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I. Overview:  What’s in this presentation?
Today’s material is necessarily incomplete, as there can be entire coursed devoted to the topic of social policy and the aged (or aging, which includes all of us).  Still, it is important to have an overview of everything that we will cover in the next hour or so.

The topics to be covered in this presentation are:

· Some facts and theories of and about aging

· Retirement policy

· Income security policy

· Health, disability and other programs for the aged

· Racial and ethnic issues and the aged

· Advocacy organizations for the aged

Before we get to the specific topics of this material, however, let’s have a quick “pop test”--  Don’t worry, the purpose is not really to assess what you know as to help you understand what you do and don’t really know.

II. Quiz on Social Policy and Older Adults

The statements should all be responded to with either a “true” or “false” answer.  After I read each question, let’s take a show of hands to see how many believe of us each statement is true, and how many of us believe each statement is false.

Statement 1:  The number and percentage of people reaching old age are greater than they have ever been.   True?  Or False?

This statement is TRUE.  

SOURCE:  Ambrosino, Heffernan, Shuttlesworth & Ambrosino, 2008, p. 405 and http://www.cdc.gov/nchs/data/hus/hus08.pdf#026 retrieved on April 24, 2009

There are two basic reasons why this is true.  First, life expectancy has increased a great deal.  Just over 100 years ago, in 1900, life expectancy at birth for the entire population was a bit over 47 years.  More recently, in 2005, life expectancy at birth for the total population lengthened to almost 78 years.  (Women are expected to live over 5 years longer than are men.)  Because life expectancy is increasing, more people are living into their post-retirement years and living well into their 70s.  And, if you live to be 75 years of age, you have, on average, another 12 years of life ahead of you.  The elderly are thus becoming a larger percentage of the American population, as well as being larger in number than ever before.  This is also generally true around the world, especially in industrialized countries.

Statement 2:  “Senescence” means “the state of being old”.   True?  Or False?

This statement is TRUE.  Senescence is simply the state of being old. The root word is from Latin, senex, which means “old”.  It doesn’t mean that an older person is “out of it” or “decaying”.  A word describing a different period of life that we may be more familiar with is “adolescence,” which is the time period before maturity.  (The root of the word adolescence” is related to the word “adult” in English.)  Some authors link this to the onset of physical degeneration (Ambrosino, et al., p. 407), but that is putting a negative slant on the word that is, somewhat unwarranted.  While it is true that aging is correlated to loss of some physical abilities, (ok, many physical abilities), this doesn’t necessarily mean that quality of life is always diminished.  Some aspects of life actually improve with age, at least up to a certain point.  

Statement 3:  Older adults generally do not have to worry about finances during retirement.

This statement is FALSE.  

[SOURCE:  Ambrosino, Heffernan, Shuttlesworth & Ambrosino, 2008, p. 418].

According to Ambrosino, et al., “One of the more persistent anxieties for older adults relates to income security” (p. 418).  Fully 13% of Americans over the age of 65 had incomes below the poverty line in 2007 (http://statehealthfacts.org/comparebar.jsp?ind=10&cat=1).  Even for the non-poor elderly, income insecurity can happen for several reasons.  

Older Americans tend not to be in the work force full time and so income-earning possibilities are limited.  Even those who work part-time tend to have income anxieties because such work generally pays only a low hourly wage.  Thus, the aged have to rely on Social Security income, along with whatever savings, pensions or investments they have.  Social Security was never meant to be a retired person’s only source of funds, but it is for millions of Americans.  Savings rates have been very low in recent decades, pensions have gradually been eliminated in many companies, or turned into private investment programs, and, as we all know, investments have been cut by a quarter or more in the stock market for those Americans who did manage to put aside funds for retirement.  The sad quip is that 401(k) retirement investment accounts have turned into 201(k)s.

Statement 4:  A large percentage of older Americans are affected by health problems so severe that mobility is limited. 

This statement is FALSE.  According to Ambrosino, Heffernan, Shuttlesworth & Ambrosin, 2008, p. 421, this statement applies to only 5% of older Americans.  A large majority of the aged are able to remain mobile despite other conditions such as disease or other ailments.  

Statement 5:  Most nursing homes and other long-term care facilities in the US are private, for-profit businesses.   

This statement is TRUE.

[SOURCE:  Ambrosino, Heffernan, Shuttlesworth & Ambrosino, 2008, p. 424].

This fact leads to concerns that patient care takes second place to making a profit.  Some studies have shown that care in non-profit nursing homes is better than is care in for-profit nursing homes.  Long-term care facilities can range, however, from very low quality to extremely high quality.  Naturally, the high quality residences tend to be much more expensive.  

According to a Chicago Tribune story on April 22, 2009, “Last year, a private nursing home room cost an average of $76,460 a year, or $209 per day, according to a Genworth Financial survey. Costs vary considerably by state, and range from an average of $125 a day in Louisiana to $515 in Alaska.” [Source: http://www.chicagotribune.com/health/seniors/sns-health-care-retirement-tips,0,4051117.story retrieved on April 24, 2009).
Statement 6:  Problems of life during old age are spread equally across ethnic and racial groups.

This statement is FALSE.

[SOURCE:  Ambrosino, Heffernan, Shuttlesworth & Ambrosino, 2008, p. 427].

In fact, according to figures shown later in this presentation, problems of old age such as chronic disease are unequally afflicting members of racial and ethnic minority groups.  Non-white racial and ethnic groups also have lower incomes than whites, so all other problems tend to be exacerbated by a lack of economic resources, compared to the situation for elderly whites.

III. Facts about Older Americans

Before moving on, it is important to have a few facts about the situation of the aged in mind.  

In 2007, about 12% of the US population was over the age of 65.

About half of the elderly (7% of the total US population) were over the age of 75

Alaska has the lowest percentage of older Americans (7% of its population is over 65 years of age); Florida has the highest percentage, at 16%.

(www.statehealthfacts.org retrieved on Feb. 17, 2009)

The United States is on the brink of a longevity revolution. By 2030, the proportion of the U.S. population aged 65 and older will double to about 71 million older adults, or one in every five Americans.  

Improved medical care and prevention efforts have contributed to dramatic increases in life expectancy in the United States over the past century. They also have produced a major shift in the leading causes of death for all age groups, including older adults, from infectious diseases and acute illnesses to chronic diseases and degenerative illnesses. Currently, about 80% of older Americans are living with at least one chronic condition.   (Centers for Disease Control and Prevention, 2007, p. iii).

What these facts mean for social work and social workers can be debated.  Almost everyone sees these facts as leading to the conclusion that social workers should move into the field of gerontology because the need for workers with an understanding of the situation is now, and will continue to be, increasing.  This interpretation leads also to a conclusion that social work programs must ramp up their level of knowledge by faculty members and students in order to be positioned to serve this population. 

IV. Facts about Aging

According to Nieli Langer, we need to be careful not to see only the problems associated with aging.  “By acknowledging older adults' resiliency and spiritual resources in light of past and present risk factors, care providers can focus on capabilities, assets, and positive attributes rather than problems and pathologies.”  (2004, p. 611).  Still as Bette Davis is quoted as saying, “Old age is no place for sissies.”
Some of the effects of the aging process are:

· Graying or loss of hair

· Wrinkling of skin

· Diminution of senses (sight, smell, taste, hearing, touch)

· Decreases in heart, lung, kidney capacity

· Loss of brain weight and muscle strength

Not all of these have a negative impact on a person’s ability to enjoy life or take care of him or herself.  Other effects, however, may lead to the need for intervention by someone and the interaction of the elderly person and one or more social policies.

V. Theories of Aging

As with most other things, it can be helpful to have a theory in mind about why something happens in order to understand what is happening and what one can do about it.  When it comes to theories of aging, we can find several to choose from.

One obvious question to ask is “Why do we age physically?”  No one really knows, but some possible answers are:

· Wear and tear on the body creates weaknesses and problems that accumulate over time

· Weakened autoimmune system, leading to less ability to ward off illness and disease

· Cellular changes (less ability to regenerate good cells, more chances of cells mutating to cancer)

While much research is currently being conducted to counteract the effects of the aging process, there is not any consensus on what to do to maintain a youthful body.

Of course, there are theories as well about the non-physical aspects of aging and why it occurs.  Understanding different theories is important because what you believe impacts the actions you take and the policies you support.

A. Continuity Theory

Continuity theory indicates that an individual’s personality, formed early in one’s life, does not change much over one’s life span.  How one adapts to old age is basically the same as how one adapts to any other aspect of life.  As Atchley (1989: 183) states:  

Continuity Theory holds that, in making adaptive choices, middle-aged and older adults attempt to preserve and maintain existing internal and external structures; and they prefer to accomplish this objective by using strategies tied to their past experiences of themselves and their social world. Change is linked to the person's perceived past, producing continuity in inner psychological characteristics as well as in social behavior and in social circumstances. Continuity is thus a grand adaptive strategy that is promoted by both individual preference and social approval. 

If this is your approach to aging, then it is likely that you would work to help any elderly clients use past or current successful coping techniques to overcome the new challenges they face.

B. Developmental Theory

This approach, based on the work or Erick Eriksson, emphasizes the need to master new tasks as one moves through the life cycle, including all the stages from infancy to old age.  Tasks and challenges most associated with the later phases of life include dealing with integrity vs. despair and immortality vs. extinction.

·   Integrity is putting together one’s sense of history with the present and feeling content in the outcome; despair is an inability to integrate one’s past with the present or to achieve contentment.  

· Immortality is extending one’s life through children, contributions to society, other positive effects of one’s life.  Extinction relates to thinking that the end of life is the end of everything one is.

If you subscribe to this approach to the process of aging, you might work with elderly clients in helping them examine these issues in their life.  If people successfully work through these issues, a possible ensuing outcome is wisdom and a sense of peace regarding one’s life.

C. Disengagement Theory

Disengagement theory views aging as a process of withdrawal for older adults (different types of disengagement occur in other times of life).  In this case, older adults slow down by retiring, either voluntarily or involuntarily.  When older individuals disengage before losing their abilities to contribute, it allows younger individuals with more energy and newer skills to take over, thus being beneficial to society.  It is based on the work of Cummings & Henry, 1961).  

At least one reviewer of the theory believes “disengagement theory has a poor conceptual and empirical basis” and should not be followed (Dr. Linda Woolf, Professor of Psychology, Webster University) (http://www.webster.edu/~woolflm/lrdisengage.html )

D. Activity Theory

Activity theory indicates that staying active as an older adult is positive for the individual and society.  Social workers who believe in this approach to aging would campaign for activities and situations for the elderly that keep them moving and interacting with people around them.  

E. Gerotranscendence

Lars Tornstam, a noted Swedish gerontologist, describes what he calls a positive theory of aging.  According to his 2005 book on the subject, 

“The gerotranscendent individual typically experiences a redefinition of the Self and of relationships to others and a new understanding of fundamental existential questions:

· The individual becomes less self-occupied and at the same time more selective in the choice of social and other activities. 

· There is an increased feeling of affinity with past generations and a decreased interest in superfluous social interaction. 

· The individual might also experience a decrease in interest in material things and a greater need for solitary "meditation. Positive solitude becomes more important. 

· There is also often a feeling of cosmic communion with the spirit of the universe, and a redefinition of time, space, life and death.

“Gerotranscendence does NOT imply any state of withdrawal or disengagement, as sometimes erroneously believed. It is not the old disengagement theory in new disguise. Rather, it is a theory that describes a developmental pattern beyond the old dualism of activity and disengagement.”

· “Old age is not a disease - it is strength and survivorship, triumph over all kinds of vicissitudes and disappointments, trials and illnesses.” (Maggie Kuhn)
No matter which theory one subscribes to, it is important to take into account that the elderly are individuals, just as people of all ages are.  They have their own life histories, their own desires and their own needs.  The question is not just, “What are the problems of the elderly?” but also “What are the strengths of the older adults with whom I interact?”  From these questions arise social policy.

VI. Retirement

Retirement can be thought of as the period after we leave the labor market.  Retirement can be voluntary or involuntary.  Involuntary retirement can be caused by not being able to find work, or can be due to disability or other factor inhibiting the ability to work.  The question, of course, is where the money will come from to pay for housing, food, medical care, and so on.  Two primary sources exist for the aged who are not poor:  private retirement plans and social security, or, as it is formally known, the Old Age, Survivors, and Disability (OASDI) fund.  We’ll look at both of these, individually in the next few minutes.

With retirement also comes uncertainty, for most Americans.  Sources of income once out of the labor market are not necessarily either sufficient or guaranteed.  Some of the aged decide to re-enter the labor market, or come out of retirement, in order to make ends meet.  Others, who are unable to work, find themselves in difficult situations.

A. Private Retirement Plans

Private retirement plans can be classified as either defined benefit plans or defined contributions plans.  The more traditional approach is defined benefits plans.  With this type of pension, a worker contributes to a company retirement plan a certain amount every pay period and, in return, during retirement years, receives a certain amount of income (a defined benefit) every month.  The risk is on the company, which must manage the retirement funds in such a way as to meet its obligations to former workers.  In some cases, retirement funds go bankrupt, and the pensions are then funded by a Federal retirement insurance fund, known as the Pension Benefit Guaranty Corporation (PBGC).  According to its website (www.pbgc.gov):
PBGC is a federal corporation created by the Employee Retirement Income Security Act of 1974. It currently protects the pensions of nearly 44 million American workers and retirees in more than 29,000 private single-employer and multiemployer defined benefit pension plans. PBGC receives no funds from general tax revenues. Operations are financed by insurance premiums set by Congress and paid by sponsors of defined benefit plans, investment income, assets from pension plans trusteed by PBGC, and recoveries from the companies formerly responsible for the plans. 

The other type of private pension is called a defined contribution plan.  Defined contribution plans (such as 401(k) plans) take a certain amount of funds each month out of your paycheck and allow you to invest it in a variety of ways.  The amount you have at retirement is dependent on how well your investments do over time.

While allowing for more profit than traditional defined benefit plans, they also have tremendous down-sides if stock market declines.

B. Social Security (OASDI)

Social Security, also known as Old Age, Survivor’s and Disability Insurance, is the federal government’s primary income maintenance program for the elderly.  

Social Security is set up on a “pay-as-you-go” system, where current retirees are paid from contributions of current workers.  The funds that are taken from your earnings are NOT set aside in a special account that only you have access to

The pay-as-you-go feature is leading to a problem for future retirees:  the Social Security funds are projected to be gone in a few decades, even though there is currently a surplus.

According to the Social Security Administration, “without change it is expected that the program will no longer be able to pay current benefits in full starting 2041.  At that time it is expected that only 78 percent of currently scheduled benefits will be payable.”  (http://www.ssa.gov/qa.htm, retrieved on Feb. 17, 2009).

Obviously, we could say a great deal more about the Social Security program, describing its history and the many plans for its reform.  Suffice it to say, it is a major part of the retirement system in the United States at the current time, and is of vital importance to the senior population.

The Social Security System was never intended to be the only source of income for retirees.  Because of the low savings rates of Americans and other issues, many of the elderly in our country do not have income security to rely on as they face the years after retirement.

VII. Income Security and the Aged

Despite the existence of private pensions and Social Security benefits for retirees, income security is not assured for the aged.

A. Income Security facts

· In the US, 13% of older Americans (65+ years) live below the Federal poverty line (compared to 23% of children (18 and under) and 15% of adults 19 to 64 years of age.

· Several states (Minnesota, New Hampshire, Iowa and Alaska) are tied for the lowest rate (7%) while Mississippi is alone in the highest rate (23%)  (Statehealthfacts.org retrieved on Feb. 17, 2009).

· Despite current levels of poverty, the poverty rate among the elderly fell from 35% in 1960 to only 10% in 1995 (though it has risen somewhat since then).

Two researchers give the credit for this decrease to the indexed Social Security payment system, where increases in benefits follow inflation.  

“Our analysis suggests that the growth in Social Security can indeed explain all of the decline in poverty among the elderly over this period.” (Engelhardt & Gruber, 2004, p. 24).

This research provides strong evidence that, properly envisioned and run, governmental programs can have a positive effect on decreasing income inequality and problems of income insecurity.

B. Poverty rate of elderly by race

Despite the good news relating to decreasing levels of poverty among the aged over the last 50 years, the gains have not resulted in equality across America’s elderly of different races

The next slide shows the poverty rate of the elderly between 1992 and 2007, by race.  Whites show the lowest rate (below the all elderly line), with Asian elderly being a bit more likely to be poor.  Black and Hispanic elderly are considerably more likely to be poor during this time period.  In fact, a person who is elderly and Black is about three times more likely to be poor than is an elderly White person.  Elderly Hispanics are about twice as likely to be poor than are elderly Whites.

The reasons for this include lower incomes by Blacks and Hispanics over their work life.  Minorities in the United States also tend to have worse health, and this can drain resources, too.

VIII. Health and the Aged

With age comes greater likelihood of health problems and disability.  Health problems that increase dramatically with age include heart disease, hypertension, stroke, emphysema, asthma, cancer, diabetes, arthritis, etc.

 “Health status was inversely associated with age; as age increased the percentage of adults with excellent health or very good health decreased, and the percentage of adults with fair or poor health increased.” (Pleis & Lethbridge-Çejku, 2007, p. 10).

A. Facts about health and the aged

The Centers for Disease Control and Prevention state:

“The cost of providing health care for an older American is three to five times greater than the cost for someone younger than 65. By 2030, the nation’s health care spending is projected to increase by 25% due to demographic shifts unless improving and preserving the health of older adults is more actively addressed.”  (CDC, 2009)

Fortunately, due to government programs, almost all elderly persons have health insurance.  

According to the Census Bureau, in 2006, only 1.5% of the elderly were without health insurance. This rose to 1.9% in 2007 (DeNavis-Witt, Proctor & Smith, 2008, Table 6, p. 22).

For those over age 65 with private health insurance, 44% felt they had excellent health, 37% had good health and 20% had fair or poor.  For the aged with Medicare, the figures are 39%, 33% and 28%, respectively (Pleis & Lethbridge-Çejku, 2007, p. 58).

B. Health programs:  Medicare

The main health care program for the aged is Medicare, which is designed for people 65 years and older, people under age 65 with certain disabilities and everyone with end stage renal disease.  

Part A helps cover hospital, skilled nursing, hospice and home health care.  Part B helps cover doctors’ services and outpatient care, and some preventative health care.  Part C (Medicare Advantage Plans) are approved by the federal government and act like a Health Maintenance Organization or Preferred Provider Organization.  These are chosen INSTEAD of Medicare Parts A and B and may offer different benefits at different costs than Medicare or other Part C programs.
Part D is the relatively new prescription drug benefit that helps cover the cost of medicine.  To cover costs not paid for by Parts A and B, “Medigap” private insurance is available (Source:  Centers for Medicare and Medicaid, 2009).

C. Health programs:  Medicaid

Medicaid is a joint federal and state government program for people (of all ages) with limited income and resources which was created under the 1965 Amendments to the Social Security Act.  It is means-tested, with programs and benefits that differ from state to state.  Some states, for example, have pharmacy assistance programs to help with the costs of medicines.

According to Barusch (2006), while the elderly and disabled are only a minority of Medicaid recipients, they account for more than half of all Medicaid costs.  Medicaid covers around half of all nursing home costs, making it an important element of health care for the aged.

D. Health programs:  Supplemental Security Income 

The Supplemental Security Income program was begun in 1974 as a way to combine many state-run programs at the national level as a federal-state partnership.  Supplemental Security Income (SSI) is a monthly amount paid by Social Security to people with limited income and resources who are disabled, blind, or age 65 or older. SSI benefits provide cash to meet basic needs for food, clothing, and shelter.  

Unfortunately, the program’s promise to help the elderly and other needy Americans is compromised by payments that do not lift recipients out of poverty and by high levels of non-participation by people eligible for the program, but not enrolled.

There are special programs in Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and American Samoa to help people with limited income and resources pay their Medicare costs because these people are generally are not eligible for SSI.

E. Health Programs:  Home Health Care and Nursing homes

As a result of declining health or increasing motor problems, seniors sometimes have problems living in their own homes.  One option is to provide assistance such as home nursing care or other services so that the aged can stay in their home.  Another option is move in with a relative or friend.  The aged may also move to a nursing home or long-term care facility.  These are state-licensed facilities of varying quality and cost.

IX. Mental Health and the Aged

The elderly are as prone to mental health problems as anyone, and with normal life changes (decreasing mobility, deaths of family members and friends, move from own home to institution) some mental health problems such as depression can occur.  One approach to combating mental illness is through greater awareness and education.  This technique is being used by the Geriatric Mental Health Foundation (www.gmhfonline.org).

A. Facts about mental health and the aged

According to the Women’s Health website, (http://www.womenshealth.org/a/elderly_mental_health.htm), “mental health concerns specific to the elderly include dementia, delirium, psychosis, and depression. Generally, elderly patients are more sensitive to medications and their side effects. Women are especially susceptible to the side effects of various medications prescribed for mental health problems.”

B. Alzheimer’s Disease and Dementia

Alzheimer’s disease is the most common form of dementia among Americans 65 years of age and older.  According to the Women’s Health website, 

Memory loss, language difficulties, difficulty in carrying out motor functions, failure to identify objects, and disturbances in planning and organizing all characterize early stages of dementia. It is common for some of these symptoms to be confused with normal aging or depression. Many cases are not caught early because the growing deficiencies that the patient exhibit may be masked by the compensation of loved ones.

Nearly 10 percent of all people over age 65 and up to half of those over age 85 are thought to have Alzheimer's disease or another dementia. As the population of older Americans increases, so will the number of people with Alzheimer's disease. (Geriatric Mental Health Foundation, http://www.gmhfonline.org/gmhf/consumer/factsheets/alzheimer_disease.html ).

Sometimes medications are used to treat symptoms that are secondary to dementia, such as sleep disruption, depression, and aggressive behaviors. These medications are only treating the symptoms that arise out of the underlying dementia, and do not treat the dementia itself.

Currently, there is no treatment that can stop or cure Alzheimer's disease. Some medications may help slow the disease and control behavioral symptoms, such as insomnia, irritability, anxiety and depression.

C. Delirium

The Women’s Health website indicates that:

“The symptoms of delirium are often misdiagnosed as relating to other conditions. Common symptoms include:

· Sudden reduced ability to focus, sustain, or shift attention 

· Disturbed consciousness 

· Sudden onset of misperceptions 

· Impaired judgment

· Increased or decreased motor activity

“If the symptoms develop over a short period of time, fluctuate over the course of the day, or can be caused by a general medical condition, it is quite possible that the patient is suffering from delirium. A diagnosis of delirium can be made if the patient's EEG (electroencephalogram) findings show a slowing of activity in the brain.

“In order to effectively treat delirium, the doctor needs to first identify the underlying cause. Haloperidol is commonly given to patients experiencing delirium to try to reduce the symptoms.”  (http://www.womenshealth.org/a/elderly_mental_health.htm, retrieved on April 30, 2009.)
D. Psychosis

Again, according to the Women’s Health web page, 

“Psychosis is usually used as another term for schizophrenia or bipolar disorders. Schizophrenia is a group of mental disorders that involve disturbances of thinking, mood, and behavior. Bipolar disorders involve periods of depression followed by periods of mania. Mania can be accompanied by grandiosity, lack of sleep, and excessive activity. One well-known bipolar disorder is manic depression. 

“Of all patients with schizophrenia, only 3% experience their first symptoms in their sixties or after. However, women comprise a large portion of that 3%. The treatment of schizophrenia for elderly patients is largely the same as in other schizophrenic patients. Some of the minor differences are the necessity to treat depression that often results in elderly patients as a result of psychosis. 

“Bipolar disorders occur in approximately 1% of the population. They can be easily confused with other thought disorders, so the patient needs to be carefully evaluated before treated. Elderly patients who are diagnosed with psychosis may also experience delirium or dementia, so these conditions must be treated in addition to the psychosis.”

(http://www.womenshealth.org/a/elderly_mental_health.htm, retrieved on April 30, 2009.)
E. Depression

The Women’s Health organization’s web site has excellent information on depression among the elderly.  They say:

“Depression is a common condition amongst elderly women. Research has shown that more than one third of all depressed patients seen by doctors will go untreated because they are not properly diagnosed. Therefore, it is very important to know the symptoms of depression so that a scenario of misdiagnosis or lack of diagnosis will not occur. Usually women will not complain directly of sadness. Rather, they will complain of a host of other, seemingly unrelated symptoms, which serve to attract their doctor's attention. Common symptoms can include, but are not limited to:

· Disturbances in sleep, self-esteem, libido, appetite, interest, energy, concentration, memory, and movement 

· Feelings of guilt 

· Suicidal thoughts, plans, or attempts 

· Pain

“Depression can be caused by several personal losses experienced in rapid sequence, which is often the case in the elderly. While the lifetime risk for major depression is only 7-12% in men, it is a whopping 20-25% in women. Why this is so is not clear. What is clear, however, is that certain medical conditions seem to be associated with depression. These conditions include, among others:

· Alzheimer's disease 

· Cancer (including breast and ovarian) 

· Congestive heart failure 

· Diabetes 

· Parkinson's disease 

· Rheumatoid arthritis 

· Sexual dysfunction

“The elderly are also commonly taking many more medications than younger people are. Some of these medications are known to be associated with depression. Following is a selected list of these medications:

· Anticancer drugs 

· Anti-inflammatory drugs 

· Progesterone

“Anti-depressants are used to treat depression, and they usually are fairly successful at improving the quality of life of the elderly patient. Psychotherapy is often used in combination with anti-depressants, which can include drugs in these classes:

· Tricyclics such as imipramine, desipramine, amitryptyline, and nortriptyline 

· Heterocyclics 

· Selective serotonin reuptake inhibitors (SSRIs) such as Prozac 

· Monoamine oxidase inhibitors (MAOIs)

“There are quite a few side effects to these medications, which the elderly population is more susceptible to.”

Here is a video clip regarding depression among the elderly: http://www.gmhfonline.org/gmhf/about_vidswf2.html 

X. Substance Abuse and the Aged

A large number of older adults misuse alcohol, prescription drugs, or other substances, and this number is growing bigger. Almost one in every five older Americans drinks alcohol or uses medications unsafely. (Geriatric Mental Health Foundation, 2009).

Substance misuse can occur and cause mental health problems, sometimes by accidently using alcohol or other drugs in combination with prescribed medicines.

Older women may be especially at risk for alcohol problems because they are more likely than men to outlive their spouses and face other losses that may lead to loneliness and depression. Physiologically, women are also at greater risk for alcohol–related health problems as they age. (Blow & Barry, 2003).

XI. Other Services for the Aged

A. General

Area Agencies on Aging (AAAs) are government agencies to coordinate services to older people.  Services they often provide are meal services (congregate-meals, such as at a Senior Center and delivered, such as Meals on Wheels), transportation, needs assessment, information and referral and advocacy for seniors.

Some day care centers exist to provide a safe location for seniors when others cannot be with them.

B. Adult Protective Services (APS)

The National Center on Elder Abuse indicates that between 2-10% of the elderly are victims of elder abuse.

State laws vary, but usually include protections against physical, emotional, and sexual abuse, as well as financial exploitation, neglect and abandonment.

Adult Protective Services (APS) are established to protect the elderly (and others who are dependent adults) from abuse.

Interventions provided by Adult Protective Services include, but are not limited to, receiving reports of adult abuse, exploitation or neglect, investigating these reports, case planning, monitoring and evaluation. In addition to casework services, Adult Protection may provide or arrange for the provision of medical, social, economic, legal, housing, law enforcement or other protective, emergency or supportive services. (National Center on Elder Abuse, 2009, About Adult Protective Services).

XII. Racial and Ethnic Diversity and the Aged

“America’s older adult population also is becoming more racially and ethnically diverse. At the same time, the health status of racial and ethnic minorities lags far behind that of non-minority populations. The burden of many chronic diseases and conditions — especially high blood pressure, diabetes and cancer — varies widely by race and ethnicity”

(Centers for Disease Control and Prevention, 2007, p iii).

American society has many fault lines around racial and ethnic diversity, so it is no surprise that the aged show disparities along these lines as well (as we noted when talking about poverty rates among the elderly)

One statistic is just which groups live long enough to become the aged (life expectancy).

The table on the next slide is instructive, showing that at any given age, whites are expected to live longer than blacks

A. Life expectancy by race

According to this information, for babies born in 2005, at the time of birth, White males will live, on average, to be almost 76 years old, while White females will live to be almost 81 years of age.  Black males, on the other hand, will live, on average, to only about 70 years of age, and Black females will live to about 77 years of age.

The disparity between Whites and Blacks decreases the longer people live.  For example, at the age of 70, the difference between White males and Black males is only 1.4 years compared to the 6.2 years difference at birth.  Similar narrowing of the gap is true for females.

B. Cause of death by race

The differences between the races in the cause of death are not as stark as differences in life expectancy.  About the same percentages of the deaths are caused by heart disease, cancer and stroke across race, although the percentage for Blacks is slightly higher.  Death from diabetes is caused by Blacks, and especially Hispanics, more than Whites.  Alzheimer’s as a cause of death, on the other hand, is highest among Whites.

C. Prevalence of chronic condition in the aged by race

The existence of chronic conditions among the aged varies by race.  High blood pressure is a particular problem of Blacks, with nearly two-thirds of African-Americans suffering from it, compared to about half of Hispanics and Whites.  

Elderly Whites suffer far more from any type of cancer than Blacks and Hispanics.  Arthritis is less of a concern for Hispanics, but affects about half of Blacks and Whites.  Diabetes affects almost one-fourth of Blacks, 22% of Hispanics, but only about 15% of Whites.  Stroke also affects approximately the same percentage of the elderly from every race.

The good news is that all of us are living longer and fuller lives. The bad news is that we are not all sharing in the fruits of progress equally.  It is important to work to ensure that all the aged receive equal benefits from government policy and that we all have equal life chances no matter what our race or ethnicity is. 

This leads to the next section, advocacy organizations for the aged.
XIII. Advocacy Organizations for the Aged

The number of organizations that advocate for the aged and on behalf of the aged is immense.  

Most types of advocacy organizations can find a link to issues or aging and the increasing numbers of the baby boomers hitting retirement age.

Three well-known organizations are listed on the next slide, scores more can be found on the web.

· American Association of Retired Persons, the largest membership organization of people aged 55 and above (www.aarp.org);

· Alliance for Retired Americans, whose mission is to ensure social and economic justice and full civil rights for all: http://www.retiredamericans.org/ 

· American Society on Aging, the largest organization of multidisciplinary professionals in the field of aging: http://www.asaging.org/index.cfm 

XIV. Conclusion

This necessarily brief look at social policy and the aged covers a great deal of ground:

· Theories about aging,

· Retirement policies and programs

· Health care programs

· Mental Health and other types of services for the aged

· Racial and ethnic issues among the aged

· Advocacy organizations for the aged

There are suggestions for further reading in terms of possible websites for additional information at the end of this slide show, as well as full references.

With the number of the elderly certain to grow, and practice needs increase, all social workers can use knowledge of the information in this presentation

XV. For Further Reading

Websites:

· Administration on Aging  www.aoa.gov 

· Alzheimer’s Association  http://www.alz.org/index.asp 

· American Association for Geriatric Psychiatry http://www.aagpgpa.org/ 

· American Association of Retired Persons  www.aarp.org 

· American Geriatrics Society http://www.americangeriatrics.org/about/ 

· Centers for Disease Control and Prevention, Healthy Aging http://www.cdc.gov/aging/saha.htm 

· National Institute on Alcohol Abuse and Alcoholism www.niaaa.nih.gov 

· Substance Abuse and Mental Health Services Administration www.samhsa.gov 
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