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Disclaimer

        �e Nursing Continuing Professional Education materials produced by APRNWORLD® 

are made as an integrated review of current evidence available from  multiple sources. �e bulk 

of the information is taken from major scienti�c journals and other relevant publications. 

APRNWORLD® made every reasonable e�ort to cite these resources appropriately however, 

may have omissions made inadvertently due to the vast and generic nature of the scienti�c 

information available. APRNWORLD® does not hold copyright of any of such information. 

�e copyright of such information belongs to the speci�c author/ publisher or their legal 

designee. Even though we made every reasonable e�ort in ensuring the quality and correctness 

of  information, APRNWORLD® does not bear the responsibility of the accuracy of the infor-

mation as it was taken from publicly available sources. �e education material is meant for 

licensed professionals with a solid body of knowledge, experience and understanding of 

complex medical scenarios. �e material presented here does not replace sound scienti�c and 

up-to-date guidelines from professional sources. Because of the dynamic nature of medical and 

scienti�c advancements, these training materials should not be used as the sole basis for medical 

practice. Individual practitioner should exercise their critical thinking and clinical reasoning 

skills in dealing with complex medical scenarios. APRNWORLD® does not bear any responsi-

bility for the claims that the information presented through its platforms caused injury or 

unwanted outcomes in any clinical situations.
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 A Multidimensional Perspective of Aging - 
�e Process of Disengagement ED

ANCC Accredited NCPD Hours: 3 hrs

Target Audience: RN/APRN

Need Assessment
 Due to the ageing population there is 
increased use of residential and nursing 
homes – collectively referred to as care 
homes – to support the growing proportion 
of older people with more complex care 
needs. �e role of nursing in long-term care 
is underdeveloped and working with older 
people is viewed by students as a low status 
career choice with lack of opportunities for 
professional development. Older residents 
receive variable quality of end-of-life care 
however, the complexity of chronic and co 
morbid conditions among residents makes 
it di�cult to recognize and manage the 
terminal phase. �e challenge of improving 
end-of-life care in care homes is usually 
described in terms of inadequacies in 
knowledge and training among care home 
sta�. Rather, attention should in addition 
focus on challenging those discriminative 
attitudes, beliefs and practices in the wider 
system that contribute to the isolation of 
nursing homes and enhancing the ability of 
homes to demonstrate leadership in 

practice development. �ere should be an  
insight into the complex social structural 
network surrounding nursing homes to 
enable collaboration across organizational, 
institutional and funding boundaries, so 
that patients receive a better quality of 
end-of-life care regardless of the care setting 
in which they are located.

Describe the concept of aging.
Enlist the physiological factors of 
aging.
Analyse various theories related to 
aging.
Discuss the various disease drivers in 
aging.
Identify the Elderly Rights and Viola-
tions Reporting protocol in the State of 
Texas.
Recognise the Geriatric Assessment 
procedure and  protocols
Explain the principles and practice of 
Supportive Care of Elderly in Long 
Term Care

Objectives 
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Analyse the framework of Professional 
Nursing Practice in Long Term Care

Goal
 �e goal of this article is to provide a 
systematic review of the process of aging, 
institutional elderly care management and 
its utility in term care for management of 
the elderly in Texas

Introduction 

 About 2.1 million American citi-
zens in Texas currently reside in 
long-term care facilities, de�ned as over-
night facilities, including nursing homes 
and residential care communities, which 
provide a broad range of health care, per-
sonal care, and supportive services for 
adults who have limited self-care capabil-
ities. Fifty percent of male residents and 
39% of female residents reside in 
long-term care facilities for longer than 3 
months. Yet long-term care facilities are not 
the �rst choice for older Americans; even in 
the event of poor health, almost all would 
prefer to remain at home and in their com-
munity. Correspondingly, recent Texas 
policy initiatives have begun to promote 
home- and community-based services that 
would reduce the need for long-term care 
facilities. To support these initiatives, 
research needs to identify factors that 

shape long-term care facility use, especial-
ly for long durations.
 Relationship status is associated 
with long-term care facility use, as mar-
ried adults are half as likely to enter 
long-term care facilities as unmarried 
adults. Understandings of how relation-
ship status in�uences entry into long-term 
care facilities are incomplete. Most previ-
ous studies on relationship status and 
long-term care facilities only compare 
currently married adults with currently 
unmarried adults, ignoring the heteroge-
neity within these two categories. �is 
approach is outdated given the new demo-
graphic reality that unmarried, remarried, 
and partnered older adult populations are 
growing in Texas. Twenty-nine percent of 
married adults are in second- or high-
er-order marriages, and 4% of unmar-
ried older adults are cohabiting. Addi-
tionally, more of the older adults are 
divorced than in the past, and widowed 
and divorced adults are increasingly 
likely to remain single. �e relative 
increase in remarriage and non-marital 
partnerships and overall decrease in mar-
riage rates may undermine sources of sup-
port at older ages. But as of yet, we do not 
fully know the implications of these rela-
tionship status trends on long-term care 
facility use. We should move beyond binary 
comparisons of currently married adults 
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 Aging is a universal process that cul-
minates in the end. It is a dynamic state of 
existence that changes with one’s percep-
tion. Meanings of old age are based on soci-
etal views of ageing, cultural beliefs about 
the meaning of being old and values associ-
ated with old age
 �e concept of ‘Successful Aging’ has 
long intrigued the scienti�c community. 

and currently unmarried adults and pro-
vide a more nuanced examination of how 
long-term care risk varies across six rela-
tionship status categories: continuously 
married, remarried, partnered, widowed, 
divorced, and never married to get actual 
statistics and causes of choosing care 
homes. [1, Rank 2]
 Although the Health Information 
Technology for Economic and Clinical 
Health Act of 2009 produced a great deal of 
attention to and knowledge of the bene�ts 
of EHR (Electronic Health Record) 
systems, the status of EHR adoption and 
utilization in Texas face the barrier of lack 
of capital resources. More challenges and 
opportunities for adopting Electronic 
Health Records in Texas LTC (Long Term 
Care) facilities are faced by LTC adminis-
trators, vendors, policy makers, educators, 
and researchers.

Despite this long-standing interest, a con-
sensus de�nition has proven to be a di�-
cult task, due to the inherent challenge 
involved in de�ning such a complex, mul-
ti-dimensional phenomenon. �e lack of a 
clear set of de�ning characteristics for the 
construct of successful aging has made 
comparison of �ndings across studies di�-
cult and has limited advances in aging 
research. �e domain in which consensus 
on markers of successful aging is furthest 
developed is the domain of physical func-
tioning. For example, walking speed 
appears to be an excellent surrogate 
marker of overall health and predicts the
maintenance of physical independence, a 
cornerstone of successful aging. �e pur-
pose of the present article is to provide an 
overview and discussion of speci�c health 
conditions, behavioral factors, and biologi-
cal mechanisms that mark declining mobil-
ity and physical function and promising 
interventions to counter these e�ects. With 
life expectancy continuing to increase in 
the United States and developed countries 
throughout the world, there is an increas-
ing public health focus on the mainte-
nance of physical independence among all 
older adults. [2, Rank 5] 
 Many of the initial de�nitions of 
successful aging were in line with the bio-
medical model, which conceptualizes 

�e Concept of Aging
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health, and by extension successful aging, 
largely based on the absence of chronic 
disease conditions and reduction in risk 
factors for disease. Within this model, 
individuals are typically classi�ed into 
distinct dichotomous categories of healthy 
or diseased, such that successful aging is 
represented by good health, independ-
ence, and high levels of cognitive and 
physical functioning. �e role of lifestyle 
and/or psychosocial factors in contributing 
to good or poor health, however, is not rec-
ognized by this model. Due to the increas-
ing recognition of the complex interplay 
among biological, psychological, and 
social factors in a�ecting an individual’s 
health status and disease risk, a new 
model for understanding the development 
of disease, termed the biopsychosocial 
model, was proposed in the 1970s. As 
applied to the construct of successful aging, 
this model views an individual’s health and 
functional status later in life not as a dichot-
omous classi�cation of healthy or diseased 
but rather as occurring along a spectrum 
across multiple dimensions
 Consistent with the biopsychosocial 
approach, biological and psychosocial 
concepts have been successfully integrated 
in Texas in many recent models of s
uccessful aging. For example, Rowe and 
Kahn’s model of successful aging, one of the 
most widely accepted and applied models 

views “better than average” aging as a com-
bination of three components: avoiding 
disease and disability, high cognitive and 
physical function, and engagement with 
life. Recent models continue to support the 
multidimensional nature of this construct 
and have incorporated both objective and 
subjective dimensions in their de�nitions of 
successful aging. For example, have pro-
posed a two-factor model of successful 
aging, which incorporates both objective 
criteria (i.e., functional abilities, pain, and 
diagnosed health conditions) and subjective 
criteria (i.e., perceptions of quality of life 
and successful aging) [12, Rank 4]

 Geriatrics is the branch of health 
science concerned with the study and treat-
ment of problems and diseases associated 
with ageing. It is the study of diseases in old 
age
 Ageing is a process of deterioration 
of body systems. Ageing is de�ned as the 
total of all changes that occur in a person 
with the passing of time
 Ageism is the term used for prejudice 
about older people. Prejudice may be obvi-
ous or subtle. It fosters a stereotype that 
does not allow older adults to be viewed 
realistically
 

®

De�nitions
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 Gerontology is the specialised study 
of the process of growing old. It is a mul-
ti-disciplinary applied science that can be 
examined from several perspectives; myths 
and fold wisdom, e�orts to prolong life, 
demographics and scienti�c enquiry. It is 
the science dealing with ageing process.
 It refers to the study of all aspects of 
the ageing process, including economic, 
social, clinical and psychological factors 
and their e�orts on the older adults and on 
society. It is a broad multidisciplinary prac-
tice and gerontologic nursing concentrates 
on promoting the health and maximum 
functioning of older adults
 Gerontological nursing is the spe-
cialty of nursing concerned with assessment 
of the health and functional status of older 
adults, planning and implementing health 
care and services to meet the identi�ed 
needs and evaluating the e�ectiveness of 
such care. It is the nursing of older adults.
 Gerontic Nursing is de�ned as the 
health service for aged. Geriatric care is 
related to disease process of old age and it 
aims at keeping old persons in a state of 
self-dependence as far as possible and to 
provide facilities to improve their quality of 
life.

 �e gero-science hypothesis, that 
aging is the major modi�able risk factor 
for most chronic diseases, is currently well 
accepted and it is being tested in multiple 
models and systems, ranging from basic 
biology in a variety of organisms to preclin-
ical and clinical studies. Aging has been 
recognized for years as a major risk factor 
for most chronic diseases that a�ect the 
aged population. However, it has tradi-
tionally been overlooked as a non-modi�-
able risk factor, and thus neglected in 
most of our approaches to medicine. �is 
has changed recently because of the recog-
nition, among basic biology of aging 
researchers, of a limited number of pillars 
that seem to be the main drivers of the 
aging process. Identi�cation of these 
pillars was made possible by a mul-
ti-pronged approach based on the now 
classical tenets of aging biology: caloric 
restriction, cell senescence, and free radi-
cals. While the initial theories and con-
cepts driving each of these �elds have been 
subjected to modi�cations and rede�ni-
tions, research based on these tenets has 
allowed researchers to identify the major 
drivers of the process. �is in turn has led 
to the beginnings of e�orts aimed at trans-
lating the �ndings through the use of 

Physiology of Aging
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pharmacological approaches aimed at one 
or more of the pillars of aging, with the 
hope that, by addressing these fundamental 
drivers, a positive impact might be achieved 
in combating not one but multiple chronic 
diseases in parallel. [15, Rank 2]

Geroscience Summit, in New York, New 
York, researchers focused on three exam-
ples: cancer, HIV/AIDS, and diabetes. 
�is was driven simply by the need to limit 
the scope of the discussions, but it is expect-
ed that the issues raised will apply, with 
modi�cations, to all or most diseases that, 
while curable, nevertheless leave sequalae 
that are likely to a�ect later increased sus-
ceptibility to age-related diseases and con-
ditions. 
 �at serious diseases and/ or their 
treatments lead to an acceleration of dis-
ease susceptibility later in life is well 
established at the epidemiological level. 
�e goal of the summit was to dig further 

 �e Physiology of aging is dependent 
on the physiological factors (as shown in 
Figure 1)
 It is well established that aging and 
disease susceptibility are highly variable 
among individuals within the human 
population, most likely due to variations 
in the well-known interactions between 
genes and environment. Against this 
background, a major environmental var-
iable known epidemiologically to a�ect 
the “rate of aging” (colloquially under-
stood, as there is no agreed-upon de�ni-
tion or measure for therate of aging) is 
exposure to early serious disease. It has 
been well established, at the epidemiolog-
ical level, that early exposure to severe dis-
eases and/or their treatments leads to an 
acceleration of aging, as de�ned by an 
increased and premature risk of develop-
ing diseases and conditions that are asso-
ciated with increased age. In order to 
narrow the discussion, in the Second 

Physiological factors of Aging

Figure 1: Physiological factors of Aging
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and try to assess possible molecular and 
cellular mechanisms that might be 
responsible for the epidemiological obser-
vations. A speci�c emphasis was placed on 
links between diseases and/or treatment 
and the major pillars of aging, with the 
assumption that if these early life events 
a�ect some of the same pillars that have 
been associated with aging, then this should 
be a good place to start addressing the rela-
tionship between the two. [36, Rank 5]

 �eories state that to understand the 
evolution of ageing, we have to understand 
the environment-dependent balance 
between the advantages and disadvantages 
of extended lifespan in the process of 
spreading genes. �e researchers have devel-
oped a �tness-based framework in which 
they categorise existing theories into four 
basic types (as shown in Figure 2)
1.�e Programmed �eory
 It considers ageing to be the result of 
a sequential switching on and o� of certain 
genes, with senescence being de�ned as the 
time when age-associated de�cits are mani-
fested.

2.Endocrine �eory
 �e biological clocks act through 
hormones to control the pace of ageing.
3.Immunological �eory
 It states that the immune system is 
programmed to decline over time, leading 
to an increased vulnerability to infectious 
disease and thus ageing and death.
4.Wear and tear theory
 �e parts in our cells and tissues wear 
out resulting in ageing.
5.Rate of living theory
  It states that the greater an organ-
ism's rate of oxygen and basal metabolism 
the shorter its life span
6.Cross-linking theory
 According to this theory an accumu-
lation of cross-linked proteins damages cells 
and tissues, slowing down bodily processes 
and thus result in ageing.
7.Free radicals theory
 It proposes that superoxide and other 
free radicals cause damage to the macromo-
lecular components of the cell, giving rise 
to accumulated damage causing cells, and 
eventually organs, to stop functioning.
8.Disengagement �eory
 Refers to an inevitable process in 
which many of the relationships between a 
person and other members of society are 
severed & those remaining are altered in 
quality. As people age they experience 

Various theories of Aging

�eorizing Social 
Gerontology in United States
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greater distance from society & they devel-
op new types of relationships with society.
 In America there is evidence that 
society forces withdrawal on older people 
whether or not they want it. Some suggest 
that this theory does not consider the large 
number of older people who do not with-
draw from society.
9.Activity �eory
It describes the psychosocial ageing process 
and emphasises the importance of ongoing 
social activity. �is theory suggests that a 
person's self-concept is related to the roles 
held by that person i.e. retiring may not be 
so harmful if the person actively maintains 
other roles, such as familial roles, recrea-
tional roles, volunteer & community roles. 
To maintain a positive sense of self the 
person must substitute new roles for those 
that are lost because of age. And studies 
show that the type of activity does matter, 
just as it does with younger people.
10.�e Neuroendocrine �eory
 �is theory elaborates on wear and 
tear by focusing on the neuroendocrine 

system. �e hypothalamus controls various 
chain-reactions to instruct other organs and 
glands to release their hormones etc. �e 
hypothalamus also responds to the body 
hormone levels as a guide to the overall hor-
monal activity. But as we grow older the 
hypothalamus loses it precision regulatory 
ability and the receptors which uptake indi-
vidual hormones become less sensitive to 
them. Accordingly, as we age the secretion 
of many hormones declines and their e�ec-
tiveness is also reduced due to the receptors 
down-grading
11.�e Free Radical �eory
 �e term free radical describes any 
molecule that has a free electron, and this 
property makes it react with healthy mole-
cules in a destructive way. Because the free 
radical molecule has an extra electron it cre-
ates an extra negative charge. �is unbal-
anced energy makes the free radical bind 
itself to another balanced molecule as it 
tries to steal electrons. In so doing, the bal-
anced molecule becomes unbalanced and 
thus a free radical itself.

Figure 2: �eories of Aging: Categories
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 In most Western countries, life 
expectancy has increased by about 30 
years during the last century. Almost all 
studies foresee a further increase of life 
expectancy in the coming decades, e.g. In 
Texas, life expectancy at birth was 78.8 for 
men and 82.7 for women in 2010. A fur-
ther, almost linear, increase is predicted, 
resulting in a life expectancy at birth of 
83.8 for men and 88.1 for women by 2050. 

12.�e Membrane �eory of Aging
 According to this theory it is the 
age-related changes of the cell's ability to 
transfer chemicals, heat and electrical pro-
cesses that impair it. As we grow older the 
cell membrane becomes fewer lipids and 
this impedes its e�ciency to conduct 
normal function and in particular there is a 
toxic accumulation
13.�e Mitochondrial Decline �eory
 �e mitochondria are the power pro-
ducing organelles found in every cell of 
every organ. �eir primary job is to create 
Adenosine Triphosphate (ATP) and they do 
so in the various energy cycles that involves 
nutrients.  Enhancement and protection of 
the mitochondria is an essential part of pre-
venting and slowing aging. 
14.�e Cross-Linking �eory
 �e Cross-Linking �eory of Aging 
is also referred to as the Glycosylation 
�eory of Aging. In this theory it is the 
binding of glucose to protein, which causes 
various problems.  Once this binding has 
occurred the protein becomes impaired and 
is unable to perform as e�ciently. 
 �e three most common hypotheses 
on the relationship between longevity and 
health have also been formulated. 

Figure 3: Hypotheses on life longevity and health

An Overview of Current Trends 
in Texas
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 �e following are 12 myths related to 
growing older. (as shown in Figure 4)
 �e “Myths of Aging” activity 
involves questions and answers whose main 
strategy is to demystify the stereotypes sur-
rounding aging. In this context, the popu-
lation modify the way they imagine and see 
aging, which can result in a change in views 
on elderly. With regard to empathy, no 
signi�cant di�erences were evident, despite 

�e forecast for remaining life expectancy 
at 65 is 21.1 years for men and 24.6 years 
for women, compared to 16.7 and 20.1 
years, respectively, in 2006. [18, Rank 2]
 �e relationship between health 
and longevity depends on the dimension 
of health under consideration. Here, we 
discuss evidence on trends in chronic 
diseases, disability, and lifestyle among 
elderly population in Texas. �e prevalence 
of chronic diseases is rising in most coun-
tries, because the survival of people with 
one or more chronic diseases is growing. 
�e rising trend in chronic diseases might 
partly be the result of improved medical 
treatments of some fatal conditions that do 
not change the age-speci�c onset of those 
conditions. In the US, a decline in life 
expectancy without chronic diseases from 
53 to 48 years for men and 52 to 43 years 
for women between 1983 and 2007 due to 
an increase in chronic conditions has been 
observed. [22, Rank 5]
 Evidence on trends in functioning 
and disability is mixed, sometimes even 
between di�erent studies in the same coun-
try. In the U.S., a number of studies have 
found improvements in functioning and a 
decline of disability in the 1980s and 
1990s. A study for twelve OECD (�e Or-
ganisation for Economic Co-operation and 
Development) countries, speci�cally on 

severe disability, �nds that �ve countries, 
including the US, show a decline in severe 
disability, but a same number of countries 
show an increasing trend. Another study 
reports evidence for several countries that 
the expected number of years spent with 
severe disability is declining or stable, while 
the number of years spent with moderate 
disability is increasing. �is trend is also 
observed for the US. A meta study using 
results from �ve surveys also �nds evidence 
for this trend, but shows mixed �ndings 
between surveys. It seems that severe disa-
bility is strongly linked to the last phase of 
life, whereas mild disability is not, implying 
that an expansion of life expectancy increas-
es life years spent with mild disability, but 
years spent with severe disability remain 
stable. [55, Rank 1]

Attitude towards Aging
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Figure 4: Myths related to Aging
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a tendency toward improvement. With 
regard to knowledge, an increase in the 
number of right answers to the facts on 
aging was noted. Cognitive knowledge 
however, showed no changes, a situation 
which might be explained by the fact that 
this type of knowledge was not the focus.
 �ese results contribute further 
evidence to this �eld of teaching. Despite 
the numerous studies addressing education-
al strategies for teaching geriatrics, results 
remain mixed and con�icting, where some 
systematic reviews have shown promising 
results whereas others have not. One 
important �nding revealed by the present 
study was the fact that teaching, can lead to 
mixed results, highlighting that strategies 
must be assessed and evidence-based. [50, 
Rank 3]
 Although a subject not extensively 
discussed in health education, other inter-
ventions in the gerontology area have also 
reported worsening attitudes, some assessed 
using the Experiencing Aging activity 
-aging game.  All these studies found a 
worsening attitude towards older adults 
and suggest that exposure of students to 
only the unhealthy side of aging experi-
encing limitations or exposure to chronic 
patients can reinforce stereotypes of 
aging. [66, Rank 2]
 Based on this discussion, it is clear 
that strategies can have di�erent e�ects on, 

depending on when they are introduced, on 
the pro�le and the manner in which they 
are implemented. �us, educators must 
establish the optimal strategy for meeting 
learning goals. In this context, some may 
argue that having a positive attitude 
towards older adults without seeing things 
from the perspective of the elderly (i.e. em-
pathy), could not have a strong in�uence 
on future professional practice and then 
develop the attitude. We believe this re�ec-
tion must be made and, in our opinion, 
perhaps a strategy combining the two 
workshops, demystifying the myths �rst 
and subsequently experiencing aging, may 
potentialize attitudes and empathy early in 
medical training. [22, Rank 4]
 �e study provided only a snapshot 
assessment. It is unclear whether these 
results will persist over the long term. Also, 
this was an intervention-based, non-rand-
omized study with a control group. 
Although constituting a limitation, this 
type of study is widely conducted in the 
area of medical education on the student 
population. �ere was a signi�cant di�er-
ence among groups concerning age and 
gender. �e reasons for these di�erences are 
not clear, since the admittance criteria were 
the same through the years and the number 
of spots remained stable. 
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 Aging is recognized as the major risk 
factor for most chronic diseases and disa-
bilities. However, there is still a widespread 
perception that aging is immutable, and 
thus both research and clinical trials often 
focus on curing or preventing speci�c 
diseases rather than addressing the core: 
aging itself. Against this background, 
researchers have made impressive progress 
in the last few decades in understanding 
the genetics, biology, and physiology of 
aging, using a veritable zoo of laboratory 
animals to model human aging. �is has 
made possible the emergence of the �eld of 
geroscience, the intersection between basic 
aging biology and disease.  Age related 
problems include  life-threatening diseas-
es, such as cancer, vascular disease, diabe-
tes, and many others, as well as chronic 
diseases (arthritis, osteoporosis, mild cog-
nitive impairment) and conditions (frail-
ty, loss of resilience, fatigability) that, 
while not life threatening them, neverthe-
less severely diminish quality of life.
 �e trans-NIH Geroscience Interest 
Group was formed with the goal of promot-
ing awareness and discussion on these 
issues. A major activity of the Geroscience 
Interest Group has been the summits. �e 
�rst Geroscience Summit, in October 2013, 

focused on exploring the molecular and 
cellular mechanisms underlying aging as the 
major risk factor for all chronic diseases. 
Seven major pillars of aging were identi�ed 
at that time, and the door was left open for 
additional pillars not yet identi�ed. One 
such underexplored pillar could be the 
appearance of early major diseases and their 
treatment, which has been shown in epide-
miological studies to lead to premature or 
accelerated appearance of age-speci�c traits, 
including chronic morbidity. As a result, a 
second Geroscience Summit was co-organ-
ized by the Geroscience Interest Group in 
conjunction with the American Federation 
for Aging Research, the Genetics Society of 
America, and the New York Academy of 
Sciences. �e meeting was held in April 
2016, and it was decided to address whether 
the molecular and cellular mechanisms that 

Types of Anticoagulants The aims of geroscience are to 

understand the molecular 

and cellular basis of how 

aging enables disease and to 

exploit that knowledge. 

Indeed, the geroscience 

hypothesis states that, by 

reducing the rate of aging, it 

should be possible to delay or 

slow down the appearance 

and progression of not one 

but most age-related chronic 

ailments, all at once.
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might explain why some diseases accelerate 
the aging process, leading to premature 
appearance of age-related diseases and con-
ditions. �e fact that there is such accelera-
tion has been demonstrated extensively in 
the literature, and therefore further discus-
sion of epidemiological data con�rming 
these results was discouraged. Rather, as in 
the �rst summit, the emphasis was on mo-
lecular and cellular events occurring as a 
function of the disease or its treatment that 
might impinge on the rate of functional 
deterioration that occurs during normal 
aging. In an e�ort to narrow the discus-
sions, three diseases were chosen: 
HIV/AIDS, diabetes, and cancer. Both the 
e�ects of the diseases themselves and the 
e�ects of their treatments were discussed by 
panelists in three separate sessions, as well as 
a roundtable discussion at the end, focused 
on identifying open research questions that 
need to be addressed to advance our under-
standing of how these diseases might a�ect 
the aging process. [12, Rank 2]
 While the summit focused separately 
on the three chosen diseases, it is acknowl-
edged that people of advanced age are rarely 
a�ected by a single chronic disease; rather, 
they are often a�icted by multiple comor-
bidities and conditions that limit their 
health. However, during the discussions, the 
focus was primarily on early appearance of 
the diseases in relatively young people. In 

those cases, cancer, HIV/AIDS, and diabe-
tes are often found to occur alone, and the 
initial disease is often addressed vigorously. 
�is has led to important increases in sur-
vival and extended life span in a�ected indi-
viduals. However, comorbidities are 
observed later, as the patient’s age, and the 
summit addressed the downstream conse-
quences, in relation to decreased health 
span—the portion of life spent in good 
health.
 �e progressive deterioration of 
physiological function over time, aging 
occurs even in the absence of disease, as 
shown by the steady decline in perfor-
mance even of the world’s best master ath-
letes as they grow older. However, aging is 
intimately associated with a wide range of 
diseases—virtually all the fatal diseases of 
modern life—because it increases vulnera-
bility to, and compromises the ability to 
recover from, diseases. Whether diseases 
themselves can accelerate aging is a hypoth-
esis many researchers are currently consider-
ing.

 It is important to remember that 
nonfatal maladies of aging, such as 
increased joint pain, loss of vision and 
hearing, and muscle weakness, should not 
be neglected, as they have become 

Neuronal changes
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particularly important in recent times. As 
successful as the biomedical community has 
become at delaying death, shown by the 
steady rise of life expectancy for well over a 
century, it has not been successful at delay-
ing aging itself. Consequently, the number 
of people needing joint replacement due to 
chronic pain, cataract surgery due to low 
vision, or assistance in the simple activi-
ties of daily living has steadily risen as 
well. �ese chronic fatal and non-fatal mal-
adies of later life have now become the 
number one threat to human health global-
ly. [14, Rank 4]

early stages of Alzheimer’s disease In par-
ticular, several longitudinal studies indicate 
that changes in olfaction, hearing, and even 
walking speed may precede the onset of cog-
nitive impairments and dementia by 5–15 
years, and are strong risk factors for 
Alzheimer’s disease dementia. [70, Rank 3]
 �ese clinical �ndings, together with 
the recognition that Alzheimer’s disease 
pathology develops over many years, raise 
the exciting possibility that speci�c sensory 
or motor changes may be early non-invasive 
biomarkers for Alzheimer’s disease; or even 
more provocatively, that treating these sen-
sory or motor symptoms may help to pre-
vent or treat Alzheimer’s disease dementia. 
While attempts have been made to explore 
these possibilities, it has quickly become 
obvious that current clinical measures of 
sensory or motor changes are not speci�c to 
Alzheimer’s disease. For instance, people 
may develop these sensory or motor impair-
ments in association with other types of 
neurologic disorders, such as Parkinson’s 
disease (PD) or distinct non-Alzheimer 
types of dementia; or they may be caused 
by non-neurologic impairments of the 
nose, eye, ear, or muscles. In fact, the ma-
jority of older adults with sensory or motor 
impairments do not seem to exhibit pro-
gression to the cognitive symptoms of 
Alzheimer’s disease. Neither do all Alzheim-
er’s disease patients begin with some or any 

 With advancing age, we may notice 
ourselves walking a little more slowly, or 
having a bit of di�culty navigating our 
environment; or hearing less well; or not 
sensing the ambient aroma as acutely. Often 
we think of these sensory or motor changes 
as signs of aging; rarely do we think of them 
as early signs of Alzheimer’s disease (AD). 
For AD research, the de�ning phenotypic 
impairment is progressive loss of cognitive 
function, which we often consider as the 
�rst function to be lost in patients. Howev-
er, clinical research has led to the recogni-
tion that changes in sensory and motor 
systems are present in many people at the 

Sensory and Motor Dysfunc-
tions in Aging 
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of these sensory or motor changes. Conse-
quently, the signi�cance of these sensory or 
motor dysfunctions for the pathogenesis 
and diagnosis of Alzheimer’s disease has 
remained largely elusive, if not often con-
troversial. To unravel the relationships 
between age-related sensory and motor dys-
functions and Alzheimer’s disease and har-
ness their potential, new ideas, perspectives, 
and investigations are in order.

directly a�ects olfactory function. However, 
a signi�cant relationship has been demon-
strated between odor identi�cation and a 
composite measure of plaques and tangles 
in multiple brain areas implicated in 
Alzheimer’s disease, including the entorhi-
nal cortex (EC), in a cohort of individuals 
who died without cognitive impairment, 
and between odor identi�cation and 
volume loss on quantitative MRI in the 
right amygdala and bilateral entorhinal and 
perirhinal cortices. Together, these results 
suggest that olfactory function may re�ect 
incipient pathology before individuals show 
clinical evidence of Alzheimer’s disease.
 In the olfactory bulbs of many 
patients diagnosed with probable Alzheim-
er’s disease or MCI, and in the olfactory 
bulbs of some cognitively normal older 
adults neuropil threads and neuro�brillary 
tangles’ have been found. In addition, the 
frequencies of tau deposits in the olfactory 
bulbs and the entorhinal cortex were highly 
correlated, indicating that both neuropil 
threads and neuro�brillary tangles appear in 
the olfactory system as early as they do in 
the entorhinal cortex. While a recent animal 
model study reported the correlation of 
olfactory dysfunction with amyloid-β 
burden in olfactory bulbs and piriform 
cortex, further research is needed to estab-
lish the relationship between the appearance 
of Alzheimer’s disease pathology in the 

 �e canonical Alzheimer’s disease 
pathology of neuronal loss in the setting of 
amyloid plaques and neuro�brillary tan-
gles (NFT) a�icts many components of 
the olfactory neural system. Accumulation 
of neuro�brillary tangles in the entorhinal 
cortex is an early site of Alzheimer’s disease 
pathology and correlates best with the 
initial appearance of the cognitive symp-
toms in Alzheimer’s disease. �e olfactory 
pathway is the most direct path between the 
entorhinal/hippocampal region and the 
external environment, i.e., olfactory epithe-
lium (OE). Even though the entorhinal 
areas receive direct connections from the 
olfactory bulb, relatively little is known 
about the mechanisms underlying the 
entorhinal-mediated olfactory processing 
and whether the presence of Alzheimer’s 
disease pathology in entorhinal regions 

Neurological Diseases
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olfactory neural network and olfactory 
function in humans. As we gain more 
insight into the physiology of the processing 
olfactory input from the olfactory bulb to 
cortical regions, it will be important to 
investigate the mechanisms by which 
Alzheimer’s disease  pathology may in�u-
ence the structure and function of the olfac-
tory neural network, in particular, during 
the preclinical stages of Alzheimer’s disease .
 In the olfactory epithelium, both am-
yloid-β and tauopathies have been shown to 
be highly enriched in postmortem tissues of 
individuals diagnosed with Alzheimer’s 
disease in comparison to cognitively normal 
older adults or young subjects; and the pres-
ence of olfactory epithelium. Like the 
entorhinal cortex and olfactory bulbs 
Alzheimer’s disease pathology can also be 
found in the olfactory epithelium of a small 
fraction Alzheimer’s disease action of the 
cognitively normal older adults. Until the 
advent of amyloid imaging and the 

unmasking of amyloid plaques in up to 
30% of individuals with normal cognition, 
this lack of complete correlation between 
the presence of Alzheimer’s disease patholo-
gies in olfactory epithelium and clinical 
diagnosis of Alzheimer’s disease dementia 
had diminished the interest and e�ort of 
further diagnostic and mechanistic research 
in the past two decades. In light of the 
introduction of the “preclinical” stage for 
Alzheimer’s disease , future research is war-
ranted to assess whether Alzheimer’s disease  
pathologies in the olfactory epithelium in 
cognitively normal older adults is also indic-
ative of the preclinical stage of Alzheimer’s 
disease  and whether pathological expres-
sion of amyloid-β may contribute to olfac-
tory neuron loss and olfactory impairment. 
�e accessibility of olfactory epithelium for 
biopsy, despite its recognized limitation, has 
potential value for pathological and mecha-
nistic studies. Further studies are needed to 
determine whether molecular markers can 
speci�cally di�erentiate Alzheimer’s disease 
from Parkinsons disease or other types of 
pathological processes among individuals 
with olfactory dysfunction will be of par-
ticular value. [44, Rank 2]
 In summary, Alzheimer’s disease 
pathology can be found at every level of 
the neural pathway processing olfactory 
information, and Alzheimer’s disease 
pathology is associated with impaired 
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odor identi�cation. Moreover, Alzheim-
er’s disease pathology is found in the olfac-
tory neural network of cognitively normal 
older adults. However, little is known 
about the impact of Alzheimer’s disease 
pathology on the function of cells in the 
olfactory pathway. Further research to 
de�ne the relationships between Alzheimer’s 
disease pathology and olfactory function in 
cognitively normal subjects will determine 
whether olfactory dysfunction may be a 
functional marker of the preclinical stage of 
Alzheimer’s disease and will facilitate the 
development of the next generation of 
olfactory tests to increase the sensitivity and 
speci�city of olfactory testing for predicting 
the progression of Alzheimer’s disease.

 �ere is a particular need to analyse 
the association between sleep duration and 
health outcomes in the elderly population. 
Sleep physiology undergoes signi�cant 
changes across the lifespan and the distribu-
tions of sleep duration vary with age. Sleep 
disorders, including sleep apnoea, insomnia 
and periodic limb movement disorders, are 
prevalent in older individuals; each may 
impact sleep quality and duration. Numer-
ous health problems prevalent in the elderly 
may also in�uence sleep duration or may 
in�uence physiological responses to altered 

sleep. For these reasons, the relationship 
between sleep duration and mortality may 
di�er for older compared with middle-aged 
and younger adults.
 Studies conducted in young individu-
als have identi�ed a U-shaped relationship 
between sleep duration and all-cause mor-
tality. �e association was weaker for short 
in comparison to long sleep duration. A me-
ta-analysis conducted among adults and the 
elderly population showed an increased risk 
of dying for both short and long sleep dura-
tion. For short sleep duration, the magni-
tude of the e�ect was greater than the 
observed risk in this meta-analysis, but for 
long sleep duration the risk was similar. Our 
�ndings are in accordance with such stud-
ies, including similar estimates regarding 
the association of long sleep duration and 
cardiovascular mortality in the adult popu-
lation. It has been postulated that the 
adverse health outcomes associated with 
prolonged sleep might be a consequence of 

Sleep Duration and Mortality

Figure 5: Sleep associated problems in Elderly
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underlying diseases, frailty and worse health 
status, or be a part of the dying process. In 
addition, an increase in sleep duration that 
occurs during the last few weeks or months 
of life might be a consequence of the disease 
and not its cause. [41, Rank 1]

 Cardiac output decreases linearly 
after the third decade at a rate of about 1 
percent per year in normal subjects other-
wise free of cardiac disease. Due to the small 

 �e e�ect of normal ageing on 
memory may result from the subtly chang-
ing environment within the brain. �e 
brain’s volume peaks at the early 20s and it 
declines gradually for rest of the life. In the 
40s, the cortex starts to shrink and people 
start noticing the subtle changes in their 
ability to remember or to do more than one 
task at a time. Other key areas like neurons 
shrink or undergo atrophy and a large 
reduction in the extensiveness of connec-
tions among neurons (dendritic loss) is also 
noticed. During normal ageing, blood �ow 
in the brain decreases and gets less e�cient 
at recruiting di�erent areas into operations. 
�e whole group of changes taking place in 
the brain with ageing decreases the e�cien-
cy of cell-to-cell communication, which 
declines the ability to retrieve and learn. It 
also a�ects the intelligence, especially �uid 
intelligence, problem-solving skills etc. 
declines rapidly after adolescence. Perceptu-
al motor skills decline with age. [199]

Memory, learning and 
intelligence
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Figure 6: Sequalae of memory loss in Old age

Cardiorespiratory changes



®  A Multi-dimensional Perspective of Aging 

Need Assessment
 Due to the ageing population there is 
increased use of residential and nursing 
homes – collectively referred to as care 
homes – to support the growing proportion 
of older people with more complex care 
needs. �e role of nursing in long-term care 
is underdeveloped and working with older 
people is viewed by students as a low status 
career choice with lack of opportunities for 
professional development. Older residents 
receive variable quality of end-of-life care 
however, the complexity of chronic and co 
morbid conditions among residents makes 
it di�cult to recognize and manage the 
terminal phase. �e challenge of improving 
end-of-life care in care homes is usually 
described in terms of inadequacies in 
knowledge and training among care home 
sta�. Rather, attention should in addition 
focus on challenging those discriminative 
attitudes, beliefs and practices in the wider 
system that contribute to the isolation of 
nursing homes and enhancing the ability of 
homes to demonstrate leadership in 

 �ickening of the walls of arteries 
with hyperplasia of the intima, collagenisa-
tion of the media and accumulation of 

decrease in surface area with age the cardiac 
index falls at a slightly slower rate of 0.79 
percent per year. �e cardiac output of an 
80-year-old subject is approximately half 
that of a 20-year-old. 
 A progressive increase in blood pres-
sure after the �rst decade of life has long 
been regarded as a normal consequence of 
aging and was the basis for ignoring the 
presence of hypertension in the elderly. �e 
elevation with age is more pronounced for 
systolic than diastolic pressure. When 
hypertension is de�ned as a systolic blood 
pressure of greater than 160 mm of mercury 
and simultaneously a diastolic of greater 
than 95 mm of mercury
 �e Framingham Study clearly 
established that high blood pressure is a 
signi�cant risk factor for stroke, coronary 
artery disease and congestive heart fail-
ure. More recently the Hypertension De-
tection and Follow-up Program con�rmed 
these �ndings and showed. All of these 
studies, as well as the European Working 
Party on High Blood Pressure in the Elder-
ly, have shown that blood pressure in the 
elderly can be safely lowered when the anti-
hypertensive therapy is chosen carefully and 
monitored regularly. 

Atherosclerotic changes 
in elderly
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Decreased inotropic response to catechola-
mines, both endogenous and exogenous in 
senescent cardiac muscle 

Decreased response to cardiac glycosides

Increase in diastolic and systolic myocardi-
al sti�ness due to increased interstitial 
�brosis in the myocardium

Progressive sti�ening of arteries with age, 
particularly of the thoracic aorta, leading 
to an increased afterload

Amyloid deposits in the myocardium, 
predominantly in the   atria

Conduction defects due to amyloid in the 
ventricles and vessels  

Cardiac failure and increased risk for 
arrhythmias

Figure 7: Sequalae of Cardio vascular changes  in old age
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 Normal ageing is characterised by a 
decrease in bone and muscle mass and an 
increase in adiposity.  A decline in muscle 
mass and a reduction in muscle strength 

 Changes occur in lung volume, �ow 
rate and gas exchange. Elderly patients 
have a pronounced increase in incidence 
of pneumonia, both bacterial and viral, 
compared with younger persons. Although 
much of this may be due to a general 

calcium andphosphate in elastic �bres  pro-
gressively occurs with aging. In addition, 
the lipid content of non-atherosclerotic 
portions of vessels increases, particularly of 
cholesterol. Although none of these age-re-
lated changes has de�nitely been shown to 
be a precursor of arteriosclerosis, atheroscle-
rosis clearly increases with aging. Raised 
�brous plaques that contain lipid, athero-
mas, of the abdominal aorta increase linear-
ly from onset at about age 20 to reach 
approximately 30 percent by -age 70. In 
general, atherosclerosis occurs earlier in the 
aorta and carotid arteries than in the coro-
nary and cerebral arteries and peripheral 
vascular disease appears later. Myocardial 
infarction from coronary artery disease 
increases dramatically with age and 
although many risk factors are known, 
age itself is probably the most signi�cant. 
Prevention at present is aimed at ameliora-
tion of the other factors, such as hyperten-
sion, obesity and cigarette smoking. 

depression of immune system function, 
other more speci�c factors may play a role. 
Pneumonia generally results from aspira-
tion of oropharyngeal secretions. �e 
normal mechanical clearing of the tracheo-
bronchial tree by the mucociliary apparatus 
is signi�cantly slower in non-smoking older 
persons than in their younger counterparts. 

Changes in Respiratory 
system 
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Figure 8: Changes in Respiratory system in Old age

Musculoskeletal changes
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lead to risk of fractures, frailty, reduction in 
the quality of life and loss of independence. 
�ese changes in musculoskeletal system 
re�ect the ageing process as well as conse-
quences of a reduced physical activity. �e 
muscle wasting in frail older persons is 
termed ‘sarcopaenia’. �is disorder leads 
to a higher incidence of falls and fractures 
and a functional decline. Functional sarco-
paenia or age-related musculoskeletal 
changes a�ect 7% of elderly above the age 
of 70 years, and the rate of deterioration 
increases with time, a�ecting over 20% of 
the elderly by the age of 80.
 However, studies show that on an 
average, men have larger amounts of muscle 
mass and a shorter survival than women. 
�is makes sarcopaenia potentially a greater 
public health concern among women than 
among men. Skeletal muscle strength or 
force-generating capacity also gets reduced 
with ageing depending upon genetic, die-
tary and, environmental factors as well as 
lifestyle choices. �is reduction in muscle 
strength causes problems in physical mobil-
ity and activity of daily living. �e total 
amount of muscle �bres is decreased due 
to a depressed productive capacity of cells 
to produce protein. Wear and tear or wast-
ing of the protective cartilage of joints 
occurs. �e cartilage normally acts as a 
shock absorber and a gliding agent that 

prevents the friction injuries of the bone. 
�ere are sti�ening and �brosis of connec-
tive tissue elements that reduce the range of 
motion and a�ect the movements by 
making them less e�cient. As part of the 
normal cell division process, telomere 
shortening occurs. DNA is more exposed to 
chemicals, toxins and waste products pro-
duced in the body. �is whole process 
increases the vulnerability of cells.
 Somehow, the physiological changes 
of the muscles are aggravated by age-related 
neurological changes. Most of the muscular 
activities become less e�cient and less 
responsive with ageing as a result of a 
decrease in the nervous activity and nerve 
conduction.
A study was done by Williams et al., who 
evaluated the muscle samples from both 
elderly and young adults and suggested that 
limb muscles are 25–35% shorter and less 
responsive in elderly healthy individuals 
when compared to young adults. In addi-
tion, the overall fat content of muscles was 
also higher in elderly population,
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With ageing, toxins and chemi-

cals build up within the body and 

tissues. As a whole, this damages 

the integrity of muscle cells. 

Physical activity also decreases 

with age, due to a change in 

lifestyle.
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 suggesting transformation in the normal 
remodelling with age. Age-related musculo-
skeletal changes are much more prominent 
in fast-twitch muscle �bres as compared to 
slow-twitch muscle �bres. [200, Rank 4]

 As per World Health Organisation 
(WHO), globally, approximately 2.3 
billion elderly people are overweight and 
more than 700 million elderly people are 
obese. Most elderly belonging to the middle 
and high socio-economic groups are prone 
to obesity and complications related to obe-
sity, due to sedentary lifestyles and a 
reduced physical mobility. Obesity is con-
sidered as one of the major risk factors and 
in elderly, obesity contributes to the early 
onset of chronic morbidities and functional 
impairments which lead to premature mor-
tality.  
 Over the past years, obesity among 
elderly was considered as a problem only in 
high-income countries, but the trend is 
changing now; excess weight, as well as obe-
sity, is dramatically increasing in low-in-
come and middle-income countries as well, 
particularly in urban settings. Various stud-
ies show a signi�cant change in the mean 
body weight, physical activity and diet 
along with progressive economic 

development in developing countries. Pos-
sibilities are high that obesity and its 
co-morbidities will continue to a�ect an 
increasing number of populations in these 
regions. Lifestyle and environmental factors 
are acting in a synergistic manner to fuel the 
obesity epidemic. As per WHO estimates, 
there is a decline in undernourished popu-
lation across the world, whereas the 
over-nourished population has increased to 
1.2 billion. A WHO report shows that 
more than 1 billion elderly are overweight 
and 300 million are obese. �e problem of 
obesity is increasing in the developing 
world with more than 115 million people 
su�ering from obesity-related problems. 
�e obesity rate has increased threefold or 
more since 1980 in the Middle East, the 
Paci�c Islands and India. However, the 
prevalence of obesity is not as high in all 
developing countries, like China and some 
African nations. 
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Obesity

With ageing, the total water con-

tent of the tissue decreases and 

loss of hydration also adds to the 

inelasticity and stiffness. Altera-

tions in the basal metabolic rate 

and slowing metabolism result 

in muscle changes. This leads to 

the replacement of proteins with 

fatty tissue that makes muscle 

less ef�cient.
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 Overweight or obesity may not be a 
speci�c disease but it is certainly considered 
as a major contributory factor leading to 
various degenerative diseases in adult life. 
Prevention and control of this problem 
must, therefore, claim priority attention. 
Various studies indicate that how much we 

 Stressors that tend to a�ect elderly are 
the loss of a loved one; too much unstruc-
tured time on your hands; a change in rela-
tionships with children; or a loss of physical 
abilities, such as vision, hearing, balance, or 
mobility. 
 �e adaptive physiological response 
to acute stress involves a process, initially 
referred to as allostasis, in which the 
internal milieu varies to meet perceived 
and anticipated demand. �is de�nition 
was extended to include the concept of a set 
point that changes because of the process of 
maintaining homeostasis. 
 Acute stress is known to negatively 
a�ect neuroendocrine function via hypo-
thalamic-pituitary- adrenal axis. When 
stimulated this feedback loop results in the 
secretion sustained during chronic stress of 
glucocorticoids such as cortisol, enabling, 
and the organism to perform with a height-
ened sense of alertness.

eat does not decline with advancing age; 
therefore, it is likely that a decrease in 
energy expenditure particularly in the 
beginning of old age (50–65 years) contrib-
utes to the increase in body fat as we age

26

Figure 9: Factors of obesity

Psychological changes

Stressors among elderly 
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 Older adults have high rates of 
suicide, necessitating focused clinical risk 
assessment and intervention. Older adults 
are amenable to and respond well to psy-
chological interventions; however, only one 
trial of psychotherapy to date has been con-
ducted exclusively targeting suicidal older 
adults. Researchers speci�cally conducted a 
small focused trial of Interpersonal Psycho-
therapy (IPT) adapted for older adults 
at-risk for suicide by virtue of expression of 
current suicide ideation, death ideation, or 

recent self-injury. Preliminary �ndings 
suggested that this intervention is feasi-
ble, tolerable, and safe, and has a positive 
impact on therapeutic change. Signi�cant 
reductions were observed in suicide idea-
tion, death ideation, and depressive symp-
tom severity. We now extend and expand 
upon these preliminary �ndings by 
reporting complete study �ndings on pri-
mary suicide ideation and death ideation 
and secondary depressive symptom severi-
ty outcomes and therapeutic process vari-
ables working alliance and treatment sat-
isfaction across pre- to post-treatment 
assessments, and investigating the stabili-
ty of change over a 6-month follow-up 
period.
 We have adapted Interpersonal Psy-
chotherapy for the treatment of at-risk 
older adults, given empirical �ndings sup-
porting its e�cacy as an active or mainte-
nance treatment for depression and in 
enhancing social adjustment among older 
adults, negative �ndings notwithstanding. 
Findings from a secondary analysis of data 
from three treatment studies of late-life 
depression in mental healthcare settings, 
and from the multi-site PROSPECT study 
demonstrated signi�cant reduction or reso-
lution of suicide ideation with standard 
Interpersonal Psychotherapy and/or antide-
pressants. Resolution of suicide ideation 
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Figure 10: Common stressors in elderly

Depression and Suicide 
Risk in Elderly
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was slower and treatment less e�ective for 
individuals with a history of suicidal behav-
ior or more severe suicide ideation, necessi-
tating adaptation of Interpersonal Psycho-
therapy for at-risk individuals. [52, Rank 5]
 Interpersonal Psychotherapy is a 
conceptually relevant intervention for 
suicidal older adults, given the salience of 
interpersonal problems, perceived social 
support de�cits, and di�culty adjusting 
to life transitions in the onset, exacerba-
tion, and potential resolution of suicide 
risk in later life. �eory and research sug-
gest that attention to suicide risk factors 
may be insu�cient to identify and inter-
vene e�ectively with at-risk individuals. 
Following the call for a complementary 
focus on resiliency, we demonstrated that 
older adults expressing greater perceived 
meaning in life and life satisfaction reported 

signi�cantly less suicide ideation. �e posi-
tive e�ect of meaning in life was most 
robust at higher levels of depressive symp-
tom severity. Interpersonal Psychotherapy 
problem areas regarding death, losses, and 
transitions are consistent with existential 
concerns that may engender perceptions of 
meaninglessness. We thus adapted Interper-
sonal Psychotherapy from existing treat-
ment manuals incorporating lessons 
learned from reports of suicide during psy-
chotherapy, by making suicide a central 
focus of clinical discourse and incorporat-
ing safety precautions and on-going surveil-
lance of suicide risk and resiliency factors, 
including meaning in life and additional 
psychological well-being variables. [69, 
Rank 3]

 Elderly Individuals living with HIV 
are subject to a high stressor burden. �is 
burden includes the in�uence of external 
stressors, such as �nancial burden and 
stigma, as well as the burden of the internal 
stressors of viral presence and antiretroviral 
medication. Evidence of the burden of 
these stressors is evident in the increased 
incidence of stress-related disorders among 
individuals living with HIV, such as depres-
sion and posttraumatic stress disorder. 

 �eories state that to understand the 
evolution of ageing, we have to understand 
the environment-dependent balance 
between the advantages and disadvantages 
of extended lifespan in the process of 
spreading genes. �e researchers have devel-
oped a �tness-based framework in which 
they categorise existing theories into four 
basic types (as shown in Figure 2)
1.�e Programmed �eory
 It considers ageing to be the result of 
a sequential switching on and o� of certain 
genes, with senescence being de�ned as the 
time when age-associated de�cits are mani-
fested.

2.Endocrine �eory
 �e biological clocks act through 
hormones to control the pace of ageing.
3.Immunological �eory
 It states that the immune system is 
programmed to decline over time, leading 
to an increased vulnerability to infectious 
disease and thus ageing and death.
4.Wear and tear theory
 �e parts in our cells and tissues wear 
out resulting in ageing.
5.Rate of living theory
  It states that the greater an organ-
ism's rate of oxygen and basal metabolism 
the shorter its life span
6.Cross-linking theory
 According to this theory an accumu-
lation of cross-linked proteins damages cells 
and tissues, slowing down bodily processes 
and thus result in ageing.
7.Free radicals theory
 It proposes that superoxide and other 
free radicals cause damage to the macromo-
lecular components of the cell, giving rise 
to accumulated damage causing cells, and 
eventually organs, to stop functioning.
8.Disengagement �eory
 Refers to an inevitable process in 
which many of the relationships between a 
person and other members of society are 
severed & those remaining are altered in 
quality. As people age they experience 

28

The neuroendocrine system, 
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immune system are mediators of 
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life, referred to as allostasis, 
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Furthermore, comorbidity of a�ective 
disorders with HIV a�ects overall longevity, 
as demonstrated by the report that women 
living with depression and HIV have higher 
mortality than euthymic women living with 
HIV. 
 In order to understand how stressors 
and HIV may interact in older adults, it is 
important to visualize the relationship 
between stress and stressors. An organism’s 
response to a stressor is the physiological 
state of stress, and stress is designed to 
return the organism to homeostasis. Similar 
to a rubber band being stretched, the rela-
tionship between stressors and stress is 
initially completely predictable and reversi-
ble. �e force (stressor) is applied, and the 
stress response of the organism returns the 
system to homeostasis—the relationship is 
elastic or resilient. However, if the stressors 
are too great, the elasticity of the system 
begins to be compromised such that the 
force applied does not predictably generate 
the same response and the return to homeo-
stasis may be incomplete or require shifts in 
function—the relationship is adaptable. If 
stressors are applied to an extreme point for 
a prolonged period of time, or if a genetic 
or environmental predisposition exists, 
then the response generated becomes mala-
daptive. In the case of HIV, it is likely that 
the combined stressor burden shifts the 

relationship between stressors and the stress 
response to the point that a resilient 
response is less likely and adaptation is a 
more realistic goal for stress management.
 �e stress response can be managed 
at both the psychosocial and biological 
levels. Regardless of whether the origin of 
the stressor is psychosocial or biological, 
the initiated processes in the organism are 
virtually identical—that is, the hypotha-
lamic–pituitary–adrenal (HPA) axis that 
facilitates the stress response does not dif-
ferentiate between types of stressors. At 
the psychosocial level, interventions that 
reduce the impact of stressors, such as 
stigma, loss, or �nancial strain, can in part 
minimize the impact of HIV on the stress 
response system by preventing the initiation 
of a stress response. �e biological response 
to stressors is also a�ected by HIV. �is 
level of modulation has two primary points 
of intervention or titration: magnitude and 
duration. In relation to magnitude, both 
the cumulative burden of psychosocial 
stressors and the impact of viral proteins 
have been shown to alter the stress response. 
[18, Rank 5]
 Although the impact of HIV on the 
stress response is multifaceted, there are also 
multiple points of intervention. Psychoso-
cial interventions are useful and important 
in the context of HIV. However, it is 
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valuable to note that the stress-response 
system of individuals living with HIV is 
di�erent than those without the disease, 
and it may be necessary to consider biologi-
cal support for the hypothalamic–pitui-
tary–adrenal axis in order to allow the 
patient to reap the full bene�ts of a psycho-
social intervention. In addition, it is vital to 
recognize that, while antiretroviral therapy 
is e�ective in reducing viral loads and 
restoring CD4 counts, these drugs are not 
without impact, and the in�uence of these 
compounds on P450 and other aspects of 
the stress response system can render 
patients more susceptible to the impact of 
stressors. Finally, given the ubiquitous 
nature of stress hormones, targeted end-or-
gan interventions for the systems most 
a�ected in an individual demonstrating the 
repercussions of a cumulative stressor 
burden may be the most e�ective method 
of intervention for individuals aging with 
HIV. [23, Rank 3]

 State law provides special rights and 
protections for elderly individuals, includ-
ing anyone 60 and over. Section 102.003 of 
the Texas Human Resources Code explains 
these rights.

Rights of the Elderly - 
Texas  State

Right to be Free to Exercise Civil Rights 
Under the Law

Right to Designate a Guardian or Repre-
sentative

Right to be Free from Physical and 
Mental Abuse

Right to Participation in Activities

Right to Manage Financial A�airs

Right to Access and Con�dentiality of 
Records

Right to Information and Choice Regard-
ing Medical Conditions and Care

Right to Information About Bene�ts

Right to Refuse to Perform Services

Right to Remain with Chosen Service 
Provider

Rights to Make Other Legal Decisions 
and Documents

Right to Keep Possessions

Right to Privacy

Right to Communicate and Complain 
Regarding Treatment, Care or Services

Right to Dignity and Respect

Figure 11: Rights of the Elderly
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 �e elderly have the same civil rights 
as other adults under U.S. and Texas laws, 
except where lawfully restricted. An elderly 
person has the right to be treated with dig-
nity and respect, without regard to race, 
religion, nationality, sex, age, disability, 
marital status, or source of payment. �is 
means that the elderly person has the right 
to: Make his or her own choices about per-
sonal a�airs, care, bene�ts, and services, 
and be free from abuse, neglect, and 
exploitation. �e elderly have the right to 
be free of both physical and mental abuse. 
Physical abuse includes corporal punish-
ment, as well as physical or chemical 
restraints used to “discipline” a person, or 
used for the convenience of a person pro-
viding services. 
 �is right is sometimes violated by 
nursing homes. A nursing home must have 
an e�ective procedure for receiving com-
plaints from elderly people and for 
responding to those complaints. If a person 
complains about poor care, or if a family 
member speaks up about poor conditions at 
a facility, it is a violation of this law for the 
nursing home, or any of its employees, to 
intimidate or retaliate in any way against 
the resident or the family.
 An elderly person is entitled to priva-
cy while attending to personal needs and a 
private place for receiving visitors or 

associating with other people, unless pro-
viding privacy would infringe on the rights 
of other people.
 No one has the right to restrict visits 
to an elderly person, nor force an elderly 
person to receive a visitor he or she does not 
wish to see.
 An elderly person may manage his or 
her own personal �nancial a�airs, or may 
authorize another person to do so in writ-
ing. �e elderly individual may choose the 
manner in which his or her money is man-
aged by another person, and may choose 
the least restrictive of methods, such as- a 
money management program, a representa-
tive payee program, a �nancial power of 
attorney, or a trust or similar method.
 An elderly person is entitled to access 
his or her own personal and clinical records. 
�ese records are con�dential and may not 
be released without permission, except to 
another person providing services at the 
time the elderly individual is transferred; or 
if required by another law. Elderly individu-
als have the right to understand and partici-
pate in their treatment plans, by being fully 
informed by their service provider, in 
understandable language, of his or her total 
medical condition and any signi�cant 
changes.
 An elderly person may keep and use 
his or her personal possessions, including 
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clothing and furnishings, as space permits. 
�e number of personal possessions may be 
limited for the health and safety of other 
people.
 An elderly individual may refuse to 
perform services for their service provider. 
An elderly person may make a living will by 
executing a directive under the Advance 
Directives Act and execute a medical power 
of attorney under the Advance Directives 
Act or designate a guardian in advance of 
need to make decisions regarding the per-
son’s health care should the person become 
incapacitated.

 Texas Health and Human Services 
provides a range of services for older Texans 
that help ensure their well-being, dignity 
and choice. Programs also are in place to 
support family caregivers. Some programs, 
such as those provided by local area agen-
cies on aging, are available to everyone who 
is 60 or older.
 Experienced HHS sta� and paid con-
tractors can help eligible older Texans 
access services that:

Create opportunities to live inde-
pendently in their own homes. 
Provide information about state 
and federal bene�ts and legal 
rights
Give family caregivers the tools to 
do their job.
Provide access to meals at home or 
in group settings.
Identify assisted-living facility 
care, daytime programs or nursing 
home services they may qualify for. 
Advocate for people who live in 
assisted-living facilities or nursing 
homes.
Guide people to the right long-term 
care services

In nursing home or 
assisted living 

facility, or is in his or 
her home and relies 
on a home health 

provider

Texas Department of 
State Health Services

STATUS OF 
VICTIM

PLACE TO 
REPORT

Resident of a 
long-term care 

facility that receives 
Medicaid funding

Attorney General's 
Medicaid Fraud 

Control Unit

Abuse of a senior 
who is not in a 

health care facility

Adult Protective 
Services

Retaliation or repris-
al  occurring because 

of complaints or 
reporting of 
problems,

Adult protective 
services

Table 1: Reporting protocol in Texas
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Federal Programs for Older Texans
 Eligible older Texans may qualify for 
federal and state programs that pay bene�ts, 
pay health care costs or provide food. Med-
icaid provides health coverage to eligible 
low-income adults, children, pregnant 
women, and people who are older or who 
have disabilities. Each state has its own rules 
about who's eligible, and what Medicaid 
covers. Some people qualify for both Medi-
care and Medicaid. Medicare is health 
insurance program for people age 65 or 
older. People younger than age 65 with cer-
tain disabilities or permanent kidney failure 
can also qualify for Medicare. �e program 
helps with the cost of health care, but it 
doesn't cover all medical expenses or the 
cost of most long-term care.
Social Security 
 Pays a monthly bene�t to older 
Americans, workers who become disabled, 
and families in which a spouse or parent 
dies. Supplemental Security Income (SSI) 

 As the mid-1980s approached, the 
progress of gerontology began to stall per-
haps due to a preoccupation with disease, 
disability, and chronological age. It was in 
this environment that the MacArthur Net-
work on Successful Aging was launched in 
1984, led by Jack Rowe, a physician, and 
Robert Kahn, a psychologist, along with a 
group of 16 scientists from a wide range of 
backgrounds sought to clarify the factors 
that promote “positive” aging. �e MacAr-
thur study operationalized three criteria of 
successful aging (as shown in Figure 12)
 With the MacArthur Foundation’s 
support of well more than 10 million dol-
lars, the research followed a sample of 1,000 
older adults who met the criteria over a 
period of seven years. For a decade, the 
MacArthur group met regularly to share 
updates, discuss concepts and methodolo-
gies, and analyze data, with the greatest 
e�ect perhaps being the National Research 
Agenda on Aging, a blueprint for research 

pays monthly bene�ts to people with lim-
ited income and resources who are disa-
bled, blind, or age 65 or older. 
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Restraints are only permitted in 

very speci�c circumstances, such 

as when authorized by a doctor, 

in case of emergency, or in 

certain circumstances when the 

court-appointed guardian of a 

person with an intellectual disa-

bility has given informed con-

sent.

Challenges and 
Opportunities of Old age

�eories for Successful Aging



®  A Multi-dimensional Perspective of Aging 

in gerontology and geriatrics. Fifteen 
research priorities were recommended, in 
�ve key areas of investigation: (a) basic bio-
medicine, (b) clinical medicine, (c) behav-
ioral and social areas, (d) health services 
delivery, and (e) biomedical ethics.
 Researchers argued that the emphasis 
on normality as, e.g., outlined by the Duke 
Studies on “normal aging,” �ey created a 
number of limitations. For example, Rowe 
and Kahn stated that most gerontological 
research focused on average tendencies 
within di�erent age groups and neglected 
the substantial heterogeneity within such 
groups—a disparateness that appears to 
increase with age. �us, age itself could not 
serve as a su�cient explanatory variable, 
and habits shaped by psychosocial in�uenc-
es were also seen as very important.
 Consequently, they proposed the 
development of a conceptual distinction 
within the “normal” category, which would 
serve to contrast usual aging with successful 
aging. Rowe and Kahn’s emphasis at that 
time was on maintaining physical health 
and avoiding disease. �e approach Rowe 
and Kahn took was well received, and sub-
sequent publications helped underline the 
approach Rowe and Kahn took to popular-
ize the term successful aging. In 1997, 
Rowe and Kahn further re�ned their con-
ception and o�ered a now well-known 

graphic representation that included three 
important components: low probability of  
disease and disease-related disability, high 
cognitive and physical functional capacity, 
and active engagement with life. Where all 
three components overlap (i.e., the combi-
nation of all three), successful aging is fully 
represented. �e model is testable by assess-
ing to what extent older adults are able to 
ful�ll one, two, or all three components. 
�e consequence, however, is that very few 
older people are able to maintain high levels 
of functioning to be labeled “successful” 
illustrated this point by operationalizing 
two of the three criteria (avoidance of 
disease/disability and high physical/cogni-
tive functioning) with a quanti�able phe-
notype (six common diseases and two func-
tional measures—physical and cognitive) in 
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a cohort of 5,820 middle-aged American 
men of Japanese ancestry, healthy at base-
line, who were followed for 40 years. From 
an average age of 54 years, only 11% of the 
cohort was considered “successful” by age 
85 years. A follow-up study of the same 
cohort of aging men who were healthy in 
their 70s was recently conducted. Of 1,292 
healthy participants, age standardized to 70 
years at baseline, 1,000 men (77%) sur-
vived to age 85 years (34% healthy) and 
309 (24%) survived to age 95 years (<1% 
healthy). Only one man could be consid-
ered a “successful ager” at age 100 years. 
[59, Rank 1]

suggested that in order for the science of 
gerontology to provide good advice, it must 
have a theory of successful aging. Such a 
theory should describe conditions promot-
ing a maximum of satisfaction and happi-
ness.
 For Havighurst, the study of success-
ful aging was a central theme for gerontolo-
gy as a discipline. It is well known that at 
the time of Havighurst’s proposition, there 
existed two contrasting theories of success-
ful aging: activity theory and disengage-
ment theory. Activity theory stated that 
aging successfully meant maintaining mid-
dle-aged activities and attitudes into later 
adulthood; gerontologists generally pre-
ferred this theory because it was assumed 
to capture the desire of aging individuals. 
Disengagement theory, on the other hand, 
meant that a person aging successfully 
would want, over time, to disengage from 
an active life. It should be possible to select 
which of these two theories should prevail 
by creating an operational de�nition of suc-
cessful aging and a method of measuring 
the degree to which people �t this de�ni-
tion. [53, Rank 2]

 Carl Jung’s work on aging during the 
1920s and 1930s may be viewed as the 
most signi�cant forerunner of modern ger-
ontological thinking. He identi�ed late life 
as a process of psychological turning 
inward. �is view is echoed in subsequent 
work of gerontological theorist Bernice 
Neugarten, as she described late life as 
bringing with it increased interiority. One 
of the earliest de�nitions of successful aging 
found in the gerontology literature is the 
one introduced by Robert Havinghurst. He 
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Approach 

�e Process of Disengagement

Disengagement theory postu-

lates that society withdraws 

from the aging person equally as 

much as the person withdraws 

from society.
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aging. Accordingly, Neugarten added 
health and social characteristics to the sim-
pler model that was focused only on per-
sonality. �us, one can recognize multidi-
mensionality in views of successful aging 
that has been re�ected in these early geron-
tological formulations. [80, Rank 5]

 Perch’s subsequent three factor 
model shares some similarities with previ-
ous concepts of Neugarten and colleagues 
and Reichard and colleagues as they 
added social adjustment and engagement 
to health and cognitive functioning in 
de�ning successful aging. Most subsequent 

 Richard Livinson came forth with 
typologies of adjustment to retirement. 
�eir research was based on an in-depth 
study of 87 men and �e mature and 
armored elders each relied on activity and 
engagement to derive life satisfaction. In 
contrast, the rocking chair type savored the 
opportunity to be freed from work and 
other activities and enjoyed a passive life-
style. 
 �e two poorly adjusted or unsuc-
cessful groups included 
 “Angry Men”- �ose who blamed 
others for their discontent in late life. 
  “Self-Haters”- �ose who engaged 
in self-blame for their unhappiness.
 �is early appreciation of the impor-
tance of personality in late life has been 
re�ected in subsequent gerontological 
research.
 A decade later, it was concurred that 
the pivotal factor in predicting which indi-
viduals will age successfully is personality. 
Coping style, prior ability to adapt, and 
expectations of life, as well as income, 
health, social interactions, freedoms, and 
constraints were all seen as part of the coa-
lescence of personality and thus played into 
the enormous complexity of successful 
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�e Perception of 
Gerotranscendence

Figure 13: Retirement Types

The Theory of Gerotranscend-

ence states that a shift in 

meta-perspective from a more 

materialistic and pragmatic 

view of the world to a more 

cosmic and transcendent one 

occurs as we age.
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 As we consider the shared founda-
tions and interconnectedness of many lead-
ing conceptualizations of successful aging, 
it is useful to consider overlap between for-
mulations of Erikson, Tornstam, and Peck, 
whose work is seldom referred to in the suc-
cessful aging literature. Robert Peck’s tasks 
of ego integrity (1968) include ego di�eren-
tiation, body transcendence, and ego tran-
scendence. Ego di�erentiation may be 
seen as primarily subjective self-assess-

 We do not have to go too far in histo-
ry to recognize another predecessor to the 
concept of successful versus unsuccessful 
aging. Erik Erikson’s concept of ego integri-
ty versus despair can be seen as an earlier 
version of the successful aging concept. 
Erikson presents eight stages of the life span 
covering the period of infancy to old age. 
Successful resolution of challenges posed by 
each stage is a requisite for successful mas-
tery of the next stage. �e seventh and 
eighth stages cover adulthood and old age. 
 Erikson’s criteria of successful aging 
are subjective and phenomenological. Indi-
viduals who view their life as having been a 
failure or as very unproductive, and would 
have lived it entirely di�erently if they had 
to do it all over again, would develop “ego 
despair,” which can cause depression, anger, 
and �nding fault with oneself and the sur-
rounding world. Erikson o�ers no discus-
sion of objective measures of physical 
health or of a diagnostic psychiatric disor-
der. [70, Rank 5]
 

models of success identify central tenden-
cies, whereas they were pioneering in their 
belief that there are alternative pathways to 
success. [68, Rank 2]

37
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Gerotranscendence

EIGHT STAGES OF LIFE- ERIKSON

0-1 ½ years

0-1 ½ years

0-1 ½ years

0-1 ½ years

0-1 ½ years

0-1 ½ years

0-1 ½ years

0-1 ½ years

Trust Vs. Mistrust

Autonmy Vs Shame 
And Doubt

Initiative Vs Guilt

Industry Vs 
Inferiority

Identity Vs Role 
Confusion

Intimacy Vs Isolation

Generativity Vs 
Stagnation

Ego Integrity Vs 
Despair

Table2: Erikson’s developmental stages
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 Robert Peck’s tasks of ego integrity 
include ego di�erentiation, body tran-
scendence, and ego transcendence. Ego 
di�erentiation may be seen as primarily 
subjective self-assessment. Body transcend-
ence involves overcoming physical limita-
tions and emphasizing compensating 
rewards of one’s cognitive, social, and emo-
tional life. Ego transcendence refers to a 
positive anticipation of death through 
legacy building based on a generative life. 
�is theme appears to be an embryonic 
form of Baltes’ concept of SOC. Ego

ment. Body transcendence involves  over-
coming physical limitations and empha-
sizing compensating rewards of one’s cog-
nitive, social, and emotional life. Ego 
transcendence refers to a positive anticipa-
tion of death through legacy building based 
on a generative life. �is theme appears to 
be an embryonic form of Baltes’ concept of 
selective optimization with compensation - 
Ego transcendence, refers to coping with 
life’s challenges in a positive and construc-
tive manner. [77, Rank2]
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Peck’s Approach to Aging

Figure 14: Robert Peck’s tasks of ego integrity
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transcendence, refers to coping with life’s 
challenges in a positive and constructive 
manner.
 �ese early gerontological and psy-
chological formulations foreshadow devel-
opmental theory of positive aging, which he 
termed “gerotranscendence.” Successful 
aging, he suggested, counteracts erroneous 
projection of midlife values, activity pat-
terns, and expectations onto old age. An 
achievement of gerotranscendence that is 
focused on legacy building and existential 
concerns, on the other hand, would allow 
old age to possess its own meaning and 
character. [78, Rank 2]

 �e prevalence of aging population is 
increasing not only in developed countries, 
but also in developing countries. �e ageing 
of the world’s population is a global phe-
nomenon with extensive economic and 
social consequences. �e ratio of the elderly 
population above 60 years is now 1 in 10. 
By the year 2050, the ratio would have 
increased up to 1 in 5. �is older popula-
tion will continue to age and currently, 
people aged 80 years and older represent 
11% of the population aged 60 and above. 
By 2050, those over 80 will represent 27% 
of this older population. �e tempo of 
ageing is expected to be more rapid in 
developing nations.

 It requires evaluation of multiple 
issues, including physical, cognitive, a�ec-
tive, social, �nancial, environmental, and 
spiritual components that in�uence an 
older adult's health and is based on the 
premise that a systematic evaluation of frail, 
older persons by a team of health profes-
sionals may identify a variety of treatable 
health problems and lead to better health 
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Assessing and 
addressing Physical problems

The seventh stage of Erikson, 

covering mid adulthood, is 

termed gene-rativity versus stag-

nation. During this stage, the 

challenges involve successful 

mastery of work life, creative 

activity, and raising a family, all 

involving contributions to the 

next generation. The eighth and 

�nal stage is termed integrity 

versus despair. Ego integrity is 

achieved through evaluation of 

one’s life as having been a ful�ll-

ing and satisfying one.

Challenges and 
Opportunities of Old age



outcomes. �e content of the assessment 
varies depending on di�erent settings of 
care - home, clinic, hospital, nursing home.

Data Gathering should include all the com-
ponents (as shown in Figure 16)

Framework of Geriatric 
Assessment
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Data Gathering

Discussion among the team, increasing-
ly including the patient and/or caregiver 

as a Member of the Team

Development, with the patient and/or 
caregiver, of a Treatment Plan

Implementation of the Treatment Plan

Revising the Treatment Plan

Monitoring Response to the 
Treatment Plan

Figure 15: Geriatric Assessment

DATA COLLECTION IN                                 
GERIATRIC EXAMINATION

General History 

Past Medical History

 Medications

Social History

Review of Systems

Ability to perform Functional Tasks and 
Need for Assistance

Fall History

Urinary and/or Fecal Incontinence

Pain

Sources of Social Support, particularly 
family or friends

Depressive Symptoms

Vision or Hearing Di�culties

Whether the patient has speci�ed a durable 
Power of Attorney for Health Care

Figure 16: Geriatric Data collection



 Functional status : Functional status 
refers to the ability to perform activities 
necessary or desirable in daily life.

 Functional status is directly in�uenced by 
health conditions, particularly in the con-
text of an elder's environment and social 
support network. Changes in functional 
status should prompt further diagnostic 
evaluation and intervention. Measurement 
of functional status can be valuable in mon-
itoring response to treatment and can pro-
vide prognostic information that assists in 
long-term care planning.
 Activities of daily living — An older 
adult's functional status can be assessed at 
three levels: (as shown in Figure 18)
 Basic activities of daily living   
 (BADLs)
 Instrumental or intermediate activi- 
 ties of daily living (IADLs)
 Advanced activities of daily living  
 (AADLs).
 Some advanced activities of daily 
living- exercise and leisure time physical 
activity can be ascertained by using stand-
ardized instruments. However, given the 
broad nature of advanced activities of daily 
living, open-ended questions asking how 
one's day is spent might provide a better 
assessment of function in healthier older 
persons. Adults over age 70 are more likely 
to have motor vehicle accidents as well as 
increased associated mortality. �e patient's 
ability and safety to drive a car should also 
be evaluated in the functional assessment. 

Components of Geriatric 
Examination
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DATA COLLECTION IN                                 
GERIATRIC EXAMINATION

Figure : 17: Components of Geriatric Examination



 Gait speed: Assessing gait speed in 
clinical practice may identify patients who 
need further evaluation, such as those at 
increased risk of falls. Additionally, assess-
ing gait speed may help identify frail 
patients who might not bene�t from treat-
ment of chronic asymptomatic diseases 
such as hypertension. 
 Falls/imbalance: Approximately 
one-third of community-dwelling person’s 
age 65 years and one-half of those over 80 
years of age fall each year. Patients who have 
fallen or have a gait or balance problem are 
at higher risk of having a subsequent fall 
and losing independence. An assessment of 
fall risk should be integrated into the histo-
ry and physical examination of all geriatric 
patients 
 Cognition: �e incidence of demen-
tia increases with age, particularly among 
those over 85 years, yet many patients with 
cognitive impairment remain undiagnosed. 
�e value of making an early diagnosis 
includes the possibility of uncovering treat-
able conditions. �e evaluation of cognitive 
function can include a thorough history 
and brief cognition screens. It may also 
include detailed mental status examination, 
neuro-psychologic testing, tests to evaluate 
medical conditions that may contribute to 
cognitive impairment, thyroid assay, 
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Figure 18:  Functional Status assessment

The geriatric assessment is a 

multidimensional, multidisci-

plinary assessment designed to 

evaluate an older person's func-

tional ability, physical health, 

cognition and mental health, 

and socio-environmental 

circumstances. It is usually initi-

ated when the practitioner 

identi�es a potential problem.



depression assessment, and/or radiographic 
imaging.
 Mood disorders:  Depressive illness 
in the elder population is a serious health 
concern leading to unnecessary su�ering, 
impaired functional status, increased mor-
tality, and excessive use of health care 
resources. Late-life depression remains 
underdiagnosed and inadequately treated. 
Depression in elder adults may present 
atypically and may be di�cult to assess in 
patients with cognitive impairment. A 
two-question screener is easily administered 
and likely to identify patients. �e ques-
tions are:
Question 1: 
"During the past month, have you been 
bothered by feeling down, depressed, or 
hopeless?"
Question 2: 
"During the past month, have you been 
bothered by little interest or pleasure in 
doing things?"
 Polypharmacy: Older persons are 
often prescribed multiple medications by 
di�erent health care providers, putting 
them at increased risk for drug-drug inter-
actions and adverse drug events. �e 
clinician should review the patient's 
medications at each visit. �e best method 
of detecting potential problems with 

polypharmacy is to have patients bring in 
all of his medications -prescription and 
non-prescription in their bottles. Discrep-
ancies what is documented in the medical 
record and what the patient is actually 
taking must be reconciled. As health 
systems have moved towards electronic 
health records and e-prescribing, the poten-
tial to detect potential medication errors 
and interactions has increased substantially. 
Although this can improve safety, 
record-generated messages about unimpor-
tant or rare interactions may lead to "re-
minder fatigue." 
 Social and �nancial support: �e 
existence of a strong social support network 
in an elder's life can frequently be the deter-
mining factor of whether the patient can 
remain at home or needs placement in an 
institution. A brief screen of social support 
includes taking a social history and deter-
mining who would be available to the elder 
to help if he or she becomes ill. Early identi-
�cation of problems with social support can 
help planning and timely development of 
resource referrals. For patients with func-
tional impairment, the clinician should 
ascertain who the person has available to 
help with activities of daily living. Caregiv-
ers should be screened periodically for 
symptoms of depression or caregiver 
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be made about what outcomes are most 
important for them and their families. 
Goals are more informally determined in 
the course of clinical care.
 Advance care preferences: Clinicians 
should begin discussions with all patients 
about preferences for speci�c treatments 
while the patient still has the cognitive 
capacity to make these decisions. �ese dis-
cussions should include choosing an 
appropriate decision-maker - appointing 
a durable power of attorney, also known 
as a health care proxy, to serve as a surro-
gate in the event of personal incapacity, 
clarifying and articulating patients’ values 
over time, and thinking about factors other 
than the patient's stated preferences in sur-
rogate decision-making. As an example, 
patients who want to extend their life as 
long as possible might be asked about what 
should be done if the patient’s health status 
changes and doctors recommend against 
further treatment, or if it becomes too hard 
for loved ones to keep them at home. Ad-
vance directives help guide therapy if a 
patient is unable to speak for him or herself 
and are vital to caring optimally for the ger-
iatric population. 
 Most meta-analyses have found that 
comprehensive geriatric assessment (CGA) 
leads to improved detection and documen-
tation of geriatric problems. Patients 

burnout and, if present, referred for addi-
tional caregiving services, counselling, or 
support groups. Elder mistreatment should 
be considered in any geriatric assessment, 
particularly if the patient presents with con-
tusions, burns, bite marks, genital or rectal 
trauma, pressure ulcers, or malnutrition 
with no clinical explanation. 
 �e �nancial situation of a function-
ally impaired older adult is important to 
assess. Elders may qualify for state or local 
bene�ts, depending upon their income. 
Older patients occasionally have other ben-
e�ts such as long-term care insurance or 
veteran's bene�ts that can help in paying 
for caregivers or prevent the need for insti-
tutionalization.
 Goals of care: Older adult patients 
who are appropriate for assessment have 
limited potential to return to fully healthy 
and independent lives. Hence, choices must 
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assessed at home are usually followed for at 
least one year. Multiple meta-analyses 
have found home assessments to be con-
sistently e�ective in reducing functional 
decline as well as overall mortality  
 Numerous studies have compared 
the e�ect of inpatient geriatric comprehen-
sive care with usual care. A meta-analysis of 
29 randomized trials involving nearly 
14,000 participants found that patients 
who received geriatric comprehensive care 
were more likely to be living at home and 
were less likely to be admitted to a nursing 
home up to a year after hospital admission. 
[201, Rank 3]
 Studies of geriatric assessment have 
found inconsistent bene�t for post-hospital 
discharge programs. As an example, in a 
randomized trial of post-hospitalization 
geriatric assessment conducted in the home 
versus usual care, there was no di�erence 
between treatment and control arms in 
reducing functional decline, readmission 
rates, or mortality after 60 days. In another 
randomized trial of comprehensive dis-
charge planning with home follow-up 
versus usual care, there was no di�erence 
in functional status, post-discharge acute 
care visits, depression, or patient satisfac-
tion after 24 weeks. However, those ran-
domly assigned to the intervention were less 
likely to be readmitted to the hospital 

compared with the control group. �e 
intervention was also associated with a 
reduction in cost. Subsequent studies of 
similar discharge management programs 
with in-home follow-up have also found a 
reduction in readmission rates, for up to 12 
months in some studies. Geriatric assess-
ment programs for patients discharged to 
home from the emergency department were 
found to be e�ective at reducing emergency 
department visits and hospital admissions.
 However, in a large, cluster-rand-
omized trial of multidimensional geriatric 
assessment followed by either geriatric team 
management or the primary care clinician 
alone, there were no di�erences between 
the groups in hospitalization, admission to 
other institution and quality of life.

 Psychologists have given considerable 
attention to how well-being relates to other 
“individual di�erence” variables, such as 
personality traits. An early investigation 
used the big �ve model of traits and found 
that openness to experience was linked with 
personal growth, agreeableness was linked 
with positive relations with others, and 
extraversion, conscientiousness and neurot-
icism were all linked with environmental 
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mastery, purpose in life, and self-accept-
ance. Many similar patterns were evident in 
sample. Comparative data from U.S. and 
German samples showed that personality 
traits rather than self-regulatory characteris-
tics were strong predictors of well-being in 
both countries.
 Longitudinal inquiries have 
addressed links between early personality 
pro�les (age 16) and midlife well-being, 
�nding that teenage females who were more 
outgoing (extraverted) had higher well-be-
ing (all dimensions) in midlife. Teenage 
neuroticism, in contrast, predicted lower 
well-being on all dimensions, with the 
e�ects mediated through emotional adjust-
ment. Interactions among traits were used 
to predict changes in well-being over the 
course of community relocation. Openness 
to experience, for example, was found to 
amplify extraversion in predicting higher 
well-being, but it also ampli�ed neuroti-
cism in predicting greater distress. [96, 
Rank 4]
 A variety of other psychological varia-
bles have been linked with well-being. Op-
timism, for example, predicts higher 
well-being, with the e�ects mediated by 
sense of control. Stable self-esteem predicts 
higher scores on autonomy, environmental 
mastery, and purpose in life than unstable 
self-esteem. Emotion regulation strategies 

predict well-being: reappraisal is a positive 
predictor, whereas suppression is a negative 
predictor. Life longings, de�ned as intense 
desire for alternative states and life realiza-
tions, predict lower well-being, but not if 
life longings are perceived as controllable. 
Life management strategies (selection, opti-
mization, compensation) have been posi-
tively linked with well-being (after con-
trolling for personality and motivational 
constructs). �e satisfaction of psychologi-
cal needs contributes to higher well-being. 
Intentional activity changes predict gains in 
psychological well-being, while those who 
revealed shifts from extrinsic to intrinsic 
values over the college career had greater 
increases in psychological well-being. [82, 
Rank 3]
 Interpersonal well-being (positive 
relations with others) has been linked 
with self-reported empathy as well as 
emotional intelligence, after controlling 
for personality traits and verbal intelli-
gence. Cross-cultural research has shown 
that high independence (personal control) 
predicted higher well-being in the U.S., 
whereas high interdependence (relational 
harmony, measured as the absence of rela-
tional strain) predicted higher well-being in 
Japan
 Mortality analysis showed that health 
outcomes assessed at the same time as 
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loneliness helped explain the e�ect of lone-
liness on mortality, but did not permit eval-
uation of the causal direction between lone-
liness and health. Using cross-lagged 
models, we found that loneliness predicted 
increases in depressive symptoms, modest 
 decreases in self-rated health and 
increases in functional limitations over two 
years even when the reciprocal e�ects of 
these health measures on loneliness were 
taken into account. �ese �ndings are con-
sistent with a causal direction that impli-
cates decrements in emotional and physical 
health as mechanisms through which lone-
liness leads to increases in mortality risk. 
[73, Rank 2]
 Possessing a richness of social attach-
ments and friends protects against mortali-
ty, and generally signi�es lower levels of 
loneliness. Ancillary analyses con�rmed 
that respondents who were married and 
who had more friends living nearby were 
less lonely -not shown, but these objective 
characteristics of respondents’ social lives 
did not explain much of the e�ect of loneli-
ness on mortality risk. �is is consistent 
which, in a much larger sample of more 
than 6,500 adults followed over a 34-year 
period, found only a modest e�ect of mari-
tal status and no e�ect of number of close 
friends and relatives on mortality risk inde-
pendent of a signi�cant e�ect of loneliness.

 Social relationships may in�uence 
mortality to the extent that family and 
friends exert social control by encourag-
ing and supporting salubrious health 
behaviors. At the same time, we noted that 
health behaviors are insu�cient to account 
for the mortality e�ects of the existence (or 
not) of social relationships in humans and 
are not plausible explanations for mortality 
e�ects in socially isolated non-human social 
animals. �e e�ects of loneliness on 
self-control, on the other hand, suggest that 
health behaviors may di�er as a function of 
loneliness and help explain mortality di�er-
ences. �is reasoning did not �nd support, 
however. Although health behaviors in�u-
enced mortality as expected, health behav-
iors (physical exercise, smoking) did not 
explain loneliness di�erences in mortality. 
[131, Rank 2]

 It is well known that both hearing 
loss (HL) and cognitive impairment are 
associated with ageing. �e �rst report on 
the independent relationship between hear-
ing impairment and cognitive dysfunction 
appeared about 30 years ago , suggesting 
the hypothesis that age-related hearing loss 
(ARHL) may contribute to dementia. 
Probably the lack of interaction among 
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specialists, audiologists, neurologists, epide-
miologists and cognitive scientists has limit-
ed the possibility to better recognise their 
correlation and impact on elderly people. 
More recently, growing epidemiological, 
neurobiological and neuroimaging evidence 
opened a new interest in this �eld and an 
increasing number of reports have focused 
on the relationship and e�ects of both HL 
and cognitive decline on the quality of life 
and rehabilitative perspectives. age-related 
hearing loss can be de�ned as a progressive, 
bilateral, symmetrical HL that reduces an 
individual's communicative skills due to 
age and can be considered a multifactorial 
complex disorder, with both environmental 
and genetic factors contributing to the aeti-
ology of the disease. Cognitive impairment 
generically refers to a wide range of condi-
tions ranging from mild cognitive impair-
ment to severe dementia, while di�erent 
degrees of hearing loss can impact the com-
municative impairment and quality of life. 
�e increasing prevalence of cognitive 
decline and the devastating impact of 
dementia on a�ected individuals and the 
burden imposed on families and society 
has made prevention and treatment of 
dementia a public health priority. Many 
aspects of daily living of elderly people have 
been linked to hearing abilities, showing 
that age-related hearing loss a�ects the 

quality of life, social relations, motor skills, 
psychological aspects, function and mor-
phology in speci�c brain areas. On the basis 
of clinical evidence, it has been suggested 
that age-related hearing loss is linked with 
more rapid progression of dementia. �e 
potential public health impact of age-relat-
ed hearing loss in the context of dementia is 
substantial given the high worldwide preva-
lence of HL in older adults and the ready 
availability of existing hearing rehabilitative 
interventions, which remain risk free and 
underutilised. Until now, in the literature 
there are no studies demonstrating the utili-
ty of hearing rehabilitation in changing the 
natural history of dementia. Interdiscipli-
nary e�orts to investigate and address 
age-related hearing loss in the context of 
brain and cognitive impairment in older 
subjects are challenging. Despite the 
increasing attention, the relationship 
between cognitive status and HL is still 
controversial, and in particular it remains to 
be investigated whether HL is involved in 
the causal mechanisms of dementia or 
whether there is an independent relation-
ship in which age-related hearing loss might 
enhance the e�ects of dementia. [95, Rank 
5]   
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 �e in�uence of loneliness on mor-
tality is attributable to the relationships 
between loneliness and social isolation, 
unhealthy behaviors, and poor health. Pro-
spective epidemiological studies have 
shown that objectively indexed social isola-
tion is a major risk factor for morbidity and 
mortality. Because feelings of loneliness are 
more prevalent and intense in socially 
isolated individuals, the mortality e�ects of 
loneliness may be explained, at least in part, 
by the higher likelihood of being more 
socially isolated among those feeling lonely. 
�e e�ect of social isolation on health and 
mortality, in turn, has been attributed in 
part to the direct in�uence of friends and 
family on a person’s health behaviors (e.g., 
exercise, adequate and regular rest) which 
in�uence physiology and health. To the 
extent that socially isolated individuals are 
more likely to engage in poor health behav-
iors, health behaviors may help explain 
their increased mortality risk. Two lines of 
evidence suggest otherwise, however. First, 
health behaviors in epidemiological and 
�eld studies have failed to explain the 
health e�ects of social isolation in humans. 
Second, non-human social animals subject-
ed to social isolation are also at increased 

risk for early morbidity and mortality, sug-
gesting that the e�ects of isolation extend 
beyond the social control of health behav-
iors exerted by concerned friends and 
family.
 Health behaviors may help explain 
loneliness di�erences in mortality risk, 
however. Our theoretical model of loneli-
ness holds that loneliness activates implicit 
hyper vigilance for social threat in the envi-
ronment. Chronic activation of social 
threat surveillance diminishes executive 
functioning, and heightened impulsivity 
in�uences the tendency of individuals to 
engage in health behaviors that require 
self-control. Consistent with this notion, 
among middle- and older-age U.S. adults, 
loneliness was associated with a lower likeli-
hood of engaging in physical activity and a 
faster decline in levels of physical activity 
participation over a two-year follow-up 
period. [112, Rank 2]
 Scientists from sub�elds of sociology 
as well as family studies have linked diverse 
family roles, family transitions and unantic-
ipated family events to psychological 
well-being. Many adults occupy multiple 
family roles (parent, child, sibling, spouse). 
How these statuses are linked with diverse 
aspects of well-being has been examined in 
national U.S. surveys. Findings are 
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complex, depending on respondents’ age 
and gender, but they highlight that parent-
ing children is more challenging to the 
well-being of women than men, that the 
well-being bene�ts of marriage are fairly 
similar for men and women, and that 
having unhealthy aging parents undermines 
the well-being of young and midlife 
women. Whether having multiple roles 
enhances or undermines well-being has 
been examined, with �ndings supporting 
the idea that greater role involvement 
enhances well-being. Well-educated women 
in multiple roles showed higher levels of 
autonomy, with perceived control moderat-
ing some links between multiple roles and 
well-being.
 Other studies have investigated what 
people do in their adult roles. Helping 
those in one’s family has been linked with 
higher levels of purpose, self-acceptance, 
and positive relations in men, whereas 
general helping of others was linked with 
higher purpose and self-acceptance in 
women. In dealing with the functional 
decline that accompanies aging, the sense of 
obligation that people feel to help others 
protected against declining levels of person-
al growth and self-acceptance. Family con-
nections and family rituals have been linked 
to well-being, both in adolescence and 
midlife. [102, Rank 2] 

 Suicidal behavior in older adults is 
more likely to result in death than at young-
er ages. In the US in particular, older men 
are more likely to use �rearms to attempt 
suicide than at younger ages and are likely 
to die from their attempts. �e ratio of 
suicide attempts to suicide deaths is esti-
mated to be 10-20:1 in the general popula-
tion and as high as 200:1 in adolescents. 
Among older adults, however, there are esti-
mated to be only 1 to 4 suicide attempts for 
each death by suicide. �is disparity may be 
explained by the medical illness burden of 
older adults making any injury more likely 
to result in death; their relatively greater 
social isolation, making life-saving rescue 
less likely; and the suicidal person's greater 
lethality of planning and implementation.
Combine this lethality with the fact that 
older adults are less likely to report suicidal 
thoughts than individuals at younger ages, 
and the signi�cance of this problem looms 
large. To address this issue researchers have 
emphasized taking a public health approach 
to late-life suicide prevention. �is 
approach emphasizes prevention across the 
spectrum of interventions, not just those 
interventions that target high-risk individu-
als, which is most often considered in the 
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 Complicated Grief (CG) is a pro-
longed, impairing mental health condition 
a�ecting about 7% of the bereaved. Com-
plicated Grief may be especially prevalent 
in older adults. �ough evidence-based 
treatments for Complicated Grief have 
been developed, little is known about sup-
port-seeking in older adults with grief. 
 A descriptive phenomenological 
approach to explore the complicated grief 
support-seeking process by conducting 
in-depth interviews with 8 complicated 
grief positive older adults who had complet-
ed participation in a randomized clinical 
trial of complicated grief treatment. Five 
primary themes arose: observing that grief 
was causing a great deal of distress and 
impairment; grief not meeting expectations 
of what grief “should be”; an important 
in�uence of social relationships on sup-
port-seeking; lack of e�ectiveness of grief 
support groups and/or care from mental 
health professionals prior to study enroll-
ment; and strong reactions to the label of 

literature. �e Institute of Medicine has 
suggested the use of terminology describing 
preventive interventions at three levels: 
indicated, selective, and universal. Indicat-
ed interventions are those that target 
high-risk individuals; in the case of suicide 
prevention, this might include individuals 
with suicidal thoughts, previous suicide 
attempts, or psychiatric disorders. �ese 
types of interventions most often are pro-
vided in mental health and primary care 
clinics. Examples include, antidepressant 
medications, cognitive therapy for suicide 
attempters, problem solving therapy for 
late-life depression, and collaborative care 
models for late-life depression.
 Selective preventive interventions are 
those that target individuals or groups with 
more distal risk factors; in the case of 
late-life suicide, this might be socially 
disconnected older adults, or those with 
multiple comorbid disorders and signi�cant 
functional impairment. �ese types of 
interventions could be provided in many 
settings outside the mental health or pri-
mary care clinic, such as through aging 
services agencies—a potential bene�t 
given that older adults do not tend to seek 
specialty mental health services. A selec-
tive preventive intervention that provided 
supportive phone calls to older adults 
(mostly women), called the Tele 

Help—Tele Check program, was found (in 
a quasi-experimental design) to signi�cant-
ly reduce the number of suicide deaths. [99, 
Rank 2]

®  A Multi-dimensional Perspective of Aging 

51

Counselling and �erapy 
for Grief



complicated grief. �emes may help inform 
e�orts to engage older adults with compli-
cated grief in e�ective care. [67, Rank 2]
 Preliminary evidence indicates that 
adults with complicated grief can bene�t 
from mental health treatment which specif-
ically focuses on their symptoms, but little 
is known about support-seeking in this 
population. Across mental disorders, there 
is a well-documented gap between the 
number of people su�ering from mental 
disorders and the use of mental health treat-
ment. In a large U.S. representative sample 
of adults, only 5.8% received mental 
healthcare via a specialist mental healthcare 
professional, while 30.8% of those surveyed 
met diagnostic criteria for a psychiatric con-
dition. Moreover, the gap between the need 
and mental health service use for older 
adults is even larger when compared to 
younger age groups. For example, in one 
survey in Baltimore, adults aged 60 years 
and older were only one-third as likely to 
consult a specialist in mental health com-
pared to adults aged 40-59, even when con-
trolling for type of disorder and past use of 
mental health services. �e explanation for 
these di�erences is still being determined, 
and may be due either to cohort e�ects or 
to issues speci�c to chronological age. 
Aspects of the U.S. mental healthcare 
system may also contribute to low mental 

health service utilization among older 
adults, including fragmentation of the 
system of care, lack of matching of services 
to the preferences and needs of older adults, 
limited Medicare coverage for care, low use 
of evidence-based practices, a shortage of 
providers skilled in geriatric mental health-
care, and poor continuity of services. �e 
available literature suggests that a similar 
gap in service use could exist among those 
with complicated grief. Analyzing a sample 
of 110 widowed adults interviewed about 4 
months after their loss; found that only 
33.3% of those with complicated grief 
symptoms had used mental health services 
in the previous 2 months, though the study 
did not explore the reasons behind this 
�nding. More data on bereavement service 
use among those with complicated grief is 
needed. [73, Rank 3]

 In 2016, the U.S. general issued a call 
to action to generate knowledge on mental 
health and substance abuse disorders. Since 
that time, the gerontological canon has seen 
a burgeoning literature develop on the bio-
logical, neurological, and psychosocial 
impact of mental health disorders among 
older adults. Yet substance and alcohol use 
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disorders and related treatment modalities 
have not received the same attention within 
leading gerontology journals.
 Older adults represent a growing 
at-risk population group for substance use 
disorders (SUDs). In 2000, an estimated 
568,000 
 persons age 55 or older had used illic-
it drugs in the past month and more than 5 
million were “binge” alcohol users. Projec-
tions are that the number of adults age 50 
and older with an alcohol or substance use 
disorders will double to 5.7 million by 
2020, and that the proportion of this age 
group using illegal substances and using 
prescription drugs for now. �e percentage 
of adults age 55 and older with a �rst-time 
admission to substance abuse treatment has 
increased by nearly 65% in 11 years, with a 
reported 5.51% in 1998 growing to 9.09% 
in 2008. Concomitantly, the population of 
older adults seeking treatment mentioning 
alcohol alone or in combination with other 
drugs has declined whereas the proportion 
mentioning illicit drugs only has grown. 
�ese older adults di�er in important ways 
from younger adult admissions in their 
clinical presentation. [54, Rank 1]
 Of particular concern are the trends 
in the last decade of increasing analgesic 
abuse among older adults and their e�ect 

on morbidity and mortality. In past dec-
ades, there was little discussion about older 
adults abusing alcohol and the misuse of 
prescription drugs, let alone substance 
abuse. �is is of particular concern for the 
social work profession that is addressing an 
aging population. Often, social workers will 
come into contact with an aging population 
outside of traditional substance abuse 
service settings. �e ability to screen for and 
refer to appropriate substance abuse services 
for older adults is a critical skill for social 
workers addressing an aging population in 
the United States. Social workers employed 
in traditional substance abuse settings will 
also need to have the knowledge and skills 
to treat an older adult population.
 Older adults are uniquely at risk for 
substance-related consequences. Ageing-re-
lated physiological changes can enhance 
one’s sensitivity to adverse e�ects of sub-
stance use. Substances of abuse act by alter-
ing neurotransmission in the brain; age-
ing-related changes to the brain, drug me-
tabolism and pharmacokinetics may inter-
act and intensify older substance users’ risk 
for developing neurotoxicity and severe 
medical consequences. Ageing-related 
decline in health status also increases older 
adults’ likelihood of taking medications for 
either medical or psychological conditions 
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and they may also self-medicate with 
non-prescription substances. For instance, 
approximately one in four older adults used 
psychoactive medications with abuse 
potential. Medication use could interact 
with substance use and cause adverse 
e�ects. Substance use may trigger or inten-
sify medical conditions, such as diabetes 
and cardiovascular disease; Use of psychoac-
tive medications also can lead to nonmedi-
cal use or even dependence [27, Rank 2]
 Substance abuse among older people, 
which is often under-diagnosed, is a signi�-
cant public health issue. Research has docu-
mented that alcohol- and drug-related 
problems have negative impacts not only on 
the health and well-being of individuals but 
also the social aspects of the community. At 
the individual level, substance abuse may 

exaggerate the normal slowing of reaction 
times and other physical functions, 
among older adults. �is may increase the 
risk of falls and accidents. At the communi-
ty and social level, alcohol and drug abuse 
presents a major challenge for the criminal 
justice system, the health system, and 
worker productivity. Alcohol and drug 
abuses are also identi�ed as risk factors for 
domestic violence and road accidentsn 
alternative explanation for the extremely 
low prevalence of the diagnosis of elder 
abuse in these datasets is that emergency 
providers are making the diagnosis of elder 
abuse, or at least suspecting it, and possibly 
reporting their concerns to APS, but not 
recording elder abuse as a formal diagnosis 
which translates into an ICD-9 diagnosis 
code. Although this explanation likely 
partly explains the low prevalence of the 
diagnosis of elder abuse in these datasets, 
we believe this explanation is inadequate. 
Elder abuse in the US has an estimated 
prevalence of 5% which is similar to the 
estimated prevalence of elder abuse. But, 
among children aged 0 to 3, the percentage 
of visits in which child abuse is diagnosed in 
NEDS is 1.2%. �is is 100 times the per-
centage of visits diagnosed with elder abuse. 
In NEDS the estimated prevalence of inti-
mate partner violence (IPV) among women 
aged 18–64 years is 0.07%.�us, the per
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centage of visits resulting in a diagnosis of 
IPV is 5 times the percentage of visits by 
older adults diagnosed with elder abuse, 
even though the estimated 1 year preva-
lence of IPV among women in the US 
(1.3%) is 4 times lower than the lowest esti-
mates of the prevalence of elder abuse 
among community dwelling older adults. 
�e substantially higher rates of diagnosis 
of child abuse and IPV in recent analyses of 
NEDS suggests that the low rate of diagno-
sis of elder abuse results from a failure of 
emergency providers to identify this prob-
lem rather than a failure of the dataset to 
capture diagnoses being made by physi-
cians. [92, Rank 4]
 Substance dependence is associated 
with a broad range of negative conse-
quences and represents a tremendous 
burden to individuals and society. About 
2.0% of adults living in the United States 
(US) had a drug use disorder in the prior 12 
months (1.4% abuse, 0.6% dependence), 
and 10.3% reported a drug use disorder at 
any point in their lifetime (7.7% abuse, 
2.6% dependence). While several sociode-
mographic correlates were associated with 
greater risk of both drug abuse and depend-
ence, other correlates were speci�c only for 
abuse or only for dependence. Further-
more, recent research showed that alcohol 
abuse/drug abuse and alcohol depend

ence/drug dependence populations are not 
homogeneous and require elucidation of 
the subgroups to identify etiologies. �ese 
�ndings highlight the importance of disag-
gregating di�erent levels of severity among 
the same spectrum. [17, Rank 3]

 Elder abuse is an under-recognized 
and under-reported public health issue 
which places victims at increased risk for 
disability and death and increased use of 
health care resources. Although di�cult to 
estimate, elder abuse is estimated to cost 
billions of dollars annually. Estimates of 
the prevalence of elder abuse among com-
munity-dwelling older adults range from 
5–10%. Elder abuse can be classi�ed into 
�ve types that may occur concurrently. (as 
shown in Figure 19)
 Described risk factors for elder abuse 
include female, younger age (among older 
adults), living with multiple household 
members other than a spouse, lack of social 
support, low income, poor physical health, 
and functional impairment. 
 Emergency departments (EDs) have 
been shown to be important sites for identi-
fying other types of abuse including inti-
mate partner violence and child abuse, and 
similar to other forms of abuse, elder abuse 
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may result in injuries or illness prompting 
emergency evaluation. For these reasons 
and because of the increasing use of emer-
gency departments by older adults, emer-
gency departments are a potentially impor-
tant setting for identifying elder abuse. In 
two Virginia emergency departments, it 
was observed that 46% of elderly patients 
had functional di�culties which might 
place them at increased risk for elder abuse. 
In a single emergency department in North 
Carolina, it was observed that 7% of older 
adults reported experiencing physical or 
psychological abuse in the past year. How-
ever, little is known about how often elder 
abuse is diagnosed in emergency depart-
ments, or the characteristics of patients that 
are diagnosed in emergency departments. A 

 Emergency physicians are failing to 
make the diagnosis of elder abuse for the 
vast majority of victims for whom they pro-
vide care. A di�erent interpretation of these 
data is that prior estimates of elder abuse are 
inaccurate, but this explanation seems 
unlikely given prior studies, which consist-
ently observe prevalences between 5% and 
10%. In a single academic emergency 

better understanding of current practice 
patterns regarding the diagnosis of elder 
abuse in US emergency departments is 
needed to inform e�orts to improve identi-
�cation of this common and costly prob-
lem. [68, Rank 1]
 A broader de�nition of elder abuse 
has also been described to include any 
form of physical, sexual, or psychological 
abuse, or neglect, abandonment, �nan-
cial exploitation of an older person inde-
pendent of setting or relationship between 
o�ender and victim. Recognizing that 
distinguishing between elder abuse and 
other forms of intimate partner violence 
experienced by older adults may be di�-
cult, we also considered additional diagno-
sis codes as a broader de�nition of elder 
abuse
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department, it was found nine of 138 (7%) 
patients aged 65 years and older reported 
physical or psychological abuse in the past 
year, but none were identi�ed by the emer-
gency physician. Among community dwell-
ing older adults known to be victims of 
elder abuse, it was found that only �fty two 
out of 572 visits (9%) resulted in referral for 
an abuse investigation from emergency 
department personnel. Among older adults 
presenting to a single emergency depart-
ments in Singapore, researchers found 17 
cases of elder abuse identi�ed by emergency 
providers among 62,826 visits, yielding a 
prevalence of the diagnosis of 0.03%, 
which is similar to our �ndings. 
 A number of explanations have been 
o�ered for why emergency physicians do 
not make the diagnosis of elder abuse. One 
explanation is that elder abuse is di�cult to 
identify. �e elderly have a greater burden 
of health problems than younger individu-
als, and thus an emergency department visit 
by victims of elder abuse may be for an 
injury or illness unrelated or only indirectly 
related to elder abuse. Some victims of elder 
abuse may lack the mental capacity to 
report abuse, or may not feel empowered to 
report abuse due to a fear of retribution or 
an externally imposed solution, such as 
being moved to a nursing home. Addition-
ally due to physiological changes,

comorbid conditions, and medications 
such as blood-thinners, fractures and 
bruising can result from even minimal 
trauma in older adults making it di�cult 
to di�erentiate between accidental and 
in�icted trauma. Unlike the well described 
�ndings shown to be suggestive of child 
abuse, injury patterns and radiological �nd-
ings suggestive of elder abuse are only 
beginning to be described. An estimated 
39% of cases of elder abuse are neglect, 
which may be a particularly di�cult form 
of abuse to identify because the clinical 
manifestations of neglect may look similar 
to progression of an illness occuring despite 
appropriate care. [86, Rank 1]
 Furthermore, emergency physicians 
may be less aggressive about diagnosing 
elder abuse because of a lack of formal 
training in recognizing elder abuse, because 
they tend to focus on the immediate medi-
cal problem and less on identifying under-
lying conditions, or because they are unsure 
about the necessary actions to improve out-
comes for patients. Finally, the desire to 
ensure timely care for all patients and vol-
ume-based reimbursement mechanisms 
incentivize U.S. emergency physicians to 
make rapid dispositions. Assessing patients 
for elder abuse takes time, and acting on a 
suspicion of elder abuse to notify adult pro-
tective services (APS) and ensure the 

®  A Multi-dimensional Perspective of Aging 

57



patient’s immediate safety is almost certain 
to delay disposition. [84, Rank 4]
 �e aforementioned challenge of rec-
ognizing if a patient is or is not a victim of 
elder abuse raises a key challenge in this 
work: any method used to identify elder 
abuse, must also weigh the harms of falsely 
identifying elder abuse when it is not pres-
ent and the risks associated with over diag-
nosis. One solution to this problem is that 
screening instruments should be used not 
to de�ne the presence of elder abuse but, 
rather, to de�ne patients who appear to be 
possible victims of elder abuse, triggering a 
more careful assessment by an emergency 
department clinical provider or social 
worker rather than an immediate call to 
Adult Protective Services (APS). Of course 
any such approach will need to be mindful 
of mandatory reporting laws, which typical-
ly require APS referral for any patients for 
whom there is a reasonable cause for con-
cern.

another investigation found di�erences 
between parents and childless adults. 
Childless middle-aged women had higher 
well-being if they felt they had control over 
this life longing. How adults themselves 
were parented also seems to matter – adults 
who recalled having authoritative rather 
than authoritarian or uninvolved parents 
reported greater psychological well-being in 
midlife, especially men. �ose who per-
ceived their parents to be permissive 
showed lower well-being. How children 
were doing in life was also linked with par-
ents’ well-being. �ose whose children had 
more problems reported compromised 
well-being. Alternatively, parents who per-
ceived that their children were well adjusted 
reported higher well-being, although chil-
dren’s attainment was less strongly linked 
with their parental well-being. Interestingly, 
parents who viewed their children as better 
adjusted than they had lower well-being. 
�e success of sons was more strongly pre-
dictive of parents’ well-being than the suc-
cess of daughters, although personal com-
parisons with daughters more strongly pre-
dicted parents’ well-being than compari-
sons with sons. [124, Rank 4]

 �e parental experience with ethi-
cal decision making has been extensively 
linked to adult well-being. Parents report-
ing positive experiences with their adult 
children had higher well-being, with such 
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 �e interface between work and 
family decision making and con�dentiality 
has been extensively studied. Work-family 
con�ict,particularly as it relates to the  

 Non-normative (unplanned, unex-
pected) family events with independence 
and empowerment have been studied. �e 
trauma of losing a child has been shown to 
have lasting consequences: nearly 20 years 
after the death, bereaved parents reported 
poorer well-being, more depressive symp-
toms, and more health problems than com-
parison parents. However, the same investi-
gation showed that recovery from grief was 
linked with deepened purpose in life. Other 
research showed that death of a child had 
more detrimental e�ects on the well-being 
of fathers than mothers, while conversely 
having an adult child return to the parental 
home decreased the well-being of mothers, 
but not fathers. Providing care to an aging 
parent has been linked with change in 
depressive symptoms, but such e�ects were 
reduced among daughters with higher levels 
of environmental mastery. Being the sibling 
of an adult with mental illness has been 
linked with less well-being and more 
distress compared than adults with normal 
siblings.
 Multiple investigations have exam-
ined how early family experiences in�uence 
adult well-being. Losing a parent to death 
or divorce prior to age 17 was linked with 

lower self-acceptance, lower environmental 
mastery, and lower positive relations with 
others in midlife men, whereas parental 
death in childhood predicted higher auton-
omy in adult men, but greater depression in 
adult women. Lack of parental support 
during childhood was linked with 
increased depressive symptoms and chron-
ic conditions in adulthood, with some 
e�ects mediated by well-being and self-es-
teem. Family dynamics (connection and 
individuation in the family system) during 
adolescence predicted adult well-being in 
midlife, while discrepancies between ado-
lescents’ versus parents’ perceptions of 
family functioning were linked with lower 
well-being in adolescence. Elderly parents’ 
well-being was linked to positive relation-
ships with their adult children, with such 
e�ects traceable to family systems dynamics 
when children were adolescents. �ose who 
reported experiencing psychological and/or 
physical violence from parents in childhood 
had less psychological well-being and more 
negative a�ect in adulthood. [125, Rank 3]
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demands of caregiving, has been linked 
with poorer well-being. Alternatively, posi-
tive spill-over from work to family and 
from family to work is associated with 
better well-being outcomes. Changing 
expectations about how to ful�l work and 
family roles has been linked with cohort 
di�erences in how such roles are tied to 
well-being. For example, older women and 
younger men who adjusted their work 
schedules to meet family demands had 
higher self-acceptance, whereas older men 
and midlife or younger women had lower 
self-acceptance if they cut back on paid em-
ployment to accommodate family 
demands. Invoking comparisons between 
Korean and U.S. adults, positive work to 
family spillover was associated with better 
adult well-being, but not for Korean 
women, whereas negative work to family 
spillover was linked with poorer well-being, 
especially among U.S. women; negative 
family to work spillover was also linked 
with poorer mental health, particularly 
among Korean men.
 Beyond work and family life, reports 
of well-being have been linked to participa-
tion in volunteer work. Longitudinal data 
showed that volunteer work over time 
enhanced eudaimonic, but not hedonic 
well-being, and that people with higher 
well-being at baseline were more likely to 

volunteer. A similar study used longitudinal 
data to show that a moderate amount of 
volunteering (up to 10 hours monthly) and 
donating to charity was linked with increas-
es in well-being over a 9 year period. Formal 
volunteering was shown to be protective in 
dealing with later life role loss – speci�cally, 
volunteering moderated the negative e�ect 
of role loss on older adults’ purpose in life. 
[130, Rank 2]

 Epidemiological and clinical studies 
over the past two decades have provided 
ample evidence that caregiving is a chroni-
cally stressful process which can have 
potentially negative psychological and 
physical health outcomes and create �nan-
cial distress. An often neglected dimension 
of caregiving in the United States is the 
dramatic increase in the number of 
grandparents serving as primary caregiv-
er to their grandchildren and 
great-grandchildren. Approximately 4.9 
million children are living in grandparent 
maintained households. �is caregiving 
phenomenon cuts across ethnic and 
social-class lines; however, the research indi-
cates that custodial grandparents are more 
likely to be African American, female, poor, 
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and to live in the South. �ere is also a 
growing group of rural custodial grandpar-
ents that have been underrepresented in the 
literature. Although it is well documented 
that custodial grandparents experience 
social, economic and legal stressors, the 
number of grandparents taking on the role 
of primary caregiver to their grandchildren 
is rising, without an increase in resources to 
address these stressors. Hence, there is an 
increased focus on coping and well-being 
within this population.
 �ere has also been an increase in the 
number of grandparents raising their 
grandchildren in rural areas. Despite the 
reported increase in the number of custodi-
al grandparents in rural areas, the majority 
of the custodial grandparenting literature 
has examined grandparents raising their 
grandchildren in urban settings. Research 
suggests that geographic location is a factor 
that should be considered when examining 
custodial grandparents. Factors such as 
poverty, limited resources, especially 
transportation and geographic isolation 
can have an impact on well-being. Addi-
tionally, they found that the combination 
of very few resources, limited community 
support, and raising a grandchild with di�-
cult behaviors had the most impact on 
grandparents’ level of functioning. Over 

time, such stress may result in the emer-
gence of psychological symptoms including 
depression, anxiety, interpersonal sensitivi-
ty, hostility, paranoid ideation, obsessive 
compulsive behaviors and somatization. 
�erefore, it is important to understand the 
complex nature of custodial grandparenting 
and how it is manifested via urban/rural 
di�erences. [76, Rank 3]
 �e speci�c factors that facilitate 
coping and the techniques that would 
increase underserved caregivers’ motivation 
to participate in caregiving interventions 
should be tailored to incorporate the cultur-
al values and beliefs of the caregivers’ com-
munities. For African American and rural 
custodial grandparents, an important cul-
tural factor in coping appears to be commu-
nity-based resources. Despite negative emo-
tional e�ects caregivers may experience, 
community-based behavioral interventions 
address cultural di�erences that may pre-
vent caregivers from seeking psychological 
help. Middle-aged and older African Amer-
icans generally tend to underutilize men-
tal/behavioral health services. Additionally, 
African Americans are less likely to use 
community services than Whites found 
that African Americans’ initial attitudes 
toward seeking mental health services were 
comparable to, and in some instances more 

®  A Multi-dimensional Perspective of Aging 

61



favorable than, those of Whites. However, 
certain cultural attitudes may reduce Afri-
can Americans’ desire to seek services. 
Focus group discussions have revealed cul-
tural beliefs regarding the need to resolve 
family concerns within the family and the 
expectation that African Americans demon-
strate strength. �ese beliefs were re�ected 
in concern about disclosing information 
outside a trusted circle of family and 
friends, and by an association of psycho-
therapy with weakness and diminished 
pride. Additionally, the majority of focus 
group participants noted a perception that 
African Americans were a disadvantaged 
group who could and would collectively 
cope with adversity. Older participants were 
likely to suggest continued endorsement of 
these cultural beliefs. Such beliefs might 
inhibit mid-life and older African American 
caregivers from seeking assistance outside 
their family to address personal stress or 
other di�culties. However, less is known 
about the speci�c role of community-based 
behavioral interventions in coping for both 
rural and African American custodial 
grandparents, in other words how do com-
munity-based behavioral interventions help 
or hinder stress and coping for underserved 
custodial grandparents? [83, Rank 1]

 It is well documented that custodial 
grand parenting with regard to race and 
ethnicity is an event with lasting implica-
tions for all aspects of the person’s life, 
much like becoming a parent or primary 
caregiver for an older adult, but with 
additional characteristics related to the 
nature, impact, and consequences of the 
experience. For example, many custodial 
grandparents have increased psychosocial as 
well as �nancial stressors as a result of the 
caregiving role; in addition to an increase in 
physical health problems.
 Because of the signi�cant needs asso-
ciated with custodial grandparenting, sever-
al authors have called for the development 
of interventions for custodial grandparents 
that emphasize addressing the multiple 
needs of the caregivers such as custody con-
cerns, social support, �nancial stress, emo-
tional well-being and physical well-being. 
Unfortunately, few interventions exist in 
the area of custodial grandparenting. �ose 
interventions that do exist have demon-
strated some improvements for custodial 
grandparents, particularly in the area of 
social support; however, these interven-
tions lack a cohesive theoretical approach 
to creating and maintaining signi�cant-
behavior change. Additionally, many of the  
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interventions are support groups that are 
poorly funded and lack community-based 
support. As the number of custodial grand-
parents increases, concerns about the stress 
they experience and the social support they 
receive have been noted. Despite the past 
decade of research on custodial grandpar-
enting, few interventions have been 
designed and tested speci�cally for the 
unique needs of this underserved popula-
tion. Developing community-based behav-
ioral interventions are a critical need, for 
improving grandparents’ emotional, physi-
cal, and �nancial well-being, particularly 
African American and rural custodial 
grandparents. [81, Rank 1]
 Prospective grandparents were 
screened by determining the number of 
grandchildren they were raising and their 
ages, the reason they were caring for the 
child, whether formal or informal custody 
was obtained, residency in one of the par-
ticipating counties and whether drug or 
alcohol was being used by the grandparent.

where involvement with grandparents 
serves the welfare of the child, then this is a 
reason to protect and encourage grandpar-
ent-grandchild relationships. �is formula-
tion is consistent with the paramountcy of 
the welfare of the child in law and policies 
in the UK, much of the European Union 
and Australia, but says more about the 
rights of children than it does about the 
entitlements of grandparents. It does not 
mark out grandparents for special entitle-
ments: the same argument could be used to 
promote contact between the child and 
anyone else with whom that child enjoys a 
bene�cial relationship.
 �e second kind of claim is that 
LGBT grandparents by virtue of being 
grandparents are entitled to form a relation-
ship with their grandchildren. �is sort of 
claim suggests that grandparents can, as it 
were, reach over the heads of parents to 
their grandchildren, and may even be able 
to press a claim for contact when the grand-
children resist (presuming that it is not 
demonstrably contrary to the child's inter-
ests). Such a claim would give weight to the 
sense that grandparents should be the pre-
ferred carers for children if their parents are 
unable to ful�l their responsibilities, and it 
may enable grandparents who have no 
existing relationship with their grandchil-
dren to initiate contact. �is is signi�cant 

 �ere are broadly two ways of consid-
ering the obligations and entitlements of 
LGBT grandparents. �e �rst straightfor-
wardly considers the welfare of the child: 

Lesbian, Gay, Bisexual 
and Transgender (LGBT)
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since the �rst kind of argument – the wel-
fare of the child argument – does little to 
distinguish between grandparents and 
anyone else. A child may form a signi�cant 
relationship with any adult – family 
member or otherwise – the cessation of 
which might be detrimental; but (parents 
aside) not just any adult can argue that it 
may be bene�cial to a child to begin a rela-
tionship with him. If it is thought signi�-
cant to the welfare of a child to have access 
to, and a relationship with, grandparents 
speci�cally, then this marks out grandpar-
ents for special treatment. To this extent, at 
least some of the sorts of claims made by 
grandparents appealing to the welfare of the 
child include an assumption that as grand-
parents they have special entitlements viz 
their grandchildren. Whilst claims by 
grandparents will rarely trump the welfare 
claims of children, they may undermine the 
authority of parents. [90, Rank 3]

services.” Another grandparent went on to 
state, “We need to know the requirements, 
eligibility, and how you access the system.” 
One grandparent pondered, “Where do we 
go for help and how do you access agency 
resources?” Other comments included the 
burden falls on the grandparent, and, “I 
don’t have no type of insurance to take care 
of medical needs and I have four grandkids 
that I am raising.” As the grandparents 
discussed di�culty accessing resources, they 
went on to share issues related to legal assis-
tance.
 Grandparents were asked to discuss 
their interactions with legal assistance 
services. Grandparents often �nd them-
selves in need of legal assistance and 
resources regarding custody and adoption. 
�ey shared similar concerns such as, “I 
needed help in understanding how to use 
the law, from the state, up to the federal 
level, what is the responsibility of the 
extended family,” and “I need assistance in 
getting temporary custody that will give me 
rights.” Another grandparent went on to 
comment, “Grandparents cannot get custo-
dy from the parents and it is hard to request 
child support.” One grandparent shared 
some insight into interaction with a lawyer 
stating, “It helped to have a lawyer acting 
on the child’s behalf.” As noted in the 
comments, grandparents repeatedly stated 

 Although a variety of services were 
available to help grandparents take care 
of grandchildren, few grandparents 
understood how to access the system. �is 
fact was emphasized by one grandparent 
stating, “I have di�culty in accessing the 

Self-Governance and 
Delegation
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 Continuously married adults are less 
likely than unmarried adults to enter 
long-term care facilities, demonstrating the 
salience of marriage in protecting against 
long-term care facility use. �ose in 
non-marital partnerships and remarriag-
es have similar likelihoods as continuous-
ly married adults of entering long-term 
care facilities, suggesting that it is not con-
tinuous marriage per se but rather the 
presence of an intimate partner that is 
protective and supportive in later life. 
While studies of younger adults and 
non-marital partnerships �nd that part-
nered adults are generally disadvantaged 
compared with married adults, some study 
supports recent studies that �nd that part-
nership and marriage provide similar bene-
�ts and resources at older ages. Regarding 
remarriage, remarriage is an incomplete 
institution, o�ering fewer bene�ts such as 
lower social support and fewer economic 
resources than continuous marriage. �is 
may no longer be the case, at least with 
respect to remarried adults’ long-term care 

facility use. One possible reason for these 
shifts is that as non-marital unions and 
remarriages become more common, there is 
comparatively less selection into these 
statuses than previously. [93, Rank 2]
 Second, by disaggregating unmarried 
adults into partnered, widowed, divorced, 
and never married adults, we are able to see 
that of these groups, the never married are 
at the greatest risk of being admitted into a 
long-term care facility, suggesting that 
never married adults face the most obstacles 
to aging in place. Contemporary studies of 
health and relationship status �nd that the 
never married do not experience a morbidi-
ty disadvantage compared with those who 
are currently married whereas there is a 
morbidity disadvantage for divorced and 
widowed adults. Results suggest that this 
advantage does not extend to long-term 
care facility use, either because the never 
married never received the health, econom-
ic, and social bene�ts of marriage—includ-
ing the social protection of having chil-
dren—or due to unobserved selection 
factors. Further, among men, widowed 
adults exhibit a lower risk of long-term care 
admission compared with divorced adults, 
indicating that divorce may be more 
disruptive than widowhood, perhaps par-
ticularly in regard to economic resources 

that all grandparents need legal help. [112, 
Rank 3]
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 Despite the many structural and 
social changes in the long-term care of older 
adults over the past century, one constant 
remains: in every nursing home in America, 
there are people who would bene�t from 
the knowledge, skills, caring, and leadership 
of professional nurses. Today people who 
live in nursing homes have more health 
problems and need greater assistance with 
activities of daily living than those of past 
generations. From an organizational stand-
point, nursing homes that employ larger 
numbers of RNs receive fewer de�ciencies 
on annual surveys and are involved in fewer 
lawsuits. Job turnover among RN sta� is 
associated with worsening of quality of care 
measures for residents. Without the leader-
ship of professional nurses, people living in 
nursing homes su�er many negative conse-
quences, such as pressure ulcers, unexpect-
ed weight loss, increased urinary catheteri-
zation, and a decline their ability to com-
plete activities of daily living.
 

 Yet, in most nursing homes, the pro-
fessional nurse is an endangered position. 
Registered nurses make up a small percent-
age of the total number of direct care work-
ers in nursing homes. Many of these RNs 
are in administrative positions with little 
day-to-day contact with residents, fami-
lies, and caregiving sta�. Further, most 
professional nurses in nursing homes have 
not received specialized training in the care 
of older adults. �e director of nursing 
often has not earned a bachelor’s degree or 
received training in organizational leader-
ship or business management. As a result, 
nursing home residents often do not experi-
ence the health outcomes they might 
achieve if they received excellent geriatric 
nursing care from professional nurses. In 

which are the most important factors in 
explaining long-term care use di�erences. 
[33, Rank 3]
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recent years, excellence in elder care has 
become a recurring theme in the geronto-
logical literature. [79, Rank 2]
 Professional practice models (PPM) 
empower registered nurses to deliver 
higher quality health care by changing 
how nursing care is provided in an organ-
ization. Researchers called professional 
practice models “a system -structure, pro-
cess, and values that supports registered 
nurse control over the delivery of nursing 
care and the environment in which care is 
delivered”. When RNs implement a Profes-
sional practice model in an organization, 
they create an innovative system for career 
advancement and in�uence healthcare 
policy and practice at the institutional level. 
Among the organizational bene�ts of Pro-
fessional practice models are improved 
patient care outcomes and a modest savings 
in some cost e�ectiveness measures. While 
most Professional practice models achieve 
similar goals, it is important to note that the 
formats that these innovations assume in 
clinical settings are always site speci�c and 
context driven. However, while Professional 
practice model  formats di�er between 
healthcare institutions, most researchers 
report that registered nurses experience 
more autonomy and control over nursing 
practice, increased job satisfaction, 
and lower turnover, following the 

implementation of a professional nursing 
practice in their facilities.
 While registered nurses have imple-
mented Professional practice model in 
acute care hospitals, few comparable 
e�orts have been made in long-term care. 
However, two exemplars of professional 
nursing practice in extended care environ-
ments suggest the potential bene�ts of such 
models in nursing homes. �e �rst is a pro-
fessional nursing model instituted during 
the 1960s–70s by Lydia Hall and colleagues 
at the Loeb Center for Nursing and Reha-
bilitation at Monte�ore Hospital and Med-
ical Center in Texas. Over a 15-year period, 
registered nurses in this facility shifted from 
a task focused “caretaking” perspective to a 
professional orientation that emphasized 
the healing role of registered nurses. Person-
al qualities cultivated among the nurses 
included self-direction, self-awareness, pro-
fessional judgment, creativity and intelli-
gence paired with basic knowledge, and a 
service ideal. Professional behaviors asserted 
by the RNs included a primary patient-cen-
tered focus of care with 24-hour accounta-
bility, dynamic action responsive to patient 
needs rather than institutional routines, 
nurse-to-nurse peer relationships, a teach-
ing orientation, and the “capacity to re-per-
ceive knowledge and/or rearrange it to 
develop new theory” to improve patient 
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care. Organizational capacities expanded to 
create a “liberating system which fosters 
democratic care” including programs to 
support the practice transfer and imple-
mentation of nursing knowledge, clinical 
recordkeeping systems to document nurs-
ing care practices and monitor health out-
comes, and forums to enhance interdiscipli-
nary communication and cooperation. 
Registered nurses working within this pro-
fessional model gained con�dence in their 
clinical skills and leadership abilities. As one 
nurse wrote, “Here the nurse is the unifying 
member of the health team. In fact, at Loeb 
nursing is the chief therapy experienced by 
our patients; medicine and allied disciplines 
are supportive services”.
 �e second example of professional 
nursing practice from long-term care is the 
nursing shared governance model imple-
mented at the Iowa Veterans Home (IVH) 
in Marshalltown, Iowa. Prior to implemen-
tation of shared governance, authority for 
resident care rested with physicians and the 
administrator rather than the nursing sta�. 
�e few RNs employed by the facility had 
little input into day-to-day resident care 
practices, long-range care planning, or 
institutional policymaking. While IVH 
philosophy espoused “a belief in humanistic 
care” in actual practice, resident care was 
“mostly custodial in nature” with routine 

and sta� convenience taking precedent over 
residents’ needs and preferences. A nursing 
shared governance model was designed to 
achieve three goals: 1) maximizing the clini-
cal functions of registered nurses; 2) creat-
ing an organizational environment that 
fostered the professional development of 
registered nurses; and 3) developing an 
organizational culture that facilitated the 
clinical decision-making of registered 
nurses. 
 To attain these goals, the RNs often 
met as a group to discuss resident care and 
practice issues, to learn from one another’s 
expertise, and to create a shared vision of 
professional nursing and resident care. As 
they wrote of these meetings, “All nurses 
had the opportunity and obligation to use 
their special knowledge in the collective 
decision-making process”. With the strate-
gic leadership of an a�rming and support-
ive director of nursing, the nurses moved 
from task-focused resident care to a fully 
enacted shared governance model over four 
years. �e most critical transition the nurses 
made was a change in their views of nurs-
ing. Over time, the registered nurses grew 
from thinking of themselves as employees 
who followed other people’s orders to view-
ing themselves as colleagues who had 
professional autonomy and accountability 
for their own clinical practice. After 

®  A Multi-dimensional Perspective of Aging 

68



implementation of shared governance, IVH 
residents experienced improvements in sev-
eral indicators of quality of care, including a 
decrease in the use of urinary catheters and 
physical restraints and a decrease in the 
prevalence of pressure ulcers and urinary 
incontinence.
Although nurses develop professional prac-
tice models in a particular organizational 
context, there is some agreement on the 
constitutive elements of PPMs in general. 
Researchers noted �ve key elements, or sub-
systems, underlying such models: 1) profes-
sional values; 2) professional relationships; 
3) patient care delivery system; 4) manage-
ment approach; and 5) compensation and 
rewards. While similarities among PPMs 
are important, studies also noted that each 
PPM contains “unique qualities and pro-
grams” re�ecting the organizational 
resources, institutional priorities, and pro-
fessional values of the people who create it. 
Professional nurses may discover the essen-
tial components of “their” PPM through 
designing, implementing, and sustaining 
the model in its real-world context. For 
example, researchers presented a case study 
of an enhanced professional practice model 
(EPPM) in a 53-bed rural hospital. �e 
RNs in this facility desired increased auton-
omy in routine patient care decisions, more 
collaborative practice with the medical sta�,

better continuity in patient care, new 
opportunities for continuing education, 
and increased compensation and recogni-
tion. �e nurses collaborated with adminis-
trators, physicians, and others on the inter-
disciplinary team to introduce programs 
such as standardized admission orders, clin-
ical pathways, and post-discharge 
follow-ups; a nurse assistant position for the 
delegation of certain patient care activities; 
self-scheduling; a new nurse preceptorship 
program; specialty certi�cation; a peer eval-
uation process; and nurse-to-nurse consul-
tation. Not all of the programs were suc-
cesses, but most nurses were proud of their 
contributions to the EPPM project. As one 
nurse reported, “I like the things that have 
developed from EPPM. You’ve given us or 
showed us how to develop good tools for 
ourselves”.
 While few studies have examined 
professional nursing practice in long-term 
care, key points on the usefulness of profes-
sional practice models in nursing are appar-
ent in the literature. First, no single profes-
sional practice model will address the varied 
resident care problems and administrative 
challenges of all healthcare settings. Second, 
PPMs are site-speci�c innovations that reg-
istered nurses design, implement, and sus-
tain to address the particular health needs 
of patients or residents in the organizational 

®  A Multi-dimensional Perspective of Aging 

69



context of their workplace. �ird, imple-
mentation of a nursing practice model takes 
time, often years, and requires considerable 
preparation of the organization, the nursing 
sta�, and their interdisciplinary colleagues. 
Finally, a professional nursing model is not 
a practice innovation that an administrator 
or director of nursing can force on nurses. 
Rather, registered nurses must model pro-
fessional nursing practice themselves. It is 
through a full commitment to and everyday 
involvement in creating and sustaining a 
nursing practice model that responds to the 
strengths, needs, and challenges of resi-
dents, families, employees, and the organi-
zation that RNs become professional 
nurses. [104, Rank 4]

teams are associated with deep personal 
relationships as well as soft skills such as 
trust or feelings of emotional attachment 
which are highly important for individu-
als in need for care. Compared with soft 
skills, we found that other factors such as 
‘same cultural background’ and ‘same 
gender’ are far less important. �is might be 
mainly explained by the fact that these pref-
erences, unlike soft skills, do not re�ect 
basic caregiving needs.
 Being female was positively associat-
ed with preferences for ‘same gender’ and 
preferences for ‘English language’. �is is 
also in line with previous studies reporting 
that women prefer a general practitioner of 
the same gender. Moreover, this is also in 
accordance with a previous qualitative 
study among 60 older lesbian, gay, bisexual 
and queer (LGB) individuals in which 
Westwood found that older LGB women 
might be more likely to prefer gender-spe-
ci�c care. Our �ndings might be explained 
by the fact that women experience 
increased levels of stress when getting inti-
mate care by men. In addition, women 
might fear that quality of care and conversa-
tions su�er when caregivers have poor skills 
in the German language. �is might 
explain why preferences for ‘German lan-
guage’ were positively associated with being 
female.

 As already found in the literature, 
soft skills of caregivers such as empathy, 
kindness, punctuality or reliability are most 
important for care-recipients. �is is also in 
line with a recent study showing that indi-
viduals in need for care wish to build a rela-
tionship with the caregiver. Moreover, the 
caregiver should do their tasks and activities 
with calm and in a leisurely way. Besides, 
the high preferences for a small nursing 
team might be explained by theperception 
of individuals that small  
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 Living with partner was positively 
associated with preferences for ‘same 
gender’ and preferences for ‘same cultural 
background’. Consequently, individuals 
living with partner might be more afraid of 
care provided by the opposite gender. �is 
might be explained by the fact that individ-
uals in old age living with partner could not 
imagine that other individuals apart from 
their wife or husband provide assistance 
with basic activities of daily living such as 
toileting or bathing. In addition, preferenc-
es for ‘same cultural background’ were posi-
tively associated with age and East Germa-
ny. �ese associations might re�ect di�er-
ences in cultural values. Di�erent prefer-
ences for ‘same racial/ethnic group’ regard-
ing health care providers were also reported 
among di�erent ethnic groups 
(Asian-Americans compared to non-Latino 
Whites).
 �e non-signi�cant associations 
between ‘orderly appearance’, ‘empathetic, 
kind’, ‘punctual, reliable’ as well as ‘small 
nursing team’ and included predictors 
might be mainly explained by the fact that 
nearly every individual wishes to have them 
in the future. �us, these preferences for 
characteristics of professional caregivers 
might be generally seen as basic (human) 
needs. �e positive association between 
preferences for ‘enough time’ (going 

beyond physical care, e.g., for conversation) 
and being female, higher education as well 
as living with partner or spouse might be 
explained by the greater need for social 
interactions in these groups.
 Furthermore, while the positive asso-
ciation between involvement in the issue of 
need for care and preferences for ‘enough 
time’ might be explained by the fact that a 
high involvement in this issue is associated 
with a higher preference for soft skills of 
caregivers, the positive association between 
not providing care and the preferences for 
‘enough time’ was quite unexpected and 
might be explained by unobserved factors 
associated with providing informal care (for 
example, personality traits). In addition, 
this association might be explained by the 
fact that individuals who already provided 
informal care have a more realistic perspec-
tive on life in a long-term care setting. Con-
sequently, these individuals might be more 
aware of the organizational and time con-
straints faced by caregiver and that “enough 
time” (not closely related to caregiving 
aspects, e.g. time for conversations) will 
likely place additional burden on caregivers. 
However, further research is required to 
clarify this relationship.
 It should be highlighted that data 
were derived from a large, population-based 
sample among individuals in old age. 
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Moreover, numerous important independ-
ent and dependent variables were captured. 
For example, adjusting for numerous 
potential confounders, we provide novel 
evidence that region (West and East Ger-
many) is di�erentially associated with pref-
erences for ‘same cultural background’. 
However, our study also has some limita-
tions. �is is a cross-sectional study. �ere-
fore, temporal relationships cannot be 
determined. Future studies aimed at exam-
ining the long-term impact of predictors on 
long-term care preferences are needed. In 
addition, upcoming studies should validate 
the instruments used. In addition, the 
self-reported data might su�er some degree 
of inaccuracy. [12, Rank 3]

 Long-term care (LTC) is one of the 
largest �nancial risks facing the elderly 
today, yet very few people—13 percent of 
current 65 year olds—insure against the 
risk. �is lack of insurance coverage has 
spurred much work that tries to explain this 
phenomenon. It has also spurred public 
policy into action, with 24 states and the 
District of Columbia o�ering tax breaks for 
private long-term care insurance (LTCI) 
purchases as of 2008. �ese policy changes, 

however, have not led to a widespread 
increase in coverage. �e Patient Protection 
and A�ordable Care Act also included a 
now-defunct program, the Community 
Living and Supported Services (CLASS) 
Act, which would have created a new gov-
ernment-run LTCI pool.
 In other domains of catastrophic 
insurance, studies have shown that after 
individuals experience the insurable risk, 
they are more likely to purchase insurance 
against that risk in the future. �is response 
could be explained by behavioral heuristics, 
such as an increase in the salience of the 
risk, or by an increase in information about 
the insurable risk.
In the LTCI context, lack of experience 
with Long Term Carecould help explain the 
low demand for insurance. Experience 
could help overcome behavioral biases since 
people tend to dislike and delay discussions 

Researchers have shown that 

registered nurses (RNs) make a 

measurable difference in the 

health outcomes of older per-

sons. When RNs care for people 

living in nursing homes, fewer 

restraints are used, residents 

develop fewer infections, and 

they are admitted to hospitals 

less often.
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about  becoming frail and needing assis-
tance. In addition, experience could �ll sev-
eral potential information gaps in the LTCI 
context: the likely need for Long Term 
Care; the expense entailed in getting such 
care; the gaps in one’s existing insurance 
coverage for Long Term Care; or, one’s fam-
ily’s willingness to provide informal care. 
Any of these sources of incomplete infor-
mation would lead to lower than expected 
LTCI purchases. Previous research has pro-
vided evidence of incomplete information 
in at least two of these domains. Studies 
report that most elderly believe that Long 
Term Care expenses are covered by Medi-
care. Further, it was found considerable 
underestimation of the costs of nursing 
home care among individuals age 45 and 
older. While researchers highlight limited 
consumer understanding of both the insur-
ance product and the expenditure risk as 
one of the top �ve reasons for low LTCI 
demand, there has been no empirical test-
ing, to our knowledge, of the extent to 
which lack of information depresses LTCI 
purchase in the United States.
 In the speci�c domain of risk per-
ception and insurance, previous work has 
shown that individuals who experience 
the insurable risk are more likely to pur-
chase insurance against that risk in the 
future. We can �nd that individuals who 

experienced property damage in a prior nat-
ural disaster are more likely to purchase 
�ood insurance. Similarly, �ood insurance 
purchases increase in areas that experienced 
a recent �ood found an increase in the per-
ceived need for earthquake insurance after 
the Loma Prieta earthquake, �nds an 
increase in the demand for insurance 
following earthquakes more generally. 
Studies �nd an increase in the stated 
demand for disability insurance among 
individuals who are informed about disabil-
ity risks.
 In the Long Term Care literature, 
some studies have explored how knowledge 
about Long Term Care or individual health 
risks impact LTCI demand behavior. For 
example, studies �nd that individuals who 
have a family member or friend that needs 
Long Term Care are more likely to purchase 
LTCI, and �nd that adult children are more 
likely to want to buy LTCI for their parents 
after being informed about the population 
average risks and costs of Long Term Care. 
Studies �nd that individuals’ beliefs about 
the likelihood of not being able to live inde-
pendently due to health problems were 
strongly correlated with LTCI coverage in 
the RAND American Life Panel. Research 
formulates a theoretical model that shows 
individuals might wait to purchase LTCI to 
obtain more information about their own 

®  A Multi-dimensional Perspective of Aging 

73



probability of becoming disabled as well as 
the costs of disability and associated care. 
Our paper contributes to this literature by 
examining how actual experience with LTC 
via a parent or in-law’s use of nursing home 
or informal care impacts LTCI purchase 
behavior, exploiting variation in the rela-
tionship to the care recipient, type of care 
received, and who provided care.
 Disentangling why experience with 
Long Term Carematters in forming expec-
tations and LTCI purchase decisions is 
often di�cult with secondary data, but 
important in order to make policy recom-
mendations. [112, Rank 3]

and their ability to control, treat, and pre-
vent the illness. Individual understanding 
is informed by beliefs, experiences, family, 
friends, health care practitioners, and the 
media. Importantly, both positive and 
negative experiences or information can 
alter one’s beliefs, coping strategies, and 
behavior.
 �e rational expectations model 
posits that Long Term Care use by parents 
and parent-in-laws could impact one’s 
knowledge of Long Term Care risks and 
costs. Under this framework, it can be 
hypothesized that Long Term Care use by 
the generation will have an information 
spillover e�ect and change the insurance 
status of their adult children. If individuals 
are already fully-informed about the risks 
they face and their associated costs, then 
Long Term Care use by parents or in-laws 
will have no e�ect on their own expecta-
tions about future use or their �nancing 
plan. However, if individuals learn during 
their parents’ or in-laws’ Long Term Care 
spell, expectations about future care use, 
lifetime income, and preferences for di�er-
ent types of care delivery may evolve, and 
the decision to purchase insurance to pre-
pare �nancially for these future needs may 
change.
 Whether a parent or in-law receives 
formal or informal care could impact an 

 �e rational expectations model 
assumes that individuals form expectations 
using all available information and make 
optimal decisions that are based on (and 
consistent with) these expectations. When 
new information is learned, expectations 
about the future are updated, typically 
assumed in a Bayesian manner. �e 
rational expectations model is consistent 
with the self-regulation model. �e self-reg-
ulation model posits that individual under-
standing of disease is based on the individu-
al’s rationalizations about its causes, conse-
quences, timeline, trajectory, prognosis, 
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adult child’s expectations or preferences 
about his or her own future care needs. �e 
type of care received may provide informa-
tion about the costs of care, the willingness 
of family to provide informal care, and the 
ability to meet Long Term Care needs in an 
informal setting.  As a result of providing 
informal care to a member of the previous 
generation, an individual may experience 
and learn about caregiver burden, which 
has many de�nitions in the gerontology 
literature or conversely, caregiver gain, such 
as role satisfaction, improved relationships 
with a parent, and the knowledge that one 
has ful�lled a familial duty. Providing care 
to a parent or in-law may also provide a 
signal that an adult child expects his or her 
own children to do the same (i.e. the 
demonstration e�ect). 
 One complicating factor is that par-
ents’ or in-laws’ use of Long Term Care 
might impact one’s lifetime income expec-
tations through changing the size or the 
probability of receiving a bequest; thus, we 
also examine how expectations about inher-
itance receipt vary with Long Term Care 
use in the higher  generation. In other 
words, individuals gain new information 
from the  use of Long Term Care and 
update their own expectations, which could 
result in a change in behavior in the form of 

 Married adults and unmarried adults 
are heterogeneous groups. As in past 
research, we can con�rm that continuous-
ly married adults are less likely than 
unmarried adults to enter long-term care 
facilities, demonstrating the salience of 
marriage in protecting against long-term 
care facility use. Research demonstrate that 
those in non-marital partnerships and 
remarriages have similar likelihoods as con-
tinuously married adults of entering 
long-term care facilities, suggesting that it is 
not continuous marriage per se but rather 
the presence of an intimate partner that is 
protective and supportive in later life. 
While studies of younger adults and 
non-marital partnerships �nd that part-
nered adults are generally disadvantaged 
compared with married adults, some study 
supports recent studies that �nd that part-
nership and marriage provide similar bene-
�ts and resources at older ages. Regarding 
remarriage, studies proposed several dec-
ades ago that remarriage is an incomplete 
institution, o�ering fewer bene�ts such as 
lower social support and fewer economic 

purchasing Long Term Care insurance 
[117, Rank 4]

Intimate Relationship Status 
in Long Term Care
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resources than continuous marriage. �ese 
�ndings show that this may no longer be 
the case, at least with respect to remarried 
adults’ long-term care facility use. One pos-
sible reason for these shifts is that as 
non-marital unions and remarriages 
become more common, there is compara-
tively less selection into these statuses than 
previously.
 Second, by disaggregating unmarried 
adults into partnered, widowed, divorced, 
and never married adults, we are able to see 
that of these groups, the never married are 
at the greatest risk of being admitted into a 
long-term care facility, suggesting that 
never married adults face the most obstacles 
to aging in place. Contemporary studies of 
health and relationship status �nd that the 
never married do not experience a morbidi-
ty disadvantage compared with those who 
are currently married whereas there is a 
morbidity disadvantage for divorced and 
widowed adults. �e results suggest that 
this advantage does not extend to long-term 
care facility use, either because the never 
married never received the health, econom-
ic, and social bene�ts of marriage—includ-
ing the social protection of having chil-
dren—or due to unobserved selection 
factors. Further, among men, widowed 
adults exhibit a lower risk of long-term care 
admission compared with divorced adults, 

indicating that divorce may be more 
disruptive than widowhood, perhaps par-
ticularly in regard to economic resources 
which, as we �nd in this analysis, are the 
most important factors in explaining 
long-term care use di�erences.
 �ird, the degree to which relation-
ship status is related to long-term care use is 
importantly moderated by gender and race/ 
ethnicity. Con�rming previous studies 
being, unmarried places men at greater risk 
for long-term care use than women. By 
looking speci�cally at subgroups of married 
and unmarried adults, we demonstrate that 
these gender di�erences also exist at this 
more nuanced level. �e gender di�erences 
are even more exaggerated when consider-
ing only long-duration stays, suggesting 
that men rely heavily on their spouse or 
partner to be able to remain in their own 
homes and communities long term. Build-
ing further on these studies, It is seen that 
divorced, widowed, and never married 
men’s greater risk of long-term care facility 
use is not fully explained by the health, eco-
nomic, or social variables, thus indicating 
the need for future research to identify these 
pathways speci�c to unmarried men.
 Economic resources are most 
responsible for explaining the disparity in 
long-term care use between continuously 
married adults and unmarried adults, 
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particularly for women. Economically 
advantaged older adults often choose to age 
in place, rather than in long-term care facil-
ities and studies indicate that this option is 
perhaps more available to married adults 
than to other groups, with never married 
adults most disadvantaged. Married and 
partnered adults are better able to age in 
place also because they have their spouse or 
partner to rely on for support, indicating 
that �nancial resources are a necessary but 
not su�cient condition. Interventions 
which seek to improve widowed, never 
married, and divorced adults’ �nancial 
well-being and to reduce the cost of remain-
ing in the community will likely also reduce 
the risk of long-term care use and promote 
aging in place for unmarried and unpart-
nered adults. For example, the Cash and 
Counseling program provides older adults 
with a monetary allowance, which reduces 
incidences of unmet need, and the Com-
munity First Choice option in the A�orda-
ble Care Act encourages states to provide 
home- andcommunity-based services and 
supports to eligible adults. Relationship 
status disparities in long-term care use and 
institutional bias in Medicaid long-term 
care policies can be reduced through pro-
grams which seek to expand Medicaid com-
munity-based waiver programs for older 
unmarried adults who are eligible for a 

long-term care facility but prefer to remain 
in the community. An important next step 
for research is to evaluate the impact of 
Medicaid’s rules allowing special income 
and asset protections to married couples 
but requiring non-married couples and 
unmarried adults to be impoverished before 
they are eligible for long-term care assis-
tance (U.S. Department of Health and 
Human Services, 2005). [155, Rank 5]
 As family structures continue to 
change, with more adults entering and exit-
ing marriages and other relationships multi-
ple times over the life course, it is increas-
ingly important to use multiple categories 
of relationship status and to place these 
indicators carefully within their health, eco-
nomic, and social contexts. Non-marital 
relationships and remarriage may o�er 
protection to older adults similar to those 
provided by marriage. Speci�cally, 
within the context of long-term care, 
remarried and partnered adults seem to 
be as able as continuously married adults 
to avoid long-term care facilities and age 
in the community. Researchers should con-
tinue to examine the importance of remar-
riage and non-marital partnerships on 
later-life outcomes, a topic largely under-
studied despite its demographic prevalence. 
Our study also draws attention to the vul-
nerability of divorced, widowed, and never 
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favorable than, those of Whites. However, 
certain cultural attitudes may reduce Afri-
can Americans’ desire to seek services. 
Focus group discussions have revealed cul-
tural beliefs regarding the need to resolve 
family concerns within the family and the 
expectation that African Americans demon-
strate strength. �ese beliefs were re�ected 
in concern about disclosing information 
outside a trusted circle of family and 
friends, and by an association of psycho-
therapy with weakness and diminished 
pride. Additionally, the majority of focus 
group participants noted a perception that 
African Americans were a disadvantaged 
group who could and would collectively 
cope with adversity. Older participants were 
likely to suggest continued endorsement of 
these cultural beliefs. Such beliefs might 
inhibit mid-life and older African American 
caregivers from seeking assistance outside 
their family to address personal stress or 
other di�culties. However, less is known 
about the speci�c role of community-based 
behavioral interventions in coping for both 
rural and African American custodial 
grandparents, in other words how do com-
munity-based behavioral interventions help 
or hinder stress and coping for underserved 
custodial grandparents? [83, Rank 1]



married older adults whose economic 
disadvantages and, to a lesser extent, social 
isolation may decrease their ability to age in 
place.
 �e host of issues confronted here are 
critical as state and federal governments 
face the so-called “silver tsunami” being 
generated by aging Baby Boomers and will 
continue to be important with the aging of 
even newer 
 cohorts. �e Baby Boomer cohort 
has less access to traditional informal car-
egivers (e.g., children and spouses) than 
previous cohorts, and this retreat from mar-
riage and declining fertility is even more 
pronounced among younger cohorts. But 
as of yet, little is known how these demo-
graphic and societal changes, along with 
increased desires to age in place and avoid 
institutional care, will matter for long-term 
care use among newer cohorts. Clearly, 
understanding the many ways in which 
intimate relationships in�uence options in 
long-term care merits increased attention in 
research and policy to meet the growing 
needs of an aging population. [77, Rank 2]

this comes with the need to manage chronic 
conditions that are more common in older 
age. One of the main challenges is and will 
be the management of multiple chronic 
conditions. Multimorbidity is becoming 
the normal situation rather than the 
exception in the older generation. But 
while the number of scienti�c papers focus-
ing on multiple chronic conditions has 
increased signi�cantly during recent dec-
ades, treatment guidelines still focus on 
single diseases and do not capture the com-
plexity of multiple chronic diseases or con-
sider possible prioritization of treatment 
options.
 Compared with single diseases, mul-
timorbidity has been shown to have a nega-
tive impact on a person’s health and on the 
continuity of primary care. People with 
multimorbidity die earlier, even if this cor-
relation is not always clear. chronic diseases 
are also known to be prevalent, especially in 
nursing homes; however, the impact of 
these conditions on long-term care depend-
ency remains unclear. Previous studies have 
shown a correlation between multimorbidi-
ty and functional impairment, but the de�-
nition of functional impairment and of 
long-term care dependency di�ers between 
studies. Also, the de�nition of multimor-
bidity varies greatly between studies. Multi-
morbidity is the co-existence of at least 
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 Increased life expectancy and the 
aging of the baby-boom generation will 
lead to a higher number of older adults, and 

Multiple Chronic Conditions and 
Long Term Care Dependence
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three chronic conditions over a time period 
of at least 1 year.
 Health insurance is mandatory in 
Germany. In 2013, the majority of the pop-
ulation is insured in one of the 134 statuto-
ry health insurance schemes; 11% are cov-
ered by private health insurance. A person 
can apply for long-term care coverage and 
will be evaluated based on their perfor-
mance in activities of daily living (ADL). If 
care dependency is shown, the amount paid 
by the insurance depends on the severity of 
dependency rated on three levels. �e level 
of care is determined by an expert rating at 
the home of the applicant and can be 
re-evaluated at a later point in time. Until a 
person is assigned to a care dependency 
level, he or she cannot make claims for 
long-term care insurance.
 �ose with multiple chronic condi-
tions had a signi�cantly higher risk of 
becoming long-term care dependent in a 
5-year period. Speci�c diseases showed a 
strong impact on care dependency, namely 
dementia and Parkinson’s disease. �is 

correlation between dementia and func-
tional dependency/long-term care depend-
ency is in line with previous results. Stroke 
is also strongly correlated with care depend-
ency; our results therefore point to a higher 
in�uence of neurological diseases on care 
dependency, compared with another study 
highlighting the in�uence of cerebrovascu-
lar disease, arthritis, and coronary artery 
disease. 
 �is in�uence of neuropsychiatric 
diseases is also re�ected in the high risk for 
patients in the Neuropsychiatric symptoms 
disease cluster, which includes dementias 
and Parkinson’s disease, but also other relat-
ed diseases such as depression, stroke, and 
urinary incontinence. Researchers were able 
to show that, with every additional disease, 
the risk of becoming long-term care 
dependent increased by over 6% over the 
5-year period. Research also showed a 
higher proportion of people with disability 
with more diseases, ranging from 4% with 
no condition to 28%of those with four or 
more, but higher numbers of chronic con-
ditions were not distinguished. Research 
analysis also showed that all three of the 
identi�ed clusters have a signi�cant in�u-
ence on care dependency.
 As multimorbidity is associated 
with both age and sex, researchers included 
an interaction term in analysis as a control 

In the Texas statutory insurance 

system, long-term care insur-

ance exists parallel to statutory 

health insurance, covering both 

institutionalized and ambulato-

ry long-term care services.



variable. �is was necessary to control for 
the fact that the pattern of multimorbidity 
is di�erent for men and women at di�erent 
ages. For instance, for both men and 
women in the age group 65–74 years, the 
HR for becoming long-term care depend-
ent is 0.4, but for people aged 75 years 
and older, it is 3.3 for men and 3.9 for 
women. �is interaction term does have a 
signi�cant e�ect on long-term care depend-
ency, independent of the single diseases or 
the number of diseases. However, this e�ect 
is rather low when controlled for other vari-
ables. Multimorbidty per se showed an 
association with care dependency even 
when controlled for the diseases most asso-
ciated with care dependency. However, we 
could only adjust for the top �ve diseases to 
avoid multicollinearity in the regression 
model.
 A major concern about comparing 
other studies with these results is the di�er-
ent de�nition of dependency and also the 
di�erent inclusion of diseases and de�ni-
tion of co- or multimorbidity. A 2003 
review identi�ed 13 di�erent ways of 
de�ning co- or multimorbidity - a 
number that has increased  over the last 
10 years. A more recent review from the 
European General Practice Research Net-
work identi�ed 132 di�erent de�nitions 
with a large number of sub-speci�cations. 

Another study also addressed methodologi-
cal di�erences, concluding the strong in�u-
ence of de�nition on the prevalence of mul-
timorbidity.
 �e diseases that were seen to have 
no higher risk for care dependency are 
also not clinically related to ADL, such as 
allergies or sexual dysfunction. As decline 
in ADL is the only factor evaluated for care 
dependency, this result is not surprising. 
Researchers decided to keep those factors in 
the analysis to account for a broader spec-
trum of multimorbidity. Even if those con-
ditions have no direct impact on long-term 
care dependency, they can in�uence the 
patient’s life and possibly their health care 
utilization habits.. [176, Rank 5]

 �e community long-term care 
practice setting o�ers an important ser-
vice context for understanding how part-
nerships may engage in treatment adapta-
tions due to its far reach across the U.S., 
the need for integrated care for depres-
sion, and the real-world pressures faced 
by busy caseworkers responding to com-
plex client needs. Every U.S. state pro-
vides publicly funded community 
long-term care services, which aim to help 
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disadvantaged older adults, very little 
research has addressed how to improve 
depression care in the community 
long-term care setting.
 In the year 2000, to address this 
gap, academic researchers formed a part-
nership with a Midwestern state’s public-
ly-funded community long-term care 
agency, which resulted in over a decade of 
service systems research regarding depres-
sion. �e research agenda began in 
response to the state’s administrator’s 
interest in foundational service systems 
research and clinical epidemiology to 
understand the prevalence, associative 
factors, and implications of clients’ 
depression on service use. Epidemiologic 
and services research informed subse-
quent pre-implementation and interven-
tion developmental work, such as focus 

low-income people with chronic condi-
tions compensate for functional disabili-
ties and maintain community residence. 
Community long-term care systems o�er 
assessment, service referral and linkages, 
and case management. A range of sup-
portive services may be coordinated by 
community long-term care, such as 
in-home personal care, homemaker ser-
vices, respite, and adult day 
 Although the community long-term 
care system is not mandated to respond to 
depression, many older adults in public 
community long-term care su�er dispro-
portionately high levels of depression. De-
spite the potential to reach vulnerable, 
isolated older adults at high risk of 
depression, community long-term care 
services system typically identi�es depres-
sion in one out of four clients with depres-
sion. In most states’ community long-term 
care systems, caseworkers (usually bache-
lor-level social workers or other human 
service workers) have large caseloads, lack 
in-depth mental health training, and 
have minimal access to clinical sta� inter-
nally. Moreover, clients’ high functional 
disability and low income present com-
peting demands to depression care. While 
community long-term care has potential 
for responding to depression in large 
numbers of socially and economically 
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Depression would have to be 
assessed within the context of com-
peting demands unique to this 
setting
�e system’s resource constraints 
required targeting depression care 
to the highest priority clients
�e fragmented system of care that 
extends across multiple settings 
required development of communi-
cation protocols. Knowing these 
local challenges from prior work, 
the partnership next sought to 
incorporate broader research 
knowledge of e�ective treatments 
for depression.

 Extensive evidence supports the use 
of collaborative care models for treating 
depression among older adults within pri-
mary medical care settings. Core compo-
nents of collaborative care include a 
depression care manager who has psychi-
atric supervision, a stepped care algo-
rithm, and regular tracking of depression 
outcomes by a systematic screen. One 

groups with stakeholders and in-depth 
client interviews. �ree primary challeng-
es to transporting empirically supported 
depression treatment to community 
long-term care setting can be summarised 
as below

treatment model provided the basis for 
adapting collaborative depression care to 
community long-term care. �e IMPACT 
model located an on-site depression care 
manager in primary care settings to coor-
dinate treatment of major depression or 
dysthymic disorder. [180, Rank 4] 
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 �ere has been an increasing interest 
in studying the care provided in nursing 
homes, stimulated by clear evidence of vari-
ation in utilization, quality of care, out-
comes, and cost. However, there are several 
barriers to conducting national studies on 
these issues. One important barrier is the 
availability of a robust method for di�eren-
tiating residents with a long term care 
(LTC) stay from those with a skilled nurs-
ing facility (SNF) stay. SNFs typically pro-
vide rehabilitation nursing services and 
medical care for short stay residents imme-
diately following hospitalization. Skilled 
nursing facility is covered 100% by Medi-
care Part A for eligible patients for the �rst 
20 days following hospitalization, and 80% 
for days 21–100. Community discharge is 
the primary objective of skilled nursing 
facility, and is a quality measure identi�ed 

Quality of Care in Long 
Term Care Facilities in Texas



Utilization of Electronic health 
records (EHR) in Long Term 
Care facilities in Texas

by the Centers for Medicare and Medicaid 
Services (CMS). Long term care services are 
often custodial care, and are covered by 
Medicaid, private pay, or long term care 
insurance.
 �e Omnibus Budget Reconciliation 
Act (OBRA) of 1987 mandated that all 
nursing homes receiving Medicare or Med-
icaid payments complete a standardized 
assessment of the physical, cognitive, emo-
tional, and functional health of their resi-
dents, resulting in the Minimum Data Set 
(MDS). However, MDS does not have a 
speci�c variable di�erentiating long term 
care residents from those in a skilled nurs-
ing facility. Most nursing facilities provide 
both skilled nursing facility and long term 
care services, and patients can transition 
from skilled nursing facility to long term 
care while retaining the same room and 
bed. Previous studies have developed algo-
rithms using administrative claims data to 
identify nursing home stays and to di�eren-
tiate long term care residents from those 
with a skilled nursing facility stay.
 �e current CMS quality reporting 
program for nursing homes uses length of 
stay to di�erentiate short stays (≤100 days) 
from long stays (> 100 days), and uses only 
MDS data. �is method can con�ate 
services in a skilled nursing facility with 

services in a long term care bed. For exam-
ple, a patient who is discharged from a hos-
pital to skilled nursing facility for a 20 day 
stay, followed by a 2 month stay in a long 
term care bed at the same facility, is classi-
�ed as short stay. Quality measures generat-
ed for this stay are attributed to skilled 
nursing facility care. Conversely, quality 
measures related to a patient who spends 80 
days in a skilled nursing facility followed by 
40 days in long term care would be attribut-
ed solely to the long term care services. Ob-
viously, fair quality measures are important 
for both skilled nursing facility and long 
term care settings, which depend on accu-
rate di�erentiation between the two sites. 
[76, Rank 5]
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 Long term care (LTC) is an impor-
tant sector in the healthcare industry; how-
ever, the adoption of electronic health 
record (EHR) systems in long term care 
facilities lags behind that in other sectors of 
healthcare. �is study examines the adop-
tion and utilization of Electronic health 
records in long term care facilities in Texas 
and identi�es the barriers preventing imple-
mentation of Electronic health records. 



 A survey instrument was mailed to all 
Texas long term care facilities between Oc-
tober 2010 and March 2011. �e survey 
found that in Texas, 39.5 percent of long 
term care facilities have fully or partially 
implemented Electronic health records 
systems and 15 percent of long term care 
facilities have no plans to adopt Electronic 
health records yet. �ere is signi�cant varia-
tion in the use of Electronic health records 
functionalities across the long term care 
facilities in Texas. In the long term care 
facilities, the administrative functions of 
Electronic health records have been more 
widely adopted and are more widely 
utilized than the clinical functions of Elec-
tronic health records . Among the clinical 
functions adopted, the resident assessment, 
physician orders, care management plan, 
and census management are the leading 
functions used by the long term care facili-
ties in Texas. Lack of capital resources is still 
the greatest barrier to Electronic health 
records adoption and implementation. 
Policy makers, vendors, long term care 
administrators, educators, and researchers 
should make more e�ort to improve Elec-
tronic health records  adoption in long term 
care facilities.
 �e aging of the US population and 
the projected growth of the oldest age 
bracket (85 years and older) will have a 

major e�ect on the demand for and supply 
of long-term care (LTC) services and on the 
resources needed to provide those services. 
Seniors themselves consume more than 50 
percent of total healthcare services and dol-
lars in this country. long term care providers 
care for the fastest-growing segment of the 
population and account for a high propor-
tion of the healthcare dollars spent. �e 
patients in long term care experience 
frequent transitions, which may create gaps 
in quality and opportunities for errors. 
 An electronic health record (EHR) 
system has the potential to reduce errors, 
improve quality of care, and deliver health-
care more e�ciently. long term care provid-
ers can “achieve an increase of 37 percent in 
administrative productivity” by using Elec-
tronic health records systems over time. 
Although health information technology 
(HIT) applications that positively a�ect 
both quality of care and patient safety cur-
rently exist, they are not widely used in cur-
rent LTC settings. long term care facilities 
lag in Electronic health records  adoption, 
compared to the other sectors of healthcare. 
Part of the reason for this is that current 
HIT agendas and strategies focus more on 
acute and ambulatory care, and long term 
care su�ers from relative inattention. Stud-
ies summarized the impact of Electronic 
health records  on the quality, e�ciency, 
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and cost of medical care from 74 journal 
articles at four benchmark institutes; how-
ever, none of the studies included a long 
term care  setting. Furthermore, most Elec-
tronic health records  are intended primari-
ly for acute care facilities, so long term care  
facilities face unique challenges in using 
Electronic health records, such as di�erent 
documentation needs for facilitating pre-
ventive measures, di�erent starting doses of 
medications, and special reporting needs. 
Utilization of Electronic health records in 
long term care  facilities does not initially 
save time for clinicians. long term care  set-
tings are often intensely interdisciplinary 
and holistic in their approach to their 
patients and residents. �erefore, the chal-
lenges and opportunities for promoting 
Electronic health records adoption and 
utilization in long term care facilities are 
greater than ever.  
 Policy makers need reliable and valid 
data on Electronic health records adoption 
rates in long term care  facilities to assess 
movement toward the goal of promoting 
Electronic health records  adoption. If 
national cross-sectional data were available, 
we could have a “big picture” of national 
Electronic health records  adoption and 
utilization status in long term care  facili-
ties. If time-series data in a state were availa-
ble, we could analyze the trend of 

Electronic health records  adoption and 
utilization status in long term care  facilities 
in that state. However, information on 
Electronic health records adoption in long 
term care  facilities is relatively scarce. In 
January 2010, the US Department of 
Health and Human Services (HHS) devel-
oped two survey instruments on Electronic 
health records  adoption and use in nursing 
homes. Unfortunately, no further report 
was published. Consequently, no national 
cross-sectional data are available. Several 
regional surveys, including a 2008 report 
from Minnesota and a 2007 report from 
California, are the only Electronic health 
records  adoption and utilization data 
sources related to long term care. No 
regional survey has been conducted more 
than one time to provide time-series data. 
On the positive side, each of the state sur-
veys contributed a piece of puzzle to the 
“big picture” of national Electronic health 
records  adoption and utilization status, and 
set a baseline for these states. Because Elec-
tronic health records  adoption and utiliza-
tion has been proposed for decades, no state 
has the �rst-mover advantage in Electronic 
health records adoption. �erefore, we have 
reasons to assume that Electronic health 
records adoption status would be homoge-
neous across the United States, unless a 
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 Given the rapid rate of change in the 
Electronic health records  industry and the 
evolution of Long Term Care  facilities in 
Texas, future studies are necessary to under-
stand the trends in adoption and utilization 
of Electronic health records . �is survey 
identi�ed important factors for policy 
makers, Electronic health records vendors, 
long term care  administrators, educators, 
and researchers to consider in promoting 
Electronic health records adoption and 
utilization. First, for policy makers, this 
survey reiterates the barriers to Electronic 
health records  adoption in long term care  
facilities. Of those, the top barrier is still the 
lack of capital resources. �is �nding shows 
that the signi�cant capital costs of imple-
menting Electronic health records are still a 
burden for long term care acilities, particu-
larly those operating close to their �nancial 
margins. State and private organizations 
should work with long term care  facilities 
to address this barrier, and the government 
has to continue seeking better incentives to 
solve this challenging issue in Electronic 

health records  adoption. Based on this 
survey, lack of technical infrastructure is 
another serious barrier in Texas. �is �nd-
ing may show that the development of IT 
infrastructure in long term care facilities in 
Texas deserves more attention. Another 
barrier, the risk of new state or federal 
requirements, shows that policy makers 
should accelerate the establishment of a 
long-term agenda for Electronic health 
records  regulations to provide a clearer 
guideline in EHR adoption and utilization.
 Although a long term care facility 
may have the opportunity to use an Elec-
tronic health 
 records system adopted by hospitals, 
the Electronic health records system may 
not meet the speci�c complex and diverse 
needs of the long term care  facility and may 
therefore be only partially used. Develop-
ment of an Electronic health records system 
in a collaborative fashion for long term care  
facilities should be supported. It is unclear 
how Electronic health records vendors are 
prepared to meet the needs of long term 
care  clients. �is question should be 
explored. Although Electronic health 
records systems have been in existence for 
decades, the inability to input historical 
data is still a big barrier to Electronic health 
records  adoption and utilization. Better 
communication between vendors and long 

state has special policies impacting 
Electronic health records adoption. [2, 
Rank 5]
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term care facilities is indispensable for more 
e�ective Electronic health records  system 
design and development for long term care 
facilities. Finally, lack of proven bene�ts of 
Electronic health records use is a barrier to 
Electronic health records  adoption and 
utilization. Researchers should conduct 
research examining the relationship of EHR 
utilization to the �nancial outcomes and 
quality of care in long term care  facilities.
 Education and training are the solu-
tion to some issues related to Electronic 
health records  adoption and utilization in 
long term care  facilities. First, training 
more Electronic health records -related pro-
fessionals is helpful to alleviate the problem 
of lack of technical support sta�. Secondly, 
even in the current information age, more 
than 10 percent of long term care  adminis-
trators have no plans to adopt Electronic 
health records and do not know the needs 
and bene�ts of Electronic health records . 
Long term care  administrators should 
attend Electronic health records  training 
programs to keep abreast of compliance and 
technology requirements. Finally, educa-
tion programs are also necessary for policy 
makers, who may underestimate the impor-
tance of Electronic health records. [67, 
Rank 4]

 �e multi-determined nature of the 
aging process provides a framework for 
physiological organization by which aging 
is mediated by multi-system dysfunction 
and the associated manifestation of hetero-
geneous, yet inter-related and interacting, 
behavioral phenotypes. �e notion of inter-
acting behavioral phenotypes has been sim-
ilarly proposed for other aspects of the 
aging process, such as the integration of 
aging-related biomarkers into regulatory 
networks and of interaction networks to 
identify aging-related genes, proteins, and 
pathways. However, the phenotypic 
approach has not previously been given its 
due attention regarding age-dependent 
e�ects in the aging literature. Despite its 
empirical promise and utility in HIV and 
aging research, a cautionary note is in order. 
A schema of separate, singular phenotypes 
may accurately describe only a portion of 
the HIV and aging population, and there 
appears to be heterogeneity within and 
across groups typically considered homoge-
neous. We need to evaluate whether there 
are separate phenotypes with multiple risk 
factors, a common ultimate cause, both of 
these, or multiple phenotypes for a separate 
pro�le (e.g., frailty) with di�erent 
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constellations of risk factors, etiologies, and 
natural histories. Future research needs to 
build on the evolving ability to distinguish 
and untangle interacting phenotypes (e.g., 
cognition from comorbidity, disability from 
frailty), to re�ne their de�nitions and crite-
ria, to develop standardized approaches to 
screening, and risk assessment, to identify 
physiological or molecular systems that are 
dysregulated, and to gain knowledge of 
interventions that prevent onset of and 
reverse adverse HIV-related outcomes. 
[130, Rank 4] 
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