Editorial:
Older Women’s Health Issues®

In 1995, the United Nations Human Development Report rated Canada as
the best place to live for men. For women, however, Canada’s relative
status fell to ninth place (United Nations Development Programme, 1995).
According to this report, “in no society do women enjoy the same opportu-
nities as men”. Although attention to women’s issues, and women’s health
in particular, has increased in recent years, information is still relatively
scarce in terms of the distribution, causes, and consequences of health
practices and problems among older community-based and institutional-
1zed women in Canada. This point is particularly salient when considering
the rapidly increasing proportion of senior women in Canada. For example,
in 1991, 18 per cent of Canadian women (1.9 million) were aged 65 years
and over and it is estimated that this proportion will increase to 18 per
cent by 2016, and to 25 per cent by 2041. More importantly, these figures
illustrate that the most rapid increase will occur for the oldest old, namely,
women aged 85 years and older (Statistics Canada, 1995).

Given the longer life expectancy of women, it is not surprising that many
of the health issues of aging, such as an increased risk for multiple drug
use (polypharmacy), multiple concurrent chronic illnesses (e.g., heart
disease, arthritis, rheumatism, osteoporosis, cancer) and disabilities, and
falls, have been referred to as women’s issues (Gee & Kimball, 1987). Older
women are also at increased risk for institutionalization, and appear to
experience relatively higher rates of depression and other mental health
problems associated with increased age and changes to physical health
(e.g., loneliness due to loss of a spouse, memory problems associated with
medication use) compared with older men (Health Canada, 1993). Unfor-
tunately, our understanding of older women’s health risks and potential
areas for intervention has been limited by a lack of appropriate research
and insufficient knowledge about the role of health care, cognitive, psycho-
logical and sociocultural factors in facilitating positive health behaviours
among older women. Each of these is discussed in turn.

1 Multiple Drug Use (Polypharmacy)

Several epidemiological studies conducted in Canada and other countries
(Campbell, Spears, & Borrie, 1990; Chrischilles et al., 1992; Graham,
Carver, & Brett, 1995) have consistently demonstrated high prevalence
rates of drug use and polypharmacy among older individuals and senior
women in particular. The prevalence estimates for prescription and over
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the counter medications related to pain management and sleep or anxiety
problems are considerably higher among older women than men at all age
groups. The higher rate of psychotropic medication use among women may
reflect either an increased willingness of women to take these medications
or an increased willingness of doctors to prescribe them to women. In the
study by Campbell et al. (1990), 32 per cent of elderly women compared
with 16.2 per cent of men were receiving psychotropic drugs. These authors
noted that women were commonly started on psychotropic drugs at time
of bereavement and they were more likely than men to have lost a spouse.

An important concern regarding the relatively higher utilization rates
for certain drug classes among older women relates to their increased risk
for adverse drug reactions. Elderly women may be more likely than men
to experience adverse drug effects (e.g., sedation, disorientation, falls,
peptic ulcers and gastrointestinal bleeding) for several reasons that have
not been well studied:

+ an increased risk for multiple drug use and comorbidity.

* an increased risk for altered drug pharmacokinetics (absorption,
distribution and elimination) and pharmacodynamics (response)
because of smaller body size, exposure to hormone therapy, altered
body composition (higher body fat content, lower body water vol-
ume), altered body metabolism, multiple drug use, and comorbid-
ity.

+ an increased likelihood of diminished physiological reserve neces-
sary to compensate for drug-induced perturbations in normal ho-
meostasis.

There is also increasing evidence that drug response for certain medi-
cations (e.g., beta blockers, psychotropic, and neuroleptic drugs) may differ
among ethnic groups (Merkatz et al., 1993), thus illustrating the impor-
tance of considering the older woman’s ethnic background in prescribing
practices.

2 Chronic Illnesses and Disabilities

Although cancer, particularly breast cancer, has gained prominence as a
health issue among women, it is cardiovascular disease (CVD) and blood
vessel disorders that constitute the most significant health burden for oider
women. The significance of heart disease among older women becomes
apparent when considering the total numbers affected and the associated
morbidity and mortality rates. It is estimated that one in every two women
in the United States can expect to experience serious heart trouble in her
lifetime compared to one in every nine for breast cancer (Healy, 1995).
Moreover, 245,000 women in the United States die each year of heart
disease whereas 46,000 do so from breast cancer. Canadian figures simi-
larly reflect that overall, disproportionately more older women die from
heart disease than breast cancer. Nonetheless, no extensive studies have
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been undertaken to specifically examine sex-related differences in heart
disease risk and prevention among the elderly, despite the recognition that
heart disease is preventable.

Although the Framingham study provided critical data on major risk
factors for cardiovascular disease (e.g., smoking, hypertension, obesity,
diabetes) which were viewed as applicable to both women and men,
regrettably the study perpetuated the belief that women do not get coro-
nary disease and that their complaints of chest pain are needless (Healy,
1995). Further, age-based exclusions in clinical trials of drug and other
therapies for heart disease (Gurwitz, Col, & Avorn, 1992) have resulted in
an underrepresentation of older women in research and thus, a lack of
evidence regarding the benefits and risks of such therapies among senior
women. Such erroneous beliefs and research limitations have directly
affected how women with cardiovascular problems are treated within the
health care system (Beery, 1995). For example,

- Women with chest pain and abnormalities in their diagnostic tests
are less likely to be referred for more intensive clinical evaluations
than are men.

* Women with chest pain are less likely to receive various therapies
(e.g., beta blockers, anticoagulants) and invasive interventions
than are men.

» Women have typically been excluded from research examining the
role of risk factors in the development and prevention of heart
disease (e.g., LDL and HDL cholesterol).

- Age rationing of cardiovascular care evident among some countries
has resulted in sex rationing of care since heart disease in women
occurs 10 to 20 years later than in men.

With regard to functional status and activity limitations, data from both
Canada and the United States reveal an exponential increase with age in
the proportion of the population with reported disabilities. More impor-
tantly, these data illustrate that the prevalence rates of various disabilities
is consistently higher among older women than men at all ages (Statistics
Canada, 1995). The consequence of the greater life expectancy among older
women compared with men is that the former are more likely to live in a
disabled state for a longer period of time without a spouse (and possibly
without other social resources) to help them live independently in the
community. Although under debate, some researchers suggest that gender
differences in disabilities may be the result of methodological artifacts
rather than true health differences between women and men (Gee &
Kimball, 1987). This issue requires clarification.

3 Falls

Falls account for a substantial proportion of injury-related morbidity and
mortality among all age groups, and particularly among seniors. Recent
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statistics from Canada and the United States illustrated that falls are the
leading cause of injury-related hospitalization and accidental death among
persons aged 65 years and older (Riley, 1992). Several studies have
reported an increased risk for falls among senior women compared with
men (Campbell et al., 1990). Possible reasons include a greater reluctance
by men to report falls and an increased likelihood for women to be socially
isolated, to have reduced muscle strength and to use multiple medications,
especially psychotropic drugs. Older women not only appear to experience
higher rates of falling than men, but they are also more likely to suffer
serious soft-tissue injuries and fractures (Sattin et al., 1990), the latter
reflecting their increased risk for osteoporosis.

Among fall related injuries, hip fractures are the most common and are
associated with the highest hospitalization and mortality risk (Kiel, 1993).
In addition to injury and hospitalization, falls and associated fractures may
also result in serious short- and long-term physical and psychological
effects (Nevitt, Cummings, & Hudes, 1991) that may be further compl-
cated in senior women when coupled with increased comorbidity and
differential treatment by the health care system. Some of these effects may
include:

+ fear, anxiety, and depression,

+ increased susceptibility to future falls,
+ social isolation,

+ declining health and functional status,
* loss of independence and confidence,

+ reduced quality of life,

* death.

4 Institutionalization among Women

The higher likelihood among women of entering an institution has been
documented in numerous studies in Canada and elsewhere (Young, Forbes,
& Hirdes, 1994). There are a number of factors that contribute to the
increased risk for women, but the main explanations involve the inter-re-
lationships between changes in health and changes in social relationships
over the life course. As noted above, the longer life expectancy among
women of various ages is also accompanied by a greater probability of and
relatively longer periods with a disability.

The higher mortality among older men of comparable age is also an
important determinant of institutionalization among women. Older men
with functional impairments typically have a living spouse available to
provide social support for activities of daily living (ADL) and instrumental
activities of daily living (IADL). However, the tendency for women to marry
older men and the higher mortality rate of men make women much more
likely to experience widowhood (Martin-Matthews, 1991). Consequently,
older women are more likely to live in a disabled state without a spouse to
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help them live independently in the community. Although children are a
valuable source of social support to elderly widows, they may not have
sufficient resources to cope with the onset of severe disabling conditions.
Similarly, access to formal community services which may reduce the odds
of institutionalization is not available in sufficient amounts to have a
widespread effect on institutionalization rates.

Surprisingly little contemporary research has been done on the social
and psychological aspects of institutional life, and much less is known
about how these aspects relate to gender. For example, it is possible that
the increased likelihood for older institutionalized women to be without a
spouse may have deleterious effects on their quality of life, access to health
resources, as well as health outcomes. Specifically, compared with institu-
tionalized persons with strong social relations, those with no or poor social
networks appear to be at higher risk for:

» lower levels of autonomy,

+ lower psychological well-being,
* poorer rehabilitation outcomes,
» reduced access to volunteers,

» receiving fewer services,

* mortality.

As women far outnumber men in institutional settings for the elderly
(typically 3:1), older women may be at greater risk for poorer outcomes
than older men within these settings because they are more likely to live
long enough to experience greatly reduced social networks, and to experi-
ence deteriorations in health associated with increased age. At the same
time, little is known about the positive effects of institutionalization,
particularly for those senior women who lived alone without support in the
community.

5 Mental Health

The tendency by health professionals and the public to disregard the
significance of mental health problems (such as depression and anxiety) as
important determinants of health and quality of life among older persons
has been particularly detrimental to older women. This is because such
problems are more prevalent among women and increase with several
age-associated factors, including reduced income, inadequate social sup-
port, recent stressful life events and bereavement, physical disability and
drug use (Koenig & Blazer, 1992). Not only may depressive illness contrib-
ute to adverse emotional, social and economic effects, it may exacerbate,
prolong and precipitate physical illness among older women by affecting
various physiological systems, self-care and treatment compliance (Lyness
et al., 1996).

Although depression is generally considered to be treatable among older
persons, the recognition and appropriate treatment of depressive disorders
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by health care professionals has consistently been found to be relatively
poor, particularly for older and more disabled patients (Liyness et al., 1996).
Further, data for community-based elderly indicate that very few older
persons seek out mental health professionals or services for help (Koenig
& Blazer, 1992). Although relatively unexplored among the elderly, it is
also likely that the social stigma associated with mental illness may result
in greater reluctance among certain cultural sub-groups of older women to
recognize or report symptoms. Further research is needed to explore the
risks and adverse effects of mental problems and their under-treatment
among older women.

Although current findings regarding sex-differences in the prevalence
and incidence of Alzheimer’s disease and related disorders are inconsis-
tent, the exponential increase in dementia with age and the longer life
expectancy among women suggest a greater likelihood for older women to
experience a dementing disorder (Health Canada, 1993). Further, given
their predominance as caregivers, it is women, including senior women,
rather than men who tend to experience the significant caregiver burden
and the associated emotional and physical health consequences of caring
for persons with dementing disorders.

6 Preventive Health Behaviours

Despite considerable effort to examine the contribution of preventive
health behaviours to the health of younger and middle-aged women (e.g.,
exercise, nutrition, smoking, cancer screening), the relevance of these
behaviours to the health and well-being of senior women is less clear and
subject to much debate. Major research efforts on risk factors and the
effectiveness of health promotion and disease prevention activities have
generally excluded elderly persons, and, in particular, senior women.
Consequently, a substantial proportion of women at greatest risk for
adverse health outcomes, namely, those in the older age groups, have not
been identified within current guidelines for appropriate preventive health
interventions. The relative lack of information concerning the risks asso-
ciated with poor health practices in old age and the potential benefits of
preventive initiatives after age 65, is largely because of the traditional
emphasis on younger populations for primary preventive measures. This
point is illustrated by the present controversy regarding the appropriate-
ness of breast cancer screening for older women. It has been noted that
most of the landmark studies on the benefits of mammography screening
did not include older women (Costanza, 1994), despite evidence that the
burden of this disease falls disproportionately on the older age groups.
The failure to acknowledge the potential benefits of various preventive
strategies among older women is unfortunate in light of increasing evi-
dence which suggests that older women may experience significant im-
provements in their health and quality of life by altering their lifestyle and
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improving their preventive health practices, including increasing their
level of exercise, improving their nutrition and quitting smoking (Bravo et
al., 1996; Maxwell & Hirdes, 1993; Rosenberg, Palmer, & Shapiro, 1990).

In addition to a lack of research, there are other barriers which have
contributed to insufficient or inappropriate clinical and research efforts
regarding preventive health practices for older women:

+ failure to acknowledge that older women represent an extremely
heterogenous group in terms of their psychosocial, cultural, and
physical characteristics;

+ tendency for health care professionals and the public to classify
health issues of older adults, particularly older women, as “health
problems which are not illness”;

+ the belief that the implementation of certain preventive health
activities among older women (e.g., exercise, smoking cessation)
would profoundly reduce the older woman’s quality of life and that
the costs of the reduction in risk would far exceed the benefits;

+ failure to acknowledge that older women may use different strate-
gies for health prevention.

The possibility that the attitudes and behaviours of health practitioners
toward older women (e.g., their attributions regarding symptoms and
illness and their diagnostic, therapeutic and referral practices) may be
negatively influenced by the socio-economic status, age and ethnic back-
ground of the older female patient, further magnifies concerns about
potential health care inequities among older women. A question of particu-
lar interest for future research relates to whether older women and ethnic
elders in particular, are more likely than other groups to receive less
extensive investigation, fewer treatment options and preventive health
interventions, including advice about screening and lifestyle changes.

In summary, the above review illustrates that as has often been noted
for the elderly in general, our knowledge and understanding of the deter-
minants of health and well-being among senior women has been limited
by research which has failed to recognize the uniqueness of this population.
More importantly, there is increasing evidence that the lack of well-de-
signed investigations incorporating appropriate age-, sex- and ethnic-spe-
cific analyses has contributed to incorrect assumptions about the relevance
of particular health issues to older women and the potential for health
promotion interventions among sub-groups within this population. An
important goal of future efforts in this area will be to identify and imple-
ment strategies to facilitate appropriate research, clinical and policy guide-
lines for the promotion of better health and care for all elderly women.

Note

*  This editorial is based on a White Paper on Older Women’s Health Issues submitted to
the Canadian Association on Gerontology. The original Paper included contributions from
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the following co-authors: Huguette Léger, John P. Hirdes, Kimberly Ellis-Hale, Erin Y.
Tjam, Iris Chi, Tina Wu, and Paula C. Fletcher.
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