from taking

NSAIDs, it is important to stop taking them and use a

drug to heal the stomach, such as ranitidine or a pro-

ton pump inhibitor, such as omeprazole. There are

some patients, however, who must take the NSAID

therapy so they can be given a proton pump inhibitor

to reduce the risk of ulcer formation. It is important to

understand that while the proton pump inhibitor drug

is commonly used to prevent ulcers in people on

NSAIDs, the only drug approved specifically for this

purpose is misoprostol.
Dyspepsia

The definition of dyspepsia is pain or discomfort in the

upper abdomen. This is a very common complaint and

accounts for many visits to primary care physicians

every year. Many problems, such as ulcers, GERD,

gallstones, cancer, and others, can cause pain in the

upper abdomen. However, most people with dyspepsia

have no identifiable cause of their pain. A common

means of diagnosing the cause of pain is via endoscopy,

where a lighted scope is inserted into the stomach.

Related Topics

>Cancer, > Endoscopy, >Gastroesophageal reflux

disease
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Perception
Anita Vijayakumar

Perception is the process of acquiring, interpreting,

selecting, and organizing physical information into

psychological information. There are different ele-

ments of perception that include, but are not limited

to, sensory stimulation, the subject’s past experience,

attention and readiness to respond to a stimulus,

memory, motivation, and the subject’s emotional state.
Perception and Aging

Sensory perception affects the way we view our world,

as our myriad of senses change over time, so does our

perception of what we see, hear, feel, smell, and taste;

our interpretation and response to these sensations

also change.

As we age, our bodies undergo natural changes in

biology. The lenses in our eyes harden, the cilia in the

cochlea of our ears become fewer, our threshold for

taste sensation becomes higher, and our skin often

becomes tougher, not allowing as easily for the sensa-

tion of touch. These changes, however, are not as

drastic as most people think; they occur in a slow

progression, subtly altering the person’s cognition

and understanding of his or her world.

The prevalence of sensorineural hearing loss from

57 to 89 years is 83%; nearly 16 million Americans are

affected by at least some hearing loss, with about 30%

of all adults aged between 65 and 74 years being

affected, increasing to 50% for adults aged 75–79.

The prevalence of vision abnormalities also increases

with age: affecting 3.1 million (17%) men and women

http://www.cdc.gov/ulcer
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between ages 65 and 74 years and 4.3 million (26%)

aged 75 years and older. Losses in taste and smell are

also high; it is not quite known what percentage affects

the elderly versus other vulnerable groups, but it is

estimated that 2 million adults in the United States

have some disorder of taste or smell. Tactile loss proves

to be the hardest of the five senses to measure.
Vision

There are various causes for the change in perception

people experience as they age. The most common

causes for changes in visual perception are medical con-

ditions such as age‐related macular degeneration, glau-

coma, cataract, and diabetic retinopathy. These

conditions can manifest as blurry vision and color con-

fusion, but can also extend further down the spectrumof

misinterpreted stimuli from negative symptoms to posi-

tive symptoms, such as visual hallucinations. These hal-

lucinations can take the form of secondary to either

medical illness or mental illness, such as schizophrenia

or mania.
Hearing

One experiment conducted with elderly versus

younger listeners demonstrated that speech‐compre-

hension difficulties of older adults primarily reflect a

decline in hearing rather than in cognitive ability.

Similarly, more than 90% of change in hearing is due

to normal progressive sensorineural deafness, which

usually results from damage to the hair cells of the

cochlea; therefore, perceptional abnormality can simply

be the result of mild hearing loss. However, more

extreme changes in auditory perception such as auditory

hallucinations, which also can be noted in mental ill-

nesses such as schizophrenia or even severe depression,

can also occur.
Smell, Taste, and Touch

Sensations of smell, taste, and touch also change with

age. Numerous sources state that any abnormalities in

these senses as we age are part of a normal aging

process. These changes do not have to be significant

or alter a person’s cognition or lifestyle much, but, as
with any perceptual abnormality, their extremes can

lead to conditions such as depression, lack of interest,

and severe weight loss. Often these abnormalities are

due to straightforward medical conditions like nasal

allergies, injured nerve tissue, or a viral upper respiratory

illness, but can also result from much more concerning

medical problems such as brain tumor, seizures, or

undiagnosed or uncontrolled mental illness.

One extreme form of perceptual abnormality is called

hemi‐inattention, or hemispatial neglect, and is a promi-

nent manifestation of a nondominant cerebral hemi-

sphere injury, usually caused by a stroke. Affected

individuals ignore virtually all sensory stimuli originating

from the left side of their bodies, and thus fail to

perceive or interpret objects in their visual field.

This can lead to people not dressing the left side of

their body, not shaving the left side of their face, and

most concerning, not be at all aware or concerned

about the deficiency.
Conclusion

It is important to bear in mind that mild perceptual

abnormalities are a natural part of the aging process,

but they could also be a symptom of an underlying

disorder. Supposed cognitive decline may in reality be

a result of presbycusis; visual hallucinations could

actually be manifestations of cataracts, but just as

importantly, these perceptual abnormalities could

stand on their own and be symptoms of undiagnosed

mental illness. If one experiences these or other distor-

tions, especially with sudden onset, they should be

addressed and further explored by a medical specialist.
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Periodontics
Edward E. Best

The clinical science that deals with the periodontium

in health and disease is periodontology, and the prac-

tice of this discipline is called periodontics. Periodon-

tium literally means ‘‘around the tooth.’’ Periodontics

deals with the intraoral tissues that surround and sup-

port the teeth. These are the tissues that anchor the

teeth to the jaws and provide the teeth with the ability

to function and remain healthy.

The portion of the tooth that functions to chew is

called the crown and its outer surface is enamel, which

is highly mineralized and hard. The root of the tooth is

surrounded by a thin layer of cementum, which is a

mineralized but porous material. The junction of the

cementum of the root and the enamel of the crown is

called the cementoenamel junction. The bone sur-

rounding the root is called alveolar bone. The root is

anchored to this bone by a ligament of dense connec-
tive tissue called the periodontal ligament, which

extends from the cementum of the root to the alveolar

bone and is embedded in both.

There is a portion of the root of the tooth that

extends above the bone but below the cementoenamel

junction so that there is a space between the top of the

bone and the beginning of the crown. This area is filled

with dense connective tissue with fibers that anchor

the cementum of the root to the bone and the rest of

the soft tissue. This area is called the gingival fiber

apparatus. The surface of this tissue is covered with

epithelium and the whole complex surrounds the

crown of the tooth like a turtle neck sweater. This

tissue is the gingiva, commonly called the gums. The

epithelium is anchored to the tooth at the bottom of

the enamel near the cementoenamel junction and this

attachment is called the junctional epithelium. The

tissue extending above the junctional epithelium is

called the marginal gingiva and this is against the

tooth but not attached to it.

The epithelium surrounding the teeth contains a

substance called keratin, a substance that makes the

tissue thicker and more durable, and it also contains

cells that can produce pigmentation. This gingival tis-

sue above the bone and around the teeth is generally

pink and attached to the tooth and bone, so it is

immobile.

Lining the cheeks, lips, and the floor of the mouth

is a thin mucosa that has loose elastic connective tissue

and lacks the keratin that is in the gingiva. This is called

alveolar mucosa or lining mucosa. This is less durable

than the gingiva and it is mobile. The point where the

mucosa meets the gingiva is called the mucogingival

junction. In some cases, a tooth may have no gingiva

attached and the alveolar mucosa is directly attached to

the tooth. Because this is less durable tissue the attach-

ment is weak, and there may be recession of the tissue

exposing the root, which could predispose the tooth

to be lost.

Diseases of the periodontium are generally classi-

fied as gingival or periodontal. Gingival diseases affect

only those tissues above the bone, whereas periodontal

disease affects the tissue above the alveolar bone, the

bone itself, and the attachment of the tooth to the

bone, the periodontal ligament. If this attachment

and the alveolar bone are lost, the teeth become mobile

and may require extraction.
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Most of the diseases of the periodontium, whether

gingival or periodontal, are related to interactions

between the bacteria and the host immune response.

Bacteria in the dental plaque, which are under the

gingival tissue, and those in the porous surface of cal-

culus, which is deposited on the teeth, are in contact

with the gingival tissue. In most cases of gingival or

periodontal disease the bacteria may elicit enzymes that

break down tissue, or they may initiate an inflammatory

host response that damages the tissue.

The first line of defense against these bacteria is to

remove them daily before they cause any damage.

Brushing may remove the surface bacteria and flossing

may remove the bacteria under the tissue and between

the teeth. Some of the surgical procedures, such as

gingivectomy, the removal of excess gingiva and bone

surgery with movement of all the gingival tissues and

the mucogingival junction toward the apex of the

teeth, an apically positioned flap, are to restore an

architecture that can be maintained with brushing

and flossing. Dental visits for root planing and scaling

will remove the calculus that harbors bacteria on the

teeth and roots, and allow for better bacteria removal

by the flossing and brushing.

Bacterial control by antibacterial chemicals in

mouthwashes has been tried. A number of chemicals

have been used such as alcohol, quaternary ammo-

nium compounds, chlorhexidine, and several others.

The most successful of these has been chlorhexidine,

but these generally do not get below the gingiva, where

most of the damage occurs. Locally applied antibiotics,

mostly tetracyclines, have been placed under the gin-

giva in a transfer medium that allows the tetracycline

to leach out over a period of days or weeks. These have

had some success in isolated areas to control inflam-

mation. Systemic antibiotics are also used to kill bac-

teria below the gingiva with some success. Because the

bacteria recolonize after removal, these measures are

effective for maintenance but should not be considered

as a cure, as periodontitis is chronic disease.

Damage initiated by the presence of bacteria may

be increased by applying too much force on individual

teeth. The periodontist may adjust the teeth to even

out the force or fabricate a bite splint for better force

distribution. The combination of the presence of bac-

teria and excessive force may cause bone loss around

specific teeth varying from a wedge shaped defect to a

trough, all the way around the tooth. Bacterial control

and reduction of the force may stop the progression of
the disease, but it will not reverse the damage already

done.

To repair the bony defects, the periodontist may

place a graft into the defect. The graft may be the

patient’s own bone, an autogenous graft, donor bone

from another human, an allograft, bone from another

species such as a cow, a xenograft, or a synthetic mate-

rial, an alloplastic graft. A barrier may be placed over

the graft to stop the ingrowth of connective tissue, so

that the bony defect fills with regenerated bone.

Periodontists are doing cosmetic procedures such

as soft tissue grafts when keratinized gingiva or con-

nective tissue is taken from the palate to cover a root

with recession, or to place keratinized gingiva over a

root whose margin is nonkeratinized alveolar mucosa.

Implants are cylindrical pieces of metal placed into

the bone where a tooth is missing, and to which the

bone attaches, are being placed by periodontists. The

implant must have sufficient height and width of bone

to be placed successfully. If there is insufficient bone,

bone may be removed from another area, such as the

chin or posterior mandible, and grafted to the area

where the implant is to be placed. After the bone has

sufficiently healed, nine months to a year, an implant

may be placed in this site.

Periodontics in today’s world involves not only the

healing and maintenance of the tissues around the

teeth, but also the regeneration and restoration of

these tissues. These procedures not only preserve the

natural teeth, but also provide for replacement of teeth

lost to either previous periodontal disease or other

disease processes.
Suggested Resources

Centers for Disease Control: http://www.cdc.gov/OralHealth
Perimenopause
Vanessa M. Barnabei

http://www.cdc.gov/OralHealth
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Menopause as defined is the absence of menses for

12 months in the absence of other causes; therefore,

the diagnosis is usually made in retrospect. The average

age of menopause in North America is approximately

51 years with a wide normal range of 45–55 years. The

transition into menopause, described by the terms

‘‘climacteric’’ or ‘‘perimenopause,’’ may last anywhere

from 2 to 8 years, and may begin as early as the late

thirties for some women. It encompasses the time from

the beginning of menstrual irregularity and ends 1 year

after the final menstrual period when a woman is then

considered menopausal. However, there is no single

defining moment or event that marks the menopause.

Women with significant menstrual irregularity in their

late thirties should undergo an evaluation for other

etiologies, such as thyroid dysfunction, other endocri-

nopathies, and genetic abnormalities as the cause of

oligomenorrhea (decreased frequency of menstrual

periods) or amenorrhea (absence of menstrual peri-

ods). Women who become menopausal before age 40

(about 1% of the population) have premature ovarian

failure, by definition, and require evaluation.

The Stages of Reproductive Aging Workshop

(STRAW) participants developed criteria for staging

reproductive aging in women in an attempt to provide

a framework for future discussion and research into

the perimenopause. They utilized menstrual cyclicity

and early follicular follicle stimulating hormone (FSH)

levels as the primary determinants of each stage.

According to the model developed at the workshop,

there are five stages (�5 to 0) that precede the final
menstrual period and two stages (þ1 andþ2) that

follow it. These are depicted in the chart below

(> Table 1). It is important to note that the two stages

that precede the last menstrual period are extremely

variable in length.

For the most part, the physiologic basis of the

menopause transition can be attributed to changes

within the ovaries. Menopause is the end result of

depletion of ovarian follicles, which leads to decline

in ovarian production of progesterone, estradiol, and

testosterone, in that order chronologically. The most

reliable sign of the menopausal transition is menstrual

irregularity. Other symptoms, besides menstrual irre-

gularity, that are commonly associated with the cli-

macteric will often begin during this phase of the

transition. Symptoms such as hot flashes and night

sweats are reported by approximately 75% of perimen-

opausal women.

Many women start noticing subtle changes in the

timing and duration of menses in their early forties.

Thesemay include slightly longer or shorter cycle interval

and change in amount orduration ofmenstrual bleeding.

Declining progesterone levels result in luteal phase

abnormalities, decreased fertility, and menstrual changes

such as heavier and irregular bleeding. Luteal phase

abnormalities are defined by a deficiency of progesterone

production from the ovary in the second half of the

menstrual cycle, which may affect cycle length and

fertility. Shorter cycle length is believed to be one of

the first signs of the perimenopausal transition. This

occurs because ovarian resistance to stimulation results
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in increased FSH levels leading to a shorter follicular

phase of the cycle. However, the pattern of ovarian

response is not predictable from month‐to‐month, so

there may be extreme variability in cycle length. Estro-

gen levels in this phase of the transitionmay be normal,

lower than, or higher than normal. However, because of

wide variability from month‐to‐month and even day‐
to‐day, neither estradiol nor FSH levels measured dur-

ing this phase are helpful in predicting the onset of

menopause. Over‐the‐counter menopause predictor

kits, which measure urinary FSH, are not reliable until

very late in the transition. At that point in time,

menstrual irregularity may be a better predictor. Later

in the menopausal transition, as the ovaries become

increasingly resistant to the effects of FSH stimulation,

estradiol levels fall below normal, premenopausal levels

and menstrual bleeding will decrease.

A 2003 study reviewed the literature and summar-

ized the results of research on various signs and symp-

toms as predictors of menopause and perimenopause.

Both objective and subjective variables were studied

including vasomotor symptoms (such as hot flashes

and night sweats), vaginal dryness, mood changes,

smoking, incontinence, and levels of FSH and inhibins,

which are local ovarian transforming growth factors.

No single factor was powerful enough to confirm or

predict the probability of being perimenopausal.

Another recent study that sought to predict time to

menopause based on menstrual variability found that

the best predictor was lack of menses for 60–90 days.

Over 60 days of amenorrhea had a positive predictive

value of 89% for menopause within 4 years. This is

consistent with the STRAWmodel of the menopausal

transition.

The age at menopause is probably genetically pre-

determined and has increased slightly over the past

150 years whereas the average life expectancy has

increased dramatically. The only environmental factor

known to alter the age at menopause is cigarette

smoking, which decreases the age of onset of meno-

pause by about 2 years. Even the age of menopause of

first‐degree family members has been debated as a

strong predictor. Other symptoms, such as hot flashes

or night sweats, are poor predictors of menopause,

as these symptoms may begin many years before

the menopause and occur in about 75% of North

American women. Therefore, age may be the most

important predictor of menopausal status. For women

in their late forties with symptoms and menstrual irre-
gularity, perimenopause is the likely diagnosis. And

while fertility is low in this age group, a woman must

be counseled about appropriate contraceptive options

until she has completed one year of amenorrhea.

Symptoms frequently drive women into the health

care system at this time of life. Vasomotor symptoms

may begin many years before the final menstrual per-

iod and will be debilitating in a minority (�10–15%)

of women. Other symptoms that women report

include vaginal dryness, urinary changes such as

increased urinary frequency or increase in bladder

infections, mood changes, and change in memory or

concentration ability. Depression has been variably

linked to the menopause transition, but is probably

more related to age and life stage than menopausal

status. Treatment for symptoms should be targeted to

the most concerning symptom from a quality of life

perspective. Options include lifestyle changes such as

weightmanagement, stressmanagement, and increased

exercise; low‐dose birth control pills, especially for

women with menstrual irregularity who require con-

tinued contraception; low‐dose hormone therapy; and

low‐dose selective serotonin reuptake inhibitors if

vasomotor and mood symptoms predominate.
Making the Diagnosis of Menopause

� Average age of menopause is 51 years.

� Best predictors of menopausal status are age and

amenorrhea of >60 days duration.

� Cigarette smoking decreases age at menopause.

� Blood tests are generally not helpful in predicting

menopausal status except in women younger than

40 years of age.

� Symptom management may be needed before the

final menses.
Related Topics

>Emotions, >Hormones, >Menopause
Suggested Readings

Bastian LA, Smith CM, Nanda K (2003) Is this woman perimeno-

pausal? JAMA 289:895–902
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aging workshop (STRAW). Fertil Steril 76:874–878. http://www.
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Taylor SM, Kinney AM, Kline JK (2004) Menopausal transition: Pre-
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Permanent Make-Up
Sana Loue

Permanentmake-up is like a tattoo in that it involves the

implantation of color into the skin and is equally per-

manent. Procedures are currently available to embellish

or create eyebrows, eyeliner, beauty marks, lips, lip color,

and areola pigmentation. Permanent make-up is often

considered as an option by individuals with allergies to

ingredients common to cosmetics, to individuals whose

vision is impaired, and to persons who are suffering

from diseases that may affect their motor abilities

and, consequently, their ability to apply makeup on a

regular basis. These illnesses may include severe arthritis,

Parkinson’s disease, multiple sclerosis, and the after-

effects of a stroke. Permanent make-up may also be

an adjunct to reconstructive surgery, particularly of the

face and the breast. Older adults, in particular, may be

candidates for permanent make-up because they may

have illnesses or impairments that make daily applica-

tion of non‐permanent makeup difficult or impossible.

Consumers should follow the same precautions (as

follows) that they would in choosing a tattoo artist and

a tattoo parlor:

� Make sure that all of the equipment, such as the

needle, is new. Have the technician unwrap it from

its package in front of you.

� Ink should not be poured into a cap that has been

dipped into for use with other people. Even if the

ink is fresh, the cap may be contaminated from its

use with a previous customer.

� Ask to see samples of the technician’s work. Many

of them keep a book of photographs of previous

customers. You can ask if there are previous custo-

mers whom you can contact for references.

� Ask to see the technician’s certifications and quali-

fications to perform the procedure.
� Make sure that the artist or the technician uses

gloves when performing each procedure.

The most common problem with permanent

make-up is dissatisfaction. This may occur as the result

of misplaced pigment, fading of the color over time,

and migration of the color beyond the original site,

resulting in a blurred appearance. Additionally, if sur-

gery is performed after permanent make-up is applied,

the makeup may appear distorted. This may occur, for

instance, if an individual decides to have a facelift after

having had permanent eyebrows or eyeliner done.

In addition to dissatisfaction, the Food and Drug

Administration has identified various risks associated

with permanent make-up. These include infection,

such as hepatitis, due to the use of unsterile equipment

in performing the procedure; allergic reactions to the

pigment; the formation of nodules (granulomas)

around particles of the pigment, because the body

perceives them as foreign matter; the development of

keloids (raised scars); and complications with mag-

netic resonance imaging (MRI), such as burning or

swelling at the site of the makeup.

Various techniques are available for the removal of

permanent make-up. Laser treatments must often be

repeated several times to remove the pigment. The

results often vary, however. Some individuals experi-

ence allergic reactions following laser treatments for

the removal of the pigment because the laser treatment

may cause allergenic substances in the ink to be

released into the body.

Other approaches to permanent make-up removal

include dermabrasion, salabrasion, scarification, surgi-

cal removal, and camouflaging. Dermabrasion involves

abrading layers of skin with a wire brush or diamond

fraise (a type of sanding disc); this procedure may leave

a scar. Salabrasion utilizes a salt to remove the pigment

and is often used in conjunction with dermabrasion.

Scarification removes the pigment through the use of

an acid solution, but this also leaves a scar. The surgical

removal of permanent make-up often relies on the use

of tissue expanders. These are balloons that are

inserted under the skin, so that when the pigmented

area is cut away, there is less of a scar. Camouflaging

requires the addition of new pigments in order to cover

the old one or to form a new design or pattern.

http://www.asrm.org/Professionals/Fertility&Sterility/straw.pdf
http://www.asrm.org/Professionals/Fertility&Sterility/straw.pdf
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Suggested Resources

U.S. Food and Drug Administration, Tattoos and Permanent

Make-up, http://www.cfssan.fda.gov/�dms/cos‐204.html

http://www.mayoclinic.com/health/ tattoos-and-piercings/
Personality Disorders
Amy S. House . Josephine Albritton

The Diagnostic and Statistical Manual of Mental Dis-

orders, 4th Edition (DSM‐IV), defines a personality

disorder as an enduring pattern of inner experience

and behavior that deviates markedly from the expecta-

tions of the individual’s culture, is pervasive and

inflexible, has an onset in adolescence or early adult-

hood, is stable over time, and leads to distress or

impairment. The DSM‐IV defines these disorders cate-

gorically, and requires that a certain number of estab-

lished criteria be met before the diagnosis is made.

Individuals who meet the criteria for a diagnosis of a

personality disorder are often diagnosed with other

mental disorders, especially mood disorders, anxiety

disorders, and substance abuse or dependence. There

are ten recognized personality disorders in all, which

the DSM‐IV groups into ‘‘clusters.’’

Cluster A includes personality disorders character-

ized by oddness or eccentricity: paranoid, schizoid, and

schizotypal. Paranoid personality disorder is character-

ized by basic distrust and suspiciousness, while schizoid

and schizotypal personality disorders are both character-

ized by social detachment. However, those with schizo-

typal personality disorder also exhibit odd beliefs (e.g.,

clairvoyance and telepathy), odd behaviors, and peculiar

perceptual experiences.

The Cluster B personality disorders are character-

ized by dramatic, emotional, or self‐centered behavior:

antisocial, borderline, histrionic, and narcissistic.

Those who exhibit antisocial personality disorder con-

sistently violate the rights of others, and often use

aggression, dishonesty, and criminal behavior to meet

their goals. Individuals who meet the criteria for bor-

derline personality disorder have their lives character-

ized by a pattern of instability of behaviors, emotions,

relationships, and self‐image. They tend to be impulsive

andmay repeatedly engage in self‐injurious behavior or
attempt suicide. Histrionic personality disorder is char-

acterized by attention seeking and dramatic emotional

expressions, speech, and gestures. The primary features

of narcissistic personality disorder are an inflated sense

of self‐importance, a need for excessive admiration, an

expectation of special treatment from others, and a lack

of empathy.

The personality disorders in Cluster C are charac-

terized by anxiety and fear: avoidant, dependent, and

obsessive‐compulsive. The primary features of avoi-

dant personality disorder are a perception of oneself

as socially inadequate and a fear of being rejected or

criticized. Dependent personality disorder is character-

ized by an excessive need for nurturance and support,

which leads to passivity and fears of separation from

others. Individuals who meet the criteria for obsessive‐
compulsive personality disorder are very rigid in their

thinking and activities, and are preoccupied with

orderliness and perfectionism.

The best available data indicates that the personal-

ity disorders have prevalence rates between 0.5% and

3% in the general population. Borderline personality

disorder (BPD) is one of the most common personality

disorders among individuals seeking mental health

treatment, and is seen in approximately 8–11% of

mental health outpatients and 14–20% of psychiatric

inpatients. Prevalence rates of personality disorders

according to race, ethnicity, and culture remain largely

undetermined.

There is also a lack of adequate research regarding

personality disorders across the life span and the

course of these disorders in late life. The best available

data suggests that personality disorders persist into late

life, particularly the disorders in clusters A and C. In

addition, personality disorders are especially prevalent

among depressed elderly persons, and the presence of a

personality disorder negatively impacts the treatment

of late‐life depression. Personality disorders have the

potential to adversely impact the overall health and

well‐being of the elderly, in part because the rigid and

maladaptive behavior associated with the disorder may

interfere with both seeking and cooperating with

needed medical care.

Suicide is one of the greatest public health pro-

blems associated with personality disorders. Suicide is

one of the ten leading causes of death in the United

States, and up to 40% of people committing suicide

meet the criteria for a personality disorder. The per-

sonality disorder most associated with both attempted

http://www.cfssan.fda.gov/~dms/cos-204.html
http://www.mayoclinic.com/health/
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and completed suicide is BPD, with 5–10% of those

meeting criteria for BPD committing suicide.

The development of effective and proven treat-

ments for personality disorders has lagged behind

advances in the treatment of other mental health pro-

blems, in part because of a belief that these disorders

were untreatable. Currently, pharmacological treat-

ments focus on the management of symptoms that

may be associated with a personality disorder, such as

cognitive‐perceptual disturbances, mood dysregulation,

aggression, and impulsivity. However, pharmacologi-

cal treatments alone are inadequate for the treatment

of personality disorders, and therefore psychotherapy

is the recommended treatment method. Treatments

for borderline personality disorder are among the

most studied. ‘‘Dialectical behavior therapy’’ is the

type of outpatient psychotherapy for BPD that cur-

rently has the most evidence for its effectiveness.

Avoidant personality disorder has been shown to

respond well to behavioral treatments, including sys-

tematic desensitization and social skills training.

‘‘Multisystemic therapy’’ has been demonstrated to

be effective for adolescents exhibiting behaviors asso-

ciated with antisocial personality disorder. A few pub-

lished studies have suggested that cognitive therapy

may be effective in the treatment of several personality

disorders, including borderline, antisocial, narcissistic,

dependent, and avoidant.
Related Topics

>Mood disorders, >Parasuicidal behavior, >Psy-

chotherapy, > Substance use, > Suicide
Suggested Readings

American Psychiatric Association (1994) Diagnostic and statistical

manual of mental disorders, 4th edn. American Psychiatric Asso-

ciation, Washington, D.C.

Birren JE, Sloane RB, Cohen GD (eds) (1992) Handbook of mental

health and aging, 2nd edn. Academic Press, San Diego, CA

Linehan MM (1993) Cognitive behavioral treatment of borderline

personality disorder. Guilford Press, New York

Morse JQ, Lynch TR (2004) A preliminary investigation of self‐
reported personality disorders in late life: Prevalence, predictors

of depressive severity, and clinical correlates. Aging Ment

Health 8(4):307–315

Young JE, Klosko JS (1993) Reinventing your life: How to break free

from negative life patterns. Dutton, New York
Suggested Resources

Geriatric Mental Health Foundation; www.gmhfonline.org

National Alliance for the Mentally Ill; www.nami.org

National Education Alliance for Borderline Personality Disorder;

www.neabpd.org
Pets
JannatFay Clark

Pet ownership in the later stages of the life cycle can

promote physical health. Evidence suggests that pet

ownership is associated with fewer visits to physicians.

In addition, studies show relationships between pet

ownership and lowered blood pressure and triglyceride

levels. In regard to coronary artery illness, pet owner-

ship has been shown to promote increased rates of

survival in persons who have had heart attacks and

return home after being hospitalized. In a follow‐up
study, out of 93 patients who returned home from the

hospital after being treated for heart attacks, 6% of

those with pets died compared to 44% of those with-

out pets. These results occurred independent of other

social relationships.

Stressors that are common in later years include

loss of loved ones, separation from children and pre-

vious coworkers, and social role changes. The likeli-

hood of living alone also increases with age. Change in

such social supports can lead to increased stress levels.

Pet ownership promotes a decrease in response to such

stressors, which can lead to reductions in physiological

arousal such as increased blood pressure and heart

rates. Increased physiological arousal caused by stress

can cause excessive release of the hormones cortisol

and adrenal cortical stimulate. This process can create

strain on the function of other bodily systems.

Psychological benefits of pet ownership include

decreases in depressive symptoms, support in coping

with grief and loss, and a decrease in feelings of isola-

tion and loneliness. Isolating circumstances of home-

bound older people can lead to depression, which can

lead to increased susceptibility to illness. Socially iso-

lated older pet owners indicate that they tend to have

lower levels of depression than those without pets. Dur-

ing periods of emotional isolation due to separation or

http://www.gmhfonline.org
http://www.nami.org
http://www.neabpd.org
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transitions such as spousal bereavement, pets can

decrease the feeling of loneliness. The presence of pets

increases feelings of happiness, security, and self‐worth.
Overall, pets can help people maintain psychological

equilibrium.

An important factor in determining how much

emotional benefit a person gains from pet ownership

is pet attachment. One study shows evidence that pets

can be seen as family members. There are specific

factors that can be used to identify whether a person

is attached to their pet or not. These include how

emotionally close one feels to their pet, a sense of

being loved and accepted by a pet, sometimes feeling

closer to one’s pet than to other family members,

identified decreases in loneliness because of pet own-

ership, a belief that one’s pet is loyal, recognizing a pets

dependence on the owner, and seeing a pet as one’s

closest companion during certain periods of time. In

addition, a pet owner’s response to caregiving suggests

an additional means of gauging whether or not pet

attachment is present. Factors that indicate this

include time spent with and activities directed toward

the pet, interest in and affect toward the pet, knowl-

edge about the pet and its care, and behavioral

responses to the pet and its needs. Supporting older

persons to gain knowledge about how to care properly

for their pets may act to promote pet attachment. If

care for the pet becomes cost prohibitive, there may be

programs in the community which provide reduced

costs for specific types of pet care such as spaying and

neutering. Some pet medicines can be purchased at pet

shops or through pet supply catalogues, which can

further reduce the chances of accruing costly veterinary

bills.

Pet loss can precipitate grief and mourning as well

as intensify feelings of anxiety, depression, and anger.

Separation from a pet, or threat of separation, can also

promote negative emotions including separation anxi-

ety. These factors deserve careful consideration when

older persons are forced to leave pets behind. Reasons

for leaving a pet can include moving to a house, con-

dominium, or apartment where pets are not allowed,

or not being able to care for a pet because of health‐
related or economic reasons. As our aging population

increases, it is important that policies be enacted in

favor of older persons being able to keep their pets.

Studies have provided behavioral data demonstrat-

ing that pets stimulate social interactions. Dogs, for

example, are unique companions as they are virtually
available at almost all times to their owners. Social

benefits of pet ownership in the aging population

include an increase in reported walks taken each day.

According to one major study, pet owners are shown to

keep a pattern of taking their dogs for a walk twice a

day, whereas those without pets show a pattern of

taking a walk by themselves only once per day. In

addition, dogs appear to support the process of pro-

moting conversations between persons. Dogs clearly

play a role in capturing the attention of passersby. It

is hypothesized that ways in which pets can positively

affect social interactions include providing novelty,

which begets the attention of others, providing a

source of common interest, which can give structure

to the beginning of a conversation, the pet acting as

social facilitator in which an instant topic for discus-

sion is at hand, and acting as an ice breaker to promote

initial engagement in a conversation. Other ways that

dogs promote conversation is through a pet owner’s

tendency to engage in one‐way verbal interactions with
their dogs. In one study, over 96% of elderly pet own-

ers reported that they talk to their pets. Even when the

dog is not present pet owners will frequently make

reference to their dog.
Related Topics

>Bereavement, >Coping, >Depression, >Exercise,

> Loneliness
Suggested Readings

Rogers L, Boltz R (2001) The role of pet dogs in casual conversation
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Physical Examination
Kathleen M. Wolner

The concept of the adult physical examination has

changed significantly in the past several years. As com-

pared to many years ago when having a ‘‘physical’’

meant an annual hour‐long history and physical exam-

ination, medical care has changed to consist of a series

of visits where a broad array of issues are addressed.

The care is tailored to the patient’s gender, health

history, and family history. Screening for illnesses for

which the patient is at risk, counseling for problems

that the patient is at risk of, and immunizations are

addressed during the visits. The extent of the physical

examination is based on the clinical situation. The

purpose of the physical examination is to allow the

patient to express concerns and explain symptoms

he or she is experiencing. It allows the physician to

investigate physical complaints further as he or she

examines the patient. It is an opportunity to not only

obtain further history, but also share a variety of

information between the patient and the physician.
What is a Comprehensive
Examination?

A critical part of every physical examination is an

assessment of the vital signs. This includes the pulse,

respiratory rate, and blood pressure. Blood pressure is

an extremely important part of any physical examina-

tion. An elevated blood pressure of greater than 140

systolic should be repeated with the patient at rest for

5 min to confirm that it is real and not due to anxiety.

Before starting antihypertensive medication, at least

three abnormal readings should be obtained. The tar-

get blood pressure will vary based on the patients’

diseases, for example, a diabetic person’s systolic

blood pressure should be less than 130. Body tempera-

ture should be checked if you are ill. Weight and height

are also very important as they allow the body mass

index (BMI) to be calculated. The BMI correlates with

body fat.

Any skin lesions should be assessed and if the

patient has any complaints regarding his or her hair

or scalp, a thorough examination of the entire scalp,

skull, and face should be done. The hair and nails can

provide early clues to the presence of medical illness.
The physician will continue to examine the skin

through the remainder of the physical examination. A

comprehensive examination of the eyes is generally

done in an ophthalmologist or optometrist’s office.

The primary care provider, however, does need to assess

the position, alignment, and movement of the eyes in

addition to the health of the eyelids and conjunctiva of

each eye.

Examination of the ears allows one to inspect the

eardrums, canals, and external ears. The sinuses are

examined by palpating the areas above the eyebrows in

the midline (frontal sinus) and the maxillary sinuses

(below each eye). Palpation may reveal tenderness and

provide clues to the presence of infection. A light and

speculum is used to look into the nose to evaluate the

lining (or mucosa), septum, and turbinates, the inter-

nal structures of the nose. If hearing is impaired, a

referral to an audiologist is indicated. Cerumen, or

wax in the ear canal, should be removed before refer-

ring the patient to an audiologist for formal testing

with an audiogram since excessive wax buildup can

impair hearing.

Examination of the mouth and throat includes a

check of the lips, oral mucosa, gums, teeth, and tongue.

A thorough examination of the oral mucosa, gums,

tongue, palate, and tonsils is especially important in

persons who use tobacco or alcohol as they are at

increased risk of oral cancer. Abnormal spots or non-

healing sore areas should be evaluated by a dentist or

otorhinolaryngologist (ear, nose, and throat specialist)

for possible biopsy. Routine dental examinations and

treatment are critical for keeping teeth healthy and

pain‐free for a lifetime.

Lymph nodes are present in both the front and the

back of the neck. Nodes are located in the front of each

ear, behind the ear (pre and postauricular) and at the

base of the skull (occipital). Small nodes beneath the

chin are called the submental nodes while those under

the jaw line are the submandibular nodes. Toward the

back of the jaw line and below the ear are the tonsillar

nodes. Enlarged nodes should be reported to your

physician immediately. They can be caused by infec-

tion, benign growths, or malignancy (cancer). Normal

sized but very tender or hard nodes should also be

checked by your physician. The thyroid gland rests in

the middle of the neck in the midline and is palpated to

check for enlargement or nodules.

Examination of the chest is done using visual

inspection, palpation of the chest wall, and listening

with the stethoscope. The purpose of listening with the
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stethoscope is to identify any abnormal sounds that

might indicate bronchospasm (wheezing) or crackling

sounds that would be consistent with fluid in the lungs

or infection.

Examination of the female breasts is done usually

with the patient’s arms relaxed and then elevated. It is

also helpful to bring her hands to her hips and ask her

to press down on the hips so that it may make any

abnormalities more prominent. Men with breast pain

or swelling should be examined in the same manner.

Each quadrant of the breast needs to be fully examined

both superficially and with deep palpation. Breast tis-

sue extends up into the axilla under the arm and this

portion should also be checked.

The musculoskeletal system examination includes

assessment of the arms, legs, shoulders, neck, and the

temporomandibular joint, where the mandible (or

jaw) connects with the skull. It is important that any

painful joints be palpated and an evaluation of the

range of motion of the joint be done. Examination of

the back includes inspection and palpation of the spine

and back muscles. Tapping on each side of the lower

end of the rib cage is used to assess inflammation of the

kidney and surrounding structures. Tenderness elicited

here is referred to as costovertebral tenderness. The

‘‘costo‐’’ refers to the ribs and the ‘‘vertebral’’ to the

spine.

To fully evaluate the heart, it is important to look at

and palpate the carotids, which are the large arteries in

the neck. One may listen for carotid bruits, which are

muffled sounds, indicating possible obstruction in the

vessels. The heart examination starts with inspection

and palpation of the chest. Enlargement of the left

ventricle can be felt as a ‘‘tap’’ during this part of the

examination. Examination of the heart is done by

listening to all areas of the heart that coincide with

the four heart valves. Your physician is checking for the

heart rate, regularity of the rhythm, and murmurs.

Murmurs are harsh sounds created by the blood flow-

ing across tight valves (stenosis) or when blood falls

backward through a leaky valve (regurgitation).

When examining the abdomen it is important for

your health care provider to first look, then listen for

the presence of bowel sounds. After bowel sounds are

identified, it is appropriate to percuss (tap) the abdo-

men to identify the size and span of the liver. At this

point, the examiner can examine the entire abdomen

lightly and then more deeply with the fingers. The kid-

neys are very deep and covered by the lining of the

abdominal wall, and thus cannot be felt on examination.
The aorta is a very large vessel that courses along the

back wall of the abdomen before it splits to supply

blood to the legs. It can be felt in persons with low

abdominal fat or in the case of an enlargement in the

aorta (aneurysm).

The genitalia and rectal examination in women is

performed with the woman in the stirrups. The exter-

nal genitalia are examined along with the vagina and

cervix. A Pap smear is obtained and palpation of the

uterus and the adnexa (ovaries) is done. As long as a

woman has had normal pap smears at appropriate

intervals during her lifetime, she may stop having

them when she reaches age 65. If she is at high risk

for cervical cancer, this recommendation does not

apply and pap smears should be done at intervals

based upon her risk factors. In men, the genital and

rectal examination begins with inspection of the peri-

anal areas. A rectal examination allows the examiner to

check the anal canal, prostate gland, and rectum. Penis

and scrotum are checked along with examination for

hernia if the patient voices any concerns about these

areas.

The examination of the legs includes evaluation of

the vessels, nerves, muscles, and bones. An important

part of the examination is palpation to check for swel-

ling in the legs, also known as edema. The pulse on the

top of the foot is known as the dorsalis pedis and is one

way to assess the adequacy of blood flow to the feet.

The ability to move the hips, knees, and ankles through

the normal motions is assessed. Joints are checked for

redness, swelling, or enlargement. The size and bulk of

muscle groups are noted along with unusual move-

ments such as twitching, which is seen in some neuro-

logic diseases.

A neurologic examination assesses the health of the

cranial nerves, which are the nerves that supply sensa-

tion to the face, head, and neck. The cranial nerves can

be checked by looking for the patient’s sense of smell,

strength of the jaw muscles, corneal reflexes, which are

the reflexes of the eye when touched, facial movements,

the gag reflex, and the strength of the muscles in the

neck. Muscle strength testing is part of the neurologic

examination, as is sensation and the evaluation of

balance to further assess the cerebellar system. The

patient’s walking pattern, or gait, should be observed.

Deep tendon reflexes are checked by tapping the spe-

cific tendons with a small hammer. Muscle health is

assessed first by checking the appearance of muscle

groups. Are they symmetric in size? Strength is tested

and each side is compared to the other. Consideration
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is given if a person is right or left handed or has a

history of an injury that permanently weakened a part

of the body. Sensation, another part of the neurologic

examination, is checked in different ways. Light touch

is checked using a thin piece of nylon filament. Posi-

tion sense and testing checks for spinal cord problems

is done by having the patient close his eyes while the

examiner checks to see if he know where his toes or

fingers are being moved. Vibration sense is checked

using a tuning fork. The examiner sees if the patient

feels the ‘‘buzz’’ or vibration as long as he or she should

feel it.

The mental status examination is completed using

observation throughout the history and examination.

There are formal tests that can be administered quickly

in the office to assess thought content, insight, judg-

ment, memory, and abstract thinking.

The appropriate depth of a physical examination

clearly must be based upon the patient’s age, his or her

known health problems, and the complaints. The

depth of an examination for a healthy 70‐year old

with no symptoms is very different from the depth of

an examination given to a 60‐year old with several

medical conditions. Generally speaking, however,

adults over the age of 65 have more medical conditions

and thus usually require more frequent and in‐depth
medical care. In general, what has been described

above is a very comprehensive examination and not

necessarily what is indicated for each patient at each

visit.

A normal physical examination is no guarantee of

normal health as it simply allows the physician to

evaluate that person on that day. However, a person

with no symptoms can become ill shortly after having a

normal physical examination. Although this makes the

point that a physical examination is no guarantee of

sound health, it is a great opportunity to identify and

evaluate symptoms. There are other populations of

patients who are disadvantaged, either due to home-

lessness, mental illness, or being in abusive situations.

Many times these patients have difficulty keeping

appointments, thus, when they do present for care, as

much care should be given to them as possible.
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Physical Therapy
Paula L. Hensley

Physical therapy as a profession started in the late

1800s to early 1900s as a way of aiding rehabilitation

of patients with poliomyelitis, which first affected chil-

dren in the United States in 1894. One of the first

people to practice physical therapy as a profession

was a woman named Mary McMillan, who later served

in World War I. She and other physical rehabilitation

specialists and reconstruction aides, as they were called

then, founded the American Women’s Physical Ther-

apeutic Association in 1921. The next year, the name of

the organization was changed to the American Phy-

siotherapy Association, and men were admitted. Cur-

rent practitioners are physical therapists and physical

therapist assistants. In the year 2000, approximately

31% of a US physical therapist’s time was spent treat-

ing individuals aged 55 and over; by the year 2020, this

number is expected to increase by 10%.

Patients are referred to physical therapy for a vari-

ety of reasons—some conditions include orthopedic

complaints (back, neck pain), orthopedic injuries or

surgery, traumatic brain injury, stroke, congenital dis-

orders (in children), and urinary incontinence (espe-

cially in women). Physical therapy services typically

require prior authorization from insurance companies,

and services are not covered in all plans. According to

the American Physical Therapy Association, physical

therapy includes several steps. First, the physical thera-

pist or physical therapy assistant examines and evalu-

ates patients with disabilities, impairments, functional

limitations, and health conditions to formulate a diag-

nosis, prognosis, and intervention. Impairment refers
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to the loss of a psychological, physiological, or anato-

mical structure or function. Disability means a loss in

the ability to perform activities of daily living (ADLs).

The person referred for physical therapy may undergo a

specialized physical examination by the physical thera-

pist or assistant to evaluate the functional limitation

that is of concern.

Second, the physical therapist or assistant designs,

implements, and modifies therapeutic interventions to

lessen existing impairments and functional limitations.

Examples of interventions include therapeutic heat,

therapeutic cold (cryotherapy), therapeutic ultra-

sound, ultraviolet light or laser light, hydrotherapy

(using whirlpools and aquatic pools), traction devices,

continuous passivemotion, compression, and electrical

stimulation. Examples of the use of these interventions

are discussed below.

Third, the physical therapy professional helps peo-

ple prevent injury and disability by promoting themain-

tenance of fitness, health, and quality of life. Fourth, the

professional engages in consultation, education, and

research.

Age‐related physical changes may lead some indi-

viduals to needlessly limit physical activities. Pain and

a decrease in mobility do not necessarily accompany

normal aging. Physical therapists receive training in

the anatomical and physiological changes of aging, so

they can be wonderful resources in preventing disability

and restoring high levels of functioning.

Many people are referred to physical therapy treat-

ment when an injury occurs, often leading to pain.

Therapeutic heat is frequently utilized to ease pain,

reduce muscle guarding and spasm, and aid tissue

elasticity. Heat application may be superficial (e.g.,

using hot packs, whirlpool, and paraffin) or deep

(e.g., using ultrasound or electromagnetic radiation

in nonionizing form). Cryotherapy, or cold therapy,

helps manage pain, edema, and muscle guarding or

spasm. Cold packs, cool whirlpool, and icemassages are

three cryotherapy agents. Cold therapy is used for acute

injuries, as heat may increase inflammation during the

acute period.

Ultraviolet light has been useful in the treatment of

dermatological conditions including psoriasis; lasers

have been helpful in promoting tissue healing and

treating pain. Whirlpool therapy has several clinical

uses, including pain relief, wound debridement,

wound cleansing, and stimulation of circulation. Trac-

tion techniques, such as cervical traction and lumbar

traction, are useful in conditions that may benefit from
an increase in the space between vertebrae, such as disk

herniation, muscle spasm, and arthritis of the spine.

Traction works by applying a pulling force via either

free weights or a traction machine to the spine.

Continuous passive motion is a type of passive

motion, which is produced using a mechanical device.

It is often used postoperatively for joint injuries and

reconstructions and is best started within the first post-

operative week. Mechanical compression units are

another type of motorized device that is used in phy-

sical therapy. Such devices deliver compression inter-

mittently to reduce edema. Typically, patients wear

compression garments between treatments to maintain

improvement.

Lastly, electrical stimulation is used to help manage

pain, strengthen muscle, stimulate denervated muscle,

and ease edema. It is also beneficial in encouraging

circulation, wound healing, and fracture repair. A

device called a transcutaneous electrical nerve stimula-

tion (TENS) unit has been especially helpful in the

management of pain.

In summary, physical therapy is useful in the pre-

vention and treatment of disability and physical lim-

itation. Multiple techniques are employed by the

physical therapy professional to achieve the goals of

therapy.
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Physician‐Assisted Death
Rien M. J. P. A. Janssens . Michelle Champoir
Definitions

Belgium and the Netherlands are the only countries in

the world where euthanasia is now a legal practice. In

both countries euthanasia is defined as ‘‘the intentional

life terminating action by someone other than the

person concerned, at the request of the latter.’’ This

means that use of the term ‘‘euthanasia’’ presup-

poses that (1) there is a voluntary request of a person,

(2) there is an act of active termination of the person’s

life, and (3) this act is carried out deliberately, that is,

the act is performed with the intention to end the life

of the patient. In the Netherlands, and contrary to

Belgium, the law also applies to physician‐assisted sui-

cide. If the patient himself or herself swallows the lethal

dose this is defined as physician‐assisted suicide (PAS).

The differences between euthanasia and physician‐
assisted suicide are, from an ethical point of view,

minimal. In both situations, the physician intends to

terminate the patient’s life, either by injecting a lethal

dose of euthanasia or by providing a lethal dose of

medication to the patient. The only ethical difference

may be that the patient’s autonomy is better safeguarded

in the case of assisted suicide. This however is a contested

assumption.

In Belgium, the legislative process took only 4 years,

from 1999 until 2002. In the Netherlands however, pleas

for legalization of euthanasia started already in the late

1960s. Since 1990, large‐scale empirical research studies

have provided insight in the Dutch practice of euthana-

sia and PAS. The last study is from 2001. The study

results have caused amazement in other countries and

often gave rise to a vehement, often polarized, interna-

tional debate. Before we sketch out what we believe are

the most salient ethical aspects of this international

debate, we will first describe the history of the Dutch

policy and analyze some of the empirical study results.
History of Euthanasia and PAS Debate
in the Netherlands

In 1969, a remarkable booklet appeared with the

title Medical Power and Medical Ethics. The author,
J.H. van den Berg, who was a psychiatrist, was one of

the first who had perceived that application of medical

technology could, under circumstances, do more harm

than good. He concluded that in an era of increasing

technological interventions, able to prolong patients’

lives endlessly, it should no longer be the doctor who

decides. The doctor’s medical power should be handed

over to the patient or to the incompetent patients’ loved

ones. The choice to be kept alive by medical technology

is theirs and they should have the power to, either

passively or actively, end their lives. Euthanasia, accord-

ing to the author, is a logical result of the medical

technological development. He thus predicts ‘‘Not

that it already happens: the new medical ethics is still

too young. But it will happen. It has to happen.’’ Hence,

for example, in the United States the ethical debates are

focused on withholding and withdrawing treatment

whereas in the UK the hospice movement originated,

and in the Netherlands euthanasia has been a central

topic ever since the origins of modern medical ethics.

Van den Berg’s prediction was soon to come out. In

1971, the first euthanasia case was brought before

court: the so‐called Wertheim case. An older woman

suffering from the consequences of a cerebrovascular

accident (CVA) had tried to commit suicide, which

failed. She wanted to die. Her daughter, who was a

general practitioner (GP), committed euthanasia using

high dose of morphia. The court ruled that she was

guilty. The verdict however was remarkably low: one

week probational. Many people sympathized with the

GP and were to form the Dutch Voluntary Euthanasia

Society in 1973. It was to take until 1984 that a physi-

cian was acquitted for committing euthanasia. The

Dutch Supreme Court ruled that the physician had

rightfully appealed to force majeure (defense of neces-

sity). In 1985, a state commission was assigned at the

request of the Dutch Parliament to advise on euthana-

sia legislation. The vast majority of the commission

advised that euthanasia should be legalized if certain

conditions are met. As noted above, this was to take

another 17 years. Until legalization, there had been a

policy of pragmatic tolerance. On the one hand, eutha-

nasia was a penal offense with a maximum prison sen-

tence of 12 years. On the other hand, most euthanasia

cases were dismissed after an inquest. This was the

case if the physician had observed the so‐called con-

ditions of carefulness that were established in criminal

and disciplinary jurisprudence after 1971. Currently,

the penal code articulates the following criteria for

euthanasia and PAS:
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1. The patient’s request is voluntary and well considered.

2. The patient’s suffering is unbearable and hopeless.

3. The patient has been informed about the situation

and the prospects.

4. There is no reasonable alternative.

5. A second, independent physician has been consulted.

6. The physician has performed the act of life termi-

nation with due care.

Since 1994, the physician is also legally required to

report his act of euthanasia or PAS. This requirement is

formulated in the civil code. Between 1994 and 1998

the physician had to report to the public prosecutor. In

1998, five regional committees were established which

were to assess retrospectively whether all conditions of

carefulness had been met. Each committee consists of a

physician, a lawyer, and an ethicist. If the committee

judges that the conditions have not been met, they

send their findings to the public prosecutor who will

then bring the case to court. If, according to the com-

mittee, the conditions are met, the physician is

acquitted.

Since 1969, the practice of euthanasia has been

subject to intense political, legal, ethical, and medical

involvement. The developments are far from self‐
evident, as other countries have taken different direc-

tions in dealing with the challenges posed by modern

medicine. However, while euthanasia occurs also in

countries where it is illegal, the Dutch have created a

system in which it can be practiced openly albeit pub-

licly controlled. This openness gave opportunity for

various researchers to obtain empirical data regarding

the prevalence of euthanasia.
Nationwide Empirical Studies

Three large‐scale empirical studies have been con-

ducted in 1991, 1996, and 2001. According to the latest

figures of 2001, euthanasia is performed 3,600 times

and PAS 200 times, annually. Taken together, physi-

cian‐assisted death occurs in 2.8% of all 140,000 deaths

in the Netherlands. Taken into consideration that

annually 9,700 patients explicitly request euthanasia,

it can be concluded that roughly one third of the

requests are granted. In a study of the physicians,

54% of the physicians who participated in the study

carried out euthanasia, at least once, in the past; 34%

did not but would in specific circumstances be willing

to; and 8%would not be willing to carry out euthanasia
but would refer patients tomore willing colleagues. The

number of physicians who oppose euthanasia and are

not willing to refer is negligible. 77% of the patients

suffered from cancer. The most common reasons for

the patients’ euthanasia requests were

1. Meaningless suffering (65%)

2. General weakness or fatigue (43%)

3. Decay or loss of dignity (44%)

4. Prevention of decay (35%)

5. Prevention of further suffering (36%)

6. Dependence (33%)

7. Pain (29%)

In 2001, 54% of the euthanasia and PAS cases were

reported to the regional committees, which is more

than in 1996 when only 41% of the cases were

reported. Thus, strictly speaking, in 46% of the cases,

the law is trespassed and public control of what actu-

ally happened in these cases is absent. The latest annual

reports of the regional committees have shown a

decrease in the number of euthanasia and PAS cases.

This either implies that physicians have become less

willing to report, or that the factual number of eutha-

nasia and PAS cases is decreasing. A fourth nationwide

study, which is currently in preparation, will provide

clarity.
Perspectives from the United States
and International Debate on
Physician‐Assisted Death

In 1906, proposals to legalize voluntary euthanasia in

case of incurable diseases or traumas were discussed in

states like Ohio and Iowa. A majority rejected the

proposals. One could argue that debates on the issue

of euthanasia in the United States date back far longer

than in the Netherlands where the debate is only 40

years old. Yet, although as early as the beginning of the

last century physicians in the United States were mem-

bers of societies for voluntary euthanasia or even foun-

ders, the majority of the medical profession remained

opposed. Until today the American Medical Association

(AMA), which favors abortion, remains opposed to lega-

lization of euthanasia. And whereas in the Netherlands

court rulings unanimously contributed to a legaliza-

tion process, the US Supreme Court rejected in 1997 a

constitutional right to die, thus implying a crucial

moral difference between practices such as terminal

sedation and withdrawing life‐sustaining treatment
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on the one hand and euthanasia and PAS on the

other. Three years earlier, the Oregon Death with

Dignity Act took effect after a 51 to 49 vote (almost

half the voters supported PAS in California and

Washington). Oregon patients obtain, under strict

conditions, a right to get prescriptions from their

physicians to end their lives with dignity. The eutha-

nasia debate in the United States can be characterized

by a discourse in which patients’ rights are dominant.

How can a right to exercise control over time and

manner of death be united with States’ and physi-

cians’ duty to protect the lives of citizens. The com-

promise that has been made in Oregon to legalize PAS

but not euthanasia can thus be explained. The physi-

cian only orders the lethal prescription but refrains

from actively administering it. In spite of what has

been said above on supposed minimal moral differ-

ences between PAS and euthanasia, within a judicial

perspective, a discourse of rights, the differences may

not be so minimal. Be that as it may, from the early

1970s, stimulated by cases such as Karen Ann Quinlan

and Nancy Cruzan, the US ethical debates focused on

withholding and withdrawing life‐sustaining treat-

ment. The majority of physicians and lawyers will

remain opposed to euthanasia and PAS.

The topic of physician‐assisted death remains

highly contested. Taken into account, the enormous

number of publications on euthanasia and the wide

variety of arguments used for and against, it is in this

context impossible to address all the nuances of the

international debate. Yet, at least some salient topics

can be clarified with the help of the requirements of

carefulness that have been formulated above. We will

focus on these topics, leaving aside other important

arguments such as the slippery slope argument and

arguments around the role of the public health care

system. We will however make clear that the six con-

ditions of carefulness are with no exception amenable

to ethical debate.
Voluntariness of the Patient’s
Request

Can a request be voluntary if at the same time the

patient suffers unbearably? This is not self‐evident
and raises the issue of the autonomy of patients’

requests. It seems to be the duty of the physician to

carefully assess what the patient actually means when

she or he asks to be killed. It may well be that behind
the request for euthanasia is a request for help and

relief from suffering. Philosophically speaking, it is

not clear whether one can autonomously request for

something that destroys the necessary condition for

autonomy, namely life.
Unbearable and Hopeless Suffering

The concepts of unbearable and hopeless suffering

should be carefully distinguished from one another.

In the end, the unbearability of the patient’s suffering

is a subjective experience. Yet, at the same time, the

physician should empathize with the patient’s suffer-

ing. She or he should be convinced that, indeed, for

this individual patient, the suffering has become

unbearable. Decisions around the unbearability of the

suffering are not purely subjective and are impossible

to objectify, but do contain elements of intersubjectiv-

ity. The patient and the physician are both involved.

Decisions about the hopelessness of suffering are in

the end medical decisions. Is it clear that no alternative

options are viable anymore? Specifically in cases where

the suffering is of psychiatric or psychosocial nature, it

seems very contentious to decide about hopelessness.

In 1993, a Dutch physician was acquitted after having

assisted in the suicide of a woman who was suffering

psychologically. Only in 1998, the Supreme Court

ruled that a medical diagnosis is required to legally

carry out euthanasia.
Patient Has Been Informed about the
Situation and Prospects

Informing a patient about his or her prospects

requires, next to an empathic, human attitude, also

medical knowledge and expertise. Many patients

request for euthanasia out of anxiety of what will

happen to them in the future. They want to prevent

further suffering, decay, suffocation, etc. However, is

this anxiety justified? In 1994, a television documen-

tary was broadcasted in the Netherlands about an

amyotrophic lateral sclerosis (ALS) patient who

requested for euthanasia. One of the reasons for his

request was the prevention from suffocation. But do

ALS patients actually die from apnea? Many far

advanced ALS patients get infections which, when left

untreated, result in a natural dying process.
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There is No Reasonable Alternative

According to many palliative care specialists, it is in

cases of emergency that it is always possible to render

the patient asleep so that she or he does not have to

experience the unbearable suffering any longer. This

option of terminal sedation seems to be a viable alter-

native to euthanasia. At the same time, patients can

have good reasons to refuse terminal sedation. They

may associate a sedated deathbed with less dignity, loss

of control, and increase of dependence. For their loved

ones it may be difficult to witness the patient in deep

sleep, unable to communicate anymore.
An Independent Physician Has Been
Consulted

Many spokespeople argue that this independent phy-

sician should have expertise in palliative care, or when

it concerns a psychiatric patient, in psychiatry. Indeed,

specialist palliative care may prevent or take away

requests for euthanasia. It is vital that before a eutha-

nasia request is granted, the physician makes sure that

the patient is not clinically depressed. However, the

Dutch law does not stipulate specific requirements.
The Life‐Terminating Act is Carried
Out with Due Care

Although data regarding the means used to carry out

euthanasia are not available, it is clear that morphia is

still used to shorten or terminate patients’ lives. More-

over, roughly in about 20% of the cases of physician‐
assisted suicide in the Netherlands, the attempt fails

(for instance because of the patient’s inability to swal-

low the awfully tasting lethal dose of medications).

Currently, specialized physicians are available in the

Netherlands who provide consultations regarding the

administration of proper euthanasia.
Future Perspectives

As mentioned above, the euthanasia debate is richer and

contains far more views and arguments than presented

here. On the basis of the central requirements that are

formulated in the Dutch penal code we have only been

able to touch on some salient issues of the debate. In the
Netherlands and Belgium, it is unlikely that the legaliza-

tion of euthanasiawill be undone in the near future.Many

other countries face difficult decisions. In the UK for

instance, a political debate is now being held on possible

legalization of euthanasia under specific circumstances.

However, euthanasia remains a means of last resort,

if it is considered justifiable at all, only in specific and

exceptional circumstances where the suffering of the

patient is unbearable and hopeless. All cases of eutha-

nasia share elements of tragedy. This means that in order

to prevent tragic decisions to terminate the lives of the

most dependent and weak members of our societies, a

further development of palliative care is imperative.
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Physician‐Assisted Suicide
Michelle M. Cornette . Paul Tiger

Physician‐assisted suicide is a term which falls along a

continuum of practices that include euthanasia and

withdrawal of life‐sustaining treatment. Physician‐
assisted suicide can be distinguished from euthanasia
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in that the patient is given the instructions or means of

ending their own life; the physician does not actually

perform the act. Suicide ‘‘assistance’’ may take the form

of (1) providing information to patients on how to

commit suicide, (2) providing the means to commit

suicide to patients, or (3) providing ‘‘moral’’ support,

supervising or observing the suicide, or assisting in

carrying out the physical act.

Interest in assisted death is growing due to

advances in health care technology which prolong life

longer than in previous generations, a growing popu-

lation of older adults, and an increasing emphasis on

patient autonomy and involvement in medical deci-

sion making also contribute to an increased interest.

Although the overall prevalence of physician‐assisted
death practices is unclear, an estimated 208 people

have used medication to end their lives since physi-

cian‐assisted suicide was legalized in the state of Ore-

gon in 1994. Data also suggests that decision making

regarding end‐of‐life issues is not uncommon among

physicians; research has suggested that approximately

26% of physicians in Washington state and 21% of phy-

sicians in Oregon, for example, have reported being

asked by their patients for ‘‘help in hastening death.’’
Arguments for and against
Physician‐Assisted Suicide

Arguments supporting physician‐assisted suicide center

on the importance of patient autonomy and control over

one’s own destiny, extending beyond the right to refuse

unwanted treatment. They also focus on a patient’s right

to a dignified death in circumstances of intractable pain,

lack of meaningful quality of life, or dehumanization.

Factors that will likely continue to influence case‐by‐case
decisions concerning physician‐assisted suicide include

certainty of death, likely imminence of death, efficacy of

available treatments for various forms of physical and

mental illness/pain, and how quality of life is defined.

Arguments against physician‐assisted suicide focus

on the danger of a ‘‘slippery slope,’’ which could lead to

active, involuntary euthanasia in which vulnerable

populations—children, disabled, mentally ill, destitute,

etc.—are preferentially targeted. Indeed, the experi-

ence of euthanasia and physician‐assisted suicide in

the Netherlands has shown that Dutch physicians have

at times failed to comply with reporting and over-

sight rules, and that children and incompetent adults

have been euthanized, violating the requirement of
voluntary, competent patient consent. Others argue

that a role in ending life is morally incompatible with

a physician’s duty to do no harm. They argue that

proper palliative care, control of pain, discomfort, and

depression can provide the opportunity for a dignified,

meaningful death.
Attitudes Toward Physician‐Assisted
Suicide

Some sources indicate that a majority of the general

population may be in favor of physician‐assisted sui-

cide under certain circumstances, but that clinicians

are more divided. One study explored willingness to

engage in physician‐assisted death practices among

consultation‐liaison psychiatrists. Psychiatrists did not

support physician‐assisted death practices as performed

by themselves or non-physicians, though they did sup-

port withdrawal of life support, and were slightly more

accepting of referral or other physician involvement in

physician‐assisted death practices. In a related study,

medical students expressed attitudes, which were lar-

gely similar to that of physicians’ in the prior study.

Additionally, those students more influenced by reli-

gious beliefs were more opposed to physician‐assisted
suicide, whereas those influenced by personal philoso-

phy were more uncertain regarding such practices. This

study further found that women were more uncertain

than men regarding assisted death practices.
Ethical and Legal Issues

Certain practices along the end‐of‐life continuum are

widely accepted and legal, such as withdrawal of life‐
sustaining treatment in a competent, terminally ill

patient who requests it. By contrast, a fair amount of

ethical/legal controversy exists around the use of phy-

sician‐assisted suicide and active, voluntary euthanasia.
Currently, physician‐assisted suicide for terminal

illness is legal only in the state of Oregon through the

Death with Dignity Act, enacted in 1994. This allows a

physician to give a patient medication for the purpose

of ending life, which the patient then administers. Two

doctors must confirm that the patient is of decisional

capacity and is an Oregon resident with a ‘‘terminal

disease likely to end his or her life within six months.’’

In the United States, the Supreme Court has decided

that individual states have the right to prohibit or
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support physician‐assisted suicide. Voluntary, active

euthanasia has been practiced (and is legal) in certain

cases in the Netherlands, but is not legal in any state in

the U.S. In addition, the AmericanMedical Association’s

Code of Medical Ethics currently prohibits physician‐
assisted suicide.

In 1997, two important U.S. Supreme Court cases

addressed the legality of physician‐assisted suicide.

While the case of Washington versus Glucksberg

rejected the notion that individuals possess a funda-

mental right to physician‐assisted suicide, the verdict

of Vacco versus Quill drew a distinction between the

legality of assisted suicide versus withdrawal of life‐
sustaining treatment. Consistent with these rulings,

some experts contend that American law emphasizes

a principle of freedom from ‘‘unwanted bodily inva-

sion,’’ which would favor the legitimacy of withdraw-

ing life‐sustaining treatments but not recognize a right

to die, or to demand help to do so. Nonetheless, these

cases and their rulings were controversial, as was evi-

dent in a series of opinions rendered by the justices

following the disposition of both cases.
Terminal Sedation

An important, related practice in end‐of‐life care is

‘‘terminal sedation,’’ an act that has been justified by

an ethical principle known as the double‐effect. This
principle states ‘‘a physician may never intend the

death of a patient but may sometimes perform actions

that may forseeably result in death.’’ In practice, term-

inal sedation involves the administration of sedatives

with the intention of providing comfort, but which

also sedate the patient to unconsciousness and may

lead to the patient’s death. Importantly, terminal seda-

tion often includes the withholding of artificial nutrition

and hydration. If the patient or decision maker under-

stands the risks and benefits, this practice is currently

considered legal. Critics, however, argue the practice is

not distinguishable from physician‐assisted suicide.
End‐of‐Life Care

In light of the controversy surrounding physician‐
assisted suicide, how are treatment providers and

patients to proceed? The American Medical Associa-

tion’s Institute for Ethics has prepared a summary

designed to help physicians and other clinicians faced
with patient inquiries about aid in dying. The Institute

advocates for assessing decision making competence,

depression, pain, and other physical, mental, spiritual,

and social stressors. They promote inquiry about goals

for care, discussion of treatment options, the seeking of

consultation, and the need to assure patients that their

end‐of‐life wishes (legally and ethically compatible)

will be followed within the context of current princi-

ples of care.

Patients should ask about options for pain relief

and palliative care at the end of their lives. They should

prepare advanced directives clarifying their wishes on

end‐of‐life issues and life‐sustaining treatments. Physi-

cians should be prepared to, when appropriate, deliver—

or refer their patients to—skilled palliative or hospice

care. If patients can approach the end of their lives with

the knowledge that their pain and suffering will be

attended to in a caring, respectful manner, perhaps

some of the trepidation concerning life’s final transition

can be alleviated.
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Pneumonia
Thomas W. Heinrich . Mark T. Wright

Pneumonia is an infection of the lungs and represents

a serious medical condition. It is usually caused by an

infection of the lower respiratory tract in contrast to

the more common cold or flu, which most frequently

involves only the upper respiratory tract. Pneumonia is

commonly caused by bacterial, fungal, or viral infec-

tions. If it has its onset in the general community, it is

known as community‐acquired pneumonia, whereas

pneumonia that occurs in individuals in health care

institutions is called nosocomial pneumonia. A third

common occurrence is for patients to aspirate contents

of their oropharynx into their lungs and cause a bacterial

infection of the lung known as aspiration pneumonia.
Incidence

Pneumonia is common among older adults. In the Uni-

ted States, community‐acquired pneumonia affects

approximately 2.5 million adults each year. One third of

affected individuals require hospitalization for pneumo-

nia or related medical complications. The incidence of

community‐acquired pneumonia and subsequent hospi-

talization increases steadily with age. This rise in inci-

dence is present even when rates are adjusted to account

for the patients’ underlying chronic health problems.

Pneumonia is the sixth leading cause of death in

the United States and represents the leading infectious

cause of death in individuals older than age 65. The

annual mortality rate of patients hospitalized with

pneumonia varies and can reach as high as 35%. In

addition, patients with pneumonia have a higher rate

of hospital readmission and mortality in the year fol-

lowing initial admission. Pneumonia is also more

common in residents of long‐term care facilities than

in community dwellers. It has been identified as the

leading cause of death in nursing‐home residents and

is the leading infectious cause of transfer to a hospital

from a nursing home.
Risk Factors

Elders have several important risk factors that may

predispose them to pneumonia. These include multiple
underlying comorbid medical conditions, disadvantaged

socioeconomic status, and age‐dependent changes in
lung function and the immune system. Dehydration,

malnutrition, and other forms of pulmonary disease

such as chronic obstructive pulmonary disease (COPD)

all represent further risk factors for pneumonia in the

older adult. Potential contributing factors often present

in aging populations include inadequate nutrition,

crowded living situations, exposure to air pollutants,

poor medical care, and lack of immunizations. Smok-

ing also is a contributing risk factor for pneumonia

regardless of patient age. Physiologically, older adults

may exhibit a suppressed cough reflex and impaired

mucociliary clearance. These factors may prevent the

patient from clearing potentially infectious secretions

from the respiratory tract. Changes in cell‐mediated

and humoral immunity associated with aging may

further predispose elders to respiratory infections

through a weakened immune response to potential

infection.
Clinical Presentation

Adults with pneumonia usually present a typical con-

stellation of signs and symptoms. Examination of a

patient suffering from pneumonia usually reveals a

cough, fever, chills, sputum production, generalized

malaise, shortness‐of‐breath, vital sign changes, and

abnormal lung sounds. The older adult with pneumo-

nia, however, often presents atypically with fewer

respiratory complaints and a lower incidence of fever.

They may instead experience confusion, disorienta-

tion, agitation, wandering, or frequent falls as their

only initial sign of infection. The lack of a typical

presentation of pneumonia in the elderly often

obscures the diagnosis and delays appropriate treat-

ment. These challenges coupled with the significant

medical comorbidities often present in the older

patient may contribute to the increased morbidity

and mortality observed in the geriatric population

suffering from pneumonia.

Laboratory and radiologic studies are often neces-

sary to complete the diagnostic evaluation of a pneu-

monia patient. Patients with pneumonia may exhibit a

highwhite blood cell count, also known as leukocytosis,

suggesting an infectious process. Measurement of

oxygen saturation often reveals a degree of hypoxia.

Chest radiographs are an essential part of the workup

of patients suspected of having pneumonia, as they
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typically show patchy or diffuse pulmonary infiltrates.

Cultures of the patient’s sputum are sometimes per-

formed in an attempt to isolate the infectious agent

responsible for the pneumonia.However, extensive diag-

nostic testing only determines the causative agent (bac-

teria, fungus, or virus) in approximately 50% of

hospitalized patients. Therefore, the diagnosis of pneu-

monia is largely clinical and based on the patient’s pre-

sentation coupled with compatible radiologic findings

on chest x‐ray.
Causes

Bacteria and respiratory viruses account for amajority of

cases of pneumonia. The specific pathogen responsible

for the infection depends on multiple patient variables

and there is no regular association between clinical signs

and symptoms, laboratory findings, and specific etio-

logic pathogens. Streptococcus pneumoniae (i.e., pneu-

mococcus) remains the most frequently identified

organism in older patients with either community‐
acquired or nursing home–acquired pneumonia, fol-

lowed by Haemophilus influenzae and Staphylococcus

aureus. Institutionalized patients are at a greater risk of

developing pneumonia from ‘‘atypical agents’’ (e.g.,

Chlamydia pneumoniae) and typical organisms that

are resistant to various antibiotics.

Aspiration pneumonia is also a major cause of

pneumonia in the elderly. Aspiration pneumonia

should be suspected in individuals with medical or

neurologic conditions, which compromise the level of

consciousness or impair the ability to protect the

patient’s airway. Aspiration pneumonia often stems

from ‘‘silent aspiration,’’ or aspiration that is not

apparent to patients and caregivers. Additionally, coin-

fection with more then one infectious agent is not

uncommon.
Treatment and Prevention

Antimicrobial therapy is the mainstay of treatment for

pneumonia in the older adult. However, because the

specific agent responsible for the infection is not rou-

tinely identified, the treatment is largely empiric and

based on several important factors. Important consid-

erations when choosing antimicrobial therapy include

the severity of the pneumonia, comorbid medical

conditions, age of the patient, and the prevalence of
drug‐resistant organisms. Rapid initiation of antimi-

crobial treatment is imperative to ensure a favorable

clinical outcome, as studies have shown that delayed

antibiotic therapy has been associated with increased

rates of death.

Once the diagnosis of pneumonia has been made

and appropriate treatment initiated, the determination

of the need for hospitalization is made on the basis of

the severity of illness and potential for adverse health

outcomes. The duration of antibiotic treatment is

based on the type of pathogen responsible for the

infection (suspected or identified), type of antibiotic

selected, severity of illness, complications, and the pre-

sence of coexisting medical illness. The average length

of treatment is 7–14 days and clinical improvement

usually occurs between days 3 and 5. Importantly,

radiologic changes on chest x‐ray often lag behind

clinical improvement and in the elderly can take as

long as 12 weeks to clear.

The potential for pneumonia to increase morbidity

and mortality in aging populations, makes reduction

of risk factors for this dangerous infection imperative.

As a result, several potential means of limiting the

occurrence of pneumonia have been identified. Influ-

enza infection greatly increases the risk of community‐
acquired bacterial pneumonia, so patients at risk of

pneumonia should receive the influenza vaccine

annually unless contraindicated. The pneumococcal

vaccine has also been shown to lessen the occurrence

of pneumococcal pneumonia. Lack of patient and

physician awareness of the pneumococcal vaccine

may limit its use. Smoking cessation may also decrease

the risk of developing certain types of pneumonia.

Long‐term oral hygiene has shown benefit in reducing

the incidence of pneumonia in elderly nursing home

residents. Feeding by nasogastric tube has also been

recognized as a potential risk factor for some types of

pneumonia.
Conclusion

Pneumonia is a common and dangerous medical con-

dition, which challenges health‐care provider and

patient alike. Signs, symptoms, and radiologic findings

are often nonspecific for the type of lung infection

present. Rapid initiation of empiric antimicrobial treat-

ment is often critical for good clinical outcome. As the

population of the United States ages, the incidence of

pneumonia and associated adverse consequences are
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likely to increase proportionally. Therefore, pneumonia

is likely to remain an important infectious disease for

decades to come.
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>Tuberculosis
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Polyamory
Sarah A. Smith . Julianne M. Serovich

In American culture, monogamy or the lifelong sexual

and emotional commitment of two individuals to each

other is the norm. Unspoken and less frequently prac-

ticed is polyamory. Polyamory, from the Greek and

Latin roots meaning ‘‘many loves,’’ describes a diverse

range of nonmonogamous relationship styles that het-

erosexuals, lesbians, gay men, and bisexuals practice.

To be successful, individuals in polyamorous relation-

ships typically negotiate a set of rules or agreements

around issues such as safer sexual practices, social

proximity to other lovers, frequency of contact

between lovers, and level of emotional and sexual

involvement between partners. These agreements

make polyamory distinctly different than infidelity or

promiscuity, as all partners are fully aware of the

arrangements. Although infidelity and cheating can

occur within the context of polyamory, polyamorous
individuals strive to be upfront and open about their

desires and practices, which is why polyamory is some-

times referred to as ‘‘responsible nonmonogamy.’’

Although there is some disagreement over termi-

nology used to describe various multipartner rela-

tionships, they can be broadly categorized as

primary, secondary, and tertiary. Primary partners

are committed to a long‐term, supportive sexual and

emotional relationship and typically have a high

level of involvement in each other’s daily lives (e.g.,

share housing and finances). Secondary partners

may also have a long‐term, committed sexual and

emotional relationship, but typically live separately

and do not share finances. Tertiary partners may be

involved in a relationship for a brief period of time

or have a long‐term, but infrequent relationship.

Although tertiary relationships may be characterized

as highly intimate, individual’s lives are typically not

as intertwined. It is possible to have any number and

combination of primary, secondary, and tertiary

partners.

No matter the arrangement, polyamorous relation-

ships are typically characterized by mutual respect and

caring for all partners. Because of this, many polyamor-

ous individuals claim that the lifestyle, or ‘‘lovestyle,’’ is

different than swinging, which involves more casual sex

and typically does not allow for emotionally based

relationships to develop. This distinction is tenuous,

however, because some polyamorous individuals resist

such hierarchical classification of relationships and

reject such differences. These individuals may refer to

their lifestyle as an ‘‘open relationship,’’ instead of a

‘‘polyamorous relationship.’’

Multipartner relationships may be open or closed

to outside sexual partners. For example, a triad of

lovers may decide to be closed and thus only have

sexual relations with members of that intimate net-

work. Such closed polyamorous relationships are also

called polyfidelity and are often considered a safer sex

strategy. An open relationship among a small group of

lovers does not have such rules on sexual relationships;

however, there is usually an agreement between part-

ners to disclose new sexual relationships or to consis-

tently practice safer sex.

Although there has been little research on polya-

morous relationships, practitioners often claim that

with communication and support these relationships

can be just as healthy as traditional monogamy and

perhaps healthier than serial monogamy. Polyamory

advocates claim that multipartner relationships may be

http://www.lungusa.org/site/pp.asp?c = dvLUK9O0E&b = 35692
http://www.lungusa.org/site/pp.asp?c = dvLUK9O0E&b = 35692
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an excellent solution for couples with different sex

drives or different emotional or sexual needs. Further-

more, some believe polyfidelity or intimate networks

are conducive for childrearing because they mirror the

support provided by extended family.

Just as with monogamous relationships, feelings of

jealousy are commonly experienced by those who prac-

tice polyamory. Unless agreements and commitments

between partners have been violated, feelings of jea-

lousy typically indicate an individual’s insecurity,

inability to trust, or lack of self‐esteem. Polyamorous

individuals are encouraged to process through feelings

of jealousy and grow emotionally from the experience.

The ability to do so, however, is a learned, ongoing skill

and is usually more successful with the support of a

skilled therapist or friends.

Because the Western world is couple‐centric and

values monogamy, polyamorous individuals often

remain closeted or go through a ‘‘coming out’’ process

as they accept their own desires and communicate

those to others. Polyamorous individuals are often stig-

matized as promiscuous, self‐centered, irresponsible,

and unable to commit, thus experiencing an emotional

toll. It is important for polyamorous individuals to find a

supportive therapist and community to help deal with

and minimize the stigma of multi‐partner relations.
Currently, there is no published research that

examines how polyamorous individuals experience

the process of aging. In fact, there is very little informa-

tion, academic or otherwise, that discusses aging and

polyamory. Of particular interest would be how poly-

amorous people fair economically and socially in

retirement. Do polyamorous relationships provide

support in old age differently than monogamous cou-

ples? Are written agreements about financial support

and caregiving, used in lieu of legally recognized spou-

sal benefits and contracts, treated equally in court?
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Polymyalgia Rheumatica
Douglas Flagg

Polymyalgia rheumatica (PMR) is an inflammatory

condition that typically causes pain and stiffness in

the neck, shoulders, and pelvic or hip muscles. It

occurs almost exclusively in those over the age of 50

and occurs more often with increasing age. It is fairly

common, occurring in approximately 7 out of 1000

people over the age of 50. PMR usually begins with

stiffness in the morning that lasts longer than 1 h. The

stiffness is usually mild in the beginning, but increases

with time and may become so severe as to cause diffi-

culty getting out of bed. Occasionally, symptoms begin

quite abruptly and become incapacitating almost over-

night. Although the neck, hips, and shoulders are most

commonly affected, these areas rarely have observable

swelling. The hands, wrists, and knees are involved less

often, but significant swelling may be observed in these

joints. Symptoms such as fatigue, weight loss, and less

commonly fever may occur in about one third of

patients. A severe headache, jaw pain, or new visual

symptoms suggest the possibility of a more serious

problem, giant cell (or temporal) arteritis, which may

occur in association with PMR. This requires immedi-

ate medical evaluation, as giant cell arteritis can cause

sudden irreversible blindness.

The diagnosis of PMR is based on the typical clin-

ical presentation, and is almost always associated with

an elevation of the erythrocyte sedimentation rate

(ESR), an indicator of inflammation. In PMR, the

ESR is usually greater than 40 mm/h (normal is up to

30). A normal ESR does not rule out the diagnosis

however, and a highly elevated ESR does not necessa-

rily mean more severe disease. The ESR is also elevated

in many conditions other than PMR. Other laboratory

abnormalities that may occur include mild anemia and

occasionally abnormal tests of liver function.

Treatment with moderate doses of corticosteroids,

such as prednisone 15–20 mg daily, usually leads to

a prompt response with most symptoms resolving in
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2–3 days. This response is dramatic enough that some

consider it a criterion for diagnosis of PMR. Most

would agree that if adequate doses of corticosteroids

do not improve symptoms, the diagnosis of PMR

should be reconsidered. The average duration of treat-

ment is between 1 and 4 years, but some patients

require longer treatment. Corticosteroids may cause

numerous adverse effects, so the minimum effective

dose is to be used. When the corticosteroid dose

cannot be lowered to an acceptable level, other treat-

ments, such as methotrexate or a‐TNF inhibitors may

be considered, although their efficacy is unproven. Due

to the long duration of corticosteroid therapy, treat-

ment to prevent corticosteroid‐induced osteoporosis is

often given along with the corticosteroids. This may

include measurement of bone density, calcium and

vitamin D supplementation, and medications to treat

or prevent osteoporosis.

Other inflammatory conditions such as rheuma-

toid arthritis, infections, and malignancy may rarely

mimic PMR. Usually, however, the diagnosis of PMR is

clear because of its characteristic symptoms, elevated

ESR, and prompt response to treatment. In 10–15% of

patients however, PMR may coexist with the above‐
mentioned condition called giant cell arteritis. Treat-

ment of giant cell arteritis usually requires much higher

corticosteroid doses than PMR. As giant cell arteritis

may develop during the treatment of PMR, symptoms

of headache, jaw pain with chewing, and visual symp-

toms should be evaluated without delay, even in people

who have responded well to treatment for PMR.

Most people affected by PMR will respond rapidly

to treatment. With careful attention, side effects of

treatment are manageable. There is no increase in

mortality and people with PMR are generally able to

lead normal lives with minimal effect on their quality

of life or function.
Related Topics

>Giant cell arteritis, >Osteoarthritis
Suggested Readings

Klippel JH (ed) (2001) Primer on rheumatic diseases, 12th ed.

Arthritis Foundation, Atlanta, Georgia

Salvarani C, Cantini F, Boiardi L, Hunder G (2002) Polymyalgia

rheumatica and giant cell arteritis. N Engl J Med 347:261–271
Suggested Resources

Hunder GG Polymyalgia Rheumatica (2005) UpToDate online

v.13.3, revised March 22, 2005. www.uptodate.com
Polypharmacy
Matthew A. Fuller

Polypharmacy continues to be significant issue for

health care professionals and patients alike. It may be

defined in many ways such as based on the number of

drugs taken or specific drug‐related problems. The

Centers for Medicare and Medicaid Services defines

polypharmacy in older adults as the use of two or

more drugs without indications or for the same pur-

pose, or the use of a drug to treat the adverse reactions

of another drug. Others have defined polypharmacy as

the use of two or more drugs of the same chemical class

or with the same or similar pharmacological actions to

treat different conditions. In addition, one study

defined minor polypharmacy as two to four drugs

and major polypharmacy as five or more drugs.

It is well known that the simultaneous use of multi-

ple drugs can produce noxious effects. In older adults,

there is not only a high risk of polypharmacy but also

the prevalence of polypharmacy is high. Polypharmacy

may lead to drug–drug interactions and adverse drug

reactions for a variety of reasons. Older adults often

have multiple chronic medical conditions for which

they see multiple providers and may get their prescrip-

tions filled at multiple pharmacies. They may also tend

to have frequent hospitalizations. Further, new drugs

are developed and brought into the market without

adequately (and often no study) being evaluated in

older adults. Other situations, which may lead to

adverse events due to polypharmacy, are that clear

end points of drug therapy may not be established

and patients might not be reevaluated for the need to

continue drugs. A lack of communication between

pharmacies and multiple providers of care can also

contribute to polypharmacy.

Drug regimens in older adults should be reviewed

regularly for unnecessary drugs, including duplication

of therapy; those without indications; and drugs treat-

ing adverse effects of other drugs. The absolute number

of prescribed medications, although important, should

http://www.uptodate.com
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not be the sole determinant of polypharmacy. Parsi-

mony would suggest that whenever possible, drugs that

treat more than one medical condition should be used

to manage certain conditions. Dosage formulations

containing drug combinations might be warranted and

may aid in the ability to minimize pill count burden.
Related Topics

>Delirium, >Drug interactions
Suggested Readings

Bjerrum L, Sogaard J, Hallas J, Kragstrug J (1998) Polypharmacy:

Correlation with sex, age, and drug regimen. Eur J Clin Pharam-

col 54:197–202

Kingsbury SJ, Yi D, Simpson GM (2001) Rational and irrational

polypharmacy. Psychiatr Serv 52:1033–1036

Larson E, Kukall WA, Buchner D, Reifler BV (1987) Adverse drug

reactions associated with global cognitive impairment in elderly

persons. Ann Intern Med 107:169–173

Veebof LJ, Stewart RE, Meyboom‐deJong B, Haaijer‐Ruskamp FM

(1999) Adverse drugs reactions and polypharmacy in the elderly

in general practice. Eur J Clin Pharmacol 55:533–536
Suggested Resources

Centers for Medicare and Medicaid Services Chapter 3: Item‐by‐
item guide to the MDS. Available from http://www.cms.hhs.

gov/quality/mds20/raich3.pdf Accessed November 10, 2005
Postmenopausal Bleeding
Karen Ashby

Postmenopausal bleeding (PMB) refers to any vaginal

bleeding that occurs after the onset of menopause. The

average age of menopause, when periods cease, is

approximately 51 years. Women often have irregular

menstrual cycles before menopause. Once menstrual

cycles have stopped for a year or more, any vaginal

bleeding needs to be evaluated by a health care provider.

Postmenopausal bleeding (PMB) can be frighten-

ing because women often fear they have cancer. While

uterine cancer is a potential etiology of PMB, it is not

the most common. The incidence of uterine cancer
increases with age and with the existence of risk

factors, such as obesity, hypertension, and diabetes.

Women taking hormone replacement therapy can also

have vaginal bleeding after menopause. This bleeding

usually has a cyclic or regular pattern. Fibroids or

myomas are a common etiology of abnormal bleeding

in premenopausal women, but uncommon in post-

menopausal women.

The evaluation of PMB begins with a careful phy-

sical examination to determine if the source of bleed-

ing is visible. Vaginal tissue in menopausal women can

be very thin and may bleed from minimal trauma. If

there is no obvious source of bleeding then testing of

the uterine lining is warranted. An evaluation of the

lining is the best way to rule out uterine cancer. One of

the simplest tests is an endometrial biopsy, which is

an office test that samples tissue from the uterus.

An endometrial biopsy can diagnose many uterine

abnormalities including cancer. The limitations are

that it can miss focal abnormalities such as endome-

trial polyps. More invasive testing may be indicated if

an endometrial biopsy cannot make a diagnosis.

The thickness of the uterine lining is useful infor-

mation to evaluate PMB. Transvaginal ultrasound

(ultrasound that takes images from the vagina) can

measure the uterine lining. A very thin lining (less

than 5 mm) is almost always indicative of atrophy.

Atrophy occurs when a thin uterine‐lining bleeds

because of lack of estrogen. This is the etiology of

most postmenopausal bleeding. At the time of trans-

vaginal ultrasound a small amount of salt water or

saline can be infused into the uterus. This is called a

sonohystogram and can better outline the lining of the

uterus and show polyps or fibroids.

Hysteroscopy is another tool to evaluate the uterine

lining. A hysteroscope is a small scope connected to a

‘‘camera’’ that directly visualizes the uterine lining.

This procedure can be done in the office or outpatient

surgery. Dilation and curettage is another outpatient

surgical procedure that samples tissue from the uterine

lining. This procedure is usually performed in con-

junction with hysteroscopy. These two procedures can

diagnose the majority of postmenopausal bleeding.

Postmenopausal bleeding can be caused by exogen-

ous estrogen (taking estrogen replacement), 30%; atro-

phy (thin tissue), 30%; polyps (benign growths of the

uterus), 10%; hyperplasia (abnormal uterine tissue

from too much estrogen), 5%; cancer, 15%; or other

causes, 10%. Older women with PMB are more likely

to have endometrial cancer, but this still is not the most

http://www.cms.hhs.gov/quality/mds20/raich3.pdf
http://www.cms.hhs.gov/quality/mds20/raich3.pdf
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common cause. Furthermore, women who have hyper-

tension, diabetes, or obesity are at higher risk for

cancer if they have PMB. Most endometrial cancer is

diagnosed early when women seek medical care. Endo-

metrial cancer is the most common gynecological

malignancy but fortunately, is usually diagnosed when

a complete cure is possible. Hysterectomy is usually

recommended for endometrial cancer. Women who

have endometrial atrophy do not require treatment

unless they have heavy bleeding or it is bothersome.

Polyps can be easily removed during dilation and curet-

tage (scraping of the lining of the uterus which can then

be tested for cancer or other abnormalities) or during

office hysteroscopy and sent to pathology. Most polyps

are benign but occasionally they can contain cancer.
Related Topics

>Cancer, >Diabetes, >Hysterectomy, >Menopause
Suggested Resources

www.medem.com

www.webmd.com
Post‐Traumatic Stress
Disorder
John Tomkowiak

Post‐traumatic stress disorder (PTSD) is an anxiety

disorder that occurs in people who have been exposed

to a traumatic event involving actual or threatened

death, serious injury, or a threat to the physical integ-

rity of self or others. The person’s immediate response

is one of intense fear, hopelessness, or horror. After the

event a person will experience recurrent and intrusive

recollections, distressing dreams, and psychological

and physiological distress to cues that symbolize or

resemble the event. At times, a person may even feel

like he or she is re‐experiencing the event (flashbacks).
Persons with PTSD will try to avoid thoughts and

activities that remind them of the event, and often

feel detached, or feel like they have a foreshortened
future. Finally, they will have persistent symptoms of

increased arousal (hyperarousal) such as difficulty fall-

ing asleep, hypervigilance, an exaggerated startle

response, difficulty concentrating, and irritability.

Symptoms that last for less than 3 months are consid-

ered acute, while those that last longer are considered

chronic. Symptoms that are similar to PTSD but only

last for less than 1 month would be considered an acute

stress disorder. Symptoms that occur 6 months after

the stressor are considered to have a delayed onset.

The lifetime prevalence of PTSD is 8% in the gen-

eral population. The incidence in the elderly is thought

to be somewhat less frequent. Although PTSD is not

commonly thought of as an illness that affects the elderly,

they do experience events that are life threatening. Events

such as physical attack, robbery, mugging, natural dis-

asters, severe automobile accidents, life‐threatening ill-

ness, witnessing a dead body, and learning about the

sudden unexpected death of a family member can be

responsible for PTSD in the elderly population. In addi-

tion, many elderly who have served in the military may

have had traumatic events at that time. PTSD symptoms

are often misdiagnosed and a careful history should be

taken especially for persons whomight have experienced

one of the events above.

Does PTSD present differently in the elderly popu-

lation? In general, the elderly have the same symptom

cluster that younger adults have, namely, re‐experien-
cing the trauma, avoidance, and hyperarousal. How-

ever, some studies have shown differences in the

symptom profile between elderly patients experiencing

PTSD and their young adult counterparts. One study

showed that elderly patients scored higher on arousal

symptoms and lower on intrusive symptoms than

younger adults. Another study showed that whites were

more likely to experience hyperarousal symptoms (alert-

ness, hypervigilance) than African Americans, when

nonphysical traumawas encountered. Finally, the symp-

toms of PTSD may worsen later in life, even in patients

who previously had periods of time that were symptom

free. The loss of social support structure, increased

time to think about past experiences, and a decreased

ability to control the activities of daily life may lead to

increased exposure to traumatic cues or memories.

What is the risk of undiagnosed PTSD in elderly

patients with depression? PTSD has a high comorbidity

with symptoms of depression. In older adults, a diag-

nosis of PTSD has been shown to slow the response of

elderly individuals to treatment for depression. It has

been suggested that patients with depression and

http://www.medem.com
http://www.webmd.com
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comorbid PTSD should be followed more closely and

for a longer period of time.

What is the recommended treatment of PTSD in

the elderly? It has been suggested that for mild cases of

either acute or chronic PTSD psychotherapy be tried

alone. For more severe cases either psychotherapy or

combination pharmacotherapy and psychotherapy can

be tried. Anxiety management, cognitive therapy, and

exposure therapy are the therapies most commonly

utilized with the elderly. Anxiety management techni-

ques, which work best for hyperarousal symptoms may

be a good choice as some studies suggest that older

patients have more intense arousal symptomatology.

Anxiety management includes techniques such as

relaxation training, thought stopping, positive think-

ing, and assertiveness training. With regard to medica-

tion recommendations, antidepressant medications, in

particular the selective serotonin reuptake inhibitors

(SSRIs) and the antidepressant Venlafaxine are the

recommended initial treatments of choice. Additional

recommendations for the treatment of older adults

include taking a careful medication history, monitor-

ing for drug interactions, starting at a lower medica-

tion dose, and increasing medication slowly.

In summary, PTSD is a diagnosis that might be

missed in an elderly patient. A history of a traumatic

life event, even if it is not recent should prompt a

thorough review of PTSD symptomatology. Though

PTSD presents similarly in younger adults and the

elderly, the elderly may experience more intense symp-

toms of hyperarousal. Finally, psychotherapy is the

initial treatment of choice for mild symptoms and psy-

chotherapy alone or combined therapy is recommended

for more severe cases.
Related Topics

>Anxiety disorders, >Depression, >Mood disorders,

>Psychotherapy, > Stress, >Violence
Suggested Readings
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Prenuptial Agreement
Brian Reinhart . Sheila Simon

A prenuptial agreement is a legally binding agreement

made before marriage, dealing with arrangements if

the marriage ever ends by divorce or death of one of

the parties. These agreements are also known as pre-

marital agreements or antenuptial agreements. Usually

these agreements describe how each party’s assets will be

divided. Still they can cover a variety of other topics such

as arrangements for children and alimony payments.

A prenuptial agreement is a legal enforceable con-

tract, meaning the courts will usually require the parties

live up to the agreement. However, a prenuptial agree-

ment is not a traditional contract, such as for the sale of

goods or services. It is made between two people who

love and trust each other and will be promising to spend

the rest of their lives together. Legal enforcement of

prenuptial agreements is a current judicial trend. Tradi-

tionally these agreements were thought to promote

divorce, but with the increase in divorce rates courts

are increasingly enforcing prenuptial agreements.

However, courts do look at these agreements very

carefully before enforcing them due to the seriousness

http://healthyminds.org/multimedia/ptsd.pdf
http://www.adaa.org/AnxietyDisorderInfor/PTSD.cfm
http://www.adaa.org/AnxietyDisorderInfor/PTSD.cfm
http://www.psychguides.com/ptsdgl.pdf
http://www.psychguides.com/ptsdgl.pdf
http://www.nimh.nih.gov/healthinformation/ptsdmenu.cfm
http://www.nimh.nih.gov/healthinformation/ptsdmenu.cfm
http://www.ptsdalliance.org/home2.html
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and potential repercussions of the contract. For exam-

ple, the court will look retrospectively to discover if

each party had a lawyer present when the agreement

was signed. This is not required for most other con-

tracts but often is in the case of prenuptial agreements.

The court may not want one party (usually the one

with more resources) to have the advantage of legal

counsel, while the other does not. Courts may even

require full disclosure of assets and income by both

parties to make sure that the party with fewer resources

is aware of what he or she could be doing without in

the event of a divorce.

There are still certain cases in which the courts will

not enforce a prenuptial agreement. The most com-

mon case involves duress, where one party is unfairly

pressured into signing the agreement. For example,

duress could be found if one party gives the other little

choice in signing the agreement or it was proposed

very close to the wedding day. These cases are becom-

ing rare as prenuptial agreements are becoming more

common and acceptable in today’s society among

middle‐aged couples and are usually enforced by the

courts.

Because 40% of marriages involve persons who

have been married before, thinking about creating a

prenuptial agreement is not an unspeakable thought.

Although many people view a prenuptial contract as

rather ‘‘unromantic,’’ the reality is that middle‐aged
individuals are likely to have more complex assets

and financial obligations than younger couples. To

provide a solid foundation for their future marriage,

individuals might want to consider sorting through

their finances to devise a plan for how they will

merge their economic lives.

Prenuptial agreements are often used in cases when

one or both parties have been married before. In many

of these cases children are involved, because each per-

son would like to preserve their assets for their children

from the previous marriage, rather than giving them to

the new spouse. In other cases, these agreements may

be used when there is great disparity between the

income or assets of the potential spouses. The prenup-

tial agreement protects the resources and assets of both

parties. For example, the party with more assets may

seek to limit the amount of property or economic

support the other party would receive upon divorce.

A premarital agreement allows for the wealthier party

to allot a certain sum to be awarded if the marriage

lasts more than a year and award greater graduating

amounts for each time the period after.
Signing this contract does not mean that a divorce

is imminent or that is a lack of trust in the relationship.

Instead, couples are recognizing the seriousness of the

upcoming commitment of marriage, are communicat-

ing their concern for the future security of loved ones,

and are expressing respect for the hard‐earned assets

and accomplishments of a future spouse.
Related Topics

>Divorce, >Marriage
Suggested Readings

Haman E (1998) How to write your own premarital agreement.

Sphinx, Naperville, IL

Lindey A, Parley L (1999) Lindey and Parley on separation agree-

ments and antenuptial contracts. Matthew Bender, New York
Preventive Care
Karen Ashby

Preventive care is a combination of behaviors and

health care practices that are designed to keep a disease

from occurring. These practices include lifestyle

changes, screening tests, and immunizations or vac-

cines. Preventive care has the potential to save millions

of lives and health‐care dollars. While health care pro-

viders play an important role in preventive health care,

patients also have responsibility.
Lifestyle

Lifestyle is an area where patients have complete con-

trol. Most diseases can be prevented or delayed by

maintaining healthy behaviors. Even people with no

risks can benefit from engaging in healthy lifestyle

behaviors. Healthy behaviors that can impact one’s

health are

� Daily exercise

� Weight control

� Smoking cessation
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� Moderate alcohol‐consumption

� Avoiding drug abuse
Screening Tests

A screening test attempts to detect a potentially life

threatening or fatal disease process when an interven-

tion can improve the outcome. The recommended

schedule for most screening tests is based on age, risk

factors, and family history. As we age, some screening

tests are recommended at more frequent intervals.

Other tests are recommended less often. One example

is mammography. While mammography is important

annually for women over 50 years, younger women

may be screened less often. An example of a test that

can be done less frequently as we age is the Pap smear

test. Pap smears are extremely important in young

sexually active women, but older women without risk

factors may not benefit from Pap smear testing. With

the exception of the Pap smear, most of the periodic

screening tests should occur more frequently as we age.

Periodic screening tests include

� Pap smear

� Breast self exam

� Mammography

� Testicular self exam (TSE)

� Prostate specific antigen (PSA)

� Colon screening (stool guaiac, flexible sigmoido-

scopy, and coloscopy)

� Blood pressure

� Weight

� Cholesterol

� Bone density
Immunizations and Vaccines

Immunizations and vaccines not only impact indivi-

duals but also impact the community. While most

people receive immunizations as children, vaccines

such as tetanus need to be updated. Tetanus should

be administered during childhood and every 10 years

throughout life. Older adults at risk for influenza

should be vaccinated annually. Other recommended

vaccines usually depend on travel or specific risks.

Most vaccines are safe for older healthy adults, but

any ‘‘live’’ vaccine should be used with caution in

older adults who do not have a healthy immune system.
Health Care Providers

Patients benefit from a consistent relationship with

their health care provider. Patients who frequent emer-

gency rooms and urgent‐care facilities for regular care
tend not to get preventive tests. Studies have shown

that patients who seek care from a primary care doctor

or primary group of doctors tend to receive screening

tests at proper intervals and get more advice on mana-

ging lifestyle behaviors such as smoking and diet. Hav-

ing a relationship with a physician also helps people

identify their own personal disease risks. For example,

a person with a family history of colon or breast cancer

may be recommended for screening earlier than the

general population.
Related Topics

>Cancer screening, >Exercise, > Immunizations,

>Physical examination
Suggested Readings

Agency for Healthcare Research and Quality (2003) The pocket

guide to staying healthy at 50þ. U.S. Department of Health and

Human Services, Rockville, MD; http://www.ahrq.gov/ppip/

50plus/50plus.pdf
Suggested Resources
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WebMD. New York, New York (2005); www.webmd.com
Probate
Janet L. Lowder . Lisa Montoni

Probate stems from the Latin word ‘‘probare’’ meaning

‘‘to prove,’’ and derives its usage from the practice in

medieval England of heirs having to prove their right

to inheritance of land to the king’s court. At that time

in history, land conferred wealth and power upon

its owner, and its transfer was carefully controlled.

The early Americans continued the practice of judicial

http://www.ahrq.gov/ppip/50plus/50plus.pdf
http://www.ahrq.gov/ppip/50plus/50plus.pdf
www.nlm.nih.gov/medlineplus
www.webmd.com
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oversight of property transfer but expanded it to include

both real and personal property. Today, the term probate

generally refers to state laws settling a decedent’s estate

under the supervision of the court. In a broader sense,

the term refers to the administration of estates, guar-

dianship, adoptions, and trusts with court oversight.

Courts charged with oversight of the probate process

today may be called Probate Court, Surrogates Court,

Orphans Court, Chancery Court, Circuit Court, or

Court of the Ordinary, and may be presided over by a

judge, surrogate, or magistrate. These are courts of local

jurisdiction, such as a county, parish, or other designated

district, and are governed by the laws of the state or

commonwealth and local court rules.

The contemporary process of ‘‘proving’’ a will

begins with submitting the will itself to Probate

Court. The will is accompanied by an application or

petition to probate the will, which details the name of

the deceased individual, or decedent, and his or her

date and place of death. The petition must also include

the names and addresses of all interested parties, which

may include next of kin, beneficiaries named under the

will, and persons otherwise named or mentioned in the

will. Those interested parties have a set period of time

after the submission of the will in which to object to its

validity. If no objections are made, a will is considered

to be ‘‘self‐proved’’ if it was executed according to

governing state law. If objections are made, the court

must then determine the validity of the will. Admitting

a will into probate may also notify creditors of the

decedent’s death, and there is usually a set period

after the date of death during which creditors may

file claims against the decedant’s estate.

The court must also approve the appointment of a

person to manage the decedent’s estate. This person is

referred to as an executor to oversee the estate, if

named by the decedent in his or her will, or may be

called an administrator or personal representative if

the decedent left no will or the person designated as

such in the will was unable to serve in that capacity.

The court generally looks to the next of kin to fulfill

this administrative role.

The process of estate administration, greatly sim-

plified in modern times, includes the gathering of the

decedent’s assets, appraisal and inventory of those

assets, payment of the decedent’s debts and costs asso-

ciated with administering the estate, calculation and

payment of estate or inheritance taxes and income

taxes, distribution of specific bequests or remaining

assets under the terms of the will or as directed by
law, and accounting to the court the disposition of

the estate assets.

The size and complexity of the estate determines

how the estate is administered and the time frame in

which the administration must be completed. The

requirements for estate administration vary from state

to state, but most states have enacted laws to streamline

and simplify the process. Many states have also adopted

all or part of the Uniform Probate Code, thus creating

consistency to this process across the country.

‘‘Small’’ estates, estates with assets whose value is

under an amount prescribed by law, may be distributed

to the decedent’s heirs without a formal administration

of the estate. The will of these smaller estates, however,

must still be submitted to the court and the distribu-

tion of assets approved by the court. This process may

be referred to as ‘‘Relief from Administration,’’ ‘‘Small

Estate Administration,’’ or other terms selected by the

local Probate Court. This abridged process is less time‐
consuming and generally less costly than a full estate

administration.

Many people still seek to avoid probate and its

negative associations even with the current push to

make the probate process easier. These negatives

include the court exercising authority superior to the

family in the probate process, fees paid to the executor

or administrator, attorney fees, and court costs. In

addition, documents filed in the Probate Court are

public and open to public review. Assets that avoid

the probate process include those held jointly with

another person under survivorship rights, property

titled as ‘‘payable on death’’ (POD) or ‘‘transfer on

death’’ (TOD), assets payable to a designated benefi-

ciary, and possessions gifted to others before death. An

individual may also transfer or title real and personal

property to a trust so as to avoid probate administration

of an estate. A trust is an estate planning tool designed to

specifically direct the use and disposition of the assets it

holds. However, avoiding probate by any of these means

may have its own costs and its own negative conse-

quences depending on individual circumstances. Simple

wills are still often recommended to ‘‘catch’’ any prop-

erty not titled or transferred correctly, even if an indi-

vidual establishes a trust or has titled assets in other

ways which do not require probate administration.

The probate process, despite changes in its meaning

and scope through the years, remains available to per-

sons of all ranges of wealth as a means to publicly

‘‘prove’’ a will and judicially supervise the transfer of

a decedent’s probate assets.
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Prostate
Derek Raghavan

The prostate is a gland situated anatomically low in the

pelvis, surrounding the urethra where it exits from the

neck of the bladder. The rectum is located behind, and

thus allows the performance of the clinical test for

prostate assessment, the digital rectal examination.

This involves the physician’s gloved, examining fore-

finger being inserted gently into the rectum with pal-

pation of the part of the prostate that lies in front of the

rectum (this gives an indication of overall size, shape,

and consistency). An experienced physician can make

an educated guess as to whether the gland is normal in

size or harbors a cancerous lump. To the sides and in

front, the components of the bony pelvis are located,

with intervening soft fibromuscular tissues and various

patterns of muscle. Adjacent to the prostate are other

accessory sex glands, including the two seminal vesicles.

The prostate is composed of many glands that

empty into multiple tiny ducts that lead toward the

posterior urethra. The developed prostate is composed

of three pathologically distinct zones. The peripheral

zone represents about 75% of the gland and is char-

acterized by ducts that radiate outward from the ure-

thra as it runs through the prostate. The central zone,
about 20% of the gland, is a wedge‐like glandular area
surrounding the ejaculatory ducts. The transition

zone, about 5% of the normal prostate, is adjacent to

the urethra on both sides. This is the region that is

thought to give rise to a benign, age‐related size

increase of the prostate, known as benign prostatic

hyperplasia (BPH). Thus different parts of the prostate

give rise to BPH and to cancer.

Although the prostate was first described as early as

4 B.C. by the Greeks, its function is still the subject of

debate and conjecture. It is clearly a gland that func-

tions as part of the male sex organ system, and pro-

duces a series of secretions, which are related to the

production of semen and its subsequent passage. These

include enzymes (including prostate specific antigen),

which contribute to liquefaction of the semen and

facilitate the migration of sperm.

At a cellular level, the prostatic glandular cells are

stimulated by androgens, and are characterized by

androgen receptors, chemical structures that facilitate

the function of male hormones in prostate cells. The

androgen receptors are responsible for activation of

cellular growth pathways in response to androgen sti-

mulation. This means that androgens interact with

these receptors, which in turn initiate a chemical path-

way that results in the growth of prostate cells. Prostate

growth, development, and function are usually andro-

gen dependent, although some cancers of the prostate

lose that function (see ‘‘Prostate Cancer’’).

The prostate is subject to several relatively common

disorders, including a benign proliferation of tissue

(benign prostatic hyperplasia), which can result in

urinary obstruction, infection or inflammation (pros-

tatitis), and cancer. These problems tend to be more

prevalent with increasing age.
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Prostate Cancer
Derek Raghavan

Prostate cancer is one of the most common malignan-

cies in men. It occurs most frequently in African Amer-

icans, but is also common in most other racial groups.

Around 170,000 new cases are diagnosed each year in

the United States, with approximately 30,000 deaths

per year. For reasons that are not completely certain,

it occurs with the lowest prevalence in Asian races, and

in particular to those who have not adapted to the

Western lifestyle and diet. Asians who regularly con-

sume a traditional Western diet (high in fat and cal-

ories) appear to show rates of prostate cancer that are

similar to those found in Whites. Prostate cancer is a

disease of older aged men, with its peak incidence in

men over 65 years of age. It has been suggested that

this cancer is now being identified more commonly in

younger men, although this may reflect changes in the

pattern of population screening. Details of the normal

prostate gland and its biology are summarized in a

separate entry (see ‘‘Prostate’’).

The cause of prostate cancer is not really known,

although it seems likely that it is associated with a high

fat and high calorie diet, a positive family history,

certain racial groups, exposure to radiotherapy, some

occupational exposure (e.g., cadmium in the battery

industry), and possibly may occur with increased fre-

quency in smokers. It has been suggested that the bal-

ance between different hormone levels in the blood

(e.g., the ratio between circulating estrogen and andro-

gens) may be a determinant of prostate cancer. It

has previously been shown that men castrated before

puberty virtually never suffer from prostate cancer. It is

well known that the prostate and prostate cancer are
stimulated to grow by male hormones (androgens),

such as testosterone. This occurs by the interaction of

androgens with androgen receptors, chemical receptor

sites on the surface of the prostate cells which, upon

interactionwith androgens, trigger a series of activation

or growth processes within the cell. This hormone

responsiveness has offered one of the major therapeutic

strategies for advanced cancer—that is, if metastatic

prostate cancer is treated by castration (removal of

function of the testicles by surgery or medications), it

will usually shrink dramatically (see below).

The most common pathological type of prostate

cancer is adenocarcinoma, derived from cancerous

changes occurring in the prostate glandular tissue.

This represents about 90% of prostate cancers. Other

pathological types, found less commonly, include tran-

sitional cell cancer (arising from the lining cells of the

urinary tract as they pass through the prostate), neu-

roendocrine or small cell anaplastic cancer, squamous

cancer, and occasionally sarcoma (these three arising

from other cells in the prostate). Rarely, cancers from

other sites can metastasize to the prostate, including

those from lung, bladder, and bowel. The pathological

pattern of the cancer is very important as a determi-

nant of the natural history of this disease. Tumors that

are well differentiated (low grade) and resemble nor-

mal tissues more closely tend to have a lower meta-

static rate, a more indolent (or slower) pattern of

growth, and a better overall prognosis. Those that are

poorly differentiated (high grade), with less resemblance

to normal tissues and a higher rate of disorganization,

tend to be more aggressive, grow more quickly, have a

higher metastatic potential, and a worse overall prog-

nosis. One of themethods of classifying the pathology of

prostate cancer is the Gleason score, which identifies the

two dominant patterns of pathology within a tumor,

scaled between 2 and 5. Thus a well‐differentiated
tumor might be classified as Gleason’s 2þ3 (meaning

that the dominant pattern is well differentiated and the

secondary pattern is a little less well‐differentiated),
where a poorly differentiated tumor might be Gleason’s

5þ4 (representing dominant completely undifferen-

tiated cells with a second, less evident population of

poorly differentiated cells). This classification allows

the pathologist to make an educated guess about the

prognosis of the patient.

The presenting features of prostate cancer depend

on the extent of disease. In an era where prostate

screening is common, many men are identified as suf-

fering from prostate cancer when they are completely

http://www.prostatecentre.ca
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asymptomatic. Sometimes, if a localized tumor (a tumor

that has not spread) is growing, symptoms may include

slowing of the urinary stream, blood in the urine, and

increased frequency of urination (sometimes with the

sensation of incomplete emptying of the bladder). As

the tumor grows and extends to adjacent structures,

other symptoms may include pain, constipation, bowel

irregularity, and sexual dysfunction. If urine flow is

slow, the interpretation of symptoms may be confused

by the fact that a urinary infection supervenes as a

consequence of slow urinary flow, giving the symp-

toms of pain, blood in the urine, and burning or

irritation when passing urine. If the tumor has metas-

tasized (spread) to other parts of the body, symptoms

are variable. They may be nonspecific, indicating the

hidden effects of the cancer—general malaise, loss of

a sense of well‐being, loss of weight, reduced appetite,

or fatigue. If the cancer is growing at a distant site, the

symptoms may reflect that site for example, painful

bones, shortness of breath (lung metastases), or

abdominal pain (liver or abdominal lymph node

metastases), among others.

The normal prostate and prostate cancer both pro-

duce enzymes known as a kallikreins, which are

involved in the production and liquefaction of the

fluids that conduct sperm. One of these, known as

prostate specific antigen (PSA), is quite specific to the

prostate and thus has a useful role as a diagnostic test

when its levels are elevated in the blood. These tissues

also produce other proteins, such as prostatic acid

phosphatase, but these are less specific to prostate

tissue and thus are less useful in clinical practice. In

general, low levels of PSA are associated with normal

prostate function, and elevations beyond specific age‐
related ranges indicate either the presence of benign

prostate hyperplasia (BPH) or cancer. The higher the

level (especially beyond 10 ng/ml), the more likely it is

that cancer is present. However, high PSA levels may

sometimes be present without cancer—for example, in

the presence of an infection or inflammation of the

prostate (prostatitis) or with a very large, benign

hyperplastic gland. Conversely, cancer may sometimes

be present in the absence of PSA, thus limiting its use

as a screening test.

In recent times, through the availability of the PSA

test, screening of asymptomatic populations for pros-

tate cancer has become more common. This is based

on the concept that, as in many other cancers, early

detection and diagnosis will result in a higher cure rate

with a lower requirement for aggressive treatment.
To date, screening for prostate cancer in men without

symptoms makes good sense, but has never been

proved to save or extend lives in clinical trials. Screen-

ing protocols usually involve the combination of a

digital rectal examination, measurement of blood

PSA, and sometimes the use of prostate ultrasound.

Although survival from prostate cancer is currently

better than before the introduction of screening, this

could be explained by different patterns of care, case

selection, or better treatment, irrespective of early

diagnosis. This area remains quite controversial, and

as a result, few governments have made specific recom-

mendations about screening for prostate cancer. What

does seem clear is that men with a family history of

prostate cancer should consider screening, and all men

should be aware of the early symptoms of this disease

and consult a physician if such symptoms arise. It is

believed that African Americans may suffer from a more

aggressive pattern of disease, and thus they probably

should also consider prostate screening.

When prostate cancer is suspected, a PSA test is

performed, which may support the diagnosis. A pros-

tate ultrasound, a test in which sound waves are

bounced off the prostate, indicating the size, shape,

and variable density of the gland, may also be helpful.

However, a final diagnosis usually requires a biopsy—a

test in which a needle is introduced into the prostate

and a tiny sample of tissue obtained. This is usually

done under local anesthetic, with the biopsy probe

introduced via the rectum into the prostate. If cancer

is confirmed, the extent of the cancer is determined by

tests including scans of the abdomen and bones, and

then decisions are made regarding treatment.

Sometimes no treatment is recommended—this

may occur particularly in the case of a very elderly

man with no symptoms, a number of unrelated health

problems, and a well‐differentiated or indolent pattern

of cancer. In that setting, close observation is used

instead.

In younger men up to the age of around 75 years, a

more active approach may be taken. If the tumor is

localized to the prostate, treatment can be carried out

by surgical removal of the cancerous gland (radical

prostatectomy) or by radiotherapy. Surgery involves

the removal of the prostate and some surrounding

tissues, and in some centers, lymph nodes are removed

as well (to see if the cancer has spread). Not all

surgeons believe removal of the lymph nodes is neces-

sary. This surgery will sometimes result in problems

with sexual function and occasionally will cause
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incontinence (difficulty in holding the urine). The

chance of cure depends on the extent of the tumor—

if it is confined to the prostate without a palpable

nodule (stage A or T1), the chance of cure is around

60–70% or more. If there is a palpable lump in the

testis (stage B or T2), the chance of cure is around

50–60%. If the tumor is more extensive, with involve-

ment of surrounding tissues and organs, the cure rate

drops below 40%.

Different types of radiotherapy can be used, includ-

ing an invisible beam that is directed from a machine

or via the insertion (under anesthesia) of tiny radio-

active seeds that sit inside the prostate and treat the

cancer from within the prostate. The radioactivity of

these seeds runs out after some weeks, by which time

the cancer cells have been killed. The side effects of

radiotherapy include problems with sexual potency,

especially if high doses are used, and sometimes an

increased tendency to suffer from diarrhea. As with

surgery, the cure rate depends on the extent of the

tumor, ranging from higher than 70% to less than

40%. Although controversial, most clinicians believe

that the results of surgery and radiotherapy are similar,

although surgerymay give a slightly better outcomewith

respect to the cure rate. Radiotherapy can also be used to

treat metastatic sites, such as deposits of prostate cancer

growing within bones.

If the cancer is locally extensive (i.e., has spread to

adjacent structures, known as stage C or T3), it is

sometimes helpful to start treatment with surgical or

medical castration to shrink the cancerous gland, and

then to follow this with surgery or radiotherapy. In

particular, the combination of castration and radio-

therapy has been shown in several studies to produce a

higher cure rate than radiotherapy alone.

If the cancer has spread beyond the pelvis, the

standard treatment is castration. This can be achieved

either by surgical removal of the testicles, or via the use

of medicines that interfere with the production of

testosterone by the testicles (medical castration). In

general, the benefit of the latter approach is that it

does not require surgery and is also temporary in

most cases—that is, it can be reversed by cessation of

the medications. The medicines used to stop testoster-

one production are known as luteinizing hormone

releasing hormone (LHRH) agonists; these drugs

interfere with the ability of the brain to instruct the

testicles to produce testosterone, and after a period of

time cause a lowering of blood testosterone levels.

Other medications are able to stop androgens from
stimulating prostate cancer cells. There is evidence

that the combination of LHRH agonists and peripheral

blocking agents gives a better anticancer effect than the

use of LHRH agonists alone. In the past, it was believed

that castration needed to be continued indefinitely, but

more recent studies have suggested that intermittent

medical castration may be a safe and effective alterna-

tive, accompanied by less toxicity. Randomized trials

are currently assessing whether this is true. The toxic

effects of hormone suppression include impotency,

loss of libido, fatigue, anemia, and osteoporosis, so

there is good reason to try to reduce the amount of

time that a patient must experience castration.

When hormonal blockade is no longer effective,

which will usually occur between 1 to over 10 years

after initiation of treatment, chemotherapy may be

useful in producing another remission. Randomized

trials have now shown that the use of docetaxel, a

chemotherapy agent, will improve survival when com-

pared with mitoxantrone, another chemotherapy drug,

which has already been shown to cause responses and

improve quality of life in patients who have relapsed

after hormone therapy. Current trials are studying

whether multiple chemotherapy agents give better out-

comes than the use of single drugs. In addition, che-

motherapy is currently being tested at earlier stage in

patients with locally extensive cancers after prostatect-

omy. These studies are questioning whether similar

results can be obtained as for breast cancer, where

early ‘‘adjuvant’’ or preventative use of chemotherapy

will add to the effect of local treatment and of hormone

therapy.
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Pseudodementia
Sara G. West

Pseudodementia refers to a condition resembling

dementia but is caused by a primary psychiatric disorder,

often depression. The termwas first coined in the 1880s,

but the name has lately received some scrutiny secondary

to a number of reasons, including the idea that it indi-

cates a dichotomy between organic and functional dis-

ease, which is no longer clear. Despite the difficulties

surrounding the nomenclature, the syndrome does

appear to exist, and the recognition of pseudodementia

is imperative; with treatment, the cognitive impairment

associated with it can be improved. The epidemiology,

signs and symptoms, diagnosis, treatment, and prog-

nosis of pseudodementia will be discussed.

Since pseudodementia is a complicated condition

and therefore difficult to diagnose, not much statistical

information exists concerning its prevalence. It is

believed that at least 10–15% of the geriatric population

diagnosed with dementia actually suffers from pseudo-

dementia. One of the main factors that influences the

development of pseudodementia is the presence of an

underlying depression. In the elderly, it has been shown

that 40% of those who are medically ill and in the

hospital, and up to 20% of those in a long‐term care

facility develop depression. Therefore, given the high

rates of depression in some elderly populations, the

risk of pseudodementia also increases.

Pseudodementia and dementia share many of the

same signs and symptoms, making it difficult to distin-

guish between these syndromes. These include, among

others, apathy (lack of interest in one’s surroundings),
memory impairment, changes in sleep, and changes in

appetite. With a careful history, it may be possible to

discriminate between the two based on several fine

points. Often the onset of pseudodementia is rapid

compared to that of dementia. The time course invol-

ving the development of the neurovegetative symptoms

such as sleep disturbance, differs as well; patients with

pseudodementia appear to develop those symptoms

first, while those disturbances do not occur in patients

with dementia until later in the course of the illness.

Also, sleep disturbances in depression in the elderly

characteristically occur in the early morning, whereas

those in dementia are more variable. The majority of

patients with pseudodementia have a prior psychiatric

history, especially of depression. Patients with pseudo-

dementia frequently have a consistently depressedmood,

whereas those with dementia have more variability in

theirmoods, especially related to their environment. The

cognitive impairment of patients with pseudodementia

tends to be less severe and less consistent than patients

with dementia, and this may be reflected in their scores

on cognitive exams. Furthermore, with cognitive testing,

it is thought that some patients with pseudodementia,

after encouragement by the examiner, will be able to

eventually provide the correct answer to the question.

Patients with pseudodementia may also highlight their

mistakes rather than minimize them, as patients with

dementia tend to do. Those with pseudodementia tend

to perform more poorly on tests that require greater

effort than those with dementia, who are often impaired

in multiple areas of cognition.

As mentioned before, the best way of differentiat-

ing between pseudodementia and dementia involves a

thorough history. This includes inquiring about,

among other topics, previous episodes of depression,

a family history of depression, a history of head

trauma, and medications. In addition, there are several

laboratory and radiological tests, which may prove

useful in making a diagnosis. Basic laboratory tests,

including a basic metabolic panel, complete blood

count, vitamin B12, thiamine, urinalysis, and thyroid

function studies are essential to rule out metabolic

causes of dysfunction. The dexamethasone suppres-

sion test may sometimes be useful in identifying

depression. A positive test (a cortisol level greater

than 5 mg/dl drawn the following day) is found in

more than 50% of patients with depression; however,

the result may also be positive in advanced dementia.

Specialized radiology and imaging tests such as a com-

puted tomography (CT scan) or magnetic resonance

http://www.plwc.org
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imaging (MRI) can be used to rule out structural

lesions in the brain. They may be somewhat useful in

identifying dementia, but often the findings are non-

specific. An electroencephalogram (EEG), test of brain

wave activity, is often found to be normal in patients

with pseudodementia, which is not necessarily the case

if the patient is suffering from delirium or dementia.

Finally, cognitive testing is essential in evaluating pseu-

dodementia; the exams most commonly used include

the mini mental status exam, the Weschler Adult Intel-

ligence Scale, the Bender Visual‐Motor Gestalt test, and

the Halstead–Reitan Neuropsychological Battery. Some

of these can be lengthy tests and are most often admin-

istered and interpreted by neuropsychologists.

If a patient suffers from pseudodementia, the most

important step is to treat the underlying psychiatric

condition, most often depression. It is crucial to recog-

nize any medications that the patient may be taking for

general medical conditions, which may create or

worsen the underlying depression. These medications

should be replaced by those known to have a lesser

effect on mood. The patient may also be started on an

antidepressant with the realization that these medica-

tions may take several weeks to have a substantial effect

on the primary depression. Finally, if the depression is

severe or medications are not an option, electroconvul-

sive therapy (ECT) is a safe, effective, and rapid treat-

ment for depression. In pseudodementia, the successful

treatment of the underlying psychiatric illness will

often bring about great improvements in cognition.

It was originally believed that once pseudodementia

is resolved, the prognosis for those patients was quite

good. Recent studies have provided evidence to the

contrary. It has been shown that each year, between

9% and 25% of patients with reversible dementia will

go on to develop irreversible dementia. Eight years after

the original diagnosis of pseudodementia, 89% of

patients had developed irreversible dementia. In other

words, those with pseudodementia are at a 2.5 to 6 times

greater risk to develop dementia than those with no

prior history of pseudodementia.

Elderly patients with signs and symptoms or a

history of depression are certainly at risk for develop-

ing pseudodementia. The difficulty concerning the

diagnosis of pseudodementia lies in the fact that

there are no clear diagnostic criteria and the overlap

of depression and dementia may occur naturally. These

patients warrant a thorough evaluation to rule out this

cause of cognitive impairment which may be improved

with treatment of the underlying depression.
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Psychosomatic Disorder
Lara Stepleman

The term psychosomatic disorder generally refers to a

medical disorder, which is caused by psychological

factors. Although the term continues to be used exten-

sively in the medical community, ‘‘psychosomatic

disorders’’ largely has been replaced by the term

‘‘somatoform disorders,’’ and is referred to as such in

the most recent version of the Diagnostic and Statistical

Manual of Mental Disorders of the American Psychia-

tric Association. There are several types of somatoform

disorders including conversion disorder, somatization

disorder, and hypochondriasis. The fundamental com-

monality of all somatoform disorders is the experience

of physical symptoms that are not fully explained by a

medical condition or by another mental disorder and

cause significant functional impairment in life realms

such as family, career, and social activity.

The etiologyof somatoformdisorders is often unclear

and the complex interaction of biological, environmen-

tal, social, and psychological factors produces a symptom

presentation unique to the individual. The physical

symptoms, however, are not voluntarily or consciously

produced. In fact, the individual who experiences these

symptoms truly believes that there is an underlying phy-

sical condition in spite of the medical evidence demon-

strating otherwise. The combined prevalence rate for

somatoform disorders varies greatly by sample, although

findings of 10% or more are not uncommon in medical

settings. There is research suggesting that some somato-

form disorders, specifically hypochondriasis, may occur

more frequently as individual’s age. However, research
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studies on somatoform disorders typically do not have

adequate samples of individuals over the age of 60, and

thus, we do not have an accurate picture of the relative

frequency and unique symptom presentation of somato-

form disorders in older adults.

Conversion disorder is one type of somatoform dis-

order in which there are motor symptoms (paralysis,

difficulty swallowing) and sensory symptoms (blindness,

deafness) that suggest a neurological condition but do

not havemedical basis andoften appear or worsen during

or after stressful life events. For a diagnosis of somatiza-

tion disorder, there must be an established history of

somatic complaints before the age of 30 that include

multiple pain sites, gastrointestinal problems (diarrhea,

nausea), sexual problems (sexual dysfunction, irregular

menses), and one pseudoneurological symptom such as

those experienced with conversion disorder. With hypo-

chondriasis, individuals become impaired to function

in their lives due to a preoccupationwith having a serious

illness related to the misinterpretation of bodily experi-

ences (rapid heart beat, sweating). This preoccupation

continues to exist despite thoroughmedical work up and

continual reassurance. Individuals with somatoform dis-

orders are often seen with great frequency in medical

clinics and are considered costly to the health care system

due to the number of medical tests and specialist con-

sultations they often receive before a psychiatric diagnosis

can be reached. Somatoformdisorders as awhole seem to

occur more frequently in women, although the gender

makeup does vary from culture to culture.

Physicians and other health care providers specia-

lizing in geriatric populations have largely neglected

somatoform disorders as part of their routine practice.

Several reasons for this lack of attention have been

offered in the literature. The first explanation given is

the difficulty untangling somatoform disorders from

the complex physical problems andmedication regimes

within an aging population who are more likely to have

multiple chronic medical conditions. Second, somato-

form disorders are challenging psychiatric disorders

and most individuals are likely to consult their primary

care physicians who may have little to no experience

diagnosing or treating these issues. Third, somatoform

disorders may not be perceived as common or pressing

medical concerns in the aging by health care providers,

who may already be managing health issues seemingly

more acute or life threatening. The resultant conse-

quence may be underdiagnosis of somatoform disorders

and lack of treatment or misdiagnosis and unwarranted

and costly medical care to address physical complaints
that, in fact, have no physical basis. Although soma-

toform disorders are often thought to be inconse-

quential relative to other medical problems, research

suggests that the medical costs associated with soma-

toform disorders are in the billions each year and

represent one fifth of the national health care budget

in the United States. Clearly, this classifies somato-

form disorders as a significant public health concern.

Recent medical interest in mind–body relationships

and research advances in fields like psychoneuroimmu-

nology have increased the awareness about the mean-

ingful reciprocal relationship between emotional and

physical states in psychological disorders (depression,

posttraumatic stress disorder) and in physical disorders

(HIV, autoimmune disorders, cancer). Consequently, a

wide array of research‐based treatments such as biofeed-

back, relaxation, and cognitive‐behavioral therapy are

now available to treat individuals with the more com-

monplace psychosomatic symptoms of everyday stress as

well as the more disabling somatoform disorders. These

treatments have been found very effective for a broad

spectrum of individuals and diagnoses, including indivi-

duals in older age groups.More research on the utilization

of these interventions with older adults and specifically

for the treatment of somatoform disorders is warranted.
Related Topics

>Anxiety disorder, >Cognitive‐behavioral therapy,

>Depression, >Hypochondriasis, >Post-traumatic

stress disorder
Suggested Readings
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apy with psychosomatic disorders. Jason Aronson, Northvale, NJ

Shorter E (1993) From paralysis to fatigue: A history of psychoso-

matic illness in the modern era. The Free Press, New York
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http://cchs‐dl.slis.ua.edu/clinical/psychiatry/somatoform‐disorders/
http://www.emedicine.com/med/topic3527.htm
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http://www.emedicine.com/med/topic3527.htm
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Psychotherapy
John M. Tomkowiak

Psychotherapy is often described as the ‘‘talking cure.’’

It is a generic term for a number of different methods

utilized to engage a patient in better understanding of

his or her emotional state, thoughts, and behaviors in

the context of their specific situation. There are many

different kinds of psychotherapy. The most frequently

practiced psychotherapies in the elderly are supportive

psychotherapy, brief psychotherapy, interpersonal psy-

chotherapy, cognitive behavioral psychotherapy, pro-

blem‐solving therapy, and occasionally group therapy.

A therapist who works frequently with geriatric patients

should be skilled in determining which therapy is appro-

priate for use with each patient. In the past, geriatric

patients have comprised up to 8% of psychologists’

psychotherapy practice and it is likely that this percen-

tage will increase over time secondary to the current

population trends. If a therapist is seeing at least 10%

geriatric patients in their practice, they should have an

appropriate amount of experience in dealing successfully

with these patients.

What are the conditions for which elderly patients

are most often referred for psychotherapy? Bereave-

ment and depression certainly are at the top of the

list. Psychotherapy is often used in the geriatric patient

population to treat other disorders such as dysthymia,

generalized anxiety disorder, panic disorder, posttrau-

matic stress disorder, insomnia, substance abuse, and

early dementia. In addition, psychotherapy can be

helpful in addressing stress and behavior problems

that may not be associated with a specific mental ill-

ness. Finally, therapy has been shown to reduce pain

among nursing home patients.

There have been numerous studies that show the

efficacy of psychotherapy in the adult population, but

is psychotherapy also effective in the elderly? In gen-

eral, research on psychotherapy with elderly patients is

limited. A meta‐analysis of 17 studies of psychotherapy
interventions in elderly patients with depression found

psychotherapy to be more effective than no treatment

or placebo. In addition, psychotherapy in combination

with medication often provides optimal treatment for

depression in the elderly.

Is psychotherapy practiced with the elderly the same

way as with the general adult population? Does mild

cognitive impairment prevent the use of psychotherapy?
There are some important differences in elderly patients

who present for psychotherapy. Issues such as decreased

social support, financial difficulties, hearing and/or

vision problems, while not unique to the elderly, more

often play a significant role in a patient’s ability to

engage successfully in therapy. Psychotherapy can be

useful for patients with mild cognitive impairment;

however, in patients with moderate cognitive impair-

ment, it is usually not helpful. It has been suggested that

supportive cognitive behavioral therapy in patients with

mild cognitive impairment could be performed, albeit

with certainmodifications to the usual therapeutic tech-

nique. When seeking psychotherapy services for an

elderly patient, the therapist should be comfortable

with not only elderly patients in general, but also the

therapeutic techniques used with the elderly.

Psychotherapy is commonly thought of as an out-

patient experience. However, elderly in need of psy-

chotherapy might be encountered in other settings

such as a rehabilitation hospital or a nursing home.

In this case, it is important to determine if these

services are available within an institution. One exam-

ple of a successful therapeutic intervention with nur-

sing home residents was a group intervention model

that was designed to help residents develop better

relationships with other residents.

In summary, psychotherapy can play a significant

role in the appropriate recovery of elderly patients with

depression and other mental health problems. Benefits

of psychotherapy include the reduction of stress,

decrease in pain, and positive effects on other medical

conditions that a patient may have. Finally, finding a

therapist who works with elderly patients and knows

a variety of therapeutic techniques will more likely

produce a good outcome.
Related Topics

>Anxiety disorders, >Bereavement, >Depression,

>Grief and grieving, >Mental illness, >Mood disor-

ders, >Personality disorders
Suggested Readings

Barrick C, Kazura J, Dundon M (1995) Older adults, reimbursement,
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Pulmonary Disorders
Mohamed H. Yassin

Many of the pulmonary (lung/breathing) disorders in
elderly are preventable. Chronic obstructive pulmon-

ary disease(COPD) and carcinoma of the lung (lung

cancer) are directly related to prolonged exposure to

smoking or other materials related to occupational

exposure such as asbestos. The main symptoms of

pulmonary disorders are dyspnea (shortness of breath)

and cough. Both of these two symptoms may be pre-

sent for a long time but are often ignored by the

individual with the symptoms. Other symptoms that

appear to be more alarming for the individual include

hemoptysis (bloody cough) and wheezing. Chronic

obstructive pulmonary disease, pulmonary embolism,

infection, and carcinoma of the lung constitute the

major burden of pulmonary disorders. These disorders

are much more common in elderly than younger indi-
viduals. This entry will discuss COPD, probably the

most preventable of lung disorders.

COPD is primarily a disease of older individuals in

their fifties or sixties. Cigarette smoking is clearly the

most important cause of COPD. Historically, as there

have tended to be more men smokers than women

smokers, COPD has tended to be over‐represented in

men. However in women, COPD rates increase with

smoking rates.

It is estimated that over 14 million Americans have

been diagnosed with COPD and probably an equal

number remain undiagnosed. COPD is defined by air-

flow obstruction due to two mechanisms emphysema

and chronic bronchitis or most commonly, a combina-

tion of both. Chronic bronchitis is defined as productive

(sputum producing) cough for more than 3 months in

two consecutive years. Emphysema is a pathological

diagnosis with abnormal dilatation of air spaces in the

lungs with destruction of airflow passageway walls.

COPD usually presents as slowly progressive short-

ness of breath. Dyspnea (difficulty breathing) is initially

noted on heavy exertion only. It gradually progresses to

dyspnea at rest in severe COPD. Pulmonary function

testing, which can be conducted in a medical clinic or

hospital, detects decrease in forced expiratory volume in

the first second (FEV1). Expiratory volume is the max-

imum amount of air on individual can push out of

their lungs with exhalation. Pulmonary radiographic

examination (lung x‐rays) may show abnormal enlar-

gement of the small airways and chambers in the

lungs (parenchymal bullae or subpleural blebs).

These abnormal enlargements are pathognomonic

(diagnositic) for emphysema.

Morbidity and mortality from COPD is largely

preventable by avoiding smoking and by vaccination

with influenza and pneumococcal vaccines. Guidelines

for COPDmanagement have been published and avail-

able on the web http://goldcopd.com. The first step in

COPD management is smoking cessation. Smoking ces-

sation in already severeCOPDmay not reverse the already

established pathology but may decrease the frequency of

exacerbations and slow the rate of deterioration.

Use of home oxygen may also improve COPD out-

come. Supplemental low‐flowoxygen is documented to

alter the natural history of COPD. In research studies,

oxygen improves survival, and quality of life and dec-

reases hospitalization. Significant hypoxia (low oxygen

content) in the arterial blood gases (PaO2� 55 mmHg)

or low oxygen‐saturation in specialized evaluation

of how well oxygen is taken up in the blood (pulse

http://www.apa.org/pi/aging/
http://www.aagpgpa.org/
http://www.aagpgpa.org/
http://www.nami.org/Content/ContentGroups/Helpline1/Psychosocial_Treatments
http://www.nami.org/Content/ContentGroups/Helpline1/Psychosocial_Treatments


oximetry SaO2 � 88%) are the usual indications for

oxygen therapy.

In summary, COPD is a common, preventable lung

disorder that occurs primarily in middle‐aged and

older adults. Avoidance of smoking can largely prevent

COPD. For individuals with COPD, smoking cessation

improves outcomes, and outcomes may also be im-

proved by the use of oxygen.
Related Topics

>Cancer, >Coronary artery Heart disease, > Smoking
Suggested Resource

American Lung Association; www.lungusa.org or 1‐800‐LUNGUSA

http://www.lungusa.org


Quality of Life
Brandy L. Johnson
Quality of life, as a concept, has various meanings and

definitions. The World Health Organization has defined

quality of life as an individual’s perception of their

position in life in the context of culture and value

system in which they live and in relation to their goals,

expectations, standards, and concerns. It is a broad

ranging concept affected in a complex way by the per-

son’s physical health, psychological state, level of inde-

pendence, and social relationships to salient features of

the environment.

Quality of life research can be applied to various

disciplines, such as politics and economics, but is pri-

marily used in medical contexts. In a medical context,

quality of life is referred to as health‐related quality of

life. Health‐related quality of life research measures the

way illness, disease, and treatment affects a patient’s

welfare. The idea is that the information gained directly

from a patient can help health care professionals assess

the patient’s condition. The results of such data assist

health care professionals in determining, among other

things, whether a particular course of treatment should

be continued, or if a different course of treatment

would be more beneficial. Quality of life data enable

health care professionals to compare treatments, monitor

the overall progress of individual patients, and receive a

better understanding of an individual patient’s beliefs

regarding his or her treatment and well‐being.
Quality of life research can be done in different ways.

A health care professional can, for example, conduct an

open‐ended interview with the patient. Most quality of

life research, however, is done through questionnaires.

Although questionnaires may be administered through

an interview, most are self‐administered.

Quality of life questionnaires measure the patient’s

perceptions, beliefs, feelings, and expectations regard-

ing different domains. This is usually done by assigning

a numeric value to each of the answers to the

questionnaires. Common domains include physical

health, psychological health, social relations, level of

independence, environment, and spirituality, religion,

or personal beliefs. For each domain, various questions

are asked to give the health care professional an idea of

the patient’s appraisal of his or her well‐being in that

area. For example, when attempting to gage a patient’s

physical health, the questionnaire may include questions
# Springer-Verlag Berlin Heidelberg 2008
regarding energy, fatigue, pain or discomfort, sleep or

rest, health habits, sensory functions, mobility, nutri-

tion, and illness symptoms. Similarly, questions used

to assess psychological health may include inquiries

regarding body image, appearance, negative or positive

feelings, self‐esteem, education, learning and the

opportunity for continued learning, concentration,

memory, emotional functioning and fulfillment, anxi-

ety, stress, depression, and the ability to cope.

There are over 800 questionnaires that measure

health‐related quality of life. These questionnaires can

be labeled as either generic or specific. Generic ques-

tionnaires are designed to assess many domains of

health‐related issues and are based on a broad and

global concept of quality of life. There are two types

of generic questionnaires: health profiles and health

indices. Health profiles include inquiries concerning a

large range of health‐related domains and uses questions

related to various aspects of subjective health status. As

the patient answers each question, a numerical score

based upon the patient’s answer is figured for each

domain. Health indices questionnaires also ask various

health‐related questions. However, unlike the health

profile questionnaires, health indices questionnaires

combine the scores each answer generates into a single

number. The number is then placed in a range, with, for

example, 0 being death and 1.0 being perfect health.

The numerical score, or scores, arrived at using

generic questionnaires constitutes a health care profes-

sional’s understanding of a patient’s needs, as it reflects

the patient’s perceptions of his or her life. This percep-

tion is important because a patient has a unique per-

spective on his or her quality of life that cannot

necessarily be arrived at by others. A wheel‐chair
bound individual, for example, might perceive his or

her quality of life as not differing from able‐bodied
individuals. However, an evaluation of the wheel‐
chair bound individual’s quality of life that is per-

formed by an able‐bodied individual might result in a

lower score than the wheel‐chair bound individual

would have arrived at him or herself. Such a result

could be partially explained by the fact that an able‐
bodied individual may place a higher value on qualities

like standing and walking than the wheel‐chair bound
individual does. Bringing the patient’s perceptions to

the attention of health care professionals promotes the

development of a comprehensive treatment plan.

The health care professional can learn what aspects of

the patient’s life the patient is satisfied with or believes

needs improvement. The information permits the
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health care professional to put more or less weight on

various treatment goals. If the patient’s primary objec-

tive, for example, is continued independence, aware-

ness of this objective will help a health care

professional develop a treatment plan that places

more emphasis on this goal. Knowing the patient’s

perception of his or her overall condition could also

assist the health care physician in making decisions

concerning the effectiveness or continuation of various

treatments.

Specific health‐related quality of life question-

naires, on the other hand, are designed to measure

the quality of life of patients with a specific condition.

There are four basic types of specific questionnaires:

1. Domain specific: This type of questionnaire only

inquires as to one domain. For example, the ques-

tionnaire could be designed to solely assess the

patient’s psychological health.

2. Disease specific: This type of questionnaire is

concerned with quality of life of individuals with

specific conditions. Thus, a questionnaire that mea-

sures the health‐related quality of life for indivi-

duals with Alzheimer’s would be disease specific.

3. Population specific: This type of questionnaire is

used to determine the health‐related quality of life

in the population being studied. This questionnaire

could be used to gain information about subgroups

like individuals living in nursing homes.

4. Symptom specific: This type of questionnaire is used

to gain information about one symptom. By con-

centrating on one symptom, like memory loss, the

results of this type of questionnaire can provide

physicians with valuable information about the

disease, various forms of treatment, and any

changes that may result from treatment.

Once an individual’s health‐related quality of life

has been determined, the health care professional and

patient can take steps to improve the patient’s quality

of life. The steps taken to improve the individual’s

health‐related quality of life could vary from pain

management to therapy to increase in mobility.

Improving one’s quality of life is extremely individua-

lized and will vary with each patient’s state of health.

However, every individual could improve his or her

health‐related quality of life.

An elderly individual can improve his or her qual-

ity of life by remaining active—both mentally and

physically. Elderly individuals can also improve their

quality of life by taking actions such as working with
a physician to find a regime that could help manage

symptoms and pain.

Individuals nearing the end of life, including the

elderly, often face a hard decision: quantity of life or

quality of life. Rather than taking measures to extend

the quantity of their lives, many individuals choose to

improve the quality of the life they have remaining.

Individuals who are nearing death are often concerned

with issues including pain control, fatigue, independence,

maintaining a sense of control over decision‐making,

avoiding a prolonged death, strengthening relationships

with loved ones, the burden of physical care, spirituality,

burial arrangements, and the burden placed upon

caregivers and loved ones who may have to make

decisions concerning life‐sustaining treatment.

Legal documents, such as advanced directives, can

also be utilized to relieve elderly individuals of deci-

sion‐making concerns. For instance, the individual

could execute a living will, thereby making his or her

wishes concerning life‐sustaining treatment known. The

individual could also utilize a document known as

a durable power of attorney. A durable power of

attorney would permit the elderly individual to main-

tain decision‐making power as long as he or she

remains legally competent and to elect a person to act

as a decision‐maker if the individual were to become

incompetent. By discussing his or her wishes with the

elected decision‐maker, an elderly individual can

ensure both that his or her health care and wishes are

known and the elected decision‐maker is willing to

accept the responsibility of honoring those wishes. A

second form of a durable power of attorney could also

help increase the quality of life of elderly individuals.

A durable power of attorney over property can be

utilized to permit an elected decision‐maker to manage

the finances and property of an elderly individual. This

allows an elderly individual to ensure his or her prop-

erty and bills will be managed by the person of his or

her choice. This document would be especially benefi-

cial for patients suffering from dementia or Alzheimer’s

disease. Additionally, execution of a will and the prear-

rangement of burial planning could be utilized to make

an elderly individual’s intentions known. Such mea-

sures relieve the elderly person’s reluctance to leave

loved ones with the burden of making such decisions.

Whether an aging individual is in perfect health or

suffers from a debilitating condition, measures can be

taken to increase his or her health‐related quality of life.
Further, data collected in quality of life research can be

utilized to improve the quality of life of future patients.
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Quality Indicators
Diane W. Braza

Over the last several years, there has been greater atten-

tion placed upon the quality of health care. Although

the United States spends more on health care per capita

than any other nation, it ranks much lower than other

countries on several health measures. There is a large

and growing body of literature that has documented

that patients do not always receive proven therapies or

preventative measures, and that the rate of preventable

medical errors remains high. Additionally, studies have

confirmed wide geographic variation in clinical prac-

tice, raising questions regarding the medical profes-

sion’s adherence to evidence‐based guidelines.

‘‘Quality indicators’’ are defined as measures of

health outcome or health improvement attributable

to medical care. Quality indicators are benchmarks

for the technical quality for which health care is pro-

vided. They represent the ‘‘value’’ side of the health

care equation. Key components of health care quality

include the following:
� Effectiveness—examines quality of care for specific

clinical conditions or care settings

� Safety—tracks measures of patient safety, hospital‐
acquired infections, injuries or adverse events due

to medical care, complications of health care, and

medication safety

� Timeliness—examines both the delivery of time‐
sensitive clinical care and patients’ perceptions of

the timeliness and the accessibility of their care

� Patient centeredness—incorporates the patients’

perspective with care for both routine and emer-

gency services

Clinical areas studied to assess effectiveness often

include cancer, diabetes, end stage renal disease, cor-

onary artery disease, respiratory diseases, HIVor AIDS,

maternal and child health, and nursing home and home

health care. For example, utilizing evidence‐based
medicine, superior outcome has been demonstrated

in individuals who receive aspirin and beta‐blocker
during an acute myocardial infarction (heart attack).

Quality indicators for the treatment of an acute

myocardial infarction would include the percentage

of patients receiving aspirin within the first 24 h

of admission, the percentage of patients discharged

home on aspirin therapy, and the percentage of patients

receiving beta‐blockers at admission and discharge.

Given that tobacco utilization is an independent risk

factor for coronary artery disease, another quality

indicator would be the percentage of patients given

smoking cessation guidelines during hospitalization.

For example, according to the 2004 National Health-

care Quality Report, in 2001–2002, 82% of Medicare

patients hospitalized with a heart attack were prescribed

a beta‐blocker when leaving the hospital. A lower rate,

80%, was noted for women. During this same period,

49.5% of such patients were given smoking cessation

counseling while hospitalized. Comparing subgroups,

significant variations occurred for this indicator:

Thirty‐one percent of Hispanics, 51% of Whites, 40%

of African Americans, and 54% of Native Americans

received tobacco cessation counseling at discharge.

Patient safetymeasures include assessment ofmorbid-

ity, mortality, and associated costs. The rate of hospital‐
acquired infections, adverse events and postoperative

complications, and inappropriate use of medications are

tracked as key adverse outcomes. According to theCenters

for Medicare and Medicaid Services, in 2002, postopera-

tive pneumonia, venous thromboembolism, and urinary

tract infections were the most common risks in surgical

http://www.agingresearch.org
http://www.americangeriatrics.org
http://www.aarp.org/research
http://noca.org
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patients. Patient safety may be influenced by the severity

of the patient’s condition. For example, the complication

rate was higher (23%) for individuals undergoing a hip

replacement after hip fracture as compared to elective

total hip replacement (10%).

Timeliness or the ability to receive care when needed

is another key quality indicator. Timely delivery of

appropriate care can help reduce mortality and morbid-

ity for acute conditions such as stroke as well as chronic

conditions such as renal failure. The national standard

for the initiation of administering thrombolytic therapy

in an acute myocardial infarction is 30 min. Within the

United States, in 2000–2002, there was a sevenfold var-

iation in timeliness to administer thrombolytic therapy,

ranging from a low of 20 min to a high of 140 min.

According to the 2004 National Healthcare Quality

Report, average time to thrombolysis was 47 min;

42 min for males and 48 min for females. Time for

thrombolyis was shorter for Whites (43 min) compared

to Hispanics (60 min) and African Americans (59 min).

Geographic variations were also reported ranging from

23 min in North Carolina to 140 min in Louisiana.

Patient centeredness is defined as ‘‘health care that

establishes a partnership among practitioners, patients,

and their families (when appropriate) to ensure that

decisions respect patients’ wants, needs, and preferences

and that patients have the education and support they

need to make decisions and participate in their own

care.’’ According to the Institute of Medicine, patient

centeredness ‘‘encompasses qualities of compassion,

empathy, and responsiveness to the need, values, and

expressed preferences of the individual patient.’’ Mea-

sures of the patient experience of their care include the

percentage of patients who report that their physician

explained things clearly and the percentage of patients

who felt that the physician showed respect for what they

had to say. In the 2004 National Healthcare Quality

Report, 56.4% of adult patients reported that their

health care providers always explained things clearly to

them; similar percentages were noted for both males

and females. Percentages varied by ethnicity: White,

56%; Black, 62%; Asian or Pacific Islander, 44%; and

American Indian, 55%.

Health quality ‘‘report cards’’ incorporating results

of the various quality indicators are used nationally,

regionally, and locally by payors, policy makers, clin-

icians, health system administrators, community lea-

ders, and others to assess the quality of care delivered,

identify critical areas for improvement, and identify

centers or providers of excellence.
Related Topics

>Managed Care, >Medicaid, >Medicare, >Medical

malpractice, >Medication management
Suggested Readings
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lines for the management of patients with ST‐elevation
myocardial infarction—Executive summary: A report of the

American College of Cardiology/American Heart Association

Task Force on Practice Guidelines (Writing Committee to Revise
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Queer
Angela Pattatucci Aragón . Julianne Serovich

The term queer evolved through different historical con-

texts during the twentieth century. Prior to the Stonewall

rebellion in 1969 that marked the beginning of the gay

liberation movement, queer, in the context of describing

a person, was used almost exclusively as a derogatory

term against homosexuals. Furthermore, phrases such as

‘‘That’s so queer’’ was meant to express disgust at some-

thing considered abnormal. As the gay liberation move-

ment gained momentum, a new meaning surfaced that

signified a radical act of gay pride in defiance of hetero-

normativity. Heteronormativity describes a binary gen-

der system, in which only two sexes are recognized,

where sex is equated with gender and gender with a

heterosexual orientation.

At the same time, lesbian feminists were concerned

with legitimizing lesbian as an identity within the gen-

eral context of women’s oppression, which necessitated

http://books.nap.edu/books/0309072808/html
http://www.qualitytools.ahrq.gov/qualityreport
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defining parameters. Out of this emerged separatist

movements, proscriptions against butch and femme

gender roles, antisadomasochism and antidominance or

submission stances, and exclusionary taxonomies such as

‘‘women‐born, women‐identified women.’’ This process

led to an identity politic that alienated and marginalized

increasing numbers of men and women. Additionally,

homonormative strategies (we’re just like you except for

one thing) employed by lesbian and gay organizations to

gain civil rights served to further marginalize individuals.

Among those ostracized were transgendered persons,

bisexuals, intersexed persons, butch and femme lesbians.

Others were also ostracized, irrespective of sexual orienta-

tion. These individuals, who do not fit the prevailing

cultural norms of gender, include transsexual persons,

transvestites, and others who do not adhere to cultural

standards of monogamous partnerships or congruency

between sex, gender, and desire.

Similar to the gay liberation movement, these

groups adopted queer as an umbrella term in a radical

act of defiance and pride. However, in this case it was

in defiance of lesbian and gay homonormativity in

addition to heteronormativity. This meaning of queer

exposes the hypocritical stance of gay liberation, in that

queers can be visible only so long as they fit within the

prevailing parameters of acceptability. Thus, these

marginalized groups are queer even within lesbian

and gay circles. In effect, they are ‘‘queer’’ queers.

Elderly persons may still view the term as pejorative

and distasteful. More recently, however, queer studies

have emerged as an academic discipline sustained by a

well‐articulated theoretical framework that has influ-

enced a positive change for the term. Queer theory
proposes that sexual identities are a function of repre-

sentations. It assumes that representations preexist and

define, as well as complicate and disrupt, sexual iden-

tities. Although the gay liberation movement fought to

legitimize an acceptable homosexual identity and in

the process free from oppression‐marginalized sexual

minorities, Queer theorists seek to destabilize cultural

ideals of normality and foster the freedom people need

to create their own sexualities. That is, it challenges the

norm of compartmentalizing people into preexisting

categories. It is skeptical of viewing some identities as

authentic and others as lacking, inauthentic, or deviant.

Instead, queer theory concentrates on what individuals

want and do. The emergence of queer theory has allowed

many to embrace ‘‘queer’’ as a word of honor.
Related Topics

> Femininity, >Gender, >Gender Role, >Homosex-

ual, >Homosexuality, > Intersexuality, > Lesbian,

>Masculinity, >Transgenderism, >Transsexuality
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Race
Teddy D. Warner

What is ‘‘race’’ and who decides where a person fits in

the racial, ethnic, or cultural categories so widely used

in the United States? And on what criteria do they base

their decision? Such basic questions about race are

often left unaddressed by people who speak about the

relationships among racial and ethnic groups in the

United States. Most people simply assume that a con-

sensus exists on classifying the race (or ethnicity) of

individuals, but there are opposing views on the mean-

ing of the concept of ‘‘race’’ (and ethnicity). Under the

traditional view, race is a biological trait, capable of

classification into types based on observable physical

characteristics such as skin color, hair type, nose shape,

etc. The biological basis of race has been the source of

fairly heated debates, and it is now generally under-

stood that such external physical characteristics have

little reliable relationship to culture or ethnic group

status. Today ‘‘race’’ has no consensus definition, and

in fact, biological racial categories and observable

characteristics have more variation with members of

commonly identified racial groups than between such

groups. The newer views of race argue that biological

or anthropological definitions of race are not scientifi-

cally valid, and instead assert that race is a social and

political construction. The social construction view

does recognize that race classification and race identity

exists in our society and that race does significantly

influence the lives of people—thus it also recognizes

that race merits careful attention in our culture. In

this view, race is the category to which individuals

are assigned on the basis of observable physical char-

acteristics and on family genealogical history as it is

understood by individuals. Race also includes the gen-

eralizations and stereotypes made as a result of such

categorization. People are thus commonly treated (or

studied) as though they belong to biologically defined

racial groups on the basis of such characteristics,

although these groups are largely socially or politically

constructed.

‘‘Race’’ has traditionally been a system of classifying

individuals as members of a group of persons who are

related by heredity or a common descent. Under this

view, racial groups are supposedly distinguishable by

distinctive physical characteristics that are possessed by

members of a particular racial group. Biological race
# Springer-Verlag Berlin Heidelberg 2008
has been more recently distinguished by genetic mar-

kers such as blood groups and other markers. Overall,

the scientific validity of the concept of race has been

seriously called into question by many authorities.

Biological categories of race and phenotypic character-

istics have been shown to have more variation within

ascribed racial groups than between such groups. Race

has also been used to refer to a population of people

isolated reproductively from other populations and

whose members share greater physical and genetic

similarity with each other than with other groups of

people.

More broadly, race has been used to describe groups

of people who form an ‘‘ethnic group.’’ ‘‘Ethnic’’ usually

refers to characteristics of a people, especially a group of

people that share a distinct and common set of char-

acteristics, such as culture, religion, language, race, and

nationality (for more details see ‘‘Ethnicity’’). However,

no consensus exists regarding definitions of race or

ethnicity or culture, and although each concept has

distinct elements, it is unfortunately very common for

people to use the terms race, ethnicity, and culture

interchangeably.

However, several experts have pointed out that the

amount of variability of social, behavioral, cultural,

and even genetic characteristics among individuals

within specific ethnic or racial groups is almost always

much greater than the variability between such groups.

That is, it has often been argued that although genetic,

behavioral, social, and cultural differences among ethnic

groups may be predictors of average health status

between such groups, it is much more important to

examine differences within members of an ethnic

group to understand the causes of health and illness

and to increase effectiveness of diagnosis and treatment.

Despite the demise of racial theory scientifically

and the official rejection of white supremacy as the

social and legal organizing principle for race classifica-

tion in the United States, the conception that race is a

fixed inherited characteristic of people remains widely

accepted, and race is still reflected in current law. The

rejection of supremacist and biological theories of

race have led some people to conclude that race is

now only a matter of skin color that is not related to

other aspects of culture or society. For example, under

a majority Supreme Court decision written by Justice

O’Connor, ‘‘racial classifications of any sort pose the

risk of lasting harm to our society. They reinforce the

belief, held by too many for too much of our history,

that individuals should be judged by the color of their
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skin.’’ This position assumes that race is a physical,

inherited trait disconnected from matters such as

social and political interests. It further argues that the

only reason to group persons of the same race together

is because people in a racial group will think and

act alike on important matters, such as voting for

political candidates. The appropriate role of govern-

ment should, by this view, be only to model nonracial

approaches, and to consider race only when identifying

past racist practices to the extent necessary to address

identified harms. To use race otherwise to classify and

make proactive decisions would reinforce the preju-

dices that lie at the basis of the racism according to this

reasoning.

An alternative view of race can be found in Justice

Souter’s dissenting opinion in the same case. He does

not question that race is often equated with differences

in skin color, but he does recognize that blacks, for

example, may often have important shared interests

beyond mere physical appearance. He does not

acknowledge, however, that such shared interests may

arise from the historical racial subordination of African

Americans (or other minority groups) to the white

majority in the United States.

Thus, debates about race are often based on differ-

ent cultural assumptions. Terms such as ‘‘Hispanic’’ or

‘‘Black’’ or ‘‘Native American’’ describe groups whose

members recognize some people as members of their

‘‘cultural group,’’ with a common history and tradi-

tions, and other people as members of other groups

with distinct history and traditions. The common

ground of racial or ethnic group membership gives

members a cognitive framework (and related language)

for viewing the world based on roughly shared experi-

ences that derive from their group’s particular status in

society. The different histories of Hispanics and Blacks

and American Indians and Asian Americans is that

despite the many similarities in the treatment and sta-

tus of these groups, their members speak with different

specific experiences and different cultures, which may

manifest in distinct ways.

Broad physical similarities, such as skin color, are

now used efficiently, if also often inaccurately, to iden-

tify the differences between racial groups. However,

economic, political, and social forces (not skin color

or other physical characteristics) work to keep these

groups similar in some important respects, as well as

partially separated from the rest of the majority society.

With this understanding, ‘‘race’’ is a term that is used

to describe the difference between the minority groups
and the majority society, because racial differences

have been the traditional justification for racial sub-

ordination. If the concept of race is a product of

historical relationships among groups, rather than an

inherited trait, people who describe the social and

political situations must focus on the relationship

among and within cultural groups rather than using

a simple characteristic, such as skin color, to serve as an

identifier for members of groups.

To recognize that race is a matter of cultural or

social definition is thus a critical position. Such defini-

tions of race have been invoked historically and legally.

For example, the Supreme Court’s decision in Keyes v.

School Dist. No. 1 used a cultural view of race, ethnicity,

and culture in describing the Southwestern city of

Denver as ‘‘a triethnic, not a biracial community.’’

The Court noted that ‘‘in the Southwest Hispanos

and Negroes have a great many things in common’’

and held that the two groups must be considered as

one when determining whether Denver’s schools were

racially segregated. Justice Brennan’s opinion revealed

a more complex understanding of race and ethnicity

than seen in other Supreme Court decisions. In this

opinion, race is not a fixed trait, disconnected from

other aspects of society, but instead racial and ethnic

definitions are a matter of local culture and history.

Justice Brennan asserted that in the Southwest the

literal black versus white racial distinction found in

the East was not valid—instead, three main ethnic

groups existed with the Anglo holding dominance

over Hispano and Native American. The Court’s

description of Denver Blacks as an ‘‘ethnic’’ or ‘‘racial’’

group was not intended to imply that actions against

Blacks were not racial discrimination, nor that Blacks

were in the process of assimilating into White society.

Rather, the view of racism in that case was that racial

discrimination could be found wherever the dominant

white or Anglo group viewed other groups as separate

and inferior and acted on those beliefs with discrimi-

natory behaviors. This view does not depend on an

inquiry into inherited characteristics, but only into real

social and political actions. The central issue under this

view is whether a racial or ethnic group is accepted and

recognized as part of the majority society.

US federal standards have been published to pro-

vide a common language for uniformity in the collec-

tion and use of data on race and ethnicity by federal

agencies. The standards are not to be used as determi-

nants of eligibility for participation in any federal

programs. The categories are social and political
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constructs and should not be interpreted as scientific

or anthropological in nature. Federal research grants,

such as those funded by the National Institutes of

Health, are required to utilize these categories when

reporting characteristics of research participants in

scientific manuscripts and reports to federal agencies.

The minimum federal categories for data on race and

ethnicity are defined as: (1) American Indian or Alaska

Native—a person having origins in any of the original

peoples of North and South America (including

Central America), and who maintains tribal affilia-

tion or community attachment; (2) Asian—a person

having origins in any of the original peoples of the

Far East, Southeast Asia, or the Indian subconti-

nent including, for example, Cambodia, China, India,

Japan, Korea, Malaysia, Pakistan, the Philippine

Islands, Thailand, and Vietnam; (3) Black or African

American—person having origins in any of the black

racial groups of Africa; terms such as ‘‘Haitian’’ or

‘‘Negro’’ can be used in addition to ‘‘Black or African

American’’; (4) Hispanic or Latino or of Spanish

origin—a person of Cuban, Mexican, Puerto Rican,

South or Central American, or other Spanish culture

or origin, regardless of race; (5) Native Hawaiian or

other Pacific Islander—a person having origins in any of

the original peoples of Hawaii, Guam, Samoa, or other

Pacific Islands; and, (6) White—a person having origins

in any of the original peoples of Europe, the Middle

East, or North Africa. Respondents are offered the

choice of one or more of these racial categories.

Percentages of people of all ages who consider

themselves to be in each ‘‘race’’ category based on the

2000 US Census are: (1) 0.9% American Indian or

Alaska Native; (2) 3.6% Asian; (3) 12.3% Black or

African American; (4) 0.1% Native Hawaiian or other

Pacific Islander; (5) 75.1%White; (6) 5.5% some other

race; and (7) 2.4% two or more races. Percentages by

‘‘ethnicity’’ categories are: (1) 12.5% Hispanic or

Latino and (2) 87.5% not Hispanic or Latino. Percen-

tages of individuals 65 years of age or older within each

race and ethnicity category based on the 2000 US

Census are: (1) 5.6% American Indian or Alaska

Native; (2) 7.8% Asian; (3) 8.1% Black or African

American; (4) 5.3% Native Hawaiian or other Pacific

Islander; (5) 14.4% White; (6) 3.0% some other race;

and (7) 4.9% Hispanic or Latino. In addition, percen-

tages of individuals 50 years of age or older within each

race and ethnicity category based on the 2000 US

Census are: (1) 17.1% American Indian or Alaska

Native; (2) 21.5% Asian; (3) 20.1% Black or African
American; (4) 16.1% Native Hawaiian or other Pacific

Islander; (5) 30.5% White; (6) 10.1% some other race;

and (7) 13.6% Hispanic or Latino. Projections show

that the percentage of people of all ages within non-

white groups will increase steadily over the next half

century. For example, Black or African Americans are

expected to increase from 12.3% to 14.6% by 2050 and

Asians from 3.8% to 8.0%, while Hispanic or Latinos

will increase from 12.5% to 24.4%. Finally, projections

also indicate that the percentage of individuals in all

groups who are both over 50 and 65 years of ages will

increase substantially over the decades ahead.

Federal standards for reporting race govern the

collection of federal statistics regarding the implemen-

tation of a host of civil rights and other laws. The

reasoning provided for these standards suggests sev-

eral questionable assertions about race and identity

embedded in the classification system. Guidelines for

these standards instruct agencies to prefer separate

questions for ‘‘race’’ and ‘‘ethnicity,’’ the latter term

referring, as previously noted, only to whether or not

a person is ‘‘Hispanic.’’ The definitions of the racial

categories make it clear that, with two exceptions, the

individual is supposed to look to genealogy as the

source of racial identity. For example, a ‘‘White’’ per-

son is one ‘‘having origins in any of the original peo-

ples of Europe, North Africa, or the Middle East,’’

while a ‘‘Black’’ person has ‘‘origins in any of the

black racial groups of Africa.’’ That origin means bio-

logical ancestry is made clear by comparison with the

two groups defined at least in part by ‘‘culture’’:

‘‘American Indian[s] or Alaskan Native[s],’’ who must

have both pre‐Columbian American ancestry and

‘‘cultural identification through tribal affiliation or

community recognition,’’ and ‘‘Hispanics,’’ who are

identified as having either ‘‘Spanish culture or origin.’’

Further, the widespread but erroneous belief that cul-

tural identity is fixed and biologically inherited insures

that origin will be interpreted by most people as refer-

ring to biological ancestry. Thus, federal guidelines

reflect the view that race is a fixed, inherited trait

unrelated to culture or social relationships among

members of various groups. Further, by neglecting

any reference to the relationship of the respondent to

people in other cultural groups, guidelines place racial

identity within the individual, instead of in that per-

son’s relationship to others.

Hispanics are defined as the ethnic group whose

‘‘culture or origin’’ is Spanish, ‘‘regardless of race,’’ and

Mexican‐Americans are specifically described as a



694 R Race
‘‘Spanish cultur[al]’’ subgroup. The combined format

declares that Hispanics are either white or black.

Because a ‘‘black’’ person is defined as ‘‘a person having

origins in any of the black racial groups of Africa,’’ it

is clear that federal guidelines consider Mexican‐
Americans as a white ethnic group. This perception is

at odds with Chicano identity and the Chicano peo-

ple’s historical experience of racial oppression, as well

as the present, ongoing racial discrimination against

Mexican‐Americans. The perception also differs from

the determinations Congress made when it decided

that Mexican‐Americans needed to be covered under

laws addressing racial discrimination. The classifica-

tion of Mexican‐Americans as white is consistent only

with prior practices of the Census, which stopped

counting ‘‘Mexicans’’ as a race with the 1930 Census

and instructed Census takers to list Chicanos as whites

when those persons were ‘‘definitely not Negro, Indian,

or some other race.’’

Federal guidelines describe Chicano difference

from the white majority as an ‘‘ethnic’’ difference,

rather than a racial one. In other words, it describes

Chicanos as part of the ‘‘white’’ race, but a part that has

yet to fully assimilate into the mainstream status

enjoyed by members of that group. This construct,

sometimes described as the ‘‘immigrant analogy,’’

holds that minorities in American society will all pro-

gress down the path of assimilation taken by such

white ethnic groups as the Irish, the Jews, and the

Italians, at least to the extent that minorities work as

hard as members of those groups worked to gain

acceptance as deserving of white status. Few now

believe that the immigrant analogy holds true for

groups such as Chicanos or immigrant communities

from Asia, whose difference from majority society is

defined both in racial and ethnic terms.

The differences between the ethnic experiences of a

member of a racially subordinated minority group and

a member of the white majority are profound. One

study of white American ethnicity in communities on

the East and West coasts describes white cultural iden-

tity as a ‘‘dime store ethnicity.’’ This characterization

does not mean that ethnicity is of little value to whites;

on the contrary, ethnic identity provides white

Americans with a ‘‘warm feeling’’ of belonging to a

community that is very important in an increasingly

individualized society. This description does mean that

a white American has the flexibility to choose any

European cultural identity he or she prefers (limited
by the individual’s tendency to view ethnic identity as

an inherited trait), while an American identified as a

racial minority does not have that flexibility. Thus, it

appears that white ‘‘ethnicity’’ is purely symbolic and

does not limit white individuals in any way. Whites are

often the bitter foes of affirmative action, it is argued,

because they fail to understand the difference that race

makes in the ethnic experiences of nonwhite compared

to white Americans.

The difference, of course, lies in the racial barrier

that divides American society. Racialized minority

groups are those defined as inherently inferior, whether

because of genetic differences or because members of

these groups are the products of backward, deficient

cultures. Racialized minority groups are not eligible for

assimilation into the Anglo majority because the pro-

cess of assimilating into white society requires defining

oneself as not part of a racialized minority group, and

most members of racialized minorities cannot define

themselves as white. The ethnic experience of people

not eligible for assimilation is very different from that

of a white American, because ethnic differences are

used to justify inferior treatment for the racially min-

ority group members.

A racialized minority group is defined by the rela-

tionship between that group and the majority white

society. If the relationship is one of subordination

enforced by the perception of racial difference, the

group is racially subordinated. This does not rely on

any innate characteristic of the members of the racially

subordinated group.
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Rape
Kathleen Franco . John Franco . Mohammed
Alishahie

Rape is the crime of having sexual intercourse with a

person forcibly and without consent. It is an act of

violence and hostility. Females and in particular elderly

females are perceived as being powerless and easy tar-

gets. Because rape is not normal sexual activity, but

a form of aggression, victims can be older than the

perpetrators. Half of the women who are raped never

report it and this percentage may be higher in the

elderly. Embarrassment and shame may play a role

and can be dramatically compounded if the woman

was sexually molested as a child. This is particularly

true if the perpetrators were family or close friends of

the family. Rape may not receive adequate attention

when there is evidence of general domestic battering or

elder abuse.

There is less written about older men who are

raped. Those with disabling mental or physical condi-

tions are at greater risk, particularly those with demen-

tia or psychosis. Men in prison are quite susceptible to

being raped. Elderly men whose caretakers are in-

trigued by pornography are often in a more dangerous

situation, reiterating that rape represents both power

and violence.

Despite interest from the National Institute of

Mental Health in the mid‐1970s, little was known
regarding the issue of rape in older adults until the

last decade. Risk increases with institutionalized

patients’ dependency on staff for protection. Sexual

assault in nursing homes lacks rigorous review perhaps

due to disinterest or bias against the aged and particu-

larly the cognitively impaired. In one report of 20

forensic cases, the majority were white females unable

to ambulate on their own. Over three‐quarters had

dementia, central nervous system disorders, or brain

trauma. Poor memory and confusion were typical

making it hard for the individual to report the assault

in a credible manner. Even psychological consultants

can be led to believe that the initial claims are delu-

sions. Symptoms such as loss of appetite, withdrawal,

and increasing fear may be early signs before the

resident can express the assault verbally. Elderly indi-

viduals without dementia may not report the rape,

feeling ashamed that they did something to cause it

to happen.

Documentation history, physical examination, cog-

nitive and psychological assessment is needed at the first

indication that a rape may have occurred. Reports of

pain, observation of bruises, and even new venereal

warts can help substantiate. Cautious hiring practices

for staff, guidelines for examination of residents, recom-

mendations for assuring a safe environment, and avail-

ability of appropriate treatment should be in place.

It is estimated that 100,000 to 600,000 older

women survive rape in a given year. Roughly two-

thirds are severely injured physically including 10%

who are murdered. Almost half of those murdered

suffer beatings. Assailants are generally white, single

males. Nearly 80% of the assailants are strangers and

the remaining 20% are family or friends. Among older

women rape victims, rape perpetrators are 30 years or

more their junior in one-quarter of cases. For women

over the age of 65, the rape almost always occurs in

their own home, whether by a stranger or someone

they know. Eighty percent of the elderly living alone

are women. Many are frail, increasing their powerless

position, yet hesitate to ask others for assistance. Even

when they do ask, it is not without risk. Caregivers may

perpetrate the abuse. Raising the awareness of the

general public and educating women of this age

group to their risk are critical prevention measures.

Elderly individuals often fear reporting the care-

giver and being forced into a nursing home. The

impact on those who survive is devastating and

requires close attention to physical and psychosocial

http://www.apa.org/pi/multiculturalguidelines
http://www.apa.org/pi/multiculturalguidelines


696 R Rational Suicide
sequelae. There are protocols in hospitals and nursing

homes to direct careful evaluation, provide initial

treatment, and assess in follow‐up what further inter-

ventions may be needed.

Elderly persons, whether male or female victims,

are most often much older than their assailants. The

victims in both cases lack power in many spheres and

are easily overcome by the perpetrator. Men and

women are at risk both at their homes and at nursing

homes. The more intimidated, ashamed, or cognitively

impaired they are, the more vulnerable they are. Edu-

cating both the older women and men and the general

public is an important starting point in the message of

no tolerance toward violence.
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Rational Suicide
Deborah Gould

Rational suicide is a term that has been used for nearly

a century to describe the taking of one’s own life based

upon logical decision‐making. Many argue that suicide

can never be rational. Dialog concerning rational sui-

cide is becoming more important as the number of
elderly with chronic, debilitating diseases increases and

considerations of quality of life issues emerge.

Proponents of rational suicide believe that the tak-

ing of one’s own life is a personal right that should be

allowed to be exercised for whatever reasons an indi-

vidual deems fit. This extreme position holds that even

if the individual has an illness that could respond to

treatment (such as depression, psychosis, or chronic

pain), suicide is a viable option if the individual so

chooses. Opponents of rational suicide believe that

suicide is unacceptable under any circumstances, and

if not irrational it is certainly immoral.

The debate between these two extremes will con-

tinue and probably intensify as patient advocates,

bioethicists, philosophers, civil libertarians, and reli-

gious leaders voice varying opinions. For now, the

consensus opinion appears to be that illnesses that

could lead to suicide need to be identified and treated.

For instance, hypothyroidism (decreased production

of thyroid hormone) can cause depression and treat-

ment of the underlying disorder is curative. Some

medications, such as corticosteroids (prednisone) can

cause depression and psychosis and discontinuation of

the medication or close monitoring while the medica-

tion being used is required. There are psychiatric ill-

nesses such as depression and schizophrenia, which

can be identified and treated to decrease the suicide

rate associated with these disorders.

Elderly and terminally ill individuals present the

greatest challenge in the rational suicide controversy.

Physician‐assisted suicide (euthanasia) has been

debated for decades. Jack Kevorkian, a Michigan phy-

sician, advocated physician‐assisted suicide and would

counsel terminally ill patients on how to successfully

complete it. In 1999, he was convicted of second‐
degree murder for causing the death of a terminally

ill patient. Whereas previously he had only counseled

patients, for this patient he injected the lethal medica-

tions himself.

In 1997, the US Supreme Court upheld the right of

individual states to make physician‐assisted suicide

illegal, stating that physician‐assisted suicide was not

a right guaranteed by the Constitution. In doing so,

however, the Court left the door open for individual

states to pass laws making it legal, which Oregon did in

1997. In the Netherlands, euthanasia has been prac-

ticed for decades.

In summary, rational suicide is an issue that has

become increasingly complicated as legal, ethical, and

moral considerations in addition to individual choice
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need to be taken into account. However, some individual

choices regarding quality of life remain. Individuals can

make living wills and advanced directives, which legally

define exactly the kind and extent of medical care they

are to receive in the event of being incompetent to make

those decisions at the time of the illness. Medical inter-

vention can therefore be limited depending upon the

individual’s preexisting wishes and family members do

not make decisions that are difficult and contrary to the

individual’s choice.
Related Topics

>Ambiguous loss, >Bereavement, >Death, >Para-

suicidal behavior, >Physician‐assisted suicide,

> Suicide
Suggested Reading
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Regional Rheumatic Pain
Lori B. Siegel

Regional rheumatic pain syndromes are defined as

localized pain syndromes including inflammation of

the joint space (bursitis), tendons (tendonitis) muscle

strains, and tenosynovitis. As people age, the suppor-

tive and protective musculoskeletal structures that are

in place become weaker and less able to tolerate stress

tendons become less flexible and are more susceptible

to injury. Calcium deposition along tendons and in

bursae and tissues add to this inflexibility and may lead

to contractures and scarring. Muscles tend to atrophy
with aging or disuse also become weaker and this

results in less bulk to absorb the strain and wear that

is place on the muscles. These forces are transmitted to

the bursae and tendons which are less able to tolerate

the stress, resulting in regional rheumatic pain. Poor

circulation as well as other chronic medical conditions,

such as arthritis and diabetes my further affect the

tendons, muscles, and bursae and predispose a patient

to these syndromes.

It is crucial to establish the correct diagnosis with a

thorough history and physical examination. In general

the history will reveal some type of repetitive motion

or overuse of the affected area. The physical examina-

tion will usually allow the examiner to move the joint

through its full range of motion, even though painful,

indicating that the joint itself is not affected. Since the

regional rheumatic conditions are localized, often

direct local therapy is safer than systemic medications

in older individuals. Nonsteroidal antiinflammatory

drugs (NSAIDs) may help these conditions, however

in an aging population these must be used with cau-

tion because of decreased renal perfusion and other

concurrent medications that could adversely interact

with the NSAIDs. For this reason, a local lidocaine or

corticosteroid injection is preferred with local physical

therapy. Some conditions may respond to physical ther-

apy, splinting, or other ergonomic measures so that

medication is not required at all.

Shoulder pain is one of the common complaints

among older individuals and a careful physical exam-

ination is needed to define whether the tendon, mus-

cle, or joint is affected. In addition, the health‐care
provider should be mindful that neck problems may

manifest in the shoulder pain.

Rotator cuff tendonitis or even rupture is quite

common and may happen with only minimal insult

such as lifting a heavy suitcase in an awkward fashion.

In a rotator cuff injury, the patient experiences pain on

voluntary arm movement away from the body or a

chronic deep dull ache. The biceps tendon is indepen-

dent of the rotator cuff tendons and may become

inflamed and painful with repetitive movements or

heavy lifting. The pain is usually in the front of the

arm just below the shoulder but may radiate to the

shoulder itself. The shoulder also has joint spaces

(bursae), which may be inflamed. The subacromial

and subdeltoid bursa often cause pain when the patient

is resting or sleeping on the inflamed side.

Another common shoulder condition in the aging

population, particularly patients with diabetes, is

http://www.s-u-i-c-i-d-e.com
http://www.nationalreview.com/comment
http://www.nationalreview.com/comment
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adhesive capsulitis. This rapidly deteriorating condi-

tion causes acute pain in one or both shoulders and is

associated with severe stiffness and decreased range of

motion. Prompt treatment is essential and may include

corticosteroid injection and physical therapy. Some

people need to have the range of motion done under

anesthesia if conservative measures are unsuccessful.

Physical therapy is very important in shoulder pro-

blems so the range of motion may be preserved; this

is lost quickly if not treated.

In the lower extremities, a common cause of regio-

nal pain is the trochanteric bursa. Patients initially

complain of ‘‘hip’’ pain but the pain is on the lateral

side of the leg and not in the groin region, as is true

hip joint pain. The pain is worse when lying on the

affected side or wearing a purse or tool belt that hits

the area. As with the neck, many lower extremity

complaints may actually stem from the lumbar spine

such as a slipped disk and this should be considered in

the evaluation. Pains about the knee may be from

prepatellar bursitis, infrapatellar bursitis, infrapatellar

tendonitis, or iliotibial band syndrome. A good under-

standing of the anatomy will help distinguish these

syndromes.

The treatment is aimed at reducing symptoms and

preventing recurrence. Rest, ice, and/or heat may be

useful. Physical therapy and splints or ergonometric

alterations may help as well. Local therapeutic injec-

tions are preferred to NSAIDs in those patients who

have renal insufficiency, gastrointestinal problems or

are on other complicated medical regimens. Stretching

and strengthening the muscles throughout ones life

will help prevent these types of injuries and speedy

recovery if they occur.
Related Topics

>Chronic fatigue syndrome, >Chronic pain,

> Fibromyalgia
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Rehabilitation
Diane W. Braza

DeLisa and colleagues define rehabilitation as ‘‘the

development of a person to the fullest physical, psy-

chological, social, vocational, avocational, and educa-

tional potential consistent with his or her physiologic

or anatomic impairment and environmental limita-

tions.’’ Rehabilitation is a concept that should perme-

ate the entire health‐care system focusing not only on

intervention, but also on prevention and early recogni-

tion. Rehabilitation strategies can be implemented

across all age spans, disease processes, and settings

(hospital, outpatient, home, and care centers).

Rehabilitation by its very nature is comprehen-

sive, holistic, and multidisciplinary. Therefore, a well‐
integrated rehabilitation team utilizing the combined

expertise of multiple disciplines is the most bene-

ficial method of care delivery. The team leader is

usually the physician, who has the responsibility for

establishing the medical and/or surgical diagnosis,

designing a comprehensive care plan, and setting treat-

ment goals. Physicians who specialize in Physical

Medicine and Rehabilitation are called ‘‘physiatrists.’’

Physiatrists are specialists in the diagnosis and treat-

ment of patients of all ages in three major areas of

medical care:

� Diagnosis and treatment of musculoskeletal injuries

and pain syndromes

� Electrodiagnostic medicine

� Rehabilitation of patients with severe impairments

Physiatrists treat neurologic rehabilitation condi-

tions including stroke, brain injury, and spinal cord

injury. Many other disabling conditions such as ampu-

tations, multiple trauma, burns, and sports injuries are

treated as well. A physiatrist directs a comprehensive

rehabilitation team of professionals that may include

physical therapists, occupational therapists, recreational

therapists, rehabilitation nurses, psychologists, social

workers, speech‐language pathologists, and others.

Physical therapists assist the patient in functional

restoration. Treatment may include exercises to improve

and maintain joint range of motion and improve

strength, flexibility, coordination and endurance; gait

training; instruction in use of assistive devices (canes,

walkers, wheelchairs), orthotics (devices used to support

weakened joints and limbs) and prosthetics (a device
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used to replace a missing body part, e.g., an artificial

limb); assessment of the individual’s safety; and incor-

poration of therapeutic heat, cold, ultrasound or elec-

trical stimulation to reduce pain and muscle spasm.

Occupational therapists assist the patient in achiev-

ing independence in all facets of their lives. It gives

people the ‘‘skills for the job of living’’ necessary for

independent and satisfying lives. Services typically

include treatment programs to improve one’s ability

to perform daily activities such as bathing, dressing,

eating, and personal hygiene; comprehensive home and

job site evaluations with adaptation recommendations;

adaptive equipment recommendations and usage

training; instruction in upper extremity joint range of

motion, strengthening and flexibility exercises, and

energy conservation; and training and guidance to

family members and caregivers.

Speech pathologists help patients in the areas of

communication and swallowing. This can include

teaching people how to speak again; evaluation of

swallowing function and management of dysphagia;

retraining speech in patients who have undergone pro-

cedures which alter head and neck anatomy, such as

following surgery for mouth cancer; evaluation and

treatment of neurological communication and cogni-

tion problems, such as seen in stroke survivors; and

evaluation and instruction in the use of compensatory

nonvocal communication devices including commu-

nication boards. Rehabilitation nurses, recreational

therapists, and social workers assist patients, their

families and the rehabilitation team to maximize func-

tional independence and adjustment to injury and

disability.

Rehabilitation in adulthood focuses on the aging

individual who develops medical conditions that alter

their level of function as well as the aging disabled. It is

well‐known that with increasing age there is an increas-
ing incidence of chronic and multiple diseases. Over

60% of adults with functional impairments due to

chronic health problems are aged 65 or older. Since the

majority of these chronic diseases are not curable, the

challenge to health‐care providers is to prevent or mini-

mize functional impairments resulting from various

chronic and multiple illnesses.
Related Topics

>Activities of daily living, >Occupational therapy,

> Speech disorders, >Traumatic injury
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Religion
Cynthia M.A. Geppert

Religion is as ancient and universal as humanity.

Despite its ubiquity, the definition of religion remains

elusive and debated. One text concludes that ‘‘Religion

is an organized system of beliefs, practices, rituals and

symbols designed (a) to facilitate closeness to the

sacred or transcendent (God, higher power, or ultimate

truth/reality) and (b) to foster an understanding of

one’s relationship and responsibility to others in living

together in community.’’ Distinguishing religion from

spirituality has become increasingly important in the

postmodern world. Spirituality is usually presented as

a more personal and less formal or ritualized search for

meaning or relationship to the ultimate. When examin-

ing research into the relationship of religion and health, a

distinction between intrinsic and extrinsic religiosity is

significant. For persons with an extrinsic orientation,

religion is a means of attaining goals other than purely

spiritual ones. Religion may be a source of community,

social support, comfort, or status. Outward practices

such as church membership or attendance are research

variables that tend to measure extrinsic religiosity. For

individuals with an intrinsically religious attunement,

http://www.apta.org
http://www.aota.org
http://www.physiatry.org
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religious values are primary and transcendent. Prayer,

meditation, and the reading of sacred texts are often

indexes of intrinsic religiosity.

The United States is among the most religious of

industrialized nations and older Americans tend to be

more religious than any other segment of the popula-

tion. In 2004, a survey by the American Association of

Retired People of 1,625 people above age 45 discovered

that more than half of respondents attended church as

frequently as once every 2 weeks. Eight of ten partici-

pants perceived themselves as religious. Women and

older adults were more likely to consider themselves

religious and attend services than men and younger

individuals.
Religion and Health

There has long been an intuitive recognition of the

positive association between religion and health, but

it is only in the last few decades that science has

provided evidence to ground this intuition. A respect-

able number of studies have been carried out with

older populations, and under a variety of conditions,

have consistently shown a modest correlation between

religious involvement and better mental and physical

health, improved life satisfaction, less use of health care

services and reduced morbidity, and even mortality.

One study looked at religious attendance among

the two, 182 disabled and nondisabled elders over a

12‐year period. It confirmed earlier findings in that

frequent attendance predicted lower and delayed

onset of disability. Surprisingly, functional impairment

did not prevent church attendance. Religious persons

appear to use fewer medical services because they are

in better health, use fewer substances, and also have

more social support. A study at Duke University of

542 hospitalized persons above age 60 showed that

those who attended religious services once a week or

more were 56% less likely to be hospitalized and, when

admitted, stayed fewer days. Research suggests that the

religious may even live longer than their nonreligious

counterparts. Investigators followed 21,204 adults

of all ages. Those who attended religious services

lived 7 years longer on average than those who did

not, with a life expectancy beyond age 20 of 55 years

compared to 62 years. African Americans who were

church attendees lived 14 years longer than those who

did not go to services, with a life expectancy for
60 years beyond age 20 compared to 46 years for

those not attending. Religious participation may also

bring mental health benefits to elders, including less

depression and substance use, better coping and stress

tolerance, improved life satisfaction and overall well

being, fewer mental healths visits, and reduced need

for psychotropic drugs.

Researchers are delving into the mechanisms

underlying the positive effects of religion on health, a

crucial step if they are to be incorporated into health

care practices and delivery. It is well known that social

support buffers stress and improves coping, and that

both of these factors lead to better health. Religion,

particularly extrinsic types, may be one of the most

powerful and efficient means of social cohesion and

support. More intrinsic forms of religion, such as

prayer and meditation, may improve health through

the reduction of stress and other symptoms intrinsic

to aging.

Critics of the ‘‘religion and health’’ connection

argue that other variables such as healthier lifestyles

and more close‐knit communities, rather than any

specific religious factor, are actually responsible for

the positive effects found in studies. However, rigorous

investigations that controlled for these confounding

influences through sophisticated statistical methods

continue to demonstrate that religion is beneficial for

health. Other critics caution that religion can have

negative effects including the induction of shame, al-

ienation or guilt, all of which correspond to deleterious

effects on health. Proponents acknowledge the possi-

bility of negative effects, although argue they occur in a

minority of cases and can be improved through adher-

ence of health care professionals and clergy to high

ethical standards.
Religion, Aging, and Public Health

The financial and social cost of our aging population in

the United States underscores the importance of

understanding and fostering the benefits of religion

for the health of elders. The Centers for Disease Con-

trol in 2005 reported that there are currently 33 million

people above the age of 65; this number is predicted to

double over the next quarter century as the baby

boomers enter their senior years. At least 80% of

these older adults have one chronic condition and

50% have two or more. These older Americans require
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four times the health expenditures of a 40‐year‐old
person and a 25% rise in costs is predicted by 2030.

Religious beliefs, practices and communities such

as faith‐based social services and community health

initiatives like flu vaccinations, cholesterol and blood‐
pressure screenings, meals on wheels, and outreach to

homebound seniors have proven to be highly success-

ful and a cost‐effective means of protecting and pro-

moting the health of older adults. Education and

training of future health care professionals to respect

and facilitate religious involvement among patients in a

nonjudgmental and sensitivemannermay enable better

overall care for religious elders. Initiatives involving

collaboration with clergy have the potential to utilize

a large and virtually untapped public health resource to

serve the good of an aging population.
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Resolution Therapy
Jeffrey T. Junig . Jon A. Lehrmann

The use of short‐term, problem‐focused psychother-

apy, through a variety of techniques, is referred to as

resolution therapy. Often a specific situation or con-

flict prompts a patient or family member to seek treat-

ment that is time‐limited and has a specific goal, such

as grieving or adjusting to a transition in one’s mar-

riage or employment. Elders may benefit from resolu-

tion therapy, and they are increasingly referred for this

form of psychosocial treatment by their clinicians.

Psychotherapy is a form of deliberate interactive

treatment between a therapist and patient, which is

designed to improve one’s mental well‐being. There are
many different styles or techniques of psychotherapy.

Resolution therapy encompasses a variety of techniques.

Cognitive‐behavioral therapy (CBT) is a time‐limited

technique that focuses on thoughts and behaviors that

are maladaptive. Typically, this approach utilizes work-

books, and the patient is given ‘‘homework’’ assignments

to perform between sessions. Other types of therapy

include interpersonal therapy, reminiscence therapy, sup-

portive therapy, group therapy, and family therapy. One

model for family therapy uses the concept of a ‘‘family

life‐cycle,’’ where interdependent aspects of family rela-

tionships such as communication, attachment, and pro-

blem‐solving are examined, and conflicts arising from

emotional issues or external life challenges are explored

by the family and therapist.

The aging person must navigate areas of potential

stress and conflict, which include life transitions, rela-

tional changes, and grief. Life transitions include retire-

ment, loss of a spouse, change in body image and

function, or moving to assisted living. Relationships

are stressed when typical roles change, financial pro-

blems arise, or recreational activities are curtailed. Grief

may develop in response to the loss of a spouse or other

contemporaries, or in response to the loss of one’s youth

and independence. Finally, with aging often comes a

desire to find meaning, or to leave a legacy for family

and community. Therapy focused on recovery from loss,

or on relational difficulties, is referred to as grief resolu-

tion therapy and conflict resolution therapy, respectively.

Focused psychotherapy may have several advan-

tages over medication treatment for illness such as

depression in elders. Side effects and drug interactions

http://www.cdc.gov/nccdphp/aag/aag_aging.htm
http://www.cdc.gov/nccdphp/aag/aag_aging.htm
http://www.templeton.org
http://www.parkridgecenter.org/index.html
http://www.parkridgecenter.org/index.html
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are avoided, the provider allies with a patient who may

have few social resources, and treatment often empow-

ers the patient who is struggling with loss of indepen-

dence. Other appropriate psychotherapy patients are

elders who experience symptoms of dysphoria, anxiety,

or isolation which fall short of clinical depression, and

do not warrant medication.

Despite the usefulness of therapy in aging popula-

tions, there are many barriers to treatment. Financial

constraints are particularly common in elders, who

often have fixed incomes or who fear that their assets

will run out during their lifetimes. Older adults are

often more aware of social stigma and fear they will

damage the family reputation by seeking therapy.

Transportation may be difficult to arrange on a weekly

basis, particularly if the patient is physically disabled.

Symptoms of depression, including social withdrawal

and loss of motivation, may also limit access to treat-

ment. The result is that psychotherapy is underutilized

in the aging population.
Related Topics
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and grieving, >Psychotherapy
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Respite Care
Mary Jane Nottoli

Respite care is a phrase used to describe short‐term,

temporary relief from caregiving responsibilities. Pri-

mary caregivers, often middle‐aged women closely
related to the care recipient, benefit from these ser-

vices. With growing numbers of elderly individuals

requiring care in the home, the need for these types

of services has greatly increased.

Thanks to medical breakthroughs, individuals

from infancy through old age survive catastrophic ill-

ness, accidents, and anomalies, which once claimed

lives. Additionally, an ever‐increasing life expectancy

continues to add to the population, prompting a

need for care and assistance services ranging from

help with functional activities, such as bathing and

dressing, to complex care such as mechanical ventilator

support.

Currently, 25% of households include a caregiver.

Eighty percent of these in‐home care services (valued

at over $250 billion annually) are provided by unpaid,

informal caregivers, usually a female family member.

This phenomenon has created associated social, health,

and public policy issues. Arguably, in‐home care is

preferable to institutionalization, not withstanding

the savings to public funds. But, caregiver stress can

impact the relationship between themselves and the

care recipient, negatively affecting the care delivery

and increasing the likelihood of placement in a facility.

Respite care is seen as a means of supporting these

informal caregivers, facilitating their ability to con-

tinue caring for their family members at home. Provid-

ing temporary caregiver relief may improve stress

levels and provide the opportunity for caregivers to

recharge and recover, preserving positive relationships

between patient and caregiver, and fostering quality in‐
home care.

Respite care encompasses many and varying ser-

vices. Respite care can take place in a home or day care

or in a residential setting. It can be provided by trained

or untrained persons, staff members, or volunteers. It

may range in duration from hours to weeks. It may be

planned or unplanned. It may involve overnight stays

or just daytime care. Respite care may be informal,

provided by extended family, friends, members of a

church group or community, or formal, provided by

social or health care agencies. Respite care may be

unpaid or paid.

To identify the appropriate type of respite, the

caregiver and, if possible, the care recipient should

decide what care needs and assistance are required.

Any special skills required should also be considered.

Other elements to think about are the time frame and

location for the respite care, as well as financial issues.

Since the passage of the National Family Caregiver

Support Program under the Older Americans Act
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Amendments of 2000, various states have begun

Medicaid waiver programs and other state funding

streams designed to support the service needs of family

caregivers of elder or dependent persons. Family care-

givers of chronically ill or disabled younger family

members must still seek assistance elsewhere. Informa-

tion regarding resources is available from diagnosis

specific organizations such as The Alzheimer’s Associa-

tion, and individual community agencies.

Ideally, the caregiver and the care recipient should

choose the type of respite care desired. However,

choices are often limited as to what is available in a

specific geographical area. Although establishing and

maintaining a network of supporting family and

friends is an ideal resource for informal volunteer

respite help, siblings and other close family and friends

often live far away, making that an unreliable source.

Female family members, who have traditionally been

the mainstay in family caregiving situations, are often

currently part of the workforce and may have family

responsibilities in addition to caregiving‐related roles.

Consequently, the primary family caregiver often ex-

periences role strain, emotional stress, physical fatigue,

and financial uncertainty.

Members of particular church or religious organi-

zations may be able to arrange informal respite care for

short periods through those organizations. A service

called ‘‘First Call for Help,’’ funded through the United

Way, can provide lists of names and telephone num-

bers for local resources. Although available resources

frequently change, particularly if grant funded, United

Way updates their data regularly. Local offices of the

Area Agency on Aging also provide information about

and access to services for older adults.
Related Topics

>Adult day care, >Area Agency on Aging, >Caregiv-

ing and caregiver burden, >Day hospital, >Hospice,

> Informal caregiving, >Medicaid, >Palliative care
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Retirement
Brandy L. Johnson

Retirement describes a withdrawal from an individual’s

occupation or active working life. For many years, the

full retirement age has been 65. However, beginning

with people born in 1938 or later, the full retirement

age will gradually increase until it reaches 67 for people

born after 1959. Additionally, many individuals have

been opting for early retirement. Those choosing early

retirement are often retiring between the ages of

62 and 65.

Retirementmeansmore than ending an individual’s

professional career. In retirement, few individuals want

to sit around and do nothing. Instead, many indivi-

duals want to stay useful and plan to spend time enga-

ging in the leisurely activities they enjoy. To be able to

do this, a retired individual must have physical security

and financial security.

Physical security means that the retired individual

is physically able to engage in the activities they find

enjoyable. For example, if a retired individual or cou-

ple wishes to spend some of their retirement traveling

abroad, they would have to be in a state of health that

allows them to travel. By maintaining a good state of

health, retired individuals ensure that they will be able

to perform activities that they find satisfying, enjoyable,

and rewarding.

Another key to retirement is financial security. By

retiring, an individual loses the paycheck that he or she

used to receive from his or her former employer.

Therefore, retirees must look to other sources of

income. As a result, individuals should start planning

for retirement long before they actually retire. Finan-

cial planning is essential to financial security in retire-

ment. There are many tools that an individual can

utilize to acquire the funds needed for retirement.

http://www.wviz.org
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Social Security

One source of income in retirement is Social Security.

Social Security retirement benefits are based on the

individual’s average earnings during a lifetime of work

under the Social Security system. For most current and

future retirees, the Social Security will average a retiree’s

35 highest years of earnings. Years in which there were

low earnings or no earnings may be counted to bring

the total years of earnings up to 35. Individuals who

retire at 65 are entitled to full benefits. However, an

individual who opts for early retirement can start

receiving partial benefits at age 62. These individuals

will only get 70% of the monthly benefit because they

will be getting benefits for an additional 60 months.
401(k) Plans

Another source of income for retirees is a 401(k) plan.

A 401(k) plan is a retirement savings plan that an

employer typically offers for its employees. 401(k)

plans allow an employee to put a portion of his or

her paycheck into a retirement account. Money placed

in a 401(k) plan is generally not considered to be part

of the employee’s taxable wages. An employee has an

annual maximum amount that he or she is permitted

to defer to a 401(k) plan. For example, employees are

able to defer a maximum of $15,000 in 2006. Addi-

tionally, employers can match a percentage of their

employees’ 401(k) contribution. Any money contri-

buted by an employer does not count toward the

annual maximum amount an employee can defer.
Individual Retirement Accounts

An Individual Retirement Account (IRA) is another

popular retirement tool. An IRA is an investment

account that is opened through a mutual fund, bank,

or brokerage firm. IRA accounts are opened in the

individual’s name and are used to invest in things like

stocks, bonds, or mutual fund shares. There are two

types of IRAs that are used to save for retirement: the

Traditional IRA and the Roth IRA.

The Traditional IRA was created by Congress in

1974. When an individual invests in a Traditional

IRA, he or she will not pay taxes on the money that is

earned until the money is withdrawn in retirement.

However, the plan holder must pay taxes on any money

that is withdrawn. A plan holder can add funds to his
or her plan until age 70‐1/2. Although a plan holder is

required to begin withdrawing money at age 70, he or

she can begin to withdraw funds, without paying a

penalty, at age 59‐1/2.
Roth IRAs came into existence in 1997. Roth IRAs

are only available to individuals that meet an income

requirement. Contributions can be made up to a spe-

cified limit on a nondeductible basis. This means that

unlike Traditional IRAs, contribution to Roth IRAs can

be made without taking a deduction on the income tax

for the contribution. Withdrawals are also tax free

within certain limitations. Like a Traditional IRA, a

Roth IRA plan holder can begin to withdraw funds at

59‐1/2. However, a Roth IRA plan holder is not

required to begin withdrawing money at age 70‐1/2.
Mutual Funds

Investing in mutual funds provides another avenue for

individuals to utilize when planning for retirement. A

mutual fund consists of money that is pooled together

by a large number of investors and is professionally

managed. The fund manager invests the money stocks

and/or bonds. The Wall Street Journal divides mutual

funds in four categories: stock funds, tax bond funds,

municipal bond funds, and stock and bond funds. An

investor has a choice between aggressive, moderate,

and conservative mutual funds.

It has been estimated that 40 million people own

shares in mutual funds. Mutual funds are fairly safe

investments. Investment typically requires only a small

amount of money. Mutual funds allow for diversifica-

tion and are subject to governmental regulations.

However, all funds charge administrative fees to cover

daily expenses. A sales commission or load may also be

charged. An investor may also be responsible for taxes

if he or she profits from the sale of securities in his or

her portfolio.
Annuities

Annuities are long‐term investment contracts between

the investor and an insurance company. When an

individual invests in an annuity, the insurance com-

pany agrees to pay out money to the investor pursuant

to an agreed upon schedule.

Annuities can be either a single premium annuity

or a flexible payment annuity. A single premium annu-

ity only permits the investor to pay one lump sum.
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After paying the lump sum, the investor is unable to

invest more money in that annuity. A flexible payment

annuity, on the other hand, allows the investor to

continue making contributions to the annuity.

Investors also choose between a fixed rate and a

variable annuity. Fixed rate annuities pay a guaranteed

amount for a fixed period of time. Once the fixed

period of time has passed, the insurance company

can set a new rate. This rate may be higher or lower

than the previous fixed rate. However, these annuities

generally have a guaranteed minimum rate. Conver-

sely, variable annuities are connected to the stock mar-

ket’s fluctuation. Thus, the amount an investor receives

changes as the stock market rises and falls. A guaran-

teed minimum rate may be offered if the investor

chooses an equity‐indexed annuity.

An investor can decide whether they wish to receive

monthly, quarterly, or annual payments. Payments can

start immediately or at an agreed upon time. Although

annuities are not tax‐deductible, they are tax‐deferred.
Therefore, the investor will be required to pay taxes on

the interest earned when he or she starts to draw

money from the annuity.
Pensions

A pension plan is a retirement option generally offered

by an employer. A pension provides income to the

employee after retirement. Pension plans can be

divided into two main categories: defined benefit and

defined contribution plans. In addition, hybrid plans

that offer aspects of both defined benefit and defined

contribution plans are sometimes offered.

A defined benefit plan defines a benefit for an

employee’s retirement. The benefit is defined by a for-

mula that may incorporate the employee’s pay, the

number of years employed, the employee’s age at

retirement, and other factors. Although defined benefit

pensions are not portable, they typically pay their

benefits as an annuity.

In a defined contribution plan, a predetermined

amount of the contribution may be made into an

account for investment by the employer, the employee,

or both. However, the benefit is unknown. When the

employee retires, he or she can use the pension funds

to purchase an annuity or have amounts withdrawn as

needed. Unlike defined benefit plans, defined contri-

bution pensions are portable after they become vested.

Retirement has been described as the golden years

of an individual’s life. However, to enable full
enjoyment of one’s retirement years, it is important

to have both physical and financial security. Physical

security requires maintenance of both an individual’s

physical and mental heath. Financial security takes

planning and forethought. Individuals who plan for

retirement and maintain a healthy state will go a

long way to having a satisfying, active, and rewarding

retirement.
Related Topics

> Financial planning, >Early retirement, >Medicare,

>Quality of life, > Social Security
Suggested Readings

Abromovitz L (1999) You can retire while you’re young enough to

enjoy it. Dearborn Financial Publishing, Chicago, IL

Arnold S (2005) Ready or not: Your retirement planning guide.

Manpower Education Institute, Bronx, NY

Carlson R (2005) The new rules for retirement. John Wiley & Sons,

New Jersey

Garner R, Arnone W, Pape G, Baker N, Nissenbaum M, Roiuse K,

Voss D (1997) Ernst & Young’s retirement planning guide: Take

care of your finances now. . . and they’ll take care of you later.

John Wiley & Sons, New Jersey

Helen M, Smith S (1999) The retirement sourcebook. Lowell

House, Chicago, IL

Tyson E (2003) Personal finance for dummies, 4th edn. Wiley

Publishing, Indianapolis, IN
Suggested Resources

AARP; http://www.AARP.org

Securities and Exchange Commission; http://www.sec.gov

Social Security Online; http://www.ssa.gov/planners

401k Help Center.Com.; http://www.401khelpcenter.com
Rheumatoid Arthritis
Lori B. Siegel

Rheumatoid arthritis (RA) is a chronic arthritis that

causes inflammation and pain in a symmetric pattern.

Although it spans all age groups and ethnicities, the

two main peaks are in women aged 20 to 40 and men

http://www.AARP.org
http://www.sec.gov
http://www.ssa.gov/planners
http://www.401khelpcenter.com
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and women age 50 and above. How rheumatoid affects

someone is highly variable among patients and its

activity may even change in one patient over time.

There is no definitive test or x‐ray that establishes the

diagnosis of RA, but rather the diagnosis is established

by a constellation of findings observed over a period

of time.

The initial diagnosis of RA is made after a careful

history and physical examination. The complaint of

arthritis equally affecting both sides of the body, in a

mirror image, or symmetric pattern, is common. These

symptoms must be present for longer than 6 weeks

since many other transient types of arthritis may seem

like RA early on. The arthritis usually causes morning

stiffness in the joints lasting longer than 30 min and

feeling better after movement. The patient may also

experience a stiffening or gel phenomenon after a

period of immobility while riding in car or sitting

through a movie.

A detailed physical examination will show some

thickening around the joints, which may reflect extra

joint fluid from inflammation or thickening of the

joint lining. Often the joints are tender to palpation

and warm. The striking finding on physical examina-

tion is usually the symmetric involvement of joints and

the sparing of the distal interphalangeal joints, or

knuckles nearest the nail bed. If these joints are

involved, another type of arthritis need be considered.

The examiner must also carefully examine the skin,

lungs, eyes, and heart for evidence of systemic involve-

ment of RA. In some patients with a more aggressive

form of RA, the body tends to form nodules. While

commonly present and benign, when involving the

elbows and forearms, nodules in the eyes, lungs, and

heart may have devastating consequences. Patients

with signs of aggressive RA should be examined for

these nodules.

When a patient is thought to have RA it is impor-

tant to obtain x‐rays of some of the involved joints,

usually the hands, to look for signs of erosions of the

cartilage. Often when erosions are detected, a more

aggressive form of treatment is considered.

Laboratory testing is important as well in evaluat-

ing someone with RA. A rheumatoid factor (RF) (or

antibody to. . .) is found in the serum of approximately

80% to 85% of people with RA. A smaller percentage

of patients may have RA but not have a positive

RF or develop one later on in their disease course. A

positive RF does not make a diagnosis of RA and may

be falsely positive in infection, malignancy, or other
autoimmune conditions. A very high RF is associated

with more aggressive disease including erosions and

nodule formation as mentioned earlier. Other labora-

tory tests may reveal an associated anemia of chronic

disease.

Once diagnosed, treatment and education is essen-

tial. There have been many major advances of the

treatment of RA over the past several years. The entire

approach to treatment has become much more aggres-

sive in halting the erosions and trying to prevent or

slowdown joint damage. An accurate diagnosis is key

to obtaining appropriate treatment and outcome. The

most important aspect to treating patients with RA still

remains educating the patient about the arthritis and

the impact it may have on their everyday lives. Being an

inflammatory and chronic condition requires that the

patient employ ‘‘energy conservation.’’ That means

going about their activities more slowly so they don’t

overdo any activity or wear themselves out. Some

patients who may feel well, overuse their joints and

subsequently damage themselves or end up needing

extended periods of rest to make up for their explosion

of activity. Moderation is the key. Many activities of

daily life place undo stress on joints, which when

inflamed, may be hurt more. Simple motions of turn-

ing keys or holding pots with one hand may hurt a

wrist. Patients, in consultation with physical and occu-

pational therapists, may learn joint sparing hints

such as using a two‐handled pot or using a special

key holder, which removes stress from the susceptible

joints. Appropriate exercises are also important in joint

health and are best learned early in the disease process

to decrease future problems. Along with early visits to

physical and occupational therapy, a podiatric evalua-

tion of the rheumatoid foot is paramount in reducing

the risk of foot complications in RA. If the foot is

healthy in RA, the knees and hips may be better off.

Medication is still the cornerstone of treatment in

RA in order to reduce inflammation and slow disease

progression. Nonsteroidal antiinflammatory drugs

(NSAIDs) are used to for symptom control to relieve

the pain and inflammation associated with RA. They

do not control the disease itself. In very mild cases,

they may be the only treatment. It is important to

monitor side effects such as gastrointestinal (GI) irri-

tation and bleeding as well as kidney functioning on a

regular basis. These medications also have significant

interactions with other medications and must be used

cautiously. They may also affect platelet function. The

newer COX 2 selective agents may be slightly safer than
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traditional NSAIDs regarding GI issues but are still

associated with adverse reactions and should be used

with caution. Corticosteroids are potent suppressors of

inflammation and should be used with extreme cau-

tion. The side effects are numerous and devastating.

These drugs should be used only as a bridge therapy

until the slower acting medications kick in. Patients

should be counseled extensively regarding the dangers

of corticosteroids since some people find such relief

with them, they may be abused. There are times the

corticosteroids are used in either smaller doses chroni-

cally or in higher doses for acute situations. This

should be done in consultation with a specialist and

extreme caution used.

The disease modifying antirheumatic drugs

(DMARDs) are now used quite frequently and early

on in the treatment of RA. Commonly used medica-

tions include methotrexate, hydroxychloroquine, sul-

fasalazine, and azathioprine. These medications have

been shown to slow the progression of disease and

erosion. They may take weeks or months to show an

effect and this is when the bridge therapy with corti-

costeroids may be used. These medications may be

toxic and they require frequent laboratory monitoring.

Methotrexate is the most commonly used DMARD

in the United States and requires monitoring of the

hepatic and bone marrow effects. Overall, the amount

of benefit these medications offer in RA is worth the

risk and monitoring.

The newest medications in the treatment of RA are

the tumor necrosis factor (TNF) antagonist antibodies.

These medications stop inflammation at the start of

the inflammatory cascade and have been shown to

work quickly in suppressing the inflammation of RA

and even slow and in some cases heal the erosions. The

long‐term safety and side effects are still not fully

known. Patients on TNF treatment are at increased

risk for infection and must have their tuberculin test-

ing done before initiation of treatment. The question

of long‐term sequelae of lymphoma, infection, malig-

nancy, and demyelinating syndromes remains to be

studied. These medications are very costly and have

not yet taken their place as treatment before the tradi-

tional NSAIDs and DMARDs, although it is clear that

early use has been helpful in patients with RA.

RA, its diagnosis and treatment, remains a chal-

lenge to both physicians and patients. Education and

practices to promote joint health care are key in the

treatment of RA. The physician, patient, and healthcare

professionals become a close team in treating RA with
the ultimate goal of preventing deformity and long‐term
sequelae of RA.
Related Topics

>Autoimmune disease disorders, >Polymyalgia

Rheumatica, > Sjogren’s syndrome
Suggested Readings

Klippel JH (ed) (2001) Primer on rheumatic diseases, 12th edn.

Arthritis Foundation, Atlanta, GA

Klippel JH, Dieppe PA (1998) Rheumatology, 2nd edn. C.V. Mosby,

St. Louis, MO

Klippel JH, Dieppe PA, Ferri FF (2000) Primary care rheumatology.

Mosby, London
Role Loss
William Meyer

As individuals age, the roles that they play in society

change as well. People start out in childhood with little

responsibility and little in the way of roles to play.

As individuals reach adolescence and adulthood, they

take on more roles. They play roles like son or daugh-

ter, friend, employee, student, and boyfriend or girl-

friend to name a few. These roles change as we

enter adulthood, with some roles being lost, such as

that of student, while other are gained, as parents, for

instance. As individuals move into late life, they are

faced with the sudden loss of multiple roles without

the occurrence of new ones. For example, retirement

can mean a major change in the roles that an indivi-

dual plays. Going from being the supervisor of multi-

ple people to supervising no one can be a difficult

transition. Going from a substantial salary to a smaller

retirement package can also be difficult. Other exam-

ples of roles that are lost in late life are driving privi-

leges, moving to nursing care, death of friends or a

spouse, and loss of physical abilities. Losing one’s phy-

sical abilities or the ability to take care of oneself can

potentially be a very severe role change. No longer

being able to take care of oneself can lead to a feeling
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of inadequacy or low self‐worth. Several of these

changes can occur in a short time span and can not

only be difficult to cope with, but can also lead to

increased stress and the potential for depression. The

result can be that a person is back where they started as

a child, with little responsibility and few roles to play.

Helping to prevent feelings of role loss can be as

easy as asking a person how they feel about things like

no longer driving or moving to a nursing care facility

and role loss as a result of retirement can be reduced

by planning for retirement and taking part in pre-

retirement counseling. Feelings of inadequacy resulting

from a decrease in physical abilities can be combated

through regular physical exercise to maintain physical

functioning.
Related Topics

>Ambiguous loss, > Loss, >Retirement
Suggested Readings

Molgaard V (1994) Growing older: Changes in roles and relation-

ships. Iowa State University, University Extension
Suggested Resources

American Association of Retired Persons: Staying Sharp series;

www.aarp.org/nrta

Buckwalter KC (2000) Virtual Hospital: Health Prose: Elderly Loss:

Treat it with Respect, 2000. University of Iowa Health Science

Relations (revised 2003); http://www.vh.org/adult/patient/

internalmedicine/prose/elderlyloss.html
Rosacea
Mary G. Mercurio

Rosacea is a common facial skin condition that most

frequently affects fair‐skinned Caucasian women and

men of northern European ancestry. While the precise

cause of rosacea is unknown, it is likely due to some

combination of factors in predisposed individuals,
resulting in an abnormality of the blood vessels in the

skin (cutaneous vasculature). The earliest sign of rosa-

cea is recurrent episodes of flushing that may be trig-

gered by a variety of exacerbating factors including hot

beverages, spicy foods, alcohol, sunlight, or emotional

stress. Over time, the redness (erythema) may become

permanent rather than episodic, resulting in skin

alterations called telangiectasias that coalesce into

patches. Inflammatory changes often ensue including

swelling (edema), papules, and pustules. The phymas,

a late stage of rosacea seen more commonly in men, are

characterized by disfiguring fibrotic changes in the

skin. An index of suspicion should be maintained for

ocular rosacea that is common and often unrecog-

nized, but has the potential to cause discomfort as

well as rarely corneal ulceration.

Avoidance of triggers that cause flushing is an

essential first step toward treating rosacea. Hyperirrit-

ability of the skin characterized by stinging and burn-

ing with application of topical preparations is a

frequent feature in rosacea patients. Avoidance of pro-

ducts that produce these symptoms and employing

gentle skin care can also improve the condition. Daily

use of a gentle moisturizer with a broad‐spectrum,

nonchemical sunscreen is essential. Cosmetics can be

used if they are mild and do not irritate the skin; the

use of cosmetics to camouflage the redness and

blemishes goes a long way toward benefiting self‐
esteem in this highly visible condition.

Therapy of rosacea has included both topical and

systemic agents, with treatment regimens based pri-

marily on disease severity. Antibiotics are the most

common prescription drugs for rosacea, and most

dermatologists employ a tiered approach based on

the severity of the condition. Topical metronidazole

products are the most common first‐line therapies.

Combination therapy with systemic antibiotics, parti-

cularly those in the tetracycline class, is prescribed for

inflammatory papulopustular lesions as well as ocular

involvement. Low‐dose accutane is an additional

option when antibiotics fail. Laser therapy is an effec-

tive means of eradicating the telangiectasia features.

Early intervention is the best means of preventing the

irreversible and disfiguring fibrotic changes known as

rhinophyma. Rosacea tends to be cyclic in nature and

systemic medications can often be tapered while main-

taining a regimen of gentle skin care, photoprotection,

and avoidance of known triggers. Recognition and

treatment of rosacea early in its onset provides the

most favorable long‐term prognosis.

http://www.aarp.org/nrta
http://www.vh.org/adult/patient/internalmedicine/prose/elderlyloss.html
http://www.vh.org/adult/patient/internalmedicine/prose/elderlyloss.html
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Related Topics

>Hair and nail changes replacement, > Skin,

> Skin care
Suggested Readings

Danby FW (2005) Rosacea, acne rosacea, and actinic telangiectasia.

J Am Acad Dermatol 52:539–540

Powell FC (2005) Clinical practice. Rosacea. N Engl J Med

352(8):793–803
Rural Health
Teddy D. Warner . Laura Weiss Roberts . Pamela
Monaghan Geernaert

Elders comprise over a quarter of the 65 million people

who live in rural and frontier areas in the United States.

Older people make up a higher proportion of rural resi-

dents than urban residents, with rural populations aging

rapidly due to aging‐in‐place, out‐migration of young

adults from rural areas, and in‐migration of older persons

from nonrural to rural areas.

The image of rural life as simple, healthy, and

natural has been replaced with a more complex under-

standing in which distinct stresses, hardships, and

community patterns of rural life are also recognized.

Rural elders report somewhat worse health than non-

rural elders. Age‐adjusted death rates are higher than

for urban counterparts, and older rural citizens make

more doctors visits, are more likely to be seriously ill,

and are more likely to be admitted to the hospital when

they do seek medical attention than those who are

younger. Chronic physical illnesses and long‐term
effects of serious chronic conditions are increasingly

recognized as serious burdens for rural dwellers. The

rural aged may not be able to overcome the additional

barriers to optimal health services that exist in rural

areas, including limited access to health care providers,

fewer care facilities, increased travel time, lack of spe-

cialized caregivers, and less access to adequate health

insurance. These barriers are exacerbated because rural

older people aremore likely to be poor or near poor than

nonrural older people. Finally, rural health care poses

special ethical problems surrounding health care that are
related to overlapping personal and professional rela-

tionships, confidentiality of personal health informa-

tion, and stigma associated with various conditions.

For these reasons, the health care of older people who

reside in rural areas deserves special attention.
Health Issues for Rural Elders

Rural residents show higher rates of various chronic

medical conditions, many of which relate to condi-

tions specific to rural life. Greater heart disease rates

were detected in rural areas beginning in the 1970s

and continued into the 1980s and 1990s. Studies

reveal greater rates of certain kinds of cancer in rural

than urban areas, particularly associated with expo-

sure to herbicides, pesticides, insecticides, and other

carcinogenic substances. Greater respiratory disease

(e.g., asthma, organic dust syndrome, chronic bron-

chitis) rates have been found among farm than non-

farm populations. Arthritis and related disabilities are

greater in rural areas, but rural residents tend to be

more mobile than their counterparts due to the rural

geographic and physical requirements. Some neurologic

diseases (e.g., Parkinson’s disease, Alzheimer’s disease,

amyotrophic lateral sclerosis, chronic encephalopathy)

associated with exposures to toxic chemicals used by

farmers and miners are of greater prevalence in rural

than nonrural areas. Obesity and nutritional problems

are also higher in rural communities. Rural residents also

have higher rates of activity limitations due to chronic

conditions, and fewer rural residents perceive their

health to be excellent.

Addiction and mental illnesses affect the lives of

rural older people, indirectly and directly. Fewer rural

residents consume alcohol, but the prevalence of heavy

and binge drinking among active drinkers is similar in

rural and urban areas. In recent years, the use of illicit

substances has increased in rural areas to the levels in

urban communities. One‐quarter of rural people have
a diagnosable mental illness, and one‐half will have
some significant mental health problems during their

lives. Higher rates for mental illnesses in urban com-

pared to rural areas have been reported by several

studies, but others indicate rates are equivalent. Differ-

ences in rates of mental illness rates may reflect much

lower access to mental health services and lower iden-

tification of people’s problems in rural areas. The few

extant studies indicate no rural versus urban differ-

ences in prevalence of mental illnesses co‐occurring
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with addictions, although the lack of mental health and

substance abuse services in rural areas means comor-

bid disorders may go untreated more often.

Serious mental illness, addiction, HIV/AIDS may

be highly stigmatized in small, interdependent com-

munities. Such conditions often require ongoing mon-

itoring and lifestyle changes harder to accomplish in

rural settings due to much lower access to specialized,

supportive services and health care resources in gen-

eral (e.g., over 95% of urban counties have psychiatric

inpatient services but only 13% of rural counties do

with only 1% of the psychiatric beds). In rural areas,

older people may resist formal treatment for mental

health or other stigmatizing illnesses, especially by

mental health professionals, because it may threaten

the rural image of self‐reliance and rugged individual-

ism or stimulate stoicism or shame. Newer studies

indicate that such resistance may be waning among

the more recent generation of rural elders. Alterna-

tively, care‐seeking may be sought informally through

social networks of rural communities. This may change

in coming decades if differences in urban and rural

communities diminish, especially if rural people con-

tinue to experience the decline in social networks that

have served as a source of support.

Rural people, like those in urban areas, face issues

of domestic violence. Few studies of rural household

violence exist, but living in rural areas may exacerbate

issues contributing to domestic violence because

of social and physical isolation. In one study twice

as many rural people (25%) as urban (12%) were

involved in an ongoing violent relationship. Poverty,

lack of public transportation, shortages of health care

providers, lack of health insurance, and decreased

access to many resources may make it more diffi-

cult for rural people to escape abusive relationships.

Furthermore, the closeness of relationships among

members of rural communities may make it awkward

for rural people to disclose problems. Geographical

isolation and the increased availability of firearms and

knives in rural households also increase the potential

severity of domestic attacks.

Accidents and trauma are a major concern for rural

dwellers. Farming has inherent environmental and

physical risks, and the rate of machinery‐related inju-

ries is greater than in urban areas. High rates of auto-

mobile accidents also occur in remote areas, often

due to alcohol intoxication. Beyond a heavier burden

of physical disability associated with accident and

trauma, rural people are nearly twice as likely as city
dwellers to die from injuries they sustain, partly due to

the limited emergency services and time of travel to

services.

People in rural areas experience infections that are

uncommon or rare inmore urban locales. They aremore

likely to have jobs (e.g., farming) or avocations (e.g.,

hunting) that expose them to many disease‐inducing
organisms that are carried by animals and insects (e.g.,

anthrax, Hantavirus, plague, tularemia, Lyme disease,

Brucella). Rural dwellers are more likely than urban

people to be exposed to contaminated water and to

improper sanitation systems, which increase risk for a

number of illnesses (e.g., giardiasis, hepatitis A).Migrant

workers in rural areas present with infections (e.g.,

malaria) acquired in their country of origin that are

uncommon in the United States. Because clinicians are

typically trained in urban environments, when they

come to practice in rural communities they, at least

initially, are often less familiar with many of the health

risks that aremore common in rural than urban areas. In

addition, the number of health care providers in rural

areas is far less than in urban communities even adjusted

for population differences.
Challenges and Disparities in
Rural Care

Changes in health care financing, introduction of new

technologies, and evolution of health care services into

networks produced dramatic changes in the United

States rural healthcare system over the past decade or

so. Resources for health care in rural areas remain

insufficient—many rural communities have shortages

of physicians and behavioral health providers, rural

hospitals experience heightened financial stresses, and

rural communities are often without adequate public

health infrastructure. Most health care in rural areas is

given by primary care providers, in contrast to the much

greater proportion of specialists in urban areas. Indeed,

most geriatricians practice in urban areas where they

spendmost of their time in direct patient care, instead

of consulting with primary care providers as they do

in the United Kingdom. This prevents geriatricians

from spreading their skills into the general medical

community, especially in rural areas. Organizations

have attempted to address disparities in rural health

care by stimulating network development, intro-

ducing new approaches, such as telemedicine, and

changing the rules for Medicare payments. Whether
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current efforts to reduce rural health care disparities

will be effective remains to be seen.

In 2001, the Secretary for Health and Human

Services (HHS) charged federal agencies with the respon-

sibility of improving health care and services for rural

Americans. In 2002, the HHS Rural Task Force found

that three broad factors inhibited HHS rural efforts—

lack of a commondefinition of ‘‘rural’’; over 225 different

HHS programs serving rural communities; and, HHS

processes do not consistently consider rural concerns.

The Rural Task Force identified actions that could

improve the way HHS manages rural services—create

a formal structure for coordinating rural policy and

partnerships; create an interagency workgroup to fol-

low‐up on strategies; ensure that processes include a

focus on rural America; and, develop a common

approach for determining investment in specific

communities and populations. Finally, the Rural Task

Force set five goals to improve provision of health care

and services in rural areas: (1) improve rural com-

munity access to quality health and human services;

(2) strengthen rural families; (3) strengthen rural com-

munities and support their economic development;

(4) partner with state, local, and tribal governments

to support rural communities; and (5) support rural

decision making to ensure a rural voice in consultative

processes. Such efforts seek to address disparities in

care in rural areas of this country.

The aging of the American population has broad

effects on rural communities, where the range of health

care services is narrower, services are less accessible,

fewer specialized services are available, and services

are more costly to deliver than in urban areas. Rural

America is quite diverse, ranging from traditional farm-

ing areas to newly developing retirement communities.
Policies and programs for the older population will need

to take into account rural versus urban differences in

adjusting to the increasing elder population, and health

services research should incorporate rural issues to

ensure that efforts to improve rural care are effective.

Unlike in previous decades, rural health care is interwo-

ven with urban health care, and policy that is focused

on the needs of urban people may have unpredicted

effects on rural dwellers. Rural people, including rural

elders, deserve best care standards to be carried out

within the context of their communities.
Related Topics

>Access to health care, >Accidents, >Addictions,

>Mental illness, > Stigma, > Substance use, >Trau-

matic injury
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Safer Sex
Daniel J. O’Shea

Contrary to a popular myth, sexual desire does not

wane after the age of 50; most older adults continue to

be sexually active, enjoying close personal and sexual

relationships with a partner. A 1998 National Council

on Aging survey of 1,300 seniors found that half were

having sex at least once a month, and nearly 40%

wanted more. Masters and Johnson cited significant

physiological and psychological value in continuing

sexual activity among older adults. Every person has

normal desires to be loved, touched, and have sexual

relations. While the sex drive may diminish in some

with aging and chronic disease, it remains an important

part of life. Among older males, impotence or ‘‘erectile

dysfunction,’’ the inability to sustain an erection suffi-

cient for sexual intercourse, can now be treated through

pharmacotherapy.

More and more people in their sixties and seven-

ties, living longer and healthier, are newly single

through divorce from, or death of, their partners, and

are once more dating, beginning new relationships,

and participating in some kind of sexual activity.

Others may be in monogamous relationships with a

partner who engages in risky behavior without their

knowledge. Unfortunately, knowledge of the risk of

unprotected sex and safer‐sex practices among older

adults is much less than that of sexually active persons

in their late teens and early twenties. This circumstance

can place unwary older adults at risk of acquiring

deadly diseases like HIV and hepatitis as well as other

sexually transmitted diseases.

The older generation has never been targeted for sex

education with the exception of Viagra, or identified as

a risk group;many geriatric doctors are not even looking

for HIV among their patients. Older adults and their

health care providers rarely discuss sexual behaviors,

given the stigma that society attaches to risky behaviors

and HIV. This is particularly dangerous as HIV‐related
illnesses can be difficult to distinguish from typical age‐
related health problems. Older adults typically believe

that HIV only affects younger people and that they are

free to engage in unprotected heterosexual (nowwithout

worry of pregnancy) or homosexual sex.

Sexual activity is the most common cause of HIV

infection in older adults. One study found that people

over 50 are only one-sixth as likely to use condoms and
# Springer-Verlag Berlin Heidelberg 2008
one-fifth as likely to get tested for HIVas those in their

twenties. Once exposed to HIV, older women may also

be more vulnerable to infection due to physical changes

with menopause. Vaginal walls become dry and thin,

and can lead to abrasions and tears, increasing risk of

infection with unprotected sex.

Safer sex activities Before becoming sexually inti-

mate, older adults should consult their doctor about

the risks of acquiring HIVor other sexually transmitted

diseases, and also talk frankly about this with their

partners. Most sexual activity carries some risk,

which can be reduced by making it more difficult for

your partner’s blood or sexual fluid to enter your body.

The risk is minimized by ‘‘safer sex’’ practices. Follow-

ing are a combination of guidelines offered by the

New Mexico AIDS Education and Training Center,

the Centers for Disease Control and Prevention (CDC),

and the National Institute on Aging.

1. Assume that your sex partners are infected with

HIV. You cannot tell by appearance if people are

infected, and he or she may be lying or unaware

that he or she is positive. Some were infected by

steady partners who were unfaithful ‘‘just once.’’

Even those testing negative might have been

infected after being tested, or may have taken the

test too soon after exposure to HIV.

2. Engage in activities that have no risk for spreading

of HIV, avoiding contact with your partner’s blood

or sexual fluids. These include abstinence (never

having vaginal, anal, or oral sex), fantasy, mastur-

bation, sexy talk, and nonsexual massages.

3. If you do engage in vaginal, anal, or oral sex (a) be

aware of your body and that of your partner’s. Cuts,

sores, or bleeding gums, rough physical activity,

and even small injuries increase the risk of HIV.

(b) Have intercourse with only one partner. Sex

with just one partner is safe as long as neither of

you is infected and if neither of you ever has sex or

shares needles with anyone else. (c) Make sure you

and your partner have been tested and are free of

HIV. Get tested if you or your partner had a blood

transfusion before 1986, or had an operation or

blood transfusion in a developing country at any

time. (d) Use a barrier to prevent contact with

blood or sexual fluid during intercourse: male or

female condoms (latex or polyurethane). Although

skin is also a natural barrier, in rare cases HIV

can get into the body through healthy mucous
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membranes, with risk of infection much higher if

the membranes are damaged. (e) Lubricants can

increase sexual stimulation and reduce the chance

that condoms or other barriers will break, but use

only water‐based lubricants; oil‐based products like

Vaseline, oils, or creams can damage condoms and

other latex barriers. (f) Know what you are doing:

be aware that using any alcohol or drugs before or

during sex can impair judgment and greatly

increase chances of not following safer sex guide-

lines. (g) Before you have sex, think about safer sex,

set your limits and stick to them: decide how much

risk you are willing to take, how much protection

you want to use during different sexual activities,

making sure you have adequate supplies where they

are easy to find, and talk to your partners so they

know your limits.

Oral sex has some risk of transmitting HIV, espe-

cially if there are bleeding gums or sores in the mouth.

Condoms without lubricants work best for oral sex;

pieces of latex or plastic wrap over the vagina can also

be used as barriers.

If both people are already infected Although

some do not see the need to follow safer sex guidelines

when both partners are already infected, there is a

possibility of exposure to other sexually transmitted

infections such as herpes or syphilis, which can have

more serious consequences for people with HIV.

Potential ‘‘re‐infection’’ with a different strain of HIV

might result in resistance to some anti‐HIV drugs.

Following safer sex guidelines reduces these risks.
Related Topics

>Acquired Immunodeficiency Syndrome (AIDS),

> Sexually transmitted diseases
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Schizophrenia
Deborah J.Gould

Schizophrenia is a disorder of the brain that affects

approximately 1% of the world’s population, occurring

equally in men and women and in all ethnicities. The

three types of clinical symptoms found in schizophre-

nia are called positive symptoms, negative symptoms,

and cognitive symptoms. The positive symptoms

include hallucinations (seeing, hearing, smelling, or

feeling things that do not exist), delusions (false beliefs

that cannot be changed by factual knowledge), and

disorganized, illogical thinking. The most common

type of hallucination is auditory. Negative symptoms

include apathy (lack of interest in life), social with-

drawal, and minimal or inappropriate emotional

responsiveness. These types of symptoms make it dif-

ficult for people with schizophrenia to interact with

others and feel comfortable in social situations. Cog-

nitive symptoms include decreased attention and con-

centration, decreased working memory, and decreased

executive functioning (the ability to plan activities and

carry them out in an organized manner). The cognitive

symptoms can interfere with an individual’s ability to

work or study effectively.

Schizophrenia typically presents in late adolescence

or early adulthood. The average age of onset is 18 years

for men and 25 years for women. There is often a

prodromal period of several months during which

florid psychosis is absent but behavioral changes

such as social isolation and amotivation have begun.

The course of schizophrenia can be quite variable.

Some individuals have remitting and relapsing illness

with periods of high functioning between episodes.

Some individuals are chronically symptomatic des-

pite treatment. There is evidence to suggest that if

http://www.aidsinfonet.org/articles.php?articleID&thinsp;&equals;&thinsp;151
http://www.cdc.gov/hiv/pubs/faqs.htm
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treatment is begun during the prodromal phase, the

outcome is improved.

Although schizophrenia usually develops at a

young age, the exception to this is an entity called

‘‘late‐onset schizophrenia.’’ By definition, this type of

schizophrenia begins after the age of 45. In individuals

who require hospitalization for schizophrenia, 13%

have the onset of symptoms in their fifties, 7% in

their sixties, and 3% in their seventies or later. The

most common symptoms are hallucinations and delu-

sions, whereas negative symptoms are infrequent. This

form of schizophrenia may be etiologically different

from that which affects younger people, although the

treatment is the same.

The cause of schizophrenia is unknown. Current

research at the National Institute of Mental Health

(NIMH) focuses on neurodevelopmental, genetic,

and environmental factors. The neurodevelopmental

hypothesis of schizophrenia proposes that the brains

of individuals with schizophrenia begin to develop

abnormally before birth. Whether this abnormal devel-

opment is due to genetic or environmental causes is

unknown.

Twin studies of schizophrenia have indicated that

there is a genetic component in schizophrenia, but

even in identical twins the concordance rate (both

twins affected) is only 40–65%. The genetic contribu-

tion to schizophrenia is probably related to a number

of different genes on several different chromosomes.

Some of these genes are thought to encode for enzymes

involved in the metabolism of neurotransmitters such

as dopamine and glutamate, which have been implicated

in the pathogenesis of schizophrenia for a long time.

Other genes may be involved with the development

of the nervous system, including neuronal pathways in

the brain.

Environmental factors may contribute to the devel-

opment of schizophrenia if the genetic predisposition

for the illness is already present. Some of these factors

include pollution, toxins, malnutrition, and emigra-

tion to another country. Other environmental factors

may contribute directly to the development of schizo-

phrenia for reasons that have not yet been elucidated.

For instance, mothers who have influenza during

the first trimester of pregnancy have a sevenfold

increased risk of bearing a child who will develop

schizophrenia. Mothers with toxoplasmosis, a parasitic

infection, also have an increased risk of having a child

with schizophrenia.Whether the increased risk is related

to a direct effect of the pathogen on the fetus or to the
effect of the mother’s immune respon se to the pathogen

is unknown.

Whatever the cause or causes of schizophrenia are

found to be, there are treatments available currently

that address the symptoms of schizophrenia. Antipsy-

chotic medications can help the positive and negative

symptoms of schizophrenia. In general, these medica-

tions work by blocking receptors to certain neurotrans-

mitters in the brain that are believed to be responsible

for the symptoms seen in schizophrenia. The dopa-

mine hypothesis of schizophrenia attributes schizo-

phrenia to excess dopamine in the brain. The first

antipsychotics developed to treat schizophrenia block

dopamine receptors. These conventional antipsycho-

tics have neurological side effects such as Parkinsonism

and dystonias that occur because of the dopamine

blockade. Tardive dyskinesia, another type of move-

ment disorder presumably caused by decreased dopa-

mine activity in the brain, can occur years after the

initiation of conventional antipsychotic therapy and

has no known treatment.

The newer antipsychotic medications are called

atypical antipsychotics. They target different dopa-

mine and serotonin receptors than do the conventional

antipsychotics and have fewer neurological side effects.

In addition, they may be superior to the conventional

antipsychotics in treating the negative symptoms of

schizophrenia. Unfortunately, potentially serious side‐
effects of the atypical antipsychotics have now been

found. This group of medications appears to affect

glucose and lipid metabolism and can lead to the

development of diabetes mellitus and hyperlipidemia

(elevated blood lipids or fats). In addition, their use in

older people with vascular dementia (dementia due to

stroke activity) has been implicated in fatalities due

to cardiovascular events or infection. As with the use of

all medications, the benefit of the treatment has to be

weighed against the risk.

Because schizophrenia usually begins at a young age

and has symptoms that affect cognition, emotions, and

perception, the cost in terms of human suffering and

dollars is high. In the United States, more than 3 million

people have schizophrenia. Of these, 5% are homeless

and constitute approximately 30% of the homeless popu-

lation. Only 28% of people diagnosed with schizophre-

nia live independently, whereas 6% live in hospitals,

10% live in nursing homes, and 25% live with family

members. In 2002, more than $62 billion was spent on

care for schizophrenia in the United States. Direct health

care costs were more than $22 billion. Direct nonhealth
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costs, such as homeless shelters and research costs, were

more than $7 billion. Indirect costs, which include

unemployment and decreased work productivity, were

more than $32 billion.

In summary, schizophrenia is a chronic, debilitat-

ing disorder of the brain that has an immense impact

on individuals, their families, and society as a whole.

The National Institute of Mental Health continues to

search for causes of the illness. Further work needs to

be done to find safe and effective medications. Finally,

social issues such as stigma and funding need to be

addressed to ensure that individuals with chronic men-

tal disorders receive appropriate ongoing care.
Related Topics

>Homelessness, >Medication management, >Men-

tal illness, >Parkinson’s Disease
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Scleroderma
Lori B. Siegel

Scleroderma is a generalized disorder in which there is

excess deposition of fibrous or scar tissue in the con-

nective tissues that can affect the skin and internal
organs. This condition occurs more commonly in

women and the typical onset may be between the

ages of 45 and 65. Scleroderma encompasses a wide

spectrum of conditions, some that progress rapidly,

and some that progress more slowly. Often times the

symptoms evolve over time and the official diagnosis

may only be determined over months to years of

observation. The disease may be quite disfiguring and

life threatening or quite mild, depending on the degree

and distribution of vasculopathy (disease of the tissue).

The terminal arteries of the circulatory system are

affected and result in vascular insufficiency to the end

organ or target tissue. All organs are involved at some

level or degree.

Scleroderma is divided into two major clinical

groups that affect or predict severity and prognosis.

Limited systemic sclerosis (LSS), or CREST, has a more

benign prognosis and slower course. Progressive sys-

temic sclerosis (PSS) progresses more rapidly and has a

more malignant presentation. Although there is some

overlap, and one may evolve into the other, careful

history and physical examination along with selected

laboratory testing should help make the distinction.

LSS is also called CREST because patients may have

calcinosis, Raynaud’s phenomenon, esophageal dys-

motility, sclerodactyly, and telangiectasia. Again, all of

these may rarely be present at once, or they may occur

over time. The calcinosis is actually calcium deposition

in the soft tissues and muscles. It is idiopathic and

independent of serum calcium levels or calcium inges-

tion. There is no treatment for this condition but the

calcium deposits may be quite painful, and if large or

affecting activities, may need to be surgically removed.

If the deposits are superficial, they may break through

the skin surface and become easily infected, so good

skin hygiene is paramount.

The Raynaud’s phenomenon is not unique to LSS

and may occur in PSS as well as many connective tissue

disorders. The classic changes in Raynaud’s are an

initial well‐demarcated pallor (skin paleness), then

cyanosis (ruddy/bluish color of skin) and then upon

revascularization, a deep red or mottled appearance of

the fingers or toes. It should be noted that Raynaud’s

might affect the fingers and toes as well as the tip of

the nose. Uncontrolled Raynaud’s may lead to tissue

loss. Treatment is aimed at avoidance of cold, using

gloves, and local care to any lesions on the hands or

feet. Calcium channel blockers, particularly nifedipine,

promote vasodilatation. Also nitrates, used sparingly

http://www.healthyplace.com
http://www.healthyplace.com
http://www.nimh.nih.gov
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because of side effects, may help in some situations.

Esophageal dysmotility (diminished movement of

muscles of esophagus/throat) also occurs in LSS due

to relaxation of the lower esophageal sphincter

(clenching muscle at the base of the esophagus/gullet)

and this causes acid reflux. Caution must be used

because the calcium channel blockers that treat the

Raynaud’s may exacerbate reflux.

Sclerodactyly (scarring and distortion) of the fin-

gers or toes may occur as well but usually involves the

areas below the knee and below the elbow. Involvement

more proximal to these areas is seen in PSS. The

sclerodactyly may present initially as puffiness before

the fibrosis and hardening sets in. Treatment of this is

symptomatic with nonsteroidal anti‐inflammatory

medications with close attention to renal function.

Steroids should be avoided in this condition as they

may actually worsen the disease state.

Telangiectasias are the final component of the CREST

syndrome. These are flat, small reddened accumulations

of blood vessels that may appear anywhere but are most

commonon the palmar surfaces of the hands, around the

nails, around the mouth, and sometimes on the cheek

mucosa. There is no specific treatment for these and the

lesions do not cause any problems per se but are clues to

the underlying vasculopathy. A very common presenta-

tion in LSS is that of Raynaud’s phenomenon that is

present years before the other clinical features appear. A

more serious, but less common, manifestation of LSS is

pulmonary (lung) hypertension without pulmonary

fibrosis (scarring).

Patients who fall into the PSS category have more

extensive skin disease that may involve the proximal

limbs and trunk. These patients may present with

Raynaud’s but rapidly progress to significant major

organ involvement. Rapidly progressive skin disease

may lead to significant disability. The overall course

of PSS is variable. Clinical features that herald a poorer

prognosis are diffuse skin involvement, later age of

disease onset, African American or Native American

heritage, impaired diffusion capacity, blood or protein

in the urine, anemia, high sedimentation rate (abnormal

tests indicating acute or chronic effects), pericardial effu-

sion (fluid around the heart), and anemia. These patients

may develop contractures from skin tightening and sub-

sequent disuse muscle atrophy. Lung impairment is a

leading cause of mortality and is commonly from inter-

stitial lung disease and vascular disease. The cardiac

manifestations may be more subtle but patchy fibrosis
of the entire myocardium (heart muscle) may occur.

There may be diastolic dysfunction, myocarditis, and

cardiomyopathy (all types of disorders of heart muscle).

Gastrointestinal manifestations of PSS include

wide mouth diverticulae (intestinal polyps) as well as

dysmotility (abnormal movement) of the intestines

due to fibrotic deposition. Bacteria may become

entrapped and dissect through the bowel wall causing

pneumatosis cystoids intestinalis (multiple gas‐filled
cysts of various sizes located in intestine), which may

clinically mimic a ruptured bowel. Attempts at surgery

should be avoided since there is no surgical solution

for this and the wound healing is impaired in sclero-

derma and may become quite difficult to manage.

Conservative therapy and bowel rest in the best course

of action. As the skin disease affects the face, the mouth

may be diminished and oral hygiene issues become

problematic. In some cases the skin is so taut that the

patient is unable to close the mouth and this results in

dryness and ulceration. Malnutrition and malabsorp-

tion is also a problem as the intestine becomes less

mobile. Fecal incontinence may also occur due to

fibrosis of the rectal sphincter. Renal involvement in

PSS is universal and the most severe clinical presenta-

tion is scleroderma renal crisis characterized by malig-

nant hypertension (out of central elevated blood

pressure) and rapidly progressive renal failure. Patients

at risk for this may have a specific type of anemia,

microangiopathic anemia, just before the onset of the

crisis. Although this was formerly the clinical manifes-

tation with high mortality, the early and prompt use of

medications such as angiotensin‐converting enzyme

(ACE) inhibitors has helped to control this.

Treatment of PSS is difficult. Spontaneous

improvement may occur. The use of medications

such as penicillamine and chlorambucil has been help-

ful, although further studies have not supported their

use. Methotrexate has also been used, but again larger

clinical trials did not support it. The clinical effectiveness

of medications that act on the immune system such as

cyclosporine and interferons are underway. Although

the above systemic treatments are still being used, atten-

tion to treatment of specific organ involvement seems

best. Constipation is best treated with hydration and

stool softeners with attention to increasing dietary

fiber. Diarrhea should be treated carefully with antidiar-

rheal medications and antibiotics if due to bacterial

overgrowth. The cardiopulmonary manifestations are

best managed with the medications cyclophosphamide
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or azathioprine combined with low dose prednisone

(asteroid), especially in alveolitis (lung inflammation).

Pulmonary hypertension can be treated with vasodila-

tors. As mentioned earlier, ACE inhibitors are used for

renal manifestations. Analgesics and careful use of non-

steroidal anti‐inflammatory medications can be used for

the musculoskeletal pain.

Other disease states may mimic PSS and should be

considered, because some of the other conditions

might be more easily treated or managed. Some of

the scleroderma‐like conditions include localized scler-

oderma, thyroid disorders, or skin changes as a result

of chemotherapeutic medications or toxin exposure.

Scleroderma encompasses a vast array of clinical

presentations and each patient is unique. The treat-

ment is essentially symptomatic and this debilitating

disease is very difficult to treat. Research is ongoing

and new treatments are emerging. It is important to

recognize the symptoms early and educate the patient

so they can avoid any complicating factors.
Related Topics

>Autoimmune disease disorders, > Systemic lupus

erythematosus
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Self‐Esteem
William J. Meyer

Self‐esteem is one’s sense of pride or self‐respect. Self‐
esteem is often thought of in conjunction with adoles-

cence due to the rapid changes in self‐esteem that seem

to accompany the preteen and teenage years. However,
an individual’s sense of self‐esteem remains through-

out life and even continues to fluctuate especially in

the elder years.

Typically self‐esteem seems to rise gradually

throughout childhood. Then, as an individual reaches

adolescence, self‐esteem levels seem to drop dramati-

cally. This drop tends to be more drastic for females.

Self‐esteem then stabilizes and rises throughout the

college years with self‐esteem peaking in the late 60s.

Then, as an individual ages through his or her seventies

and eighties, self‐esteem begins to decline again. This

time the decline tends to be more drastic for males.

The exact reasons for changes in self‐esteem are

unknown. However, there seem to be important

changes that accompany the decline in one’s self‐
esteem. The change in adolescence could very well be

the onset of puberty, while the change in the elderly

years could be a loss of physical capabilities coupled

with events such as the loss of a spouse or partner and

retirement.

There are numerous methods to try to increase self‐
esteem including associating with positive, supportive

people, and engaging in consistent exercise. Social sup-

port and engagement in activities in which the indivi-

duals perceive themselves to be valued and appreciated

can be important in maintaining self‐esteem in older

adults.
Related Topics

>Body image, >Coping, > Friendship, >Generativ-

ity
Suggested Readings
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Senior Centers
Jason S. Keri

Multipurpose senior centers are community facilities

that organize and provide a broad spectrum of health,

social, educational, and recreational services for older

persons. A senior center can also be considered as a

community focal point that provides both regular and

frequent activities. This definition does not include the

vast array of ‘‘senior clubs’’ that meet less frequently or

church‐related senior groups, which provide only a few
activities, yet perform vital roles in their communities.

Although this definition may tend to homogenize

senior centers, it is important to note that regional

variation, as well as shifting state and private funding,

results in an ever‐changing variety of centers that are as
unique as they are similar.

The National Institute of Senior Centers (NISC)

estimates that 10 million older adults are provided

services annually by the estimated 12,000–16,000

senior centers nationwide. Of these centers, more

than 8,000 receive federal funding from the Older

Americans Act (OAA) managed by the US Adminis-

tration on Aging and disbursed through state and area

agencies. The OAA was initially signed in 1965 and

provides vital support for older Americans at risk of

losing their ability to live independently. The wide

range of OAA services are often carried out by local

senior centers and include congregate and home‐deliv-
ered meals, transportation, adult day services, referrals,

information, advocacy, and legal services. Despite the

provisions made by the OAA, only 30% of senior center

funding is derived from federal sources. The remainder

of center funding is from local government, charitable

and religious organizations, and private sources. Senior

center gambling trips are significant sources of reve-

nue for some centers and have attracted noteworthy

philosophical and legislative debate.

Senior centers are by far the most utilized source

of community‐based service for older individuals,

4–12 times greater than any other source. The National

Health Interview Survey of 1984 sampled approxi-

mately 14,000 participants and indicated that the fol-

lowing characteristics predict utilization of senior

centers: female, aged 76–84, residence in suburban or

rural nonfarm areas, lower income, living alone, less

difficulty with activities of daily living (ADL), and
more education until college. Race did not predict

participation. In essence, the highest center use is

among the less advantaged elderly, but not the least

advantaged (those who are frail or require assistance

with their ADLs.) Nonetheless, users are more aware of

specific service agencies and more likely to consult

resources whenmaking service decisions, when compared

to nonusers.

Though specific services and staffing vary widely

from center to center, surveys from both participants

and staff indicate that essential programming includes

exercise, crafts, assistance and information, socializa-

tion, meals, and transportation. The most desirable

supplemental programs include continuing education

courses, trips, health services, support groups, and arts

such as drama, music, and painting.

The latest NISC assessment suggests a remarkable

ability of senior centers to promote healthy aging.

Participants reported attending their senior center

for more than 8 years, and a vast majority reported

that senior center programming has improved their

mental and physical health. More than 90% of partici-

pants report their physical health as the same or better

than the previous year. Notably, 75% of participants

report that the center has helped them to remain

independent. More than 90% indicate that they

formed close friendships since coming to the senior

center, and over 80% provide assistance to friends at

the center, while 50% receive assistance from friends

at the center.
Related Topics

>Activities of daily living, >Older Americans Act,

> Social Security
Suggested Readings

Beisgen BA, Kraitchman MC (2002) Senior centers: Opportunities

for successful aging. Springer Publishing Company, New York

Krout JA (1989) Senior centers in America: Contributions to the

study of aging. Greenwood Press, CT
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Sexual Abuse
Tira J. Stebbins
It is estimated that every year 2.1 million elderly

Americans are abused or neglected. It is also esti-

mated that for every case of elder abuse and neglect

that is reported to authorities, as many as five cases

go unreported. Sexual abuse is often not reported as

a type of elder abuse.

Elder sexual abuse is defined as nonconsensual

sexual contact of any kind with an elderly person. Sexual

contact with a person who is unable to give consent

due to cognitive limitation such as dementia, is also

considered sexual abuse. Sexual abuse includes but

is not limited to unwanted sexual touching, sexual

assault or battery including rape, sexually explicit

photography, forcing the person to look at pornogra-

phy, forcing sexual contact with a third person, and

coerced nudity or sodomy. Sexual abusers may be

spouses or partners, adult children, family members,

friends or peers, caregivers, or strangers. Sexual abuse

may occur in the older person’s own home or in

a short‐ or long‐term care facility. Sexual abuse of

older adults has not been well‐researched or well‐
documented. It is often not recognized or reported

and therefore it is difficult to estimate the occurrence.

What is clear is that the elderly are vulnerable to sexual

abuse, it must be identified when it occurs, and the

impact of sexual abuse is great. Those who are abused

must be treated appropriately and education is essential

to the prevention of elder sexual abuse.

Many theories have been developed to explain why

people abuse elderly persons. One theory is that per-

petrators of assault often search for individuals who

are vulnerable and easier to victimize, and the cogni-

tive and physical impairments that are a part of aging

make older adults more vulnerable. Relying on the

assistance of others—family or professional caregivers—

either in their own home or in assisted‐living facili-

ties also makes individuals vulnerable to perpetrators.

Older adults may be perceived as easier to manipulate

or overpower, and less likely to report abuse due to

dependence on others or feelings of shame and guilt.

Another theory is one of transgenerational violence,

which means that family violence or abuse is a learned

behavior from one generation to another. Along this

line, sexual abuse within a family may continue through-

out a lifetime. The psychopathology, or psychological
deficiency, of the abuser such as drug and alcohol addic-

tion, personality disorders, mental retardation, and

dementia may be a factor. Elderly adults are often vulner-

able to sexual assault due to shared living arrangements

between the elderly person and the abuser, dependence of

the abuser on the victim, and social isolation of the elder

person.

Because older adults are less likely to report sexual

abuse, identifying the abuse is difficult. Symptoms of

sexual abuse may be the same as other physical or

emotional symptoms the elderly person is experien-

cing, also making it difficult to identify that abuse has

occurred. Cognitive impairments such as dementia

may make it difficult for the individual to remember

or explain the abuse; however, there are physical and

emotional symptoms of sexual abuse. Physical signs of

sexual abuse include: bruising on inner thighs or

breasts, genital or anal bleeding, sexually transmitted

diseases, difficulty walking or standing, pain or itching

in the genital area, torn or bloody undergarmets, and

exacerbation of existing illness. Emotional signs of sexual

abuse include: scared or timid behavior, depressed or

withdrawn behavior, sudden changes in personality, odd

or misplaced comments about sex or sexual behavior,

and fear of certain people or of physical characteristics.

The impact of sexual abuse on an older adult is

often different than that of children and younger

adults. A small support system due to the death of

friends, lack of mobility, and lack of social interaction

makes it difficult for older adults to emotionally

recover from an assault. Physical illness may also

make emotional and physical recovery more difficult,

and elderly adults are more likely to endure serious

physical injury from the assault, such as genital tearing

or bruising that does not heal properly. Brittle bones

may lead to greater injury from an assault, as well as

a prolonged healing process.

Care workers for the elderly are mandated to report

abuse to local law enforcement, and anyone may report

cases of suspected elder abuse to Adult Protective Ser-

vices. Immediate care of an elderly individual who has

been sexually abused may include hospital admission,

obtaining a court protective order, and/or placing

the individual in a safe home. Medical consultations

may include psychiatry, geriatrics, neurology or neu-

rosurgical, and/or orthopedics. Long‐term assessment

and care vary from individual to individual. Assess-

ments should be made regarding the person’s functional

status, living environment, and the condition of the

caregiver.
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Recognizing and acknowledging that older adults

are sexually abused is, perhaps, the most important

step in preventing elder sexual abuse. Increasing aware-

ness is instrumental in preventing abuse, and therefore

educational efforts can be made at the community

level. Increasing the availability of respite care, pro-

moting social contact with and support for families

with dependent older adults, and encouraging coun-

seling and treatment to cope with personal and family

problems that contribute to abuse are all very necessary

steps in addressing elder sexual abuse.
Related topics

>Adult Protective Services, >Crime, >Elder abuse

and neglect, >Rape, >Violence
Suggested Resources

www.apa.org

www.ec-online.net

www.emedicine.com

www.seniorjournal.com
Sexual Assault
Rachel Rose . Amy House

Sexual assault consists of a wide range of unwanted,

coerced, or forced actions involving unwanted sexual

contact. Every state has a different legal definition of

what constitutes sexual assault. Sexual assault may

include rape or attempted rape, grabbing and fondling,

and verbal threats. The most researched, studied, and

reported type of sexual assault is rape, which includes

unwanted or coerced penetration of the vagina or anus

by finger(s), penis or other object, or by performing or

receiving unwanted oral sex.

Sexual assault is the most underreported of all

crimes, and it is estimated that only 30% of sexual

crimes are reported to authorities. However, the

National Violence against Women Survey found that

1 in 6 women and 1 in 33 men in the United States have

experienced an attempted or completed rape in their
lifetimes. Although sexual assault occurs most often in

the young (more than half of rapes occur before the age

of 18), older populations are also at risk. For instance,

one study suggests that 18% of women raped each year

are 60 years of age or older. Statistics from the US

Department of Justice shed light on the circumstances

surrounding the sexual assault of older adults: about

71% of older victims are assaulted in a nursing home,

15% are assaulted in the home of the perpetrator, 12%

are assaulted in their homes, and 2% are assaulted in

adult care residences.

Sexual assaults are more likely when the victim is

reliant on others or is perceived to be unable to say no

or defend herself or himself. The main purpose of a

sexual assault is to exert power and dominance over

the victim. This then makes the elderly, children, phy-

sically or cognitively impaired individuals, and those

under the influence of drugs or alcohol more at risk for

sexual assault. Sexual assaults on female victims are

more likely to be perpetrated by individuals that the

person knows such as a husband, ex‐boyfriend, son,
stepfather, or friend. Sexual assaults perpetrated on

male victims are more likely to occur when they are

young and to be perpetrated by an authority figure or

a stranger. Heterosexual men are perpetrators in most

sexual assaults, accounting for 86% of all sexual as-

saults against male victims and almost all sexual

assaults against female victims. In addition, 98% of

sexually abused older men and women are abused

by men.

Sexual assault impacts the victim both mentally

and physically, and alters his or her self‐image. A

number of studies have shown that women and men

who have been sexually assaulted experience increased

levels of depressive and anxiety symptoms. Depression

and posttraumatic stress disorder (PTSD) are often

consequences of a sexual assault, and the more severe

the assault, the worse the psychological consequences.

One study found that rates of depression were about

46% in women who were raped once and close to 80%

in women who had been victimized more than once.

Men who have been sexually assaulted also experience

severe psychological distress. Men are more likely than

women to experience PTSD and substance abuse pro-

blems after a sexual assault. For example, the rate of

alcohol problems for men who have been sexually

assaulted is 80%, as compared to 11% for men who

have never experienced sexual assault.

Although sexual assault has been shown to impact

the emotional health of the victim, sexual assault is also

http://www.apa.org
http://www.ec&hyphen;online.net
http://www.emedicine.com
http://www.seniorjournal.com
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related to physical health problems and public health

concerns. Studies that have examined the relationship

between physical health and sexual assault have found

that women with a history of sexual assault were more

likely to report that they have reproductive or gyneco-

logical problems, neurological problems, gastrointest-

inal problems, and pulmonary problems. In addition,

researchers have found that a history of sexual assault

is associated with breast cancer, arthritis, headaches,

diabetes, physical disability, and a greater likelihood of

both medically explained and unexplained somatic

symptoms. Of concern for the aging population is the

increased possibility of having physical complications

from sexual assault such as broken bones, internal inju-

ries, and possibly an early death. According to one study,

about half of the elderly sexual assault victims living in

nursing homes died within one year of their assaults.

Health risk behaviors have also been associated

with experiences of sexual trauma. In particular, sexual

trauma appears to increase the risk of alcohol abuse,

drug abuse, driving while intoxicated, unsafe sex, phy-

sical inactivity, and failing to use seat belts. Women

who have experienced childhood sexual abuse are also

less likely to have a gynecological exam thus placing

them at a greater risk for cervical dysplasia and cancer.

Additionally, sexual trauma can increase the likelihood

of transmitting a sexually transmitted disease through

sexual force because of vaginal or anal trauma, bleed-

ing, and lack of protection. Estimates of the occurrence

of sexually transmitted diseases resulting from rape

range from 3.6% to 30%. More specifically, for HIV

the rate of transmission from rape is estimated to be

1in 500.

Fortunately, victims of sexual assault who experi-

ence psychological distress can recover. Certain psy-

chotherapies, especially cognitive‐behavioral therapy,
are quite effective in helping victims heal from sexual

assault. In addition, certain medications have been

shown to be helpful in treating symptoms associated

with depression and posttraumatic stress secondary to

sexual trauma.
Related Topics

>Acquired immunodeficiency syndrome, >Chronic

pain, >Depression, > Intimate partner violence,

>Post-traumatic stress disorder, >Rape, > Sexually

transmitted diseases
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Sexual Behavior
Melissa Santos . Lara Stepleman

Sexual behavior is generally defined as an act of physi-

cal intimacy. Functionally, consensual sexual behaviors

occur for reproduction, enjoyment, or as an act of

affection. Sexual behavior may occur alone, with

another individual, or with multiple individuals.

Further, sexual behavior may occur with those of the

opposite sex or with those of the same sex.

Sexual behavior consists of many different kinds of

behavior. Some sexual behaviors such as vaginal sex,

oral sex, and masturbation are viewed as common-

place. Other sexual behaviors such as group sex, sado-

masochism, and anal sex are viewed as less common

and often get labeled as being deviant. A variety of

forces can shape our definition and views of sexual

behavior including family, society, the media, and reli-

gion. One of the most overriding influences of sexual

behavior is culture.

Culture norms often determine what is considered

acceptable within a given community. An American

view on sexual behavior may be similar or quite

distinct from another country’s conceptualization

http://www.ncptsd.org
http://www.preventelderabuse.org
http://www.preventelderabuse.org
http://www.rainn.org
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of sexual behavior. Throughout history, American

culture has continually redefined what constitutes

appropriate sexual behavior. For example, the social

acceptance of homosexual behavior has fluctuated over

time. Recent historical changes such as the increasing

frequency of positive representations of gays and les-

bians in the media, the removal of homosexuality as a

disorder from the American Psychiatric Association’s

Diagnostic and Statistical Manual of Mental Disorders

(DSM), and the striking down of sodomy laws are

examples of forces that have influenced changing

perceptions.

Within modern American culture, the medical pro-

fession has exerted great influence over what gets con-

strued as healthy sexual behavior. In particular, the

field of psychiatry has contributed widely to the defini-

tion of disordered sexual behaviors through the DSM.

The American Psychiatric Association’s development

of the DSM provides an evolving definition of beha-

viors viewed as deviant. Presently, the DSM‐IV‐TR lists

three groups of sexual disorders: sexual dysfunctions,

paraphilias, and gender identity disorder. Specifically,

the paraphilias focus on sexual behaviors viewed to be

abnormal and to cause disturbance in various realms

of life functioning. Paraphilias refer to an individual

finding unconventional objects or nonconsenting indi-

viduals to be sexually arousing. They tend to occur

primarily in males although females are likely under-

estimated and underrepresented in research. The para-

philias include pedophilia, exhibitionism, fetishism,

frotteurism, sexual masochism, transvestic fetishism,

voyeurism, and paraphilia not otherwise specified

(which includes necrophilia and urophilia). There has

been considerable debate among health professionals

as to whether many of these behaviors are truly dis-

ordered or instead represent normal variation in the

human sexual experience.

In addition to the medical profession, the legal

system can also impact our view of what is acceptable

sexual behavior. Laws dictate with whom we can have

sex, in what manner, and for what purpose. For exam-

ple, until a 1965 US Supreme Court decision, the state

of Connecticut attempted to ban married couples from

having sex for any other reason but procreation by

making it illegal for married couples to engage in

sexual behavior while using birth control. In 2003,

the US Supreme Court ruled that homosexual sodomy

laws, or laws targeted at individuals who engage in

sexual behaviors that do not lead to procreation (e.g.,
anal and oral sex) are illegal. Adultery continues to be

illegal in some states, but these laws are infrequently

enforced. Furthermore, nonconsensual sexual behavior

such as rape and sexual acts with minors is illegal

throughout the United States.

Another factor that can influence our view of sex-

ual behavior is age. Although not often viewed as such,

sexuality and sexual behavior is a lifelong process. It is

a commonly held belief that with age, a person’s inter-

est and ability to engage in sexual behavior decreases.

However, research supports the notion that even with

increased age, desire, and engagement in sexual rela-

tionships do continue. And while sexual engagement

may decrease for many reasons, desire continues to

remain at levels congruent with younger age groups.

Several factors may play a role in the engagement of

sexual behavior in aging individuals that can be viewed

from a biopsychosocial perspective.

Biologically, factors such as illness and medication

may influence sexual behavior. Diabetes, hypertension,

and arthritis may impact the ability of an individual to

engage in sexual behavior. Psychologically, mental ill-

ness such as anxiety or depression and substance use

can affect sexual behavior and may be underdiagnosed

and undertreated in the elderly. Socially, representa-

tions of older individuals engaging in sexual behavior

are often negative such that individuals are portrayed

as either asexual or as sexual deviants (e.g., dirty old

man). American society, which values youth, may fail

to appreciate the significance of sexual relationships

among aging individuals. Although there are a growing

number of exceptions, few positive images are available

in the media or elsewhere of sexual behavior between

older adults.

The advent of medical treatments for sexual dys-

functions have provided benefit to many individuals

who desire sexual behavior involving penetration but

encounter medical obstacles. On the other hand, the

process of aging may also result in a broadening defini-

tion of ‘‘normal’’ and ‘‘healthy’’ sexual relationships.

Because of health, disability, or for other reasons, a

sexual relationship may no longer primarily consist of

intercourse. Rather, behaviors such as petting or oral

sex may become predominant sexual behaviors within

a relationship.

Medical professionals may contribute to the idea

that sexual behavior among older adults is not impor-

tant by not providing regular opportunities for open

conversation with their patients about their sexual
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health concerns. Inaccurate perceptions regarding the

lack of engagement in or importance of sexual beha-

vior in the aging are pervasive. As opposed to other age

groups, medical professionals may not view sexual

behavior as a vital area for discussion or concern in

older adults.

Inadequate discussions about sexual behavior and

sexual health in aging populations can have deleterious

effects. One particular consequence of sexual behavior

that has been the topic of recent research is the increase

in newly infected HIV cases in older populations.

Reports suggest that HIV infection in individuals

over the age of 50 has doubled over the past 5 years.

Some studies suggest that health care providers’ lack of

discussion about sexual health, combined with beliefs

about infrequent engagement in sexual behavior by

older populations may provide missed opportunities

for prevention as well as early detection of infection.

Further, few age‐sensitive preventative interventions

have been designed to target this population.

In summary, sexual behavior is an important area

for discussion throughout the lifespan. Many factors

influence our views of what constitutes healthy sexual

behavior. Further, these views about sexual behavior

are continuously evolving. It is essential that medical

and mental health providers elicit concerns about sex-

ual behavior regardless of the age of their patient.

Culturally, it is essential that accurate, positive repre-

sentations of sexual behavior across the lifespan

become more widely available.
Related Topics

>Acquired immunodeficiency syndrome, >Anxiety

disorders, >Depression, >Domestic partnerships,

>Homosexuality, >Homosexuals, >Marriage,

>Masturbation, > Safer sex, > Sexual dysfunction,

> Sexuality, > Sexually transmitted disease
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Sexual Dysfunction
Kathleen Franco . John Franco . Mohammed
Alishahie

Before the 1960s sexual revolution, sexual dysfunction,

if not impotency, was felt to be a normal characteristic

of aging, which could be left untreated. More recent

research indicates that sexual activity persists in over

half of males and one fifth of females over the age of

75 years. Oral agents improving erectile dysfunction

for men and hormonal replacement for women have

allowed longer, more active sex lives. National, political,

and sports celebrities who advertise their own use des-

tigmatize reliance on these medications and encourage

men to ‘‘ask your doctor’’ rather than feeling embar-

rassed or ashamed. Older couples can present their

concerns and find more knowledgeable physicians with

increasing options for treatment. The level of sexual

activity will depend on the availability of the partner,

the health of each, prior interest and activity of both,

and current interest. Older men are more sexually active

than women, and partners more active than singles.

Nearly two thirds of older men describe sexual activity

as important to their overall quality of life compared to

one third of women between 60 and 74 years of age. In a

1998 survey by the National Council on the Aging, 80%

of those between 60 and 90 had sex at least once in a

month. As a group, older men are twice as likely as older

women to want more sex than they are having.

Women often experience lower sexual‐desire and

difficulty achieving orgasm. For men, erectile dys-

function is more common, occurring in 50% of men

between 40 and 70 years of age and 70% in those

aged 70 or more years old. Erectile dysfunction ham-

pers self‐esteem even when men are aware that phy-

siological changes or medications are the cause. The

inability to achieve and maintain an erection adequate

for sexual function is most often induced by medical or

psychological conditions: diabetes mellitus, cardiac

and vascular disease, cancer, degenerative joint disease,

or psychiatric disorders such as anxiety, depression or

dementia. Increased depression or anxiety can be initiated

by the death of a loved one, separation, retirement, finan-

cial difficulties, or physical illness. A snowball effect can

occur as one factor increases another before or after the

onset of erectile dysfunction. Pain, difficulty moving, or

fatigue may compound the symptom causing additional
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loss of confidence or desire. Premature ejaculation, com-

mon in younger men, can continue into later years, but

the frequency is unknown.

There are also many medications that can precipi-

tate sexual dysfunction. Among these are drugs that

control blood pressure, cardiac disease, allergies, or

autoimmune disorders. In addition, medicine used to

reduce anxiety, depression, mania, or psychosis can

also cause dysfunction in various forms from reduced

desire or erectile dysfunction to anorgasmia and retro-

grade ejaculation. Chemotherapy agents for treating

cancer and drugs reducing symptoms of Parkinson’s

disease join the large list of drugs with sexual side‐
effects. As with physical illnesses, medications are likely

to cause more sexual dysfunction in the older popula-

tion who already carry greater physiological burden

from the aging process.

Hypoactive sexual desire occurs in younger women,

but not uncommonly, its onset is in the years after

menopause when estrogen and testosterone levels are

low. Spousal or cultural expectations can increase the

pressure a woman may feel and further increase guilt

and lower self‐esteem. Orgasmic disorders are frequent

in women of all ages. Many will not interpret anorgas-

mia as a problem in their relationship or feel the need

to seek a physician’s advice or referral for behavioral

therapy. For newer onset, cases of sexual dysfunction

medication side effects may have increased anorgasmia

or significantly prolonged the time required to reach

orgasm. Often a medication switch is possible allowing

return of normal function.

There are multiple concerns grouped under the

subheading of sexual pain disorders. Dyspareunia

refers to pain women feel during intercourse and is

quite common after menopause, secondary to vaginal

dryness or other medical conditions. Gynecological

malignancies or their various treatments are frequently

associated with pain. Vaginismus, another disorder

associated with painful intercourse, is believed to begin

much earlier at the onset of sexual activity, but may

persist into older age in life if not treated successfully.

It is recommended that patients with sexual con-

cerns have a thorough physical examination with

enough time to present a thorough history to their

primary care or specialist physician. Among other

items, this history should include medical conditions,

medications plus supplements, emotional and cogni-

tive assessment, and discussion of the health of the

relationship.Without these, the likelihood of successful

treatment is diminished.
Sexual dysfunction associated with dementia can

have diverse presentations. Difficulty with perfor-

mance and inability to follow cues is not atypical. In

other individuals, increased sexual interest, disinhibi-

tion or sexually inappropriate behavior in public can

be upsetting to the spouse or caretakers. The non‐
demented partner can be drawn to sexual relationships

outside of the marriage further fueling paranoid idea-

tions of the cognitively impaired partner. If the couple

is still sexually active, in another scenario, it may be

necessary to determine if the demented individual is

honestly consenting to intercourse. Overall, however,

there is generally a reduction in sexual activity in these

couples. After a thorough assessment with medical

evaluation of the urogenital, vascular, and neurological

systems, the patient and physician can jointly decide

on the best treatment options. For example treating

major depression with one of the medications that

does not reduce desire or ability to climax could be

immensely helpful to the patient and spouse. Choli-

nesterase inhibiting medications for patients with

dementia can help memory and self‐esteem to improve

sexual activity. In some instances, individuals with

dementia may be hypersexual, causing problems to

partners or those around them. If behavioral

approaches have been unsuccessful, antidepressant

and antipsychotic medication may reduce libido. Anti-

hypertensive agents as in a B‐blocker may have a similar

result.
Treatments

Behavior therapies for sexual dysfunction can be useful

if both members of the couple desire to participate and

are willing to follow recommendations of the therapist.

Some couples may be uncomfortable reinterpreting

their own self‐expectations or may have trouble with

sensate focus exercises. Physical illness may require

changes in types of sexual activity the couple once

enjoyed. Difficulty moving, painful joints, and briefer

spurts of energy may hinder the couple’s sexual abil-

ities. Non‐sedating analgesic medication, regular exer-

cise, or physical therapy can indirectly improve sexual

well‐being. If blood sugars of diabetic patients and

oxygenation of those with pulmonary disease are mon-

itored regularly, the individual may find improvement

in their sexual capacity. Changing medications the

individual is already taking to the ones with lesser

side‐effect or trying additional others to offset side
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effects may be options. This requires constant reassess-

ment when different physicians are caring for the indi-

vidual and close communication to all with the patient

being highest on the list.

Male sexual dysfunction treatments: A discus-

sion with one’s doctor can explore the best therapeutic

choices for improving erectile dysfunction. There are a

variety of treatment options available for erectile dys-

function including pumps, injections, patches, and

pills. The latter has resulted in more men asking

about medication commercials they have seen on tele-

vision. There are three ‘‘phosphodiesterase type 5’’

medications for treatment of sexual dysfunction with

onset at 30–60 min and lasting from roughly 436 hours

depending on which is chosen. With physical stimula-

tion, 70–80% of those using medication will have

success. Besides cost, there are side effects that can

limit use, including dizziness from drop in blood

pressure especially in the presence of some cardiovas-

cular medications. Headaches and gastrointestinal

symptoms can also occur. Individuals with some blood

disorders should avoid these medications and those with

chronic liver or renal disease should use these medica-

tions with caution. Agents placed under the tongue

and that act more quickly through dopamine system

are being developed.

If an individual’s blood test indicates low levels of

testosterone, a patch on the skin can be worn to supply

this important hormone. There are injectable agents of

different varieties that have onset in one third of the

time needed for the oral agents and similar success

rates. The injection into the base of the penis can be

painful and on occasion causes a more severe side

effect, priapism.

Vacuum devices have been available for sometime

that allow blood to come into the penis to produce an

erection. The individual attaches a plastic tube with a

tiny pump that will be removed once a ring is put into

place to maintain the penile erection. Although the

effect is immediate, it can be difficult to manage the

procedural steps for some older individuals. Delayed

orgasm is one side effect that can occur. Penile

implants carry surgical risk and are not always success-

ful. They are permanent in that once they are in place,

erectile function can never be achieved in any other

fashion due to surgical alterations.

Female sexual dysfunction treatments: Besides

behavioral therapies for reduced sexual desire in
women, estrogen replacement after menopause may

help. Certainly vaginal dryness is improved and

reduced pain from lack of lubrication will be noticed.

Estrogen, however, carries significant cardiovascular

risk in the first 2 years of use. The male hormone

testosterone is also present in premenopausal, women

but falls after menopause. Testosterone has been given

with some benefit to women, but unwanted hair,

weight gain, and other side‐effects limit its use. Silde-

nafil has been studied in women. The success rates for

low desire and other disorders has been far less helpful

than the outcomes for men with erectile dysfunction.

In conclusion, taking sexual concerns to a physi-

cian can be beneficial as one ages. Today there are

multiple available treatments with therapies in many

cases that are easy and safe. Always starting with a

physical examination and laboratory testing to aug-

ment the thorough history is a must with any sexual

dysfunction. From that point, the doctor and patient

as a team can make a decision that can help achieve the

patient’s goals.
Related Topics

>Body image, >Coitus and vaginal dryness,

>Dementia, >Depression, > Femininity, >Hor-

mones, >Masculinity, > Sexual behavior, > Sexuality
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Sexuality
Sarah Shelton . Lara M. Stepleman

The term sexuality denotes a biopsychosocial pheno-

menon that consists of physiological, psychological,

interpersonal, social, and cultural processes. In this

regard, sexuality is a basic human experience that

is multidetermined. It is much more than a simple
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biologically driven instinct. Although physical responses

and sexual behaviors are the most obvious signs of

sexuality, there are a host of more subtle factors that

contribute to sexual experiences.

One biological component of sexuality includes the

genetic contribution to determination of sexuality,

which has been implicated in recent research. Also

contributing to sexuality are the physiological mecha-

nisms of the sexual response cycle, which includes the

phases of desire, arousal, orgasm, and resolution. This

cycle involves complex relationships between hor-

mones and neurotransmitters that are not fully under-

stood. Furthermore, the physical nature of the sexual

response cycle does not operate independently as it is

heavily influenced by social and cultural norms.

An individual’s thoughts, feelings, attitudes, and

beliefs about sexuality are shaped by the learning pro-

cess throughout development. People acquire their

own understanding of sexuality through observing

the behavior of others, messages and images about

sexuality communicated through the media, explicit

teaching from family, friends, and authority figures,

as well as their own personal sexual experiences.

Although some aspects of sexuality are universal

(e.g., the sexual response cycle), many features of

sexuality vary between cultures, communities, genera-

tions, and individuals as a result of differing norms,

mores, and values. These differences between groups of

people and individuals make it difficult to define what

is ‘‘healthy’’ versus ‘‘unhealthy’’ sexuality. Religious

beliefs and teachings have historically shaped the

public’s views on sexual behaviors and continue to

exert a heavy influence on sexual standards today. For

example, there is currently dissent between many reli-

gious groups regarding sexual orientation, gay marriage,

and issues of birth control that directly and indirectly

affect public policy and legislation.

The American Psychiatric Association has chosen

to define sexual dysfunction as disturbances in the

psychological and physiological characteristics of the

sexual response cycle that result in significant distress and

interpersonal problems. The guidelines for diagnosing

sexual dysfunction take into account cultural differences

that influence sexual norms. There is currently contro-

versy in themental health field regardingwhether to label

sexual behaviors that occur between consenting adults as

‘‘disorders,’’ even if those behaviors deviate from those

of the majority. Examples of currently debated sexual

disorders include sexual sadism–masochism and some

fetishes that may be strongly culture bound.
Sexuality changes with the aging process. These

changes are often related to physiological, psychologi-

cal, and social changes that typify growing older. Both

men and women are affected by the physical changes

associated with age. Postmenopausal women often

experience a change in their sexuality due to a change

in hormone levels, specifically decreases in testosterone

and estrogen that tends to affect the physical aspect of

arousal. Otherwise, sexual problems tend to decrease

with age among females. For males, the most common

sexual problem is erectile dysfunction, as it becomes

increasingly difficult for men to obtain and maintain

an erection as they become older. The primary age‐
related factor that can negatively impact sexuality is

health status. As people age, they become increasingly

prone to physical ailments that can make sexual beha-

vior difficult and uncomfortable. Furthermore, medi-

cations given to treat healthmaladiesmay have negative

side effects where sex drive or sexual functioning are

concerned.

Psychological factors include, but are not limited

to, a decrease in libido as well as a sense of fatigue

among older adults. Although the incidence of depres-

sion in the population tends to decrease with age,

depression in the elderly is often under diagnosed

and left untreated. This is because some depressive

symptoms are inaccurately attributed to the natural

aging process in this population. Since loss of sexual

interest may reflect a depressive episode, individuals

who experience a decreased sex drive should consult

with a mental health professional for a depression

screening rather than accept their experience as a normal

part of aging.

Another important psychological variable is that of

body image. However, it appears to be a person’s satis-

faction with his or her own body image that influences

sexuality as opposed to the attraction of one partner to

the other. In fact, partners tend to rate each other as

increasingly attractive with age. Also, the more an

individual perceives his or her partner to enjoy sexual

activity, the more frequently it will be initiated.

Social influences on sexuality among older indivi-

duals include benefits as well as challenges. Many are

enjoying a ‘‘second honeymoon’’ with their partner, as

free time increases due to factors such as retirement

and children being out of the home. Somemay re-enter

the dating world if divorced or widowed. Challenges

related to sexuality later in life include the loss of a

sexual partner and lack of partner availability. Statisti-

cally, in heterosexual relationships, men are less
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affected by partner loss because women tend to live

longer on average.

Until relatively recently, society (including the

medical profession) was under the impression that

the importance of sexuality decreased with age. How-

ever, the widespread popularity of hormone replace-

ment therapy for women and erectile dysfunction

medications for men among older adults has revealed

the importance of sexuality to aging individuals.

The changing conceptualization of sexuality later in

life is still in progress. Patients and doctors alike

acknowledge that addressing issues of sexuality at reg-

ular medical appointments is not as common as it

should be but is increasing in frequency. This is espe-

cially notable, as sexual disturbance can be a sign

of psychological problems, such as depression, as well

as some serious medical problems including heart

disease.

The response of patients and their medical provi-

ders to these concerns is the biggest change over recent

years. Currently, when sexual problems are identified

they are viewed as something to be overcome rather

than something to be accepted as a natural part of the

aging process. This change in attitude is considered by

some to be a ‘‘second sexual revolution,’’ as sexual atti-

tudes and behaviors among older adults are changing

dramatically.

Changes in the way medical providers and society

at large view sexuality later in life include concerns

about sexually transmitted diseases. Although younger

people remain the population most at risk, the inci-

dence of STDs, including HIVor AIDS, in older adults

is rising. For example, one out of every ten individuals

diagnosed with AIDS is over the age of 50. The rise in

STDs among older Americans is thought to be the

result of three factors. First, people with AIDS are

now living longer due to advances in medical treat-

ment and are therefore included in the demographic

statistics. The second factor is an unfortunate and

ironic consequence of the medical successes in HIV or

AIDS care. Because of recent medical advances, indi-

viduals across all age groups are minimizing the gravity

of the illness and are engaging in an increasing amount

of risky sexual behaviors. The third factor is that

improvements in treatments for sexual dysfunction

allow for more frequent sex, thereby increasing the

likelihood of STD contraction and transmission.

Implications for the rise of STDs among older adults

include the need for public education campaigns

about safe sex for this population and routine STD
screenings for older individuals who are considered

at risk for infection.

Several landmark studies on aging and sexuality

have been conducted in the last decade. In 1998, the

National Council on Aging (NCOA) conducted a sur-

vey and reported that almost half of Americans age 60

and over are still sexually active. The majority reported

having sex less frequently than when they were younger

and most reported a desire to increase the frequency of

their sexual behavior. This was true in all age groups,

including individuals over 80 years old. Even though

respondents reported less frequent sexual behavior,

most reported finding sex as satisfying of an experience

as it was in early and mid-adulthood.

In 1999, the American Association of Retired Per-

sons (AARP) and Modern Maturity magazine con-

ducted a national study examining sex among people

45 years and older. Although frequency drops with age,

more than 70% of surveyed men and women with

regular partners are sexually active enough to have

intercourse at least monthly. About two-thirds of

those polled were extremely or very satisfied with

their physical relationships. In 2004, the AARP con-

ducted a survey to update their findings. They found

that sexuality is at least as important and maybe even

more important to aging Americans as in their 1999

study. Major updates in findings include that more

than twice asmanymen are utilizing erectile dysfunction

drugs compared to those polled 5 years earlier.

Despite common trends, significant variability

exists between individuals with regard to if and how

the aging process influences sexuality. However, experts

agree that sexuality can remain a healthy, important,

and rewarding part of the human experience through-

out the life span. This is provided one possesses under-

standing and acceptance of how sexuality changes as

part of the normal aging process.
Related Topics

>Body image, >Depression, >Menopause, > Sexual

behavior, > Sexual dysfunction, > Sexually trans-

mitted disease
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Sexually Transmitted
Disease
Tomas Gigena . Simran K. Singh

Sexually transmitted diseases (STDs) are a major pub-

lic health problem and account for major disability

worldwide. Untreated infections can lead to complica-

tions including upper genital tract infections, inferti-

lity, cervical cancer, and enhanced transmission and

acquisition of the human immunodeficiency virus

(HIV). Infections are spread through oral, vaginal, or

anal contacts. The best way to avoid transmission is to

abstain from sexual contact. A long‐term monoga-

mous relationship with a partner who has been tested

and is known to be uninfected and barrier protection

during any type of sexual interaction are ways to

reduce the risk of an STD.

Chlamydia is the most commonly reported bacter-

ial STD in the US, with approximately 4 million cases

per year. It affects nearly 5% of sexually active adoles-

cent girls and is one the leading causes of infertility in

women.

Chlamydia is often confused with gonorrhea, and it

is traditionally known as the ‘‘silent’’ disease because

symptoms are often not present. Infected persons may

unknowingly pass chlamydia to their sexual partners

and mothers can transmit the infection to their new-

born late in pregnancy. If symptoms are present, they

appear within 1–3 weeks of exposure. In women,

the most common symptoms are vaginal discharge,
burning with urination, and pelvic pain. Men typically

experience burning with urination, rectal discharge

(from anal intercourse), or a urethral discharge. Neo-

nates affected by chlamydia usually have bilateral

purulent conjunctivitis.

There are two types of laboratory tests commonly

used to diagnose chlamydia. One involves collecting a

specimen from an infected site (cervix or penis) to

detect the bacterium directly. From the specimen,

diagnosis can be made from specialized techniques

such as a cell culture analysis, direct fluorescent anti-

body (DFA), or nucleic acid amplification techniques.

Another test known as an enzyme immunoassay uses

a urine sample to detect the chlamydia bacteria.

Chlamydial infections are treated with antibiotics

such as oral doxycyline or azithromycin. It is essential

to also treat the partner of the affected individual to

prevent repeat transmission. As many individuals with

chlamydial infection concomitantly have gonorrhea, it

is recommended that both infections be treated simul-

taneously.

Gonnorrhea is one of the most common sexually

transmitted infections in the United States, affecting

approximately 800,000 people each year. However, it is

difficult to determine an exact number of cases as a

significant number are not reported.

Gonnorrhea is caused by a bacterium called Neis-

seria gonorrhoea. Symptoms in women are usually

absent but may include a burning sensation with uri-

nation, a discharge from the vagina, bleeding between

menstrual periods, and pain during intercourse. Men

usually complain of a burning sensation with urina-

tion, a pus‐like discharge from the penis, swollen or

painful testicles, and pain during intercourse.

Diagnosis of gonorrhea can be made with gram

stain, culture, or DNA probe of the oral, urethral,

cervical, or anal regions. Treatment of gonorrhea

involves antibiotics usually a cephalosporin called cef-

triaxone or a macrolide called azithromycin. Partners

of infected individuals should also be treated to pre-

vent transmission. Concomitant therapy for chlamydia

is also strongly suggested. Unfortunately, there is an

increasing problem with bacterial resistance to these

medications.

Although bacterial vaginosis (BV) is the most com-

mon vaginal infection, it is not considered an STD. BV

develops when there is replacement of the normal

bacterial vaginal flora with an overgrowth of anaerobic

microorganisms, Mycoplasma hominis, and Gardner-

ella vaginales. The reason for this shift in bacteria is

http://www.aarp.org
http://www.aarp.org
http://www.apa.org/pi/aging/sexuality.html
http://www.apa.org/pi/aging/sexuality.html
http://www.ncoa.org
http://www.nia.nih.gov
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not completely understood, but associations have been

made with multiple sexual partners, douching, intrau-

terine devices (IUDs), and not using a condom.

The most common symptoms include an abnormal

vaginal discharge with a strong fishy odor (especially

after intercourse), burning with urination, and itching

or irritation around the outside of the vagina. In some

instances, women may have no symptoms at all.

The diagnosis of BV is clinical, based upon a homo-

genous, grayish‐white discharge, vaginal pH > 4.5,

positive whiff‐amine test (‘‘fishy’’ odor when 10%

potassium hydroxide is added to the sample), and

clue cells on saline wet mount (vaginal epithelial cells

studded with adherent bacteria). Gram stain, culture,

and DNA probes are alternative methods.

Bacterial vaginosis is treated in symptomatic

women with oral or intravaginal antibiotics such as

metronidazole. In general, male sexual partners do

not require treatment. Women may get recurrent epi-

sodes of BV, but it is unclear if treatment of male

partners may reduce these recurrences.

Trichomoniasis is an STD caused by a protozoan

parasite, Trichomonas vaginalis. Men may notice an

irritation inside the penis and a mild discharge or

burning after urination or ejaculation, but typically

do not have symptoms. Symptoms in women include

a frothy, yellow‐green vaginal discharge with a strong

odor, as well as irritation and itching of the genital

area. Diagnosis is made microscopically by demon-

strating motile trichomonads from a vaginal discharge

or urine cultures. Trichomoniasis can be cured with a

single oral dose of metronidazole but both partners

should be treated simultaneously to avoid reinfection.

Genital herpes is a highly prevalent infection in the

United States, affecting 45 million individuals, or one

in five adolescents and adults, and is a risk factor for

acquisition of HIV. Most genital herpes are caused by

herpes simplex virus type 2 (HSV‐2), but there is an

increasing incidence of type‐1 (HSV‐1) infections.
The first outbreak of genital herpes usually occurs

within a week after the initial exposure and consists of

small, painful genital blisters filled with clear or cloudy

fluid. These blisters break easily, quickly becoming

shallow, red, open sores. Other symptoms may include

burning with urination, fever, painful swelling, or a

flu‐like illness. However, most individuals never have

symptoms or lesions, but still are able to transmit this

infection to susceptible sexual partners.

Most herpetic infections are diagnosed clinically

based on multiple, shallow, tender vesicular genital
ulcers; laboratory studies may also be used for confirma-

tion. Genital herpes cannot be cured, but the antiviral

medications Acyclovir, famciclovir, and valacyclovir,

reduce the number of outbreaks, shorten the duration

of active viral shedding, and reduce pain.

Human papilloma virus (HPV) is the most common

STD in the United States, affecting nearly 20 million

Americans, with an annual incidence of approximately

6.2million cases.Most infections are asymptomatic, and

infection may occur despite the use of condoms.

HPV may appear as genital warts weeks to months

after exposure and later cause cancers of the cervix,

vulva, anus, or penis. Genital warts are usually diag-

nosed by visual inspection of the effected area. The

Papanicolaou (Pap) smear is the cytologic technique

used to detect disease of the cervix and vagina and is

recommended annually for women.

No antiretroviral therapy for HPV is currently

approved. Anogenital warts can be treated topically

with podophyllotoxin, trichloracetic acid, 5‐fluorouracil,
or immunemodulators such as imiquimod. Cryotherapy

(freezing with liquid nitrogen) and surgical excision are

other treatment modalities.

Syphilis is an infection caused by the bacteria Trepo-

nema pallidum. Although there was a ‘‘mini‐epidemic’’

of new cases of syphilis in the late 1980s and early

1990s, the number of new cases reported has been

decreasing. There is a higher rate of cases among men

than women, with the highest incidence in men having

sex with men. Although some individuals never

develop symptoms (latent disease) and thus are una-

ware of their illness, all remain at risk for late compli-

cations of syphilis without treatment.

The signs and symptoms of the disease are divided

into different stages. The primary stage is marked by

single or multiple sores called chancres, which appear

10–90 days after exposure to an infected lesion. The

chancre is usually a firm, round, small, painless lesion,

lasting 3–6 weeks and may heal without treatment. The

secondary stage may appear months later and is char-

acterized by the presence of a rash usually on the palms

of the hands and soles of the feet that does not itch.

Other common symptoms of secondary stage include

swollen lymph glands, sore throat, headache, fever,

muscle ache, and fatigue. Without treatment, the late

stage develops and this is when permanent organ

damage occurs, typically affecting the brain, eyes, heart,

blood vessels, liver, bones and joints. Symptoms may

also include paralysis of certain muscles, numbness,

gradual blindness, dementia, or even death.
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The diagnosis of syphilis can bemade in the primary

stage with direct visualization of the organism under

a microscope using a special darkfield examination.

During the secondary or late stage of syphilis, blood

tests are utilized. VDRL and RPR are screening tests,

while FTA‐ABS and MHA‐TP are confirmatory tests.

Early syphilis is still effectively treated with a single

injection of penicillin, but later stages may require

additional doses of penicillin. However, permanent

organ damage caused by the later stages of the disease

is irreversible.
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Shingles
Mohamed H. Yassin . Robert A. Bonomo

Varicella zoster virus (VZV) is the cause of two clini-

cally distinct illnesses, chickenpox (Varicella) that is

primarily a disease of children and Herpes zoster

(HZ) or Shingles that is primarily a disease of elderly
and individuals who are immunocompromized. VZV

is a type of herpes virus (a‐herpesvirus) also named as

human herpes virus III.

After the initial VZV infection (chickenpox) or

vaccination (live‐attenuated vaccine), patients develop

lifelong immunity against chickenpox. Soon after the

primary infection or vaccination, the VZ virions (virus

components) travel to the nerve cell centers (nuclei).

After the initial phase of virus replication, VZV goes

into a dormant state (latency) with absence of virus

release and persistence in the nerve (dorsal root ganglia

[DRG]). The VZV vaccine causes an exactly similar

reaction as the primary VZV infection.

With aging there is considerable decrease in VZV‐
specific cell‐mediated immunity (lowered resistance to

herpes virus). In vitro (laboratory‐based) studies show
diminished capacity of a type of infection‐fighting
peripheral blood cell (T‐cells) to spread or proliferate

in response to VZV. The loss of specific T‐cell response
is thought to be the main cause for susceptibility to

shingles in elderly. In contrast patients continue to

have a lifelong immunity against chickenpox.

The above‐mentioned immunological background

explains the sharp increase in contracting HZ in the

elderly. The incidence of HZ increases from <1 in

1000 person‐years in children <10 years, to >10 per

1000 person‐years in older individuals >65 years. The

incidence of post herpetic neuralgia (nerve pain due

to herpes infection or postherpetic neuralgia [PHN])

is much higher in individuals >60 years affecting over

50% of HZ infected elderly. The persistence of the

VZV virions in the DRG and lack of specific T‐cell
response is responsible for the continued damage and

persistence of PHN.
Clinical Picture

The word shingles is from the Latin cingulum or girdle.

Shingles are much more common in older age, but it has

been reported in younger people as well as children.

Unlike chickenpox, HZ does not give a lifelong

immunity and recurrence can happen. HZ is much

less infectious when compared to chickenpox. HZ

lesions contain active VZV and potentially can trans-

mit the virus. Shingles or HZ lesions are unilateral

(confined to one side of the body), vesicular (blister‐
like) eruptions that follow a dermatomal distribution

(appear in specific sections/segments of the body).

The most common sites are thoracic (trunk), cervical

http://www.cdcnpin.org/scripts/std/std.asp
http://www.emedicine.com/emerg/INFECTIOUS_DISEASES.htm
http://www.emedicine.com/emerg/INFECTIOUS_DISEASES.htm
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http://www.niaid.nih.gov/publications/stds.htm
http://www.cdc.gov/std
http://www.cdc.gov/std
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(neck), or ophthalmic (eye). Pain usually appears

48–72 h before the lesions and last usually for 2 weeks.

Pain is usually deep aching pain, burning pain, or

altered sensitivity to touch. Pain may occasionally be

the only symptom of HZ. Lesions take 7–10 days to

crust and may take up to a month to heal.

Involvement of the nerves leading to the eye

(ophthalmic division of the trigeminal nerve V1) carries

more risk of complication than pain. Zoster involving

V1 can result in keratitis (inflammation of the cornea),

corneal ulceration, iridocyclitis (disease of the iris of

the eye), and secondary glaucoma. The key issue is

immediate ophthalmic referral with the earliest symp-

toms of visual disturbance. Patients with V1 zoster

are more likely to have concomitant VZV meningoen-

cephalitis (brain infection due to herpes). Another

possible presentation of Shingles is Ramsay Hunt

syndrome with involvement of a part of the nervous

system called the geniculate ganglion. Patients with

geniculate ganglion Zoster have lesions on the external

ear, loss of taste in the anterior two thirds of the tongue

and may have a one‐sided facial paralysis or droop

(ipsilateral facial palsy). Immunocompromised indi-

viduals (for example those receiving treatment for

cancer) can have a more severe illness, with more

diffuse and deeper tissue involvement.

Postherpetic neuralgia is the most common com-

plication of VZV reactivation in immunocompetent

(those without weakened immune systems) patients.

VZV reactivation is rarely life‐threatening, but the

prolonged neuropathic pain of shingles can adversely

affect the quality of life of older individuals markedly.

The most common definition of PHN is the presence

of pain more than a month after the onset of the

eruption of HZ. The risk of PHN increases with age

but is not increased in immunosuppressed patients.

Pain may resolve in many of the patients with PHN.

Multiple nervous system disorders are caused by VZV

reactivation including postherpetic neuralgia, ence-

phalitis (inflammation of the brain tissues), CNS arter-

itis (inflammation of blood vessels in the brain),

myelitis (bone inflammation), and postinfectious

polyneuropathy (a severe illness involving muscle

paralysis also known as Guillian–Barré syndrome).
Diagnosis

The diagnosis of HZ is usually made on the basis of

history and clinical examination. The majority of
herpes zoster (shingles) cases are diagnosed based on

clinical grounds. Routine diagnostic studies are not

requested in most of the cases. However, diagnostic

studies can be useful in immunocompromised hosts

or complicated VZV infection as meningoencepha-

litis (infection of brain and related tissues) or pneu-

monia. Diagnostic tests for herpes zoster include

obtaining fluid from the vesicles (skin eruptions),

and analyzing the fluid with special preparations or

procedures.
Therapy

Prevention and Infection control Universal VZV

vaccination of children in the past led to dramatic

decrease in varicella and related complications. How-

ever, the effect of universal VZV vaccination in chil-

dren on the incidence of HZ in adults is not known.

Some experts are expecting an increase in HZ among

the elderly that poses a great risk to the aging commu-

nity. In a recent clinical trial on VZV immune adults 60

years or older, VZV vaccination was helpful in prevent-

ing VZV reactivation and PHN. These data showed

reduction of HZ by 51% and PHN by 67%. The side‐
effects profile was favorable and the cost effectiveness

will be dependant on the price of the vaccine. These

data are very promising but routine vaccination can

not be a general recommendation yet.

Transmission of VZV from HZ lesions is primar-

ily by contact and to a less extent by airborne trans-

mission. Although documented on case‐report level,
many authorities believe that HZ represents reactiva-

tion rather than a transmissible illness. No isolation

is needed for household cases. Droplet and contact

isolation is required for varicella, disseminated

HZ, and localized zoster in immunocompromized

patients. Many of the elderly live in long‐term nursing

facilities that can potentially lead to outbreaks of

the HZ.

Exposed patients are classified according to their

immunological status and previous VZV exposure or

vaccination. For immune cases little is needed. VZV

susceptible, immunocompetent patients should be

vaccinated as soon as possible (up to 120 h). Immu-

nocompromized individuals should receive varicella

zoster immune globulin (VZIG) or the medication acy-

clovir if VZIG is unavailable. Exposed susceptible

patients should be placed on strict isolation from

day 9 until day 21 after the last exposure. Exposed
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susceptible health care workers should be vaccinated and

excluded from work from day 9 until 21 after exposure.

Vaccination for susceptible adults is two doses 4–8 weeks

apart.

Patients with HZ should receive antiviral therapy for

7 days. Longer treatment does not show any additional

benefit. Treatment should be started as soon as vesicles

appear. Typically antiviral therapy should be started

within 72 h of rash appearance. It can also be started

if new vesicles are still erupting. The goal for antiviral

therapy is to promote skin healing and decrease dis-

comfort.

Pain control for PHN is a real clinical challenge. Multi-

ple modalities have been used with variable success;

nonsteroidal anti‐inflammatory drugs (NSAIDs), tri-

cyclic antidepressants, carbamazepine, depakote, gaba-

pentin, nerve block, local heat, acupuncture, and

behavioral techniques. Antiviral therapy with acyclovir

or other medications does not prevent PHN. Most

experts believe that the risk of corticosteroids is not

worth the possible limited benefit and corticosteroids

are usually not recommended. Vaccination of elderly

individuals appears to be effective in decreasing PHN

as mentioned earlier in prevention.
Related Topics

>Neuropathy, >Pain, >Pain management
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Siblings
Jenice Contreras . Ingrid Vargas

Sibling relationship is a popular subfield in family

gerontology. It is estimated that over 80% of Ameri-

cans have at least one sibling. Webster’s Dictionary

defines sibling as one of two or more individuals hav-

ing one common parent. Siblings are often individuals’

first peer relationships. Social and cognitive learning

begins through sibling relationships. Siblings play a

huge role in the development of their counterparts

and continue to be an intricate part of the individual,

even through adulthood.

Siblings share commonalities that make such rela-

tionships unique. Some of these commonalities can be

attributed to a long history of shared culture, values,

experiences, and beliefs. Because of the genetic similar-

ities of siblings, they often experience similar physical

characteristics and health conditions such as diabetes,

high blood pressure, and heart disease among others.

Understanding the family’s predisposition to condi-

tions such as dementia and Alzheimer’s disease can

be very important in detecting early signs of such

conditions and accessing preventative health care.

There are different ways in which siblings relate to

one another. However it is important to understand

that sibling relationships do change from childhood to

adulthood and even through the aging process. Sibling

interactions are impacted by such factors as gender,

birth order, age spacing, and personality traits, and

may assume a quality as intimate, congenial, loyal,

apathetic, or hostile.

Siblings who engage in an intimate relationship

provide assistance to each other. They often times

find themselves feeling incomplete without the other.

The congenial type relationship is one of closeness and

affection. Through adulthood, the siblings maintain

contact but do not share the same closeness that char-

acterizes the intimate type of sibling relationship. The

loyal relationship is characterized by an allegiance that

is based on family cultural norms. Siblings in an apa-

thetic relationship see each other relatively infrequently

and have different interests in life, therefore making it

difficult to relate to each other; this may be exacerbated

during adulthood. The hostile type of sibling relation-

ship is characterized by the existence of negative feel-

ings between the siblings, such as anger and resentment.
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Rivalry between siblings is common. This is not

necessarily a negative occurrence. Through sibling riv-

alry, individuals learn to express their needs and wants.

They test each others’ limits, learn about competition,

and speak out to advocate for themselves. On the other

hand, sibling rivalry can be a source of trauma to some,

such as might occur when one sibling excels at an

activity that is a source of difficulty to another. Adults

often intervene to resolve disputes and assist siblings in

communicating more efficiently. The adults’ approach

to sibling rivalry plays a critical role in the outcome of

the rivalry.

As siblings age, they may confide in each other to

a greater extent because they view each other as

best friends and often depend on each other as a

part of their social network. Research suggest that

older adults generally find their sibling relationships

rewarding.
Related Topics

> Family relationships, > Social support
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Sigmoidoscopy
Kathleen M. Wolner

Sigmoidoscopy is a type of examination used to screen

for colorectal cancer. Colorectal cancer is the second

leading cause of cancer deaths. Over 130,000 cases of

this occur per year, with more than 50,000 deaths.

While other types of cancer can occur in the colon in

addition to the common colorectal cancer, including

lymphoma, carcinoid, and melanoma, only colorectal
cancer will be discussed here. Colon cancer is almost

always treatable if diagnosed early. The factors that

increase one’s risk of colon cancer include certain

types of polyps and other cancers. Colon cancer can

also run in families. Ulcerative colitis is another risk

factor for colorectal cancer. It has long been felt that

diets high in meat, high fat, and low fiber increase the

risk of colon cancer. However, research has failed to

show that changing to a high‐fiber diet prevents colon
cancer. If one had colon cancer earlier in his life, then

there is an increased risk of developing another colon

cancer. Not all polyps are precursors of colon cancer.

Specifically, adenomatous polyps have a 10% chance of

turning into a cancer after 10 years. Other polyps,

called hyperplastic polyps, are simply overgrowth of

normal tissue and do not carry any risk of developing

into colon cancer.

A sigmoidoscopy is an examination of the lower

portion of the colon, called the sigmoid or descending

colon. Primary care providers and gastroenterologists

perform sigmoidoscopies. The purpose of sigmoido-

scopy is to look for early signs of colon cancer. One

looks for bleeding, inflammation, growths (or polyps),

and ulcers. It is commonly used along with guaiac‐
based test cards used to look for trace amounts of

blood in the stool that cannot be seen with the naked

eye. The preparation for a sigmoidoscopy varies. In

general, two enemas 2 h before the examination are

included as a minimum preparation. More extensive

preparations include a clear‐liquid diet the evening

before and the morning of the test. Clear liquids are

defined as ‘‘anything that you can see through you can

eat,’’ and that includes fat‐free bouillon or broth, gela-

tin, strained fruit juice, water, plain coffee, etc. Recently,

a multidisciplinary panel consisting of representatives

from the American Cancer Society, the US Preventive

Services Task Force, and others agreed that sigmoido-

scopy is appropriate for screening average‐risk persons
50 years of age or older. Other options for this age

group of average risk include a colonoscopy every

10 years or a double‐contrast barium enema every

5–10 years. Flexible sigmoidoscopy is recommended

every 5 years in conjunction with three, yearly stool

guaiac‐based tests. Make sure that you tell your physi-

cian if you have developed rectal bleeding, unintended

weight loss, or a change in bowel habits so that you can

be referred for a full colonoscopy. Blood in your stool or

toilet tissue, often attributed to hemorrhoids, should be

fully evaluated with a colonoscopy.
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Informed consent is obtained before the examina-

tion. The risks of the procedure include a feeling of gas,

potential bleeding from scope trauma or biopsy and,

the most serious complication, perforation, requiring

surgery. Perforation is extremely uncommon and

occurs in one of every 10,000 examinations. During

the examination, the patient lies on his or her left

side and the examiner utilizes a mild lubricant to ease

insertion of the scope. The examiner inserts the scope

60–70 cm (24–28 in.). It is during withdrawal of the

scope that most of the examination takes place because

a good mview of all colon surfaces can be obtained.

Biopsies do not hurt because there are no nerve endings

in the colon. However, it is important to tell your

physician if you are taking any blood thinners or antic-

oagulants such as warfarin as they may increase your

tendency to bleed after a biopsy.

The normal colon consists of very large circular

folds called haustra. When the folds become triangular

in appearance this indicates that the examiner has

reached the transverse colon, the part that goes across

the abdomen. The descending or sigmoid colon is a

relatively straight part of the colon in most persons.

The colon can be very winding, especially in persons

who have had a history of abdominal surgery. In the

healing process, scarring can develop that tacks down

the colon and creates sharp turns. The endoscopist

looks behind the folds for polyps.

Diverticula are protruding sacs (or pockets) that

are most commonly seen in the sigmoid colon. They

occur after the age of 40 and half of persons older than

60 have them. Only a small percentage of persons have

complications from diverticula. Inflamed, infected

diverticula are referred to as diverticulitis and imply

an inflammation or perforation. The mere presence of

diverticula is not a cause for concern. The latter con-

dition, known as diverticulosis, is simply a reason to

make sure that one maintains a high‐fiber, high‐water
intake so that the bowels move regularly. When there is

a complication, however, it can be very serious.

Polyps are growths in the colon. They can appear as

a button, flat and closely adherent to the colon wall, or

they can be connected to the wall of the colon by a

stalk. Five to ten percent are adenomatous and 10% of

these can become malignant over 10 years. They occur

in different sizes with the larger being more likely to be

cancer. When a polyp is removed during a colonoscopy

or sigmoidoscopy, it is examined for the presence of

potentially cancerous cells. Colon cancers vary from a
round polyp to an angry cauliflower‐shaped bleeding

lesion that may wrap around the inside of the colon.

Cancers can have a very rough and bloody surface that

immediately suggests the cancer diagnosis.

Hemorrhoids are engorged veins in the rectum that

are similar to the engorged veins that result in varicose

veins on our legs. They can be internal or external and

are very painful if they are thrombosed. ‘‘Thrombosed’’

means that there is a clot present that is causing part of

this tissue to be starved of oxygen, resulting in severe

pain.

Anal fissures can also be found at the time of the

sigmoidoscopy. These are very painful tears in the

mucosa and one questions whether the patient has an

inflammatory bowel disease, as anal fissures can be

seen in this bowel disease. Persons who are immuno-

suppressed, meaning that their immune system is

being suppressed for some reason (such as chemother-

apy), may also be at risk for anal fissures. Other causes

of fissures include syphilis and cancer.

It is very important to be screened for colon cancer

and sigmoidoscopy is a very acceptable way of screen-

ing normal risk persons. Any problems, such as rectal

bleeding, unintentional weight loss, severe rectal pain

on defecation, or a family member with colon cancer

should be immediately reported to your doctor. The

most important message, however, is that in most

people there are no symptoms. Early detection is the

key to cure.
Related Topics

>Cancer screening, >Colonoscopy, >Colorectal can-

cer
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Sjogren’s Syndrome
Sjogren’s Syndrome
Lori B. Siegel

Sjogren’s syndrome (SS) is a serious disorder in which

the body fights against its own tear and saliva glands.

This autoimmune process causes the body to produce

less tears and less saliva, which can lead to complica-

tions in both the eyes and the mouth. The frequency of

SS increases with increasing age and diagnosis may be

delayed because the symptoms occur gradually and

increase over time. SS is more common in women

than in men.

The classic symptoms of SS are a complaint or

sensation of dry eyes or dry mouth. People report

that they feel a dry and gritty sensation in the eyes, as

if there is sand in them. People try various eye drops

without success and often have difficultywearing contact

lenses. Also, people may note that they are constantly

thirsty and either carry water with them at all times or

they know where all the drinking fountains are at their

place of work or in the places where they spend a large

amount of time. They also have difficulty swallowing

solid foods without taking in liquid at the same time.

Patients also have more dental problems such as cavities

and tooth loss. They may have problems tasting food

and may complain of a burning sensation in the mouth,

which can become quite severe. Some patients with

saliva problems develop enlarged saliva glands over

time and note that they have fullness in their lower face

where the saliva glands are located.

The cause of SS is not clear but it is thought

that there is a viral trigger in those people who have a

genetic predisposition to autoimmune diseases. Because

women are affected nine times asmuch asmen, there are

theories that hormones may play a role in the develop-

ment of SS. Sjogren’s syndrome (SS) may be a primary

condition, independent of any other disease process

or condition. More often, however, SS is associated

with other autoimmune diseases, commonly rheuma-

toid arthritis, systemic lupus erythematosus, or other

connective tissue diseases. SS is not part of the formal

classification of these conditions but a common associa-

tion. Fulfilling the criteria established by the American

College of Rheumatology as summarized below, a diag-

nosis of SS is having three of the following six items:
1. Ocular (eye) symptoms

2. Oral symptoms

3. Ocular signs such as decreased tear production

measured by objective ophthalmologic tests

4. Salivary gland involvement as proven by measuring

saliva flow, parotid sialography, or salivary scini-

graphy

5. Positive biopsy of minor or major salivary glands

6. Serologic evidence of autoantibodies such as anti

Ro/La, ANA, RF

SS may also extend beyond the eyes and mouth as

well, although less frequently. Patients may have asso-

ciated dry skin, decreased sweating, itching and per-

ipheral nerve problems. There may be an associated

vasculitis, or inflammation of the blood vessels. Thy-

roid disease is common in patients with SS. Some

patients may have a dry cough as a result of dryness

of the airways and decreased mucous production.

Patients may also suffer from other joint and muscle

aches. The bladder may also become affected, resulting

in irritable bladder and decreased frequency of urina-

tion. In the aging population, vaginal dryness may be

exaggerated and severe. The most serious association is

the potential for lymphoma.

The treatment of SS is difficult and it is best that the

patient be educated in self‐care to avoid complications.

Treatment of dry eyes includes tear replacement and

topical eye‐medications along with oral medications

such as pilocarpine. These must be used with caution

as many tear preparations may have preservatives in

them that can worsen the already irritated eye. Oral

hygiene is essential, so frequent dental care is impor-

tant. Some patients require daily fluoride and antibio-

tic rinses. Medications that cause oral dryness should

be avoided. Sugar‐free gum or candy may help pro-

mote saliva production. Humidifiers and oral lubri-

cants can be used as well. Swollen parotid or salivary

glands may respond well to warm compresses and

massage.

Other medications that are used to treat other

connective tissue diseases may be successful in SS.

Local treatments of the involved area or system are

essential. Treatments should be more aggressive if

local treatments are insufficient. Pilocarpine may help

salivary secretion and oral antifungals may be neces-

sary for secondary infections. If immunosuppressants

are used, attention to increased risk of infection is

important. Because of the associated increased in

lymphoma, this should be monitored as well, especi-

http://patients.uptodate.com
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ally with more aggressive treatments. All patients

suffering from SS should be given information on

their condition and encouraged to learn all that they

can, so that they can live better with this difficult

condition.
Related Topics

>Autoimmune diseases disorders, >Rheumatoid

arthritis
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Skilled Nursing Facility
Kristin A. Cassidy

Skilled nursing facility (SNF) is a type of nursing home

that has round‐the‐clock ‘‘skilled’’ care (care given by

professional nursing or rehabilitative staff) available to

residents. SNFs can provide either long‐term care for

a person who is no longer able to care for his or her

own needs, or temporary care for someone who has

been discharged from the hospital and needs additional

assistance with recovery before returning home. Resi-

dents of SNFs generally have physical or cognitive

impairments which require 24‐hours‐a‐day care or

medical needs that require special equipment.

Many large SNFs are divided into smaller units

often based on the needs of the residents in that unit.

For example, many SNFs have separate units for resi-

dents with memory impairments or units specifically

for patients who are there only temporarily to recover

from surgery or an acute illness. The skilled nursing

staff on each unit generally consists of at least one

registered nurse (RN) and a few licensed practical

nurses (LPN). The RN supervises the unit’s staff;

assesses the residents’ health; develops treatment
plans; administers invasive procedures (such as intra-

venous fluids); and usually distributes the prescribed

medications to the residents. The LPNs provide

routine bedside care such as monitoring the patients’

fluid intake, catheters, and vital signs; changing dres-

sings; preventing new and treating existing bedsores;

preparing and administering injections and enemas;

and in some states the LPNs administer prescribed

medications. Many SNF units will also have several

‘‘unskilled’’ nursing staff such as state tested nurse

assistants (STNAs). These nonprofessional workers

help the residents with activities of daily living such

as dressing, eating, bathing, and toileting.

In addition to the nursing staff on each unit, SNFs

usually employ or have contracts with a variety of other

skilled health professionals such as physical and occu-

pational therapists, speech‐language pathologists, and

audiologists. Many SNFs also have art therapists, respira-

tory therapists, psychologists, social workers, dieticians,

and activities professionals to provide assistance and sup-

port specific to each resident’s need. Licensed and certified

SNFs must also employ a licensed physician as Medical

Director and a licensed nursing home administrator.

SNFs must be licensed by the state in which they

operate. To receive funding from Medicare or Medi-

caid, SNFs need to be certified also by the state.

According to the American Health Care Association,

there were 15,989 certified nursing facilities with a total

of 1,435,761 residents in the United States, as of

December 2005. On an average each facility had 90

residents. Medicare paid for 12.9% of the patients and

Medicaid was responsible for 65.5%.

Unannounced inspections are conducted by official

state inspectors every 9 to 15 months to ensure that the

certified facilities are up to federal and state standards.

Any violations are reported to the facility and a plan

of correction is required from the SNF, if it is not in

compliance with the standards. SNFs can also be fined

for serious violations and have their certification taken

away if corrections are not implemented within a spe-

cified amount of time. The results of these inspections

are available to the public and are easily accessible on

the internet.

Medicare only covers up to 100 days of skilled care

in a Medicare certified SNF after a qualifying hospital

stay of at least 3 days. If skilled nursing care is still

required after using up the Medicare benefits or if a

patient has not had a qualifying hospital stay before

entering the SNF, the cost is usually paid for by the
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patient or their family using savings and income, by

Medicaid, or by long‐term care insurance.

The rate for one day in an SNF averages from $110

to $210. That can add up to $40,000–75,000 per year.

Although some people are able to cover the cost of a

nursing home out of their own pocket, most people

need to find alternative ways to pay for the care.

Sixty percent of patients who enter a nursing home

start off paying for it themselves; but with the high cost

of long‐term care, a person’s life savings can quickly be

exhausted. Medicaid pays for over 40% of the nation’s

long‐term care. Many SNFs have a specified number of

Medicaid beds. Since Medicaid is a state‐administered

welfare program there are limits for the maximum

income and assets a person can have. Therefore, some

people ‘‘spend‐down’’ in order to qualify or switch to

Medicaid coverage, once they have spent their assets on

long‐term care.

A more recent trend in paying for SNFs is by using

long‐term care insurance. The amount and services

covered by long‐term care insurance vary by policy.

Since there are not any asset or income qualifications,

personal savings, investments, property and family

inheritance do not need to be spent down. Also, unlike

with Medicaid, SNFs do not set aside a specified num-

ber of beds for residents covered by long‐term care

insurance and do not need to be specially certified by

the government to accept long‐term care insurance.

Therefore, patients using long‐term care insurance have

more options available when shopping for an SNF.

Once in a SNF, patients and their families should

keep in mind that each state is required to have a long‐
term care ombudsman available through the state

office on aging. The ombudsman can be called on to

investigate and help resolve any quality of care issues

that have not been satisfactorily attended to by the

facility’s licensed administrator.
Related Topics

>Activities of daily living, >Housing, > Long‐term
care, > Long‐term care insurance, >Medicaid,

>Medicare, >Nursing home, >Rehabilitation
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Skin Care
Paradi Mirmirani

The skin is the largest and most exposed organ of the

body. Its functions are complex and include serving as

a physical and immunologic barrier to external sub-

stances, retaining water, regulating body temperature,

and acting as a sensory organ. The skin is also an

integral part of our self‐image and is often a focus of

cosmetic and beautifying agents.

Because the skin is exposed to the environment, it

is susceptible to damage over time. Ultraviolet rays

from sunlight and smoking are the most common

causes of environmental skin damage, thus sun protec-

tion is one of the most important parts of a skin care

regimen. Research has shown that exposure to ultra-

violet light can cause various skin cancers, the most

common being basal cell cancer and squamous cell

cancer. A less common but much more dangerous

formof skin cancer,malignantmelanoma,may be linked

http://www.longtermcareliving.com/
http://www.ahca.org/research/oscar_patient.htm
http://www.carepathways.com/checklist&hyphen;nh.cfm
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to sunburns in childhood. In addition, sunlight exposure

causes dramatically accelerated skin aging, including

wrinkling, dryness, visible blood vessels, and changes in

pigmentation. Healthy skin‐care and habits can decrease
this cumulative injury. Recommendations include the

following:

� Minimizing sun exposure during peak hours

(10 a.m.–2 p.m.)

� Wearing sun‐protective clothing, hats, and sun-

glasses

� Using a broad‐spectrum sunscreen (UV‐A and UV‐B
protection) with a sun‐protection factor (SPF) of

greater than or equal to 15

� Avoiding sunlamps and tanning beds

These habits are most beneficial when started in

childhood, as statistics show that in more than one

half of a person’s lifetime ultraviolet exposure occurs

during childhood and adolescence. However, it is never

too late to incorporate sun protection into a skin care

regimen. Medical treatments for reversing some of the

effects of sun damage are available and include topical

creams, chemical peels, and laser therapy.

Other components of a skin care regimen need not

be complicated. Mild, nonperfumed soaps are usually

recommended for cleansing the skin, with a moistur-

izer applied as needed (consider products that have a

built‐in sunscreen). As we get older, our skin has fewer

sweat and oil glands and is less efficient in retaining

water, which can lead to dryness and itching. Dry skin

can be worsened by frequent bathing or showering,

and may be more sensitive to soaps, cosmetics, and

certain fabrics. Frequent use of emollients and avoid-

ing aggravating factors are basic measures for dry skin

care. For those with oily or acne‐prone skin, facial

moisturizers are usually not needed and care should

be taken to choose cosmetics that are oil‐free and

noncomedogenic.
Skin Tumor Types

Benign Premalignant Malignant
Seborrheic
keratoses

Actinic
keratoses

Basal cell carcinoma

Skin tags Squamous cell
carcinoma
Related Topics

>Body image, > Liver spots, > Skin disorders,

> Skin, hair and nails changes, >Wrinkles
Suggested Readings

Habif TP (ed) (1996) Clinical dermatology, 3rd edn. Mosby‐Year
Book, Inc., St. Louis, MO
Suggested Resource

American Academy of Dermatology (www.aad.org)
Skin, Hair, and Nail
Changes
Paradi Mirmirani

Skin, hair, and nail changes are commonly seen with

advancing age. Some of these changes are physiologic,

while others are attributable to genetics or to environ-

mental exposure. Physiologic changes that occur in the

skin include thinning or transparency of the skin,

thinning of the fatty layer, less elasticity of the collagen

fibers, dry skin, decreased sweating capacity, slowed or

decreased hair growth, and thinning or ridging of the

nails. Common manifestations include skin wrinkling,

loss of firmness, easy bruising, and skin itching.
Skin Disorders

Skin disorders can be broadly categorized as either

rashes or as growths. Rashes are often a result of skin

inflammation and can be precipitated by a wide variety

of causes, the scope of which is beyond this text (the

reader is referred to the Suggested Reading for further
Malignant melanoma
information.) Growths, or tumors are a frequent find-

ing in older adults, the most common tumors are

outlined below:

http://www.aad.org
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Seborrheic keratoses are extremely common skin

tumors, usually affecting people older than 50 years

but also seen in young adults. These lesions usually

arise on the trunk, face, and upper extremities and can

range in color from tan to red or even black. Their

diagnosis is often made based on a clinically ‘‘stuck‐
on’’ appearance. The tendency for seborrheic keratoses

may be inherited in an autosomal dominant fashion.

No treatment is necessary for most lesions.

Skin tags are outgrowths of normal skin. Twenty‐
five percent of the adults have skin tags, and there is a

familial tendency for these lesions. They usually occur

at sites of friction such as the axillae (armpits), neck,

underneath the breasts, and in the groin area. Treat-

ment is indicated only if lesions are irritating or a

patient desires removal for cosmetic reasons.

Actinic keratoses are common premalignant lesions

of the skin, resulting from chronic, cumulative sun

exposure and occurring most commonly in fair‐
skinned people on sun‐exposed skin sites including

the face and the dorsal hands. Actinic keratoses are

characterized by an irregular shape and scaly or ‘‘sand-

paper’’ texture. If left untreated, some actinic keratoses

may progress to become cancerous. Treatment options

include liquid nitrogen or prescription medications

aimed at destroying the premalignant cells.

Basal cell carcinoma is a malignancy of the basal

cells in the epidermis (skin). It is the most common

human malignancy with approximately 750,000 new

cases in the United States each year. Basal cell carci-

noma occurs more commonly in men, almost exclu-

sively in whites, and most frequently between the ages

of 40 and 80. Predisposing factors include chronic

ultraviolet sunlight exposure, arsenic, and ionizing

radiation. Basal cell cancers are usually noticed as a

new growth in sun‐damaged skin that is skin colored,

sometimes pearly, and has a tendency to bleed. Most

basal cell tumors spread locally and do not metastasize

(spread to other parts of the body). Treatment usually

involves surgical excision but is influenced by size and

location of the tumor.

Squamous cell carcinomas are malignant tumors

of keratinocytes, the main cell type that comprises

the skin. Squamous cell cancer occurs most commonly

in white men older than 55 years. Other predispos-

ing factors include ultraviolet sunlight exposure, old

burn scars, sites of chronic inflammation, radiation

therapy, arsenic, immunosuppression, and smoking

(lip lesions). A squamous cell carcinoma commonly

appears as a new growth that may be scaly and has a
tendency to bleed. Treatment typically involves exci-

sion of the lesion.

Melanoma is the malignant proliferation of pig-

ment producing cells called melanocytes. Malignant

melanoma represents 3% of all cancers, with tens of

thousands of new cases in the United States annually.

Representing 1–2% of all cancer‐related deaths, the

increase in the melanoma mortality rates is second

only to lung cancer. Risk factors for developing malig-

nantmelanoma include fair hair and light eyes, extensive

sun exposure, history of sunburns in childhood,

multiple irregular moles, or a family history of

melanoma. However, any patient with a history of

change in a long‐standing pigmented lesion or a new

lesion with suspect features should alert the clinician to

the possible diagnosis of melanoma. A mnemonic to

remember suspect features of melanoma is

A ¼ asymmetry

B ¼ borders irregular and blurred

C ¼ color change or variable pigmentation

D ¼ diameter greater than 6 mm

E ¼ elevation of previously flat lesion

Diagnosis is based on excisional biopsy (surgical

removal of the lesion) and characteristic histologic

(microscopic) findings. Treatment of melanoma

depends on the stage of the tumor: excisions are per-

formed for thin lesion whereas thicker tumors may

require adjuvant therapy.
Hair Disorders

The portion of hair that is seen is called the hair shaft.

That which is below the surface of skin is the follicle.

During our lifetime, each hair follicle undergoes

repeated cycles of growth, rest, and regeneration.

Hair loss can occur due to disturbances of the hair

cycle, damage to the hair shaft, or disorders affecting

the follicle.

Disturbances of the hair cycle Normally, the

majority of scalp hair is in the growth phase. A small

percentage of hairs in the resting phase are shed each

day (100–200 hairs shed daily). Under certain circum-

stances, a higher percentage of hairs enter the resting

phase, and a person may notice a sudden increase in

hair shedding. Common causes include high fever,

childbirth, severe infections; severe ‘‘flu,’’ severe

chronic illness, major surgery, thyroid disorder, crash



Sleep Disorders S 741
diets, inadequate protein intake, and certain drugs.

The shedding often starts months after the inciting

cause but will stop after several weeks if the offending

cause is removed or corrected.

Damage to the hair shaft Hair is composed pri-

marily of the protein keratin, which is the same substance

that forms fingernails and toenails. Damage to the hair

shaft by improper cosmetic techniques can cause

hair breakage. There is little damage from normal

dyeing, bleaching, waving, or straightening. However

breakage can occur from too much tension during

waving, from waving solutions left on too long or

improperly neutralized, from waving and bleaching

on the same day, or from too‐frequent hair treatments.

Hair breakage will stop if the cosmetic procedure is

stopped and the hair is handled gently, but hairs

already broken cannot be mended.

Disorders affecting the follicle Hereditary hair

thinning, or androgenetic alopecia, is the most com-

mon form of hair loss in humans. This condition is

also known as male‐pattern hair loss or common bald-

ness in men and as female‐pattern hair thinning in

women. Onset may occur in either sex at any time

after puberty. It is estimated that half of the population

experiences hereditary hair loss by age 50. The cause

of hereditary hair‐thinning is a gradual diminution of

the hair follicle, which occurs under the influence of

androgens. The smaller hair follicle results in a finer

and shorter hair‐shaft.
Nail Disorders

The hard nail‐plate is made up of compact keratin,

which is synthesized by the nail matrix, a structure

located directly underneath the cuticle. The cuticle pro-

vides a protective seal for thematrix, thus any damage or

trauma to the cuticle or nail matrix can affect the nail

plate, often manifesting as white spots or horizontal

ridges. Vertical ridging and slowed growth of the nail

plate are common findings seen with advancing age and

are a result of physiologic changes in the matrix. Altera-

tions in the nails can also be a reflection of our internal

health and a physical examination will typically include

a close inspection of the nails. A common example is the

finding of pale nails in a person with anemia.
Related Topics

>Alopecia, >Body image, >Cancer, >Hair replace-

ment, >Melanoma, >Nail and hand care, > Skin

care, >Wrinkles
Suggested Readings

Freedberg I, Eisen A, Wolff K, et al (eds) (1999) Fitzpatrick’s

dermatology in general medicine, 5th edn. McGraw‐Hill, New
York, pp 769, 1464

Goldstein BG, Goldstein AO (1997) Practical dermatology, 2nd edn.

Mosby, St. Louis, MO, pp 128–157

Gummer CL (2002) Cosmetics and hair loss. Clin Exp Dermatol

27(5):418–421

Price VH (1999) Treatment of hair loss. N Engl J Med 341:964–973
Suggested Resources

Aging skin net; www.skincarephysicians.com

American Academy of Dermatology; www.aad.org

North American Hair Research Society; www.nahrs.org
Sleep Disorders
John Sanitato, Jr.

Disturbed sleep is one of the most common presenting

complaints in modern medicine. Ineffective sleep

hygiene is very often the cause, but a large number of

specific sleep disorders can be present as well. Sleep

hygiene refers to the sum total of the waking behaviors

that affect the quality and quantity of a person’s sleep.

The comprehensive assessment of a potential sleep

disorder includes a thorough history of sleep dysfunc-

tion, a review of sleep hygiene, a medical and mental

health history, a review of current medications, an assess-

ment of drug and alcohol use, a physical examination

with targeted laboratory testing, and an overnight sleep

study known as a polysomnogram. Polysomnography is

the systematic evaluation of brainwave, muscular, ocular,

and respiratory function during sleep. The study is done

across a typical night’s sleep, and may reveal apneas

(periods when breathing is absent), hypopneas (periods

of slowed respiration), or abnormal bodily movements.

http://www.skincarephysicians.com
http://www.aad.org
http://www.nahrs.org


742 S Sleep Disorders
The latency (duration from bedtime to sleep onset),

continuity, efficiency, and architecture of sleep are

assessed. Sleep architecture refers to the duration of,

and transitions between, the unique physiologic stages

of sleep.

Five stages are identified. One stage of rapid eye

movement (REM) sleep and four stages of non‐REM
(NREM) sleep, which are labeled stages 1 through 4, are

noted. Stage 1 NREM is relatively brief and signifies the

transition from a waking state to sleep. Stage 2 NREM,

significant for ‘‘sleep spindles’’ and ‘‘K complexes’’ on

the electroencephalogram (EEG), comprises up to 50%

of total sleep time. Progressively deeper stages of sleep—

stages 3 and 4, or ‘‘slow‐wave’’ sleep—occupy up to 20%

of sleep time, while REM sleep, in which dream activity

and loss of muscle tone occur, occupies up to 25% of

sleep time. REM sleep occurs roughly every 90 min, and

the duration of REM periods increase across the night.

NREM stages 3 and 4 are more prominent during the

first half of the night, and tend to deteriorate in dura-

tion and frequency as we age. Perhaps as a result, up to

half of all Americans over age 65may have a diagnosable

sleep disorder.

There are a number of typical changes in sleep

pattern seen with aging. Slow wave sleep decreases on

average from 20% to less than 10% of total sleep time by

the age of 70, and both REM amount and REM latency

also decline. Total sleep time and sleep efficiency

(amount of time in bed actually spent sleeping) both

decrease as well. Snoring does appear to increase with

age, however the significance of this is unclear.

The treatment of all sleep disorders includes a

thoughtful review of ideal sleep hygiene. The bed is

identified as a sanctuary for sleep and sex only. Reliable

daily sleep and wake times should be established and

adhered to, and daytime napping minimized to 30 min

or less. Although the ideal duration of nightly sleep

varies between individuals and by age, a rough goal is

6–7 h per night for most adults, with fewer hours

needed with aging. Avoiding rigorous exercise or hot

showers close to bedtime is also a helpful rule. If unable

to fall asleep after 45 min, one should spend 30 min or

so occupied in an activity away from the bedroom and

then try to retire again. Caffeine and tobacco should be

avoided within 4 h of bedtime, as should meals and

significant fluid intake. Alcohol has for many a sopori-

fic, or sleep‐inducing, effect but will reliably decrease

the quality and continuity of ensuing sleep. The elderly

as a group are thought to be at an increased risk for

suboptimal sleep hygiene due to lifestyle changes
(retirement, nursing‐home settings) and degenerative

or chronic diseases (often resulting in pain or seden-

tary living).

Sleep disorders can be divided into four main

groups. There are those caused by mental disorders,

medical conditions, or substances (use of or discon-

tinuation from), which are termed ‘‘secondary’’ sleep

disorders. Additionally, there is the fourth group

known as the ‘‘primary’’ sleep disorders, which include

the dyssomnias and the parasomnias. Dyssomnias

are disorders of the onset or maintenance of sleep,

and parasomnias are disorders involving abnormal

behaviors associated with sleep. Parasomnias include

conditions such as nightmares, sleep terrors, REM sleep

behavior disorder, bruxism (teeth‐grinding), enuresis
(bedwetting), somnambulism (sleepwalking), and som-

niloquy (sleeptalking). Another parasomnia worth not-

ing here is REM‐sleep behavior disorder, in which the

lack of muscle tone normally seen during REM sleep is

lost, and disorganized, possibly injurious behaviors can

occur in the deeply asleep and dreaming subject. This

syndrome can be seen as a prelude to, or a feature of,

Parkinson’s disease or dementia with Lewy bodies.

Mood and anxiety disorders commonly perturb

sleep. Sleep disorders secondary to other mental

disorders are more common in women than in men.

Up to 50% of individuals with chronic insomnia may

have a diagnosable mental disorder responsible for the

sleep disturbance. Major depression, bipolar disorder,

schizophrenia, adjustment disorder, and anxiety dis-

orders (panic disorder, generalized anxiety disorder,

post‐traumatic stress disorder) typically involve an

alteration in the timing and amount of sleep. In

major depression for example, sleep latency is pro-

longed, REM latency is decreased, and REM sleep

becomes denser. Slow‐wave sleep is reduced as well.

Unfortunately, there is a small but significant risk that

the medications used to treat these disorders may also

potentiate disturbances in sleep, such as insomnia,

hypersomnia, vivid dreams, nightmares, or bruxism.

Intoxication or withdrawal from drugs and alcohol

may cause significant sleep disruption. Alcohol intox-

ication increases slow‐wave sleep and suppresses REM,

yielding fitful sleep with increased dream activity. Its

use may also worsen preexisting sleep apneas. With-

drawal from chronic alcohol use tends to cause a loss of

slow‐wave sleep and an increase in REM sleep. The use

of amphetamines, cocaine, or caffeine will increase

wakefulness and cause insomnia acutely, with hyper-

somnia or fatigue ensuing during withdrawal. Opioids,
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sedatives, and many antianxiety medications are acutely

sedating, but provoke insomnia when used chronically,

as tolerance develops. As with alcohol, a rebound in

REM‐sleep amount may be seen after discontinuation

of these agents.

Dozens of medical conditions may derange sleep.

Common culprits include infections, dementia, arthri-

tis, gastroesophageal reflux disease (GERD), epilepsy,

endocrine disorders, cardiopulmonary disease, head-

aches, and neurodegenerative disorders. Women are at

greater risk during pregnancy and postmenopausally.

In hospitals and nursing homes, delirium is a very

common cause of sleep disruption. A delirium is an

acute confusional state due to an acute medical condi-

tion or the use of a substance. The syndrome is char-

acterized by impairments in attention, concentration,

cognition, and perception. Sleep is often restless, non-

restorative, and exhibits a pattern of day–night reversal.

Returning to the primary sleep disorders, we will

focus on the dyssomnias, as a more detailed discussion

of the parasomnias is beyond our scope here. The more

common dyssomnias include primary insomnia, pri-

mary hypersomnia, sleep apnea, restless legs syndrome,

circadian rhythm sleep disorders, and narcolepsy. Pri-

mary insomnia and hypersomnia can often be resolved

with better sleep hygiene and lifestyle modification.

Sleep apnea may be either central or obstructive in

type. Central sleep apnea is rare and involves dimin-

ished respiratory drive at the level of the brainstem.

Obstructive sleep apnea (OSA) is much more com-

mon, and affects 1–10% of the population. OSA is

caused by the mechanical obstruction of ventilation

by increased palatal and pharyngeal tissues. Obese

persons are at greater risk. Excessive daytime sleepi-

ness, morning headaches, loud snoring, and apneas

observed by sleeping partners can aid in diagnosis,

which is confirmed by polysomnography. Diagnosis

often occurs between 40 and 60 years of age. Untreated

OSA carries a risk of increased mortality. Treatment

involves weight loss, smoking cessation, control of

blood pressure and cholesterol reduction, and noctur-

nal ventilation with nasal continuous positive airway

pressure (CPAP). Surgery to reduce posterior palato-

pharyngeal tissues has not been routinely helpful. Studies

suggest that rates of sleep apnea increase significantly by

age 65 (perhaps as high as 30% at age 70), although

treatment may be less necessary than in younger patients

with clear obstructive apneic disease. Older adults with

apnea but without subjective sleep disruption may not

require treatment.
Restless legs syndrome (RLS) involves random,

repetitive irregular movements of the feet and legs,

and unpleasant aches and pains sensed deeply in the

lower extremities. The discomfort often mandates

walking or rubbing of the legs by the sufferer for

temporary relief. The symptoms occur in the evening

and during earlier phases of sleep, and may respond to

dopamine agonist medications, tricyclic antidepres-

sants, or opiate analgesics. Diabetes, kidney dysfunc-

tion, peripheral nerve disorders, pregnancy, anemia,

and medications are all associated with RLS. Periodic

limb movement disorder is a similar syndrome that

involves repetitious involuntary movements, which

intrude upon normal sleep maintenance and cause

nonrestorative sleep and excessive daytime sleepiness.

RLS and OSA are the two most common primary sleep

disorders in the elderly.

Circadian rhythm sleep disorders include jet lag,

shift work, and delayed sleep phase disorders. Jet lag is

appreciated when people travel two or more time

zones, typically west to east, and subsequently have

difficulty advancing their sleep schedule. Exposure to

lightmay help to delay, and the use of sedative‐hypnotic
medicines may help to advance, sleep onset. Shift work

disorders occur when work schedules are advanced by

one shift (moving from days to evenings). Delayed

sleep phase disorders result when the onset of sleep is

intentionally delayed because of lifestyle concerns and

the ensuing normal sleep duration causes social or

occupational dysfunction the following day.

Daytime sleep attacks, cataplexy (brief episodes of

loss of muscle tone, often triggered by intense emo-

tion), hallucinations occurring during the sleep–wake

transition, and sleep paralysis, form the core symptoms

of narcolepsy. Onset is typically during adolescence, and

genetic vulnerability plays a strong role. The disorder is

rare, occurring in less than 1 in 1000 persons, and treat-

ment is aimed at maintaining daytime wakefulness and

consolidating restorative sleep at night. Amphetamine

stimulants and the non‐amphetamine modafinil can

promote wakefulness by day, and sedative medications

may help reorder nighttime sleep.

Treatment strategies are diverse, as one can detect

from the multiple causes of sleep impairment seen in

clinical practice. Optimal sleep hygiene is vitally impor-

tant. Underlying medical, neurological, and psychiatric

conditions should be identified and treated, and offend-

ing medications or substance use stopped. Sedative

medications should only be used whenever absolutely

necessary and for the shortest possible durations.
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Benzodiazepine sedative‐hypnotics such as lorazepam,

diazepam, or alprazolam carry with them a significant

risk of adverse effects such as slowed respiration,

confusion, unsteadiness and falls, memory dysfunction,

and the risk of dependence with chronic use.
Related Topics

>Alcohol use, >Alzheimer’s disease, >Delirium,

>Depression, > Insomnia, >Mental illness,

>Parkinson’s disease, > Sleep hygiene
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Sleep Hygiene
Phillip Dines

Assuming that underlying causes of sleep disturbance

have been addressed from neurological, psychiatric, and

medical causes, and acute stressors are not an immedi-

ate cause, then sleep hygiene is an important considera-

tion that should not be ignored. Even in the case where

there are other issues at play, as just enumerated, sleep

hygiene still needs to be applied appropriately.

What is sleep hygiene? This refers patterns of beha-

vior and attitudes about sleep for a given person.

Probably one of the most significant factors is the

misunderstanding that surrounds sleep. There are

often significant maladaptive behaviors that can arise

when a person develops sleep disturbances. This leads

to a negative spiral that tends to exacerbate the symp-
toms that results in the inability to sleep, or insomnia.

Underlying this problem are misconceptions about

sleep. Therefore, it is imperative, at the outset of help-

ing a person with sleep issues, to educate them about

their problem. This involves understanding that sleep

is a natural process. When known pathology has been

ruled out, it is important to reassure the suffering

person that sleep will occur.

Accordingly under these circumstances, insomnia,

for example, occurs when an individual undermines or

interferes with one’s own sleep. This occurs as the

result of factors that are under a person’s immediate

control. These issues require adaptation to external

factors or modification of those factors.

Factors under a person’s direct control involve

making a choice about what times a person chooses

to sleep. It is not advisable, under most circumstances,

to take naps greater than one‐half hour during the day
if one expects to sleep at traditional times at night.

Avoiding vigorous activities or eating substantially

close to anticipated times of sleep are steps that can

help with insomnia. Avoiding stimulants such as caf-

feine are also important. It must be understood that

forcing oneself to sleep is a common misconception.

Going to bed only when sleepy, not when arbitrary

times are chosen, needs to be appreciated. The ten-

dency to over‐control sleep instead of learning to work

with an individual’s sleep needs flexibility, without

anxious overlay or self‐induced stress, and is critical

to good sleeping habits. Treatment needs to be directed

toward the development of behaviors and adaptations

to sleep needs that are flexible.

Accordingly, it is important that the effects of exter-

nal factors on sleep need to be understood and help

affected people to negotiate these issues. With more

challenging issues, psychotherapy may be indicated.

The anticipation of going into a job or endeavor the

next day can contribute to enough anxiety and the

ability to sleep becomes very compromised. Making

the necessary changes could be difficult. Sometimes

being made aware of the cognitive connections is

enough, other times more work may be necessary to

be able to adapt to changes required.

Chronic sedative use in the absence of applications of

these principles is not helpful and counter‐productive.
In fact, chronic sedative use is usually a sign of under-

lying issues, as previously discussed at the outset, that

have not been addressed.

Regarding the geropsychiatric population, the inci-

dence of almost all sleep disorders increases with age. The
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major categories of sleep disorders can be characterized

by disorders of sleep initiation and maintenance, exces-

sive daytime sleepiness, and disorders of circadian

rhythm. Apart from this, there is a global change in

sleep with aging. There is an overall reduction in sleep

quality and a lowering of the arousal threshold. Further,

changes in vital functions have significant effects upon

sleep. In addition, loss of significant activities has a

powerful effect on sleep. Unplanned naps or using

sleep to fill time results in marked effects on circadian

rhythms, resulting in many frustrating hours of

wakefulness, just lying in bed at night. Sleep hygiene

principles then become exquisitely germane. This

involves increasing activity and new options with time

management that can be challenging, but powerfully

effective when successfully implemented.

In the geriatric population, misconceptions about

sleep are the first targets of sleep hygiene intervention.

This is done primarily through education and struc-

ture to dispel ideas such that all people need to get 8 h

of sleep a night and that in the aged, sleep problems

cannot be corrected or that pharmacological manage-

ment is the first or only meaningful intervention.

Rather, nonpharmacological management would be

the preferred approach. In this regard, behavioral

interventions are diverse and valuable resources. They

include relaxation therapies, cognitive therapies, and

treatments with goals of addressing specific disruptive

or dysfunctional sleep habits. Stimulus control therapy,

as developed by Bootzin, promotes the curtailing of

daytime napping and enforces a consistent sleep–wake

schedule. Elimination behaviors that are incompatible

with sleep is a core of this approach. This involves

instructions to go to bed only when sleepy, to establish

a regular wake‐up time, not to remain in bed when not

sleepy, and to avoid sleep‐incompatible behaviors in

bed. Sleep‐incompatible behaviors in bed include read-

ing, watching TV, eating, worrying, or other counter-

productive behaviors.

Furthermore, as older people have a reduced sleep

drive and therefore they have a greater propensity to

spend excessive time in bed, so interventions to reduce

the amount of time set aside for nocturnal sleep time is

another nonpharmacological intervention. This

involves the individual keeping a sleep log followed up

by calculating the average sleep time and then setting

time‐in‐bed targets that are adjusted over subsequent

weeks. The goal is to minimize the time in bed when

the older person is not sleeping. This is an example of

sleep restriction therapy.
Research indicates that stimulus control and sleep

restriction therapies are more effective than most other

nonpharmacological interventions. Further, behavioral

therapies are comparable with pharmacological inter-

ventions for short‐term treatment effects but in the

long term, benefits are more sustained with fewer

side‐effects. Combination therapies of stimulus con-

trol, sleep restriction, and cognitive behavioral have

been promising.

Sleep hygiene involves education and techniques of

adaptation that reflect appropriate management of

direct and indirect factors that affect sleep function.

It is critical to understand the multidimensional nature

of sleep hygiene to implement it successfully.
Related Topics

>Depression, > Insomnia, > Sleep disorders
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The most prevalent form of nicotine addiction in the

United States is cigarette smoking, involving over 25%

of the adult population. This figure represents a gra-

dual, but substantial decline from 42% in 1965. The

scientific literature today clearly establishes nicotine as

a powerful drug of addiction, with distinct biological

effects. Cigarette smoking was identified 40 years ago

by the Surgeon General as a leading preventable cause

of death and disability, and a serious health and eco-

nomic burden to the society. There are multiple pro-

grams for smoking cessation in adult and adolescent

populations, with much less attention being given to

older smokers. The fastest growing segment of the US

population is older adults 65 years and older, making

up 12% of the entire population (and totaling almost

40 million). Overall, smoking rates continue to decline

for adult populations. However, smoking prevalence is

consistently higher among Blacks than Whites, higher

in non‐Hispanics than Hispanics, higher in people

with less education, and the differences between men

and women are narrowing.

Cigarette smoking is a significant contributor to

general mortality, with more than 400,000 deaths

each year (20% of total US deaths) caused by illnesses

attributable to smoking. Cigarette smoking signifi-

cantly increases the risk of cardiovascular disease

(e.g., stroke, sudden death), chronic respiratory dis-

eases (asthma, chronic bronchitis, chronic obstructive

pulmonary disease), lung cancer, and other forms of

cancer (e.g., mouth, pharynx, larynx, esophagus, sto-

mach, pancreas, uterus, cervix, kidney, ureter and

bladder). The smoking habit is also associated with

increased risk for vascular disease (stroke, peripheral

vascular disease), gastrointestinal disease (peptic ulcer,

gastroesophageal reflux), and osteoporosis.

Only 9% of adults 65 years and older smoke, but

22% of adults between 45 and 64 years of age are

current smokers, a significant concern to the health

care system in the near future. Smoking cessation

programs should involve in particular this fast growing

segment of the population. The absolute risk of dying

prematurely due to smoking increases with the age of

the smoker. Excess mortality from all causes of death

increases with the age of the smoker and the total years

of smoking. Research shows that the mechanism by

which smoking carcinogens produce cancer is the pro-

duction of free radicals. A second mechanism is via

DNA modification. Free radicals are unstable mole-

cules that try to replace its missing electron by taking
it from other compounds in order to regain stability.

To prevent free radical damage, the body has a defense

system of antioxidants (vitamins E and C). The body

can normally manage free radicals, but if antioxidants

are unavailable or if the free‐radical production is

excessive, permanent damage from their reaction

with DNA or the cell membrane occurs. Evidence

suggests that free radical–induced damage is more

substantial in older smokers than in young ones, with

elderly women being the most susceptible to tobacco

carcinogens.

The evident conclusion is that, overall, the elderly

are more susceptible to the dangers of smoking. Older

smokers have higher rates of cardiovascular and cancer

mortality than their nonsmoking counterparts, and

have a demonstrated decline in quality of life. Smoking

aggravates existing diseases and can interact adversely

with the efficacy of many medications, further increas-

ing the medical burden for the elderly, the population

segment with the highest medication use. In the

elderly, the following associations were found to be

significantly related to patterns of behavior: heavy

smoking was associated to long‐term smoking, living

with another smoker or socially interacting with other

smokers reinforced smoking, male smokers had

increased risk for impairment in mobility and high

life stress, and smokers attended church‐related activ-

ities less frequently.

In terms of motivation, studies show that older

smokers were more likely to smoke due to long‐term
formation of an automatic stress‐reducing habit, but

obtained less pleasure from smoking than younger

smokers. Older smokers also report that smoking

helps them concentrate and sustain attention over

longer periods of time, so there may be potential per-

ceived cognitive benefits. Benefits of smoking cessation

are tremendous for men and women of all ages accord-

ing to the 1990 Report of the Surgeon General. In

the elderly with existing conditions or disease states,

quitting smoking has been shown to reduce further

impairment and disability. The extent of the reduction

in risk depends on the total years of smoking,

the number of cigarettes smoked per day, and the

presence or absence of disease at the time of quitting.

Smoking cessation has proved to reduce the risk of lung

cancer mortality at any age, including old age. Older

smokers who stopped smoking for 5 years reduced their

cardiovascular mortality to that of nonsmokers. In gen-

eral, the decline in risk of all‐cause mortality begins
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shortly after quitting and continues for about 10–15

years, eventually approximating the mortality risk of

never‐smokers.

In summary, there is overwhelming evidence that

smoking cessation is tremendously beneficial, yet peo-

ple continue to smoke. A key characteristic of nicotine

addiction is repetitive self‐administration due to the

reinforcing effect of the drug. Significantly, more effort

should be put forth by health care professionals in

outreach and counseling on smoking cessation and

abstinence programs for all their patients, including

the elderly. The old belief that there is little benefit to

smoking cessation in the elderly or that the elderly are

less susceptible to the hazards of smoking has no place

in modern medicine.
Related Topics

>Addiction, >Cancer, >Cardiovascular disease,

>Harm reduction, >Health promotion, >Oral

health
Suggested Readings

Agency for Health Care Policy and Research (1996) Smoking ces-

sation clinical practice. J Am Med Assoc 275:1270–1280

Burns DM (2000) Cigarette smoking among the elderly: Disease,

consequences and the benefits of cessation. Am J Health Pro-

mot 14(6):357–361

Centers for Disease Control and Prevention (2003) Cigarette smok-

ing among adults‐United States 2001. MMWR 52(4):953–956
Suggested Resources

Centers for Disease Control and Prevention How to Quit Useful

resources to quit smoking. Atlanta, GA (November 8, 2005);

http://www.cdc.gov/tobacco/how2quit.htm

U.S. Department of Health and Human Services Tobacco

Cessation—You Can Quit Now!, Washington, D.C.; http://www.

surgeongeneral.gov/tobacco
Social Security Benefits
Janet L. Lowder . Mary B. McKee
Hubert Humphrey observed that ‘‘The moral test of

government is how it treats those who are in the dawn

of life, the children; those who are in the twilight of life,

the aged; and those who are in the shadows of life, the

sick, the needy and the handicapped.’’ According to the

Social Security Administration, the Social Security Act

aims to provide for the material needs of individuals

and families, protect aged and disabled persons against

the expenses of illnesses that may otherwise use up

their savings, keep families together, and give children

the chance to grow up healthy and secure. Social Secur-

ity benefit programs are designed to make all of us feel

and be more socially secure. The Social Security Act

created various federal and state benefit programs com-

monly known as Social Security retirement benefits

(SSRB), Social Security disability insurance (SSDI),

Supplemental Security Income (SSI), Medicare, and

Medicaid.

Entitlement to SSRB and SSDI programs is earned

through Federal Insurance Contributions Act (FICA)

paycheck contributions. The worker may consider his

or her FICA contributions as insurance premiums on a

policy that will entitle him or her to future benefits,

even though today’s workers are paying for today’s

beneficiaries. Other programs, like SSI and Medicaid,

are ‘‘need‐based’’ or ‘‘means‐tested,’’ meaning that an

individual must have low income and assets to qualify.

Although the means‐tested SSI benefit for nonin-

sured disabled and elderly people is approximately $603

per month for 2006, the Social Security retirement or

disability benefit may be higher, as high as $2,000 or so

per month depending on age of retirement, plus aux-

iliary benefits for dependent children, depending on

how much the worker earned and contributed to the

system during his or her working years. Various offsets

may apply (workers’ compensation, veterans’ benefits)

to preserve the notion that working should always be

more financially attractive than drawing disability ben-

efits. If the Social Security amount is less than the

SSI amount, the individual may be eligible for both

‘‘concurrent’’ benefits.

To attain ‘‘insured status’’ or become vested in the

Social Security retirement or disability insurance sys-

tem, a worker must generally have worked 20 out of the

last 40 quarters, or 5 of the last 10 years. ‘‘Quarters of

coverage’’ are now known as ‘‘credits,’’ but whatever

the updated term may be, one may want to know, at

http://www.cdc.gov/tobacco/how2quit.htm
http://www.surgeongeneral.gov/tobacco
http://www.surgeongeneral.gov/tobacco
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any given point in life, whether he or she is ‘‘insured’’

or not. As one plans for the future, or reflects on the

past, keep in mind that over time a number of ‘‘zero

years’’ can reduce the amount of retirement benefits

available on one’s work record, as opposed to that of

a wage‐earning spouse, or divorced spouse.

Social Security retirement and disability benefits

are based on earnings averaged over most of an indi-

vidual worker’s lifetime. For determining retirement

benefits, actual earnings are first adjusted, or indexed,

to account for changes in average wages since the years

the individual received those earnings. Next, average

monthly indexed earnings during the 35 years in which

the individual earned the most are calculated. Social

Security then applies a formula to these earnings and

arrives at the individual’s basic benefit, or ‘‘primary

insurance amount,’’ the amount the individual receives

at her full retirement age. This benefit amount, however,

increases each year to protect recipients against inflation.

Social Security provides annual‐cost‐of‐living increases

based on the consumer price index. The 2006 increase

for benefit recipients was 4.1%.

An individual may begin to receive reduced Social

Security retirement benefits as early as 62 years, the

minimum retirement age; however, those who retire

at the full retirement age will receive full retirement

benefits. Since the 1983 Social Security Amendments

were enacted, the full retirement age has gone up for

those people born in 1938 or later, and will gradually

increase until it reaches 67 years for people born after

1959. The full retirement age for someone born in

1942, for example, is 65 years and 10 months and, for

someone born in 1952, it is 66 years. The average male

is expected to live for 78 years, according to the Social

Security Administration, and receive retirement bene-

fits for 13 years. Women are expected to live for

82 years on average and receive retirement benefits

for 17 years.

Each additional year a person continues to work

full‐time beyond retirement age adds another year of

earnings to their Social Security record. The higher

one’s life‐time earnings are, the higher their benefits

may be when they retire. A person’s retirement benefit

will also increase by a certain percentage if he or she

delays retirement. These ‘‘delayed retirement credits’’

are added automatically from the time one reaches full

retirement age until that individual starts taking ben-

efits, or reaches 70 years. For example, if an individual
was born in 1939, their retirement benefits will increase

7% for each year they delay retirement.

The Social Security Administration advises indivi-

duals to apply for retirement benefits no more than

4 months before they want their benefits to begin.

Individuals may apply online using the Internet, call

Social Security’s toll‐free telephone number, or go to

their local Social Security office and apply in person.

Special accommodations are available for individuals

who are deaf or hard of hearing. Various documents

and personal records are needed in order to make an

application for benefits, including the applicant’s social

security number, birth certificate and the birth certifi-

cates of his or her spouse and children if applicable,

and proof of US citizenship or lawful alien status.

In addition to personal records, eligibility for

means‐tested programs (Medicaid and SSI) require

documentation of all sources of income and the

amount of one’s, or one’s family’s, assets. Eligibility

criteria may vary from state to state, depending on

the program, because these means‐tested programs

are joint federal‐state programs administered by state

and local agencies, often known by such names as the

Department of Human Services or the Department of

Family Services. Often, income guidelines are tied to

the Federal Poverty Level. To be eligible for SSI disabil-

ity benefits, for example, a single individual is allowed

no more than $2,000 in assets, not counting one’s home

and car. Any income over a minimal, specified amount

will reduce the benefit, depending on whether the

income is earned or unearned. Earned income is often

treated more kindly than unearned income when it

comes to calculating benefits in order to give people

receiving public benefits the incentive to return to work.

Allowances for various trial work periods are also meant

to encourage people with disabilities to venture back

into the workforce as soon as they can.

Perhaps two of the most unsettling aspects of the

Social Security benefits system are that disability cover-

age does not last forever, and that not every person

with disabilities is entitled to government benefits.

First, women and others who work in the home should

be aware that SSDI coverage does not typically last

more than 5 years after a period of steady work, called

the date last insured, or DLI. If an individual, who has

been out of the workforce for more than 5 years or

seriously injures herself in a household or car accident

is not likely to be eligible for Social Security disability
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benefits, no matter how much she contributed to the

Social Security system before leaving the workforce.

Second, not every disabled person is entitled to gov-

ernment benefits. A claimantmay be entitled to disability

benefits under one, both, or neither of two different

programs: SSDI and SSI. Some people with very sig-

nificant disabilities, particularly those who have not

worked much outside the home over the years, will

not be entitled to any government benefit because

they have neither earned the right to draw Social

Security benefits on their own work record, nor are

they impoverished enough to be eligible for SSI.

Certain other Social Security benefits are available

to those who have not worked outside the home

through a spouse or parent who has enough work

credits. For example, ‘‘surviving spouse’’ benefits are

available to widows over 60 years old, or 50 years old

and disabled. In certain limited circumstances, a

remarried woman can keep receiving widow’s benefits

on her deceased husband’s earnings record. Older

women receiving benefits should always explore the

financial implications of remarriage. Disabled Adult

Child (DAC) benefits are available to developmentally

disabled adult children whose parents retire, become

disabled, or die. However, someone receiving DAC

benefits may not marry and maintain benefits, unless

he or shemarries another person receivingDACbenefits.

Children’s SSI is available to help support severely dis-

abled children, but only if their parents have very little in

the way of income and assets. Social Security provides no

automatic family benefit to full‐time wage earners with

some savings who happen to have a disabledminor child

or spouse.

Nationally, about 50% of claimants who apply for

Social Security disability benefits are eventually

granted benefits. In some regions, it can take over a

year, sometimes two, to obtain benefits under this

system. If one chooses to hire a lawyer to assist in the

benefits application process, claimants should know

that legal fees are highly regulated to protect these

vulnerable and often desperate individuals from

unscrupulous lawyers. If a case goes all the way to

federal court, sometimes the US government will be

required to pay the legal bill under the Equal Access to

Justice Act (EAJA), a law intended to help individual

citizens ‘‘fight city hall.’’

Also, potential SSDI claims should not be ignored,

even if one is receiving private long‐term disability

(LTD) benefits and no immediate dollar benefit is read-
ily apparent, because future Medicare and Social Secur-

ity retirement benefits may be affected by whether and

for how long one has received SSDI benefits.
Related Topics

>Disability, >Early retirement, >Medicaid,

>Medicare, >Pension, >Retirement, >Veterans,

>Widowhood
Suggested Readings

AARP (American Association of Retired Persons) The Social Security

Book: What Every Woman Absolutely Needs to Know

United States House of Representatives, House Ways and Means

Committee. The 2000 Green Book: Background Material and

Data on Programs within the Jurisdiction of the Committee on

Ways and Means, 17th ed

Treanor J Robert 2003 Mercer guide to Social Security and Med-

icare, 31st edn. William Mercer, Washington, D.C.
Suggested Resources

Social Security Administration, Social Security Online, Social Secur-

ity Handbook, 2005 Washington, D.C. (December 12, 2005);

http://www.ssa.gov/OP_Home/handbook/handbook.html

Social Security Administration, Social Security Online, Frequently

Asked Questions: Disability, 2005 Washington, D.C. (October 14,

2005); http://www.ssa.gov/disability
Social Stress
Katherine Crow . Natalie Colabianchi

Social stress plays a major role in a person’s well‐being.
Although many researchers do not differentiate between

the terms social stress and stress, social stress is different

from physical stress in that physical stress is due to

stressors (e.g. sources of stress) that directly tax the

physical condition of the body such as excessive physical

labor or physical restraint. Some sources of social stress

are social isolation, unhappy or difficult marriage or

http://www.ssa.gov/OP_Home/handbook/handbook.html
http://www.ssa.gov/disability
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partnership, anxiety resulting from a significant change

in one’s life (e.g., death of spouse, retirement, change in

living status), socioeconomic disadvantage, as well as

age, race, or sex discrimination.

Social stress has been found to be deleterious to

health. In a study of mice, socially stressed mice were

more likely to die after exposure to infection relative to

physically stressed mice. In this study, socially stressed

mice were defined as those that were put in a cage for a

portion of the day with an aggressive mouse, whereas

physical stress was defined as being physically res-

trained in a cylindrical tube for 16 hours a day with

no food or water.

Human studies are complicated by the fact that

responses to stressors are dependent on the individual

experiencing the stressor. The coping mechanisms that

follow a stressful event have been described in the

transactional model of stress and coping. In this

model, the impact of a stressor is mediated by the

person’s appraisal of the stressor, which is comprised

of two assessments. The primary, or immediate, assess-

ment allows an individual to decide whether the

stressor is good or bad and important or irrelevant.

The secondary assessment ascertains whether the indi-

vidual believes that they can alter or manage the

situation or deal with the emotions that come along

with the stressor or do both.

These assessments are influenced by different

coping mechanisms. Generally, two different coping

mechanisms are described. The first is problem man-

agement coping (problem‐focused) in which efforts

are focused on changing the stressor or the stressful

situation. This may include problem solving or infor-

mation seeking. The second coping strategy is emo-

tional regulation coping (emotion‐focused) in which

efforts are focused on changing one’s feelings about

the stressor or stressful situation. This may include

denial, venting of feelings, avoidance, and seeking

social support.

Other lines of research have investigated the degree

to which a person engages (i.e., information seeking,

social support) or disengages (i.e., denial) from the

stressor. When the source of stress is very threatening

or not perceived to be under one’s control, disengaging

coping strategies are often used. On the contrary, when

the stressor is perceived to be controllable, engaging

coping strategies may bemore likely. In general, research

shows there are psychological benefits to using active

coping styles over disengaging coping styles, at least in

the long term. Furthermore, avoidant coping styles have
been associated with negative health behaviors. These

coping mechanisms may be moderated by psychological

traits including optimism, locus of control, information‐
seeking styles along with social support and stress man-

agement interventions. Although coping efforts may

vary over different stressors, coping styles or psycholo-

gical traits are inherent characteristics of the individual

and remain constant over situations.

The realization that one is growing old can be

traumatic. Ideas and attitudes toward aging are very

important in how older adults cope with and enjoy the

passing years. Studies have shown that older adults

who stay busy with a lot of social interaction and can

identify their purpose in life are healthier. If this does

not happen, or is compounded by other events such as

physical illness, the risk of depression increases. Treat-

ing depression in this population is important because

suicide rates increase with age and are very high among

those 65 years and older.

Growing older brings with it many changes, includ-

ing changes in health, lifestyle, roles, and support.

These can include death of spouse or partner, moving

to a smaller residence, retirement, or physical illness.

Older adults may experience fewer opportunities to

develop new friendships. Physical pain and mobility

issues can prevent older adults from getting out and

enjoying activities and other people. Older adults who

are the primary caregivers for their ill or immobile

spouses or partners may experience isolation and

depression.

Becoming more involved and finding ways to con-

tribute to the broader community can improve overall

well‐being. There are many ways to be involved,

including providing family assistance such as babysit-

ting, participating in group activities, volunteering, or

taking a part‐time job. Social involvement also helps to

fight depression, which is more common among those

who withdraw from their friends, family, and commu-

nity. Social isolation is a strong risk factor for health

problems and early death. Social networks provide

emotional support and physical support in times of

crisis. For example, family and friends can support

older adults through the death of a spouse or partner

or close friend. They can also provide help if an older

adult experiences functional losses. Some benefits of

social networks include less risk of early death, better

physical and mental health, less risk of disability or

decline in activities of daily living, better chance of

recovering one’s ability to perform activities of daily

living, buffered impact of major life events, and greater
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feeling of personal control. Having a large social net-

work can have both positive and negative effects. A

large social network offers the opportunity for greater

involvement and contribution. However, a large social

network also means a greater number of losses (death

or disability) within the network.

Due to the negative effects of stress, various recom-

mendations have been made for reducing general stress

and social isolation. These recommendations include

physical activity, eating a healthy diet, practicing relaxa-

tion or stress‐reduction techniques such as meditation,

and use of antidepressant or antianxiety medication if

necessary. Furthermore, taking advantage of opportu-

nities in which to develop andmaintain social networks

such as participation in group activities at senior cen-

ters, churches, and other groups can help combat social

isolation. Those older adults experiencing grief and loss

over the death of a spouse or close friend, those dealing

with new challenges as a result of ill health, or those

who are shy, may need particular assistance to help deal

with these specific issues to be able to take part in social

activities and avoid isolation.

Stress can have a major effect on one’s health. It is

important to recognize stress as a normal part of life,

but also realize that chronic stress can have ill effects on

the body. Understanding the stress process, coping

styles, and ways to combat stress are the first steps for

better well‐being.
Related Topics

>Bereavement, >Coping, >Depression, >Grief and

grieving, > Social support, > Stress, >Widowhood
Suggested Readings
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J Neuroimmunol 115:36–45
Suggested Resources

Alcohol and Seniors (2004) Seniors Speak Out About Loneliness.
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Seniors%20Speak%20Out%20About. . .Loneliness2.pdf

American Geriatrics Society, Foundation for Health in Aging. Psycho-

logical and Social Issues. New York, NY (1999–2002); www.healthi

naging.org/agingintheknow/chapters_print_ch_trial.asp?ch¼3

Australian Government Department of Health and Ageing.

Managing Stress (2005); www.seniors.gov.au/internet/seniors/

publishing.nsf/Content/Managingþstress

Eure M About Health and Loneliness Fitness, Can Make You

Sick (2005); http://seniorhealth.about.com/od/mentalemotional

health/a/lonely.htm

Kaplan EW (2003) Seniors and depression. Medical Moment

(2002–2005); www.medicalmoment.org/_content/signs/jul03/

151175.asp
Social Support
Bettina A. Rausa

Social support is defined as a fundamental form of

human interaction central to the human experience.

At various times in peoples’ lives, individuals either

seek or provide support. Social support includes inter-

personal communication and interaction, love and

understanding, caring and concern, affection and com-

panionship, financial assistance, and respect and

acceptance. Social support has an impact on mental

and physical health throughout the life span and may

be especially important later in life. Negative stereo-

types of older adults and the elderly paint a picture of

isolation and unwanted social interaction. In contrast,

many studies over the last 30 years have shown that not

only do the elderly want and seek social support and

interaction, but also social support is complex and

changes over the span of a person’s life.

The types of relationships that make up social sup-

port networks include marriage, parenthood and other

intimate ties, friendships, relationships with colleagues

at work, memberships in religious congregations, and in

social, cultural, political, and recreational associations,

and acquaintances with neighbors, shopkeepers, and

http://www.agingincanada.ca/Seniors&percnt;20Speak&percnt;20Out&percnt;20About&hellip;Loneliness2.pdf
http://www.agingincanada.ca/Seniors&percnt;20Speak&percnt;20Out&percnt;20About&hellip;Loneliness2.pdf
http://www.agingincanada.ca/Seniors&percnt;20Speak&percnt;20Out&percnt;20About&hellip;Loneliness2.pdf
http://www.healthinaging.org/agingintheknow/chapters_print_ch_trial.asp?ch&thinsp;&equals;&thinsp;3
http://www.healthinaging.org/agingintheknow/chapters_print_ch_trial.asp?ch&thinsp;&equals;&thinsp;3
http://www.healthinaging.org/agingintheknow/chapters_print_ch_trial.asp?ch&thinsp;&equals;&thinsp;3
http://www.seniors.gov.au/internet/seniors/publishing.nsf/Content/Managing&thinsp;&plus;&thinsp;stress
http://www.seniors.gov.au/internet/seniors/publishing.nsf/Content/Managing&thinsp;&plus;&thinsp;stress
http://www.seniors.gov.au/internet/seniors/publishing.nsf/Content/Managing&thinsp;&plus;&thinsp;stress
http://seniorhealth.about.com/od/mentalemotionalhealth/a/lonely.htm
http://seniorhealth.about.com/od/mentalemotionalhealth/a/lonely.htm
http://www.medicalmoment.org/_content/signs/jul03/151175.asp
http://www.medicalmoment.org/_content/signs/jul03/151175.asp
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service providers. Social support through these net-

works helps the individual mobilize his or her resources,

whether physical or psychological. Support systems help

the individual by sharing tasks, providing extra money,

food, and other materials and cognitive guidance to

improve handling a series of life situations. These rela-

tionships give individuals a feeling of belonging, of

being accepted, loved, needed, and appreciated.

Functions of social support include instrumental

help, emotional support, and affirmation of values and

attitudes. Instrumental support includes aid that is tan-

gible. For older people this may be as simple as provid-

ing a ride to the grocery store or mowing the lawn and

often takes the form of help with daily living tasks.

Emotional support is the quality of a person’s relation-

ships with others including love, trust, caring, compan-

ionship, and empathy. Affirmation is the knowledge

and understanding that one’s beliefs and attitudes are

similar to others, therefore providing membership and

acceptance in a group. Social support functions are

often intertwined. Those who provide tangible support

may also be providing reassurance and emotional

support. Furthermore, different network members

provide different types of support. People tend to turn

to their families for instrumental support, friends for

emotional support, and during times of illness, health

care workers for advice and aid.

There are two basic types of social support: infor-

mal and formal. Informal support networks consist of

family, friends, and neighbors. This group provides

instrumental and emotional support, companionship,

acceptance, love, understanding, and respect. The

inner circle of the informal network is usually com-

posed of immediate family and perhaps very close

friends. Members just outside of the inner circle typi-

cally include people who are progressively less close,

such as other family members, friends, neighbors, and

coworkers, with those on the outer circle consisting of

acquaintances. Those in the innermost circle are the

most stable members of the group; there may be a fair

amount of turnover in the members in the less central

circles. The innermost circle members provide safety

and comfort for the person that helps in meeting the

challenges of life. As the person ages, these people

continue to provide them with support.

Informal support members are generally the pri-

mary caregivers to the older adult who needs assistance.

Often, family and friends provide emotional support

and companionship and help with daily necessities

such as shopping, cooking, gardening, laundry, personal
care, information and advice, and in making major

decisions, especially those related to health care. Daugh-

ters, for example, typically provide care of a more inti-

mate nature to their older parents such as assistance

with bathing or eating. Sons are generally not as

involved in personal care as daughters are with the

exception of the father, if he needs it. Instead, sons

tend to perform other instrumental tasks such as finan-

cial management, home repair, and transportation. Sib-

lings, grandchildren, nephews, and nieces also provide

support to their older relatives. Siblings appear to take

on increasing importance in later years and this is

particularly true of sisters after widowhood. Among

people who have no children, siblings can provide emo-

tional support and instrumental help. Couples who do

not have children may intentionally develop strong

relationships with relatives such as nephews and nieces

because these relatives serve as informal support to

them when children would otherwise assume support.

Approximately 20% of the women aged 65 and

over in the United States are childless. Although the

childless elderly have fewer social ties and are at higher

risk of social isolation than elderly parents, research

indicates that they are not necessarily less satisfied with

life. However, those who are childless by circumstance

(i.e., infertility) have lower subjective well‐being than

do parents. Studies do, however, show that the elderly

with no children have less life stress than elderly par-

ents. It has also been shown that insufficient support

from children may increase the risk of depression

among elderly parents. Thus, having children does

not guarantee happiness and support in later life, nor

are the childless elderly doomed to social isolation and

loneliness. Many childless elderly people have, over their

lifetime, secured a stable support network, though their

networks are often smaller than those of parents.

The perception of social support plays a significant

role for the elderly. Researchers suggest that there is a

direct relationship between perceived social support,

social involvement, and social contact and the childless

elderly’s mental health. Studies report that among the

childless elderly, women have more psychological dis-

tress than men. Marital status has also been shown to be

important. Married and cohabitating individuals, those

who were never married, and the widowed all showed

less stress than the separated or divorced group. Social

support therefore may play a greater role in predicting

mental health than does parental status.

When confronting loneliness or needing assistance

with social issues, older adults prefer friendships to
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family, specifically spouses and children. In fact, social

support from family members, specifically children, is

more strongly associated with physical health, while

support from friends is associated with psychological

health. The reasons that older adults prefer friendships

to family in cases of emotional support are primarily

due to sense of continuity with the past that friends can

provide. Children may make less adequate companions

because, unlike peers, they do not share the same

history and life perspective. Additionally, friendships

tend to be a matter of choice rather than birth. People

choose friends because of shared interests and desire

for contact. The relationship itself often helps well‐
being: to be a friend means that one is desirable as a

friend. Finally, friendships share a form of reciprocity

that may be absent in family relationships and recipro-

city has a strong effect on the satisfaction level of

seniors and their friendships.

Formal social support comes from outside of an

individual’s intimate circles of friends, family, and

neighbors. Formal support is in many cases essential to

an older adult’s well‐being because it provides practical
support that becomes increasingly dependent as a per-

son ages. Formal support comes from those individuals

and institutions one depends upon for services and

assistance such as health care providers, social workers,

case managers, shopkeepers, delivery persons, and

others in institutional settings. As a person ages and

outlives many of his or her informal support ties, formal

support sources become an increasingly important part

of a person’s informal support network.

Research indicates that social support is a protec-

tive factor. Social support is related to lower levels of

mortality among the general population, and it is

related to better recovery from illness. For example, a

study of patients with coronary artery disease who had

low levels of social support (unmarried or without a

confidant) had a significantly lower survival rate (50%)

compared to those having a high level of social support

(82%). The effect of social support in the patients of

this study was found to be independent of medical risk

and economic resources. In fact, some believe that

social support may act to avert the onset of disease,

to reduce the severity of disease, or to enhance recovery

from illness.

Social support, especially in the form of a confi-

dant, is related to increased self‐esteem. Studies suggest

that having a confidant accounts for reduced depres-

sion in the elderly. A number of studies show that

reduced levels of depression due to social support
occurs because the perception that support is available

decreases the perceived severity of stresses, thus

decreasing anxiety and increasing a person’s ability to

cope with stressful situations. The reasonable hope or

strong certainty that social support will be available has

a more beneficial effect on the mental and physical

health of the elderly, especially those under economic

stress, than actually receiving help. In fact, a national

study of economically stressed older adults shows

that those who believed that no one would come to

their aid in the future had the greatest number of

depressive symptoms. Interestingly enough, this same

study showed that in contrast to anticipated support,

actually receiving assistance was not beneficial to

mental health.

Some studies have suggested that social support pre-

vents the onset of health problems by providing rein-

forcement for healthy behavior, increases compliance

with medical treatment plans, and improves self‐esteem.

The relationship between social support and health how-

ever, is complicated by demographic variables such as

sex, marital status, socioeconomic status, and age. Elderly

men in general appear to be at greater risk than

elderly women for increased psychological and physical

health problems due to weaker social support systems.

The presence of a spouse or partner typically has a

protective health influence for the elderly; however, if

the relationship is not supportive and positive, the

opposite is true. In fact, intimate relationships that are

not supportive, trusting, and loving have negative

influences on the physical and mental health and over-

all well‐being of the elderly. Socioeconomic status and

education levels seem to be factors that place older

adults at risk as well. Additionally, the very old tend to

have smaller circles of social support as many people

have outlived spouses, other family members, friends,

and sometimes even children.

Social support can have negative effects. As pre-

viously mentioned, a spouse or partner relationship

that is not supportive and positive can be detrimental,

especially on the health status of the person. Poor

social interactions can cause distress and disappoint-

ment, placing stress on the individual and affecting

well‐being. Negative interchanges can be more dama-

ging to emotional health than positive ones that are

beneficial. The extent that social ties are beneficial to

health depends on their quality. Older persons may use

dependency to manipulate and therefore control their

support system. Dependency can be used as leverage
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for visits from family members and people can feign

helplessness to control others.

Social support is important for both mental and

physical health throughout the life span, but it may be

especially important in later life. A common negative

stereotype has been that older adults and the elderly

are socially isolated, but the past three decades of

research have painted a much more complete picture

of how social support changes in both structure and

function with age.
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Socioeconomic Status
Bettina A. Rausa

Socioeconomic status can be defined as an indicator of

a person’s economic and social position. It represents

general social standing in the relative distribution of

opportunities and quality of life. Researchers agree that

socioeconomic status is best demonstrated by occupa-

tion or employment and what is typically used to

measure social standing, including education and

income. Additional measures include employment sta-

tus (full‐time, part‐time, retired, homemaker), work

characteristic (type of work), and possessions (e.g.

home ownership). Employment status differentiates

categories of labor, distinguishes among being

employed, full‐time, part‐time, laid off or unemployed,

in school full‐time, retired, or keeping house. Work

characteristic corresponds to various aspects of pro-

ductive activity and it includes occupational prestige,

rank and social class, and the conditions and qualities

of activities for employed persons. Education includes

the number of years of schooling and degrees earned. It

indicates the knowledge, skills, values and behaviors

learned at school, as well as the credentials that lead to

job opportunities. Income or economic status includes

aspects of economic well‐being such as personal earn-

ings, household income, and material or economic

hardship.

When socioeconomic indicators are included in

predictions of health and mortality, some studies indi-

cate that education has the largest effect followed by

income. Part of the reason why education is associated

with good health is that education is considered key to

higher socioeconomic status because it shapes employ-

ment opportunities and income. Some of the reasons

why the well‐educated experience better health than

the poorly educated is that they are more likely to be

employed full‐time rather than part‐time or not at all;

they have jobs that provide autonomy and opportu-

nities to be creative, fulfilled, and perform nonroutine

http://66.102.7.104/u/umich?q&thinsp;&equals;&thinsp;cache
http://66.102.7.104/u/umich?q&thinsp;&equals;&thinsp;cache
http://www.umich.edu/news/&percnt;3FReleases/1997/Dec97/chr121797a&thinsp;&plus;&thinsp;anticipated
http://www.umich.edu/news/&percnt;3FReleases/1997/Dec97/chr121797a&thinsp;&plus;&thinsp;anticipated
http://www.umich.edu/news/&percnt;3FReleases/1997/Dec97/chr121797a&thinsp;&plus;&thinsp;anticipated
http://www.umich.edu/news/&percnt;3FReleases/1997/Dec97/chr121797a&thinsp;&plus;&thinsp;anticipated
http://www.umich.edu/news/&percnt;3FReleases/1997/Dec97/chr121797a&thinsp;&plus;&thinsp;anticipated
http://www.umich.edu/news/&percnt;3FReleases/1997/Dec97/chr121797a&thinsp;&plus;&thinsp;anticipated
http://www.umich.edu/news/&percnt;3FReleases/1997/Dec97/chr121797a&thinsp;&plus;&thinsp;anticipated
http://www.umich.edu/news/&percnt;3FReleases/1997/Dec97/chr121797a&thinsp;&plus;&thinsp;anticipated
http://www.umich.edu/news/&percnt;3FReleases/1997/Dec97/chr121797a&thinsp;&plus;&thinsp;anticipated
http://www.coag.uvic.ca/documents/research_snapshots/The_Mental_Health_Childless_Elderly.htm
http://www.coag.uvic.ca/documents/research_snapshots/The_Mental_Health_Childless_Elderly.htm
http://www.coag.uvic.ca/documents/research_snapshots/The_Mental_Health_Childless_Elderly.htm
http://www.hope.edu/academic/psychology/335/webrep2/depres2.html
http://www.hope.edu/academic/psychology/335/webrep2/depres2.html
http://www.hope.edu/academic/psychology/335/webrep2/depres2.html
http://www.hope.edu/academic/psychology/335/webrep2/depres2.html
http://hcd.ucdavis.edu/faculty/aldwin/Support.pdf#search&equals;
http://hcd.ucdavis.edu/faculty/aldwin/Support.pdf#search&equals;
http://hcd.ucdavis.edu/faculty/aldwin/Support.pdf#search&equals;
http://hcd.ucdavis.edu/faculty/aldwin/Support.pdf#search&equals;


Speech Disorders S 755
tasks, as well as earn higher incomes. Full‐time em-

ployment status also gives individuals the opportu-

nity to be able to obtain health insurance through

their employers. Higher incomes mean that they face

fewer economic hardships, that is, less difficulty pay-

ing daily living expenses such as bills, food, clothing,

and other essentials. Additionally, higher education

levels are associated with better (preventative) health

care seeking behaviors. Socioeconomic status affects

the elderly most prominently in the status of their

health. In fact, most studies of the elderly and socio-

economic status focus on issues of physical and psy-

chological health. The problem facing investigators of

socioeconomic inequalities is how best to measure

socioeconomic status, particularly in older popula-

tions. The problem with using some of the common

indicators is that they may not be relevant to older

adults. For example, many older adults are no longer

employed due to retirement or inability to work due

to disability. If a person is retired, the diverse finan-

cial sources (e.g., social security, pension or an indi-

vidual retirement account, stock dividends, and the

like) may not necessarily be considered in the eco-

nomic picture of this group of individuals, leading to

potentially biased results of studies of the elderly and

socioeconomic status.

Although the issue of socioeconomic inequalities in

morbidity and mortality has attracted a large number

of studies, very few have focused on the older adult and

elderly populations. There is plentiful evidence indi-

cating differences in rates of physical and psychological

illness across socioeconomic groups. Lower social

class is positively correlated with the incidence of

mental illness and limited education levels is posi-

tively correlated to increased physical illness. The US

Census Bureau has documented that a significantly

higher percentage of people in lower‐income brackets

have physical activity limitations and that lower

income is also associated with higher incidences of

chronic diseases. Individuals with lower socioeco-

nomic status experience poor health and live shorter

lives than those with higher socioeconomic status.

Data show that the lower one’s socioeconomic status,

the higher is the rate of mortality, as one ages. In other

words, the lower one’s socioeconomic status, the

greater likelihood that one will die sooner rather than

later.

Another important effect that socioeconomic sta-

tus has on the elderly is in terms of social support.

Decreases in socioeconomic status, education, and
income are each correlated with smaller social net-

works. The reverse is true for higher socioeconomic

levels, education, and income. People of all age groups

with higher educational levels report more diverse

and broad support networks and those with higher

income levels who report a larger number of non‐kin
network members. A national study of the elderly

shows that those with reduced incomes and educa-

tional levels report more feelings of loneliness than

elderly with financial resources and higher educational

attainment.

As the United States prepares for an exponential

growth in the number of older adults with the

advancement in age of the baby boom generation

(20% of the total US population by 2030), and as the

country seeks to redesign Medicare, Medicaid, and

Social Security policies, we still do not have a clear

grasp on how socioeconomic status and health inter-

act, and affect the lives of the elderly.
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Speech Disorders
Jane E. Prasse

The act of speaking is a process involving sight, sound,

processing, motor planning, muscle strength, and cog-

nitive function. It is quite complex, and thus the

chance for difficulty in speech production is quite

http://www.rand.org/publications/RB/RB5020
http://www.rand.org/publications/RB/RB5020
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high especially in individuals who have suffered a

traumatic event, such as stroke or brain injury.

By definition, speech is the act of moving the mus-

cles of the face and the articulators (the tongue, lips,

teeth, soft palate, and glottis) in conjunction with the

movement of air from the lungs over the vocal folds

and out of the oral cavity to produce a sound. Lan-

guage is the expression of ideas through a system

developed over time. Thus, speech could be explained

by the articulation of an utterance, whereas language is

the sharing of a thought or idea. The execution of the

articulators to achieve their target sound productions

can at times be affected due to muscular weakness or

damage to the nerves.
Types of Speech Disorders

Dysarthria Dysarthria is the term used to identify

individuals with slowed or inaccurate speech due to

such changes in muscles or nerves controlling speech

output. Common in the elderly, it can be due to stroke,

brain surgery, multiple sclerosis, head trauma, Parkin-

sonism, and nerve palsies.

Depending on the area of the damage, dysarthria can

take on many different characteristics. One type of

dysarthria, termed ‘‘flaccid dysarthria’’ involves the

lowermotor neurons (nerve cells leading from the spinal

cord to a muscle), and often results in a weak, breathy

voice, distorted consonants due to poor lip and tongue

strength aswell as overall weakness in sound production.

‘‘Ataxic dysarthria’’ on the other hand, is often caused by

damage to the cerebellum (the part of the brain that

controls movement and balance), in which the indivi-

dual presents with poor breath support when speaking,

difficulty with rhythm and slowed but imprecise and

often poorly controlled speech movements.

Verbal Apraxia In adults with verbal apraxia,

strength and range of motion of the speech muscles is

usually adequate, however the sequencing of the speech

movements is impaired. This type of speech disorder is

often the result of neurological damage to the brain. The

lack of control that individuals with verbal apraxia

demonstrate over their speaking ability often lends itself

to frustration as the individual may have every intention

to speak a certain word, but upon its production, a

distorted or wholly different word may be produced.

Verbal apraxia is known to occur in conjunction with
language disorders caused by stroke, or brain surgery

or injury.
Types of Language Disorders

Although speech disorders can be defined as a disrup-

tion in the production of meaningful sounds to com-

municate, language disorders impact the ability to

share thoughts, ideas, and feelings either by verbal,

written, or gesturing means.

Aphasia Aphasia, or difficulty comprehending or

expressing language or both, often results following

injury, such as stroke, to the language centers of the

brain. It is generally divided into three types: expressive

aphasia, receptive aphasia, and global aphasia.

The individual with expressive aphasia is often able

to understand conversations and communication.

However, he or she demonstrates varying levels of

difficulty (from mild to moderate to severe) in sharing

or expressing his or her own thoughts, words, and

ideas. Expressive aphasia is also referred to as ‘‘non-

fluent aphasia,’’ based on the extreme difficulty indivi-

duals with this condition display in attempting to

produce speech or to write.

A person with receptive aphasia, also termed ‘‘flu-

ent aphasia,’’ demonstrates little or no difficulty with

the production of speech. However, the understanding

and accuracy of their thoughts or words are impaired

at either mild, moderate, or severe levels. Often, indi-

viduals with receptive aphasia are able to speak quite

fluently but the content of what they are saying is

difficult to understand due to usage of the wrong

words or rote or automatic phrases. Depending on

the level of severity, the individual with receptive apha-

sia may or may not recognize their deficits.

Global aphasia is usually the result of large damage to

the speech and language centers. Individuals with global

aphasia have little expressive or receptive abilities, either

verbal or written.

Anomia The inability to access an appropriate word

or name during speech or writing is often termed

‘‘anomia.’’ Although a person suffering from fatigue or

exhaustion may demonstrate difficulty ‘‘finding the

right word’’ at times (thus demonstrating a mild case

of anomia), individuals with the chronic inability to

recall names of items, places, or people have more
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pronounced anomia. Usually, individuals with anomia

demonstrate confusion when speaking or writing words

similar in meaning. Often, ongoing inability to name

objects, places, or people is one of the first indications

that a more serious cognitive or language condition

may exist.
Speech, Language, and Aging

As a normal, healthy adult ages, the rate of speech often

slows and articulation of sounds becomes less precise.

More often, voice changes are noted to impact overall

understandability or intelligibility of the older adult’s

speech. For example, due to muscle weakness and

decreased neurological function due to aging, the pitch

of the geriatric voice may become lower and be per-

ceived as less strong due to diminished breath support

and control, and a tremor or vibratory quality be per-

ceived due to structural changes in the vocal folds (vocal

chords) associated with aging.

From a language perspective, the healthy older adult

will often demonstrate more difficulty than their

younger counterpart in recalling short‐term events,

names, and places. In addition, due to a variety of

factors, such as decreased socialization and fewer

interactions with others, older people tend to commu-

nicate less frequently and use fewer words than those

younger people.
Diagnosis and Treatment of Speech
and Language Disorders

Following referral from a primary care physician, neu-

rologist or internist, a speech‐language pathologist (SLP)
often carries out assessment of speech and language

disorders. Evaluation of speech function consists of

assessing motor control, strength, and coordination of

the speech muscles. In addition, breath support and the

timing of speech sound productions are evaluated.

Language assessment is most often composed

of tasks designed to determine written and spoken

ability as well as reading, understanding, and listening

functions. A variety of specialized tests are available to

the speech and language pathologist for effective

assessment of an individual suspected to have a speech

or language disability. From there, the appropriate

treatment plans may be designed.
Treatment of speech and language disorders often

involves involvement of the individual and family

members or friends to aid in rehabilitation or the use

of compensatory strategies to help with communica-

tive endeavors. For those with dysarthria and apraxia,

oral, motor, strength, and coordination exercises may

benefit in regaining some or all use of these muscles.

Depending on the extent of the deficit, individuals

with language disorders may benefit from cognitive

and linguistic therapy exercises, the use of a picture

or memory book, or augmentative communication

devices designed to supplement impaired language

function.

The speech–language pathologist often plays an inte-

gral role for the individual with a speech or language

disorder. A comprehensive assessment of problem areas

generally includes testing and observation to better aide

in development of a treatment plan based on individual

need. With a physician’s order for speech therapy, most

insurance companies, as well as Medicare andMedicaid,

reimburse for speech therapy services when a speech or

language need is present. Often, caregivers and family

members are involved in the initial planning and treat-

ment to assist in communicating and understanding the

patient. The treatment approach used by the speech–

language pathologist is based on the individual, andmay

consist of weekly, biweekly, or daily treatment sessions,

lasting anywhere from a few weeks up to a year or more.

In the case of severe expressive language difficulties,

the speech–language pathologist may incorporate the

assistance of a communication device or speech‐
generating device and train the individual and their

family in its use.
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Spirituality
JannatFay Clark

The term spirituality comes from a Latin term mean-

ing ‘‘of breath.’’ It can be defined as relating to, con-

sisting of, or having the nature of spirit. It is not

tangible or material; it relates to the soul. Addressing

issues of spirituality is increasingly seen as an impor-

tant part of astute health care, and nearly 30 US

medical schools now offer courses on the subject of

spirituality and health. In addition, research is being

conducted in this area by many professional disciplines

such as nursing, anthropology, psychology, sociology,

social work, and in the physical sciences.
Spirituality versus Religion

Spirituality and religion (and its related practices) are

often used interchangeably in the literature, and though

they can be related, the two concepts are different.

Definitions for the term spirituality vary throughout

the literature and encompass personal searches for

meaning, religious beliefs and values, belief systems,

spiritual and religious practices, mystical experiences,

emotional fulfillment, self actualization, development

of wisdom, an appreciation for life itself, engagement

in the creative process, and the concept of a higher

power or God. For many reasons, the concept of spiri-

tuality, as defined in quantitative studies, is subjective.
It is hard to assess the amount of spirituality that

one experiences, as the very nature of collecting this

data relies on self report. Even ‘‘The spirituality index

of well‐being: A recently developed instrument for

health‐related quality‐of‐life‐research,’’ is theoretically

founded on a qualitative approach and relies on

information subjectively reported by study participants.

The concept of religion involves organization and

structure and is associated with some form of ritual and

practice centered around a belief in a higher power or

God. Definitions of religion throughout the literature

include organizational religious activity, no organiza-

tional activity, subjective or intrinsic religiosity, attend-

ing a faith‐based gathering on a regular or infrequent

basis, participating in faith‐based prayer or study

groups, engaging in prayer or meditation practices,

reading faith based literature, and listening to faith

based radio or television.

Spirituality can be related to religion for some

persons, but not for all. For example, an atheist

might embrace spirituality yet not engage in religious

practices or center beliefs around the concept of God.

Because the amount of religious practice a person

engages in can sometimes be quantitatively measured,

such as frequency of attending faith based institutions

and involvement with related activities, research often

relies on these factors to measure relationships between

religious practices and quality of life.
Spirituality and Health

The literature reflects a weak relationship between

spirituality and health. One study relating spirituality

to cardiovascular disease showed older spiritual adults

to have a 40% lower chance of having high blood

pressure. A second study was completed using older

persons under the age of 75 as subjects. These persons

were medically ill and practiced spirituality by enga-

ging in religious activities. These activities were posi-

tively correlated with overall better daily functioning

and improved health status. However, another study

showed an increase in development of cancer amongst

older adults who engaged in regular religious practices.

A third and 12‐year‐old prospective study of nearly

3,000 older adults found evidence that attending reli-

gious functions may delay the development of pro-

blems with daily function due to health reasons. The

study showed that health problems related to aging
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make it difficult to attend religious functions. How-

ever, the effect is usually short term and does not

detract from the long‐term positive effect of religious

activity on health.

It is possible that organized religious activity

enhances physical health by helping chronically ill

older adults remain active and involved in the com-

munity. This provision of meaningful activities and

social support may enhance ability to cope with daily

challenges and with maintaining positive attitudes

toward self care and motivation to recover from illness.

Few other religious characteristics predict better phy-

sical health than organized religious activities.

Contrary to these findings, engaging in the act of

watching religiously oriented television has been cor-

related with an increase in problems with physical

illness. These persons also tended to report worse over-

all physical functioning including high blood pressure

and an increase in depressive symptoms. This was true

especially amongst those ranging from ages 50–64.

This negative affect could be because of the lower

level of physical activity required to watch television

as well as its exclusion of personal interaction.

A complication that arises in completing research

on relationships between health and practices of

organized religious activity is that some religious

organizations, such as Mormonism, highly discourage

consumption of alcohol and use of nicotine, which

have both been associated with promoting health pro-

blems, whereas other religions may promote less

restrictive rules regarding use of these substances.

Research results can easily have built in biases based

on which religious organizations and their sample

populations have been drawn from.

When coping with illness, spirituality can become

an important mechanism for achieving a sense of

hope. Interestingly, research studies have shown that

hope enhances adaptive capacities of people with

chronic illness, including among elders. In a study on

Parkinson Disease, for instance, it was demonstrated

that feelings of hopefulness helped motivate people

towards successfully facing the demands of daily living.

Specifically, it helped them to develop renewed interest

in daily activities, to extend themselves to others

through socialization, and to promote a more positive

outlook toward their lives in general.

Depressive symptoms often increase through pro-

gression of the aging process. A cultural factor con-
tributing to this may include a current underlying

value in US society, where ability to produce in an

economic sense is largely how we determine a per-

son’s self‐worth. As the aging process proceeds,

persons in late‐life stages are generally less likely to

remain in the work force. Our tendency to devalue

aged persons in conjunction with their increased like-

lihood of incurring losses such as death of loved ones

and life partners, can cause an increase in depressive

symptomology. Overall, the literature suggests that

religious activities, religious practices outside of orga-

nized religious institutions, and spiritual experiences

in general, are not only common in older persons, but

are often used by them to assist in coping with

depression.

Measurably better psychosocial functioning has

been associated with older persons who practice spiri-

tuality. Reported levels of well‐being associated with

late adulthood and spirituality can be derived from

engaging in positive relationships with others and

involvement in tasks that serve the individual and the

community in a positive manner. These community

tasks can consist of providing volunteer child‐care
services, participating in telephone outreach services

for home bound individuals, and volunteering at local

food pantries or other food outreaches. It is challen-

ging to track exact causes for this relationship.

Research over three decades has shown that greater

levels of religious involvement predicts future nonreli-

gious group memberships, contacts with close friends,

and marital stability. With regard to health issues, these

increased levels of social supports may enhance the

healing process by increased assistance with medical

needs (i.e., help with bathing or receiving injections),

meal preparation, getting to medical appointments,

engaging in conversations to promote encouragement

toward wellness, and developing a sense of hope for the

future.

Storytelling can enhance the development of spiri-

tuality for persons in later‐life stages by providing a

rich creative outlet for them to honor their life experi-

ences. As people approach their seventies, they tend to

experience a more urgent desire to discover greater

meaning in their lives through a process of looking

back, summing up, and giving back. Creative expres-

sion in this phase of life includes sharing personal

autobiographies, storytelling, engaging in activities

that create opportunities to give back to others and
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to the community. Reaching creative potential in these

ways follows the natural course of development in the

inner spiritual development involved with the second

half of life.

Family and community members as well as profes-

sionals can encourage this creative sharing by being

good listeners and extending friendship to older per-

sons as they engage in the story telling process.
Related Topics

>Complementary and alternative health practices,

> Identity, >Religion, >Wisdom
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Coyle J (2001) Spirituality and health: Towards a framework for

exploring the relationship between spirituality and health. J Adv

Nurs 37(6):589–597

Musick M, Traphagan J, Koenig H, Larson D (2000) Spirituality in

physical health and aging. J Adult Dev 7(2):73–84

Siefert L (2002) Toward a psychology of religion, spirituality,

meaning‐search, and aging: Past research and a practical

application. J Adult Dev 9(1):61–70

Tanyi R (2002) Towards clarification of the meaning of spirituality.

J Adv Nurs 39(5):500–509

Wink P, Dillon M (2003) Religiousness, spirituality, and psychoso-

cial functioning in late adulthood: Findings from a longitudinal

study. Psychol Aging 18(4):916–924
. Table 1

Differences between embryonic and adult stem cells

Embryonic stem cells Adult stem cells
Pluripotent—can become
any type of cell

Limited to differentiating
into cell types from their
tissue of origin, but some
Suggested Resources
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experiments suggest more
plasticity

Large numbers can easily
be grown in laboratory

Few in body and difficult to
grow in laboratory (large
numbers needed for
therapies)

As from another person,
could trigger rejection
requiring immuno-
suppression, not yet
shown that rejection will
occur

Use of person’s own cells
means they would
not be rejected
Stem Cell Research
Cynthia M. A. Geppert

Stem cells are among the most promising and contro-

versial developments in the history of science. Stem cell
research offers enormous potential to improve the

quality of life of older people and even to extend the

life span. The technical, political, and ethical obstacles

to the realization of this potential are also immense.
Stem Cells

Two main types of cells are the focus of current scien-

tific hope and ethical concern: embryonic stem cells

(ES) and adult stem cells (AS). ES cells are taken from

embryos obtained through in‐vitro fertilization and

were first grown in a laboratory in 1998. AS cells are

found in small numbers in many organs and tissues,

such as bone marrow, brain, and liver where they

mobilize to repair and regenerate damaged and dis-

eased tissues. Scientists are working to find ways to

grow adult stem cells in the lab. Both ES and AS cells

have two amazing properties. First, because they are

not yet specialized for a particular function in the

body, they can undergo many divisions and renew

their own lines. Second, certain scientific manipula-

tions can induce the cells to develop into specialized

cells, i.e., a heart or liver cell, and perform its function.

Thus, stem cells can form tissues from many parts of

the body; in Latin they are ‘‘pluripotent.’’

Stem cell research may be particularly beneficial for

elders. These cells could be used to treat injured organs

or diseases like Parkinson’s disease, diabetes, and heart

disease, all of which are more common and debilitating

in the older population. Parkinson’s is a degenerative

http://www.asaging.org/networks/FORSA/a&s&hyphen;122.cfm
http://www.asaging.org/networks/FORSA/a&s&hyphen;122.cfm
http://www.dukespiritualityandhealth.org/index.html
http://www.dukespiritualityandhealth.org/index.html
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neurological disease that afflicts over 2% of individuals

over age 65 and results in progressive loss of dopamine

producing neurons that control movement. The result

is tremor, rigidity, and decreased ability to move and

function. Stem cell treatment for Parkinson’s would

involve inducing ES to differentiate into these neurons

and then transplanting them into human brains where

it is hypothesized they would begin to produce dopa-

mine, alleviating immobility and other symptoms.

However, many technical problems remain to be

resolved before either ES or AS can enter the main-

stream of clinical medicine, including distinguishing

authentic stem cells, decoding the signals that trigger

differentiation, avoiding uncontrolled growth as seen

in tumors, targeting the delivery of the cells, and pre-

venting rejection. There are also important differences

between the two cell types with salient implications for

aging and public health, which are summarized in

>Table 1.
Stem Cells and Aging

Most cells have a defined period of between 30 and 50

divisions, after which they are no longer renewable.

This limited replacement capacity is thought to be one

of the main mechanisms of aging—it is our organs and

their functioning that keep us alive. Scientists speculate

that stem cells, with their limitless capacity for self‐
renewal, could become a ‘‘molecular fountain of

youth’’ that would regenerate tissues indefinitely, thus

extending life dramatically. This longer life would also

be much freer from disease because the major diseases

of old age such as heart disease, cancer, and stroke

would be treatable with stem cell therapy. Twelve mil-

lion older people in our country suffer from chronic

conditions, such as arthritis, that cause disability, pain,

and loss of function. These conditions would be either

cured or improved through the use of stem cells. Even

organs damaged beyond repair could be transplanted

with stem cells. The public health savings in both

dollars and human suffering would be incalculable.
Stem Cells, Aging, and Public
Health Ethics

Perhaps even more daunting than the scientific chal-

lenges, which must be resolved before stem cell therapy

becomes a reality, are the political and ethical dilem-
mas that will be difficult to reconcile. The central con-

flict in the ethics of stem cell research involves the use

of ES cells that require experimentation and use of

embryos. Opponents hold the destruction of human

life to relieve the suffering of other persons as morally

unacceptable. Religious considerations are paramount

for many of those who oppose stem cell research with ES

cells, as they believe all life is sacred and cannot be used

as a means to an end. They instead advocate intensified

research into AS cells. Proponents of ES cell research

argue that the duty to relieve suffering justifies the use of

embryos, particularly when themajority of those created

for in‐vitro fertilization are discarded rather than

implanted. More philosophical and scientific values

tend to influence those who see ES cell therapy as

permissible. They believe that embryos are not yet per-

sons. Therefore, their donation toward the worthy goal

of saving lives of those who are persons offers the best

prospects for effective stem cell based therapies.

Political positions derive from these moral stances

and are the most contentious aspect of the debate, as

political figures influence funding for scientific

research into stem cells. President Bush established

federal guidelines for stem cell research in 2001. Only

stem cells derived from ES created for reproductive

purposes may be used. The embryos must be no longer

needed for fertility treatments, the donor must consent

to use of the embryo, and no financial incentives can be

provided to donors. Approximately 64 ES lines existed

prior to these guidelines, but scientists argue that only

a few lines are accessible and viable because of biolo-

gical limitations and legal restrictions. States, private

research companies, and foreign countries to which the

criteria do not apply are making impressive progress in

stem cell research. Even Congress is considering less

restrictive provisions for US researchers precisely

because the public health ramifications for older citi-

zens are so wide‐ranging and far reaching.
Related Topics

>Ageism, >Alzheimer’s Disease, >Cardiovascular

Disease, >Ethics, >Parkinson’s Disease
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Stigma
Josh Reiher . Thomas Heinrich . Laura Roberts

Stigma is a term originally used by the ancient Greeks

to refer to a sign or mark on the body that designated

the bearer as a morally flawed person. Centuries later,

the pleural form ‘‘stigmata’’ would give reference to the

marks left on Christ’s body during crucifixion. In the

past century, however, the term has shifted away from

the physical reference to give greater emphasis to the

social and cultural meaning. Erving Goffman, the

sociologist who pioneered modern social stigma

research, defined the word in contemporary terms as

‘‘an attribute that is deeply discrediting.’’ More

recently, Link and Phelan have emphasized how stigma

exists ‘‘when elements of labeling, stereotyping, separa-

tion, status loss, and discrimination occur together in

a power situation that allows them.’’

Stigma is an inherently relational concept. For

stigma to exist, there must be individuals who have a

social identity that is distinct, separable, and devalued,

and there must be individuals within the social context

who see themselves ‘‘ideal’’ or ‘‘better’’ in some manner
that is distinguishable from the people who ‘‘belong’’

to the stigmatized group. An essential aspect of stigma

is interpersonal influence or power; stigma does not

exist in the absence of an asymmetry of social, eco-

nomic, and political power across individuals and

across groups in societies. It takes power to stigmatize

others, and being empowered decreases one’s vulner-

ability to being stigmatized.

Stigma is understood to be different from shame,

although these ideas are related. Shame is defined as a

painful emotion caused by consciousness of guilt,

shortcoming, or impropriety. It is conceptualized as

representing an individual’s internalized subjective

response to the assault of stigma. The devaluation of

one’s social identity through stigma and shame may

severely undermine one’s self‐esteem, sense of self, and

feeling of competence in the world. Many clinicians

and social scientists have observed the phenomenon of

‘‘self‐loathing’’ that people in stigmatized groups may

experience. These powerful negative effects, taken

together, serve to further diminish the positive social

roles of stigmatized individuals.
Implications for Elders

The stigma process—the linking of labels to attributes

that are perceived as flawed, not ideal, and of lesser

value and worth—may be an important issue influen-

cing the lives of elders in our society. Elderly persons

may be understood as constituting a vulnerable group

that differs from the norm of our society where youth-

fulness, strength, and independence are valued and

admired. Elders may thus experience stigma associated

with the perception of being weak, frail, and immobile.

Stereotypes related to ‘‘failing’’ physical and mental

health and diminished productivity and contribution

within communities (even when contrary to the true

health, productivity, and contribution of individual

elders) may be an adverse pressure and source of age‐
related discrimination in our society. These concerns are

especially keen for elders with multiple potential sources

of vulnerability and stigma, such as older persons who

suffer from serious physical or mental illnesses, who are

immigrants, who are racial minorities, or who derive

from distinct cultural or religious backgrounds.

Fisher performed an interesting study on the effects

of stigma on elders who relocate to retirement facil-

ities. The study concluded that facility residents felt

http://www.afar.org
http://www.cdc.gov/nccdphp/aag/aag_aging.htm
http://www.cdc.gov/nccdphp/aag/aag_aging.htm
http://www.isscr.org/public/ethics.htm
http://www.isscr.org/index.htm
http://stemcells.nih.gov/info/basics/
http://www.sciam.com/index.cfm
http://www.sciam.com/index.cfm
http://www.news.wisc.edu/packages/stemcells/
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pitied and patronized by others and that relocation to

an institutional setting was oftentimes psychologically

damaging to the residents. Link’s work suggests that

stigmatizing conditions (e.g., alcoholism) are seen by

some as being a reflection of moral failure rather than

medical illnesses and that diseases that are seen as more

‘‘biologically determined’’ are less stigmatizing overall.

Other studies have suggested that individuals respond

to negative social labeling by becoming demoralized

and fearful of interpersonal rejection, which in turn

has its own adverse consequences. A study by Crocker

and Major, for instance, indicated that stigma is linked

with more negative outcomes in work lives and perso-

nal lives, and that the transition to a stigmatized group

may be marked by unemployment and income loss.

Finally, empirical work suggests that stigmatized indi-

viduals may develop maladaptive coping strategies,

such as secrecy or concealment of disability; isolative-

ness; refusal or rejection of beneficial interventions

such as medications, canes, wheelchairs, or hearing

devices. Key challenges for stigmatized individuals are

thus confronting the prejudicial attitudes of the gen-

eral public and generating constructive adaptations

despite the negative pressures associated with stigma.

Although stigma exists in all societies, the stigma

associated with aging varies. In Western culture, phy-

sical disabilities, neurological deterioration, medical

illness, and mental disorders are all stigmatized, and

these contribute to the stigma experienced by elders.

Hispanic communities, especially those with strong

social networks, appear to attach less stigma to elders.

Among Asian communities, elders are not stigmatized

but affirmed and honored.

Stigma is a potent influence in our society, and it

represents a negative factor affecting the lives of millions

of elderly Americans. With the growing number and

proportion of elders in our society, it may be that per-

ceptions of ‘‘the norm’’ will naturally evolve in the future

and older people will experience less stigma than they do

presently. Nevertheless, proactive efforts to address and

diminish the stigma attached to aging may allow our

society to provide a more enlightened, compassionate,

and respectful environment for our elders.
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Stress
Katherine Crow

Stress is a medical term for a wide range of strong

external stimuli, both physiological and psychological.

Stress can cause a physiological response called the

general adaptation syndrome, first described in 1936

by Hans Selye. Selye separated the physical effects of

stress from other physical symptoms by observing that

patients suffered physical effects not caused directly by

their disease or medical condition. He described the

general adaptation syndrome as having three stages:

alarm reaction, where the body detects the external

stimulus; adaptation, where the body defends against

the stressor (e.g., source of stress); and exhaustion,

where the body begins to run out of defenses.

There are two types of stress: eustress (positive

stress) and distress (negative stress), roughly meaning

challenge and overload respectively. Both types of

stress may be the result of negative or positive events.

Eustress is essential to life, like exercise to a muscle,

however distress can cause disease. Furthermore, it is

important to keep in mind that what causes distress for

one person may cause eustress for another, depending

upon each individual’s perception of life. Stress can

directly and indirectly contribute to general or specific

http://www.adscenter.org/topics_materials/g&hyphen;orgs.htm
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disorders of the body and mind, and have a major

impact on the physical functioning of the body. Such

stress raises the level of adrenaline and corticosterone

in the body, which in turn increases the heart rate,

respiration, and blood pressure and puts more physical

stress on bodily organs. Long‐term stress can be a

contributing factor in obesity, heart disease, cancer,

high blood pressure, stroke, and other illnesses.

Symptoms of stress can include physical symptoms

(e.g., sleep disturbances; back, shoulder, or neck pain;

high blood pressure; and immune system suppression

making one more susceptible to colds, flu, and infec-

tions), emotional symptoms (e.g., anxiety, depression,

irritability, memory problems, and substance abuse),

and relational symptoms (e.g., increased arguments, iso-

lation from social activities, road rage, and overreactions).

Except for major catastrophes, few events are stressful

in themselves. Stress occurs when one perceives a situa-

tion as threatening. Stress may be linked to external fac-

tors such as the state of the world, the country, or one’s

community; unpredictable events; or family‐related is-

sues. Stress can also result from one’s poor health‐habits,
negative attitudes and feelings, unrealistic expectations,

or perfectionism.

Older adults often face a great number of stresses

that can be caused by a broad range of events and

situations. Stresses can be physical or social. They can

be an ongoing part of day‐to‐day life or caused by

sudden traumatic events. Common stresses for older

people include diseases or health conditions, perceived

loss of social status after retirement, and death of a

spouse or partner.

Chronic diseases and conditions affect most older

adults. Family members, especially spouses or part-

ners, are most often caregivers. More than 44 million

Americans (mostly women) care for family members

of all ages. Many older adults are also caregivers for

another family member. Caregivers have twice the risk

as others for mental and physical health problems. They

are also more than twice as likely to be taking medica-

tions to relieve anxiety or stress. Social isolation, family

disagreements, and financial hardship are common

problems associated with long‐term caregiving.

As people age, the death of friends and family

becomes more common. Losing and grieving for a

spouse or partner is one of the most traumatic si-

tuations commonly faced by older adults. More than

1 million people (mostly women) were widowed in the

United States in 2003. It is expected that this number
will increase to 1.5 million every year by 2030. Other

losses that may also cause grief include loss of sight or

hearing and losses in function caused by illnesses (e.g.,

trouble walking from arthritis.) These and other nega-

tive life events place a heavy burden on older adults.

People have many different roles throughout their

lives. They are children, parents, friends, workers,

patients, students, sports enthusiasts, artists, etc. One

of the most dramatic role changes involves retirement.

When older adults retire, they leave work and social

roles that likely provided economic rewards as well as

social status. In addition, older people may find that

there are changes in their personal relationships after

retirement. For example, spouses or partners may find

themselves spending much more time together than

they ever did before, which can cause increased stress.

Older parents may add the role of grandparent or even

great‐grandparent, which brings both new rewards and

demands. Losses in function may place older adults in

the position of asking for help, rather than providing

it. Similarly, another’s losses may place someone in a

caregiving role. These role changes can be stressful and

affect both mental and physical health.

Many social factors affect how people think about

themselves and how others think about them. Sex,

race, and economic status all affect one’s real and

perceived social status. These factors also can affect

the resources that are available to help cope with

aging and health. For example, it is difficult for poorer

people to use support programs or community activ-

ities that cost money. Ethnic or cultural backgrounds

may also have a major effect on peoples’ outlook and

how they deal with situations. For instance, some peo-

ple may agree to only those treatments that are accep-

table in their culture.

Problems caused by stress often relate to how peo-

ple deal with the stressful situation. There are positive

ways to deal with stress, even when the stress is beyond

one’s control (e.g., the death of a loved one). Learning

positive behaviors can improve how one understands

and copes with stress. For example, people can learn

how to take more control of their response to a stress-

ful situation. They can also become more aware of

social services and programs that are available. Family

counseling and therapy can also strengthen social rela-

tionships with family and friends.

Coping strategies are emotional and mental

responses that help one deal with stress through posi-

tive reinforcement and reinforced self‐esteem. Al-
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though there are a number of coping strategies, a

strong belief in self and one’s ability to deal with

difficult situations is particularly successful. This is

true for many kinds of stress, including those related

to disease, loss in function, and changes in social roles.

Feelings of self‐confidence and personal control can

help improve function and overall quality of life, even

in the face of physical disability. For example, thinking

confidently and optimistically in the face of bad news

might help meet the challenge and increase the like-

lihood of a good result. Another coping strategy people

tend to adopt with age is to reduce the number and

kinds of things they do, but to maintain those activities

that they like the most and do well. Although perfor-

mance and abilities may lessen over time, older adults

can continue to do the things they enjoy. Participating

in family and community activities is a major source

of personal satisfaction. Being involved plays an

important role in improving self‐esteem and giving

meaning to life. This is true for people of all ages, but

is especially important for older adults. Healthy beha-

viors have positive effects on overall well‐being at any

age. Positive behaviors include being physically active,

eating a healthy diet, not smoking, drinking alcohol

in moderation, and practicing relaxation or stress‐
reduction techniques. Although these are physical

behaviors, they are also important psychologically

and socially. For example, older adults with strong

feelings of personal control and self‐esteem are more

likely to practice healthy behaviors. Similarly, healthy

behaviors are likely to promote self‐esteem and feelings

of accomplishment in older adults.
Related Topics
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Stroke
Julie K. Schulman

Strokes are the third leading cause of death in the

United States, following only coronary heart disease

and cancer. They are also the most common cause of

neurologic impairment other than Alzheimer’s disease.

Each year, 700,000 people have a new or recurrent

stroke. The Centers for Disease Control and Preven-

tion (CDC) estimates that every 45 s, someone in the

United States suffers a new or recurrent stroke, and

every 3 min, someone in the Unites States dies from

a stroke.

A stroke is a type of brain injury that occurs in one

of two ways. The most common type, accounting for

88% of all strokes, is an ischemic stroke. This happens

when a vessel that supplies blood to an area of the brain

is blocked, causing the death of surrounding brain cells

that are normally supplied by the oxygen carried in the

blood. The second type of stroke is a hemorrhagic

stroke, which occurs when a blood vessel ruptures

and bleeds directly into the brain, damaging brain

cells in that area. The area of cell death that results in

either case is called an infarct.
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The most common initial symptoms of stroke are

sudden numbness or weakness of the face, arm, or leg,

particularly on one side of the body; sudden confusion,

or trouble speaking or understanding; sudden trouble

with walking, dizziness, or loss of balance or coordina-

tion; or a sudden, severe headache with no known

cause. The variety of presenting symptoms reflects

the many different specialized areas of the brain in

which a stroke can occur. A stroke that occurs in the

motor cortex of the brain, for example, may produce a

physical symptom such as weakness in one leg. On the

other hand, a stroke in the language centers of the

brain can produce sudden problems with communica-

tion such as slurred or incomprehensible speech, or

difficulty in understanding speech.

A person can develop symptoms of a stroke that

last less than a day. This is called a transient ischemic

attack (TIA). TIAs usually last about 90 min and may

be caused by a partly blocked blood vessel, a small

embolus that briefly blocks a blood vessel and then

disintegrates, or intermittent small amounts of blood

leakage from an aneurysm. TIAs should always prompt

a rapid medical evaluation, because the data shows that

approximately one third of people who have TIAs will

eventually have a stroke. One study showed that

10% of people treated in the emergency department

for a TIA had a stroke within 90 days. The prevalence

of TIAs, like strokes, increases with age. In men, the

prevalence increases from 2.7% for ages 65–69 to

3.6% for ages 75–79. For women, it is 1.6% and

4.1%, respectively.

Almost three quarters of all strokes occur in adults

over 65. The major risk factors for stroke include

atherosclerosis, heart disease, hyperlipidemia, high

blood pressure, diabetes, smoking, and arrhythmias.

Atherosclerosis—the thickening of blood vessel walls

with fatty deposits, which makes the vessels more

prone to blockage and more vulnerable to rupture—

develops slowly over many years, so that the risk of

having atherosclerosis increases as people age. Most

other medical risk factors, such as hypertension or

heart disease, are either more common in the elderly,

or more serious, which leads to the higher incidence of

strokes.

The distribution of strokes is different in seniors

than at younger ages. On average, men are more vul-

nerable to strokes, with an incidence rate of strokes

that is 1.25 times that in women. However, women

become increasingly vulnerable to stroke with age

and particularly after menopause, so that at older
ages, the gender difference disappears. At age 65–69

the male/female incidence ratio is 1.59, but by age

75–79 it is 1.35, and by age 80 and older, it is 0.74. In

fact, because women tend to live longer than men and

there are larger numbers of women in the elderly

population, each year 40,000 more women than men

have a stroke.

Strokes have a particularly dramatic impact on

mortality and morbidity in the elderly. In adults over

55, the lifetime risk of stroke is greater than 1 in 6.

About 15% of people who have strokes die in the

hospital, and this number is higher in the elderly. In

those who survive, the consequences of a stroke—

which include paresis (weakness) or paralysis on one

(hemiparesis) or both sides of the body, blindness, or

difficulties understanding or producing speech (apha-

sia)—can be mild or severe. In one study of people

aged 65 and over who had an ischemic stroke 6 months

earlier, 50% had some hemiparesis, 30% were unable

to walk without assistance, and 19% had aphasia; 26%

were living in a nursing home. The older that someone

was at the time of the stroke, the more likely they were

to have significant deficits afterwards.

It is vital to remember that many strokes are pre-

ventable, and should not be seen as an inevitable event

as people age. Blood pressure and cholesterol levels can

be improved by maintaining a normal weight and

eating a healthy diet that is low‐fat and limits salt

intake. Quitting smoking leads to a significant decrease

in the risk of stroke after 2 years, and to a risk that is no

higher than that of nonsmokers after 5 years. Physical

activity is also very important, and has been proven in

a number of large studies to significantly reduce the

risk of stroke in all age groups. People at particular risk

for strokes can take antiplatelet medications such as

aspirin or ticlopidine, or anticoagulant medications

such as warfarin, which make blood clots less likely

to form and thereby decrease the risk of strokes. Other

medications can also be used to treat hyperlipidemia,

hypertension, arrhythmias, or diabetes.

Another important point is that education about

the symptoms of early strokes so that people get

immediate medical treatment, can reduce morbidity

and mortality. If a person has a clot blocking a blood

vessel, they can be given tissue plasminogen activator

(tPA) intravenously to break up the clot. However, it

must be given within 3 h of having a stroke, so going to

an emergency department as soon as symptoms begin

is critical. In some instances, tPA can be applied endos-

copically, directly at the site of the clot. If a person is
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having a hemorrhagic stroke, medications that control

blood pressure can improve the outcome. Excess brain

pressure can be treated with medications, or in some

cases, a ventriculostomy may be performed to drain

excess fluid. If the bleeding is caused by an aneurysm

that has ruptured, a coil can be placed endoscopically

to seal off the aneurysm.
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Subdural Hematoma
Jacqueline Spiegel
Subdural hematoma (SDH), sometimes referred to as

subdural hemorrhage, is a condition in which a collec-

tion of blood forms between the dura (the thick, out-

ermost protective covering of the brain) and the

arachnoid (the transparent, middle covering of the

brain). Tiny veins called bridging veins run between

the dura and the surface of the brain. A subdural hema-

toma develops when these veins tear and leak blood,

usually as the result of a head injury. There are two

major forms of SDH: acute and chronic. Acute SDH

typically occurs minutes to hours after direct head

trauma; however, acute SDH can also occur from

acceleration forces alone, as seen with whiplash, espe-

cially in the elderly and those taking anticoagulant

medications. An acute SDH is considered a medical

emergency. Chronic SDH usually develops over time.

Chronic SDH may or may not be accompanied by a

history of injury. Studies show that 20–30% of patients

with chronic SDH recall no head injury. In a chronic

SDH, the blood leaks from the same veins just at

a slower rate resulting in distinctively different signs,

symptoms, imaging characteristics, and prognosis from

an acute SDH.

Risks include head injury, age, chronic use of

aspirin, anti‐inflammatory drugs such as ibuprofen or

blood thinning (anticoagulant) medication, chronic

heavy alcohol use, and numberous diseases associated

with blood clotting problems. The risk for develop-

ment of SDH is more common in people older than

60 years. The elderly are predisposed to cerebral atrophy

(loss of brain cells and brain shrinkage) that stretches

and weakens the bridging veins. Thus, these veins are

more likely to break, even after a minor head injury.

The main symptoms of SDH are dependent on the

type. Up to one third of patients with acute SDH are

drowsy or comatose from the moment of injury. The

other two thirds may experience symptoms of headache

(one side), weakness or paralysis (one side), confusion,

waxing and waning consciousness, and personality

changes. On physical examination, the patient exhibits

decreased consciousness, inability to respond to the

external environment, changes in the shape or reaction

of the pupils to light, and decreased motor strength or

sensory loss in arms or legs. Signs of worsening condi-

tion include deteriorating level of consciousness an

unresponsive pupil. The Glasgow Coma scale is used

to evaluate patients in a coma. The symptoms and exam

findings in chronic SDH are quite different. Headache is

common, but not indicative of chronic SDH. The head-

ache may fluctuate in severity, sometimes with position

http://www.americanheart.org
http://www.stroke&hyphen;site.org
http://www.cdc.gov/cvh
http://www.cdc.gov/cvh
http://www.ninds.nih.gov
http://www.stroke.org
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changes. Other symptoms of slowed thinking, inatten-

tiveness, change in personality, seizure, or mild weak-

ness in an arm or leg emerges gradually over weeks or

months after the original bleed. Because the presenta-

tion is vague, the initial impression is of a stroke, tumor,

drug intoxication, depression, or dementia type illness.

Occasionally, a chronic hematoma causes brief episodes

of speech loss and weakness, which is indistinguishable

from a transient ischemic attack (ministroke).

Diagnostic studies are indicated in patients with a

history of head injury, symptoms indicating SDH, or

high‐risk populations (elderly, infants, alcoholics,

anticoagulant therapy) with unexplained neurologic

symptoms. The diagnostic approach to the evaluation

of SDH is computed tomography or CT scan. On CT

scan, the appearance of SDH is that of a ‘‘crescent

moon’’ with the blood creating pressure on the brain

tissue and shifting the contents within the skull. There

can be more then one SDH at a time.Magnetic reso-

nance imaging (MRI) can also be used in the evalua-

tion of chronic SDH. MRI is not recommended in the

evaluation of acute SDH.

As with the symptoms of SDH, the treatment also

depends on type. Acute SDH typically requires

immediate evacuation of the blood through burr hole

craniotomy (surgical incision into the skull). In

chronic SDH, clinical observation and repeat imaging

studies are reasonable in patients with few symptoms,

small blood collections, or who are poor candidates for

surgery. Treatment with oral steroid medications alone

may be sufficient, but surgical evacuation is more often

successful to prevent recurrent fluid accumulations. In

both cases, treating or controlling any underlying

causes for the hematoma is necessary.

Acute SDH is associated with high death rate or

long‐term complications, not only due to the

hematoma, but also the extensive brain injury resulting

from the trauma. Simple SDH accounts for about half

of all cases and implies that no brain injury is present.

Complicated SDH implies that there is underlying

injury to the brain. The death rate in simple and

complicated SDH is 20% and 50% respectively. Acute

SDH may go on to develop a subacute hematoma

syndrome. This syndrome occurs days or weeks after

the injury with symptoms of drowsiness, headache,

confusion, or mild weakness on one side. Subacute

hematoma syndrome is typically seen in alcoholics

and the elderly. The prognosis in chronic SDH is

much better than acute SDH, and many will heal
over time without surgery. However, the rate of recur-

rent chronic SDH is approximately 40%.
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Substance Use and
Chemical Dependence
Ted Parran, Jr.
Euphoria‐Producing Substances

Human beings have used euphoria producing sub-

stances—or drugs of potential abuse—for hundreds of

thousands of years. Their use is due to the fact that all

these drugs directly or indirectly produce quick surges

of a neurotransmitter or brain chemical called dopa-

mine. Dopamine is a substance which when released in

the brain results in many different effects depending

upon where in the brain it is released. When released

in one part of the brain (the substantia nigra), dopa-

mine relieves the symptoms of Parkinson’s disease.

However when released from the middle part of the

brain (the ventral tegmental area) to the front part of

the brain (the prefrontal cortex) dopamine produces a

feeling of pleasure or euphoria, in other words a ‘‘high.’’

Virtually every euphoria‐producing substance of use,

abuse, and addiction that has been carefully studied

has been shown to result in this quick increase in dopa-

mine and associated pleasurable euphoria sensation.

Classes of euphoria producing substances

Although this effect on dopamine is the characteristic
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that results in the use of these drugs, they also have

many other brain effects. It is these other brain effects

that dictate the type or class of the drug. There are four

main classes of euphoria‐producing substances: stimu-

lants, opioids, sedative hypnotics, and hallucinogens.

Stimulants are drugs that result in the release of vary-

ing amounts of norepinephrine or adrenalin in addi-

tion to dopamine. Some examples of stimulants

include cocaine, amphetamine, caffeine, nicotine, and

many of the prescription medications for attention

deficit disorder, narcolepsy, and weight reduction.

The release of adrenaline results in dilated or widening

of the pupils, increased attention, sharpened reflexes,

increased blood pressure and heart rate, increased

alertness, decrease need for sleep and decreased appe-

tite. Therefore, stimulants directly produce euphoria

from the release of dopamine, and produce ‘‘stimula-

tion’’ from the release of adrenalin. In addition,

the more potent amphetamines and cocaine tend to

produce a high degree of judgment impairment as a

consequence of over use and intoxication.

Opioids are natural or synthetic compounds

related to opium that affects the mu or morphine

receptor in the brain. Some examples of opioids

include morphine, heroin, methadone, hydrocodone,

oxycodone, and codeine. As a consequence of the sti-

mulation of the m receptors, opioids directly produce

constriction of the pupils, dry eyes, dry mouth, con-

stipation, sedation or sleepiness, slowing of the heart

rate and breathing rate, decrease in blood pressure, and

pronounced pain relief. An indirect effect, or unrelated

side effect of opioids, is their stimulation of the release

of dopamine, and hence production of euphoria. Inter-

estingly, opioids do not tend to produce pronounced

changes in judgment when producing intoxication

and euphoria, certainly much less than that seen with

potent stimulant or with alcohol intoxication.

The sedative hypnotic class of drugs is made up of

substances that work on the g‐aminobutyrate (GABA)

receptor system of the brain. GABA neurons are cells

that excite and activate the brain, leading to wakeful-

ness and at times even anxiety. Sedative hypnotic

substances (like alcohol, antianxiety, and sleep medica-

tions) tend to depress or quiet down GABA nerve cells,

causing a relief of anxiety, sleepiness, and when used at

too high a dose unconsciousness (passing out), coma, or

even death. Similar to opioids, sedative‐hypnotics have
an indirect effect of stimulating the release of dopamine,

and hence production of euphoria. Similar to potent

stimulants, sedative‐hypnotic substances in general, but
especially alcohol, tend to produce a high degree of

judgment impairment as a consequence of overuse and

intoxication. Thus, bizarre behavior contrary to the

patient’s up‐bringing is commonplace with alcohol

intoxication. These sedative hypnotics range from rela-

tively weak substances like alcohol to very potent

ones like the ‘‘date rape’’ drug rohypnol. An additional

danger of sedative hypnotics is that they clearly increase

in potency of effect when used in combination,markedly

increasing the chances of serious overdose.

Hallucinogens are a diverse group of substances that

alter perception as part of their central nervous system

or brain effect. This group includes LSD, phencyclidine

(PCP), marijuana, and many other naturally occurring

hallucinogens contained in a variety of plants. Histori-

cally, the use of hallucinogens has been rare in the

elderly. However, as the generation of people who

came of age in America in the 1960s begins to approach

old age, the prevalence of hallucinogen use—especially

marijuana—will likely rise. Hallucinogens as a group,

like the opioids, tend to produce a low degree of judg-

ment impairment as a consequence of over use and

intoxication. The altering of perception seems to

include many different effects such as visual distortions,

spatial distortions, and loss of time perception.

Euphoria‐producing substances are primarily used

for their ability to trigger a quick rise in dopamine, and

thus an elevation in mood or euphoria. These same

drugs have additional actions and effects that can gen-

erally be categorized into one of the above four classes.
The Continuum of Mood Altering
Drug Use in the Elderly

Alcohol use, and to some extent other drug use,

has been characterized as existing in our society as a

gradual continuum. This continuum of levels of use is

labeled as abstinence, low risk or casual use, risky use

or ‘‘substance abuse,’’ and chemical dependence or

addiction. Definitions of each of these use levels are

as follows:

Abstinence These people are nonusers of mood‐
altering drugs and do not use even in low risk amounts.

The highest rate of abstinence in American adults is seen

among older women. Up to 50% of women over the age

of 70 are abstinent from all euphoria‐producing sub-

stances; many of them have been abstinent for life. As a
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consequence, the prevalence of addiction or chemical

dependence is substantially lower in older women, as

much as one third less than their elderly male counter-

parts. Besides older women, abstinence is prevalent

among three other groups in society: those from one

of the relatively fundamentalist religious faith commu-

nities, those with a strong family history of addiction

who do not want to take the risk of activating the disease

in themselves, and those individuals with the disease of

addiction who are in recovery and thus abstinent.

The most important challenge in abstinence for

those who are in recovery from addictive disease is to

maintain complete abstinence from euphoria‐producing
drugs. Although there are very rare instances when a

medication that is euphoria‐producing must be pre-

scribed, the long‐term use of these medications is gen-

erally considered quite dangerous for persons in recovery

and should be avoided. Three common reasons for

relapsing back to addiction are (1) trying to go back

and control one’s use of the previously addicting

drug, (2) trying to use euphoria‐producing drugs

other than the one that was the previous addicting

drug, and (3) being prescribed euphoria‐producing
drugs on a long term basis and reactivating addiction.

Low Risk Use These people are low level inter-

mittent users of mood altering drugs who do not

binge, use only in socially acceptable situations, and

have little, if any, evidence of health risk from their

use. The Federal Government has published Sensible

Drinking Guidelines for adult men and women, which

provides clear information about what drinking levels

are associated with no detectable health risks. These

guidelines stipulate at least a 30% lower level of alcohol

use for women than for their male counterparts, and

indicate that safe levels of consumption for the elderly

should be at least 50% lower than safe levels of

consumption for non‐elderly adults.
Low‐risk use is generally a very stable pattern of use,

only in social situations, and always keeping to within

the sensible use guidelines referenced above. The pre-

valence of this low‐risk substance use (primarily alco-

hol) in the elderly population is about 50–60%, with

substantially higher rates among elderly men. This is

due to the fact outlined above that elderly women have

quite high rates of complete abstinence. True social users

never have to try to limit their use, consciously construct

rules around their use, cut back on their use because of

an embarrassing situation, etc. Persons with addiction

problems constantly try to become low risk ‘‘social’’
users, by cutting back and trying to control their use.

In reality, low risk users never have to think about

controlling their use; it just happens unconsciously.

The use of non‐alcohol, non‐nicotine, nonpre-

scribed euphoria‐producing substances (i.e. illegal

drugs) is quite rare among the elderly. Also, it is diffi-

cult to discuss low‐risk use of drugs other than alcohol

in American society where possession of other drugs is

illegal and thus carries serious potential consequences.

For the foreseeable future, possession of non‐alcohol,
non‐nicotine euphoria‐producing drugs will remain

illegal in this country, and thus low‐risk use is not a

term that can be easily applied to their use.

Substance abuse Substance abusers are individuals

who use more alcohol than is considered healthy or

who use any amount of nonalcohol or nonprescribed

euphoria‐producing drugs. The use‐patterns (quantity
and frequency of use) of substance abusers tend to fall

within their general peer group norm, and there are

rare adverse consequences from the use. Substance

abuse is use of euphoria‐producing drugs to a moder-

ate to severe level of intoxication, but consistent with

peer group norms. It is generally thought that sub-

stance abuse is a behavior that many people participate

in during late adolescence and early adulthood, that

evolves either into low‐risk use or addiction, and that is
under a good deal of voluntary control. Consequently,

the elderly are basically not involved in substance abuse

or ‘‘risky use.’’

Chemical dependence or addiction Chemical

dependence or addiction is clearly a chronic disease

of the brain and bears no relationship with morality,

education, social class, or ethnicity. (For more infor-

mation on addictive disease see ‘‘Addiction.’’) It is a

primarily genetic illness that clusters fairly heavily in

families. Addiction is characterized by the repetitive,

intermittent, loss of control over the use of a euphoria‐
producing drug, resulting in problems in a person’s

life. As a consequence, addiction is generally not

defined in terms of quantity and frequency of use,

but rather in terms of patterns (loss of control) and

consequences (repeated problems) of use.

The essential problem in addiction is this loss of

control, and the resulting bizarre, uncharacteristic,

erratic, or irresponsible behaviors. The societal costs

of addictions are overwhelming. Over 70% of domestic

violence, 70% of child abuse and 90% of childhood

sexual abuse are thought to be addiction‐related. In the
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elderly, falls, progression of dementia, and inconti-

nence are commonly associated with or worsened by

addictive disease. The economic costs of addiction are

estimated at 80–110 billion dollars per year, and addic-

tions are considered the nation’s number one health

problem!
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Suicide
Deborah J. Gould

Suicide is one of the leading causes of death in the

United States, with an incidence of 10.6 per 100,000

people. In 2000, almost 30,000 deaths in the United

States were due to suicide, accounting for 1.2% of

all deaths. Suicide was more frequent than homicide

by a ratio of 5:3.

There are many factors that contribute to suicide.

Some of the risk factors include male gender, age,

substance abuse, a family history of suicide, poor social

supports, medical illness, a history of previous suicide

attempts, and history of abuse as a child. Most people

who commit suicide have a psychiatric diagnosis such

as depression, bipolar illness, or schizophrenia. In any

given year, more than 18 million adults will experience

some form of depression. Every year 12% of women
and 7% of men become depressed. The lifetime risk of

developing depression is 20% for women.

Children and adolescents can also have depression.

It has only been in recent years that depression in

children has been acknowledged as being more than

just a ‘‘phase’’ that the child or adolescent is going

through. It is estimated that approximately 4% of

adolescents become depressed annually. Suicide has

become a major public health concern in this younger

population. In 2000, the leading cause of death for

15–24 year olds was accidental injury followed by

homicide and then suicide. Suicide was also the third

leading cause of death for children aged 10–14.

On the other end of the age spectrum, older adults

are disproportionately represented in the suicide sta-

tistics. In 2000, 13% of the US population was over the

age of 65, but accounted for 18% of the suicides. The

highest suicide rate is among males 85 years and older.

In individuals aged 65 and above, the prevalence of a

diagnosable depression is about 2%. Although depres-

sion is common in the older adult population, it should

not be considered a normal part of aging. As in their

younger counterparts, depression in the elderly requires

treatment. It has been estimated that more than 75% of

older adults who commit suicide have seen their pri-

mary care physician within a month of the suicide, and

40% have seen a physician within the week. This may be

because older adults have a difficult time recognizing

depression and often have physical rather than emo-

tional symptoms. These physical symptoms are called

‘‘depressive equivalents.’’ Recognizing these symptoms

as manifestations of depression can lead to timely diag-

nosis and initiation of appropriate treatment.

In all age groups, male gender is a major risk factor

for suicide. Females attempt suicide three times as

frequently as men, but the rate of suicide is four

times greater for men. Men account for 81% of the

suicides in people age 65 and above. For younger

adults 20–24 years of age, the rate of suicide was

seven times greater for men than it was for women.

Race also factors as a variable for the risk of suicide

in the United States. In all age groups, African‐
American women have the lowest rate of suicide and

white men have the highest. African‐American males

approach the rates for white males from ages 14 to 24,

but then decline. For all age groups the rates for white-

women are consistently higher than for African‐
American women and consistently lower than for

African‐American men.

http://www.niaaa.nih.gov/
http://www.nida.nih.gov/
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The most common method of suicide is self‐
inflicted gunshot wound, accounting for 60% of all

suicides. The presence of a firearm in the home has

been found to be an independent risk factor for suicide

in both sexes. In men the second leading means of

suicide is hanging, and in women it is drug ingestion.

Depression, a risk factor for suicide, tends to run in

families and the kind of depression that produces

suicidal thoughts may also. The biology of depression

is related to decreases in neurotransmitters in the

brain, specifically serotonin and norepinephrine. New

onset depression in later life may be related more to

depletion of norepinephrine and may have a vascular

origin. This type of depression may be an early symp-

tom of dementia. The older antidepressants are called

tricyclics and increase the availability of norepinephr-

ine in the brain. Newer antidepressants called selec-

tive serotonin reuptake inhibitors (SSRIs) increase

the amount of serotonin in the brain. There are also

antidepressants that increase the levels of both norepi-

nephrine and serotonin. A combination of antidepres-

sants and psychotherapy is the most effective treatment

for depression. However, recently there has been con-

cern that the antidepressants that increase serotonin

may increase suicidal thoughts, especially in children

and adolescents. The Federal Drug Administration has

recently issued warnings to this effect.

Suicide is a complicated problem with biological,

psychological, and social factors contributing to its

etiology. Research is currently being conducted

to understand more fully the biological and genetic

factors that may predispose to suicide. This knowledge

will lead to improved medications. The psychological

factors can often be addressed in psychotherapy. How-

ever, neither medication nor psychotherapy can be

initiated until individuals at risk are identified and

offered appropriate treatment. Knowing the social

issues that contribute to suicide can help with eva-

luation and risk assessment. Substance abuse and

depression can be treated simultaneously in programs

called ‘‘dual diagnosis.’’ The presence of cognitive

decline in older adults can be ascertained earlier

because of its probable relationship to depression.

Social isolation, in part due to medical conditions,

should be addressed in the older adult population

and social services provided to establish good support

systems. The research, treatment, and social changes

required to have an impact on the suicide rate in the

United States will require substantial financial invest-

ment in both the public and private sectors.
Related Topics

>Depression, > Firearms, >Mental illness, >Mood

disorders, >Parasuicidal behavior, >Psychotherapy,

> Substance use, >Violence
Suggested Readings

Garlow SJ, Purselle D, Heninger M (2005) Ethnic differences in

patterns of suicide across the life cycle. Am J Psychiatry
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Survivor Benefits
Janet L. Lowder . Mary B. McKee . Lisa M. Montoni

Some people provide for their loved ones by purchas-

ing private life insurance policies and designating

family members as the beneficiaries to receive the

proceeds of these policies after their death. Pre‐need,
prepaid funeral contracts are fast replacing what used

to be called ‘‘burial insurance,’’ a small, low‐premium

life insurance policy designed to cover the insured

person’s funeral costs. Social Security only provides a

$255.00 as a one‐time lump‐sum benefit to the surviv-

ing spouse (not the brother or the nondisabled adult

daughter or the niece) of a deceased wage earner.

Social Security, as we know it, is essentially a wage‐
replacement program that provides monthly cash

income benefits to workers and their families. Workers

who leave the work force because of disability or retire-

ment file their own ‘‘life claim’’ for benefits; the

families of deceased workers file a ‘‘death claim’’ for

benefits to sustain them in the wage earner’s absence.

The number of years a wage earner must work and earn

credits for their family to be eligible for Social Security

http://nimh.nih.gov/publicat/elderlydepsuicide.cfm
http://nimh.nih.gov/publicat/elderlydepsuicide.cfm
http://www.nimh.nih.gov/publicat/harmsway.cfm
http://www.nimh.nih.gov/publicat/harmsway.cfm
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survivors’ benefits depends on how young the worker

is at death. The younger a person is, the fewer years he

or she needs to work (never more than ten, sometimes

as few as one and a half) to provide a survivor’s benefit

for a spouse or children.

Surviving spouse benefits (sometimes called a

‘‘widow’s or widower’s pension’’) are payable to a sur-

viving spouse, but only if over 60, or at least 50 and

disabled within 7 years of the spouse’s death. Anyone

who is not already disabled and does not work or

does not remarry for more than the 7‐year period and

then becomes disabled cannot draw on the deceased

wage‐earner’s work record. Such an individual may at

any time qualify for Supplemental Security Income

(SSI) benefits that are means‐tested (low income and

assets) but not tied to any worker’s Federal Insurance

Contributions Act (FICA) contributions. Full surviving

spouse benefits are available as early as age 65 (approa-

ching age 67 for those born after 1939), but reduced

surviving spouse benefits are first available to the

nondisabled survivor at age 60.

Also eligible for benefits on the earnings record of a

deceased worker (subject to a family maximum on a

single worker’s earnings record) are minor children

(under age 18, up to age 19 if they are still in school,

not college). This includes children who are born

after the wage earner’s death, provided they are his

or, conceivably, hers. Under‐60, nondisabled surviv-

ing spouses only draw benefits if they have a nondis-

abled child under 16 in their care (parents of disabled

children and the over‐16 disabled children themselves

continue to draw survivor’s benefits until the disabled

adult child (DAC) begins to draw benefits in his or

her own name at age 18). Once the child turns 17, the

surviving minor child still draws benefits, but the par-

ent is expected to earn a living or remarry someone

who is working and can support them. Ex‐spouses may

be entitled to benefits as well, depending on the length

of the marriage, when they remarried, their own age

and disability, and other factors, including whether

they are caring for a disabled child of the deceased

wage‐earner. Even a parent over 62 who was dependent

on the wage earner may draw benefits to replace the

wages on which they had relied before they lost their

adult child.

In general, healthy, working‐age surviving spouses

without young children in their care do not receive any

automatic cash benefit (or health insurance) when the

wage‐earner on whom they may have grown dependent

leaves the workforce due to his or her death. The wage
earner’s FICA contributions are not for naught, how-

ever, since the surviving spouse will be able to draw on

that deceased worker’s earnings record when the survi-

vor turns 60 (with certain exceptions among those who

remarry). Generally, remarriage before age 60 will cut

off your right to draw on your deceased spouse’s work

record. For those fortunate enough to remarry later in

life, after age 60 (or 50 if disabled), they can bring their

survivor’s benefit with them to the marriage.

Do Social Security survivor benefits really replace

the lost wages of the deceased worker? No, even con-

sidering that worker is no longer in the household

eating, consuming utilities, dressing and driving to

work so there are technically fewer people in the house-

hold needing support. The principal insured amount

(PIA) is designed to reward those who contribute to the

system, but it is never more profitable or financially

better for the family for the worker to die or become

disabled. Yet for many, even those who do carry some

private life insurance, the Social Security survivor ben-

efit is the greatest financial legacy they leave.
Related Topics

> Social Security
Suggested Resources
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Systemic Lupus
Erythematosus
Lori B. Siegel

Systemic lupus erythematosus (SLE) is a multisystem

autoimmune disease that presents with a wide variety

of clinicalmanifestations. Themain immunologic defect

is the production of antibodies to one’s own self. The

http://www.law.cornell.edu/socsec
http://www.nsclc.org
http://www.ssa.gov/ww&os2.htm
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immune system sees the normal human‐proteins as for-
eign and attacks them causing inflammation and tissue

destruction. The main organs involved are the joints,

skin, kidneys, lungs, heart, and nervous system. SLE is

primarily a condition in women during the childbearing

years and is greatly influenced by estrogen and hormonal

fluctuations.

Traditional SLE may be present in a variety of ways

in a spectrum of severity. The clinical features often

include fever, fatigue, and weight loss. The skin may

have an associated rash, there may be pain in the chest

as the lining of the lungs and heart become inflamed,

and the joints may swell. A careful investigation may

also find kidney involvement. The brain and peripheral

nerves may be involved in a variety of ways as well.

Laboratory investigations may reveal an immune‐
mediated anemia, low white‐cell, and platelet counts.

Special tests called antinuclear antibody titers (ANA)

may also help identify that the patient has antibodies

to their own proteins. Specific ANA types may be seen,

which help predict organ involvement and prognosis.

The SLE in the elderly is quite rare but does exist.

It may be due to a reaction to a medication, which

primes the immune system to develop autoanti-

bodies. Drug‐induced SLE may be associated with

any medication but is classically associated with car-

diac arrhythmia medications (procainamide), anti-

thyroid medications (propylthiouracil), antiseizure

medications (phenytoin), and some antihypertensive

medications (hydralazine). The cases of drug‐induced
SLE are usually milder and do not have major organ

involvement and are not associated with tissue

damage. These patients may experience arthritis, fati-

gue, and some chest pain due to inflammation of the

lining of the heart and lungs. These symptoms may

develop shortly after a medication has been started or

it may occur months later.

A clue to determining whether the patient has

developed drug‐induced SLE is to check the ANA. It

may be positive but in a homogeneous pattern, which

shows that the cells when examined in the microscope

light up completely in no specific pattern. The finding

of antihistone antibodies and antibodies to single‐
stranded DNA is classic. The treatment is to stop the

medication and treat the patient symptomatically with

analgesics and nonsteroidal anti‐inflammatory medi-

cations. Unfortunately, the ANA may remain positive

for a long period of time. The patient should be edu-

cated that if their ANA is tested in the future, and it is

likely to be positive; this finding will not be new and
will just reflect the previous drug exposure. A continu-

ously positive ANA does not mean that the person has

developed classic SLE.

There are a small percentage of people who develop

SLE later in life but it is rare. Fortunately, it is mild and

the diagnosis is usually based only on a positive ANA

with some arthritis. Any individual, past childbearing

years, who develops a positive ANA, should be evalu-

ated for underlying infection or malignancy. The ANAs

may also be positive in people who have no disease or

those with TB and viral illnesses.

The treatment of SLE focuses on the symptoms.

Nonsteroidal anti‐inflammatory medications are used

for arthritis and mild chest pain due to inflamma-

tion of the heart and lung lining. Hydroxychloro-

quine may be used for fatigue and skin disease.

Other disease‐modifying medications are used for

more refractory conditions. In SLE of the elderly

and drug‐induced SLE, such advanced measures are

usually not necessary and the side effects of these

medications may have more devastating effects in this

population.

Corticosteroid use should be reserved for life threa-

tening or major organ system involvement of SLE.

The side effects are significant and may seriously

harm an older individual with other medical problems.

Corticosteroids may exacerbate hypertension, cause

glaucoma, accelerate and worsen atherosclerotic dis-

ease, alter lipids, and upset glucose control causing

diabetes. They may also accelerate bone loss and

increase skin fragility. They predispose people to infec-

tion and may cause psychosis, depression, and mania.

All of these conditions may already be present in the

older population and by adding this medication incor-

rectly or unnecessarily causes grave harm. It must be

remembered that the SLE in the elderly population is

usually mild, whether idiopathic or drug induced, and

treating the symptoms is all that is usually needed.

Good communication and the careful use of labora-

tory tests will help identify the correct diagnosis.
Related Topics

>Autoimmune disease disorders, >Rheumatoid

arthritis



Testicular Cancer
Derek Raghavan

Cancer of the testis is a relatively uncommonmalignancy

in the general male community, but is the commonest

cancer in men aged 18–30, with an annual incidence

of about 5–7 new cases per 100,000 males per year.

In this age group,most primary testis cancers are derived

from germ cells within the testis and are known as

germ cell tumors. There are two common types of germ

cell tumor–seminoma and non‐seminomatous germ cell

tumors (NSGCT). The NSGCTs consist of three differ-

ent pathological types–embryonal cancer, malignant

teratoma, and choriocarcinoma. These tumors resem-

ble aspects of the developing fetus under the micro-

scope. Cancer occasionally occurs in the testis of men

aged 60 and above, but there is less than 1 case per

100,000 males per year.
Lymphoma

In older men, testicular cancer may occur as a primary

tumor or as a metastatic deposit. The most common

tumor arising in the testis in elderly men is malignant

lymphoma, most commonly of the non‐Hodgkin’s

type. These tumors usually are found as part of a

systemic syndrome, with lymphomatous tissue being

identified in the lymph nodes elsewhere in the body

and sometimes in other organs, such as lungs and

brain. Testicular lymphoma is known to occur in asso-

ciation with lymphoma arising in the lymph nodes

around the tonsils and sometimes in the central ner-

vous system. Treatment depends on the distribution of

the disease, but usually requires systemic chemotherapy

with or without radiotherapy. Surgical removal of the

testis may not be necessary, especially in the setting of

multisite disease, although surgical removal and pre-

ventative radiotherapy to adjacent nodes may achieve

cure in patients with extremely localized lymphoma in

the testis.
Germ Cell Tumors: Seminoma

Seminoma is another primary testis cancer, usually

found in men aged 25–35, but occasionally found in

a patient aged 60 or older. This cancer, one of the germ
# Springer-Verlag Berlin Heidelberg 2008
cell tumors, is characterized by a diffuse, large cell,

symmetrical infiltration of the testis. The cells are

characteristically rounded, with prominent nucleoli

and are found distributed in sheets. The testis itself is

usually symmetrically enlarged, with a firm to hard

consistency. The tumor can present as a painless or a

painful enlargement of the testis. Occasionally semi-

noma will spread via the lymphatic vessels to the

abdominal (retroperitoneal) lymph nodes. Less com-

monly, patients will present with lung or bone metas-

tases, whereas metastases at other sites are much less

common. For a localized seminoma, treatment consists

of surgical removal and preventative radiotherapy to

the draining abdominal lymph nodes. For patients

with established metastatic seminoma, chemotherapy

is usually the treatment of choice. These cancers are

usually cured, irrespective of the extent of disease,

provided that the correct treatment is used.
Spermatocytic Seminoma

A variant of seminoma that is more commonly found

in the elderly than in young patients is spermatocytic

seminoma. This tumor is not thought to be derived

from germ cells, although its origins remain somewhat

controversial. In addition to its occurrence in an older

aged population, it can be differentiated from classical

seminoma by its lower tendency to metastasize and

by the presence of a curious pattern of calcification

within the tumor, best seen on x‐ray or computerized

tomographic (CT) scan. Surgical removal of the testis

is usually sufficient treatment for spermatocytic semi-

noma, although very rarely radiotherapy or chemother-

apy may be required.
Nonseminomatous Germ Cell Tumors

Rarely, nonseminomatous germ cell tumors may occur

in the testis of the elderly male. In this situation, treat-

ment will depend on the extent of the disease. The

primary tumor is usually treated by surgical removal.

Staging tests, including the measurement of tumor

markers (proteins released into the blood by germ

cell tumors) and CT scans, will determine whether

the tumor is localized to the testis or has spread to

the lymph nodes of the abdomen or to non‐nodal sites,
such as lungs, liver, bones, and brain. If the tumor is

localized to the testis, treatment consists of surgical
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removal and either close observation or an operation

to remove the lymph nodes of the abdomen (retro-

peritoneal lymph node dissection). The lymph node

dissection gives information about whether the tumor

has spread to the nodes, and can be curative if there are

only microscopic amounts of cancer in the nodes. If

the tumor has spread extensively to the abdominal

nodes or further, treatment usually consists of che-

motherapy, and most often a combination of three

anticancer drugs, cisplatin, etoposide, and bleomycin.

This is quite an aggressive treatment, but usually

results in cure. However, the older patient is at risk of

suffering increased complications from chemotherapy.
Other Testicular Tumors

Other less common testicular tumors are occasionally

found in elderly men. These include tumors that arise

in the Leydig cells and Sertoli cells of the testis. Both

Leydig cell tumors and Sertoli cell tumors usually tend

to be localized. These tumors form a spectrum from

benign to malignant, although the benign tumors tend

to be more common. They usually present as a testi-

cular swelling, and the diagnosis is usually made after a

pathological analysis of the surgically removed tumor-

ous testis. Usually these tumors are cured by orchiect-

omy (removal of one or both testis) alone, although

occasionally a retroperitoneal lymph node dissection

will be carried out in an attempt to control metastases

to other areas. This will be considered particularly for

tumors that have spread up the spermatic cord or with

a high mitotic index (a high rate of cell division). The

role for radiotherapy or chemotherapy is quite limited.
Metastases to the Testis

The testis is sometimes the site of metastatic deposits

in older aged men. Tumors known to metastasize to

the testis include those arising in the lung, prostate,

and malignant melanoma. Occasionally leukemia, a

cancer primarily of the bone marrow, will involve the

testicles. In the older aged patient with these tumors,

treatment is usually palliative (rather than curative)

and depends on the sites of involvement and the

pathology of the primary tumor. For example, meta-

static small‐cell lung cancer with metastases to the

testis will usually be treated by systemic chemotherapy,

sometimes augmented by local radiotherapy. Surgery

to the testis is usually not required, other than to
achieve a tissue diagnosis. This can be done by a needle

biopsy, depending on the clinical context. Metastases

from prostate cancer may be treated by hormonal

manipulation (castration) as prostate cancer is very

sensitive to suppression of androgens.
Related Topics
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Testis
Derek Raghavan

The testis (testicle) is a complex, glandular structure

that functions as the source of sperm production, and

which is the site of testosterone production. During

embryological development, two testicles are usually

formed, and descend to sit in the scrotum, adjacent to

the midline. Each testis consists of seminiferous

http://www.plwc.org
http://www.cancer.org
http://health.nih.gov/result.asp/661
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tubules and interstitium. The seminiferous tubules con-

tain germ cells, which mature into sperm, and Sertoli

cells, which support that maturation. The interstitium

contains the Leydig cells, which make male hormones,

predominantly testosterone, with the stimulus to pro-

duction coming from the hypothalamic–pituitary axis.

Luteinizing hormone releasing hormone (LHRH) sti-

mulates production of luteinizing hormone (LH) from

the pituitary, and this stimulates production of testos-

terone. Testosterone production has a diurnal rhythm,

with the maximum production normally being in

the morning.

Testosterone acts on hormonally responsive tissues,

such as the prostate, via direct action or after conver-

sion to a metabolite, such as dihydrotestosterone

(DHT). It can also be converted into estrogen by the

aromatase enzyme. In the situation of androgen

responsive tissues, activation of androgenic function

is mediated through androgen receptors, transcription

factors that are activated by cellular entry of testos-

terone, usually in the form of DHT.

Older men have lower blood concentrations of

androgens, including testosterone, and similar chemi-

cals that arise from the adrenal glands. This decline is

usually gradual, progressing through adult life. For

example, the circulating level of testosterone is typically

in the range of 400–700 ng/dl in men aged 40 years, and

may fall to the range of 300–400 ng/dl in men aged

80 years. Around 50% of men older than 70 years have

blood levels of testosterone below the normal range.

Low circulating testosterone levels can have many

consequences, including reduction inmusclemass,mus-

cle strength, bone mass, libido, and sense of well‐being.
Anemia may sometimes accompany this situation as

erythropoiesis (the formation of red blood cells) is an

androgen‐dependent function. It has been suggested that
reduced levels of circulating androgens may cause

impairment of cognition. In some cases, testosterone

replacement therapy is prescribed, although caution

must be exercised since testosterone therapy may stimu-

late growth of an occult prostate cancer. The decision to

use such treatment represents a balanced judgment that

weighs the potential risks and benefits.

The aging testis is subject to atrophy and to infec-

tion. Most infections probably arise from the urinary

tract, often as a secondary phenomenon in men with

benign prostatic hyperplasia, a benign age‐related
increase in prostatic tissue. As a result of the increased

size of the prostate, which surrounds the urethra as it

emerges from the lower end of the bladder, there is a
tendency to urinary stasis or slowing, creating a nidus

for the development of infection. Occasionally, bac-

teria from the urine will lodge within the testicles,

creating inflammation and infection, so‐called orchitis.
Orchitis can arise from bacteria, or occasionally will be

due to a viral infection (more common in the young).

As discussed in a separate section, the testis will some-

times be the site of a primary or secondary malignancy

(see ‘‘Testicular Cancer’’).
Related Topics
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Temporary Restraining
Orders
Michael Darflinger

According to the US Census Bureau, approximately

28.9% of the American people are 50 or over. This

equates to approximately 84 million men and women,

many of whom will need a variety of legal services as

they continue their day to day lives in an ever more

complex world. This may include a need for temporary

restraining orders or orders of protection.

In most states there are two options for individuals

who have been or fear being abused and neglected to

obtain legal protection: an Emergency Order of Pro-

tection (EOP) or a similarly named order of protec-

tion, which is based on state legislation; and the

common law process for a Temporary Restraining

Order (TRO), or the state’s equivalent. Each option

of protection has multiple steps.
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The qualifications for an EOP vary from state to

state. For example, in Illinois, the person who has been

abused or neglected or fears such must reside in the

same household as the abuser, be in a relationship with

the abuser as a partner, spouse, or dating, or be a

family member of the abuser. The EOP is fairly com-

mon between individuals who are married or in a

relationship; however, the legislation also covers people

who are unable to protect themselves due to advanced

age. If someone who is older is living with a stranger or

family member, whether or not someone in that

household is a primary caregiver or whether or not

that person is dependent upon anyone in the house-

hold, the older person is protected by the statute and

can obtain an EOP. The protection also includes indi-

viduals who live in shelters. The abused person may

seek protection from family members and people with

whom they are in a relationship with even if they do

not reside in the same household. However, strangers,

people who the victim knows but is not in a relation-

ship with, and abusers who are employees of a resting

home where the victim resides for example, do not

appear to be covered by this statute.

In other states, such as California and New York,

the process varies. In California, for example, anyone

can obtain an Emergency Protective Order. However,

in order to do so, the person abused must call the

police who will then come out and take a report. At

the same time, the police, if asked to do so, will submit

a form requesting an EPO and fax it to an on‐call
judge, who will make a determination on the spot

and the abuser will be served. The abuser must be

served for the order to be effective. The entire process

may take less then two hours. At the same time, a court

date for a permanent protective order will be made.

The process in New York is slightly more complex.

The District Attorney will have to either include a

request for an EOP (or the equivalent) with or without

any criminal charges against the alleged abuser. At the

conclusion of the trial, the judge will determine

whether or not to grant this and the person will not

be protected until they do so. A person who is a family

member of the abuser also may bring a case against the

abuser in family court, but this is limited to people

who are in the same family or share a child in common

with the abuser. If the person who has been abused

qualifies for this, they can obtain an EPO. If they do

not, legal protection will take longer to obtain.

Returning to Illinois as an example, once a person

believes that the situation with which they have been
presented fits within the scope of an EOP, there are a

number of steps that need to be taken. Speaking with

someone in an organization in your state who works

with domestic abuse is a good place to start. In many

states this could be someone who works with DOVE.

The person may need to venture to the clerk’s office at

the court house and obtain the forms for an EOP. The

clerks may be able to both identify which forms are

necessary and help the individual complete them. An

individual may also seek assistance from outside organi-

zations in order to complete the forms or if needed,

obtain emergency housing. There is generally no cost

and, once submitted, the judge will make a decision and

the abuser served in the same day.When the judge issues

this order, the court will also schedule what is called a

Plenary, that is, a court date where both parties will be

present and the judge will determine whether or not to

make the emergency order of protection permanent by

issuing a Plenary Order of Protection. If the order is

granted and the abuser violates the order, the victim

can call the police who may arrest the abuser. Lastly,

grandparents raising grandchildren may file an EOP on

behalf of themselves or the child against one or both

of the natural parents regardless of who has custody.

Individuals who are not in a relationship with, are

not family members of, or who do not reside in the

same home as the person against whom they are seek-

ing protection (everyone else in short), will need to use

the common law process for obtaining a restraining

order. Each state’s process for doing this will vary.

Again, one of the best sources for obtaining details

about a specific state’s process is an organization that

works with domestic violence issues. In Illinois, for

example, the first step is to request a Temporary

Restraining Order (TRO). Both California and New

York generally use the same terms. The person making

the request will hire an attorney who will draft a peti-

tion that includes a request for a TRO, preliminary

injunction, and permanent injunction and file it with

the court. Within a few days, the individual and their

attorney will have a court date to request the TRO

and preliminary injunction hearing date. This is done

ex parte, meaning without the defendant or his or

her attorney present. The judge will then make a

decision on whether or not to grant the TRO and will

also schedule the preliminary injunction hearing.

The clerk’s office will issue a summons to the alleged

abuser for the second hearing date. At the second

hearing, also called the preliminary injunction hearing,

both parties will be present and the judge will make a
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determination as to whether or not to grant the pre-

liminary injunction. If it is granted, a third court date

will be set for determining the permanent injunction.

If the judge denies the preliminary injunction, the

plaintiff will not be afforded legal protection until a

decision is reached at the permanent injunction hear-

ing. Unfortunately, if the abuser violates the court order

the victim does not have the option of merely calling

the police and having the violator arrested. Instead, the

victim will have to take the violator to court each time

the violator violates the court order.

In California, the intermediate or second hearing

no longer exists, which means that it is really a two‐step
process. In New York the process is similar: the attor-

ney will submit a petition and the judge will make an

ex parte determination on the same day, order a sum-

mons to be delivered to the alleged abuser (the TRO is

not effective until the summons is delivered, whichmay

present some problems if the abuser cannot be found)

and schedule a return date for a final determination.

People who are single, divorced, unmarried cou-

ples, or in same-sex relationships may not fall within

the scope of protection of the statutes depending on

the state they reside in. If an individual’s circumstances

do not fall into one of these categories then they can

seek protection via the second method starting with

hiring an attorney and requesting a TRO and following

the procedures.
Related Topics

>Elder abuse and neglect, > Family violence,

> Intimate partner violence, > Legal services

Suggested Resources

http://www.safehorizon.org/page.php?nav¼sb&page¼ legalas

sistance
Thyroid Disease
Armand Krikorian

The thyroid gland, located below the ‘‘Adam’s apple’’ in

the neck, is responsible for the production of thyrox-

ine. This hormone regulates body metabolism and
affects several aspects of body function, including

heat and cold regulation, and the digestive, respiratory,

reproductive, and neuromuscular systems.

Disorders of the thyroid gland commonly occur

in the elderly, and affect about 10% of people age 65

and over. They are more common in women, affect-

ing 15% of women aged over 70. These disorders

encompass thyroid gland underfunction (hypothyroid),

overfunction (hyperthyroid), as well as benign and

malignant nodules of the thyroid. Untreated, these dis-

eases can greatly decrease a person’s quality of life and

potentially be fatal.

Hypothyroidism is the most common disorder of

the thyroid gland. In nearly all cases, it is due to a

problem within the gland where not enough hormone

is produced. This can also result from some medica-

tions, surgical removal of the thyroid gland, radioac-

tive iodine treatment, and pituitary gland diseases. The

most common cause of primary hypothyroidism is

called Hashimoto’s thyroiditis, an autoimmune condi-

tion where the body produces cells called antibodies

that attack its own thyroid tissue.

The classical symptoms of hypothyroidism reflect

slowing in overall metabolism and include feeling of

cold, constipation, fatigue, mental slowing, dry skin,

coarse hair, puffiness, weight gain, slow heart rate,

increased blood pressure, and menstrual irregularities.

Fatigue andweakness are themost prominent symptoms

in the elderly. These symptoms may develop slowly and

subtly, and can easily be confused with normal aging.

The diagnosis of hypothyroidism is made by mea-

surement of blood levels of the thyroid hormone thy-

roxine and a pituitary hormone that controls the thyroid

called thyroid‐stimulating hormone (TSH). Levels

of TSH rise when blood levels of thyroid hormone are

low and vice‐versa. The appropriate combination of

test‐results establishes the diagnosis.
The treatment of hypothyroidism consists of the

administration of thyroid hormone (levothyroxine) in

the form of tablets of various dosages, usually taken

once a day. Improvement in symptoms starts usually

within 2 weeks after initiation of therapy. Monitoring

of blood levels of TSH and thyroxine is done periodi-

cally to ensure adequacy of therapy. In the elderly

population, thyroid hormone replacement is usually

initiated at a low dose and gradually increased to

target, due to concerns about stressing the heart with

an abrupt full‐dose therapy. Surgical removal of the

thyroid is usually not performed for the treatment of

hypothyroidism.

http://www.safehorizon.org/page.php?nav = sb&page = legalassistance
http://www.safehorizon.org/page.php?nav = sb&page = legalassistance
http://www.safehorizon.org/page.php?nav = sb&page = legalassistance
http://www.safehorizon.org/page.php?nav = sb&page = legalassistance
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Screening for hypothyroidism in the general popu-

lation in the absence of symptoms is controversial.

Recent statements from the US Preventive Services

Task Force as well as a clinical consensus group have

advised against population‐based screening.

Hyperthyroidism represents an excess of thyroid

hormone, whether due to over‐intake of thyroxine

during treatment for hypothyroidism or due to

increased production by the thyroid. The most com-

mon cause of hyperthyroidism is Grave’s disease, where

antibodies are produced that cause an overactivity of

the thyroid gland. Other causes include independent

functioning thyroid nodules and some forms of inflam-

mation of the thyroid (thyroiditis). Iodine‐induced
hyperthyroidism occurs after the intake of iodine‐rich
substances such as the dietary supplement Kelp, drugs

(amiodarone), or iodinated contrast media for radiologi-

cal procedures.

Regardless of its cause, hyperthyroidism represents

a state of increased metabolism, with its manifestations

contrasting with hypothyroidism. These include warm

skin, thinning of the hair, increased heart rate, irregu-

lar heart rate (atrial fibrillation), weight loss, increased

appetite, diarrhea, menstrual abnormalities, tremors,

inability to concentrate, memory loss, and muscle

weakness. Elderly patients may present with more

subtle symptoms, such as silent atrial fibrillation, or a

state of apathy. In Grave’s disease, involvement of the

eyes, with outward protrusion, is typical.

The diagnosis of hyperthyroidism is also made by

measuring blood levels of the thyroid hormone and

TSH. TSH levels are typically low and thyroid hor-

mone levels high. In addition, measurement of thy-

roid‐receptor antibody levels may be a clue to the

diagnosis of Grave’s disease. To further establish the

cause of hyperthyroidism, scanning of the thyroid

using radioactive iodine may be performed.

Three different modalities are used for the treat-

ment of hyperthyroidism: medications, radioactive

iodine, and surgery. The choice depends on the cause

of hyperthyroidism as well as patient’s preference. Of

the three, surgery is used least often. It is reserved for

situations where the thyroid is so enlarged that it affects

swallowing or breathing, or all other therapies fail. It is

also a reasonable approach for cosmetic reasons.

Medical therapy is in the form of pills such as

methimazole or propylthiouracyl (PTU). These drugs

are effective in controlling hyperthyroidism, but a

relapse may occur after their discontinuation. Their
side effects are mainly on bone marrow and liver,

hence a complete blood count and liver function tests

are obtained periodically during therapy.

Radioactive iodine is a safe and effective way of

curing hyperthyroidism as it acts by destruction of

the overactive thyroid gland. It is administered orally

and its main side effect consists of the potential for

destruction of the entire thyroid gland, resulting in

hypothyroidism.

The presence of thyroid nodules increases with age

and may be associated with either hyper‐ or hypothy-
roidism. Although most thyroid nodules are benign in

nature, the risk for malignancy in a newly discovered

thyroid nodule is higher in males. Other risk factors

include a history of childhood irradiation and a rapidly

expanding mass. Fine‐needle aspiration, an office pro-

cedure, is the best means to evaluate a nodule for the

possibility of malignancy. The prognosis of thyroid

cancer depends on its type, but is overall favorable.

Treatment includes a combination of surgery, radio-

active iodine, and thyroid hormone replacement.
Related Topics

>Diabetes
Suggested Readings

Habra M, Sarlis NJ (2005) Thyroid and aging. Rev Endocr Metab

Disord 6:145–154

Laurberg P, Andersen S, Bulow Pedersen I, Carle A (2005)

Hypothyroidism in the elderly: Pathophysiology, diagnosis, and

treatment. Drugs Aging 22:23–38

Morley JE (2003) Hormones and the aging process. J Am Geriatr

Soc 51:S333–S337

Rehman SU, Cope DW, Senseney AD, Brzezinski W (2005) Thyroid

disorders in elderly patients. South Med J 98:543–549
Transgenderism
Rashmi Gangamma

Transgenderism is an umbrella term given to individuals

who do not conform to the conventional norms of

gender identity and behavior, and transcend the bound-

aries of a rigid binary system of gender identification.
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Transgendered individuals are characterized by cross-

dressing, either part‐time or full‐time in order to

obtain psychosocial benefits. They are however, distin-

guished from transvestites, as in the case of the latter,

cross-dressing is usually considered a fetish primarily

adopted for sexual gratification.

Aging among these individuals can be a challenging

prospect as the transgender elders have unique needs

specifically related to their age as well as gender status.

The process of aging entails physical, psychological,

and social changes and for those who are marginalized,

it may become stressful. It is a well‐documented fact

that social support, financial security, and access to

health care are factors that influence well‐being, espe-
cially in the elderly population. Although these factors

may not be guaranteed to all, there is hope that they

have opportunities to attain them. However, for those

already struggling with the stigma of being the ‘‘other,’’

the pathways to attain them lay strewn with obstacles.

Transphobia permeates most spheres of the society

and the elderly population seems particularly vulner-

able to its effects. Apart from hate crimes and violence

that they are subject to, there are other discriminatory

practices that affect their quality of life. Access to health

care also depends heavily on the individuals’ perception

of the health care professionals themselves. Issues of

disclosure and privacy play a role in the decisions to

seek health care. Crossdressers may have to choose

between disclosing their status or delaying services,

which increases their risks as older individuals.

According to a survey conducted in 2000, there are

only five states with explicit laws against discrimina-

tion that are transgender inclusive. Sixty‐two other

cities and ten counties have similar antidiscriminatory

practices. However, this means that a large proportion

of this population is not protected by law and therefore

may face greater risks of unemployment or underem-

ployment. In fact, it is often noted that transgendered

individuals are less likely to be educated or in high‐
paying jobs. This may indicate a further risk for the

elderly population who may not have a retirement plan

or compensation.

The possibility of ostracism, not just by the society

at large, but also by their own families has also been

well documented. In some cases they may face the

possibility of being homeless or even suppress their

identity in order to maintain relationships. Needless

to say, this would ultimately increase their vulnerabil-

ity to physical and psychological stressors. The absence
of an adequate network of friends and family could

hinder the usually mundane activities of getting med-

icines, doctor visits, socializing, or even a sense of

security in one’s home. They may also be more prone

to elder abuse and neglect by their family. Older trans-

genders are also known to face ostracism by their

younger counterparts, which could further isolate them.

Considering the widespread attention on the risks

and vulnerabilities facing this population, one may

be tempted to wrongly conclude that there are no

positive factors associated with this population. There

are instances where following support from family

and community members, individuals have been able

to fight discrimination and claim their rights. However

these are so few and far between that instances of

oppression gain more precedence.

What do the elderly transgender individuals need?

Better access to care, insurance coverage for treatment,

antidiscriminatory practices at work, retirement

homes that are welcoming of differences, and the

right to live with dignity. These needs are not vastly

different from the general elderly population and yet

these are needs they have to struggle to fulfill everyday.

It is widely acknowledged that the well‐being of an
individual depends on the existing social and political

climate. In a period of time where the odds are stacked

against those considered ‘‘different,’’ spreading aware-

ness and increasing sensitivity among the general pub-

lic has gained impetus at least in the developed nations.

As a result there are numerous resources in the form of

support groups, advocacy agencies, counseling, educa-

tion programs, and online networks that have been

fairly successful in highlighting injustice and helping

those who struggle with their life as a transgendered

individual. These efforts may not reach every single

person, but it is the start of a movement towards the

utopia of understanding and acceptance.
Related Topics

>Access to health care, >Discrimination, >Elder

abuse and neglect, > Social support, >Transsexuality,

> Stress, >Violence
Suggested Readings

Kessler SJ, McKenna W (1985) Gender: An ethnomethodological

approach. University of Chicago Press, Chicago, IL
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Suggested Resources

Witten TM, Eyler EA, Weigel C (2000, Winter) Transsexuals, trans-

genders, crossdressers: Issues for professionals in aging. Retrieved

28 November 2005; http://www.asaging.org/networks/lgain/

outword‐063.html

Witten TM (2001, October) White paper: Transgender and intersex

aging issues. Retrieved 28 November 2005; http://www.trans

cience.org
Transportation Services
Mark T. Wright

The primary mode of transportation in the United

States is the personal vehicle. According to the 2001

National Household Travel Survey, 92% of all house-

holds owned at least one vehicle and 87% of all daily

trips were taken in a personal vehicle. Among elders,

about half of the private vehicle trips taken are for

shopping and health care. Since almost three‐fourths
of older Americans live in suburban or rural areas,

where travel is necessary to access health care and

other basic life necessities, elders are highly dependent

upon automobile transportation.

Many older people drive less than they did when

they were younger, and about 20% of the elderly do not

drive (in comparison, 12% of individuals aged 15 or

older do not drive). A number of factors may limit use

of personal vehicles by older adults. Limited access to

vehicles may play a role: in 1999, 17% of elderly house-

holds had no vehicles. It is not clear if elders who lack a

vehicle do not need it, cannot use it, or cannot afford

it. Retirement and other role changes associated with

aging may make driving less necessary. Sensory and

cognitive changes associated with normal aging may

impair driving abilities and make drivers less confident

in their skills. Aging‐related changes in visual acuity,

ability to see in dim light, and color discrimination

may make driving more difficult. Aging is also asso-

ciated with decreased complex attention abilities and

diminished processing of visual and other informa-

tion, changes that may further impede driving. These

normal aging changes lead some older individuals to

limit their driving to daytime, off‐peak hours, and to

use only familiar roads. Illnesses affecting vision and

movement such as glaucoma, arthritis, and diabetes
are common in the elderly and can produce physical

impairment incompatible with safe driving. Illnesses

that produce serious cognitive impairment such as

Alzheimer’s disease and cerebrovascular disease can

obviously impede safe driving as well. Many medica-

tions commonly used by the elderly can cause sedation

or cognitive impairment that can make driving unsafe.

Concerns about the safety of elderly drivers have

increased in recent years. Although healthy older adults

drive as well as healthy younger people, and do not

account for a disproportionate number of motor vehi-

cle accidents or road deaths, the number of accidents

per mile driven does increase with advancing age. Fatal-

ities per mile driven are also higher in older adults than

in younger adults; physical fragility associated with

aging may increase the risk of death in an accident.

Particular concerns arise in relation to elders with

dementia. Dementia may cause deficits in attention,

visuospatial skills, and executive functioning (e.g., plan-

ning abilities) that can be particularly detrimental to

driving. Although very mild dementia may not signifi-

cantly impair driving, the ability to drive does decline

significantly with increasing dementia severity. Unfortu-

nately, individuals with dementia and their friends and

relatives often do not recognize problems with driving,

and a number of people with advanced illness continue

to drive despite severe cognitive dysfunction.

Finding solutions to driving and other transporta-

tion problems of elders will be a difficult task. Safety

concerns often lead to consideration of suspension of

older adults’ driving privileges. Although this seems

justifiable in individuals incapacitated by dementia or

physical ailments, it is not justifiable for healthy elders,

who are generally safe drivers, or for dementia patients

with very mild impairment. In weighing the risks and

benefits of driving, it should be kept in mind that

curtailment of driving privileges for elders may be

associated with increased morbidity and mortality.

Many elders find loss of driving privileges ex-

tremely distressing. An inability to drive can result in

decreased self‐esteem, independence, and social inter-

action. Problems with access to transportation have

been shown to correlate with decreased usage of med-

ical services, particularly in rural areas. Caregivers who

are called upon to provide transportation for elders

experience significant disruptions in their lives as well.

It is commonly argued that elders should be helped

to drive as long as they can safely do so, and decisions

to stop driving should be based on driving competence

http://www.asaging.org/networks/lgain/outword-063.html
http://www.asaging.org/networks/lgain/outword-063.html
http://www.transcience.org
http://www.transcience.org
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and not on age or medical diagnoses. Increased public

education is needed on how driving is affected by

normal aging and illnesses associated with aging,

such as dementia. Improved physician screening of

patients at‐risk for driving problems could lead to

better use of driver retesting (via driving simulators

or on‐road testing) and rehabilitation resources.

Programs like the AARP Driver Safety Program

and trained driver rehabilitation specialists can help

identify impediments to safe driving and offer solu-

tions. For drivers who are neither totally safe nor unsafe,

license limitations tailored to specific impairments

(e.g., no night driving) can allow drivers to maintain

their licenses longer while protecting both the driver

and the public. Improvements in roadways such as

making signs easier to read and constructing more

left‐turn lanes could also help elderly drivers. Older

adults who cannot drive but can walk could be helped

by measures that facilitate walking such as better side-

walks, places to rest, and traffic lights that allow slowly

moving pedestrians to cross streets at a reasonable pace.

The development of ‘‘walkable communities’’ could

greatly decrease the need for private transportation.

Public transportation and transportation spon-

sored by health care providers are alternatives to

the personal vehicle. The extension of public transpor-

tation to suburban and rural areas where most elders

live may be limited by cost, though. Older adults may

also be hesitant to use public transportation, possibly

because public transportation is not ergonomically

designed to accommodate them. Increasing ‘‘paratran-

sit’’ services, or public transportation designed with the

physical and cognitive limitations of some elderly peo-

ple in mind could be helpful.

As the elderly population grows, medical and social

service agencies will need to consider the location of

their clients as they locate and plan their services. For

elderly people with very limited or no mobility, the

provision of health services via home visits, telephone

calls, or the Internet could facilitate ongoing care. It

remains to be seen whether savings associated with

improved health and functioning can offset costs

incurred in providing elders with alternatives to private

transportation.
Related Topics

>Accidents, >Driving safety, > Isolation, >Pedestrian

injuries, >Quality of life, >Rural health, >Travel
Suggested Readings

Brown LB, Ott BR (2004) Driving and dementia: A review of the

literature. J Geriatr Psychiatry Neurol 17:232–240

Rosenbloom S (1993) Transportation needs of the elderly popula-

tion. Clin Geriatr Med 9:297–310
Suggested Resources

American Association of Retired Persons (AARP), 1998–2005,

Washington, D.C.; http://www.aarp.org/research/housing‐mobility/

transportation/

American Medical Association, 2003, Chicago, IL; http://www.

ama‐assn.org/ama/pub/category/10791.html

U.S. Department of Transportation Bureau of Transportation Sta-

tistics, 2001, Washington, D.C.; http://www.bts.gov/programs/

national_household_travel_survey/
Transsexuality
Rashmi Gangamma

Transsexuality is the most extreme manifestation of

gender dysphoria—a psychological condition in

which a person’s gender identity is opposite to that of

their sex at birth. In other words the individual feels

‘‘trapped’’ in a body that does not ‘‘fit’’ the perception

of his or her gender. Most of them undertake measures

to correct this through sex reassignment surgery (SRS)

and hormone therapy. Although the medical establish-

ment and popular media use the term transsexual, a

growing activist movement has rejected this and

recommend using trans people or trans woman or

trans man.

The process of transition is long and can have

psycho‐socio‐economic impact on their lives. Aging

in this population brings about issues that are similar

to the transgender and intersex population. In most

individuals, transitioning has been known to increase

feelings of well‐being. After years of suppression of

one’s gender identity, they experience resurgence in

enthusiasm for life. The increased freedom of expression

catalyses experiences of positive personal sensuality.

Older trans people also have the advantage of having

the natural aging process camouflage the differences due

to hormone therapy. Both male and female elders

http://www.aarp.org/research/housing-mobility/transportation/
http://www.aarp.org/research/housing-mobility/transportation/
http://www.ama-assn.org/ama/pub/category/10791.html
http://www.ama-assn.org/ama/pub/category/10791.html
http://www.bts.gov/programs/national_household_travel_survey/
http://www.bts.gov/programs/national_household_travel_survey/
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acquire softer features thus reducing the possibilities of

being ‘‘outed.’’

Although it has been noted that female‐to‐male

(FTM) transitions typically occur years after identify-

ing oneself as a lesbian, male‐to‐female (MTF) transi-

tions occur later in life. Individuals opting to transition

later in life face more health challenges than their

younger counterparts. Several medical conditions like

a history of cardiac illnesses could make them ineligible

for surgery. Hormone therapy could create additional

risks, for instance, androgen supplementation in FTM

could increase the risk for coronary artery disease.

However, it could potentially reduce the occurrence of

bone diseases.

Regular and timely medical care could, however,

become a problem for those who anticipate a negative

reaction from health care providers. This could lead to

delay in accessing facilities that in turn increases their

vulnerability illnesses. The fear of losing privacy and the

risk of facing ridicule or even refusal to treatment plays

an important role in their decisions to visit professionals.

Underemployment and unemployment is known

to be common among the trans people. This directly

affects their ability to build financial security that is

considered crucial during the later years. Employees

undergoing gender transition can be subject to ridicule

and humiliation against which there are very few laws

in the country. This could affect their health care

decisions as well as most insurance companies do not

cover treatment expenses for transitioning.

Though not many individuals decide to undergo

transition in later years, redefining one’s roles as a

father or mother, grandfather or grandmother can be

extremely daunting. This change involves not just the

individual but also the partner involved who also

understands the fact that there has been a change in

the relationship but not in their orientation.

Support derived from family members is crucial in

the degree of social integration of the trans person.

Coming out to their families could potentially place

them at risk for violence and hate crimes. Considering

the absence of laws protecting this population, elder

abuse and neglect could easily go unreported. The

older individuals are also known to face discrimination

and ridicule from their younger counterparts, thus

isolating them further.

Further, seeking care in assisted living facilities may

be a challenge for them given the potential for ostra-

cism by others. This may be particularly difficult for

those who have transitioned at a later stage, who may
have incongruence in their gender presentation and

history of their personal relationships.

The needs of the elderly are not drastically different

when compared to the non‐transsexual aged popula-

tion. However, the sociopolitical climate of the society,

the absence of adequate laws against discrimination,

and lack of social support increase the stressors faced

by the older trans people.
Related Topics

>Discrimination, > Intersexuality, > Sexuality,

>Transgenderism
Suggested Readings

BrownML, Rounsley CA (2003) True selves: Understanding transsexu-

alism—For families, friends, coworkers, and helping professionals.

Jossey Bass, New Jersey
Suggested Resources

Witten TM (2001, October) White paper: Transgender and

intersex aging issues. Retrieved 28 November 2005; http://

www.transcience.org
Traumatic Injury
Aaron L. Rogaczewski . Travis P. Webb

Trauma remains one of the leading causes of death and

disability in the United States. When considering peo-

ple of all ages, traumatic injury ranks as the fifth leading

cause of death. Overall, the prevalence of injury‐related
death is estimated at 37 per 100,000 people. For the

elderly (<65 years), traumatic injury is the ninth lead-

ing cause of death with an injury‐related death rate of

95 per 100,000 people 65 years and older. Although

only constituting 12% of the population, elderly

trauma accounts for nearly 23% of all trauma admis-

sions and one third of all injury‐related deaths. Despite

being injured less frequently than their younger coun-

terparts, the elderly are at higher risk to suffer fatal

injury or an injury requiring hospitalization. Elderly

individuals who suffer nonfatal injuries are at an

http://www.transcience.org
http://www.transcience.org
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increased risk for complications and permanent loss of

independent function. These differences are generally

attributed to the normal aging process, resulting in a

progressive loss of physiologic functional reserve and a

higher incidence of comorbid disease.

As the population ages, there will be an unprece-

dented number of elderly persons at risk of injury and

death. The burden on society and the health care

system will continue to increase. Currently, 28% of

total trauma‐related hospital charges are for the care

of elderly trauma victims. Assuming injury rates

remain constant, by the year 2030, elderly trauma

victims will account for as much as 40% of all injury‐
related hospitalizations and deaths. The amount of

health care spending will correspondingly increase.

Although the elderly experience similar types of

injuries as younger individuals, a number of differ-

ences exist with respect to mechanisms and frequency

of injury. Falls are an extremely common event in the

elderly that pose serious health risk. It is estimated that

roughly one of every three elderly individuals will fall

each year. Despite typically occurring at home and

rarely from great heights, falls represent the most fre-

quent cause of injury‐related hospitalization and

death. In 2002, over 11,000 people over age 65 died

due to injuries sustained during a fall. Of note, 83% of

these deaths occurred in people over the age of 75.

Serious injury is often related to mild to moderate

head injury and boney fractures, leading to long‐term
disability and often death. For those surviving a fall

requiring hospitalization, up to 50% will subsequently

be discharged to a nursing home; moreover, up to 50%

will die within the next year.

Motor vehicle crashes are the second leading cause

of traumatic injury and death in the elderly, account-

ing for over 7,000 deaths in 2002. Motor vehicle

crashes are the leading cause of trauma‐related deaths

for older adults between the ages of 65 and 74.

Although elderly drivers log fewer miles on the road,

they are involved in a disproportionately high number

of crashes. Drivers over the age of 75 have a crash rate

that is second only to new drivers between the ages of

16 and 25 years of age. Furthermore, they have the

highest crash fatality rate of any group. In addition to

motor vehicle crashes, the elderly also have the highest

population‐based fatality rate for pedestrians struck by

vehicles. This accounts for nearly 20% of the yearly

vehicle–pedestrian fatalities. In 2002, over 1,000 pedes-

trians over the age of 65 were struck and killed by

moving vehicles in the United States.
Although violent crime is typically thought to be

associated with the younger population, the geriatric

population is increasingly susceptible to violence both

in and out of the home. Injuries secondary to violent

assaults account for 4–14% of elderly trauma admis-

sions. Up to 4% of the elderly are also victims of elder

abuse, which may be physical, psychological, sexual, or

financial.

A number of factors influence the risk of injury in

the elderly. A progressive diminution of cognitive and

motor skills is a normal part of aging. The elderly

experience changes in postural stability, balance,

motor strength, and coordination that predispose

them to injurious events. Changes in visual acuity

and hearing may lead to an inability to recognize and

avoid hazardous situations. Undiagnosed systemic dis-

ease and illness often increases injury risk in the

elderly. Frequently, traumatic injuries are the initial

presentation of an acute or chronic illness that has

not been previously recognized. Lastly, drug interac-

tions and medication effects have been associated with

potential increased injury risk.

As stated earlier, the high mortality rates associated

with trauma in the elderly population appear to be due

to physiologic changes associated with aging and the

overall ability to tolerate the physiologic stress of

injury. The normal aging process involves an ongoing

progressive decline in cardiac, pulmonary, and renal

function and reserve. Thus, the elderly patient has less

ability to tolerate injury‐induced stress. However, it

should be emphasized that chronologic age poorly

correlates with physiologic age, and organ function

and physiologic reserve varies greatly between indivi-

duals. Therefore, generalizations should be avoided in

the elderly population.

Despite the current discouraging statistical trends

associated with traumatic injury in the geriatric

population, many injuries are preventable. Injury pre-

vention is widely recognized as holding the best

potential for benefit. Substantial impact can be made

using preventive strategies such as home safety

inspections, frequent review and modification of

medication regimens, and treatment of motor and

sensory changes that affect one’s ability to both

perceive and navigate safely through the environ-

ment. Over recent years, public safety programs

and driver education courses focusing on the elderly

have also become available in many communities.

Overall, a heightened awareness of all aspects of

geriatric trauma is needed, and implementation of
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injury prevention programs and public education

will be important as this segment of the population

continues to grow.
Related Topics

>Driving safety, >Elder abuse and neglect, > Falling,

> Falls prevention, > Firearms, >Pedestrian injuries,

>Violence
Suggested Readings

Centers for Disease Control and Prevention (2005) Deaths, percent

of total deaths, and death rates for the 15 leading causes of

death in selected age groups, by race, and sex: United States,

2002 (LCWK3). Centers for Disease Control and Prevention,

Atlanta, GA
Suggested Resources

American Geriatrics Society. Position paper on falls prevention;

www.americangeriatrics.org/products/positionpapers/abstract.

shtml

Centers for Disease Control and Prevention. National Center for

Injury Prevention and Control. Pages regarding elderly drivers,

(5 August 2004); www.cdc.gov/ncipc/factsheets/older.htm.

Centers for Disease Control and Prevention. National Center for

Injury Prevention and Control. Pages regarding elderly fall vic-

tims, (9 September 2005); www.cdc.gov/ncipc/factsheets/falls.

htm

EAST Practice Management Guidelines Work Group (2001)

Practice management guidelines for geriatric trauma. Eastern

Association for the Surgery of Trauma (EAST), Allentown, PA;

www.east.org/tpg/geriatric.pdf
Travel
Gary W. Edmunds

With the improvement of the general conditions of life,

the average life expectancy increased by about 25 years

from a century ago. As a result, four distinct age seg-

ments exist: the young old (55–64), the middle old

(65–74), the senior sector (75–84), and the very old

(85 and over). Sometimes referred to as the maturity

market, older consumers are now recognized as a
major force in the US marketplace and are growing at

a rate twice that of the overall population. Preplanned

leisurely travel is more popular with the older group

(50 and over); travel agents are consulted by about one

in four older people.

Older persons may bemotivated to travel in order to

increase opportunities for socializing, self‐fulfillment,

physical exercise, learning, rest, relaxation, contact with

relatives, change of pace, escape, challenge, and excite-

ment. In addition, older adults may be searching for a

particular sense of significance, meaning, and quality of

life because life must hold more meaning than just

surviving. Recreational travel opportunities should add

meaning and renewal to one’s life, to contribute to one’s

personal well‐being by providing the necessary mental,

physical, and psychosocial stimulation. For seniors, the

winter season, especially between the Christmas holiday

season and spring break, is slow and travel companies

often offer discounts. Older individuals are more likely

to be able to avail themselves of these opportunities

because they often have more time for travel and have

more flexibility to travel at various times.

The Centers for Disease Control and Prevention

has information about outbreaks of infectious disease

around the world and recommendations for vaccina-

tions needed for travel. Elderly individuals have had

delayed development of immune responses following

the administration of some vaccines, decreased peak

antibody responses, more rapid waning of protective

antibodies, decreased protective efficacy, and increased

side effects. Many vaccines currently in use, and particu-

larly those given prior to travel, have never been specifi-

cally studied in elderly subjects. In addition, interactions

among vaccines in elderly recipients have not been ade-

quately studied. Older people have a greater risk of

complications from certain travel‐related infections,

including Japanese encephalitis, yellow fever, hepatitis

A, and typhoid fever. Accordingly, immunization against

these infections may be particularly important for older

travelers. Timing of adequate immune responses is

of particular relevance to travelers because slower devel-

opment of immunoprotection implies that earlier

administration of travel vaccines may be required.

Plane travel is more popular for the over‐50 group.
Limited leg room continues to be the worst feature of

plane travel, according to passenger surveys. Uncom-

fortable and narrow seats may impede normal blood

circulation and sitting still for long periods of time can

increase the risk of edema (the presence of excessive

fluid in tissue spaces usually causing the lower limbs to

http://www.americangeriatrics.org/products/positionpapers/abstract.shtml
http://www.americangeriatrics.org/products/positionpapers/abstract.shtml
http://www.cdc.gov/ncipc/factsheets/older.htm.
http://www.cdc.gov/ncipc/factsheets/falls.htm
http://www.cdc.gov/ncipc/factsheets/falls.htm
http://www.east.org/tpg/geriatric.pdf
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swell), and deep venous thrombosis (the formation of

a blood clot within a blood vessel). Cardiac conditions

constitute the most common cause of in‐flight deaths
and cardiac‐related problems are the highest causes of

in‐flight emergencies. Counseling and screening from a

primary care physician is recommended to advise

those against traveling if necessary for those who are

at risk.

Recent studies have found that travel across time

zones may act as a causal factor in affective psychoses,

with most taking place within 2 weeks of travel; one-

half of individuals affected have a history of prior psy-

chiatric treatment. Once reported, recovery is usually

rapid. Some experts have suggested that eastern travel

may precipitate mania and western travel depression

but this theory has not been substantiated. In any

event, travelers should be aware of the possibility

that traveling great distances may precipitate acute

mental illness, particularly in those with a past psy-

chiatric history.

The elderly traveler should take out adequate med-

ical insurance to cover any eventuality as the costs of

medical insurance for nonresidents in many countries

are high. For older travelers who require oxygen, air

travel is possible with advance planning. Due to federal

aviation regulations travelers are not allowed to carry

their own oxygen on aircraft but it can be supplied by

the airline for a fee. This will have to be arranged in

advance by either the traveler or travel agent and oxy-

gen at the new destination will have to be arranged

also. The airline fee for oxygen is not likely to be

covered by Medicare or other insurance as it duplicates

equipment that has already been paid for. These costs

must be figured into a vacation budget.

Nothing could be worse than to lose money

because an emergency requires the postponement of

a trip. Regularly scheduled airlines usually give a

refund if illness or death in the family requires that

the trip be cancelled, but this requires a letter from a

physician or a death certificate. In addition to possible

accident and illness coverage while traveling, insurance

can cover travel company default as well. Since the US

government cannot pay for shipment of remains back

to the United States, it is a wise and worthwhile

precaution to have insurance that covers this cost,

considering that 2,000 Americans die annually while

visiting abroad. If not, this cost must be borne by

the next of kin and can be extremely expensive. With

planning and research, many seniors who presently do

not travel could enjoy worry‐free travel.
Suggested Resources

Government website with travel advice for seniors; http://www.

firstgov.gov/Topics/Seniors.shtml

Travelocity site with information for seniors; http://seniors‐site.
com/travel/
Trigeminal Neuralgia
Matthew Eccher

Trigeminal neuralgia, pain, and symptoms along the

trigeminal nerve that supplies areas of the face, is a

clinical diagnosis defined by its symptoms: sharp,

shooting, electric‐shock‐like pains in one side of the

face, excruciating in severity, very sudden, maximal at

onset, typically lasting seconds only. The excruciating

severity of pain often causes sufferers to wince, hence

the other common term for the condition ‘‘tic dou-

loureux.’’ The pain can often be elicited by stimuli such

as chewing, talking, light touch in the affected area, or

cold air on the face. The sufferer typically learns to

avoid these eliciting stimuli, and such avoidance beha-

vior can have a profound impact on the individual’s

life. The frequency of attacks tends to wax and wane,

with some periods of remission common. The impres-

sion of most experienced clinicians, however, is that

trigeminal neuralgia is a relentlessly recurring and ulti-

mately a progressively worsening disorder, though data

to support this perception are lacking. The location of

the pain is typically the maxillary (cheek bone area)

and mandibular (jaw area) divisions of the trigeminal

nerve, but can involve any one portion of the nerve at a

time or all three portions of the nerve.

The cause of trigeminal neuralgia is usually

unknown. The most common cause, when one can

be identified, is compression of blood vessels due to a

twisting blood vessel pressing on the nerve. Other

causes include multiple sclerosis and lack of vascular

blood flow. The mechanism by which such lesions

cause the condition is poorly understood.

Incidence rates are highly consistent between stu-

dies in different locales at different times: 3–5 per

100,000 per year in the general population. It has

been estimated on this basis that there are 15,000

patients in the United States with the condition.

More recent data suggests that the incidence climbs

http://www.firstgov.gov/Topics/Seniors.shtml
http://www.firstgov.gov/Topics/Seniors.shtml
http://seniors-site.com/travel/
http://seniors-site.com/travel/
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significantly with age, to as high as 20 per 100,000 per

year in those over the age of 60. Ninety percent of cases

occur after the age of 40 years, with peak incidence

between 40 and 60, but median age at onset of 67,

reflecting the increasing cumulative prevalence in the

elderly. This is unsurprising, because the condition

itself has minimal effect on longevity, and most of the

causes provoking the condition are increasingly more

common with increasing age. Most cases are sporadic,

with very few familial reports; women are somewhat

more often affected than men (1.2–2:1).

The mainstay of medical treatment, since its intro-

duction in 1962, has been carbamazepine, is an anti-

seizure medication, which is 80–85% efficacious

initially. Phenytoin and clonazepam are also effective,

though somewhat less so; other newer antiseizure

medications, in particular lamotrigine, oxcarbazepine,

and topiramate, have seen increasing use, with lesser‐
published experience. Baclofen, used for spasms, is

useful alone or in combination with an antiseizure

medication. The choice of agent depends largely on

the side‐effect profile of each agent and interactions

with the patient’s other medications. Medical manage-

ment, however, is efficacious in the long term in only

about 50% of patients, leading many to consider sur-

gery. Another factor favoring surgery is the sedative

and cognitive adverse effects of the medications uti-

lized, a phenomenon that has received surprisingly

little attention in the literature.

When a compressive lesion is present, such as a

meningioma or epidermoid tumor, surgical resection

is often pursued. When the cause is vascular impinge-

ment on the nerve and the patient is a good surgical

candidate, so‐called ‘‘microvascular decompression’’

is an option. This procedure aims to place a piece

of synthetic material between the vessel and the nerve,

essentially cushioning the nerve from the artery’s

pulsatile impingement. Success rates are fairly high

when vascular impingement can be identified, but

carry the risk of having to open the skull, including

the low but nonetheless real risk of death. Other

options include getting at the base of the nerve root

and the core of the problem by disrupting the tri-

geminal ganglion (nerve root) with stereotactic radio-

surgery, thermocoagulation, glycerol injection, or

inserting a balloon to make a crush‐like injury, each

of which aim to interrupt all trigeminal neurotrans-

mission or function. The less invasive procedures tend

to be favored for those patients who for reasons of

advanced age or other medical comorbidities are
poor candidates for potential open skull surgery. The

various efficacies and risks of these procedures are

beyond the scope of this review and data showing.

Comparatively little formal study has been done of

the effect of this condition on quality of life, and less

still on caretaker burden. This is likely due not only to

the lower prevalence of the disease but also to its

entirely subjective nature as a pain syndrome. Surgical

studies can and do demonstrate cost‐effectiveness of

the various surgical procedures, but are not intended

to provide an estimate of pre‐ or post‐procedure dis-

ease burden. A literature search at the time of this

writing revealed no attempted evaluations of nonsur-

gical treatments. Data are therefore essentially lacking

on the impact of this potentially debilitating condition

on patients’ and families’ lives. It is likely that the

current era of cost‐consciousness in medicine will cre-

ate pressures, leading to the generation of more data

regarding the cost‐effectiveness of surgery.
Related Topics

>Epilepsy, >Headache, >Pain
Suggested Readings

Kitt CA, Gruber K, Davis M, Woolf CJ, Levine JD (2000) Trigeminal

neuralgia: Opportunities for research and treatment. Pain

85:3–7

Manzoni GC, Torelli P (2005) Epidemiology of typical and atypical

craniofacial neuralgias. Neurol Sci 26(suppl 2):S65–S67

Pollock BE, Ecker RD (2005) A prospective cost‐effectiveness study
of trigeminal neuralgia surgery. Clin J Pain 21:317–322

Rozen TD (2004) Trigeminal neuralgia and glossopharyngeal

neuralgia. Neurol Clin N Am 22:185–206

Zakrzewska JM (2000) Consumer views on management of tri-

geminal neuralgia. Headache 41:369–376
Tuberculosis
Thomas W. Heinrich . Mark T. Wright

Tuberculosis is an infectious disease primarily affecting

the lungs and can be characterized by fever and the

production of mucus and sputum. It has plagued

humankind for ages and has long been viewed as an

affliction suffered by disenfranchised members of
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society such as the poor and homeless. Tuberculosis is

caused by Mycobacterium tuberculosis and remains a

common infectious disease worldwide. M. tuberculosis

infection can be dormant and fully contained by the

immune system or progress to an active disease state.
Prevalence

Almost a third of the world’s population is infected

withM. tuberculosis, and more than half of these infec-

tions occur in developing countries. The highest per

capita incidence of infection is in sub‐Saharan Africa.

The World Health Organization estimates that there

are more than 8 million new cases and 2 million deaths

worldwide from tuberculosis each year. The high rates

of tuberculosis infection and death in developing

countries are likely related to the limited medical and

financial resources present in these regions, making

effective prevention and treatment difficult.

In the United States, the incidence of active tuber-

culosis has steadily declined since 1992 after an

increase in the early 1990s. The brief increase in active

tuberculosis cases was likely related to multiple factors

including the human immunodeficiency virus (HIV)

epidemic and immigration from countries with high

rates of tuberculosis infection. Tuberculosis, however,

continues to represent a clinical and societal challenge

in the United States.
Tuberculosis and Older Adults

The primary route of entry for tuberculosis is the

respiratory system, and approximately 75% of older

patients with tuberculosis present with pulmonary

involvement. Tuberculosis may also infect other

organ systems as diverse as the central nervous system,

skeletal system, and genitourinary system. The infec-

tion may also disseminate throughout the entire body,

causing an extremely dangerous form of tuberculosis

known as miliary tuberculosis. Elderly individuals are

at increased risk for the development of these atypical

sites of disease, and this confers an increased risk of

morbidity and mortality.

Elderly people with pulmonary tuberculosis often

do not present with signs and symptoms classically

associated with the illness such as cough, fever, night

sweats, weight loss, and blood‐tinged sputum. Instead,
they may present with a nonspecific fatigue, poor

functional capacity, or confusion. Elderly people with

active pulmonary tuberculosis may likewise fail to

demonstrate the characteristic skin testing response

and chest radiograph findings commonly seen in

younger patients. Nonpulmonary tuberculosis may

present with symptoms as diverse as a fever, joint swel-

ling, or seizures. As a result, tuberculosis in the elderly

often represents a diagnostic challenge for the health

care professional.
High‐Risk Populations

Despite the decline in cases in the United States, tuber-

culosis remains an important health concern asso-

ciated with significant morbidity and mortality. This

is especially true for high‐risk populations such as the

elderly and the immunocompromised. Although a

majority of cases of tuberculosis in the elderly occur

in individuals who live in the general community, there

appears to be a relative increase in the incidence of

tuberculosis infection among nursing‐home residents.

An increased rate of positive tuberculin skin testing, a

screening test for tuberculosis infection, has been

observed in individuals who have resided in nursing

homes for a prolonged period of time.

Tuberculosis and HIV coinfection form a particu-

larly dangerous combination of illnesses. Because of

the impaired immune status of theHIV‐infected patient,
concurrent tuberculosis infection is more likely to pro-

gress to an active disease state and become dangerously

contagious. It has been estimated that the current HIV

epidemic contributes over 1 million additional cases of

active tuberculosis infection annually.

M. tuberculosis may simply lie dormant in an indi-

vidual or progress to a more dangerous active disease

state. The risk of dormant infection progressing to active

tuberculosis varies with the carrier’s immune status.

Individuals with normal immunity progress from infec-

tion to active disease at a rate of 5–10% over their entire

life span, with half of this risk occurring within the first

2 years of infection. However, individuals suffering from

a tuberculosis coinfection with HIV have a 5–10%

annual risk of developing active disease. It also appears

that impaired immune function plays a role in the

increased rate of active disease in the elderly. Approxi-

mately 90% of active tuberculosis in the elderly is

secondary to reactivation of previously dormant infec-

tious foci.
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Treatment

The treatment of tuberculosis has undergone signifi-

cant advances over the years. Before the advent of

antimicrobial treatment, therapy included relaxation

for the patient, often in sanatoriums, and attempts to

rest the affected lung. Rest of the lung was accom-

plished through surgical procedures to collapse the

afflicted lung. Prior to effective antimicrobial pharma-

cotherapy, pulmonary tuberculosis had an estimated

50% mortality and miliary tuberculosis was almost uni-

formly fatal. Current pharmacotherapy includes the use

of the antimicrobial agents for the treatment of active

disease and prevention of progression from dormant

infection to active disease. Treatment is often prolonged,

complicated by drug resistance, and may involve multi-

ple medications and directly observed therapy (DOTS;

i.e., by a health care worker) to ensure compliance. Drug

treatment of tuberculosis in the elderly patient is often

complicated by hepatotoxicity and other adverse drug

reactions. Patients suspected to have active disease need

to be kept in respiratory isolation to prevent spread of

the infection to others.

Tuberculosis remains an important medical condi-

tion for older adults. Elderly individuals at risk for

infection and active disease include those exposed to
M. tuberculosis for the first time, those reexposed after

effective treatment, and those at risk for reactivation of

dormant untreated infections.
Related Topics

>Acquired immunodeficiency syndrome, >Home-

lessness, > Immigrant health, > Institutionalization,

>Pneumonia
Suggested Readings

Packham S (2001) Tuberculosis in the elderly. Gerontology

47:175–179

Rajagopalan S (2001) Tuberculosis and aging: A global health

problem. Clin Infect Dis 33:1034–1039

Zevallos M, Justman JE (2003) Tuberculosis in the elderly. Clin

Geriatr Med 19:121–138
Suggested Resources

American Lung Association, 2005, New York; http://www.lungusa.

org/site/pp.asp?c¼dvLUK9O0E&b¼35778

World Health Organization, 2006, Geneva; http://www.who.int/

tb/en/
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http://www.lungusa.org/site/pp.asp?c = dvLUK9O0E&b = 35778
http://www.lungusa.org/site/pp.asp?c = dvLUK9O0E&b = 35778
http://www.who.int/tb/en/
http://www.who.int/tb/en/


Ultrasound
Karen Ashby

Ultrasound or sonography utilizes sound waves to

obtain images of internal organs. Unlike x‐ray, there
is no radiation involved, which is particularly impor-

tant for obstetric care. Solid organs such as the uterus

and ovaries appear different on ultrasound scan than

fluid‐filled organs such as the bladder and seminal

vesicles. Solid organs appear ‘‘white or opaque’’ and

fluid‐filled organs appear black. These differences

make ultrasound a useful test for looking at pelvic

organs. In general, bones and intestines are not well

visualized with ultrasound.

A transducer is a hand‐held device or probe that

emits and receives sound waves, creating a visual

image. Probes can be placed on the abdomen, in the

rectum, or in the vagina, depending on which organ

needs to be visualized. Ultrasound can evaluate a vari-

ety of conditions in both men and women. In women, a

combination of abdominal and vaginal ultrasound can

aid in the diagnosis of many gynecological conditions.

In women, ultrasound can evaluate

1. site and location of fibroids or polyps,

2. vaginal bleeding,

3. viability of pregnancy,

4. fetal and placental anatomy,

5. ovarian cyst,

6. location of intrauterine device, and

7. some bladder conditions.

In men the ultrasound may be used to assess semi-

nal vesicles and the prostate gland. In men and women,

ultrasound can evaluate rectal problems. Ultrasound is

a safe and well‐tolerated procedure. However, with

transvaginal and transrectal ultrasounds there is a

small risk of infection. Ultrasound is also less expensive

than a computed tomography (CT) scan or magnetic

resonance imaging (MRI).
Related Topics

>Bladder, >Endometrial polyps, > Fibroids, > Pelvic

examination, >Prostate, >Vaginal bleeding
# Springer-Verlag Berlin Heidelberg 2008
Suggested Resources

American College of Radiology and the Radiological Society of

North America (2006) Information on radiological procedures

and therapies. Oak Brook, IL; www.radiologyinfo.org

Web MD (2006) Health information for consumers, physicians,

employers and health plan members. New York, NY; www.

webmd.com
Uniform Probate Code
Janet L. Lowder . Sandra J. Buzney . Lisa M.
Montoni

The Uniform Probate Code (UPC) is a set of model

laws drafted and regularly reviewed by the National

Conference of Commissioners on Uniform State Laws

(NCCUSL). The NCCUSL was created in 1892 to pro-

mote uniformity in state law on all subjects where

uniformity is desirable and practical. The UPC was

first drafted in 1969 to provide a common set of rules

state legislatures may adopt to govern how probate

courts decide issues involving inheritances, guardian-

ship of minors or incompetent persons, durable powers

of attorney, and trust administration. Revisions to the

UPC were adopted by the NCCUSL in 1989–1990;

some states have not adopted the revisions at all and

some have adopted it only in part. Therefore, although

the UPC has been adopted, at least in part, by 18 states,

there still may be a great deal of variation between the

statutes of those states.

One section of the UPC contains a set of rules for

determining who is entitled to receive a deceased indi-

vidual’s ‘‘probate’’ property (his or her ‘‘estate’’) if the

individual dies without a will or ‘‘intestate.’’ The sur-

viving spouse has priority over other relatives of the

deceased, especially if the deceased individual had chil-

dren with the surviving spouse and those children also

survived the deceased. If the deceased is survived by

children from a prior marriage or relationship, those

children may also receive a portion of the estate if it is

large enough. Depending on the size of the estate, the

deceased’s parents may receive a portion of the estate if

the deceased is not survived by any children or other

http://www.radiologyinfo.org
http://www.webmd.com
http://www.webmd.com
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lineal descendents. The siblings of the deceased, and

their descendants, will inherit the estate if the deceased

has no surviving spouse, descendants, or parents. If the

deceased leaves no relatives, either descending from his

or her parents or grandparents (e.g., aunts, uncles or

cousins), the deceased’s estate will ‘‘escheat’’ to the

state. These ‘‘intestate succession’’ rules may vary

from state to state depending on to what degree that

state has adopted the UPC language in its entirety.

Intestate succession is complicated and individuals

should contact a probate attorney to discuss their spe-

cific concerns before making any assumptions or

important decisions about whether an estate plan is

necessary.

The UPC also addresses the writing and adminis-

tration of wills. A person who is 18 years or older and

of sound mind may execute a will. Each state has

specific requirements for a written document to con-

stitute a valid will, including criteria for witnessing the

document. Wills may be changed once originally exe-

cuted if the individual, the ‘‘testator,’’ is competent and

the changes comply with the legal requirements of a

valid will. The UPC also contains provisions about the

interpretation of language in a will.

The creation and management of guardianships for

minors and incapacitated adults is also provided for in

the UPC. Parents may nominate an individual in their

will to act as guardian over minor children. The parent

of an unmarried incapacitated adult or the spouse of an

incapacitated adult may also nominate a guardian for

that person in their will, or may petition the court to

establish guardianship over such persons. The court has

final approval over who is appointed and will conduct

the necessary evaluations to assure that guardianship is

appropriate in each circumstance. The UPC contains

language describing the duties of guardians and how

they may manage a ward’s assets. The court is accoun-

table for supervising the guardian’s activities and ensur-

ing that the ward and his or her property is not subject

to abuse or mismanagement.

The UPC includes provisions about durable powers

of attorney. An individual may execute a document nam-

ing someone to manage his or her personal and financial

affairs in case the individual later becomes disabled or

incapacitated. The UPC describes the language thatmust

be used in order to grant such significant powers to

another person.

Assets that are transferred upon death to benefici-

aries outside of probate court, or ‘‘nonprobate’’ assets,

are also addressed by the UPC. Nonprobate assets
include trusts, insurance policy proceeds if the bene-

ficiary survives the deceased person, bank accounts,

and investment accounts that are jointly owned or

titled to transfer on the owner’s death (TOD) or to

be payable on the owner’s death (POD), agreements,

pension or retirement plan benefits with a surviving

beneficiary, deeds of gift, and mortgage agreements.

The UPC describes when and how these nonprobate

assets should pass to named beneficiaries, and what

rights creditors of the deceased might have to reach

those assets.

The UPC lends consistency and stability to probate

law across the United States and facilitates commerce and

reliable resolutions to the issues it covers. (NCCUSL,

Update). The NCCUSL reviews the UPC to ensure its

relevancy, and revises or meets the code to reflect changes

in the American society. The language of the UPC was

recently modified to reflect the ability of adopted children

and children born outside of marriage to inherit from a

deceased parent and also reflect the changes in the eco-

nomics of the marriage relationship in the United States.

State legislatures rely on uniform laws like the UPC to

provide the basis for drafting statutes on particular mat-

ters that address the needs of their citizens while also

promoting consistency in matters of state law across the

country.
Related Topics

> Financial planning, >Guardianship, > Probate
Suggested Resources

Cornell University Law School, Legal Information Institute:

Uniform Probate Code Locator, 2003, Ithaca, NY (March 2003);

http://www.law.cornell.edu/uniform/probate.html

Cornell University Law School, Legal Information Institute: Uniform

Laws, 2003, Ithaca, NY (March 2003); http://www.law.cornell.

edu/unifo rm/p robat e.ht ml; http://www.law.cornell.edu/uni-

form/uniform.html

National Conference of Commissioners on Uniform State Laws

(NCCUSL), 2005, Chicago, IL (December 2, 2005); http://www.

nccusl.org/Update/

National Conference of Commissioners on Uniform State Laws,

Uniform Probate Code: Final Act as Revised in 2004, 2005,

Chicago, IL (November 9, 2005); http://www.law.upenn.edu/

bll/ulc/ulc_frame.htm

National Conference of Commissioners on Uniform State Laws,

University of Pennsylvania Law School NCCULS Archive, 2000,

Philadelphia, PA (January 3, 2006); http://www.law.upenn.edu/

bll/ulc/ulc_frame.htm
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Urinary Incontinence
Karen Ashby

Urinary incontinence is the involuntary or uncontrol-

lable leakage of urine. This condition is twice as com-

mon inwomen as in men, and because of the associated

embarrassment, many patients do not report symp-

toms to their health care provider. Urinary inconti-

nence can drastically affect quality of life of the

affected individual. The need for pads or diapers in

addition to frequent trips to the bathroom can limit

one’s ability to travel long distances or engage in leisure

activities. Incontinence may affect individuals of all

ages, although the condition usually worsens with age.

There are several types of urinary incontinence and

the symptoms may vary greatly. A person may also have

what is known as ‘‘mixed incontinence’’ and have symp-

toms of more than one type of incontinence. Before the

cause of urinary incontinence can be established, med-

ical problems such as diabetes and urinary tract infec-

tions need to be ruled out. Certain medications can also

worsen incontinence. The female anatomy makes stress

incontinence a problem that affects women. Other types

of incontinence may affect either sex.

� Stress incontinence is the most common type of

incontinence. The symptoms of stress incontinence

are more pronounced when someone does any-

thing to increase intraabdominal pressure, such as

sneezing, coughing, or laughing. Stress inconti-

nence is caused by weakening of the muscles

around the bladder, often resulting from childbirth.

In stress incontinence, the sphincter or opening to

the bladder does not stay closed, causing leaking.

� Urge incontinence is characterized by frequent

urination and the strong, often uncontrollable

need to urinate followed by leaking of urine. This

type of incontinence will often limit a person’s

activity and travel because of the need to be close

to a bathroom at all times. Urge incontinence

results from the involuntary contraction of the

bladder muscles.

� Overflow incontinence occurs when a very full blad-

der is unable to empty. This can occur from

obstruction of the opening of the bladder or from

weak bladder muscles. This is usually caused by

medications, neurological problems, or injury.
An individual may have a combination of these

symptoms. History alone cannot determine the cause

of urinary incontinence. Successful treatment depends

on the proper diagnosis. A thorough history includes a

complete medical history, medication list, voiding pat-

terns, and physical examination. Urodynamic studies

(tests that measure bladder filling and emptying) can

help to assess the type of incontinence. Assessment of

bladder and pelvic floor nerve function are often

recommended to make a correct diagnosis.

Treatment should begin with lifestyle changes.

Decreasing alcohol, caffeine, and carbonated beverages

can improve symptoms. There are several options avail-

able for the treatment of urinary incontinence. They

can be grouped in the following categories:
Behavioral Therapy or Behavioral
Modification

� Timed voiding or bladder retraining

� Kegels or pelvic muscle exercises

These therapies have minimal risks and can be used

in addition to other treatment. These techniques or

practices alone can improve incontinence, or they may

be used in combination with other treatment. An

example of behavior modification therapy is timed

voiding. This involves emptying the bladder at sched-

uled times during the day. The goal is to gradually

increase the bladder volume and the time between void-

ing. Another example of behavioral treatment is ‘‘Kegel’’

exercises. ‘‘Kegels’’ involve tightening and relaxing the

muscles that surround the bladder. The goal of Kegel

exercises is to strengthen the pelvic floor muscles and

improve incontinence. Kegel exercises must be done

frequently and properly to be effective.
Medications

Medications can decrease the symptoms of urge incon-

tinence. Most of these medicines have side effects,

including dry eyes and dry mouth, which limit their

tolerability. They also interact with many other medi-

cations, and can cause complications in patients with

the eye disease narrow angle glaucoma, so older

patients have to be particularly cautious.
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Noninvasive Devices

Electrical stimulation devices are used to help

strengthen pelvic floor muscles and improve symp-

toms. Other noninvasive techniques include pessaries

or urinary plugs. These help support the pelvic floor

and can reduce leakage. Urinary tract infections are

common with these devices.
Surgery

Surgical procedures are often suggested when patients

have severe symptoms of stress incontinence or when

other therapies have failed. The goal of surgical proce-

dures for incontinence is to restore the bladder and

urethra to a normal position. The most common proce-

dures are retropubic suspensions and sling procedures.

Surgical procedures may be used in combination with

other treatment modalities.

Men also suffer from incontinence. Incontinence in

men is often related to prostatic enlargement or pros-

tate cancer. Prostate cancer surgery can increase the

risk of incontinence in men. Treatments can help

decrease urinary incontinence after prostate surgery.

As for women, there are a variety of treatment options,

including medications, biofeedback, and in severe

cases, implantable devices.

Incontinence is a common problem that affects

both men and women as they age. Urinary inconti-

nence can greatly affect the quality of life of the affected

individual. In women, pregnancy, childbirth, meno-

pause, and some medical conditions are potential

causes of incontinence. In men, prostate problems

and prostate surgery can also contribute to inconti-

nence. For both men and women a variety of treat-

ments are available, but symptoms should be discussed

with your health care provider so a proper diagnosis

can be made. A family doctor, internist, gynecologist,

urologist, or urogynecologist can recommend a treat-

ment plan that will minimize symptoms and improve

quality of life.
Related Topics
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Urinary Tract Infections
Timothy E. Klatt

According to the National Institutes of Health (2004),

53.5% of women and 13.9% ofmen in the United States,

aged 20 or older, have experienced a urinary tract infec-

tion. In 2000, 7.9 million women and 1.3 million men

visited their doctors for this condition. Every year

approximately 10% of women in the United States

experience a bladder infection, resulting in direct costs

of $1.6 billion in the United States alone.

Urinary tract infections can be separated into two

categories: lower urinary tract infections (urethritis and

cystitis) and upper urinary tract infections (pyelonephri-

tis and prostatitis). Cystitis is the medical term for a

‘‘bladder infection.’’ Pyelonephritis is more commonly

known as a ‘‘kidney infection.’’

Strains of Escherichia coli are by far the most likely

cause of a urinary tract infection, accounting for

approximately 75%–95% of all infections. Many other

types of bacteria also cause urinary tract infections.

Most of these bacteria are normally found in the rectum.

These bacteria can spread to the area around the urethra

and then ascend into the bladder. Upper urinary tract

infection usually results from bacteria ascending from

the bladder into the kidney and, in men, the prostate.
Female Urinary Tract Infections

The female urethra is short, making it relatively easy

for bacteria to gain access to the bladder. This area is

also close to the anus and moist, favoring the spread of

bacteria from the rectum.

http://familydoctor.org
http://www.niapublications.org
http://www.utdol.com
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The majority of urinary tract infections occur in

sexually active women. During sexual intercourse bac-

teria can be massaged into the bladder. Diaphragm

and/or spermicide use increases the risk that a

woman may develop an infection.

Other risk factors include recent catheterization of

the bladder, obesity, and illnesses that compromise the

immune system, such as diabetes. Some medications,

such as prednisone, also limit the effectiveness of a

person’s immune system. Some women appear to

have a genetic predisposition to urinary tract infection.

Far fewer cases occur in older women. Urinary

incontinence is associated with an increased risk of

infection. Older women are also more likely to have a

cystocele, meaning that the bladder bulges into the

vagina. This sometimes leads to difficulty emptying

the bladder completely, increasing the likelihood of

infection.
Male Urinary Tract Infections

Urinary tract infections are less common in men for a

number of reasons. The male urethra is much longer

than the female urethra. The urethral environment is

also much drier than that in women, making it more

difficult for bacteria to grow here. Finally, the prostate

secretes antibacterial substances. Most urinary tract

infections that develop in boys and older men are

associated with urologic abnormalities.

Only a small number of younger adult men will

experience a urinary tract infection. Insertive rectal

intercourse, either with a male or female partner,

recent bladder catheterization, and lack of circumci-

sion make a man more likely to develop an infection. If

an infection occurs in the absence of these risk factors,

then evaluation for obstruction of the urinary tract and

other abnormalities should be considered.
Diagnosis

Evaluation for the presence of a urinary tract infection

is indicated when a patient reports painful urination,

more frequent urination than usual, a persistent urge

to urinate, and/or pain in the midline of the lowermost

abdomen. An office‐based test can be rapidly per-

formed on a urine sample to evaluate for infection.
Microscopic evaluation of the urine, usually done in a

laboratory, may also be helpful. The definitive test is a

urine culture. The results of this test are usually not

available for 48 h. The urine culture indicates whether

a urinary tract infection is present and, if it is, provides

a list of antibiotics likely to cure the infection.

It is essential that the patient provide a urine sample

free of contamination with bacteria from other places,

such as the skin and, in women, the opening of the

vagina. Such a sample is called a clean catch. A woman

is usually instructed to separate the labia and clean the

area by wiping from front to back with an antimicrobial

wipe. With the labia still separated, she should then

begin to void and let the first few drops fall into the

toilet. The rest of the urine sample is then collected in a

sterile container. A man is usually instructed to wipe the

tip of the penis with an antibacterial wipe, let the first

drops of urine pass into the toilet and then collect the

rest in a sterile container.

Pyelonephritis and upper urinary tract infection is

suspected if fever, nausea, vomiting, or costovertebral

tenderness accompanies a urinary tract infection.

Costovertebral angle tenderness is pain located at the

side of the back near the lowermost extent of the rib

cage. Pyelonephritis can vary widely from a mild illness

to a life‐threatening infection. Abnormalities of the

urinary tract and kidney stones are commonly asso-

ciated with upper urinary tract infection. Pyelonephri-

tis is common during pregnancy because of the changes

that pregnancy produces in the urinary system.
Therapy

Antibiotics are usually prescribed at the time of diag-

nosis. If a urine culture is sent, the therapy may be

adjusted once the results become available.

A lower urinary tract infection that meets the

following criteria is sometimes treated with a 3‐day
course of antibiotics:

� The patient is female and not pregnant.

� There is no reason to suspect that her urinary tract

is abnormal.

� Her symptoms have been present for 6 days or less.

� She does not take any medicines or have any med-

ical condition that would compromise her body’s

ability to fight infection.
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� She does not use a spermicide and/or a diaphragm

for contraception.

� She has not yet reached menopause.

� She has not been treated for a urinary tract infec-

tion in the preceding 6 weeks.

� Her bladder has not been recently catheterized.

� There is no evidence to suggest that she has pyelo-

nephritis or an upper urinary tract infection.

Treatment with a minimum of a 7‐day course of

antibiotics should be considered for all lower urinary

tract infections not meeting these criteria. Some of the

more common antibiotics used include Ciprofloxacin,

trimethoprim–sulfamethoxazole, Gatifloxacin, Fosfo-

mycin, and Nitrofurantoin. Nitrofurantoin is not

usually prescribed for men because it is less likely to

cure their infections. The physician may prescribe a

medication, such as phenazopyridine, to provide relief

from painful urination. Most patients will show clear

signs of improvement within 48 h of beginning their

antibiotics. If significant improvement does not occur,

further evaluation should be considered.

There is not enough evidence to recommend the

drinking of cranberry juice as an effective treatment of

urinary tract infections. There is also no scientific evi-

dence that increasing fluid intake in order to ‘‘wash out’’

the infection is an effective therapy. Increased fluid

intake may actually render antibiotics less effective by

decreasing their concentration in the urine.

When upper urinary tract infection is diagnosed,

hospitalization may be necessary. If the patient is only

mildly ill, in generally good health, able to rapidly

return for further evaluation if he/she worsens or fails

to improve, and able to take medications and drink

fluids without difficulty, then outpatient treatment

may be an option. If a kidney stone or other abnor-

mality is suspected, then inpatient treatment is usually

required. Pregnant women are usually admitted to the

hospital. The physician will start the patient on an

antibiotic likely to help and order a urine culture. In

most cases, the patient will improve markedly over the

next 48 to 72 h. If the expected improvement does not

occur, further evaluation is indicated.
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Uterine Fibroids
Linda D. Bradley

Uterine fibroids are the most common benign tumor

of the uterus. The medical term that is synonymous

with uterine fibroids is leiomyoma. The etiology

(cause) of fibroids is unknown. However, estrogen

plays a dominant role in the etiology, since fibroids

and associated symptoms are prevalent during the

reproductive years and decline during the menopausal

years. The mean age when fibroid‐related symptoms

occur is between thirties and forties. Fibroid‐related
symptoms resolve during the menopause. Fibroids

rarely occur during puberty or adolescence. The inci-

dence of uterine fibroids ranges from 10% to 50%.

Many factors influence the incidence including age,

race, genetics, and family history. Luckily most women

with uterine fibroids are asymptomatic.Malignant trans-

formation of uterine fibroids is infrequent. In fact, leio-

myosarcoma is detected in only 0.1% of women with

fibroids.

http://aafp.org/afp
http://www.uptodate.com
http://kidney.niddk.nih.gov/kudiseases/pubs/utiadult/
http://kidney.niddk.nih.gov/kudiseases/pubs/utiadult/
http://kidney.niddk.nih.gov/kudiseases/pubs/kustats/
http://kidney.niddk.nih.gov/kudiseases/pubs/kustats/
http://www.mayoclinic.com/health/urinary-tract-infection/DS00286
http://www.mayoclinic.com/health/urinary-tract-infection/DS00286
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The uterus is normally about 8 cm long and 5 cm

wide. It approximates the size of a small lemon.

Fibroids are defined as an increase in the smooth

muscle component of the uterus. There are three

regions within the uterus: the endometrium, myome-

trium, and serosal layers. Fibroids can originate in any

or all regions. Generally fibroids originating in the

endometrium (submucosal fibroids) or myometrium

(intramural) fibroids are associated with changes with

the menstrual cycle. Subserosal and intramural fibroids

can also be associated with pressure symptoms. The

size of fibroids can range from the size of a lentil pea to

the size of a watermelon. Likewise the weight may

range from a few ounces to several pounds.

Symptoms from uterine fibroids include changes in

menstruation, pressure symptoms, pain, infertility,

urinary pressure or urinary retention, constipation,

back ache, leg pain or swelling, dyspareunia, preg-

nancy‐related complications, infertility, and increased

abdominal girth. Patients can experience one or more

fibroid‐related symptoms. In the past, patients were

often advised to undergo myomectomy (removal of

fibroids) or hysterectomy (the removal of the entire

uterus and cervix) if the size of the uterus was greater

than 12 weeks size. This is no longer true. Today, the

caveat is ‘‘if your fibroids don’t bother you, we don’t

bother them.’’

Symptomatic patients can experience a myriad of

menstrual complaints including heavier cycles, blood

clots, longer duration of menses, and irregular men-

struation, constant vaginal discharge, or episodic

watery and slightly bloody discharge. Severely affected

patients may decrease physical activities and miss work

due to incessant need to change sanitary pads and

tampons. Patients who chronically suffer from heavier

menstrual cycles may develop anemia and fatigue.

Additionally, anemic patients may also have unusual

cravings (pica) for ice, dirt, or starch.

The most common pelvic viscera consisting of

fibroids is the bladder. Symptomatic women often

complain of urinary frequency and urgency. Urination

during the night is also common. Less frequent

are complaints of stress urinary incontinence, acute

urinary retention, urinary tract infections, and dys-

uria. When fibroids enlarge to 16 to 20 cm, they may

put pressure on the ureters, leading to pressure on the

tubes that drain into the bladder. Hydronephrosis and

resulting kidney damage rarely occurs. The least com-

mon structure associated with fibroids is the bowel.

However, patients with bowel‐related complaints
include severe constipation and painful bowel

movements.

Collectively, ‘‘bulk’’ symptoms include pelvic hea-

viness, feeling full, abdominal pressure, and backache.

Some patients will also complain of heaviness or a

sense that ‘‘something is falling out’’ of the vagina.

These symptoms may increase in intensity 1–2 weeks

before the menstrual cycle and resolve after menstrua-

tion. Likewise patients may complain of discomfort

with intercourse.

Finally, patients with fibroids may note increasing

menstrual cramps and pain. Menstrual cramps may

escalate 1–2 weeks before menses and be further exa-

cerbated with the menses. Generally, nonsteroidal

medications can alleviate and minimize pain.

The impact of fibroids on pregnancy and infertility

are debatable. Luckily, most women with fibroids do

not have reproductive problems. However, fibroids

have been associated with premature labor and deliv-

ery, malpresentation of the fetus, post partum uterine

bleeding, more complicated cesarean sections, and

early pregnancy‐related bleeding. The location of uter-

ine fibroids plays an important role in patients with

infertility. Large submucosal fibroids obstructing the

endometrial cavity can be associated with poor pla-

centation, poor sperm migration, and blockage of the

fallopian tubes. Likewise, fibroids that develop in

the muscular layer of the uterus may impinge on the

fallopian tubes or distort the endometrial cavity, mak-

ing pregnancy more difficult. It is important that women

experiencing recurrent miscarriages or infertility undergo

a thorough evaluation.

The diagnosis of uterine fibroids is often suspected

by clinical history and the pelvic examination. Con-

firmation can be made with pelvic or transvaginal

ultrasound. Adenomyosis, a condition when the

blood of menstruation grows in the muscle of the

uterus, is another uterine condition that mimics

fibroid symptoms (heavier menses, dysmenorrhea,

and increased uterine size). Occasionally, magnetic

resonance imaging (MRI) of the pelvis is required to

differentiate these conditions. Patients with a normal

uterine size, but heavy menses may undergo office

hysteroscopy (telescope that looks inside the uterus)

or saline infusion sonography (a newer transvaginal

ultrasound imaging) to determine the presence of uterine

fibroids.

Luckily, there are many conventional surgical pro-

cedures as well as minimally invasive techniques to

treat uterine fibroids. Many factors must be considered
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when advising a patient with fibroids. Choice of ther-

apy depends upon reproductive desires of the patient,

age, size and number of fibroids, and desire for main-

taining the uterus. Sometimes, expectant management

is indicated in women who are perimenopausal.

Patients with minimal complaints nearing the meno-

pause may be reassured about resolution of fibroid

symptoms once menopause occurs. Some fibroid‐
related complaints might be simply treated with non-

steroidal medication, low‐dose oral contraceptive pills,
or GnRH therapy (a medication which temporarily

stops menstruation and shrinks fibroids). Hysterect-

omy always solves fibroid‐related bleeding and bulk

symptoms. However, hysterectomy should rarely be

advised in women wanting children. Myomectomy,

which involves just the removal of uterine fibroids,

should be considered in women wishing to preserve

their fertility or to women opposing hysterectomy.

Currently there are several methods available to

perform myomectomy including hysteroscopic (a tele-

scope inserted into the uterus via the vagina), laparo-

scopic (a telescope inserted thru the belly button to

look inside the abdomen), vaginal, or by conventional

exploratory laparotomy (regular surgery with large

abdominal incision). The surgical choice depends

upon the size, number, and location of the fibroids.

Finally, uterine fibroid embolization (UFE), a proce-

dure performed by a radiologist that blocks blood flow
to the fibroids without surgical incisions, is a mini-

mally invasive technique performed by an interven-

tional radiologist that selectively blocks the flow of

blood to the fibroid.

Patients now have a vast array of options to treat

uterine fibroids. Fortunately, most fibroids are benign.

For this reason, patients should never feel rushed into

making a clinical or surgical decision. Patients with

symptomatic uterine fibroids should seek a compas-

sionate and well‐trained gynecologist that is knowl-

edgeable about all fibroid options. The decision to

proceed with surgery or other minimally invasive

options should be made rationally.
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Vaginal Bleeding
Linda D. Bradley

Abnormal uterine bleeding is a common and significant

problem during puberty, adolescence, reproductive, and

postmenopausal years. Approximately 10millionwomen

annually suffer from abnormal bleeding—many suffer in

silence. Menstrual‐related complaints account for almost

one‐third of all visits to gynecologists. Among postmen-

opausal women, the new onset of bleeding will require

an urgent visit to the gynecologist to excludemalignancy,

while heavy and prolonged bleeding in the adolescentwill

lead to an emergency roomvisit.During the reproductive

years, pregnancy‐related concerns and uterine pathology

must be addressed.

The impact of abnormal uterine bleeding and sub-

sequent treatment can be profound. In the most

extreme circumstances, heavy bleeding can be asso-

ciated with low blood pressure, anemia, fast heart

rate, blood transfusions, and inability to enjoy work,

hobbies, or sexual intercourse. Women who experience

unpredictable and heavy menses often complain of a

poor quality of life, with restrictions in work, travel, or

sports. Often they have decreased psychological well‐
being. They feel confined and afraid to leave their

homes or need quick access to bathrooms, because of

their fear of social embarrassment from soiling

through clothing and furniture due to unpredictable

and uncontrolled bleeding.

Normal menstruation begins between ages 10 and

17 years. Menopause occurs between ages 45 and 55

years of age. By age 51 years, 80% of women cease

having menstrual cycles and by age 58 years, 95% of

women stop menstruation. Less than 10% of women

stop menstruation before 45 years. Once ovulatory

cycles ensue, women will have regular and predictable

bleeding every 24–35 days, lasting 3–7 days with a

predictable amount of flow. Most women lose 2–4

tablespoons of blood with each menses (30–40 ml).

The majority of blood loss occurs over 1–2 days, and

scantier amounts of bleeding will occur during the

remainder of the cycle. Some women may have 1–2

days during the course of menstruation, when men-

struation stops and then resumes. Subjectively, each

woman serves as her own control—experiencing men-

struation individually and uniquely. Slight variations

in pattern, duration, and amount will be alarming and

lead a patient to seek an evaluation. Most problems
# Springer-Verlag Berlin Heidelberg 2008
with abnormal uterine bleeding will occur within the

first 5–10 years after menarche or prior to menopause.

Sanitary pad requirements are usually minimal,

and for most patients do not seem oppressively bur-

densome. Most women change a pad or tampon every

3–4 h on their heaviest days of flow. Subsequent days

of bleeding will be noticeably less heavy. However,

hygienic concerns (odors and moisture) may make

sanitary protection changes more frequent.

Recently, the American College of Obstetrics and

Gynecology (ACOG) recommended the more descrip-

tive terminology of anovulatory uterine bleeding

(AUB) to refer to bleeding not caused by anatomic,

organic, or systemic pathological conditions. The spec-

trum of menstrual aberrations associated with AUB is

generally related to hormonal imbalance associated

with the loss of regulatory control between the brain

and female organs. Symptomatically, the menstrual

change can include a reduced frequency or amount of

blood or erratic excessive bleeding.

Many factors can be associated with vaginal bleed-

ing including pregnancy‐related complications, cancer,

systemic diseases, infection, trauma, and drugs. The

most common pregnancy‐related complications include

miscarriage, incomplete abortion, implantation bleed-

ing, and ectopic pregnancy. Vaginal bleeding can also be

caused by anatomic abnormalities within the reproduc-

tive tract: vaginal polyps, vaginal infections and lacera-

tions, foreign bodies, or vaginal cancer may be the

culprit in some cases of abnormal bleeding. Cervical

bleeding may be due to cervical polyps, thin tissue on

the surface of the cervix, cervical cancer, and infectious

causes. Uterine abnormalities can include thin and fra-

gile uterine tissue or polyps, fibroids, adenomyosis, a

condition caused by blood growing in the muscle of

the uterus, endometrial hyperplasia, a pre‐cancerous
condition, endometrial cancer, and infections. Rarely

does fallopian tube cancer or ovarian cancer present as

abnormal vaginal bleeding.

It is important that the individual advise their

health care provider about their reproductive life

cycle. A detailed history and physical examination

must be obtained in any woman presenting with abnor-

mal bleeding. Systemic diseases must be excluded by

a detailed history. The examination should include

physical inspection of the vulva, vagina, and cervix.

A thorough bimanual exam and rectal examination

is important.

Once a thorough physical examination has been

performed, laboratory and imaging testing becomes
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imperative. Generally, initial laboratory studies will

include a complete blood count (CBC) with platelets

and thyroid hormone levels. Other laboratories includ-

ing coagulation studies, liver function tests, and hor-

monal panels may be selected based on the history or

physical examination.

Several diagnostic techniques are available includ-

ing endometrial biopsy (a tissue biopsy), transvaginal

ultrasound (a probe that measures the size of the

uterus), hysteroscopy (a telescope that views the inside

layer of the uterus, saline infusion sonography (a spe-

cialized type of ultrasound that obtains excellent pic-

tures of the uterus), and magnetic resonance imaging

(a highly specialized type of x‐ray). The clinical history
and physical examination will dictate which modalities

are chosen.

The therapy chosen for patients with abnormal

uterine bleeding may include medical, surgical, or a

combination of both. For women with anovulatory

menstrual cycles, many effective medical therapies are

available, including oral contraceptive pills, progestin

therapy, intrauterine progesterone devices, nonsteroi-

dal therapies, or GnRH analogues (medication that

stops menstrual cycles). For instance, anovulation

due to hypothyroidism would be treated with thyroid

medication, whereas patients with anovulatory cycles

who also need contraception would be offered low‐
dose oral contraceptive pills. The choice of medical

therapies will be determined by the desire for future

childbearing, lack of contraindications for therapy,

cost, the ability of the individual to adhere to a pre-

scribed medication regimen, and the absence of other

organic, anatomic, or systemic disease.

Surgical therapies may utilize minimally invasive

therapy with removal of polyps or fibroids with operative

hysteroscopy. In cases where no anatomic pathology

is found, and the individual would like to preserve the

uterus, but is not considering childbearing, endome-

trial ablation (surgical procedure that destroys the

cells of menstruation) may be an option. Hysterect-

omy may be the ultimate procedure when other

therapies have failed, or when women expect 100%

relief from abnormal bleeding.

Finally, abnormal uterine bleeding affects many

patients and spans the reproductive life cycle. The

etiology of abnormal vaginal bleeding spans the

gamut from reproductive tract abnormalities or systemic

disease. In some cases, the bleeding can be debilitating,

in others it is just a minor nuisance. However, a thor-

ough history, physical examination, and carefully chosen
imaging test and laboratories will quickly delineate the

etiology—pointing the way to appropriate medical or

surgical therapy.
Related Topics

>Cancer, >Cancer screening, > Fibroids, >Hyster-

ectomy, >Menopause
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Vaginismus
Gray B. Clarke
Definition and Significance

Vaginismus is defined as the involuntary spasm of the

pelvicmuscles surrounding the outer third of the vagina.

Such spasm is typically triggered by anticipation of or

actual attempts at vaginal penetration, andmay interfere

with or totally prevent sexual intercourse and, in some

cases, may prevent insertion of almost anything into the

vagina, including tampons, fingers, or speculums used in

gynecologic examinations.

The psychiatric diagnosis of vaginismus is deli-

neated in the Diagnostic and Statistical Manual of

Mental Disorders, 4th edition (DSM‐IV), which under-

scores that vaginismus is psychological in nature, and

specifies that the condition may not be due exclusively

to the physical effects of a medical condition. While the

DSM‐IV does not specify pain as a criterion for the

disorder, many if not most women with vaginismus

either experience or fear pain with vaginal penetration.

It is thus generally recommended that the diagnosis be

confirmed by careful pelvic examination by a physician

well versed in care of women with sexual dysfunction.
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Limited data concerning the prevalence of vaginis-

mus, especially in older women, exists. While there are

no population‐based studies to provide estimates of

the rate of the disorder in older women, a very gross

estimate of prevalence of the disorder may be inferred

from studies reporting on rates of pain during sex in

older women. Such studies generally reveal that

between 8% and 13% of women aged 50 and older

experience pain during sexual intercourse. It does

appear that such rates are significantly lower than in

younger women.

While vaginismus is a significant problem for the

women who experience it and for their partners, in

addition to the serious personal consequences it causes

(childlessness, marital strife, and feelings such as frus-

tration, humiliation, and inadequacy), there may be

public health consequences as well. Failed marriage

resulting from untreated vaginismus and its attendant

relational strife could lead to financial burden, effects

on the emotional well‐being of children, and, for older
women, increased disability and higher mortality rates,

as evidenced by recent population surveys reporting on

these factors as related to relationship/marital status.

Lack of adequate gynecologic care may put women at

higher risk of illness and/or death due to late or non-

detection of a variety of gynecologic malignancies (ovar-

ian, uterine, cervical, vaginal, and vulvar) and the like.

Even poor sexual satisfaction may put some older

women at increased risk of serious physical disability,

as suggested by one recent study.
Etiology

A large number of etiologic theories for vaginismus

have been proposed. Despite speculation that altera-

tions in the sex steroid hormones estrogen or testos-

terone may cause vaginal dryness or lack of vaginal

smooth muscle relaxation, leading to a condition such

as vaginismus, studies have generally failed to find an

association between vaginismus and sex hormone

levels.

Currently, the most widely accepted view is that

vaginismus results from a conditioned response to any

adverse stimulus affecting the pelvic or genital region

or sexual functioning of a woman. That is, the spasm

characteristic of vaginismus may have at one time been

a voluntary or desired reaction on the part of a woman

when encountering an adverse event or stimulus (pain,

surgery, forceful intercourse) affecting the pelvic region.
Later, when faced with an event that the woman perceives

as similar in nature to the original adverse event (ima-

gined or actual vaginal penetration ormanipulation), the

spasm becomes ‘‘conditioned’’ or automatic and occurs

involuntarily. Phobic avoidance (fear) of vaginal penetra-

tion and beliefs that such penetration is harmful or

painful then reinforce the conditioned response of

spasm. It should be noted that not all women can identify

an inciting event that directly leads to the conditioned

response as described. For these women, intense fear of

sex/penetration and phobic avoidance of the same appear

to lead to the disorder.
Treatment

Treatment of vaginismus is usually two‐pronged, and
aimed at (1) eliminating erroneous beliefs or thoughts,

which reinforce the conditioned response of involuntary

muscle spasm and (2) desensitization exercises to reduce

anxiety about vaginal penetration, and terminate the fear

response of muscle spasm. The first treatment aim is

managed by way of education (about the size of the

vagina and likelihood of pain, for example) and chal-

lenging of erroneous beliefs and thoughts. The second

aim is undertaken through relaxation exercises and

graded exposure to vaginal penetration. The woman is

taught to gradually begin exploring her genital region,

both visually and manually, and then to begin insertion

of her fingers or graduated dilators into the vaginal

area, proceeding from smallest to largest. The patient

is generally allowed a great deal of control over this

process and how rapidly it progresses.

Problems such as impotence and premature ejacula-

tion are common amongst partners of women with

vaginismus, and these problems should be managed

concurrently, although many such problems will resolve

with treatment of the woman’s vaginismic response.

Organic problems that act to reinforce or maintain the

vaginismic response should be treated as well.
Prognosis

Originally, sex therapists such as Masters and Johnson

reported cure rates of virtually 100% for vaginismus.

Currently reported cure and improvement rates are

less dramatic, but most therapists report good success

rates. Although outcome of treatment may vary some-

what between gaining simple tolerance of vaginal
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penetration to experiencing of great pleasure during

coitus, most women find that treatment leads to a

richer, more satisfying sexual life thereafter.
Related Topics

>Cognitive behavioral therapy, >Dyspareunia,

>Hormone therapy in menopause, >Marital satisfac-

tion, >Pain
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Varicose Veins
Janet Blanchard

Varicose veins are a very common condition that

affects both men and women. It affects approximately

1% to 73% of women, and 2% to 56% of men. These

appear as large, ropey, tortuous strands usually on the

legs. Some of the risk factors for developing varicose

veins include female gender, pregnancy, family history

of venous disease, obesity, and occupations associated

with increased standing or sitting. The cause is believed

to be the inability, orincompetence,of the valves in the

veins to adequately pump the venous blood back to the

heart. Incompetent veins or valves or impaired muscle

function may lead to abnormal calf muscle pump func-

tion that can then elevate the pressure in the veins

(venous hypertension). This can then lead to a vicious

cycle of dilatation of the veins, pooling of the blood and

eventually, a condition called thrombophlebitis (blood
clots) may develop. This can also become potentially

harmful or fatal if the blood clots travel to the lung, also

known as a pulmonary embolism. If the thrombophle-

bitis becomes chronic enough, it can lead to a manifes-

tation of chronic venous insufficiency (CVI). Varicose

veins can not only be unsightly, but also extremely

painful and can lead to CVI. In addition, CVI can lead

to skin changes in the legs, which can lead to an open

wound, which we call a leg ulcer.

CVI and venous ulcers can affect the productivity

and well‐being of millions of people worldwide, and is

the most common cause of leg ulcers. It is estimated

that varicose veins may affect up to 3.5% of the general

population and cause 54,000 hospital admissions per

year. Although this condition/disease can be poten-

tially dangerous, recognition and prevention can help

minimize the progression. Compression of the legs

will help the pumping mechanism. This can range

from over‐the‐counter support stockings to compres-

sion stockings prescribed by a physician. Elevation of

the legs, weight loss, and exercise are some of the non-

surgical interventions that can help prevent complica-

tions. In addition, when prolonged sitting is necessary,

flexing the leg muscles and even massaging the legs

can really help. Sometimes, a physician will prescribe

an aspirin for prevention in these circumstances. For

some, it is necessary to be on long‐term blood thinners.

There are many instances when surgical interven-

tion is necessary. If the varicose veins are not severe,

sclerotherapy can be used. This is usually an in‐office
procedure where a solution is injected into the veins,

which causes an inflammatory reaction and eventually

the veins close down. This may take several months to

even a year. Until recently, surgical intervention has

been quite invasive. Vein stripping was the standard for

treating severe varicose veins. This was fraught with

many possible complications such as wound break-

down, chronic swelling, and scarring. In recent years,

new minimally invasive techniques have been devised.

These include radio‐frequency ablation (RFA), endo-

venous laser therapy (EVLT), and trans‐illuminated

power phlebectomy (TIPP). These have offered super-

ior alternatives to the traditional vein stripping. While

it is beyond the scope of this entry to describe these

procedures in detail, essentially they are an in‐office
procedure usually performed by a vascular surgeon or

peripheral vascular physician. The procedure takes

approximately 1 h and the postoperative course involves

a minimal amount of recuperation. In addition, there is

minimal scarring and discomfort involved.
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In summary, varicose veins will continue to be a

common problem, however, with the newer, less‐
invasive techniques, hopefully people will seek atten-

tion earlier to help prevent the potentially serious

complications associated with this condition.
Related Topics

>Obesity, >Venous thromboembolism, >Weight

maintenance
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Venous Thromboembolism
Markus Porkert . Nanette K. Wenger

Venous thrombosis is the presence of a blood clot in a

vein that either partially or completely blocks the flow

of blood in that vein. If it is located in a deep vein of

the body, it is called a deep venous thrombosis (DVT).

These typically form in the legs and pelvis but can also

be located in the arms. A segment of the clot in the

deep veins can detach and travel through the heart and

lodge in the arteries of the lungs, causing a pulmonary

embolism (PE).

Venous thrombosis typically occurs due to (a) local

trauma to the vessel wall, (b) blood stasis (pooling

or nonmovement of the blood), or (c) hypercoagul-

ability (increased predisposition for clotting of the

blood). Predisposition to hypercoagulable states can
be inherited or acquired. Inherited conditions include

those that result from deficiencies in blood factors

that prevent clotting such as protein C and S and anti‐
thrombin III. Themost common inherited hypercoagul-

able (increased clotting) state is the presence of a genetic

mutation factor, V Leiden. Genetic mutations are genes

that differ in some individuals from those typically seen

in the ‘‘normal’’ population. These inherited conditions

usually present with thrombosis at a young age, and often

with recurrent thromboses. Acquired conditions that

increase the tendency to form blood clots are frequent

in the elderly. These include prolonged bed rest or inac-

tivity, prolonged car or airplane rides, recent surgery,

cancer, use of hormone replacement therapy, obesity,

heart failure, cigarette smoking, and lower extremity

trauma. The incidence of venous thromboembolism

increases with older age.
Signs and Symptoms

Typical symptoms of DVT-include pain, swelling, ten-

derness, or discoloration of the affected limb. On

examination, a palpable cord (a hardened vessel that

is easily felt) may be present, the limb may be warm

and red, and superficial venous dilation (vein swelling)

may be seen. However, a DVT often is asymptomatic,

and the clinical diagnosis of DVT is not adequately

accurate as the signs and symptoms are often nonspe-

cific. Thus, further testing is necessary to confirm or

exclude the diagnosis.

The most common symptom of a pulmonary

embolism is sudden onset of shortness of breath.

Other symptoms include chest pain, cough, hemopty-

sis (cough productive of blood), and associated leg

swelling and pain due to a DVT. Findings on physical

examination include tachypnea (rapid breathing),

tachycardia (rapid heart rate), diaphoresis (sweating),

and findings of a DVT. However, many patients can be

asymptomatic; in fact, up to 50% of patients with a

DVT have had an asymptomatic PE at the time of

diagnosis. Also, these signs and symptoms are nonspe-

cific and can be seen with many other disorders. Thus,

again, further testing is needed to establish a diagnosis.
Diagnosis

Lower extremity venous compression Doppler ultra-

sound is a safe and noninvasive test that can reliably be
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used to diagnose or exclude a DVT. Patients are asked

to lie still while their leg veins are visualized with an

ultrasound probe and assessed for compressibility and

flow through the vein. If an initial study is negative but

the suspicion for DVT is high, a repeat study should be

obtained in 5 to 7 days. If a DVT is suspected in the

pelvic or intra‐abdominal veins, a computed tomogra-

phy (CT) scan is indicated. If results of noninvasive tests

are equivocal, an invasive test, contrast venography

(direct injection of radiocontrast dye into the veins to

visualize the interior of the vessel under x‐ray), can be

performed. However, in most situations, noninvasive

testing can provide a diagnosis.

An initial screening test to assess for a PE or DVT is a

D‐dimer level that is obtained froma venous blood draw.

D‐dimer is a breakdown product of fibrin, a major

component of blood clots, and is invariably elevated

when a PE or DVT is present. A negative D‐dimer level

is highly predictive of a PE or DVT not being present.

Alternatively, a positive D‐dimer level does not necessa-

rily mean that a patient has a PE or DVT. Patients

who do not have a very high suspicion of a PE or DVT

do not need further testing if they have a negative

D‐dimer. Patients with a very high clinical suspicion

or a positive D‐dimer need further testing to establish

a diagnosis. A pulmonary embolism can generally be

diagnosed using either a CT scan of the lungs to

visualize the clot in the pulmonary artery or a venti-

lation/perfusion (V/Q) scan to assess a mismatch

between parts of the lungs that are ventilated but not

receiving blood flow. The V/Q scan is currently rarely

used owing to the superior diagnostic accuracy of the

CT scan. If these tests are equivocal or negative, but a

strong clinical suspicion of a PE remains, pulmonary

angiography, where radiocontrast dye is injected into

the pulmonary arteries after catheterization of a vein, is

performed to establish or exclude the diagnosis. This

test is usually not needed if third generation/more

sophisticated CT scanning is available.
Treatment

The main objectives for therapy of a venous thrombosis

are to prevent extension of the clot, recurrence of throm-

bosis, and late complications (such as a PE with an

isolated DVT). Anticoagulation (clot prevention) is the

cornerstone of treatment for both DVT and PE. Antic-

oagulation is achieved initially with the anti‐clotting
medication heparin for a period of at least 5 days.

Unfractionated or standard heparin can be given con-

tinuously via intravenous route or low molecular

weight heparin can be administered via subcutaneous

injections. Standard heparin needs close monitoring

and is therefore administered on an inpatient basis.

The advantage of low molecular weight heparin is that

it can be given once or twice daily and requires no

monitoring of therapy. Thus, it can be administered at

home in low risk patients, avoiding a hospitalization.

Oral warfarin, another anti‐clotting medication, is

usually started at the same time as heparin. The antic-

oagulant effect of warfarin does not occur for several

days and is the reason that heparin is also given initially.

Warfarin’s effects can be variable and the adequacy of

anticoagulation has to be monitored frequently, espe-

cially during initiation of therapy, to avoid under‐ or
overdosing. Warfarin is generally continued for 3–6

months for a first event that occurred with a reversible

risk factor (such as immobilization after surgery), for 6

months or more with a first event with no known risk

factors, or for one year to lifelongwith an irreversible risk

factor such as an inherited condition.

The major risk with both heparin and warfarin is

bleeding. Elderly patients are at increased risk for bleed-

ing with both therapies. Close monitoring of both

unfractionated heparin and warfarin is needed to avoid

overanticoagulation, which significantly increases the

bleeding risk. Multiple medications can interact with

the absorption and metabolism of warfarin, including

over‐the‐counter nonsteroidal anti‐inflammatory drugs;

the prescribing physician has to be aware of any

changes in the medical regimen. Due to the risk of

bleeding, duration and length of therapy with these

agents has to be individualized. This is especially true

for elderly patients who may be at increased risk of

falling with the potential for severe intracranial bleed-

ing (bleeding into the head), associated with head

trauma from falls.

Patients who have a massive, life threatening, pul-

monary embolus may be treated with thrombolytic

therapy, which causes thrombi to dissolve rapidly.

Patients who have contraindications to anticoagula-

tion or have recurrent DVT/PE on warfarin therapy

may be candidates for the placement of a filter into

the inferior vena cava (a large vein that returns blood

from the legs to the heart), which would entrap

any clot released from the legs prior to it reaching

the lungs.
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Prevention

Patients, who are hospitalized at bed rest for several

days, either after surgery or for medical illnesses, are at

increased risk of developing venous thrombosis. This is

especially true for elderly patients and causes signifi-

cant morbidity and mortality. Both the prolonged

immobility and concurrent medical conditions, such as

cancer or heart failure, predispose to thrombosis. Pre-

vention of clot formation is essential in these patients.

Nonpharmacological strategies for prevention include

elastic compression stockings, intermittent pneumatic

compression (which intermittently squeezes the legs to

keep blood flowing in the veins), leg elevation, and early

mobilization. Several clinical trials have now shown that

pharmacological agents are useful in the prevention of

thrombosis in these patients. Both lowmolecular weight

heparin given once or twice daily and subcutaneous

unfractionated heparin given up to three times daily

have been shown to be efficacious without increasing

the major bleeding complication rate.
Post‐phlebitis Syndrome

Approximately 30% of patients will develop post‐
phlebitis syndrome due to venous insufficiency (inade-

quate blood flow) following DVT. Patients may have

leg pain and edema. Overlying skin may become

erythematous (reddened) and hyperpigmented, and

eventually skin ulceration may occur. Cellulitis (an

infection of the skin) can become a recurrent problem.

Compression stockings are the mainstay of therapy and

may decrease symptoms by 50%.
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Veterans
Amy Kilbourne

There are over 24 million veterans in the United States

(13% of the US population over the age of 18 years).

According to theUS census, a veteran is someone 18 years

or older, not on active duty, but who once served in the

US armed forces (Army, Navy, Air Force, Coast Guard,

Marine Corps, or the Merchant Marines). In 1980, there

were over 27 million US veterans, and the number

decreased to 26 million in 1990. The veteran population

has been declining, primarily because of deaths of older

veterans from the World War II and Korean War eras.

Based on a 2000 survey of veterans, the average age

of the veteran population was 58 years, with the largest

group of veterans between the ages of 45 and 64 years.

About 9% of veterans in 2000 were black, 85% white,

4% Latino, and 2% of other race/ethnicity. Women

veterans (6% overall) tend to be younger on average,

and an increasing proportion of younger compared to

older veterans are women and/or minority, reflecting

the trends in the growing enrollment of women and

minorities in the US armed forces. Most veterans

reported having greater than a high school education,

and about half were currently employed based on this

2000 survey.

The US census recently included questions on

veteran status as well, in order to obtain a more com-

plete picture of US veterans. Based on the 2000 census,

additional information can be obtained on this group.

Specifically, about 6% were below the federal poverty

level, and almost 30% reported being disabled. The

largest percentage of veterans reported serving in the

Vietnam era, followed by the post‐Vietnam era (e.g.,

Desert Storm, Operation Iraqi Freedom/Operation

Enduring Freedom), and World War II. Most veterans

lived in the south or the Midwest, and California, the

most populous state, has the highest number of veter-

ans. Veterans are most likely to reside in rural or non-

metropolitan counties.
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Most public health‐ and disease‐related informa-

tion on veterans is available from the Veterans Health

Administration, which provides care for veterans

who have been honorably discharged. Approximately

5 million veterans received care in the Veterans Health

Administration. Over 35 million visits were made in

2000, and over 500,000 hospitalization discharges were

recorded from Veterans Administration (VA) medical

facilities. The number of patients treated increased by

22% from 4.1 million in 2001 to more than 5 million

in 2004.

In a representative survey of veterans, the majority

self‐reported using the VA health care system as their

regular source of care, including outpatient and inpa-

tient services. In addition, the VA healthcare system is

seen as providing care to a disproportionate number of

older Americans, many of whom experiencing poor

health status. Of the 5 million receiving care, the

most common medical conditions that are diagnosed

in inpatient and outpatient visits in VA facilities include

psychiatric disorders, notably depression (23%), dia-

betes (19%), ischemic heart disease (18%), stroke

(18%), substance use disorder (13%), and congestive

heart failure (5%). For these conditions, the prevalence

was higher among veterans 55 years or older compared

to those less than 55 years old. Moreover, older

veterans experience the worst health status, often hav-

ing health‐related quality of life scores that are up to

1 standard deviation below averages for Medicare

enrollees. Up to 50% of elderly veterans report diffi-

culty in functioning, and rated their health status as fair

or poor, and those with combat exposure or posttrau-

matic stress disorder (PTSD) have reported the worst

overall health. Additionally, elderly African American

and Hispanic veterans reported worse health than non‐
Hispanic white veterans across the majority of health

indicators. As a result, the VA healthcare system has

recently invested in chronic disease management pro-

grams and increasing long‐term care services for

veteran enrollees.

Overall, veterans receiving care in VA facilities are

on average older, sicker, and lower income than veter-

ans who do not receive care in VA facilities and in the

US population in general. Many indigent veterans

receive VA because of its generous benefits, notably

nominal copays for medications. In many respects,

the VA is the United States’ health plan for indigent

individuals. Evidence suggests that many of the health

disparities seen in non‐VA settings such as mortality
differences between blacks and whites are not present

in the VA because of its apparent equal access to care.
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Veterans Administration
Amy Kilbourne

The Department of Veterans Affairs (VA) has the lar-

gest centrally directed health care system in the United

States. It is the second largest of the 15 Cabinet depart-

ments, and operates nationwide programs for health

care, financial assistance, and burial benefits. In 2000,

the VA spent $63.5 billion total, in which $29 billion

was spent for health care, $34 billion for benefits,

and $155 million for the national cemetery system.
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The VA also offers disability compensation, a monetary

benefit paid to veterans who are disabled by injury or

disease incurred or aggravated during active military

service.

One of the largest facets of theVAbenefits system is its

health care system. The VA health care system includes

over 157 medical centers, 862 ambulatory care and com-

munity‐based outpatient clinics, 134 nursing homes, 42

residential rehabilitation treatment programs, 207 Veter-

ans Centers, and 88 comprehensive home‐care programs.

These services are managed by 21 regional networks (IVA

Integrated Services Networks, or VISNs). VA health care

facilities provide a broad spectrum of medical, surgical,

and rehabilitative care for eligible veterans. Over 70% of

disabled and low‐income veterans are enrolled with VA

for health care. The VA health care system uses a com-

prehensive electronicmedical record system, and recently

enacted a consumer‐driven health management system

for patients (MyHealtheVet).

The VA also oversees the largest medical education

and health cares training program in the United States.

VA facilities are affiliated with over 100 medical schools

and over 1200 allied health professional schools in the

United States. Each year, about 83,000 health profes-

sionals are trained in VA medical centers. Hence, more

than half of the physicians practicing in the United

States had some of their professional education in the

VA health care system.

The VA’s medical system also serves as a backup to

the Defense Department during national emergencies

and as a federal support organization during major

disasters. The VA also provides health care and benefits

to more than 100,000 homeless veterans each year.

While the proportion of veterans among the homeless

is declining, VA actively engages veterans in outreach,

medical care, benefits assistance, and transitional

housing.

The VA also supports an array of research in diverse

areas such as aging, women’s health, AIDS, posttrau-

matic stress disorder, and other mental health issues.

Over $400 million has been spent on VA research.

VA researchers have played key roles in developing

the cardiac pacemaker, the CTscan, and improvements

in artificial limbs. The VA has also been able to sup-

port large multicenter clinical trials program through

its Cooperative Studies Programs. The VA also spon-

sors ‘‘centers of excellence’’ throughout the nation

that conduct research in rehabilitation and health

services.
Related Topics

>Disability, >Health insurance, >Veterans
Suggested Resources

Department of Veterans Affairs Fact Sheet. http://www1.va.gov/

opa/fact/vafacts.html

VA Health Care Atlas FY 2000; http://www1.va.gov/rorc/products.

cfm

VA’s 85th anniversary. 2005; http://www.75anniversary.va.gov/
Violence
Corinne Peek‐Asa

Each year in the United States, approximately 2.3 per

100,000 individuals over the age of 65 are victims of

homicide, and an additional 4 per 1,000 are victims of

violent crimes including rape, assault, and robbery.

Violent crimes perpetrated against the elderly can

include interpersonal violence as well as stranger vio-

lence. While many crimes against the elderly fall within

the definition of elder maltreatment, the definition of

elder maltreatment requires that the perpetrator be a

caregiver of the elderly victim, and that a trust relation-

ship be established. Thus, elder maltreatment does not

include violent crimes perpetrated by strangers.

The number of elders who are victims of abuse each

year ranges from 1 to 2.5 million per year. However,

events of violence against the elderly are likely to be

under‐reported in most available sources of criminal

and health statistics, and are especially likely to under-

estimate elder maltreatment by a caregiver. Elderly

victims are often hesitant to identify themselves as

victims, and could risk losing the care they receive

should they report the perpetrator. Thus, information

about the frequency and risk factors for violence

against the elderly is woefully lacking.

One source of information about crimes against

the elderly is the National Crime Victimization Survey

(NCVS), conducted annually by the Bureau of Justice

Statistics. This phone survey asks respondents to

describe criminal violent victimizations over the past

http://www1.va.gov/opa/fact/vafacts.html
http://www1.va.gov/opa/fact/vafacts.html
http://www1.va.gov/rorc/products.cfm
http://www1.va.gov/rorc/products.cfm
http://www.75anniversary.va.gov/
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year. The NCVS is a household‐based phone survey,

and thus represents violent victimizations only among

independent elderly. Elderly who live in institutional

care facilities are not included.

According to the NCVS, the elderly report much

lower rates of criminal violent victimization than

younger age groups. While the elderly report a violent

victimization rate of 4 per 1,000, those aged 12–24

report violent victimization rates of 82 per 1,000.

However, the elderly have equal rates of personal lar-

ceny, which includes crimes such as purse snatching

and pocket‐picking. In fact, personal property crimes

accounted for 92% of the criminal violent victimiza-

tions reported by persons aged 65 and over. Compared

with victims of younger ages, elderly victims of violent

crime were just as likely to confront an assailant with a

weapon, and to be seriously injured in the crime.

Based on data from the National Center for Injury

Prevention and Control and the Consumer Produce

Safety Commission, each year over 20,500 individuals

age 65 and older are treated in emergency departments

for assault‐related injuries. This translates to a rate of

58 assaults per 100,000 elderly in the population,

which is far below the peak rate of 1,480 assaults per

100,000 population aged 20–24.

Violence is preventable. Although many believe

violent acts to be random events, they actually occur

in predictable patterns. Identification of these patterns

has led to an understanding that violence is predicated

by a complicated interplay between individual, family,

community, and societal characteristics. Violence can

be prevented or reduced through actions that modify

the characteristics that predicate violence.

At the individual level, elderly who require care

from others for their activities of daily living are at

greatest risk for maltreatment. Elderly who are isolated,

and who have chronic medical conditions, especially

those that cause dementia, are also at high risk. Elderly,

who are independent, are the most likely victims of

crimes such as robbery and assault.

Poor communication skills, past violent victimiza-

tion or witnessing violent acts, and low levels of

education can increase the risk for violent victimiza-

tion. Violence perpetration is consistently linked with

a lifestyle that includes alcohol and drug use, guns,

and nonviolent criminal behavior. Perpetrator risk

factors that are of particular importance for violence

against the elderly include caregiver stress, caregiver

mental illness, and motivations of monetary fraud.

Families that have a history of violence, and in which
there is a shared living situation, are vulnerable to

violence against elderly family members.

Community factors include poverty, high unemploy-

ment, poor development of the built environment (for

example, dilapidated neighborhoods), and lack of com-

munity cohesion. Isolation or segregation of some sub‐
populations such as the elderly, and tolerance for violence

are examples of societal factors. Societal attitudes that

value and respect the elderly could be protective against

violence against the elderly.

Interventions that focus on changing these environ-

mental components can be highly effective because they

have the potential to reach a larger number of people.

These programs, however, should be implemented in

conjunction with programs that address high‐risk
populations of individuals.

Knowledge about the prevention of violence is rich

but fragmented across a number of professional disci-

plines. A sufficient body of research has not yet been

developed that can determine which of the many com-

ponents of violence are most successfully modifiable,

and most programs have not been adequately evaluated.

However, most programs that have been highly effective

combine interventions that address both individual and

multiple components of the environment.

Many professional agencies can play an influential

role in protecting the elderly from violent victimiza-

tion. The first step in providing intervention services is

the identification of elderly who have been victims of

violence or who are at high risk for violence. Health

care professionals, social workers, law enforcement

officials, and agencies that provide services to the

elderly are examples of professionals who should be

involved in screening and identifying at‐risk elderly.

Several short instruments that screen for violence

risks have been developed, and these can be applied

in many settings. Many states have enacted legislation

that requires at least some of these professionals to

report elder abuse when it is identified.

Adult protective service agencies are the primary

response mechanism for elderly victims of violence.

Adult protective service providers investigate allega-

tions of abuse, and substantiate whether or not abuse

or neglect has occurred. Emergency and long‐term
services can then be provided at the victims request

based on the specific needs of each case. There have

been few evaluations of adult protective service

approaches, and there is a great need to better under-

stand the most efficient delivery of victim‐friendly
interventions.



Vision V 809
Knowledge about the causal pathway of violent beha-

vior, and how to intervene and prevent such behavior, is

growing and improving, but there is great need to better

understand the frequency and circumstances of violence

against the elderly. An evidence‐based approach to pre-

vention that encourages collaboration between different

agencies and professional backgrounds will contribute to

ongoing efforts to reduce violence against the elderly.
Related Topics

>Adult Protective Services, >Crime, >Homicide,

> Intimate partner violence, >Traumatic injury
Suggested Readings

Bonnie R and Wallace R (eds) (2003) Elder mistreatment: Abuse,

neglect, and exploitation in an aging America. National Research

Council, Washington, D.C.

World Health Organization (2002) World report on violence and

health. Geneva, Switzerland
Suggested Resources

Center for Substance Abuse Prevention. Substance Abuse and

Mental Health Services Administration (2000) Violence against

the elderly, a resource guide. Center for Substance Abuse Pre-

vention, Washington, D.C.; http://ncadi.samhsa.gov/referrals/

resguides.aspx?InvNum¼MS719

Klaus P (2005) Crimes against persons age 65 or older, 1993–2002.

U.S. Department of Justice, Bureau of Justice Statistics.

Washington, D.C.; http://www.ojp.usdoj.gov/bjs/pub/ascii/

cpa6502.txt
Vision
Monique A. Anawis

The eye converts light and images from the environ-

ment into electrical signals that ultimately travel to

brain and allow us to see. Along its route, the eye

depends upon healthy tissues to transmit information.

With age, certain changes in the eye occur, which can

alter and diminish vision. Some of these are simply a
part of aging, such as cataracts, while others are due to

diseases of the entire body, such as diabetes, or diseases

specific to the eye such as glaucoma.

� The first surface of the eye that light contacts and is

altered by is the cornea. If light is focused too early in

the eye then one is near‐sighted (myopic). Eyeglasses

or contact lenses to correct myopia cause the light to

travel farther back in the eye to focus. Myopic glasses

make images appear smaller. The stronger the myo-

pic correction the smaller the eye appears behind

the glasses. By contrast, far‐sighted (hyperopic) indi-
viduals focus images too far back in the eye. Far‐
sighted eyeglasses magnify images making the eye

appear larger behind the glasses. Prior to the use of

lens implants, high hyperopic lenses were used to

restore vision after cataract surgery.

� Astigmatism, a condition of blurry vision due to light

rays bending at different angles when they go

through the abnormal surface or shape of the lens

or cornea. Eyeglass or rigid contact lenses can correct

astigmatism. Changes in the lens with formation of

cataracts may account for new astigmatism with age.

Numerous laser and incisional surgical techniques

exist, and are being further developed to correct

astigmatism, near‐sightedness, and far‐sightedness.
� The cornea ideally is a clear surface like that of the

windshield on a car. Any imperfections such as scars

or drying may distort the images we see. With age,

the eye typically makes fewer tears, which can cause

dryness and eyelid inflammation. The lack of ade-

quate tears may be worsened by a dry environment

or medications such as antihistamines used for aller-

gies. Dry eyes may cause irritation, a gritty sensation,

and decreased vision particularly at times inwhichwe

blink less frequently such as reading a book or using a

computer. Blinking allows the eye to be periodically

moistened. Modifications of the environment with

humidification and alterations of medications may

be required in addition to supplemental artificial

teardrops or other treatments for dry eyes.

� The second major surface that bends light in the eye

is the lens. Once the lens becomes cloudy with age,

following injury or from medical conditions

including diabetes, it is called a cataract. A cataract

may blur, distort, or cause doubling of images. In

addition, cataracts may cause symptoms of glare

such as sensitivity to the light from oncoming

headlights at nighttime. Certain cataracts may act

as a filter and alter or dull our sense of color. Some

http://ncadi.samhsa.gov/referrals/resguides.aspx?InvNum = MS719
http://ncadi.samhsa.gov/referrals/resguides.aspx?InvNum = MS719
http://ncadi.samhsa.gov/referrals/resguides.aspx?InvNum = MS719
http://www.ojp.usdoj.gov/bjs/pub/ascii/cpa6502.txt
http://www.ojp.usdoj.gov/bjs/pub/ascii/cpa6502.txt
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cataracts are able to provide better focusing of

images at near distances so that reading glasses are

no longer necessary providing a ‘‘second sight’’ in

later years.

In addition to cataract formation, with age, the lens

loses the ability to alter focus at distance, near, and

locations in between through a process called accom-

modation. As the eye ages, it loses the ability to create

sharp images at near. This condition is called presbyo-

pia. Reading glasses are required for presbyopia some-

time after the age of 40 or 50 years to make up for this

loss of near focus.

� After light passes through the lens, it travels to the

inside of the eyeball or the vitreous gel. The vitreous

gel is in contact with the retina (membrane lining

the inside of the eye) and nerve of the eye (optic

nerve). Floaters are substances that move through

the vitreous gel and cast a shadow that looks like

dark spots, threads, or spider webs. Floaters are seen

with aging, and following eye injuries or operations.

Seeing flashes or streaks of light may indicate that

the vitreous gel is pulling on or detaching from the

retina. Retinal detachment typically causes a blind-

spot or sensation of a curtain coming down in front

of the vision. By contrast, vitreous detachments

generally result in mobile spots in the vision. Floa-

ters and visual flashes that are new, suddenly

increase in number, or change in character require

immediate ophthalmologic evaluation.

Having passed through the vitreous gel, light tra-

vels to the retina. The retina is a complex tissue that

acts similar to the film in a camera. If a piece of

photographic film is folded, bent or otherwise marred,

then the picture seen is also distorted. Likewise, scar-

ring, fluid buildup, or other retinal changes such as

age‐related macular degeneration may change or blur

the image seen. High blood pressure or diabetes may

damage blood vessels in the eye, and the ophthalmol-

ogist in examining the retina may be able to directly see

the effects of these and other conditions on the eye.

� The retina derives its nutrition from blood vessels.

Without proper circulation of blood to the retina

and optic nerve, a stroke (interruption of blood

flow) to large or small segments of the retina or

optic occurs. Poor blood circulation to the eye may

be from narrowing of blood vessels throughout

the body (arteriosclerosis) or those in the neck
(carotids) supplying blood to the eye. Additionally,

blood circulation can be interrupted by particles or

plaques of cholesterol or other materials in the

body that plug up blood vessels. Strokes in the eye

generally cause painless visual loss to large or small

areas of sight or ‘‘blindspots.’’ If a sudden painless

loss of vision occurs then immediate care should be

sought. With a delay of treatment of only 90 min

from the onset of visual symptoms, the chance of

regaining sight diminishes precipitously.

� The optic nerve brings visual information from the

retina to the brain. The brain is the final location for

processing visual information. Damage to the optic

nerve caused by glaucoma causes losses of visual

field. In early glaucoma, peripheral visual field is

typically lost. In later stages or particularly aggressive

forms of glaucoma, more central vision is lost.

� Damage to the brain caused by strokes, tumors,

bleeding, and other conditions can affect vision.

Strokes in visual areas of the brain can cause loss

of sight, characteristic visual field loss, color per-

ception defects, and may be accompanied by the

inability to read and or write depending on the

location of damage. Lesions of the brain may result

in the inability to recognize objects by sight while

still being able to recognize objects by touching

them (agnosia). Visual hallucinations or seeing

things that are not really there, may occur due to

abnormalities in the brain.

� The nature and duration of visual changes can pro-

vide diagnostic clues. A sudden onset of flashes and

floaters may indicate a detachment of the vitreous

gel from the back of the eye. Movement of vitreous

occurs with aging as the components of the gel

change. A few seconds of darkening or graying out

of vision in one or both eyes (transient visual

obscurations or TVOs) occurs with optic nerve swel-

ling and is often precipitated by postural changes.

TVOs may also occur before certain strokes to the

optic nerve, seen in older patients with inflammation

to the medium and larger blood vessels in the body

(giant cell arteritis). Twenty to thirty minutes of

zigzag, shimmering, or tunnel vision may occur

and be followed by a headache in certain types of

migraine. Migraines generally have their onset in

the teens or during the twenties. If migraine‐like
symptoms are first experienced in middle age or

later years then it is imperative to exclude pathology

in the brain.
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� The visual pathway is complex. Vision includes the

clarity of images, color vision, peripheral vision,

location of images in space, perception of contrast

of light and dark, and comprehending what has

been seen. Distinguishing predictable changes that

occur with age such as cataracts from more emer-

gent conditions such as retinal detachment is vital

to maintaining vision throughout life. Once light

enters the eye to be bent by the cornea and lens, and

travels through the vitreous to the retina, then the

health of the blood vessels supplying the retina,

optic nerve, and its pathways to the brain are cri-

tical to the final formation of images that allow us

to see our world.
Related Topics

>Blindness, >Cataract, >Eye care, >Glaucoma
Suggested Resources

American Academy of Ophthalmology; www.aao.org

Association for Macular Diseases, 201 E. 64th St., New York, NY

10021, (212) 605‐3719
National Diabetes Education Program; www.ndep.nih.gov

National Eye Institute and National Eye Health Education Program;

www.nei.nih.gov
Vitamins
Rajkumari Richmonds

Vitamins are essential components of good nutrition.

Vitamin supplementation on a daily basis for a healthy

elderly individual is controversial because a daily intake

of five to six servings of fruits and vegetables should

sufficiently provide the needed vitamins and minerals

for good health. However, supplementation of vitamins

may be required if the diet of the elderly individual is

unbalanced or if the individual is malnourished. Self‐
medication by the elderly with over‐the‐counter vita-
mins generally should be discouraged because of

adverse side effects.
Vitamin A

Vitamin A is essential for growth, vision, and main-

tenance of the immune function. Vitamin A is stored

in the liver, and deficiency occurs only after a pro-

longed period of poor dietary intake of vitamin A.

Dietary sources of vitamin A include fish, fish oil,

liver, milk, and eggs. Dark‐colored leafy vegetables,

and yellow‐ or orange‐colored fruits, are packed with

beta‐carotene, a pre‐vitamin A. Elderly people who

have adequate liver stores of vitamin A will have nor-

mal plasma levels of vitamin A. However, this does not

necessarily reflect an adequate vitamin A intake

because liver stores of vitamin A are not affected by

age. Recommended Dietary Allowance (RDA) for

males is 5,000 IU or 1,000 mg per day, and 4,000 IU

or 800 mg per day for females. Toxicity may occur

with intake that exceeds the RDA. There are two

types of hypervitaminosis A: acute and chronic.

Acute hypervitaminosis A is rare among elderly, but

chronic toxicity is usually due to overdose of vitamin A

supplements, but not from consumption of vitamin

A rich foods.

Healthy elderly individuals do not need extra atten-

tion regarding vitamin A nutrition. RDA recommen-

dations for vitamin A are adequate to the geriatric

population but some individuals, who have problems

with alcoholism and protein calorie malnutrion, may

need supplementation.
Vitamin D

Vitamin D is also known as the ‘‘sunshine vitamin.’’

Vitamin D can be obtained either from dietary sources

or by synthesis in the skin on exposure to sunlight.

Dietary sources of vitamin D include fortified dairy

products. Vitamin D plays an important role in the

regulation of calcium and phosphorus metabolism,

and influences the process of bone mineralization. A

deficiency may cause poor mineralization of bone,

which leads to osteoporosis in the elderly. Daily recom-

mended intake (DRI) is 1,000 IU or 25 mg daily for

both males and females. This recommendation is ade-

quate to strengthen bones. Increased intake is not

recommended because high doses of vitamin D leads

to hypercalcemia and results in toxicity.

http://www.aao.org
http://www.ndep.nih.gov
http://www.nei.nih.gov
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Vitamin E

No major disease state due to vitamin E deficiency is

found among Americans. The major symptom of vita-

min E deficiency in humans is an increase in red blood

cell fragility. Since vitamin E is absorbed from the

intestines in chylomicrons (the largest lipid particle),

any fat malabsorption disease can lead to vitamin E

deficiency. Vitamin E content of the diet varies with

the amount and type of dietary fat consumed. The

requirement for vitamin E increases with the intake

of polyunsaturated fatty acids. In the United States,

this does not cause any problems since the main diet-

ary sources of polyunsaturated fatty acids are also the

best source of vitamin E (vegetable oils, cottonseed,

corn, soybean, safflower, wheat germ). RDA is 10 mg/d

for males, and 8mg/d for females. The present RDA

seems to be adequate for elderly adults.
Vitamin K

Vitamin K is necessary for synthesis of prothrombin

and other blood clotting factors by the liver. A defi-

ciency of vitamin K causes defective blood coagulation.

A prolonged prothrombin time reflects vitamin K

deficiency. This vitamin can be synthesized by the

intestinal flora or provided through the diet. Dietary

sources of vitamin K include spinach, cauliflower, liver,

and kidney. High intakes of vitamin E and vitamin A

have the potential to increase the risk of bleeding

among people treated with anticoagulants. Present

studies do not indicate whether the RDA is sufficient

for the elderly. It is also unknown at present whether

older healthy people have altered vitamin K require-

ments. RDA is 80 mg/d for males, and 65 mg/d for

females.
Vitamin C

The vitamin C present in one orange, about 60 mg, is

the RDA for nonsmoking adults (100 mg for smokers).

RDA of 60 mg is adequate for the elderly as there are no

known age‐related changes in vitamin C metabolism.

Vitamin supplementation doses of greater than 1,000

mg are not recommended. Vitamin C increases iron

absorption: high levels of iron may be associated

with an increased risk of cardiac disease. Vitamin C

is an antioxidant; consuming high amounts of any
antioxidant can become pro‐oxidant and perhaps

damage cells and DNA.
Thiamine

The RDA for thiamine is 1.2 mg/d for men, and 1 mg/d

for women. Deficiency is rare in developed countries.

If deficiency does occur, it is the result of low caloric

intake or disease or both. Even with the decreased

calorie intake of the elderly, the calorie‐corrected
thiamine is adequate for the nonalcoholic elderly.
Riboflavin

Riboflavin, like other vitamins, functions as a co‐
enzyme for the electron transfer reactions. Riboflavin

deficiencies are rare in United States due to the avail-

ability of riboflavin in eggs, milk, meat, and cereals.

People who have hypothyroidism, diabetes mellitus, or

are going through chronic stress situations may have

riboflavin deficiency. Riboflavin deficiency may also be

a problem for people who consume a limited amount

of milk. Among the elderly population, this may be

due to lactose intolerance. Aging does not seem to

affect riboflavin metabolism. Deficiency of riboflavin

among healthy elderly is due to low intake, and can

be easily corrected. RDA is 1.4 mg/d for males, and

1.2 mg/d for females.
Niacin

Niacin helps to maintain healthy skin and nerves. The

classic niacin deficiency is pellagra, which is character-

ized by symptoms like diarrhea, depression, and der-

matitis. Pellagra is uncommon in Western societies.

Drugs such as isoniazid can cause niacin deficiency.

The RDA is 15 mg/d for males, and 13 mg/d for

females. Intake of niacin is highly variable; several

population studies indicated that intake of niacin was

related to socioeconomic status. Hence, there is no

altered recommendation for the elderly.
Folic Acid

Folic acid is found in a variety of foods. The richest

sources are liver, asparagus, spinach, wheat, bran,
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yeast, and dry beans. Evidence suggests that there are

no specific age‐related changes in folate metabolism,

and that elderly people are capable of maintaining an

adequate folate status, despite low intake. Alcohol and

certain medications such as antimalarials, and anti-

convulsants, can cause folic acid deficiency. The RDA

is 400 mg/d for adults, and can be regarded as adequate

for the elderly. Intake of more than 1000 mg/d can

mask hemotologic signs of vitamin B12 deficiency, and

possibly delay its diagnosis.
Vitamin B12 (Cyanocobalamin)

The primary dietary source of vitamin B12 is animal

products. Nutritional deficiency of vitamin B12 from

inadequate dietary intake is rare, but can occur among

strict vegans. Most elderly individuals maintain nor-

mal vitamin B12 levels despite low intake. With increas-

ing age, there is also an increased occurrence of

gastritis. Atrophic gastritis decreases the bioavailability

of vitamin B12. Overgrowth of bacteria in the upper

gastrointestinal tract may also make vitamin B12 una-

vailable. Vitamin B12 deficiency may be an undetect-

able problem even among healthy elderly and

therefore, periodic assessment for vitamin B12 status

should be done. There is no altered vitamin B12
requirement. RDA is 2.0 mg /d for both males and

females.
Pyridoxine (B6)

Low dietary intakes are the main cause for vitamin

B6 deficiency. Age‐related changes in vitamin B6 have

also led to increased requirements of pyridoxine in

older adults. Daily requirements of pyridoxine are

directly related to protein intake. With a low protein

diet, less vitamin is needed. The RDA for vitamin B6
for males 51 years and over is 2 mg/d, and 1.6 mg/d for

females 51 years and older. High intake of pyridoxine

above 100 mg/d may increase toxicity or decrease
efficacy of many drugs that are used to treat Parkinson’s

disease and seizures, and can cause sensory neuropathy

in lower extremities.
Multivitamins

When dietary selection is limited, nutrient supplemen-

tation with a low dose of multivitamins can be useful

in recommended intake levels. The potential intake of

food and supplementation can improve the cognitive

and physical functions in old age.

Nutritional recommendations for the elderly are

based on the assumption that the deficiencies are

detrimental. Thus, recommendations have been

designed, in general, to reverse the changes and restore

the body composition to a healthy state.
Related Topics

>Diet, >Nutrition, >Obesity
Suggested Readings

Boisvert W, Mendoza I, Castaneda C et al (1991) Dietary intake

requirements for riboflavin in healthy elderly do not differ from

those recommended for adults. FASEB J 5(4):A558

Hartz SC, Russell RM, Rosenberg IH (eds) (1992) Nutrition in the

elderly. Smith‐Gordon, London
National Research Council (1989) Recommended dietary allowan-

ces, 10th edn. National Academy Press, Washington, D.C.

Ribaya‐Mercado JD, Russell RM, Samloff IM et al (1991) Vitamin B6

requirement of elderly men and women. J Nutr 121:1062–1074

Russell RM, Suter PM (1993) Vitamin requirements of the elderly:

An update. Am J Clin Nutr 58:4–14
Suggested Resources

Food and Nutrition Board, National Academy of Sciences

(1989) Recommended dietary allowances, Revised; http://

www.Geocities.com/nutriflip/4rdas.htm

http://www.Geocities.com/nutriflip/4rdas.htm
http://www.Geocities.com/nutriflip/4rdas.htm


Wandering Behavior
Lakyntiew S. Aulakh
Wandering is a characteristic behavior of people with

dementia. A significant problem for caregivers, it is often

the underlying reason for placement in a nursing home

dementia unit. Research shows that a majority of older

adults with dementia, and who are ambulatory will

wander at some time. It is a frequently cited major

problem for most dementia care facilities. Wandering

may reflect different types of deficits such as global

cognitive decline, visual spatial deficits (deficits in vision

with respect to understanding of depth or space percep-

tion), or perseveration (repetitive speech and behavior).

Experts argue that wandering is a beneficial form of

exercise that in itself is harmless, even good and should

be permitted in secure environments. Others recognize

that unchecked wandering can hinder care routines such

as eating or interfere with the privacy of others. Perhaps,

the greatest concern with wandering behavior is the

potential for injury, for example, falls, and the potential

for wandering into situations that are physically danger-

ous such as busy traffic areas.

Wandering ismost common among individuals with

dementia, a syndrome characterized by impairment

of memory and cognitive functions. These cognitive

disorders are the most prevalent psychiatric disorders

of later life. These diseases cause neuronal loss or other

structural brain damage (e.g., Alzheimer’s disease, cere-

brovascular diseases or strokes, Pick’s disease) The pre-

valence and burden of the cognitive disorders of later life

is anticipated to increase as the proportion of elderly

persons in the United States population increases over

the next 50 years. Alzheimer’s disease is estimated

to affect 5% of the US population between the ages

of 65 and 74, 20% of the population between 75 and

84 years of age, and 47% of the population over 85 years

of age. It is projected that there will be 13 million

Americans with Alzheimer’s disease by 2040. Many of

these individuals will need care in a structured setting

outside the home.

Reasons for wandering could be a change of envir-

onment that may make a patient disoriented. It may

be due to a loss of short‐term memory; individuals may

forget where they were going and why, or they may walk

past and beyond an intended destination. It may be a

way of burning up excess energy, an indication that they

need exercise. It may also be an expression of boredom.
# Springer-Verlag Berlin Heidelberg 2008
Patients with dementia find it hard to focus and

concentrate and, therefore, wandering may be a way

of keeping occupied. They may be feeling restless and

anxious, and pace or wander off for no apparent

reason. Wandering may ease discomfort or pain.

Lastly, tight clothing, excessive heat, or the need for

a toilet could cause wandering.

Interventions that could reduce or eliminate the

hazards of wandering include, first and foremost, iden-

tification of risk factors for wandering, such as demen-

tia, acute confusion causing disorientation, and a

history of wandering from caregivers. This should be

followed with the conduct of an assessment. Assessment

will often include the Folstein Mental Status Examina-

tion (MiniMental State Examination [MMSE]). Specific

interventions include

1. the provision of appropriate supervision, using

volunteers, or paid sitters,

2. the use of alarm sensors with radio frequency trans-

missions to monitor patient movements,

3. a reduction of environmental triggers, such as noise

and light,

4 the provision of easy accessibility to the bathroom

and orienting symbols to identify the bathroom,

5. the provision of a sense of belonging and personal

security,

6. the encouragement of movement and exercise as

appropriate, in a wandering garden if possible,

7. the avoidance of physical restraints as they cause

agitation and injury,

8. the assessment and treatment of pain that may

cause restlessness, and

9. the conduct of a secure medical evaluation to iden-

tify and treat reversible causes of acute confusion.

Hospital administrators can also develop protocols

for interventions and training of staff about wandering

behavior, and search and rescue procedures for missing

patients with dementia.

One of the newer adjunctive dementia structural

modalities is the wander garden. This structural addi-

tion to the health care unit allows institutionalized

patients with dementia to enjoy the pleasures and

benefits of leaving the residential structure. In the

early stages of dementia, the wander garden environ-

ment is designed to stimulate the patient’s physical

and mental function by promoting sensory activity.

In the later stages of the disease, the garden can pro-

mote awareness outside of self and create a sense of

immediate pleasure. The wander garden is also intended
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to reduce the negative behavioral aspects associated with

wandering. In general, the wander garden allows patients

to retreat to a safe, controlled, noninstitutional outdoor

setting for sensory stimulation, socialization, and exer-

cise. Wandering can be a beneficial form of exercise with

cardiovascular benefits. It may improve circadian sleep

rhythm, which is frequently a problem with patients

with dementia who are confined. Finally, exposure to

bright sunlight and cycling of the days will promote a

better sense of time and orientation.
Related Topics

>Alzheimer’s disease, >Dementia, > Long‐term care,

>Mini Mental State Examination
Suggested Readings

Algase DL, Beel‐Bates C, Beattie RAE (2003) Wandering in long‐
term care. Annals of Long‐Term Care 11(1):33–39

Detweiler MB, Trinkle DB, Anderson MS (2002) Wander gardens:

Expanding the dementia treatment environment. Annals of

Long‐Term Care 10(3):68–74

Silverstein NM, Flaherty G (2004) Wandering in the hospitalized

older adult, try this: Best practices in nursing care for hospita-

lized older adults with dementia. Geriatr Nurs 1(6):196–199
Weight Maintenance
Kathleen Franco . John Franco . Mohammed
Alishahie

Older persons are at risk for both extremes, weight loss

secondary to chronic illness and weight gain from lack

of physical activity. Although individuals who are very

ill or quite old may have difficulty maintaining their

weight, more are likely to be heavier than they and

their doctor would like them to be. Individuals over

the age of 65, like the other age groups in the United

States, are battling obesity. In 1990, 12% of adults over

65 had a body mass index over 30 kg/m2 compared to

19% in 2002. The public health epidemic of obesity has

resulted from more sedentary lifestyles and easy access

to processed and fast foods. As one ages, it may be harder

to exercise and easier to microwave a ‘‘T.V. dinner’’ than

prepare fresh fruits, vegetables, and meats. The ‘‘cost’’ of
the extra weight increases the risk for cardiac disease,

diabetes, some cancer, vascular disorders, osteoarthritis,

and depression among others. These in turn reduce the

likelihood of adequate exercise and often limit other

aspects of good self‐care such as social interaction and

even diet.

An ounce of prevention is truly important, but no

matter when one starts, it is better to begin than never

try to reach a healthier state. Weight and body mass

index are very crude indicators, and most physicians

will rely as much or more on waist circumference that

indicates intra‐abdominal fat, and muscle mass and

strength. A good physical examination and dietary

history can allow health care providers to work with

the older patient who is trying to make a positive

lifestyle change.

Without exercise, even the benefits of a healthy diet

are limited. There are many true barriers and excuses

for avoiding exercise: pain when performing, lack of

access to a safe place for exercise, inadequate informa-

tion on what to do, underestimating the worth of

exercise, or simply not making it a priority. It is esti-

mated that sedentary behavior doubles the risk of

cardiac disease. Exercise not only allows an individual

to lose weight, but it reduces lipid levels, blood pres-

sure, and chronic inflammatory markers that are asso-

ciated with heart disease, and promotes normal insulin

levels. When men and women over the age of 65

exercise even twice weekly, there are tremendous sav-

ings to their health and cost per year of life. There is

new evidence that even the risk of depression and of

Alzheimer’s disease is reduced in elderly who exercise

regularly.

Before starting the exercise program, one should

consult their physician for the safest, most effective

activity. For most persons, this should be built into

their daily living habits for the greatest likelihood of

continuation. For example, taking the stairs in an office

building, walking from the far end of the parking lot,

making it a routine to take a walk at the same time

everyday or joining a community exercise or walking

group can be beneficial. The US Centers for Disease

Control recommends 30 min or more of brisk walking

or similar exercise daily. The American Heart Associa-

tion suggests 10,000 steps daily, generally between 3 and

4 miles. Using a pedometer can allow easy monitoring

over the day and reinforcement to make the goal.

An exercise warm‐up of a few minutes will allow the

muscles the opportunity to stretch and avoid injury.

Endurance, flexibility, and resistance training are
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optimal. An exercise program must take into con-

sideration an individual’s existing conditions and

needs. Weight training and progressive resistance with

repeating sets of exercise 2 to 3 days per week can help

maintain or improve muscle mass as intra‐abdominal

fat and weight improve.

When diet is the only approach, precious muscle

can be lost. The combination of improved diet and

exercise helps achieve a healthier body and mind.

Good cognitive function and memory are promoted

by a healthy diet paired with regular daily exercise.

In 2005, the US Dietary guidelines changed from

the goal of altering weight and body mass index to

calories taken in equaling those expended. The guide-

lines moved from set weight ranges for all adults to

healthier bodies based on age and physical activity.

Nutrient dense foods are encouraged as opposed to

the traditional food pyramid. Five servings of fruits

and vegetables each day, and 3 oz or more of whole

grains are recommended. Low fat or fat‐free dairy

products, particularly milk, can add needed protein

and calcium.

The federal government has set a goal that at least

50% of the general population will meet the five

servings a day fruit and vegetable recommendation.

Currently, 32.2% of elders meet this recommenda-

tion, the highest of all the age groups in the United

States. With respect to physical activity in elders in the

United States, Hawaii was rated the best, and Tennessee

the worst. Again, with respect to excessive weight,

Hawaii had the lowest rates while Michigan had the

highest percentage. Elders in Virginia were most likely

and those from Louisiana least likely to eat five

servings of fruits or vegetables each day.

Foods high in added sugar and saturated fat con-

tent should be avoided. Eliminating or reducing red

meat, even lean meat, to less than 6 oz can help control

unhealthy lipids. If one can refrain from high fat dairy

products, fried foods, processed foods high in fat and

sugar and excessive alcohol, they will have a far better

chance to manage their weight.

Besides being more active and making healthier

food selections, reducing calorie intake as one ages is

the third component to consider in evaluating weight

maintenance. Calorie intake should not exceed calorie

expenditure unless a person needs to gain weight. Total

fat should be between a fifth and a third of the total

calories ingested. In general, persons over 50 should eat

about 2000 calories if they are sedentary, and between

2400 and 2800 calories if they are active.
Increasing portion size has been a major setback

for Americans. Plate size in restaurants has doubled or

tripled in some cases over the past few decades. If

guidelines indicate a half‐cup of pasta is one serving

and we frequently see two cups presented to an indi-

vidual in restaurants, it is easy to understand how the

calories mount and the weight increases. Supersizing

has taken over in fast food restaurants, but it also

sneaks into the home with individualized packaging.

A 6‐oz soda was the norm in the 1960s, but it has since

jumped to 12, then 16, and now a 20‐oz serving. Nutri-
tion fact panels that list calories, fat content, and

number of packaged portions are frequently ignored.

Discussing healthy eating with a physician and nutri-

tionist is highly recommended.
Related Topics

>Body image, >Body mass index, >Diet, >Exercise,

>Nutrition, >Obesity, >Vitamins
Suggested Readings

Horani MH, Mooradian AD (2002) Management of obesity in the

elderly: special considerations. Treat Endocrinol 1(6):387–398
Suggested Resources

www.nal.usda.gov/fnic/etext/000002.html; Lists many Federal and

National organizations providing food and nutrition information

The State of Aging and Health in America 2004; www.cdc.gov/

aging, www.miohonline.org
Widowhood
Jody de la Pena Murphy

The death of a spouse is a loss, which encompasses

emotional, psychological, and social aspects. Tremen-

dous lifestyle changes are often necessitated due to

the multiple roles of marriage. Widowhood often

includes the loss of a sexual companion, a partner in

financial and household decision‐making, and for

many, it is the loss of one’s best friend. The death of a

spouse is considered to be one of the most stressful life

http://www.nal.usda.gov/fnic/etext/000002.html;
http://www.cdc.gov/aging
http://www.miohonline.org
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experiences, albeit a common event for individuals

over 65 years of age. According to the 2000 US Census

figures,

� there were 11.3 million widows and 2.6 million

widowers,

� over 45% of females over 65 are widowed, and

� over 780,000 women and 350,000 men annually

experience the death of a spouse in the United

States, and as baby boomers age (currently there

are 43 million people nationwide ages 55 to 74) the

rate will increase significantly.

Widowhood is a complex process that involves the

grieving period after the death of one’s spouse. It is

characterized by a sense of loss, sorrow, anxiety, lone-

liness, and social withdrawal. It may also include phy-

siological responses represented by intensified somatic

concerns. Accordingly, elderly widows and widowers

have been shown to have an increased use of medical

services, as compared to their married counterparts.

Use of adult day health programs and in‐home and

community‐based health services are also utilized at a

higher rate after the death of a spouse. Increased reli-

ance on alcohol, tobacco, and other substances has

been seen in widows and widowers for whom sub-

stance abuse was a preexisting condition. Risk factors

for increased drinking in widowhood included exces-

sive alcohol usage prior to bereavement, being male,

having a history of depression, being dissatisfied with

social and emotional supports, and experiencing a

depressive episode soon after the death of their spouse.

The grieving process may vary considerably across

individuals, depending on a number of factors. An

individual’s cultural background and religion may

play a role in his or her emotional reaction to widow-

hood. There are varying nuances in coping and social

support, depending upon ethnicity. For example, the

Caucasian population differs from minority groups

with respect to living arrangements in widowhood;

unmarried whites, both men and women, are far less

likely to live with family members than are those in

other ethnic groups. An individual’s religious beliefs

may dictate some traditions, but in the United States,

this factor has not proven to be a reliable predictor of

behavior in survivors. There are communities where

members more closely monitor and are involved with

others’ grieving process through widowhood, but for

the most part, mourning has evolved toward a more

individualized and relatively unstructured experience.

Research shows that there are gender differences in
widowhood, suggesting that women recover from the

loss within 1 year, while men may take longer to

recover. Additionally, widowed men are more likely

to remarry than their female counterparts. Finally,

self‐esteem has been found to be a critical factor in

recovery from grief. Therapy or support groups may be

necessary in some cases to facilitate growth and to help

the bereaved person achieve an integrated healthy self‐
concept, along with a stable worldview. There are sev-

eral on‐line support groups for individuals who may

benefit from additional outside support, as the website

listed below.

Widowhood is a lengthy and painful process that

involves changes in one’s emotional, psychological,

and social functioning. The elderly population may

have more difficulty with this transition due to poor

health, lack of social support and/or decreased eco-

nomic status. Nonetheless, human beings are resilient.

The majority of widows and widowers are able to

transition through the grieving process and emerge

with a higher level of personal development.

" ‘‘My experience in losing my precious husband has

made me more aware of the beauty in everyday life,

the need to share the hurts and joys of others. . . It

sustains me and I look forward to the challenge of each

day with an appreciation much keener than before.’’

Anonymous.
Related Topics

>Depression, >Grief and Grieving, > Substance use

and chemical dependence
Suggested Readings

Blankenfield A (1983) Grief and alcohol. Am J Drug Alcohol Abuse

9:435–446

Lee S, Shaw L (2003) Gender and economic security in retirement.

Institute for Women’s Policy Research, Washington, D.C.

Schuchter SR, Zisook S (1993) The course of normal grief. In:

Stroebe MS, Stroebe W, Hansson RO (eds) Handbook of berea-

vement. Cambridge University Press, Cambridge, pp 23–43

Zisook S (1987) Unresolved grief. In: Zisook S (ed) Biopsychosocial

aspects of bereavement. American Psychiatric Association,

Washington, D.C., pp 23–34
Suggested Resources

Awidow’s source for strength and renewal; www.widowsource.com

http://www.widowsource.com
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Wisdom
Kathryn Krieg

Wisdom can be defined as the ability to discern or

judge what is true, right, or lasting. Wisdom is insight,

common sense, and good judgment. It is knowledge: a

sum of learning throughout a life span. This treasured

quality has been defined in multiple ways throughout

history. Socrates was felt to be wise by his colleagues

in saying, ‘‘I know that I don’t know.’’ This parallels

another description of a wise person as one who

understands the limits of human knowledge. A wise

individual can also be described as one who is able to

see beneath the superficial to find the deeper meaning.

A group of older adults, interviewed about wis-

dom, identified guidance, experience, moral princi-

ples, the perspective of time, and compassionate

relationships as the essential components of wisdom.

In addition, most noted the association between wis-

dom and close relationships with others, and the ability

of wise persons to confront error.

Most descriptions of wisdom include a balance of

skills that are cognitive, affective, and reflective; these

skills are then used to successfully negotiate life’s chal-

lenges. Of these, the ability to be reflective is felt to be

the most important. All of these descriptions of wis-

dom imply that there is a difference between wisdom‐
related knowledge and intellectual knowledge. Although

there are shared characteristics in both types of knowl-

edge, they differ in their goals, approach, range and

acquisition, and effects.

The goal of wisdom‐related knowledge is a redis-

covery of known truths, rather than a discovery of new

information. This approach to knowledge is more

spiritual than scientific. Wisdom‐related knowledge is

timeless and exists independently of historical events

and scientific discoveries. It permeates all aspects of one’s

life and cannot become outdated. Wisdom‐related
knowledge is not taught directly, but is acquired through

a combination of cognition and self‐reflection.Wisdom‐
related knowledge may continue to grow throughout

life, depending on the capacity for self‐reflection, self‐
awareness, and openness to all types of experiences.

Wisdom and Aging

How does the powerful quality of wisdom facilitate

aging well? Wisdom is recognized as a developmental
task of aging and as key to successful resolution of the

Eriksonian late‐life crisis of integrity versus despair. In
this context, wisdom occurs in reviewing one’s life,

actions, relationships, and in accepting responsibility

for these things. Thus, the wise individual achieves a

sense of satisfaction with one’s place and meaning in

the world.

Studies show that wise elderly individuals are more

satisfied with their lives no matter what their objective

circumstances may be. Wisdom has a more powerful

impact on their lives than the challenges of various

medical conditions, financial stressors, physical envir-

onment, socioeconomic status, and social relation-

ships. Wise individuals are not self‐centered, and have

a strong capacity to feel compassion and sympathy for

others. They have positive connections with family

members and with their communities. They are helpful

in providing wise advice and guidance, and are seen as

treasures in their communities.

How then, do we best prepare for a satisfying old

age experience and facilitate the development of wis-

dom? Educational programs for older adults have been

successful in helping the elderly keep up with advances

in technology and in improving coping skills with

medical concerns and financial planning. In addition,

such programs could promote the development of

wisdom‐related knowledge through autobiography

review and writing workshops. Narrative gerontology

provides an opportunity for older students to review

the stories of their lives, to explore alternative inter-

pretations, and to learn from the stories of others.

Students are noted to become more reflective and

more compassionate toward others.

Specific tools and programsmay be especially helpful

in promoting and preserving wisdom among the elderly.

The Internet has been identified as a powerful commu-

nication medium for the elderly. In this approach, wis-

dom and technology are combined to allow the elderly to

reach out to others and to reflect on life experiences. The

Elderhostel program and various educational programs

through the National Council on Aging have been iden-

tified as rich resources for older adult students. Partici-

pants gain new information about history and other

cultures, but are also able to reflect on their own lives in

a larger perspective.

A recent National Council on Aging program pro-

vides grant funding for teams of older individuals to

identify and address community concerns. Projects

already funded include a school suspension reduc-

tion program, a middle school reading program, a
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protection against investment fraud program, and a

support program for family caregivers. It is appro-

priately entitled ‘‘Wisdom Works: Building Better

Communities Initiative’’ and is a wonderful and

creative way to use the treasure house of wisdom that

we have in our older adult citizens.
Related Topics

>Adult education, >Coping, > Education, > Elder

hostel, >Gerontology, > Internet, >National Council

on Aging
Suggested Readings

Ardelt M (2000) Antecedents and effects of wisdom in old

age: A longitudinal perspective on aging well. Res Aging

22(4):360–394

Ardelt M (2000) Intellectual versus wisdom‐related knowledge:

The case for a different kind of learning in the later years of

life. Educ Gerontol 26(8):771–789

Bluck S, Gluck J (2004) Making things better and learning a lesson:

Experiencing wisdom across the lifespan. J Pers 72(3):543–572

Erikson EH (1959) Growth and crises of the healthy personality.

Psychol Issues 1:50–100

Lin MC, Hummert ML, Harwood J (2004) Representation of age

identities in on‐line discourse. J Aging Stud 18(3):261–274

Montgomery A, Clifton B, McKee P (2002) A phenomenological

study of wisdom in later life. Int J Aging Hum Dev 54(2):139–157

Randall WL, Kenyon GM (2004) Time, story, and wisdom: Emerging

themes in narrative gerontology. Can J Aging 23(4):333–346
Suggested Resources

The President’s Council on Bioethics, 2005, Taking care: ethical

caregiving in our aging society; http://www.bioethics.gov/

reports/taking_care/

Elder hostel online; http://www.elderhostel.org

National Council on the Aging; http://www.ncoa.org
Women
Mitzi J. Dearborn

Older women comprise a majority of the aging

population in North America, and they are the fastest

growing section of the population. Historically, infor-

mation about aging women has been limited and
oversimplified without regard to complexity and diver-

sity in the aging female population. Recent changes in

health paradigm, health research, and health policy

have had a large impact on older women, and will

continue to be important in the future. Since the

majority of older adults are women, it is especially

important to highlight concepts that are particularly

salient to older women: gaps in longevity and eco-

nomic status, being single and living alone, caregiving

responsibilities, stereotypes, health factors, grieving.
Longevity Gap

On average, women live longer than men; there is a

clear gender gap in longevity. In the United States, the

female average life span is 79, whereas the male average

life span is 74 years. Life expectancy in African Amer-

ican women is shorter than that in white women. In

the 65 to 74 year old age group, there are approxi-

mately 80 men for every 100 women. There are 65 men

for every 100 women in the 75 to 84 years group and 40

men for every 100 women in the 85 and older age

group. The number of aging women is increasing world-

wide. Although life expectancy is shorter for women in

developing countries as compared to the developed

world, rapid and continuous increases are occurring in

adult older women. Over two thirds of the net annual

increase in number of older women in the world is

found in less developed countries. For women in devel-

oping countries who survive the early life stages to reach

middle age, life expectancy approaches that of women

in developed countries.
Economic Gap

Economic disadvantage is common in older women.

Despite recent declines in poverty in the overall US

elderly population, the poverty rate for elderly women

remains almost twice as high as that for men. The

majority of older women have had fewer years of

education and less involvement in the formal work

force. Poverty rates are among the highest for women

aged 65 to 75 years old who are widowed, separated, or

divorced. Older women in minority groups have highest

risk for poverty.

There is also a clear gender gap in retirement income.

Retirement income is tied to labor market experience

and wages. Women’s retirement usually generates less

retirement income as compared to men. Factors leading

http://www.bioethics.gov/reports/taking_care/
http://www.bioethics.gov/reports/taking_care/
http://www.elderhostel.org
http://www.ncoa.org
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to this gender gapmay includewomen accumulating less

work experience due to childrearing and family caregiv-

ing, lower wage earnings, and less frequent pension plan

coverage. Women who were single mothers are likely to

experience significant economic difficulties in old age.

Over the past 50 years, there have been broad

changes in the labor market. The number of highly

educated women in the labor force continues to

increase, as does their rate of compensation. However,

US women still earn about 75% of men’s median

annual earnings, adjusted for education. The gap in

earnings increases as women age. The median income

for older women (65þyears) is approximately 60%

of median income for older men. Benefits for retired

married women are projected to increase from one

fifth that of the amount granted to men in 1980 to two

fifths in the year 2010. Marked disadvantages in eco-

nomic status are also found globally in older women.
Single Status and Living Alone

As women age, many women face living alone and/or

remaining single. This is due to earlier mortality of

men, high divorce rates, and a rising proportion of

women who choose not to marry. There is a higher

rate of widowhood among women compared to men in

developing and in developed countries. In the US 2005

Census, 29% of women aged 65 to 74 were widowed,

and 59% of women aged 75þyears were widowed. In

the US 2005 Census, 11% of women aged 65–74 years

were divorced, and 6% of women aged 75þwere

divorced. It is likely that divorce rates will be higher

in upcoming cohorts of older women. Number of

single parent heads of household has risen in the

overall population, and these will impact the rise of

singlehood in upcoming older women cohorts. With

significantly more single parent households in black

families in the US, singlehood in older black women

is likely to increase. In developed countries, single

older women are more likely to be living alone.

With increased urbanization, the proportion of older

women living alone is expected to increase globally in

the developing countries as well.
Role of Caregiver

The role of caregiver is common for women, and these

responsibilities continue with age. Older women often

provide caregiving for a sick or disabled spouse,
grandchildren, minor aged children, adult disabled

children, or aging parents. Women who are simulta-

neously caregiving for their parents and their minor

children have been referred to as the ‘‘sandwich genera-

tion.’’ The ‘‘club sandwich’’ refers to simultaneous

caregiving for aging parents, minor children, grand-

parents, and grandchildren. Various studies have shown

that caregiving increases risks for physical and emo-

tional distress. In recent studies, findings indicate that

women over age 40 experience higher levels of marital

strain as compared to men, and the level of strain for

women continues to increase with age. Effects of fre-

quent caregiving for a spousewere believed to contribute

to marital strain and illness in older married women.

Older women are often primary caregivers for

children who have chronic developmental or severe

mental health disorders. This cohort of aging women

is beginning to experience long‐term stressors asso-

ciated with caregiving for a child with a lifetime dis-

ability. Grandparents are parenting grandchildren

with increasing frequency in recent years, especially

in African American and Hispanic grandparents. The

caregiving grandparents are at higher risk for poorer

physical and emotional health over time as compared

to noncaregivers. In spite of these increased health

risks, older women who are caregivers show remarkable

resilience in balancing these caregiving roles. Further

resilience and health in older women are expected as

public health programming addresses needs for caregiv-

ing support groups, skills training, and respite options.
Stereotypes

Negative stereotypes can be particularly challenging

for older women. Stereotypes often depict the elderly

as obsolete, frail, and burdensome. Historically, women

have experienced patterns of sexual discrimination across

the life cycle. In cultures that value women primarily

for reproduction, menopause implies worthlessness.

Often, more negative stereotypes have been used to

characterize older women than older men, reflecting

a combination of ageist and sexist assumptions. And

frequently, negative descriptions have been used to

describe themenopausal life phase inwomen.However,

with increasing centenarian status in women, views of

survivorship in older women are beginning to develop.

Some of the positive aspects of aging in women

are being considered, and an increased recognition of

the value of full life experience has emerged.
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Health Conditions

The leading causes of mortality in older women are

heart disease, cancer, and stroke, with ranks paralleling

the general population. Among older women, African

American women exhibit the highest mortality rates

for heart disease, cancer, and stroke. Cardiovascular

disease is the leading cause of death for older women;

women’s risk for cardiovascular disease and myocardial

infarction increases with hormonal changes at meno-

pause. Cancer is the second leading cause of death and

the risk of developing breast cancer increases with age.

Leading sites of new invasive cancers for older women

are breast, lung/bronchus, and colon/rectal. Half of all

breast cancers are diagnosed in women who are older

than 61 years. At younger ages, men are more likely to

have stroke than women, but this gender gap closes

around 55 years of age. Women who have strokes are at

higher risk for dying from the stroke, as compared to

men. African American women have a higher death

rate from stroke than white women.

Health problems in older women are impacted by

a combination of gender, ethnicity, and age cohort.

Some gender differences in health problems emerge

or change with aging, and others sustain across the

adult life span. Hypertension, arthritis, osteoporosis,

and heart disease are common health problems in

older women. The marked risk for osteoporosis does

not appear until after menopause when women have

faster bone loss than men as a result of menopausal

changes. Osteoporosis in older women is associated

with increased risk of fracture as the women’s age

increases. At ages 50 and older, one of every two

women and one of every four men will have a fracture

related to osteoporosis in their lifetime.

Self reported psychological distress, depression, and

intimate partner violence are more common in women

throughout the life span. For depression, the gender

gap narrows in older adults. Women as victims of

intimate partner violence persists in older adulthood.

Abuse negatively affects the health of women but older

women are less likely to disclose abuse and underutilize

women’s abuse resources in the community. Awareness

of intimate partner violence in older women is increas-

ing. Changes in outreach and research are being devel-

oped to better assess the specific health effects of

intimate partner violence in older women and to

improve the timely utilization of health services.
In previous years, there has been a pattern of over-

looking the extent and significance of heart disease and

stroke in the health of aging women. In recent years,

changes in female cardiovascular health associated

with aging are being addressed more often, and pos-

sible differences in cardiac symptom presentation

between men and women are being considered. Ethnic

differences in hypertension are seen between African

American women and non‐Hispanic white women.

Hypertension in the elderly had the highest prevalence

for African American women. African American older

women were most likely to report poorer health, as

compared to white or Asian American women. Further

research is needed about patterns of gender and ethnic

differences that vary with particular disease and phase

of life cycle.

Although the majority of women and men have

overall good health during ages 60 to 74, women do

suffer more disabling conditions than men. With

longer life span, women have more years of disability

and illness in the years prior to death as compared to

older men. The prevalence of disability is most notable

in the 75þage group. With increasing age, older

women are more likely to be institutionalized in a

nursing home; more than two thirds of nursing home

residents are women. Socioeconomic status impacts

older women’s health and wellness, and higher income

is associated with better health status. Recent studies of

older women in the United States indicate that older

women with lower educational level and lower house-

hold income were more likely to report poorer health,

have frequent sadness, and have greater chronic illness.
Grieving

Decline in health and economic wellbeing following

death of spouse occurs frequently, but resilience is seen

in older women. Death of a spouse is one of the most

stressful life events that human beings experience. In

recent longitudinal studies with additional follow‐up
in the years following husband’s death, findings sug-

gest more resilience in women following widowhood.

After the initial period of traumatic grief, women

showed more resilience in making social connections

and had fewer negative physical and mental health

outcomes at one year post widowhood, as compared

to men.
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Future Directions in Women’s
Health Care

Women’s health care and health policy had been repro-

duction‐centered with a focus on women’s reproduc-

tive and childbirth health needs. The range of women’s

health issues across the life span has been consistently

overlooked. Until recent years, most medical research

has focused on men and has excluded women from

participation in studies. Although women were

excluded from disease studies and clinical drug trials

frequently, it was assumed that the nonreproductive

diseases would manifest similarly in women and would

respond to drug treatments the same as men.

Prior to the Women’s Health Movement in the

1970s, the amount of specific health care information

routinely provided to women was limited due to con-

cerns about harmful side effects that information

would cause for women’s symptom development. In

the context of the larger women movement of the

1970s, discussions among women about health and

medicine resulted in the pooling and sharing of infor-

mation among women. The Boston Women Health

Course Collective collaborated to develop women’s

health related literature, including ‘‘Women: Our

Bodies Ourselves’’ in 1973, and then in 1987 ‘‘Our-

selves, Growing Older’’ for women over 40 years of age.

The Office of Research on Women was developed at

NIH in 1993. There are several evolving studies, such as

theWomen’s Health Initiative, that will provide further

information to women and their health care providers

regarding health needs in aging women.

The health care needs and expectations of the Baby

Boomer (born 1946 to 1964) cohort of women revolve

around participation, health promotion, choice,

accountability, and continuity of health care. This large

cohort of Baby Boomer women will begin turning 65 in

the year 2011. With growth in this population, women’s

health programming will need to increase emphasis on

postmenopausal women and comprehensive women’s

care across the life span.

In the past fifteen years, significantly more women

have been involved in health research, policy, and prac-

tice. Women are attending medical school and practi-

cing medicine at dramatically higher rates, and gender

differences in health and health intervention are being

considered. Cultural effects and age differences are

being studied more often. Different age cohorts are
impacted by variations in political and social events

during that time period. National and international

programming, such as the WHO Aging and Health

Programme, will have an important impact in under-

standing social, economic, and political factors that

affect health and quality of life in aging women globally.
Conclusion

Older women experience higher frequencies of longev-

ity, widowhood, living alone, poverty, nursing home

residence, and disability over time, as compared to

older men. Historically, older women have been viewed

as a homogenous group in the context of policy and

health. There is a need to consider complexity and

diversity in the population of older women and to

recognize differences that may occur as a result of cul-

ture, age, experience, and socioeconomic factors across

the life span. The female population in the United States

has become more ethnically diverse over time, and

cultural diversity is increasing in older women as well.

These changes have important implications for future

policy planning. With increasing numbers of older

women, it is important that public and health policies

incorporate the needs of this important population.
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Wrinkles
Paradi Mirmirani

Human skin, like all other organs of the body under-

goes changes with aging. In addition to intrinsic or

chronologic changes, environmental exposure can be a

major cause of skin damage and wrinkling. Over time,

the skin’s network of elastin and collagen fibers, which

provide elasticity to the skin, is altered. The thickness

of the skin (the layers of the skin called the epidermis

and dermis) and the underlying layer of fat decrease.

There is a decrease in the number of pigment‐forming

cells, immune cells, and blood vessels. Superficial skin

lines form due to repetitive contractions of the small

muscles of the face. These universal and presumably
inevitable changes in the skin along with the exacer-

bating factor of gravity lead to wrinkling and sagging

of the skin.

Ultraviolet light emanating from sunlight also plays

a major role in causing wrinkles in exposed skin.

Unlike intrinsic aging, which depends on the passage

of time, damage due to ultraviolet light, or photoaging,

depends primarily on the degree of lifetime sun expo-

sure and skin pigment. Individuals who have outdoor

lifestyles, live in sunny climates, and are lightly pig-

mented will experience the greatest degree of photoa-

ging. In photodamaged skin, there is an abundance of

deranged elastic tissue and disorganized collagen;

blood vessels are dilated and immune cells are decreased.

Research has shown that the overproduction of oxidants

or free radicals is a crucial factor in causing such

changes. These unstable molecules are normally pro-

duced by chemical metabolism in the body, however

with environmental assaults, they are produced in

excessive amounts that can damage cellular and even

genetic elements. Cigarette smoke and air pollutants

such as ozone are other environmental factors that may

promote wrinkles by increasing production of free

radicals.

An abundance of anti‐aging therapies is available to
women today. The most widely available of these are

anti‐aging or anti‐wrinkle creams. The choice of

creams depends on many factors, but the consumer is

cautioned to consider whether the efficacy of the cream

has been proven and documented in scientific, peer‐
reviewed journals. Many creams are not classified as

drugs and are therefore not upheld to the rigorous

standards of documenting efficacy. Currently, retinoic

acid, a natural form of Vitamin A, is the only cream

approved by the FDA as safe and effective for treating

some signs of photoaging. Alpha hydroxy acids have

also shown considerable evidence in laboratory studies

in reversing effects of the sun.

Professional treatments for wrinkles include che-

mical peels, implants, dermabrasion, laser resurfacing,

botulinum toxin injections, and plastic surgery. The

choice of treatment is highly individualized, and is

dependent on the person’s age, degree of photoaging,

and chronologic aging among other factors. For exam-

ple, fine wrinkling and textural changes commonly

seen with photoaging may be best treated with chemi-

cal peels or laser resurfacing. In contrast, lines caused

by facial expression and movement of the muscles of

http://www.heller.brandeis.edu/national/
http://www.heller.brandeis.edu/national/
http://www.nfcacares.org
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the face (frown lines) may be best treated with botuli-

num toxin injections or implants. In addition to the

above treatments, prevention remains the easiest means

of decreasing wrinkles. Recommendations include

smoking cessation, sunscreen use, and avoidance of

excessive sun exposure.
Related Topics

>Body image, > Liver spots, > Skin care, > Skin, hair,
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Yeast Infections
Simran K. Singh
Candida albicans are yeast organisms that have been

recovered from soil, animals, hospital environments,

inanimate objects, and food. Candida can be found

normally on the skin, gastrointestinal tract, sputum,

and female genital tract in humans. However, for this

parasite organism to transform and produce disease,

interruption of a person’s normal body defense mechan-

isms is required. This disruption can either occur as a

natural illness in a patient with diabetes mellitus or from

medical therapies such as using antibiotics, indwelling

intravenous or foley catheters, or prosthetic devices.

The clinical manifestations of Candidal infection

range from local mucousmembrane infections to wide-

spread dissemination with multisystem organ failure.

We will focus on the more common local infections

instead of the more deeply invasive candidiasis.

Oropharyngeal candidiasis, or thrush, is seen in

infants, adults with dentures, and in those treated

with antibiotics, chemotherapy, or radiation therapy

to the head and neck. It can also be present in those

with immune deficiency states such as AIDS, diabetes

mellitus, or those on inhaled steroids. Usual symptoms

of thrush are a cottony feeling in the mouth, loss of

taste, and sometimes pain while swallowing. However,

many patients have no symptoms. The diagnosis is

usually suspected from the presence of creamy white,

curdlike plaques in the mouth which when scraped

leave a raw, bleeding, and painful surface. A micro-

scopic examination of the material using a gram stain

or potassium hydroxide will demonstrate clusters of

fungal cells called pseudohyphae and confirm the diag-

nosis. Treatment of patients without AIDS can be

accomplished with antifungal lozenges or solutions

such as Nystatin swish and swallow or clotrimazole

troches. If patients do not respond, the preferred ther-

apy is an oral called fluconazole. For older adults

wearing dentures, it is important to treat the device

by soaking the dentures in a solution of chlorhexidine

gluconate or a product such as Polident or Efferdent.

Preventive therapy with fluconazole daily may be

required in those with recurrent thrush.

Esophageal candidiasis rarely occurs in patients

with no underlying illness. It is most commonly seen

in HIV‐infected patients and those with blood and

lymphatic cancers. The hallmark symptom is pain on
# Springer-Verlag Berlin Heidelberg 2008
swallowing, but patients may also complain of a feeling

of obstruction when swallowing or substernal chest

pain. Diagnosis is made by looking through a special-

ized scope (endoscopy) where white mucosal plaque‐
like lesions are noted, and confirmation is made

through biopsy and culture. Treatment for esophageal

candidiasis always requires systemic antifungal therapy.

Fluconazole is most commonly used.

Vulvovaginal candidiasis is the most common form

of mucosal candidiasis and accounts for one‐third of

all types of vaginitis. Estimates are that 75% of women

have an episode of candidal vaginitis during their life-

time. This is not traditionally considered a sexually

transmitted disease since candida is considered part

of the normal vaginal flora and occurs in celibate

women. This is not to suggest, however, that sexual

transmission of candida cannot result. Vulvovaginal

candidiasis most often occurs in situations associated

with increased estrogen levels, such as oral contra-

ceptive use, pregnancy, or estrogen therapy. How-

ever, antibiotics, corticosteroids, diabetes mellitus,

HIV infection, intrauterine devices, or use of a dia-

phragm are also risk factors. Patients usually complain

of vaginal itching and discharge, however, pain with

intercourse, pain with urination, and vaginal irrita-

tion may also be present. Physical examination shows

vulvar redness and swelling with vaginal redness and

classically a thick, adherent, white, curd‐like (‘‘cottage
cheese’’) discharge, which may be watery. While diag-

nosis is typically made clinically, confirmation is

obtained microscopically on a wet mount or potassium

hydroxide preparation of vaginal secretions.

Treatment for candidal infections is indicated for

relief of symptoms. For uncomplicated infections,

either oral or vaginal antifungal preparations can be

used. Fluconazole can be given conveniently as a one

time oral dose with minimal side effects. Complicated

infections can be treated with one or two weeks of

topical antifungals or two doses of oral therapy three

days apart. Five to eight percent of healthy women have

recurrent vulvovaginal candidiasis, defined as four or

more episodes of infection per year. There is no evi-

dence that lactobacillus ingestion or vaginal adminis-

tration decreases the number of infections. Women

with recurrent infections should receive longer initial

therapy for infections and maintenance suppressive

therapy for 6 months.

While Candida species are considered normal flora

of humans, they can cause a wide range of disease in

various organ systems. Prompt diagnosis and treatment
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remains the mainstay for combating this organism and

its ill effects.
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Yoga
LaGenia Bailey

What does it mean to stay fit as we age? Is it the

physical body, the mental processes, or the spiritual

connection with which we are most concerned? What

is the secret to a full and productive life during our

fifties, sixties, seventies, eighties, and nineties? What

can you expect from yoga? The answers to these ques-

tions vary depending upon the person. Yoga is a system

for continued health throughout life. It can be prac-

ticed at any age with appropriate adaptations for each

person’s level of health and vitality.

The word yoga conjures upmany images in people’s

minds. Some imagine skinny supple‐bodied people

folding themselves up in postures that look next to

impossible for the common stiff folk among us. Others

may think it some quirky religion or new age fad. Yoga

is an ancient system for healing. The meaning of the

word yoga may be defined as yoking or bringing

together. Yoga, in its essence, is a union of the mind,

body, and spirit.

The classic text and instructions regarding yoga

come from the ancient writings of an Indian sage or

wise man named Patanjali. These writings are 200
short verses or sutras and date from an estimated

time between 5000 B.C. and 300 A.D. They were passed

down to students by song and are still taught this way

in classic yoga schools. They have no religious binding

and are nondenominational in nature. The sutras are a

collection of guidelines and practices on which various

types of meditation and yoga are based.

Each person is different and may have different

results, however most people who practice yoga have

three common experiences over time. They are as

follows:

1. An increase in a sense of well being and calmness

2. Less reactivity to stress and change

3. An increase in overall health, flexibility, and

strength

Any person of any age, and ability and any level of

health or fitness can do yoga. First, please note that this

statement comes with the necessity of an awareness of

what your body can and cannot do safely when doing

yoga. Secondly, the key to doing yoga is to find a

teacher with the knowledge and desire to help you

adapt the various practices to fit your specific needs.

A qualified instructor will assist you in identifying

goals for practice and will provide adjustments for

your individual needs and past injuries. They will

help you define proper expectations as a beginning

student. Always remember that yoga is a practice and

a process not a goal. Be gentle with yourself and allow

time for observation and learning as you progress

through your practice. Small advances achieved in

yoga practice over time result in real progress from

where one begins. As a last precaution, please consult

with your health care provider before you start any new

physical activity.

Yoga is a physical, mental, and spiritual practice.

The three most commonly discussed practices of yoga

are postures (Asana) to exercise and move the body,

breath work (Pranayama), which focuses on the energy

of the body, and meditation, which allows connection

with one’s spiritual nature. If you would like to know

more about the practices of yoga, please refer to the

general texts that appear in the reference section.

The focus and relative balance of yoga practice rests

in the needs of the yoga practitioner. Gary Kraftsow,

director of the American Viniyoga Institute, recom-

mends adapting the focus of practice depending on

one’s age, and physical and genetic characteristics.

Yoga postures help the body to develop correctly and

focus the mind. For people under 30 years of age,
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postures would be most beneficial and should formu-

late the bulk of the practice. Between the ages of 30 and

70, a more balanced approach is the goal; therefore, the

time is more evenly divided between asana, pra-

nayama, and meditation. Meditation should predomi-

nate for people over 70 years of age with some gentle

stretching and breath work as well.

In medical terms, no one has discovered exactly

why yoga works. Yoga has long been known to help

induce a sense of relaxation and peacefulness. By

stretching and strengthening the body in a structured

manner with the support of specific patterns of breath,

we infuse the muscles, organs, and tissues with oxygen

carrying blood. This gentle contraction and relaxation

assists the body in cleansing the tissues of toxins, and

reducing the stress on the body. By focusing inwardly

during movement, breath work, and meditation, there

is a sense of peace. It makes sense that a practice that

helps to induce relaxation would be beneficial.

We know medically that the hormone cortisol is

increased in the body during periods of stress. More

and more research is pointing to cortisol as an impor-

tant factor in acceleration of aging, worsening of

depression and anxiety, disturbances in sleep, effects

on the cardiovascular system as well as feelings of well

being. If yoga helps induce relaxation, perhaps one of

the mechanisms of its benefit may be an effect on

cortisol and other stress‐related changes in neurotrans-

mitters, hormones, and neuropeptides. More research

needs to be done in this area to help delineate the

effects of the practice of yoga in the physiologically

measurable way.

A literature search was conducted utilizing the

National Institute of Medicines publication database,

and resulted in a number of articles regarding the use

of yoga in older adults. Most of these studies did not

compare yoga to known treatments for the condition

and utilized small numbers of patients. Many of the

articles did not use statistical analysis to prove that the

yoga treatment was effective. Western scientific meth-

ods require large numbers of patients in controlled

environments, and are analyzed by rigorous statis-

tical methods. Because of the limitations of study

design, definite conclusions cannot be made as to

yoga’s effectiveness as a treatment for the reported

conditions. The disease states that were mentioned

in these studies included the following: gait disturb-

ances, cardiovascular fitness and disease, preventative

health care, chronic insomnia, depression, anxiety,

asthma, diabetes, dementia caregiver stress, poststroke
hemiparesis (one‐sided weakness) coronary artery

disease, disease prevention/health promotion, chronic

obstructive pulmonary disease, and migraine head-

aches. More and more people are turning to yoga

as a complimentary treatment in combination with

standard treatments to improve overall quality of life.

As the time‐tested saying goes, you are only as old

as you feel. Your decision about where to start in yoga

and what type to do is very much dependent on your

current level of fitness, history of injury, and/or med-

ical concerns.

There are many types of yoga practiced in the

United States. The different types taught are generally

named for the teacher who developed the type of yoga

or the area of India from which the particular practice

originated. If you have physical issues of concern to

you or your doctor, consider working with a teacher

privately until you establish a comfort level with yoga

and your abilities. The teacher can then refer you to a

class that would be at your level of practice.

Many community centers and seniors’ centers have

yoga classes that are adapted for people who need some

tender loving care for their bodies. Types of yoga that

are known for their ability to adapt to the needs of

special populations include Viniyoga, Phoenix Rising

Yoga Therapy, Hatha Yoga, and Iyenger Yoga. Find an

instructor with whom you can talk with about your

concerns, special issues, and goals for your yoga prac-

tice. The best teacher is one who teaches in a way that

you understand, and who works with the individual to

achieve optimum health through a comprehensive,

safe, and consistent practice. It is critical that the

instructor and the student co‐create an environment

which is safe and conducive to learning.

There are many places in which to learn more

about yoga. The American Viniyoga Institute and the

Yoga Alliance both maintain Web sites that list teachers

who have met certification requirements as teachers of

yoga. Teachers are listed by the area of the country in

which they live, with their contact information, and

type of yoga they teach. Always remember, yoga is a

practice and not a perfect. May your practice bring you

joy and health as it unfolds for you in the quest for

improving your quality of life.
Related Topics

>Complementary and alternative health practices,

>Exercise, > Stress
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