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Safeguard and Defend the Personality

of the Elderly

Ladies and Gentlemen,

1. My 1espectful and cordial greeting
goes out to you I am happy about this
meeting; it enables me once again to have
contact with numerous qualified masters
of Medicine present here to take part in
this International Conference, which the
Pontifical Council for Pastoral Assistance
to Health Care Workers has opportunely
sponsored on the subject of “ Longevity
and the Quality of Life, ”

The topic is seen to be of great current
interest in the light of the modified per-
centages of the different age groups in the
world population. Today, throughout the
woild, a constant increase in the number
of elderly persons is in fact being reported:
this entails a greater ethical, moral, politi-
cal, social, and organizational commit-
ment by-all so that adequate security and
effective care will be guaranteed for them,

Not only the world of medicine is in-
volved, whose task is to make possible the
well-being of this particular age group by
preventing illnesses and promoting all
that is feasible to ensure the elderly’s self-
sufficiency; also under discussion are the
family and community structures, whose
duty it is to take steps so that the elderly
may continue to express themselves as ac-
tive elements incorporated into their fam-
ily and social context. Only the solidary
commitment of all can enable the elderly
to obtain proper recognition of their ac-

tive presence in society. If, on account of

its scope, the problem of making the most
of the third age is in fact modern, ancient
is the insight into the legiti macy of the
elderly’s desire to continue to be construc-

tively integrated into life, not just that of

the family, but as individuals and in asso-
ciation with others.

This desire corresponds to the serious
moral obligation, perceived by the con-
science of every man and sanctioned by
Sacred Scripture as well, to offer adequate
care to the elderly. Among the command-
ments of the Decalogue, there is one
which states, “ Honor your father and
your mother as the Lord God has com-
manded you” (Dt 5:16). The Bible does
not call our attention only to the respect

and obedience due parents, but also to the
obligation in justice of assisting and car-
ing for them when they are no longer ca-
pable of providing for themselves: “ Re-
member that they have begotten you;
what will you give them in exchange for
all they have given you? ” (Si 7:28).

2. The great social and cultural changes
of the last fifty years, connected with tech-
nological progress, itself a result of an ex-
traordinary development in the field of
science, have profoundly modified the rela-
tions among generations. In developing
countries, local cultures have conserved
stronger links with tradition and a more
stable role for the elderly, regarded as an
expression of family unity. But in the in-
dustrialized nations evolution has been so
rapid and far-reaching that it has deeply
transformed the social context based on
the patriarchal family: the situation of the
elderly has suffered the consequences in a
marked way.

At the same time, more widely applied
hygiene, preventive medicine, modern
pharmaceuticals, and better and more ap-
propriate nourishment have raised man’s
average lifespan in these countries by
about thirty years in less than a century.
Hence the notable percentage increase of
the elderly. This increase poses a series of
problems of a structural and economic or-
der to which society labors to respond.

3. Sociologists and physicians distin-
guish twe categories of elderly people, the
self-sufficient and those who are not,
avoiding, however, the consideration of
motor sufficiency alone as a discriminat-
ing factor, since a good many of the elder-
ly affected by motor non-self-sufficiency
enjoy full psychic balance and marked
mental lucidity. As is obvious, if the prob-
lems of the first category are lesser, moie
serious and pressing are those posed by
the non-self-sufficient, for whom safe, dig-
nified, and specific care must be pro-
cured.

The present International Conference
seeks to take up these problems, stressing
the close link which must be maintained
between longevity and quality of life In-
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deed, it is not enough to ensure the satis-
faction of the primary needs connected
with longevity: the exigencies posed by the
personal dignity of the elderly must also be
taken into account, making available to
them the set of benefits which will enable
them to lead a life accompanied by activi-
ty suitable for their age Only adequate
employment of physical and psychical en-
ergies can, in fact, safeguard in them solid
awaieness of themselves and a construc-
tive will to live. A less clear-cut distinc-
tion among different age groups and even
the possible prospect of life in a certain
sense without age depend, therefore, on
the quality of life we manage to ensure for
the elderly.

4. Today the rejection of the patriar-
chal family model, especially in rich coun-
tries, has in fact favored the growing phe-
nomenon of entrusting the elderly to pub-

lic or private facilities which, in spite of

good intentions, are generally not in a po-
sition to help them completely to over-
come the barrier of psychological isola-
tion and, above all, family marginaliza-
tion, depriving them of the warmth of the
family, of interest in socicty, of love for
life Sheltering facilities must thus be cre-
ated which will pay greater attention to

these psychological and spiritual needs of

the human being, on which the “ quality
of life ” of those reaching such a stage de-
cisively depends. This can offer a * hu-
mane ” solution to the elderly who do not
have a family of their own to 1ely on or
who are not able to manage their own af-
tairs, or who, in any event, freely wish to
avail themselves of such facilities, 1egard-
ing them as suitable for their situation.

It must be forcefully asserted, however,
that this is not the ideal solution. The ob-
jective we must be oriented towards is
that the elderly be able to remain at
home, relying, if need be, on adequate
forms of home care. In this regard, public
involvement can march side by side with
volunteer action, through the contribution

of initiatives inspired by the teachings of
the Catholic Church, along with those of

other religious and humanitarian move-
ments deserving of respect and gratitude.

5. For the implementation of such an
orientation, not only of a technical nature,
but social and moral as well, it is neces-
sary to refer to certain fundamental values
— like the sacredness of human life, the
dignity of the person, the intangibility of
his freedom — which are inscribed upon
the conscience of each individual and
constitute the basis for every authentic
civilization. In the case of the elderly,
moreover, our thought must move to the
debt of gratitude society owes them for all
they have done for the common good dur-
ing their active years.

These values acquire a special wealth of
content in the light of biblical revelation,
which presents the human being as made
in the image and likeness of God {cf Gn
1:26) and recommends, “ Son, assist your
father in his old age; do not sadden him
while he lives. Even if he loses his judg-
ment, show him compassion.. for kind-
ness to a father will not be forgotten ™ (Si
3:12-14).

6 In recent years science has made
substantial progress in the field of treat-
ment for pathologies of advanced age. On
the basis of curient expertise, it is today
possible to prevent or at least to delay the
appearance of some of these phenomena
by providing for appropriate, well-oriented
aging, wherein external factors as well,
such as nutrition, environment, health ed-
ucation, and hvgiene, play a part.

There are, however, other pathological
phenomena in regard to which current
available knowledge is still insufficient to
program preventive and curative action.
This poses for those working in this
branch of medicine the duty of making a
renewed commitment to acquire more
precise knowledge concerning the etiology
of such pathologies and adequate forms of
care.

But I cannot fail to call everyone’s at-
tention to the need for common action
not to stop at the search for increasingly
sophisticated, costly drugs to the nearly
exclusive benefit of the elderly in rich
countries . The effort of developed nations
must also turn to those vast areas of the
world in which, in spite of the perma-
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nence of admirable family solidarity, en-
demic poveity, illness, insufficient
means, lack of structures, and psychologi-
cal conditioning dramatically shorten the
lives of so many brothers and sisters,
rendering longevity an unlikely target If,
in fact, to work for a qualitatively appre-
ciable longevity is a proper task of sci-
ence and technology, an equally impor-
tant one is to strive so that every man
will be ensured a life parabola leading
from birth to natural decline which is
neither accelerated nor compromised by
subhuman living conditions. The rich
countries, then, must not forget the less
fortunate ones, where, in view of the
large populations, adequate care is guar-
anteed for only a few. The big pharma-
ceutical producers, by way of the human-
itarian policies of the respective States,
should not allow these countries to lack
those medicines — painfully called “ or-

phan drugs” — which, no longer needed
where well-being is greatest, can prove
decisive in vast areas of the world We
should be grateful to those in this field
who aire setting in motion concrete and
unseHish initiatives.

7 Ladies and gentlemen, the close 1e-
lationship which in the very subject of
your Conference you have rightly estab-
lished between longevity and quality of
life allows one to grasp that a percentage
increase in life expectancy should be re-
garded as an inadequate achievement if
the quality of existence does not advance
at the same rate. Nevertheless, to pursue
this objective effectively if is necessary to
involve the whole social body so that it
will bring to maturity a new sensitivity to
this problem Preventive and curative
medicine must be accompanied by broad
action providing for institutions and fa-

Tribute to His Holiness John Paul 11

Your Holiness,

On behalf of all those who have come
from every part of the world to attend this
Third International Conference and all
present, I have the honor to convey to you
our deferential and devout greeting and
heartfelt thanks for having wished to be in
our midst today.

This is the third International Confer-
ence organized by the Pontifical Council for
Pastoral Assistance to Health Care Work-
ers, the Office of the Holy See for Medicine
and Health Care, directed so capably, en-
thusiastically, and successfully by Arch-
bishop Fiorenzo Angelini, who with his col-
laborators in recent years has managed to
revivify around the world the spirit of ded-
ication to humanity which over the cen-
turies has characterized the hospital orders
and the work of missionaries.

Prof. G.B. MARINI BETTOLO

President of the Pontifical Academy of Sciences

The topic for these sessions concerns a
delicate problem in our contemporary soci-
ety, Longevity and the Quality of Life, which
calls for the attention and commitment of
moralists, philosophers, theologians, psy-
chologists, economists, demographers, and
sociologists, in addition to doctors, health
professionals, scholars, researchers, and
scientists, all represented here today.

The subject is, indeed, extremely com-
plex — I would term it many-sided - and
touches upon numerous aspects which are
not only scientific, social, and economiic,
but, above all, concern the human personal-
ity, entitled to full dignity and respect at
every stage of life and everywhere on earth.

Theelderly have for centuries constituted
a precious part of society everywhere, par-
ticularly for their wisdom, the fruit of expe-
rience and age; they have always been sur-




cilities capable of opening to the elderly
the fields of culture, education, and the
most varied activities. The chance to go
on pursuing stimulating interests and
conducting useful activities makes the el-
derly not only feel alive, but also happy
to be so. Each new day of life will then
appear to them in its true light: as a gift
of the always loving providence of God.
In any event, the contribution which
you — scientists, physicians, researchers,

scholars — can make to the pursuit of

this objective remains preeminent. I thus
turn to you to exhoit you to orient your
wotk, with renewed impetus, towards the

safeguarding, defense, and promotion of

man’s entire personality in advanced age,
so that the natural decline in physical en-
ergies will not be accompanied by the de-
cay of psychic and intellectual capacities,
which, precisely in the elderly, may reach
the prerogatives of full maturity and wis-

rounded by respect and attention in the
family and social domains.

In this century, as a result of scientific
progress achieved by medicine, a highly sig-
nificant increase in average life expectancy
has been attained, leading to a sensible in-
crease in the percentage of elderly persons
and occasioning a series of social, econom-
ic, and even ethical problems which remain
to be satisfactorily resolved.

At this Conference the medical, scientif-
ic, organizational, and ethical aspects of the
action to be carried out to give the elderly
not just assistance, but well-being, too, the
quality of life, have been set forth.

This commitment must not be severed
from the moral obligation to ensure for the
elderly solidarity in respect for the person,
who is not only a body, but a spirit, not just
for survival, but for a dignified conscious
life.

dom. The Scripture indeed states,
“ White hairs are a crown of honor; they
are found in the ways of uprightness ”
(Pr 16:31).

To place oneself at the service of the
elderly means to become meritorious as
regards the lives of all, for it means mak-
ing possible the full expression of man’s
potentialities, which, in being peculiar to
each age of life, thoroughly enrich each
for the good of all Here lies the great-
ness of your work, Ladies and Gentle-
men, its nobility and irreplaceableness.
May it contribute further to fulfilling the
words of the Psalm: “In old age they will
still bear fruit, will remain fresh and
green, to proclaim Yahweh’s integrity
(Ps 92:14-15).

With this wish, I invoke divine assis-
tance for you and your woik; as a pledge
of it T wholeheartedly impart my Bless-
ing.

The different topics discussed and devel-
oped in constructive consideration which
we shall all take back with us to our points
of origin have brought out the commitment
we must all make te protecting the human
personality in the elderly as well, providing
not only all the means offered by medical
science, but, above all, giving them com-
fort, solidarity, and love.

With profound devotion, Holy Father,
we await your word and your teaching,
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Closing Statement

1. The Third International Conference
sponsored by the Pontifical Council for
Pastoral Assistance to Health Care Work-

ers, in order to discuss the subject of

“ Longevity and the Quality of Life,”
takes note that at the conclusion of three

exacting days, with the contribution of

men of science, not only has it deeply ex-
amined the problem, shedding light on
different angles, but also offered valid
suggestions to set in motion concrete and
effective initiatives.

2. It is often affirmed that we are once
again passing through a period of confu-
sion in language, loss of identity, the in-
ability to give a general meaning to
things. In truth, technological progress is
50 accelerated and agitated that it has be-
come the dominion of specialists, who, in
turn, control increasingly specific, limited
aspects of it. In industrialized countries,
man has acquired extraordinary power,
but he often does not know how to em-
ploy it and, with anguish and dismay, wit-
nesses its destructive effects. There are
still wars which set against one another

peoples that, though possessing the same
roots, cannot manage to come to an un-
derstanding. Well then, these Internation-
al Conferences show that it is still possi-
ble to understand one another and set out
upon a common road even when such
highly specialized topics as those of
medicine are being dealt with

3. Everyone recalls that the First Inter-
national Conference, in 1986, was devot-
ed to “Pharmaceuticals at the Service of
Life. ” On this subject — so difficult and
the source of so much polemic — we
heard the solemn voice of His Holiness
John Paul I raised to wain about the
need for a rigorous moral code. We then
heard the voices of the scientists who lay
the basis for pharmacological discoveries
or achieve them. There was discussion of
the problem of experimentation on man,
of modern and traditional medicines, of
the needs of developing countries and
programs to meet them, of industry’s re-
sponsibility for the safety and ethical use
of pharmaceuticals. The result was a
clear, unequivocal message addressed to




all working in the field of pharmaceuti-
cals,

4 The Second International Confer-
ence, in 1987, was devoted to “The Hu-
manization of Medicine, ” an equally dif-
ficult subject. It was necessary to define
the aims of medicine and thus implicitly
the meaning of illness and suffering in
life. Once again the voice of John Paul II
was heard by representatives of other reli-
gious confessions. There was renewed dis-
cussion by health professionals and scien-
tists, together with religious, philosophers,
and sociologists. To humanize medicine
means to give glory to it.

5. This is the profound sense, the guid-
ing principle of these International Con-
ferences: when men of good will meet,
there are no difficulties in understanding
or ideological, cultuzal, religious barriers.
The universality of the Catholic and
Christian message has been rediscovered,
its capacity to provide a point of under-
standing and at the same time a response
to man’s fundamental problems. What
joins us is respect for life in ail its forms;
wonder in the face of creation, where ev-
erything has a sense and a meaning: with-
out evil there would be no good, just as
without illness and suffering there would
be no health; the need to comprehend, to
provide a foundation for our existence
even beyond reason: this does not mean
repudiating it, but, while grasping its lim-
its, at the same time seeing its incapacity
to furnish an explanation for things; and,
at the bottom of all of this, the rediscov-
ery of religion, which is the profound con-
science of mankind, For us, as Catholics,
there is also a rediscovery of our cultural
identity, which is a guide for earthly life

in addition to the afterlife. An identity of

which dialogue and mutual understanding
are integral parts.

6. These considerations apply as well to
this Third International Conference, in
the course of which senescence has been
discussed from diverse standpoints. The
dimensions of the problem, which is al-
ready immense today, but will be even
vaster in the future, in developing coun-

tries as well, have been specified. Not on-
iy the medical, but also the ethical, socio-
logical, political, and philosophical impli-
cations of this problem have been exam-
ined Senescence is not the decline of life,
but another phase, just as important as
procreation, growth, and maturity. It is
thus sacred on both a religious and bio-
logical level Society must regard the el-
derly not with pity, but with respect.
Their dignity should be safeguarded in

medicine, as occurs in all other stages of

life, and through measures and laws
which reappraise and foster their role

7. In summary, this Third International
Conference has reqffirmed respect for life
and its value at all stages and in all its
forms. A reaffirmation with which men
from diverse backgrounds, and with vary-
ing religious and cultural orientations,
have once again found themselves in
agreement. Our profound thanks to all
who have contributed to this achieve-
ment

11
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Old Age Is the Fulfillment of Life

The subject for your sessions,
“ Longevity and the Quality of Life, ” re-
quires reflection on the meaning of human
life. In reality, for the first time in the his-
tory of humanity, scientific progiess seems
to be in a position to obtain what, accord-
ing to the account in Genesis, appeared to
be a mythical privilege of the patriarchs.
They died, as the Bible says of Abraham,

Isaac, and others {(Gn 35:29), “full of

days. ” The current situation of mankind,
afflicted as it is by piemature aging and
assaulted by illness, does not yet allow
what we know to be the life experience bi-
ologically possible for the human species
— the longevity written into man’s genetic
patrimony — to reach its goal.

Human beings could thus live to the age
of 130 years, then, barring an accidental
cause of death. Is this progress? Withou: a
doubt, if — thanks to the quality of life —
they are spared decay and suffering. But
what is the use of this additional time
snatched from death when man is not
spared death? In truth, the most difficult
experience in human life continues to be
having to die.

1. Prolongation of life and the social
dimension

The developed countries make significant
efforts and invest enormous sums to pro-
long human existence and render it less
vulnerable to aging. At the same time, the

better part of mankind is still deprived of

the most elementary care. These people do
not enjoy the “ right to health ” recognized
and proclaimed by the United Nations

How could the countries rich in techni-
cal, economic, and human resources close
their eyes to the “ medical dearth” of nu-
merous fands where hundreds of thou-
sands of children die at a tender age?

For these rich countries, what is the cost
of medicine (and what kind of medicine)?
At the expense of what respect for life? It

is fitting to establish a global balance of
the cost of health — global in the sense of

embracing all mankind. Global amounts
to saying that it takes into account the real
“costs, ” what some will call profits (for
example, earnings from the sale of instru-

ments of death, pesticides and fertilizers,
medicines, and so on) and what must be
called losses (such as millions of deaths by
extermination, famine, abortion, etc.).
The economists should thus recognize
how much a human life “ costs ” accord-
ing to their unit of reckoning: for each sur-
vivor, how many corpses? And at what
price? This global balance would lay bare
the immorality of many choices by soci-
ety...

How could a society wishing to call it-
self humane and Christian stand as a bas-
tion of longevity and physical health in
the face of whole populations in moiial
peril cach day — without mentioning the
epidemics, like AIDS, which strike rich
and poor?

A policy for old age, though felicitous,
cannot be built over the devastated bodies
of a largely unfortunate mankind! What
sense would such “ survival ” make? What
is its meaning for flife in its wholeness .

At this point in our reflection, two bibli-
cal figures may enlighten us: two aged
men confronted at death in regard to the
lives of others. _

The first figure, presented to us by
Matthew (2:1-18), is that of the old king
Herod, bound to the wild phantoms of
power; the second figure, presented to us
by St. Luke (2:25-30}, is that of the old
Simeon. Both face the coming to birth of
the future in the person of the Christ-Mes-
siah,

At the news that “ the king of the Jews
has been boin,” Herod, to survive, de-
cides to kill. To survive with kingly power
— rendered ridiculous in the face of his
imminent death — which he has con-
quered and, indeed, usurped. He has the
innocent children of Bethlehem massa-
cred. Jesus is a survivor of this massacre.
Herod kills, thus hoping against hope to
flee from his own death and survive with
his power.

Simeon is also an old man. His attitude
is the opposite of Herod’s. He takes the
Child presented at the temple by Mary
and Joseph into his arms. With words of
blessing he thanks God for the gift of hav-
ing lived long enough to see with his own
gyes “the salvation prepared for all peo-
ples, ” a salvation he is holding in his
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arms. Af this moment he places his life in
the hands of God, in thanksgiving for the
Messianic peace finally granted to Israel
and all nations.

Old age inhabited by the will to power

imagines it can survive at the expense of

others’ deaths.

Or old age as a fruit of hope nourishing
it in faith, brimful of love for God and
men.

2. The time of life: A time of grace offered
to man’s freedom

Second reflection: What is the use of
prolonging life? What does the length of

life mean?

Aging life is not a time devoid of con-
cerns. Let us recall the poem of Ecclesi-
astes:

Remember your Creator while you are still
young,

before the bad days come,

before the years come which, you will say,
give you no pleasure; before the sun and the
light grow dim

and the moon and the siars,

befoie the clouds return after the rain;

the time when your watchmen become
shaky,

when strong men are bent doubie,

when the women, one by one, quit grinding,
and, as they look out of the window, find
their sight growing dim. When the stieet-
door is kept shut,

when the sound of grinding fades away,
when the first ciy of a bird wakes you up,
when all the singing has stopped;

when going uphill is an ordeal

and you are frightened at every step you take
— yet the almond tree is in flower

and the grasshopper is weighed down

and the caper-bush loses its tang;

while you are on your way to your everlast-
ing home

and the mourners are assembling in the
street;

before the silver thread snaps,

or the golden bowl is cracked,

or the pitcher shattered at the fountain,

or the pulley broken at the well-head:

the dust retuins to the earth from which it
came,

and the spirit retumns to God, who gave it
(Qo 12:1-7).

When Jesus asks his disciples, “ Can
any of you, however much you worry,
add a single cubit to your span of life?”
(Lk 12:25), he is inviting them to live day
after day in the hands of God, entrusting
themselves entirely, “ like the lilies in the
field and the birds in the sky,” to the
goodness of our Creator and Redeemer.
Existence, welcomed each day in thanks-
giving as a gift of God, 1eceives its mean-
ing in God’s present, a preview of face-
to-face contact in eternity. This can fill
an entire lifetime and enable us to face
death. '

The length of life, human time, finds
its meaning and fullness in God’s present,
in continuous communion with God’s
eternity.

The prophet Isaiah, in chapter 38, with

touching poetry lays bare the anguish of

King Hezekiah, condemned by an iliness,
and his thanksgiving for the prolongation
of life granted him. When ill, he obtains
from God an extension: “fifteen years
added to the number of his days™; “1I
thought: In the noon of my life I am to
depart. At the gates of Sheol [ shall be
held... Like a weaver I have rolled up my
life; he has cut me from the loom... At
once, my bitterness turns to well-being,
For you have preserved my soul from the
pit of nothingness. . The living, the living
arc the ones who praise you, as I do to-
day.. Yahweh, come to my help and we
will make our harps resound all the days
of our life in the Temple of Yahweh ” {cf.
Is 38:10-20).

The time of life is a grace, a possibility
offered by God to our freedom. Jesus
tells us so in the parable of the barren fig
tree (Lk 13:6-9). “ * For three years now 1
have been coming to look for fruit on this
fig tree and finding none..” * Sir,” the
vinedresser teplied, ‘leave it one more
year... [t may bear fruit next year; if not,
then you can cut if down’ ™ (you will car-
ry out judgment) As with the fig tree, an
increase in life is always a grace given to
man to allow him to give meaning and
realization to his life so that he will final-
ly yield the fruit God expects from him.
The time of our life is always precarious.
Its close remains unforeseeabie. Time is
granted to our freedom, an irreplaceable
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time to direct ourselves, even when every-
thing else is taken away from us.

This is what Christ feaches us in the
parable on watchfulness (Lk 12:35-47)
Human existence is a vigil during the
night; its end is not death, but rather the
coming of the Master, the Lord of all
things, the rising Sun bringing light Hu-
man life worthy of this name demands
watchfulness to be attentive and available
for Him whom we are waiting to encoun-
ter. On the other hand, he who allows
himself to turn away from this attention
is the victim of illusion and the hardening
of his “ heart.” Such is the foolish rich
man (Lk 12:16-21): seeing that his affairs
were prospering, he said, “ 1 will pull
down my barns and build bigger ones and
store all my grain and my goods in them,
and I will say to my soul: My soul, you
have plenty of good things Iaid by for
many years to come: take things easy, eat,
drink, have a good time. ” But God said
to him, “Fool! This very night the de-
mand will be made for your soul. ” Accu-
mulated wealth is of no use. Freedom
alone counts. the time remaining for it is
shoit...

Christ thus resorts to this paradoxical
formula: *“ He who saves his life will lose
it; he who loses it for my sake will save
it ” (Lk 9:24). Yes, the time of life is the
time of fieedom which gives meaning to
life. Whoever agrees to lose his life for
Christ finds it; whoever does not hold on
to it possessively, but opens it to Him
who is its Savior.

To increase the length of life offers the
freedom of man, created in the image of

God, the chance to bring his vocation to
fulfillment. Every extra added onto the
time of our lives is a new field for the un-
folding of our freedom An increase in
grace accorded not only as the fruit of
men’s potency, but as the possibility of a
spiritual miracle, made feasible by human
technique and work In a certain sense,
every man healed is a “ miracle case ” in
the measure in which not only is his body
put back in motion, but he is offered the
spiritual chance to inscribe upon time the
meaning of his life. The postponement of
death, the chance to bring life to comple-
tion.

3. The fruitfulness of old age: Birth from
on high

Old age is often a fearful and feared tri-
al in which one sees one’s strength dimin-
ished and one’s life reduced by a half or
degraded. Why, then, prolong an exis-
tence deprived of the prerogatives of
youth which give life its pleasure and
beauty? Indeed, our society overvalues
yvouth and its creativity and reclutes
therein its vital forces, putting aside the
old, cast adrift by life, and marginalizing

_ them in the limbo of memorics fading

away. The illnesses linked to age can
make this distancing and marginalization
from so-called “ active life ” even crueler.

This was not the vision of old age
among ancient civilizations. The Bibie
witnesses to this fact: “ How fine a thing;
sound judgment with gray hair, and for
the elderly to know how to advise! How
fine a thing: wisdom in the aged, and con-
sidered advice coming from people of dis-
tinction! The crown of the aged is ripe ex-
perience; their glory, the fear of the
Lord ” (Si 25:4-6).

We are not faced with a cultural differ-
ence alone, but, in our time, confiont a
spiritual lack. At the beginning of St
Luke’s Gospel, the angel announces to
Zechariah, * Youwr wife Elizabeth will bear
a son, and you shall name him John.”
The Baptist. Zechariah replies, “1 am an
old man, and my wife is getting on in
years. ” Why is it granted precisely to this
elderly, barien couple to bring into the
world the Precursor of Jesus the Messiah?
“ A prophet of the Most High, he will
lead many children of Israel back to the
Lord their God; he will go before the
Lord to prepare the way for him, to give
his people the knowledge of salvation.
Zechariah will respond by giving thanks
and prophesying: “ Blessed be the Lord,
for he has visited and redeemed his peo-




ple... Thanks to the merciful goodness of

our God, a 1ising Sun will come to vigit
us.”

Isaac, the son granted to Abraham and
Sarah in their old age (Gn 18:9 seq ), had
already been a sign provided by God of a
hope for fruitfulness depending exclusive-
ly on his power.

A fruitfulness, then, not just of biologi-
cal life, but spiritual, fiom on high, an an-
nouncement of the resurrection It prefig-
ures the transformation of human exis-
tence which takes up corporal life in its
spiritual destiny. Metaphorically, it
demonstrates the true fulfillment of life,
which with old age is not exhausted. The
Psalmist had already sung, “ Blessed be
the Lord... He contents you with good
things all your life, renews your youth like
an eagle’s” (Ps 103:5). God restores
youth. Is it perhaps only the illusory im-
age of the adolescence of body and spirit,
that is, of childhood?

To answer this question, let us take the
third chapter of John’s Gospel. Jesus says
to Nicodemus: “ If one is not reborn from

on high, he cannot see the kingdom of

God.” And Nicodemus objects, “ How
can a man be born when he is old? Can
he possibly re-enter his mother’s womb
and be reborn? ” Not without irony, Jesus
replies, “ You are a master in Israel and
don’t know these things? ” You fail to
grasp that human life is not exhausted in
the body, like the life of an animal. The
body of man is a temple, a kind of sacra-
mental, historical place for the eternal ex-
istence of every person. Even in the
body’s senility, the “new birth > is grant-
ed to whoever receives the Spirit of God.

Jesus’ reply to Nicodemus must be ap-
plied by us precisely to the disabled elder-
ly who still have a breath of life. We do
not know the extent to which the secret of
their fieedom is buried. Those who have
assisted elderly or dying persons well
know the spiritual secret hidden in appar-
ent unconsciousness. I can testify that the
proof of our love ever near at hand, of in-
tense faith, of tirelessly repeated prayer,
can unleash in elderly people now de-
prived of words and movement scarcely
perceptible signs demonstrating how their
spiritual vocation is fulfilled in this
supreme trial

That 1s why respect for life up to the fi-
nal breath obliges those caring for it, who
seem fto possess demiurgic power over the
lives of others, to perform an act of faith
in the spiritual destiny of the sick and ag-
onizing. The doctor who prolongs corpo-
ral existence may feel like God: isn’t he
capable of * disconnecting” to interrupt

the bodily course of life? At what point is
it legitimate, if at all, to do so? Can man
become the supreme arbiter of another’s
life and death? In reality, he is only the
arbiter of death. He is in fact the arbiter
of death if we recall that it is up to him to
interrupt life. And when he contributes to

prolonging it, he is not at all the arbiter of

life, for, in this case, it is given by God as
an extra, a possibility, though minimal,
even already buried in the secret of God.
Let us, then, beware of this demiurgic
temptation. Man can kill, only God gives
life. When man helps another to live,
however, he offers him a new, supplemen-

tary chance to live for God. In the field of

medicine, the difficult criterion in distin-
guishing between ends and means, pru-
dent judgment concerning what it is ap-
propriate to do, must be subordinated to
the judgment of moral conscience ade-
quately illuminated according to the
teaching of Revelation. This choice
placed in our hands must never be forgot-

ten, that of each man who finds himself

one day, the last one, facing his death.
Old age is not at all the time of spiritu-
al sterility; on the contrary, it can become
the time of new birth in God. One comes
to ask God to be freed from life. Not, in-
deed, because of unhappiness o1 suffei-
ing, but to reach God. “1 wish to see
God. ” It is necessary, however, to remain
to serve one’s brothers and sisters. St.
Paul was familiar with this chance to ful-
fill his mission to those he had generated
to life, the Corinthians (c¢f. 2 Co 5:6-9),
the dear Philippians: “ For me to live is
Christ, and to die a gain... And vet for
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your sakes it is necessary for me to remain
in the flesh ” (Ph 1:21).

This wish to see God is not a surrender,
disdain for life, but realization in the full-

ness of life. As if, through the fragility of

human life now rendered transparent,
transfigured life could already be dis-
cerned, for which passing to God is the re-
quired threshold.

4. Old age: Fulfillment of life

In his final exchange with the apostle,
Jesus says to Peter, “ When you were
young, you put on your own belt and
walked where vou liked; but when you
grow old, you will stretch out your hands,
and somebody else will put a belt round
you and take you where you would rather
not go.” The Gospel adds, “In these
words he indicated the kind of death by
which Peter would give gloty to God ” (Jn
21:18-19).

The martyrdom reserved for his adult
age restores freedom to Peter in the hands
of Another. Who is this Other? Is it just
the executioner? Isn’t this Other who will
gird Peter really Christ himself, who will
clothe him with his own martyrdom? Isn’t
it Christ himself who will grant Peter the
grace of identifying himself through the
Passion with his Master, whom Peter had
abandoned in his Passion? In Peter’s old
age, isn’t there a fulfillment of the grace
initially recetved in the high priest’s court-
yard, with the tears issuing from his heart
over the Crucified, and later, on the
lakeshore, with the loving words of the
Risen One: “ Peter, do you love me? Feed
my sheep ”? Grace of forgiveness which is
completed in the grace of identification
with the Crucified himself. Peter in his
old age received the measureless grace of
living the Passion of Christ which he had
repudiated since his youth.

“It is I. ” These final words Christ ad-
dresses to him are the first with which he
had previously called him along the shore
of the lake. Until old age, Peter will cher-
ish as the guide and meaning of his life
the first words heard in his youth: “1It
isI.”

It is thus true that old age is the fulfill-
ment of all of life, That is why we cannot,
without evading grace, place a prior limit
on our old age. The norms envisioned in
some western countries to authorize the
doctor in advance to interrupt life in the
case of incurable illness are an affront to
human dignity. It is to commit suicide in
advance. In other words, renounce the un-
foreseeable possibilitics of life. No one

can know in advance what he will want at
that moment. Human life is always open
to the grace of God. To assign a limit be-
forehand means wanting to anticipate the
grace of the present moment, repel and
deny it It is to refuse the unforeseeable
and its grace; it means to despair of God
and of oneself as well. You know the reply
of the Curé d’Ars to a woman in despair
over the suicide of her husband, who had
cast himself into the water: “ Oh!
Madame, between the bridge and the
bank..”

Only God knows the repentance which
may fill the final second of a human be-
ing’s life and save him from eternal perdi-
tion. A lesson of gieat wisdom demon-
strating that no man knows what grace
may be reserved for him in the final
bieath of his earthly existence — includ-
ing even the most obstinate. As a resuit,
no one has the right to renounce it.

For you are my hope, Lord,

my trust, Yahweh, since boyhood. ..

Do not reject me in my old age

or desert me when my strength is failing...!
(Ps 71)

By way of conclusion

God grants us life as a grace and a chal-
lenge. At the same time, life is subject to
God’s judgment. A judgment concerning
which the parable of the foolish rich man,
stiuck down suddenly by death, offers us a
provocative image. A judgment in regard
to which Jesus’ admiring gaze at the poor
widow slipping all she had to live on into
the Temple alms box represents an antici-
pation,

Fulfiliment of a life in the wisdom of
God or folly of a life lost and squandered.
This is the ultimate truth which the face-
to-face encounter with our Judge, full of
mercy, will enable us to grasp. This last
judgment shows us the extraordinary dig-
nity of man’s corporal life. Jesus’ parable
(Lk 11:33-36) on the lantern and the body
discloses its secret: “ The lantern of your
body is the eye.” What light illuminates
your eye and radiates from the lantern of
your body? Is it a sinister light or a daz-
zling one? The body is like the material of
the sacrament of human existence, qua
“body fact, ” with the person transfigur-
ing it. Poor human bodies are clothed
with the luminous dignity inhabiting
them .

The Christian receives the promise and
certainty of this light in Christ, the Light
of the world “ Whoever follows me will
not walk in darkness, but will see the light
of life ” (Jn 8:12).




Niels Stensen: Science and Sanctity

ARCHBISHOP FIORENZO ANGELINI

PRESIDENT OF THE PONTIFICAL COUNCIL

FOR PASTORAL ASSISTANCE TO HEALTH CARE WORKERS

The very recent beatification — cele-
brated by John Paul II on October 23,
1988 — of the scientist, physician, and
bishop Niels Stensen was the occasion
for numerous, profound studies on the
great researcher.

It is not hard to collect from his rich
written production and from testimony
on his work affirmations and proof
which bring out the singular synthesis be-
tween science and sanctity, scientific
knowledge and faith, which Niels Stensen
managed to effect and live out

I shall limit myself to some annota-
tions which I deem to be of special cur-
rent interest, for with unaltered value
they propose anew a truth often disputed
or overlooked: science and sanctity are
not antithetical or two parallel lines des-
tined never to meet, but rather a fruitful
pair, of which the life and work of Niels
Stensen constitute an enlightening confir-
mation.

Stensen lived for only forty-eight years
From a very early age until he was thirty-
nine he was, so to speak, exclusively tak-
en up by his scientific research. At thirty-
nine he was ordained a priest and at
forty-one, a bishop. In the final decade of
his life, then, he devoted himself entirely
to the apostolate. Now, nothing would be
less objective than forcedly to separate
these dates, attributing to Stensen’s sci-
ence his years as a researcher and discov-
erer and to his sanctity his years as a
ptiest and bishop

The religious problem which ever ac-
companied Stensen, leading him, with the
help of grace, to bring his conversion to
the Catholic faith to maturity, was always
interwoven with his passion for scientific
research. Indeed, I would like to state, on
the basis of the testimony at our disposal,
that the conversion of Niels Stensen is sit-
vated on the same path, forms part of the
same itinerary as his activity as a scientist,
to such a degree that, after his conversion,
which definitely aroused attention in the
cultural world of his time, Niels Stensen
continued to recall that it had been pre-
cisely his solicitude in examining nature
as the work of God which had led him to

the happy meeting between science and
the truths of faith.

The circumstance, certainly a mysteri-
ous one, which enabled Stensen to arrive
at religious faith in starting from and with
science — faith which had,in any event, al-
ways accompanied him - did not bring
with it either the renunciation of the laws
governing scientific research or a reduc-
tion of the truths of faith solely to the do-
main of rationality.

In the celebrated opening address he de-
livered to his anatomy classes at the Uni-
versity of Copenhagen in 1673, he assert-
ed, “The finality of the true anatomy re-
searcher is this: through the marvelous
whole of the organism to succeed in ele-
vating us to the noble dignity of the soul

and, as a result, by way of the prodigy of
both, to soar to the knowledge and fove of

their Author ™'

For Stensen holiness was the goal of his
scientific activity, since it was a transla-
tion into life terms of some of the conclu-
sions on the human condition at which he
had arrived through scientific search.

This arrival in fact became exaltation of

science itself, whose inner dynamism is al-
ways accompanied by an ethical motiva-
tion, a moral reason. This does not mean
that every researcher or scientist can or
should follow the same itinerary as
Stensen. The exemplatiness of this scien-
tist and saint must be sought in the sincer-
ity of his investigation, in the uprightness
of his mode of action, in the consistency
between thought and life.

In proposing the figure of Niels Stensen,
therefore, stressing the meeting in his life
between science and sanctity, both are ex-
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alted, according to the open vision recalled
in the message of the Second Vatican
Council to men of thought and science in
these words: “Remember the statement by
one of your great friends, St. Augustine:
‘Let us seek with the urge to find, and we
shall find with the desire to seek still
more’. Happy those who, while possessing
the truth, seek it even more in order to
renew it, go deeper into it, and offer it to
others. Happy those who, though not hav-
ing found it, walk towards it with sincere
hearts.”*

In Stensen, priest and bishop, there is a
rigorous operative coherence with the 100t
conclusions at which he had arrived as a
scientist. The extremely rich correspon-
dence covering the last ten years of his life
shows us that Stensen was most sensitive
to the needs of the weak: he not only de-
prived himself of everything to give to oth-
ers, but availed himself of his vast social
relations to transform them into a means
to aid the needy. He took up, then, that
integral notion of “health” which is at the
very root of scientific research and at
whose service moral rectitude must place
itself.

As the Holy Father, John Paul II, re-
called in the homily delivered on the occa-
sion of Niels Stensen’s beatification, in
him there was no “fracture” between sci-
ence and faith, but, rathet, his holiness was
“an inner step forward” in his exemplary
itinerary. _

Niels Stensen’s own shield is well
known: an anatomically designed heart
crowned by a cross. In referring to this

symbolic design, the Holy Father spoke of

the “science of the heart.” Science con-
cerning the heart and science which is and
must be “heart,” a science which, as

knowledge of the Autor of Creation and of

life, is at once love for creation and life.
Characteristic of Stensen was a great in-

tellectual humility — a humility which was
not a surrender of reason, a renunciation
of reseaich, but awareness of the real di-
mension and truest finality of knowledge.

Stensen’s whole production also enables
us to have access to a notion of sanctity
not bound to stereotyped schemes, but
rooted in his very conception of science,
understood to be hard work, sacrifice, the
capacity not to seek conclusions in ad-
vance which require a long road, availabil-
ity and openness, sincerity in recognizing
limits, joy in sharing the knowledge ac-
quired.

There is a prayer which Niels Stensen
wrote, perhaps the day after his conversion
— a prayer we might describe as the prayer
of the scientist and reseaicher. It reads,
“ Lord, without whose will not a hair falls
from the head, nor a leaf from the tree, nor
a bird from the air; nor does a thought
come to the mind, a word to the tongue, an
act to the hands. You have led me thus far
by ways unknown to me Guide me still,
whether I see or fail to sce, along the paths
of grace. It is casier for You to lead me
where You will than for me to recede {tom
where my desires lead me ™

It is not without meaning that, in the
span of just two years, the Church, through
the initiative of her Supreme Pastor, has
raised to the altars the physician and scien-
tist Giuseppe Moscati and the researcher
and scientist Niels Stensen. This is an indi-
cation which should lead all, believers and
others, to a reflection on the possibility
and fruitfulness of the encounter between
science and faith. To seek the vestiges of
the Creator in creation is a gratifying task,
for as Bernard of Clairvaux reminds us,
only God, even if not found, is never
sought in vain.’

! NICHOLAI STENONIS, Proemio Demonstrationum Anatom-
icarum . Opera Philosophica, vol 11, p 253

2 Second Vatican Council, Documents Message to Men of
Thought and Science .

3 Cf. L Osservatore Romanc, November 24, 1988

* NICHOLAI STENONIS, Opera Theologica, vol 1, second
edition (Copenhagen: Larsen and Scherz, 1944), p. 220

¥ Quoted by E. VACANDARD, Vie de Saint Bernard (Paris.
1895), vol 1L, p. 236




A Philosophy Focused on Man

A GREETING BY THE CUBAN HEALTH MINISTER,

DR JULIO TEJA

Members of the Presidency
and Delegates,

First of all, we wish to con-
gratulate the Pontifical Coun-
cil for Pastoral Assistance to
Health Care Workers on its
initiative in devoting this
Third International Confer-
ence to the interesting subject
of “ Longevity and Quality of
Life. ” In thanking its Presi-
dent, Monsignor Angelini, for
his invitation, I am honored
to convey to all the distin-
guished participants in this
event a cordial greeting from
the Government of the Re-
public of Cuba and its hope
that the meeting will produce
satisfactory results to raise
the quality of life with all its
implications.

The gradual socioeconomic
development of our countiy,
with the consequent improve-
ment of the National Health
System, has enabled us to in-
crease life expectancy to over
74 years of age, and more
than 11% of the population is
now in the so-called * third
age, ” constituting new chal-
lenges to meet its needs

In different studies con-
ducted in recent years we
have encountered situations
similar to those reported in
other countries, which point
to such fundamental piob-
lems as [eelings of slight so-
cial and family usefulness,
isolation, lack of communica-
tion, obesity, sedentariness,
the need for rehabilitation,
boredom, and depression.

In the early years of the
Cuban Revolution special at-
tention was paid to the first
stage of life to solve the
problems of schools, children,
adolescents; Children’s Ciz-
cles multiplied and many ef-
forts were made to diminish
infant meortality

Beginning in the nineteen-
seventies stress was laid on

care of the elderly. To this
end an entire program was
traced out, including the cre-
ation of the specialty of Geri-
atrics, the progtessive incor-
poration of hospital beds for
specialized attention, and al-
so0, more 1ecently, a national
progiam directly connected
with the development of the
“ family doctor ” model,

We initiated this moedel in
1984 with insistence on spe-

cialized doctors living in the
community they were to
serve. We now have over
6,000 of these doctors caring
for more than 3,800,000 peo-
ple amounting to 36% of the
population, and we must
reach everyone with this
model of primary cate by the
year 2000,

As part of the family doc-
tor modzl for care one of the

most promising experiences
had its start: the Grandpar-
ents’ Circles.

This movement allows us
to organize the elderly in the
areas in which they live for
the purpose of introducing
physical exeircise, oiganizing
tecreational activities, and
helping to solve community
social problems.

Recent information on the
basis of complete experiences
shows that exercise not only
halts the process of aging but
can even 1everse it; this

brings out the importance of

the fundamental approach in
creating these Circles, whose
members now tepresent 20%
of the elderly population We
now have 423 general hospi-
tals covering the entire coun-
t1y in which physiotherapeu-
tic gymnasiums and rehabili-
tation-physiotherapy services
are being introduced to meet
the demand

To complement this special
program for the elderly a na-
tional campaign is being con-
ducted against smoking,
sedentariness, and obesity
which will undoubtedly bene-
fit this group as well.

In parallel construction of

homes for the elderly pro-
ceeds where those lacking rel-
atives to care for them are
completely or partially

housed and the practice of

exercise is being introduced,
along with some of the expe-
riences we have mentioned.
In Cuba many of these
homes are looked after by re-
ligious congregations which
are examples of abnegation,
dedication, and love for one’s
neighbor.

This summarizes our policy
and our philosophy towards
man, who, thanks to science,
is approaching the genetic
possibility of greater longevi-
ty. We have the moral obliga-
tion to guarantee it with dig-
nity and love
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Scientific Research at the Service

of Longevity

First, I would like to thank
Archbishop Angelini and the
Pontifical Council for Pastoral
Assistance to Health Care
Workers for inviting me to
participate with this very dis-
tinguished group. Tt is especial-
ly gratifying to come to the
Vatican to be present at this
International Conference on
Longevity and Quality of Life
because prior to my medical
training, my education includ-
ed scholastic philosophy at
two distinguished Catholic
universities.

My focus today is on the
mind and the organ which
serves it, the brain As I will il-
lustrate, the increasing ability
of medical science to enhance
longevity thiough advances in
the treatment and prevention

of the major killers of

mankind has brought in-
creased attention to brain
function. Indeed, it is especial-
ly appropiiate at this confer-
ence to note that it is the brain
that represents the intersection
of the physical life and the

spiritual hife--that is, the life of

the soul. What I will attempt
to demonstrate today is that,
in our modern woild, patho-
logical brain function compris-
es one of the principal limits
to the quality and prolonga-
tion of life

We are witnessing an expo-
nential growth in the propoi-
tion of our population that is
over 65 years old. In the not
too distant future, 1 out of 5 in
the U.S population will be in
this age group, a demographic
reality reflected throughout the
developed countries In Figure
1 are findings of the recent
Epidemiological Catchment
Area study in the United
States, conducted by the Na-
tional Institute of Mental
Health (Regier et al. 1988)
When one cxamines the one
month prevalence of mental
disorders by age group, it is
clear that the over-65 age

FREDERICK K. GOODWIN, M.D.

Administrator, Alcohol, Drug Abuse, and Mental Health

group actually has the lowest
incidence of these disoirders
Note that these data are drawn
from direct population surveys
and do not reflect patients self-
selecting for admission to
treatment centers. The only
mental disorder which clearly
shows an age-related increase
is severe cognitive impair-
ment; here, we see a stepwise
increase to the point that those
over the age of 85 have nearly

a 20 percent incidence of

severe cognitive impairment I
will return to this issue.

Among the mental disor-
ders, depression warrants our
special attention today De-
picssion is best viewed as a
spectrum. At one end of the
spectrum Is normal depression
— feelings of sadness and de-
pressed, pessimistic thoughts
in reaction to everyday disap-
pointments in life, losses, or
thieats to one’s self-esteem.
The important peint about
normal depression is that it
does not interfere with func-
tioning nor does it involve
physiological or physical
symptoms At the opposite end
of the spectrum is major de-
pressive illness, a complex syn-
drome that not only involves
cognitive and mood changes,
but also involves considerable
physiologic distuption and sig-
nificant interference with nor-
mal functioning.

A diagnosis of clinical de-
pression requires a definite du-
ration of symptoms; that is,
the cluster of symptoms are
experienced relentlessly, week
after week. Near the normal
end of the spectrum are the
grief reactions which are inhet-
ently a part of life. These reac-
tions initially can mimic many
of the symptoms of serious
clinical depressions, but do not
have the prolonged course In-
termediate in the spectrum are
“ reactive o1 “ neurotic "de-
pression, both terms which no
longer are in use Under earlier

Administration, US Department

of Health and Human Services

diagnostic systems, these
terms designated a less serious
form of depression, particular-
ly with regard to physical
symptoms and functional inca-
pacity Recent research indi-
cates that the presence ot ab-
sence of precipitating stresses
in one’s life does not differen-
tiate whether or not a depres-
sion is going to be more func-
tionally disabling and moie
physiclogical. Apparently, the
nature of the depression de-
pends more on individual vul-
nerabilities, which are largely
genetic, than it does on the
contribution of environmental
factors.

When elderly individuals be-
come depressed, they are more
likely than are younger persons
to have physical symptoms
These will include the so-
called endogenous symptoms
of early morning awakening,
diurnal variation, weight loss,
and the like

Of special impoitance to our
discussion here is the promi-
nence of cognitive symptoms.
To quote a patient of mine:
“My mind has slowed down
and burned out; it is virtually
uscless. ”This statement indi-
cates the dementia that can be
associated with serious depres-
sion. Unlike other forms of de-
mentia which T will speak of
today — and this is an impor-
tant distinction — the demen-
tia portrayed in this statement
1s reversible because major de-
pressive illness is one of the
most treatable disorders
among all the mental disor-
dets.

Major affective disorder is
fundamentally longitudinal,
that is, with recurrent
episodes. Recurience is ex-
pressed in two fundamental
patterns: unipolar and bipolar.
Unipolar depressive disorder,
in which depressive episodes
alternate with periods of nor-
mality or nearly normal func-
tioning, represents about two-




thirds of the cases. In bipolar,
o1 manic depressive disorder,
depressions alternate either
with normal periods or with
hypomanic or manic episodes,
states which in many ways rep-
resent the opposite of depres-
sion. The manic patient is hy-
peractive, hyperaroused with
intense feelings of euphoria.
The mind races. The patient is
grandiose, and feels he or she
can do anything; he needs very
little sleep and is infused with
boundless energy. As the syn-
drome progiesses to its most
severe stages, the manic pa-
tient becomes increasingly dis-
organized with a mind racing
so fast that one can no longer
keep track of reality Manic
episodes are very destructive
and result frequently in behav-
iors that can wreck marriages,
careers, and family savings.

An interesting aspect of ma-
jor affective disorder is that,
left untreated, the patient will
eventually recover sponta-
neously. The average duration
of an untreated depressive
episode is appioximately one
year; that of the untreated
manic episode is appioximate-
ly four months. The effective
treatments that are available
today can dramatically shorten
the duiation of both depres-
sive and manic episodes,
bringing them into remission,
generally, within a few weeks
of the initiation of treatment.
A tragic consequence of un-
treated depression, however, is
suicide: 15 percent of patients
with major depiessive illness
will die by suicide. Of particu-
lar import to this conference is
the fact that this rate is dispro-
portionately higher among old-
er depiessive patients,

Table 1 lists similarities be-
tween normal aging and * en-
dogenous “features of depres-
sion which 1 described earlier.
You will recall that I noted
that when older people be-
come chinically depressed, they

are more likely to have a de-
pression with these endoge-
nous feaiures. This likelihood
presumably reflects the con-
vergence of the depression
with natural biological changes
associated with older age.

it is well known that among
the important psychological
factors capable of precipitating
depressive episodes is loss.
Table 2 outlines some aspects
of the aging process and its as-
sociation with loss. In addi-
tion, of course, biological
changes associated with nor-
mal aging, such as those listed
in Table 3, also may be rele-
vant to depression

Yet ancother factor con-
tributing to the heightened risk
of depression in the elderly is
the frequent use of drugs that
can cause or precipitate de-
pression. Given the fact that
the elderly have increased inci-
dence of various physical dis-
orders, they are more likely to
be on a variety of medications,
Many of these agents can af-
fect mood and, particularly
among those who are predis-
posed genetically, can even
precipitate depression. Drugs
commonly associated with de-
pression in the elderly are hst-
gd in Table 4.

In what has preceded, we

have reviewed a pumber of

age-related changes that would
seem to increase the risk of de-
pression in the elderly. What,
then, is the evidence regarding
the incidence of depression in
different age groups? First, let
us consider serious depression
as reflected in data on hospital
admissions for depression and
mania as a function of age.
Available data suggest an age-
related increase in hospitaliza-
tions for depression among
males (but not among females)
over the age of 50, Indeed, for
females the admission rates
level oft after age 50 and de-
cline noticeably in the 70-and-
older group

We know that males are
twice as likely to commit sui-
cide as are females and that
the one aspect of depression
which does appear to increase
with age is the risk for suicide.
Given that suicide is probably
the mosi important indication
for hospitalization among
severely depressed individuals,
this may explain why males
continue to show a direct rela-
tionship between age and ad-
mission for depression.

Today, the great majority of

patients with major depressive
illness are treated successfully
as outpatients. Therefore,
when we look at the data from
the recent population survey
of the U 8. (Regier et al 1988),
we see a picture very different
for the hospitalization data.
Recall that these data are
based on direct sampling of
the community using struc-
tured interview techniques As
was the case with mental dis-
orders generally, the incidence
of affective disorders actually
goes substantially down in the
older age groups. Thus, for the
broad spectrum of affective
disorders, we see that the rela-
tionship to age actually is in-
verse

What might account for the
reduced incidence of depres-
sion in those 65 or older? Two
explanations come immediate-
ly to mind. First, some of
those individuals who are
more vulnerable to depression
would alieady have died by
the age of 65. Mortalities
would include those who have
suicided and also would reflect

the increased incidence of

physical problems associated
with depression, principally
cardiovascular disease. Thus,
the over 65 age group repre-
sents “ survivors "who are per-
haps more rebust and resilient
with respect to depression

A second explanation may
be found in the general ten-
dency of older persons to have
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matured psychologically i a
way that equips them to han-
dle disappointments and losses
with more strength and resolve
than typically is seen in
younger, less mature individu-
als. In a sense, eldeily people
have adjusted their expecta-
tions and are more realistic
about them.

In brief, in spite of the ob-
jective losses associated with
aging that we discussed previ-
ously, older persons aie not
necessarily more prone to de-
pression; this is particulaily
tiue when we consider the
broad spectrum of depressions
rather than just those which
are sufficiently serious to 1e-
sult in hospitalization.

Let me return now to a topic
to which T alluded earlier, that
is, the amenability of depres-
ston to treatment Advances in
the treatment of depiession
represent one of the major suc-
cess stories in modern psychi-
atry and, indeed, in ali of mod-
ein biomedicine In sharp con-
trast to years past, the vast ma-
jority of depressed patienis to-
day can be treated successfully
and returned to normal, hap-
py, and productive lives
thiough the clinical use of an
array of effective drugs and fo-
cused psychotherapy tech-
nigues, which frequently are
used in combination.

Before discussing the differ-
ent treatments of depression as
they apply to the eldetly, how-
ever, I should point out one
unfortunate reality; that is,
two-thirds of individuals who
meet criteria for major depres-
sive disorder do not seek o1 re-
ceive treatment for the illness.
In general, individuals with
mental disorders are less than
half as likely to 1eceive treat-
ment as are individuals with
physical disorders

This disparity in rates of

help-seeking and treatment re-
ceived reflects the stigmatiza-
tion and shame often associat-
ed with mental illness. Stigma
is seen in an assumption held
by much of the population,
and shared as well by persons
who suffer from these iliness-
es, that mental illnesses are
somehow personal failings or
weaknesses. That is, because
mental disorders involve be-
haviors which are analogous to
normal behaviors which in-

volve personal responsibility
and free will, there 1s a tenden-
cy for society not to see them
as legitimate illnesses.

The problem of stigma is
compounded by the fact that,
for many decades, mental
health professionals — in the
U.S particulaily — so strongly
emphasized psychosocial fac-
tors in the etiology of these
disorders that the general pop-
ulation still is not aware of the
importance of biological fac-
tors in the serious mental dis-
orders. Indeed, surveys taken
in the United States reveal
that less than 10% of the gen-
eral public is aware that bio-
logical factors are involved in
these disorders,

This emphasis on psychoso-
cial factors was perhaps in-
spired by the pragmatism of
American mental health pro-
fessionals in past decades. Un-
til the very recent past — no
more than 25 vears ago, or the
mid-1960s — we tended to
construct psychosocial theories
of causality because the prima-
1y tools that we had at our
command for dealing with
mental illness were psychoso-
cial strategies. That is, we de-
veloped etiological theotries
which served to underpin and
justify our limited treatment
capacities. In other words, be-
fore sophisticated and effec-
tive medications were devel-
oped, to have paid attention to
biological factors would have
seemed to be defeatist in the

sense that the identification of

a biological factor would not
point to any treatment and
might even seem to be a way
of “giving up. ” Yet when we
look at the data in a straight-
forward way, evidence for bio-
logical and genetic factors in-
teracting with psychosocial
ones is similar across the
broad spectrum of physical
and mental disorders. We
could make a direct compari-
son between the genetic and
psychosocial factors involved
in diabetes or hypertension,
for example, and those in-
volved in depression, Or con-
sider epilepsy. A century ago,
epilepsy was not understood to
involve abnormal electrical ac-
tivity in the brain; rather, it
too was considered a behav-
ioral disorder for which the in-
dividual was responsible. As a

result, epileptics historically
were treated cruelly, to say the
least. With the accumulation
of scientific evidence demon-
strating that epilepsy involves
abnormal electrical activity in
those parts of the brain which
control motor function, the
moral taint was lifted from
epilepsy

Today, we possess evidence
that forms of manic depressive
or “ bipolar ” illness also in-
volve abnormal electrical ac-
tivity, not in the motor cortex,
but in the limbic structures, re-
gions of the brain which are
involved in and regulate our
emotions. This information
notwithstanding, the tendency
remains to view behavioral
dysconirol associated with this
form of abnormal electrical ac-
tivity in the brain as a “ men-
tal ” disorder that, unlike
physical illness, reflects a char-
acterological flaw or fiailty
that can be explained, exclu-
sively, as succumbing to the
pressures of one’s psychosocial
environment

I believe that at a conference
such as this which is focusing
on ethical issues this aspect of
stigmatization of the mentally
ill warrants our attention.

In spite of the fact that the
majority of depressed patients
do not seek freatment, those
who do generally do quite well.
A wide range of treatments
now is available for the de-
pressive disorders. Recent re-
search suggests that those who
do not respond to the first
choice treatment may well re-
spond to other pharmacologic
strategies. For example, for
many individuals who do not
1espond to a tricyclic antide-
pressant (the class of drugs
which represents the treatment
of first choice for most cases,
and for which there is general-
ly about a 70- to 75-percent
success rate) the addition of
lithium can produce an antide-
pressant response For those
who still remain nonrespon-
ders, the tricyclics can be
changed over to another class
of antidepressants called the
monoamine oxidase in-
hibitors, and thus the propor-
tion of nonresponders is 1e-
duced to perhaps 5 or 10 per-
cent.

With regard to the treatment
of depression among the elder-




ly, we have every reason to be-
lieve that elderly patients can
respond as effectively to an-
tidepressant treatments as will
younger persons, There are,
however, special consider-
ations that need to be taken in-
to account when using antide-
pressant drugs in the eiderly,
Of particular importance is an
increased sensitivity to side ef-
fects. In administering any an-
tidepressant drugs to elderly
patients, dosages should start
at a low level and be increased
very gradualiy, with careful
monitoring for side effects A
number of new antidepres-
sants have been developed re-
cently that have a substantially
reduced incidence of anti-
cholinergic side effects; these,
particularty, should be useful
in elderly depressed patients.
The new agents include bupro-
pion and fluoxetine as well as
trazodone.

Let me turn now to mainte-
nance or prophylactic treat-
ment of recurrent depression
in manic depressive illness.
The original study of Baastrup
and Schou clegantly demon-
strated the capacity of lithium
maintenance to substantially
reduce recurrences of both de-
pressive and manic episodes in
patients with bipolar illness as
well as with recurrent unipolar
depression. Lithium represents
an extraordinary reseaich ac-
complishment in psychiatry
Since it became available in
the United States in the late
1960s, it has saved an estimat-
ed $12 billion doHars which
otherwise would have been re-
quired for the direct clinical
care of patients with depres-
sive disorders. In the era be-
fore the introduction of lithi-
um, a patient with manic de-
pressive illness typically spent
nearly one-fourth of his or her
adult life in the hospital due to
manic or depressive episodes.
With lithium, approximately
80% of these patients can be
maintained successfully on an
outpatient basis, leading nor-
mal or nearly normal lives.

There is a stepwise increase
in rates of dementia among
those 65 or over in the U.S.
population. Overall, the inci-
dence of severe dementia
among persons 65-and-over is
approximately 5 percent; in
the U S, this represents more

than one million individuals.
Recalling the demographic
data reviewed carlier, one can
see how this problem is going
to escalate in the decades
ahead Figure 2 illustrates the

one-month prevalence of

severe cognitive impairment,
tabulated separately for men
and women. Note that women
are more vulnerable to the age-
related increase

Causes of dementia in the
elderly for which treatments
are, o1 are not, available, are
listed in Table 5 Here, I call
your attention to the condition
of “ pseudo-dementia. * De-
pression in the elderly is all
too frequently misdiagnosed as
dementia. In the U S, surveys
have suggested that between
12 and 30 percent of those di-
agnosed as demented have, in
fact, been misdiagnosed and
instead have a treatable disor-
der with dementia as one of its
symptoms. I cannot over-em-
phasize how important it is
that depression in the elderly
be recognized and diagnosed.
Omnce a patient is given the di-
agnosis of dementia there is a
tendency toward therapeutic
nihilism; that is, fo1r individual
physicians and other health
care workers to give up hope
for them and simply wait for
further deterioration. The fact
that this misdiagnosis can
have such tragic consequences
underscores the importance of
physicians® learning how to
recognize clinical depression
and to differentiate clinical de-
pression wiith dementia as a
symptom from primary de-
mentia of the Alzheimer’s
type.

Table 6 lists the diagnostic
criteria for Alzheimer’s dis-
ease, and here, again, I empha-
size the exclusion of known re-
versible causes of dementia
Table 7 outlines diagnostic
features which are useful in
differentiating primary depres-
sion in the elderly from organ-
ic brain disease with secondary
depression, principally
Alzheimer’s dementia with
secondary depression. Table 8
lists those symptoms which
suggest the coexistence of de-
pression and dementia in the
same patient. One should be
aware that treating the depres-
sion can mmprove the overall
functioning of the patient de-

23




24

spite the fact that the primary
dementia will not respond
to antidepressant treatment
per se.

At this point T would like to
note several interesting experi-
mental attempts to treat
Alzheimer’s dementia which
now are being investigated by
my colleagues at the NIMH
Intramural Research program
in Bethesda. One approach in-
volved administration of the
selective MAO-B inhibitor (1-
Depienyl) to hospitalized pa-
tients fulfilling criteria for pri-
mary degenerative dementia
(Tariot, et al., 1987); a signifi-
cant improvement in total
symptoms was found. Fore-
most among the items show-
ing improvement were those
related to mood and motor
behavior, but there was also
some improvement in cogni-
tion, again suggesting that
treatment of the coexisting de-
pression in these individuals
was helpful to their oveiall
functioning. Whether the 1-
Deprenyl had a direct effect
on the dementia itself is not
clear from this data.

There has been extensive re-

search involving the variety of

brain neuropeptides that are
involved in the regulation and
formation of cognition and
memory function. Attention
has been focused especially on
arginine vasopressin and an
analog of vasopressin called
DDAVP (l-desamino-§-D-
arginine vasopressin), as well
as on thyrotropin releasing
hormone {TRH) and ACTH,
adrenocorticotiopic hormone.
Animal studies with these
peptides show enhancement
of normal memory function
under some conditions and, I
submit, 1aise interesting philo-
sophical questions regarding
the wisdom of enhancing nor-
mal function rather than sim-
ply correcting pathological
function associated with ag-
ing Let me elaborate,

In animal experiments in-

volving the enhancement of

normal memory with
DIDAVP, it appears that one
effect of enhanced memory
may be a diminished interest
in one’s immediate environ-
ment. In one such experiment,
in which the animals had
learned not to enter the area
of a cage where the floor gave

them a mild electrical shock,
injection of the memory en-
hancer allowed the subjects to
retain for a much longer time
memory of the negative lean-
ing. Retention of this negative
learning delayed re-establish-
ment of normal exploratory
behavior One thinks of de-
pressed patients who, because
they retain memories of past
injuries for prolonged periods
of time, prove unable to move
onh to new experiences and to
further explore their psychoso-
cial environment. Perhaps we
should consider that the ca-
pacity to forget is an impor-
tant aspect of the acquisition
of new knowledge and, con-
veisely, that unlimited memo-
ry may have its downside.

In any event, a general ethi-
cal issue 1aised by this line of
research concerns attempts to
enhance o1 reverse normal ag-
ing processes as opposed to
attempts to correct clearly
pathological states. I know
that this particular issue will
be discussed by others in this
symposium, so I will do no
more than raise it as a ques-
tion at this juncture.

An example of another new
area of research relating to de-
mentia involves the critical
role of the neuiotransmiiter
acetylcholine., The impoitance
of this transmitter to those
parts of the brain serving
memory function is well-gs-
tablished, and we have evi-
dence that neurons in the
brain which contain acetyl-
choline degenerate in
Alzheimer’s disease. Research
at NIMH involves the admin-
istration to normal volunteers
of scopolamine, a diug which
interferes with acetylcholine.
The NIMH scientists found,
as hypothesized, that scopo-
lamine reduced memory func-
tion (Molchan et al., personal
communication, 1988). Of
considerable interest is the
fact that the investigators
were able to substantially re-
verse this decrease by admin-
istration of the peptide TRH.
They are now exploring
whether TRH administration
might help alleviate cognitive
deficits in patients with de-
mentia who presumably have
an acetylcholine deficit simi-
lar to the one that was in-
duced in these normal volun-




teers by the administration of

scopolamine.

At the level of basic newro-
science, Crawley and col-
leagues at the NIMH have
been working with the peptide
galanin which is known to co-
exist with acetylcholine in key
acetylcholine neurons in the
central nervous system. Le-
sions placed in the acetyl-
choline rich basal forebrain

produce animal models of

Alzheimer’s dementia. Ad-
ministration directly into the
brain of acetylcholine restored
the defective memory in these
animals. As galanin is added
to the injection, cognitive
memo1y performance goes
down (Mastropaoclo et al.,
1988). Since galanin normally
coexists with acetylcholine,
these data would suggest that
it serves some inhibitory role
in acetylcholine’s memo1ty
functions Thus, a potential
treatment strategy is suggest-
ed: if drugs could be devel-
oped that can inhibit galanin
formation or function, the 1e-
sult might be to disinhibit the
endogenous acetylcholine in
the brain and impiove func-
tioning in Alzheimer’s pa-
tients

D1 Crawley and her col-
leagues currently are working
with agents which show
promise for interfering with
the inhibitory actions of
galanin. NIMH also is con-
ducting studies of Alzheimer’s
patients using single photon
emission tomography
(SPECT) to study regional
metabolic activity These
scans illustrate profound loss
of brain material in different
regions, corresponding to the
nature of the defect symp-
toms For example, patients
who exhibit degeneration
largely in the parietal areas
show deticits primarily in spa-
tial relationships and in coo1-
dinated motor movements;
frontal lesions, on the other
hand, are associated with cog-
nitive and memory deficits.
The technology of brain imag-
ing offers considerable
promise in identifying local-
ization of lesions in
Alzheimer’s disease,

Finally, I call your attention
to recent exciting progress in
brain imaging strategies that
would allow the imaging of

specific neurotransmitters and
neurotransmitter receptors
Indeed, in the intramural pro-
gram of NIMH, Weinberger
and colleagues already have
developed techniques for
imaging the acetylcholine re-
ceptor in specific 1egions of
the brain Such techniques
will allow us to progress more
1apidly in efforts to elucidate
the nature of the deficit of
Alzheimer’s disease and, po-
tentially, aid in our search for
new treafments

1 would close with some
general observations. Research
depends upon hope, and, as
well, generates hope It is an
interesting convergence that
we discuss heie today (re-
search on aging) because it
represents the coming together
of the hope of the future with
our elderly citizens who are,
after all, our link to the past.
It is a particularly challenging
task to conduct research on
the brain since the brain is re-
ally the organ of the human
mind, that part of all of us
that enables moral action. As
the Holy Father said at his
speech at a recent scientific
conference here in Rome,
“Qur moral choices must be
as informed as possible, and,
therefore, the pursuit of
knowledge, the unlocking of
the mysteries of nature, is in-
deed in the service of our
moral selves, and can be said
to truly be God’s work.”
Thank vou.
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Table 1

Some Similirities Between Normal Aging and “ Endogenous ” Features of Depression

Decieased sleep with early morning awakening
Decreased appetite

Decreased energy and psychomotor function
Decreased sexual function

Impairment of cognitive and memaory functions
Increased physical complaints

¥ ¥ X ¥ ¥ ¥

Table 2
Age and the Problem of Loss

More physical illness and partial loss of physical capacity
Loss of loved ones with increased social isolation

Loss of role anchors for self-esteem

Partial loss of psychological mastery

More helplessness with increased dependency

* ¥ ¥ X ¥

Table 3

Some Age Related Biological Changes with Possible Relevance to Depression

* Decreased endocrine function with age

* Tncreased levels of monoamine oxidase in brain with age
* Decieased levels of norepinephrine in brain with age

* Increased plasma melatonin with age

* Decreased flexibility of regulatory systems

Table 4
Antifiypertensives
Reserpine Clonidine Hydralazine Methyldopa
Proplanolol Guanethidine
Stimulants
Amphetamine Methylphenidate Cocaine
Steroids
Cortisone Dexamethasone
Antiparkinsonian Drugs
Levidopa Levidopa and Carbidop
Hormone
Estrogen Progesterone
Others
Cimitine Narcotics Barbiturates Neuroleptics
Benzodiazipines Digitalis
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Iable 5
Causes of dementia in the elderly

Disease Treatment Treatment
Available Unavailable

Alzheimer’s Disease XXXX
Atherosclerosis XXXX
(Multiple Infarcts)

Slow Virus XXXX
Depression (Pseudodementia) XXXX

Drug intoxication XXXX
Hypothyroidism XXX

Vitamin B, Deficiency XXXX

Normal Pressure Hydrocephalus XXXX

Subdoral Bleeding XXXX

Infection XXXX

Table 6

Diagnostic Criteria for Alzheimer’s Disease

* Insidious onset of memory disorder, intellectual dysfunction, and disintegration of social interac-
tion and personal habits

* A gradually progressive course of failure in the above functions for a minimum of 12 months

* Exchusion of known, reversible causes of dementia

* The absence of stroke-like neurological episodes or deficits

Table 7

Some Diagnostic Features Useful in Differentiating Primary Depression in the Elderly from Organic
Brain Disease with Secondary Depression

* Prior history of affective illness

* Family history of affective illness

* Omnset characterized by presence of mood changes

* Relative predominance of depressive symptoms over “ organic ” symptoms with lower incidence
of frank disorientation and delirium

Table 8
Symptoms Suggesting Co-Existing Depression and Dementia

* Acute or Subacute Change in Clinical State

* Recent onset of tearfulness

* Change in self-attitude

* Change in vital sense, appetite, sleep quantity, or cycle
* More reclusive

* Symptoms suddenly worse in morning

* Sudden worsening of cognitive state

* Begins complaining of memory disturbance




Demographic Aspects

1. Introduction

Whereas the twentieth cen-

tury has been the century of

demographic growth, the
twenty-first century will be
that of the aging of the popu-
lation, and it could not be
otherwise; indeed, populations
either grow — but cannot do
so indefinitely — or age The
problem thus does not in-
volve aging in itself, a phe-
nomenon taken for granted
and in certain respects reces-
sary; the problem concerns
the velocity and intensity of
aging, and not just these, but
also the way to provide for
and administer aging. In re-
gard to this last point, it
should be considered that one
difficulty connected with de-
mographic tendencies and
projections is that they fail to
convey a sense of urgency It
is easy for problems to be
shelved which will not be-
come manifest until vears
have passed, but the next mil-
lennium is not unimaginably
far off — it is just eleven
vears away, and expiration
dates will “inexorably ” come
since they involve real per-
sons and not hypothetical
events; as only onc cxample,
let it suffice to recall that the
children boin in [988 will re-
tire around 2050.

Dealing specifically with
the problem of aging, we may
state that from a demographic
standpoint the aging of a pop-
ulation consists of an increase
in both the number of ¢lderly
persons and their proportion
with respect to other age
groups. Consequently, the
main indicator of aging is
constituted by variations in
the relative weight of the old-
est age groups within a popu-
lation. In accordance with the
criterion established by the
World Assembly on Aging
held in Vienna by the United
Nations in 1982, as a first ap-
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proximation the elderly popu-
lation is defined as the group
made up of persons aged sixty
Or more.

This demographic phe-

nomenon, on the basis of

which the proportion of over-
sixty-year-olds in a contempo-
rary population could go in

just a few decades from 10%

to 45% and that of over-
cighty-vear-olds from 1% to
10%, is unprecedented in his-
tory and definitely revolution-
ary, for it alters millenary bal-
ances to an extraordinary de-
gree. It in fact spurs reconsid-
eration of economic structure,
social organization, views on
life and the life cycle, and the
system of interpersonal and
intergenerational relations. It
appears to be no less unset-
tling than the technological
revolution under way and the
heralded biological revolution

The process is insidious
and is not always fully and
immediately perceived by
nonspecialists, for it unfolds
silently over long periods
which, to be evaluated better,
should be considetred in both
prospective and i1etrospective
terms; taken jointly, they help
to grasp the curient situation
and formulate the scientific
analysis and political action
needed to face aging.

2. Demographic Aspects
of Aging

2 1. Generdlities

The distribution by age of a
population depends on past
and present tendencies in fer-
tility and mortality and, when
significant in the life of a
population, migration.

The great demographic
transformation has been con-
summated in the West over a
relatively short period: in
about a century average
longevity has tripled, and fer-

tility has been 1educed to a
third, o1 even less

Indeed, the relatively high
biith rate sixty o1 more years
ago associated with the
tremendous reduction in con-
tagious and parasitic diseases
and in infant and maternal
mortality and with improved
nutrition has permitted a very
sensible inciease in the num-
ber of those teaching matule
and old age. Their number
has also incieased as a result
of generalized improvements
in public and private health
services, instruction, and in-
come

Their proportional weight
with respect to the enfire de-
mographic framework will,
however, depend above all on
variations in the births which
sustain the lower pait of the
age pyramid. Aging thus re-
lates to two rates: the rate of
increase in the old and the
1ate of decrease in the young.

A more or less sharp drop
in population growth among
the young, mainly due to a
drop in fertility and births,
provokes “ aging at the base”
of the age pyramid, and this
is the factor which until now
has acted most intensely. An
acceleration of the growth of
the elderly population —
which is generally the result
of a decrease in mortality
among the oldest age groups
that is more marked than that
AmMONE YOUNg age groups —
provokes “upper-level ag-
ing.”

2.2 The trend
in fertility

The lower part of the age
pyramid, sustained by a flow
of births being reduced year
after year in all the western
countries is gradually acquir-
ing the shape of a spindle
Children and young people
are becoming rare to a com-
pletely unforesecable extent,
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nor does it seem that this de-
cline will come to a stop in
the relatively near futuie.

In developing countries,
however, the decline in fertili-
ty, though sensible, has not
yet drastically reduced births,
which instead continue to in-
crease on an absolute basis
for the great mass of people
at the age of fertility

In Italy the fall in the bitth
rate has greatly surpassed that
of countries with traditionally
low or very low fertility, such
as France and Sweden (Table
[y The latest information
available for Italy for a single
year, 1987, shows the average
number of children per wom-
an is 1.3, which is 35% below
replacement level; ie, 2 chil-
dren per woman, replacing
parents numerically, ensure
zero population growth. In
absolute figures, the annual
flux of live births was about
one million in Italy for nearly
an entite century; beginning
in 1974, the decline has be-
come accentuated, and a gen-

eration is now made up of

slightiy over 500,000 births
With such a low fertility,
the process of aging is acceler-
ated; for this reason a vicious
citcle can be created which
proves self-sustaining involv-
ing aging of the population
and demographic decline due
to low birth 1ate and high
death 1ate; this could even
bring about the disappearance
of certain specific subpopula-
tions. Research on “
demographic malaise ” in Ita-
Iy now enables us to see clear-
Iy that if’ in a certain popula-
tion at a certain date there is
low or very low fertility and
the percentage of over-sixty-
year-olds exceeds 30%, it may
be expected with almost abso-
lute certainty that in the fol-
lowing decade there will be an
average yeairly natural popula-
tion gap (difference between
births and deaths) less than -
1%. This decrease further al-
ters the age stiucture, leading
to even more markedly nega-
tive figures of natural increase
and so omn, in a vicious circle
bringing entire districts of
muni¢ipalities to a percentage
of persons over 60 on the or-
der of 40% and to a piopoi-

tion of births to deaths of

about 1:4 or even 1:6.

arcas of

What scenes can be envi-
sioned for the future of fertili-
ty? It is certainly most diffi-
cult to respond. On the one
hand, the cultural, social, and
psychological stimuli which
have led to the current level
of decline in births could be
further reinforced, and cheap,
easy-to-use, safe contracep-
tives with long-lasting effects
— another element for their
broad dissemination — could
be made widely available; it
would, in fact, be possible to
eliminate that small or minus-
cule 1emaining percentage of
unplanned births The
prospect appearing on the
horizon of being able to
choose the sex of the unborn
child would most likely favor
a further decrease in fertility
as well,

On the other hand, such a
marked decline in the popula-

tion might set off a kind of

“social alarm, ” particularly
when a population began to
have 3-5 deaths for every
birth over long periods. There
thus might be a form of reac-
tion by individuals and cou-
ples to a sharp decrease in
births, favored as well by a
noticeable slackening of pres-
sure on the labor market at

that point and by the size of

the population, unquestion-
ably smaller than before. This
kind of reaction could also
find incentives and stimuli in
social policy aimed at return-
ing to a stationary population,
or one that is nearly so,which

1econsidered the value of

birth from a societal and col-
lective standpoint as well and
eliminated the penalties exist-
ing today for whoever wishes
to have a child or an addi-
tional one. The sensation is
that this scenartio foreseeing
the radical modification of
too many factors hard to
change is less likely to take
place, at least on a short or
middle range basis. On this
path, it thus seems that aging
must be prolonged and accen-
tuated over time

2.3 The trend in
mortality

In 1881 the average
lifespan in italy was still 33
years for both men and wom-
en, and at that time no more

than 33% of a generation
managed to reach 60, and 6-
7%, 80. After 100 years, the
average lifespan has reached
74 in Ttaly (71 for men, 78
for women); we obseive very
similar figures in most of the
highly evolved countries
(Table 2), whereas in develop-
ing countries the distance is
even more sensible.

For the purpose of fully
evaluating the future scope of
the degree and rate of aging
in the population, it seems
fundamental to know if the
number of those over 80 in a
generation will ever reach the
proportion of 70-80% and if
average remaining life at 80
will reach 10-15 years (in cur-
rent tables the figure for
women is 7.4), In the psycho-
physical conditions in which
the older elderly find them-
selves today, the attainment
of these two targets would
create far-reaching problems
in all the advanced societies
since the lifespan would be
about 80 almost invariably.

In the light of current
knowledge, after the rectifica-
tion of Bourgeois-Pichat
{1978) on the biological limits
of average lifespan, re-esti-
mated by him up to 73.8
vears for maies and 80.3 years
for females, some demogra-
phers think (biologists have
different criteria and stan-
dards of evaluation and judg-
ment and go a good deal far-
ther in their estimates) that
average lifespan may reach
80-90 vyears and that the pro-
portton of those over 80 may
reach 70-80% or even 92%

In such a situation, one
might usefully ask what bene-
fits can be expected from
these increases. For a number
of researchers, in fact, the
gains in longevity may repre-
sent only added years of
chronic illness. Treatments
for these illnesses might be
mere palliatives used to post-
pone death while leaving the
patient’s health seriously
damaged.

This scenario, at least on a
short and middle range basis,
seems more likely to occur
than the one foresecing a
longer and healthier life as a
result of successful action in
reducing environmental risks
and those linked to lifestyles.




All of this while waiting for
biological and medical 1e-
search to come to control the
degenerative processes of ag-
ing and maintain integrity at
the maximum level possible
or at least individuals’ psy-
chophysical autonomy. Where
and when this took place, av-
erage lifespan might far ex-
ceed 100 vears, and the
events of aging on an individ-
val and collective basis would
all have to be restudied.

One of the most interesting

and important aspects of

trends in mortality concerns
the difference between the
two sexes Men are character-
ized at all ages by an accentu-
ated supermortality which in-
creases over time as mortality
from infectious and parasitic
diseases diminishes and mor-
tality from tumors and car-
diocirculatory illnesses — re-
garding which women enjoy a
kind of “ profection ” whose
causes are largely unknown —
grows; differences in moitality
are for this reason particularly
enlarged in the elderly and se-
nile groups, where theie is a
decided majority of women
increasing with age In all the
developed societies women on
the average live longer than

men: the average length of

women’s lives exceeds that of
men’s by over 8 vears in
France, Finland, and the
USSR and by 6-7 years in al-
most all the other European
countries (including Italy) and
North America (Table 2)
While current trends sug-
gest the possibility of a level-
ing off or reversal of such dif-
ferences, it is too soon to tell
whether the male-female dif-
ference in average lifespan
will in fact be narrowed. In
developing countiies the dif-
ference is generally smaller,
hovering around 3-6 years.

2.4 Classification of
the elderly population

The classtfication of the el-
derly population has often
been — and in many cases
still is — approximate or, in
any event, excessively sum-
marized. Even in statistically
evolved countries, for a long
time in many classifications
of the population by age
groups the old and very old

have frequently been com-
bined into a single group des-
ignated “ 60 and over” or
“65 and over” as the final
category

But numerical growth has
served to demonstrate the ob-
vious: the elderly population
i anything but homogeneous
in regard to the characteristics
of the * 60 and over ” group,
which in fact includes both
the old, who are generally still
independent, active, and in
good health, and the older
and very old, who are often
completely dependent on oth-
ers, unable te look out for
themselves and in precarious
or ill health. It is thus neces-
sary to consider and analyze
not only the size of the elder-
ly population, its proportion
with respect to the total, and
its variations in regard to oth-
er age groups, but also the dy-
namics of the accumulation
and the proportion of the dif-
ferent age groups within the
large category of the old and
very old.

For this reason, the two age
thresholds deemed significant
are 60 and 80, and synthetic
classifications usually refer to
them.

3. Aging in Italy and
the Rest of the World

31 Italy
The values reported in Ta-

bles 3-5 show the dynamic of

aging in the Italian popula-
tion after unification, with
prospects up to the first two
decades of the twenty-first
century, in order to clarify the
meaning better, the tables al-
so include all the measures
and indicators of aging,
among which the most com-
monly used are a) the per-
centage of the total popula-
tion which is 60 (or 63) or
ovel, b) the percentage of the
population which is 80 or
over, ¢) the percentage of the
elderly population which is
very old (80 or over in rela-
tion to 60 or 65 or over), d)

the ratio, per hundred, of

those over 60 or 65 to those
under 15, which is usually
called the “ old age index,” ¢)
the ratio, per hundred, of the
population over 60 or 65 to

that between 20 and 59 (or
64), which is usually called
the “ dependence index of the
elderly population, ” when the
populations to be compared
lack profound alterations in
profile because the average
age of population members is
also used.

It may be observed from
the tables that the great tumn-
mg-point in aging belongs to
this century, particularly after
World War I Indeed, up to
and including 1901, a little
less than half the population
was made up of persons un-
der 20; in 1861 those over 60
were less than 7%, and those

over 30, just 0.4% (one out of

every 263 people), and the ra-
tio of persons under 20 to
those 60 or over was about 7
to 1. The situation at the be-
ginning of the twentieth cen-
tury was not very different,
for the rate of increase of the
old and very old population,
though much greater than
that of other population seg-
ments, applied to small num-
bers and thus gave rise Lo
modest absolute increases for
both the elderly population
(about 40,000 people a year)
and, even more, the very old
{from 2,000 to 6,000 a year
up to and including 1951).

In the last twenty years,
during which every three cal-
endar years there has been a
year’s increase in the average
lifespan, especially after 1974,
when the great drop in Italian
fertility began, the phe-
nomenon of aging has become
manifest in its full signifi-
cance. In the 1981-1988 peri-
od the under-twenty popula-
tion has decreased by 337,000
each year, and those over 60
have, on the other hand, in-
creased each year by 218,000
Those over 80 have, further-
more, increased by 60,000 a
year, whereas the annual in-
crease over the ninety vears
from 1861 to 1951 was 4,500.
In the next decade no less in-
tense will be the growth rate
- very marked and involving
a doubling of the very old
population every 16 years —
and the absoluie increase,
which will reach 82,000 a
year. By 2018 one out of ev-
ery four in the elderly popula-
tion will be over 80.

In the more distant future,
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however, the growth of those
over 60 and over 80 will slow
down In absolute and 1elative
terms, but they will find
themselves living with a fore-

seen decrease in the rest of

the population. Between 1998
and 2018 those over 60
should increase each vear by
112,000, but all the rest of
the population, those under
60, on the assumption of un-
varying fertility — and thus
not the most pessimistic fore-
cast — should drop by
317,000 The relative weight
of the elderly and very old
population will, then, giow
sensibly in relation to the
rest, and this is also verifiable
in both the old age index and
the index of the eldeily’s de-
pendence on the working-age
population {Table 5).

The growth over time of
male super mortality makes
the eldeirly population one
which is increasingly made up
mostly of women In recent
years women have represent-
ed 58% of those over 60;
among those over 80, two out
of every thiee ate women
(1,053,000 in 1989 over
against 524,000 men).

32 The rest of
the world

Tempoial trends and terri-
torial differences among the
old and very old and in aging
processes around the world
are cleaily seen in Tables 6-9,
and we shall thus limit
ourselves to stressing a few
points,

The problem of aging is a
problem of the developed
world, at least for the time
being. The advanced coun-
tries (AC) in 1985 had 24%
of world population, but 44%
of those over 60 (186,000,000
out of 427,000,000) and 61%
of those over 80 (25,300,000
out of 41,700,000). In the to-
tal population, those 60 or
over represent (1985) 15.8%
in AC over against 6.5 in de-
veloping countries {DC), with
a consequent ratio of 2.4 to 1;
those 80 o1 over represent
22% in AC and 0.4% in DC,
with a ratio of 5.5 to 1.

If in DC the problem is
currently reduced, it must,
however, be stated that it is
tending to grow at a very

1apid pace, greater than that
in AC Indeed, in the former,
between 1985 and 2025 those
over 60 should go from 241
to 703 million, a 192% in-
crease; in the latter, on the
other hand, they should go
from 186 to 308 million, a
66% increase. The fact is that
aging grows extremely quick-
ly, with marked transitional
peaks, when the entire pro-
cess of demographic transi-
tion takes place in short or
very short periods as is occus-
ring in different developing
countries.

Among the advanced coun-
trics, Sweden is currently the
“oldest ™ country in the
world; 23% are over 60 and
3 5% over 80, Tapan is, how-
ever, the country which “ will
age ” fastest. The proportion
of those over 60, 14% in
1985, should reach 28% in
2020

Among the large countries,
Italy is one of the frontrun-
ners in the percentage of old
and very old: 18.6% for those
60 o1 over and 2.7% for those
80 or over {1985); both these
figures surpass those corre-
sponding to the advanced
countries as a whole and tend
to grow very fast — at a rate

exceeded only by that of

Japan. In advanced countries
one out of every nine people
was 60 or over in 1950, and
there should be one cut of ev-
ery four in 2020; one out of
every hundred was 80 or over
in 1950, and there should be
one out of every twenty-seven
in 2020 — a revolution of ex-
traordinary scope consummat-
ed in the span of just seventy
years

3.3 Subnational territorial
differences

In developed countiies the
territorial differences in the
aging of the population are
marked — indeed, enormous;
there are ateas where those
over 60 are fewer than 6%
and areas wheie they repie-
sent more than 23% In Eu-
rope there is a belt of very
pronounced aging running
from North to South, from
Sweden to Italy, along a semi-
circle beginning in the south-
central part of Sweden and
Norway, passing through the

south-central region of the
United Kingdom, the south
of France, and the center of
the Iberian Peninsula, and
ending in certain Ligurian
and Piedmontese provinces.
it is the interplay of all past
demography — births, deaths,
urbanization, rural and moun-
tain district depopulation, in-
ternational migrations —
which is variously combined
in the different European
countries to give rise to the
current situation.

These factors come into
play more than ever in Italy,
where demographic events are
strikingly linked to teriitory.
They have provoked sharp
differences among the most
marked in the world which
are not to be found even min-
imally in countries such as
Canada, to cite just one ex-
ample, where economic and
demographic development
have been much less heteroge-
neous

Territorial differences are
found at all levels. The per-
centage of those 60 o1 over in
1988 includes a difference of
4 6 points between the North-
Center (21.2) and the South
(16.4) tending to increase de-
cidedly over the course of
time; on the assumption that
fertility remains constant, this
gap will 1each 7.2 points in
2000 and 12 points in 2015,
At that time nearly one out of
every three inhabitants could
be old or very old in the
North-Center, and one out of
five in the South. The same
trend is found in the popula-
tion of 80 or more: a differ-
ence of 0.9% in 1988 (3.1%
in the North-Center and 2 2%
in the South) which should
grow over time until 2018,
when the North-Center could
have twice as many over 80
as the South The average age
of the population would be 41
in the southern pait of the
country and over 49 in the
northern ceniral zone (Table
10).

Even more marked are the
differences among the regions
The regional minimum for
aging corresponds to Campa-
nia, where fertility always
maintained a rather high level
up to a very few years ago,
whereas the maximum corre-
sponds to Liguria, where the




Table I - Average Number of Children per Woman Around the World and in Certain Counfries

Countries 1950-55 1960-65 1970-75 1980-85 1985-90
Whole World 500 497 445 361 327
Developing Countries 6.18 6 08 541 419 372
Kenya 7.51 812 812 812 7.81
Egypt 6.56 7.07 5.53 527 461
Argentina 315 309 315 313 2.82
Brazil 6.15 6.15 4.70 381 320
China 6.24 593 4.76 2.36 225
India 6.85 6.11 504 389 334
Turkey 597 5.8t 543 475 410
Developed Countiies 284 269 220 1.93 1.85
United States 345 331 197 182 197
Japan 275 201 207 176 165
URSS 2.82 254 244 235 235
Hungary 272 182 2.08 180 170
Sweden 2.21 233 1.89 166 160
United Kingdom 2.18 2.82 2.04 1 80 175
France 273 2.85 2.31 1.87 1.82
West Germany 2.08 2.48 1.62 136 1.36
Italy 2.32 2.55 2.27 1.53 1.40
Source for Tables 1 and 2: U N, World Population Prospects 1988 (New York 1988)
Table 2 - Average Lifespan (in years) Around the World and in Certain Countries
Countries 1950-55  1960-65 1970-75 1980-85 1985-99
MF MF MF MF MF M F
Whole Woild 46 0 515 566 59.3 611 60.0 630
Developing Countries 410 47.6 542 576 397 586 610
Kenya 410 46.0 51.0 560 584 56.5 605
Egypt 424 47.4 321 581 606 59.3 620
Argentina 627 655 67.3 697 706 673 74.0
Brazil 51.0 559 59.8 63 4 64.9 62.3 676
China 40.8 49 5 632 67.8 69.4 69 0 70.9
India 387 455 503 55.4 57.9 578 57.9
Turkey 436 521 579 61.6 641 623 65.8
Developed Countries 657 698 709 723 734 698 772
United States 69 .0 700 713 74.5 754 719 790
Japan 639 69.0 733 769 781 754 811
USSR 64.1 69.2 686 679 69.5 650 7472
Hungary 639 69.0 69.9 696 70.1 66.5 74.0
Sweden 71.8 7335 747 763 771 74.2 801
United Kingdom 692 708 72.0 740 752 72.4 781
France 663 710 724 747 75.6 71.7 79.8
West Germany 675 700 706 739 74.8 716 78.2
Italy 66 0 69.9 721 74 6 756 724 79.1

decline in births has been
more prececious and intense
than in any other Italian re-
gion and towards which there
is an appreciable migratory
flow of retired people seeking
to spend their final years
there. The differences are

such that in 1988 onc out of

every four inhabitants of Lig-

uria is over 60 and one out of
every seven in Campania. On
the assumption that fertility
remains unchanged, in 2018
nearly 40% of the inhabitants
in Liguria would be 60 or
more, and 11% would be 80
or more. In Campania the ag-
ing process will be much less
intense, and in 2018 its in-

habitants could have an aver-
age age of 40 as opposed to
52 among the Ligurians.

The differences between
one provinee and another and
between territories in the
same region or within a single
city are even broader. In nu-
merous little towns of the in-
ner North-Center for years
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Table 3 - Total, Old, and Very Old Population in Italy, 1861-1988, and Forecasts up to 2018

Years 1861 1901 1951 1981 1988 1998 2018
Absolute Values (thousand of Persons)
Total 26,328 34,015 47,540 56,557 57,399 57,814 53,713
0-19 11,465 14,849 16,471 16,816 14,790 11,840 9,216
20-59 13,136 15,901 25,293 29,890 31,452 32,658 28,948
60 + 1,727 3,265 5,776 9,851 11,157 13,316 15,549
60-79 1,627 3,061 5,267 8,604 9,530 10,887 11,909
80 + 100 204 509 1,247 1,607 2,429 3,640
Percentage Values

Total 1000 100.0 100 0 100 0 100.0 100 0 100.0
0-19 435 43.7 347 297 258 205 172
20-59 499 46 7 532 529 54 8 565 539
60 + 6.6 926 121 174 194 230 289
60-79 62 90 11.1 15.2 16.6 18 8 221
80 + 04 0.6 1.0 22 28 42 6.8
60 + 1000 1000 1000 1000 100.0 1000 1000
60-79 942 938 912 873 856 818 766
80 + 58 6.2 8.8 127 144 182 234

N B. @) Population refers to the end of the years 1861, 1951, 1981 and to the beginning of the year for other dates.
b) Population from census data, reconstiucted according to current boundaries up to 1981 ISTAT estimate for

1988

¢) Population Research Institute forecasts fo1 1998 and 2018 (soon to appear); constant fertility and the absence

of migrations are assumed)

Source: Cur own formulation based on the sources indicated.

and vyears there has not been
a single birth, so that districts

encompassing a number of

towns may be identified
where in the 1981 census
those over 60 already reached
35-40% and those over 75 15-
20% (for single municipalities
we lack data for ages exceed-

ing 75). In a little region like
Molise in some districts
grouping together municipali-
ties the proportion of elderly

is about three times that of

other districts; it is also two
or three times that of a single
city, like Rome, if we com-
pare the very aged historical

center to some outlying sec-
tions which are still extremely
young.

Such a diversified situation
poses political and organiza-
tional piroblems of broad
scope which are not easy to
solve. First of all, the prob-
lem of the money flow, of the

Table 4 - Absolute Increase and Rate of Increase of the Old and Very Old Population in Italy

Years 1861 1901 1951 1981 1988 1998
1901 1951 1981 1988 1998 2018
Average Annual Increase (Thousands of Persons)

0-19 85 31 12 -337 -295 -131
20-59 69 188 153 260 121 -186
60 + 38 50 136 218 216 112
60-79 36 44 111 158 134 51
80 + 2 6 25 60 82 61

Average Annual Rate of Increase (%)

0-19 0.65 021 007 -2.12 =220 -124
20-59 048 0.93 0.56 0.85 0.38 -0.60
60 + 160 115 1.80 210 1.78 078
60-79 1.59 1.09 165 175 132 045
80 + 1.80 185 303 432 422 204

N B and sources as in Table 3.




allocation of resources and
the location of social and
health facilities and services.
Secondly, there is the theoret-
ically simpler problem —
though no less difficult in
practice — of rationalizing
existing resounices. To cite
just one example, the prob-
lem of reconverting hospital
personnel and wards to deal
with the very small number
of births and the extremely
large number of old and very
old

4. The Condition of the Elderly
in the Developed World

4.1 The demographic-family
structure and the organization
of dwellings

The presence and role of

the family are intimately
linked to the economic, so-
cial, and psychological well-
being of the elderly Moditi-
cations in civil status and
dwelling-place thus constitute
an essential component in an-
alyzing aging.

From a third to half of the

elderly (we refer here, on the
basis of available data, to the
early nineteen-gighties and to
those 65 or over) are widows
o1 widowers, and among
those 75 or over the propor-
tion is fiom 46% to 61%. The
lowest proportions (31-34%)
are observed in Norway, Swe-
den, and Greece, whereas the
highest {44-47%) are found in
Hungary, West Germany, and
Japan. Italy is in an interme-
diate position in regard to
widows and widowers both
over 65 (37%) and over 75
(54%). The proportions were
higher in 1951: 42% and 58%,
respectively. The drop in
mortality has in fact in-
creased the probability of the
couple’s survival as well.

But it is women who aie
much more likely to be faced
with living alone. 1981 census
data show that in Italy about
nine out of every ten men in
the 60-69 age group are still
married, but only six out of
every ten women. Among
those &0 o1 over, more than
one out of every two men
still is, but only one women
out of every eight This gap

Table 5 - Aging Indicators in the Italian Popalation

between the sexes certainly
does not help to live out
one’s old age serenely from a
psychological and practical
standpoint.

Furthermore, data from re-
cent ISTAT research on fami-
iy structures show that in
1987 one fifth of those be-
tween 65 and 75 and nearly a
third of those over 75 lived
alone (Table 11)

The tendency to live inde-
pendently is thus widely ex-
tended in Italy, as in other
developed countiies. In the
1981 census only 224,000
over 60 were found to be liv-
ing permanently with others
(61,000 males and 173,000
females). Among those 75 ot
over, a4 very smalf proportion
lives in institutions: 2 7% of
total males (but 17% of the
unmarried) and 5.3% of the
females (19% if unmarried)
Of the 480,000 people in Ita-
ly who live with others,
88,000, 18%, are unmarried
women over 75.

From ISTAT rescarch on
health (Table 12), we also see
that at all ages more women
than men feel they are not in

Value of Indicator (multiplied by 100)

1861 1901 1951 1981 1988 1998 2018
Old Age Index
Y65/70-15 13.2 17.7 314 597 772 116.9 1843
Dependence Index of the Aged
P60+/P20-59 131 205 22.8 330 355 40.8 53.7
Percentage of Women among the Elderly
¥60+ 48 8 50.7 551 579 580 576 567
P80+ 482 51.3 56.9 67.1 674 66.4 64 1
Average Annual Increase of the Indicators
1861 1901 1951 1981 1988 1998
1901 1951 1981 1988 1998 2018
Old Age Index
P63/70-15 011 027 094 292 397 337
Dependence Index of the Aged
P60+/F20-59 019 0.05 034 0.42 053 065
Women’s Percentage of the Total
P60+ 005 0.09 0.09 0.02 -0 04 -0 04
P80+ 008 0.1t 0.34 0.05 -0.10 011

N B and sources as in Table 3.
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Table 6 - 1985 Population (in Millions of Inhabitants) and the Percentage of the Population 60 or
Over Around the World and in Certain Countries, 1950-1985, and Forecasts up to 2020

Countries 1985 1950 1970 1985 2000 2020
Whole World 4,854 80 84 88 929 129
Developing Countries 3,680 64 60 66 17 109
Kenya 204 30 34 30 3.0 37
Egypt 48 51 6.7 62 66 104
Argentina 30.3 7.0 10.7 125 132 147
Brazil 136 42 54 6.6 8.0 121
China 1,060 75 68 82 105 166
India 769 56 6.8 68 8.4 12.6
Turkey 50 6.0 7.0 6.5 83 113
Developed Countries 1,174 11.4 14.3 158 18 & 23.9
United States 239 12.1 140 163 16.8 249
Tapan 121 77 107 145 213 277
USSR 277 990 120 131 177 198
Hungary 10.6 113 172 18.2 20.3 270
Sweden 8.4 15.0 19.6 228 228 296
United Kingdom 57 155 18.7 207 207 259
France 35 16 2 181 177 201 268
West Geumany 61 140 19 2 200 246 322
Italy 57 120 157 187 22.2 266

Source Data taken from UN World Population Prospects. Estimates and FProjections as Assessed in 1984 (New

York, 1986)

good health. But, if the num-
ber of days spent in bed and
the number of hospital stays
constitute indicators of seri-
ousness, then at all ages
women are affected by less
serious ailments. The data
show as well that elderly men
turn to medical visits and di-
agnostic checks more often
than women.

4.2 Socioeconomic conditions
and work activity

The old and very old are
more vulnerable not only be-
cause of the set of physical,
health, and living conditions,
but also because they are less
educated and well off than
the rest of the population.
Education level markedly de-
clines with age since we are
dealing with older generations
less exposed to schooling,

The differences in educa-
tion among the various gen-
grations are enormous and
perhaps go beyond what
might be expected; in 1981
50% of those over 75 were
virtually illiterate. The phe-
nomenon is not just Italian,
as is obvious: 62% of Ameri-
cans over 85 do not have a

high school diploma; the fig-
ure drops to 13% for the 25-
34 age group.

It will be necessary to wait
until 2030-2040 in order for
well-educated generations to
reach the most advanced
ages Until that time in eval-
uating the problem of the el-
derly and the policies which
may be adopted to face it
this factor must be taken info
account

As regards involvement in
productive activity among the
most elderly, we may observe
its decline in the majority of
countries, and the drop is es-
pecially evident in developed
countries.

In just ten years in Italy, to
cite an example, between the
1971 census and that of 1981,
engagement in work in the
group over 65 as a whole was
reduced by almost a half, and
that of the 55-64 age group
was reduced by 10%, since
the extremely modest in-
crease in women’s work in-
volvement did not counter-
balance the sharp male de-
cline among the eldeily Even
in Japan and the United
States the activity rate is de-

clining, though it still re-
mains very high.,

These very pronounced dif-
ferences clearly illustrate the
effects which the value sys-
tem, culture, government
policies, and concrete eco-
nomic conditions can have
on the level of economic ac-
tivity of the oldest workers.
It is alse useful to stress that
Japan has a completely negli-
gible unempioyment rate in
general and for the young age
groups. Even the United
States is much better off in
this respect than the Eu-
ropean countries.

In countries where part-
time woik is widespread,
studies reveal that a large pei-
centage of it is done precisely
by the elderly — more than
half, for instance, in Japan
and the United Kingdom.

For this reason, the oldest
population sector is increas-
ingly faced with having to
compete with and succumb
to the young and, above all,
women of all ages in the
part-time area. In all the de-
veloped countries unemploy-
ment, at least officially, is
growing among clderly work-
ers, who, morgover, present




the highest incidence of long-
term unemployment. For ex-
ample, an OCSE study has
shown that of all the unem-
ploved who ate 50 or over,
one out of two in West Gei-
many, two out of three in
France, and three out of four
in Belgium have remained
unemployed for a year or
more

The elderly and very old
population, then, is unar-
guably characterized by a
lesser degree of economic
well-being with respect to the
rest of the population, and
this first of all results from
the fact that that pension in-
come is on the average less
than that from woik, and, as
age increases, other condi-
tions being equal, pensions
steadily diminish. Secondly,
it should be recalled that the
large majority of elderly peo-
ple are women and widows
and that for them home
maintenance and other relat-
ed expenses (light, gas, tele-
phone, television, et¢.) are
not propoitionally reduced as
1egards the previous family
situation It should also be
remembered that, especially
in large cities, where the fam-
ily networks of home support
and assistance are necessarily
less concentrated and effec-
tive, the more one advances
in age, the more one needs
home assistance on a paid
basis For all these reasons,
studies find that in nearly ev-
ery country as age increases
the standard of living de-
clines.

The Luxembourg Income
Study brings into relief not
only that the drop in stan-
dard of living is noticeable
after the maximum attained
between 45 and 65, but that
there is another sharp drop,
153% on the average, after 74,
with the increasing age of the
head of the family. In the
Scandinavian countries and
the United States, with the

highest relative standard of

living for the first age group,
the reduction thereafter is the
most marked and, conse-
quently, the most painful as
well

According to research on
1985 family consumption in
ftaly, the average monthly
spending capacity of a person

living alone who is under 65
(L.1,069,000) is 50% higher
than that of a person in the
same conditions who is over
65 (1..617,000) This last cat-
egory represents an impoitant
part of the total of families,
since single-person families
where the head is over 63
number 1,721,000 and consti-
tute 9.2% of the total.

5. Economic and Social
Aspects of Aging

Such a swift, sharp demo-
graphic {ransformation can-
not fail to provoke a cascade
of consequences which soci-
ety is forced to provide for
and face adequately; not to
do so would mean iis regres-
sion or even complete deca-
dence.

There results a series of

problems which are complex,
growing, and interacting and
which merge together to con-
stitute the problem of piob-
lerns — precisely that of pre-
venting such a new, rapid,
and progressive phenomencn
as is the aging of the popula-
tion from involving the aging
of the whole society and thus
economic, cultural, psycholog-
ical, and political decay, in
addition to generational ten-
sions.

It is also a matter of keep-
ing aging from 1eaching a de-
mographic * point of no re-
turn ” at the extreme wheire
aging and decline in births,
adding fuel to one another in
a vicious circle, would come
to determine the disappear-
ance of the entire demo-
graphic framework. This
prospect, which for the popu-
lation as a whole is quite r1e-
mote under current demo-
graphic conditions and thus
uncertain even in the West-
ern countries with the
sharpest drop in birth rate, is
not so distant, however, for
the populations of some re-
gions or, even more so, for
some districts within them.

The basic circumstance
that all phenomena and be-
havior patterns vary gquite
markedly with age links the
aging of the population to the
possible aging of society.

For example, clear findings
show that a change in age

structure influences both the
level and the kind of private
consumption Foodstuffs, first
of all, correlate positively
with age, along with health-
hygiene spending; tabacco
and alcoholic beverages, how-
ever, correlate negatively, just
as spending diminishes,
above all in relative terms,
for clothing, furniture and
household appliances, trans-
portation, education, and free
time use. But one of the
main problems for analysis is
that the results are often ob-
scured by hidden vaiiables,
the most important of which
is available income; it must
thus be asked to what extent
the elderly’s reduced or mod-
ified consumption is the re-
sult of their changed needs or
their reduced income.

Above and bevond income,
relative prices as well play an
important role in deciding
family consumption, since
population influence on con-
sumption is twofold: in the
first place, as we have seen,
through the age profile for
consumption, and, secondly,
because changes in the size of
the different age groups in
turn influence the level of de-
mand and, therefore, of
prices. Another indirect man-
ner in which aging influences
consumption is by way of the
evident relation between the
age of every individual and
the size of the family. The
importance of this relation
seems to be greater than that
linking consumption to age,
since for many expenses the
basic unit is precisely the
family rather than the indi-
vidual (housing, heat, light,
gas, telephone, and numerous
durable goods).

As for the portion of person-
al savings, in accordance with
the theory of consumption
linked to the life cycle and the
assumption of permanent in-
come, the decision to consume
or save is not based exclusively
on the current income situa-
tion, but on past and future ex-
pected income, and also on the
social security system adopted
in each country

Cost functions in relation to
age have, moreover, been
shown to be simple, sturdy
analytical instruments for the
impact of changes in the age
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Table 7 - Average Rate of Annual Increase (%) in the Population 60 or Over

Countries 1950-70 1970-85 1985-2000 2000-20
Whole World 213 220 2.39 2.57
Developing Countries 1.96 283 2.96 320
Kenya 144 3.12 428 4.52
Egypt 384 199 254 381
Argentina 3186 2.65 172 157
Brazil 421 373 322 3.47
China 157 2 88 282 3.02
India 235 301 305 3.10
Turkey 349 168 3.64 3.01
Developed Countries 2.32 1.46 1.56 1.37
United States 224 2.01 0.60 226
Japan 2.77 307 297 124
USSR 293 1.58 277 115
Hungary 263 061 063 1.00
Sweden 206 126 -0.24 093
United Kingdom 139 078 -0.10 082
France 151 070 0.35 -0.48
West Germany 2.59 0.03 1.05 0.49
Italy 1.95 1.60 1.24 061

Source as in Table 6

structure of the population
on public spending. For in-
stance, in 1eference to the
cost of health care, this
means that, in view of the
demographic factor alone, to
maintain people’s health at
least at the same level health
spending will rise consider-
ably on account of the aging
of the population. In Hol-
fand, for instance, public
spending for a person 80 or
over is seven times as high,

on the average, as that of

person 1n the 20-44 age
gioup In France those 60 or
over represent 18% of the
population and absoib 40%
of medical expenditures.

Demographic trends thus
teveal the need for substan-
tial shifts in government re-
source allocations among sec-
tors. In addition, Austrian re-
search shows that public ex-
penditures are not necessarily
always higher for the eldetly
than for the young; this de-
pends on how much (and
how long) government pays
for education and on the fact
that while all young people
must attend school, not all
the elderly need medical
freatment in the hospital.

As for private invesiments,
the main aspect is the home.
If, on the one hand, slower

»

demographic growth in itself

involves a drop in the de-
mand for housing, it should
be recalled that aging is asso-
ciated with a reduction in the
average number of family

members, and the number of

families may increase even in
the face of a decrease in pop-
ulation. This has alicady oc-
curted in some Italian re-
gions, such as Liguria, for ex-
ample, but the phenomenon
is destined to expand to a
very marked degree. By way
of illustration, in the whole
Italian Noith-Center in fif-
teen years, beginning in 1988,
the population of 36.5 mil-
lion inhabitants should di-
minish by 1.4 miilion (-
3.8%), while the 13.6 million
families should increase by
1.9 million units (+14%),
with a reduction In average
size of from 2.7 to 2.2 mem-
bers.

Other direct links between
aging and private investments
may be found in psychologi-
cal factors. If it is true that
the oldest people’s attitude
towards future-oriented deci-

sions contrasts with that of

the young, then aging, other
conditions being equal, leads
to a reduction in invest-
ments. In rapidly aging coun-
tries, the spirit of initiative

— and thus the will to accept
risks, without which capital-
ism cannot function — grad-
ually atrophies and is 1e-
placed by a new and impor-
tant sentiment: the desire for
security. Some studies show,
in any case, that it is aging
associated with reduced de-
mographic growth o1, even
more, decline rather than ag-
ing in itself which has a
strong impact on invest-
ments.

In spite of the strategic role
of exportation for a country’s
economic development, there
have been no conclusive
studies and results on the
1epercussions of aging on a
nation’s competitiveness, per-
haps because of the very in-
direct link existing between
the two variables. Countries
specializing in the production
of goods the demand for
which is destined to increase
on account of aging (for in-
stance, sophisticated
medicines or complex medi-
cal equipment) may pi1ofit
from the aging process in
other lands. Countries with a
good climate and good envi-
ronmental characteristics may
attract retired people from
other nations and thus export
tourism

The influence of aging on




Table 8 - Percentage of Population 80 or Over

Countries 1950 1970 1985 2000 2020
Whole World 03 0.7 0.9 1.0 1.1
Developing Countries 03 04 04 06 10
Kenva 03 0.2 02 02 0.3
Egypt 02 04 05 i) 0.8
Argentina 05 0.8 12 1.7 2.0
Brazil 03 04 0.6 08 13
China 03 053 0.6 10 16
India 0.3 03 04 0.6 12
Turkey 03 0.3 05 0.6 i1
Developed Countries 10 16 22 25 36
United States 1.1 18 23 28 32
Japan 04 09 17 26 48
USSR 07 12 17 1.8 31
Hungary 08 1.5 22 24 3.6
Sweden 1.5 23 3.5 45 48
United Kingdom 15 22 31 36 40
France 17 2.3 32 34 39
West Germany 1.0 1.7 32 34 3.9
Ttaly 1.1 18 2.7 3.0 46

Source as in Table 6

Table 9 - Annual Average Rate of Increase (%) of the Population 80 or Over

Countries 1930-70 1970-85 1985-2000 2000-20
Whole World 347 310 267 297
Developing Countries 3.35 328 423 381
Egypt 738 318 2.57 351
Argentina 432 4.67 341 200
Brazil 423 534 437 3176
China 482 284 469 340
India 2.71 420 4.60 4 50
Turkey 3.88 5.29 260 4,53
Developed Countries 355 299 149 1.99
United States 390 232 193 0380
Japan 477 5.09 3.52 292
USSR 399 3.09 1 44 333
Hungary 384 296 040 1.24
Sweden 2.88 309 143 -0.10
United Kingdom 254 228 1.00 026
France 262 2.69 -0.98 1.71
West Germany 419 371 0.10 171
Italy 326 2.71 1.14 191

Source as in Table 6

the cost of labor and scientific
and technological research
may alter a count1y’s compet-
itiveness, leading, on the one
hand, to a parallel increase in
prices due to a decrease in
the work force and to an in-
crease in salaries and, on the

other, to reduced innovation;
furthermore, in societies like
those of the West, where

salary increases regardless of

productivity, with the work-
ers’ advancing age the work
force costs more, other condi-
tions being equal, than one

made up of young people.
And if, on the one hand, the
process of aging is rather
slow and thus permits the in-
troduction with relative ease
of productive and organiza-
tional adjustments, on the
other, precisely because it is
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Table 10 - Territorial Differences in the Percentage of Old and Very Old Population and in the

Average Age of the Population, 1955-1988,and Forecasts up to 2018

Territorial Areas 1955 1970 1988 1998 2018
60 and Over
Italy 126 159 194 230 289
Center-North 136 170 212 258 340
South 10 8 139 16 4 186 220
Liguria 168 21.5 268 314 380
Campania 100 12.4 147 17.0 204
80 and Over
Ttaly 11 18 28 42 68
Center-North 12 18 31 49 8.6
South 11 1.6 22 30 43
Liguria 1.6 26 45 68 10.6
Campania 09 13 1.8 2.6 41
Average Age (in years)
Italy n.d nd 379 40 8 457
Center-North nd. nd. 397 431 491
South nd. n.d. 34.8 36.9 41.0
Figuria nd nd 433 46.4 51.7
Campania n.d n.d 335 357 397

Scurce: Formulations by the Department of Dermographic Sciences at La Sapienza University, Rome, and by the Population
Research Institute Forecasts assume constant fertility.

Table 11 - Elderly People Living in One-Person Families in Italy, 1983 and 1987

1983 1987
Years Center-North Seuth Italy Center-North Sonth Italy
Per 100 People of the Same Age
55-64 8.9 58 79 92 7.4 87
65-74 181 12.5 16 4 20.6 16 1 192
75 or over 252 24.5 250 330 318 327
Percentage of Women in One-Person Families
55-64 74.9 79.8 762 71.4 341 750
65-7T4 790 75.5 783 83.5 883 849
75 or over 83.0 770 81.3 839 84 4 840

Source: ISTAT study on families

slow, this piocess is often ig-
noted or undervalued for a
long time until it becomes
very difficult and costly to
intervene. Finally, it should
be considered that if it is
true that the aging process is
common to the whole world,
it is also true that the speed
of aging is not uniform, and
if aging cannot in fact be as-
sociated with a substantial
loss of dynamism in an econ-

omy, even small differences
between countries in the
times and rates of aging
could provoke a substantial
redistribution of the commer-
cial flow between developed
countries and those of the
third world.

All the foregoing consider-
ations clearly illustrate the

importance of the impact of

aging on the level and struc-
ture of final demand (though

in many cases under the
marked condition of coeteris
paribus). To examine now
the implications of aging on
the realm of supply, the ini-
tial analysis should be carried
out on various influences af-
fecting the labor supply

The first and most direct
effect is that of the aging of
the work forces, in the sense
that the proportion of elderly
workers increases within




1able 12 - Percentage of the Population Considering Itself Not to Be in Good Health and the Frequen-
cy of Chronic and Degenerative Illnesses, Invalidity, Medical Visits and Examinations According to

Sex and Age, Italy, 1983

Males Females
50-59 60-70 71+ 50-39 60-70 70 +
State of Health (% of population)
Health not good 282 348 26 8 33.0 369
Average number of days in bed 48 53 63 4.1 48 6.1
Frequency of some chronic-degenerative diseases
(1ate per 1000 inhabitants})

Diabetes 57 87 100 60 108 130
Hypertension 107 162 190 133 211 255
Chronic bronchitis 179 201 45 69 99
Arthrosis and arthritis 451 426 483 567 580
Paralysis and paresis
of limbs 13 22 38 8 13 32
Hospitalizations 124 158 207 105 115 165

50-59 60-70 71 + 50-59 60-70 70 +

Invalidity (rate per 1000 inhabitants)
Mental insufficiency 37 30 75 4.1 37 92
Motor invalidity 28 8 342 499 155 265 472
Lack of autonomy 4.8 6.6 211 3.1 6.4 241

Medical visits and some examinations

(rate per 1000 inhabitants)

Total visits 573 757 966 660 789 955
Visits to specialists 202 250 292 234 261 262
Analysis of blood 108 143 140 103 152 143
Electrocardiograms 51 69 70 33 58 54

Source: ISTAT studies on state of health

Table 13 - Percentages of Persons Classified According to Education Level 1981

Age Secondary Obligatory Iliterate and
and University Schooling Literate Without
Degrees
23.29 354 615 31
55-64 93 659 248
65-74 52 561 387
75+ 54 455 491

Source; ISTAT

them; in considering the
male population aged 20 to
59 divided into two groups
— 20-39 and 40-59 — let us
observe that in Italy the re-
spective proportions were
58% and 42% in 1951 and
55% and 45% in 1988; in
2018 they might be 41% and
59% A second effect is due
to the fact that, as has been

seen, the elderly’s engage-
ment in the work force is
lesser than that of other age
groups and an increase in
their proportion will thus
tend to cause a drop in the
global growth of the labor
supply; in this respect, it
should be stated, however,
that all the international
analyses, including those con-

ducted in Ttaly, have indicat-
ed that this second drop is
due much less to the struc-
tural modifications of age
than to the impact of the de-
crease in the rates of activity
and, therefore, of engagement
in work, and the decrease is
more pronounced as age in-
creases., A third effect derives
from the way the different
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Table 14 - Percentage of Active Population by Sex and Age in Italy. Census Data of 1971 and 1981

Age Males Females Total

1971 1981 1971 1981 1971 1981
53-64 582 30.6 134 14 0 346 310
635 + 13.4 68 32 19 75 39
65-69 211 i11 54 34 12.5 68
70-74 118 6.0 3.0 18 6.7 36
75 + 4.6 2.3 1.1 0.6 25 1.2

Source: Istat

Table 15 - Relative Standard of Living (National Average Family Standard of Living = 1) in “ Elderly
Families ” in Some Western Countries in 1986

Couniries

Age of Family Head

Percentage Variation

65-74 75 +
Canada 0.94 038l ~14
West Germany 0.85 079 -7
Israel 092 0.96 + 4
Norway 101 0.79 -22
Sweden 0.96 078 -19
United Kingdom 0.76 067 -12
United States 099 0.84 -13
Average 092 0.78 -15

Source: Ringer 1986

generations about to enter or
leave the world of work com-
bine in time as a result of the
drop in fertility and increased
survival.

No less important are the im-

plications for the system of

transfers In general, if it is true
that individual income declines
with age in all countries, it
should be noted concerning the
total wealth of the elderly that
the portion of nonmonetary in-
come due to transfers (medical
care and social services, for in-
stance) is certainly significant.

On the purely imaginary as-
sumption that until 2028 the
limits for retirement continue
to be 55 for women and 60 for
men and that employment 1ates
remain at current levels, in 2018
there will already be one single

jobholder for every retired pez-

son, and in 2028 13 retired peo-
pie for each one working.

6. Conclusions
In concluding, we may recall

that whereas old age is an indi-
vidual, private situation, aging

is a collective, social phe-
nomenon, so that the third age
is as much an attribute of a pop-
ulation — or better, perhaps, of
a nation — as it is of a single
person. Tocomprehend aging is
thus a vital demand, from what-
ever vantage point we take, and
in thisregard it would be oppo1-
tune to get ahead with the task
of informing and sensitizing
public opinion on the subject of
aging in such away asto provide
accurate data on the needs and
capacities of the eldetly
Indeed, ordinary stereotypes
of the aged as a marginal group
which has ceased to contribute
to the economy and production,
which has lost much of its social
role, which has become depen-
dent on others and on the State
are increasingly being 1econsid-
ered by economists, sociolo-
gists, and gerontologists be-
cause of the diverse ways people
reach old age and live it out (o1
should live it out). In any case,
such stereotypes are harmful
not onty to the elderly’s accep-
tance as full-fledged members
of the whole community, but al-
30 to the reappiaisal of the im-

ageand opinion theelderly have
of themselves.

To face all the problems aris-
ing from the aging of the pop-
ulation, specific political atten-
tion is, of course, needed in
fields such as the pension sys-
tem, health care, and employ-
ment, but also a global social
policy. Interventions of this
kind will become all the more
necessary, since the demo-
graphic transformations taking
place — with the growing and
substantial increase in the old,
older, and very old and the vi-
olent alteration of the millenary
balances among the various seg-
ments of the population — are
very profound and in large mea-
sure uncontroilable.

Aging is a social process and
not an “illness. ” It is the nat-
ural outcome of the evolution
of the population which man
haswanted and determined, but
itiscertainly revolutionary, and
the new demographic world we
are entering will fully test our
technical-political capacity to
ensure for society the necessary
institutional and organizational
dynamism.
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Old Age Is Still Life

Professor PIERRE AMBROISE-THOMAS

Head of the Pharmacy and Nursing
Department, French Ministry of Health

There 15 no solution of con-
tinuity between childhood
and old age From the cradle
to the tomb, life is a continu-
um, and the date of our death
does not belong to us, whatev-
er our age may be. It is thus
foolish to consider old age as
the antechamber of death In
fact, unaware as we are of the
moment of our end, it is our
life as a whole which progres-
sively leads us to death. Old
age — and today even more
than in the past — is still life

Longevity never before
posed so many problems in
our society as it does today
Hence the topic’s current in-
terest.

For too long old age has
been approached with exclu-
sively quantitative criteria
based on gathering and ana-
lyzing demographic data indi-
cating the progressive length-
ening of the population’s age
The demographic phe-
nomenon is noteworthy, for
over the last two or three
decades it has accelerated in
spectacular fashion. It is
about this that I would like to
speak first of all, since the
phenomenon entails clearly
wider consequences on a soci-
ological, economic, and moral
level

It wouid, however, be ab-
surd to limit the problem just
to the arithmetic standpoint.
If the progress of urbaniza-
tion, prevention, and
medicine have enabled us to
add years to life, it is our du-
ty to succeed in adding life to
years and making possible full
realization for the elderly.
This requires better awaieness
of physical and psychic phe-
nomena, and of the intellec-
tural and spiritual activities of
elderly persons. I shatll at-
tempt to trace out some 1e-
flections on all these aspects
before pausing to consider the
glderly within society. To tell
the truth, considerable pro-

gress has been made in this
area in 1ecent years, but, as
always, such progress bears
the seeds of developments

which may prove disturbing if

not carefully controlled

1. The Demographic Aspect

Without going into details,
since the problem has been
dealt with by others, let it suf-
fice to say that our society is
witnessing a twofold phe-
nomenon: on the one hand,

an increase in the number of

elderly and, on the other, a
low bitth rate. This leads to
demogiaphic aging, with an
excessive disproportion be-
tween the number of the old
and that of the voung At
present this is already over
8%, a proportion which, in
the judgment of the experts,
touches the extiemity of bal-
ance.

As for simple quantitative
data, we observe that geronto-
logical growth is a worldwide
phenomenon: in 1950 214
million individuals were over
60; in 1975 the figure grew to
346 million; in 2025 there
will be more than
1,120,000,000 people over 60,

In the year 2000 60% of

those over 60 will belong to
the Third World, with a series
of new problems difficult to
solve, especially on an eco-
nomic level.

The sociceconomic weight
of aging correlates, above all,
with the ratio of the number
of elderly to that of the active
population, and it is precisely
here that Europe and North
America differ from the rest
of the world. The proportion
of those over 60 has already
surpassed 10% at this time.
The experts agree that the
most critical period will be
the decade of 2005-2015, with
the massive arrival of elderly

people corresponding to the
numerous generations of the
1945-1955 decade.

These quantitative data ap-

pear together with a twofold
qualitative phenomenon:
* the progressive predomi-
nance of women as popula-
tion ages — in France, for in-
stance, where as 105 males
are born for every 100 fe-
males, women 1epiesent 57%
of those between 65 and 75
and 75% of those 85 or over;
* rapid growth of the elderly
over 85 — in France there
were 200,000 in 1950 and
580,000 in 1980; there are
now 700,000

Alfred Sauvy would say, “ A
population must either grow
or age.” In France, and more
generally in the West, popula-
tion is now growing very neg-
ligibly — it is aging. In the
more or less near future, the
socioeconomic weight of a sig-
nificant number of old people
threatens to be badly borine.
Indeed, society’s acceptance
of a particular human group
is in iarge part linked to
merely quantitative causes.
This process is well known in
connection with xenophobia,
not to mention racism. It is
our responsibility and that of
the generations immediately
following us to avoid the
same risk of rejection in re-
gard to the elderly.

2. Old Age: Human and
Spiritnal Problems

It should at once be
stressed that every global pre-
sentation of old age is in-
evitably arbitrary. The term
“old age” in fact covers or
encompasses both the newly
retired and ninety-year-olds
More than 30 years separate
them, and yet there is no hes-
itation about placing them in
a “common category,”




whereas no one would think
of associating in a single de-
scription a suckling and an
adult, a jet pilot and a moth-
er.

In human terms, one of the
prime concerns of old age is
physical appearance Indeed,
if all of us hope to live a long
time, no one would, however,
like to become old o1 at least
appear so too quickly This
behavior can be explained by
the fact that man is probably
the only one in the entire cre-
ation who imagines himself to

be immortal. In the course of

our whole life we form an in-
ner image of ourselves which
is regularly 15 to 20 years
yvounger than reality. Regard-
ing our end as an injustice —
i.e, a humiliating defeat —
we are tempted to delay the
fall, especially by maintaining
the appearance of youth as
long as possible. It is the old
myth of Faust’s philosopher’s
stone and, closer to us, what
makes the fortune of more or
less quack specialists anxious-
ly sought out by the great
ones of this woild Whatever
means arc adopted, what’s
important is not to show
one’s age In laige measure,
such behavior may be regard-
ed as positive, since it helps

to combat that letting oneself

go which is extremely harmful

to the health and balance of

the elderly. On the other
hand, this unbridled pursuit
of illusory appearance can
prove to be pathetic or even
ridiculous, since if the elderly
clearly see others aging, only
exceptionally do they realize
this evolution, which is,
moreover, ineluctable. This is
what French humorist
Alphonse Allais effectively
conveys when speaking of one
of his friends: “ He has aged
so much that he didn’t recog-
nizg me! ”

Medically, the old also pose
a certain number of special

problems, connected, in the

first place, with the kind of

pathology encountered, con-
sisting, above all, of chronic
ilinesses. It should likewise be
stated, however, that the el-
derly’s having recourse to care
reflects the desite to feel sur-
rounded, assisted, protected,
along with the hope of being
relieved of often slight ail-
ments which, moreover, they
have finally become accus-
tomed to. The greatest pru-
dence is indispensable in dis-
tinguishing among therapeutic
interventions of varying de-
grees of importance In fact,
with the eldeily, moie than
with any other type of pa-
tient, the notion of “ support-
ing treatment ” should be

carefully examined; most of

the time the boundary is un-
charted between serious ill-
nesses endangering even life
itself and minor disturbances
nonetheless capable of com-
promising the quality of life
or causing people to lose their
taste for living. It is not easy
to identify this limit, which
can be considerably shifted by
a very active intellectual and
particularly spiritual life. Paul
Claudel effectively gets this
idea acioss: “ 80 years old,
plus eyes, plus ears, plus
teeth, plus legs, plus breath!
And it’s incredible, after all,
how one comes to overstep
them. ”

From a behavioral stand-
point, it is a commonplace to
cite the elderly’s egotism.
Data superabound in psychol-
ogy and literature, and this
fact is often explained as a
compensation or defense
mechanism This approach is
especially grounded in the at-
titude of the elderly towards

the progressive absence of

those surrounding them,
above all relatives. In this de-
cidedly critical sphere, a cer-
tain at least apparent indiffer-
ence and an almost obsessive

concern for giving priority to
everyday routine activities
and attaching exaggerated im-
portance to the details of ma-
terial life no doubt tepresent
a process of defense.
Nevertheless, in most cases
the alleged egotism of the old
is only apparent. Age in fact
spurs reflection, relativization,
detachment, and transcen-
dence And it may thus be
stated that every elderly per-
son is a philosopher But it is
piobably in this field where
current society introduces the
most significant disorders for
the aged. At one time the el-
derly enjoyed the advantage
of knowledge, since they pos-
sessed experience and wisdom
in a world which evolved very
slightly, where the experiences
lived through by one genera-
tion could consequently be
transmitted to the following

one to a great extent. In ar-

chaic society, the “ old man”
was the one who knew. Oral
tradition made him a living
archive, as the beautiful
African expression recalls:
“Every time an aged man
dies, it is a library which dis-
appears. ” In contrast to all
that remained true for millen-
nia, modemn society now pos-
sesses sources of knowledge
quite different from oral
transmission. Competence is
no longer an exclusive privi-
lege of age, while, in a world
in which evolution is uninter-
ruptedly accelerating and ex-
panding, experience acquired
over the course of decades is
willingly regarded as obsolete.
The elderly have, then, lost
part of their knowledge, at
least apparently. They are left
with wisdom. The piofound
transformations of family
structures, which, unfortu-
nately, increasingly refuse the
elderly, have progressively de-
prived them of the chance to
convey this life experience to
their children and grandchil-
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dren. The profile of old age
has become impoverished

In any event, if age must ev-
idently give priority to reflec-
tion, it 1s equally essential that
it leave ample room for action.
The American expression
“ He’s a has-been ” truly 1epre-
sents a condemnation without
appeal Indeed, in human
terms we exist insofar as we
are in a position to act and be
useful. This is confirmed in a
particulaily dramatic way by
the voung retired people
whom our modein societies
condemn in incireasing num-
bers to inactivity and who, still
in possession of their abilities,
find themselves brutally de-
prived of their habitual occu-
pations. It is to be hoped that
everything possible will be

done so that this privation of

professional posts will be grad-
ual and delayed Furthermore,
it is fundamental for the elder-
ly to continue to peiform ac-
tivities enabling them to main-
tain a keen interest in the ex-
ternal woild, face new situa-
tions, and, above ali, remain at
the service of others as long as
possible, This was precisely
what at one time constituted
the role of the eldetly in regard
to the voungest in the family
nucleus. At present family
links are much weaker, and
charitable activities, as we
know, try to 1each the same
objective, but they are very far
from success. If for Sartre
“ hell is the other, ” we, on the
contrary, must recall that it is
precisely through the “ other ”
that our own realization passes
and that concern for others
represents the condition not
only for life, but for vitality
among the elderly

One who, thanks to his cul-
ture, takes an interest in every-
thing, one who continues to be
curious and devoted to others

is safe. Aging is the opposite of

death, whose antidote is activ-
ity. Alexis de Tocqueville
rightly asserted, “ The great ill-
ness of the soul is cold. To
combat this feaiful ill, one
needs not only the living
movement of the spirit
through work, but also contact
with one’s fellows and with the
things of the world: it is above
all at this age that it is not per-
mitted to live on what has
been acquired, but one must

make an effort to acquire still
more and not rest on ideas in
which we would quite quickly
be found to be asleep and
buried. . ”

Even if “old age is still
life, ” however, the relation be-
tween the elderly and death
cannot be passed over in si-
lence. This relation is com-
plex; there are changing distur-
bances — everything which, in
short, may be experienced to a
large extent at any age in the
face of the fatal moment. We
shall not speak here about ac-
companiment to death, which
has nothing specific to do with
old age This accompaniment
in reality concerns all the seri-
ously ill, whose capacity for
survival has been greatly aug-
mented by medical progress It
embraces a whole set of partic-
ularly delicate human and
spiritual aspects.

Until it becomes imminent,
death presents itself as an ab-
stract notion which each, old
or young, sces approaching
with more ot less lucidity.

The conscious or uncon-
scious desire to deny death
presents itself in the elderly
through their concern about
organizing “ what comes
next. ¥ Psychologically, this al-

lows them to elude the idea of

the fatal step, offering them
motives o analyze scrupulous-
ly a whole series of material
details What is more, the el-
derly have a final occasion to
manifest their possibilities fo1
action, to influence events
through a kind of posthumous
power This is what the French
phrase effectively conveys in
speaking of “ last wills ” {o in-
dicate the testament.

In the eldetrly peirson, the
progressive disappearance of
those surrounding him and,
above all, in most cases, his
entry into a hospice force him
to become even more aware of
the decisive event drawing
near. Naturally, fear of death
varies from one person to an-
other, but what normally
scares people the most is the
thought of dying alone. They

cannot bear the possibility of

dying alone, without a friendly
presence at their side, and they
are especially terrified by the
idea of dying without anyone’s
realizing it, with the risk of be-
ing found, more or less belat-

edly, in the form of a decaying
hody, without any chance to
leave behind a final attractive
image of themselves.

These relations to death in-
gvitably lead us to consider
what links old age to spirituali-
ty

People love to repeat that
the approach o1, rather, the
fear of death ofien leads the el-
derly to rediscover or decpen
their faith. There is certainly
some truth in this, although
decreased activity and, above
all, the chance to grant prefer-
ence to reflection over action
obviously permit a more in-
tense spiritual life. On the oth-
er hand, it matters little to
know whether or not the fear
of death produces an increase
in spirituality. What is essen-
tial is that this spiritual life de-
velops, matures, and gives au-
thentic meaning to old age.
The elderly’s spirituality does,
however, pose a certain num-
ber of special problems — we
might even term them
“gpecific. ” Even though they
are not the most important
ones, certainly the most fie-
quent concern difficulty in
adapting to an ecclesiastical
world and a liturgy which are
no longer what they were 40 or
50 years ago. Now, indeed, the
two intense life periods as re-
gards spirituality are child-
hood and youth, on the one
hand, and old age, on the oth-
er. For the elderly to rediscov-
er 1eligious rites identical to
those they still recall obviously
constitutes a source of intellec-
tual comfort and security and
averts the habitual tendency of
age Lo grant priority to old
memories. Well then, especial-
ly after the end of the Second
World War, the Catholic
Church has experienced pro-
found transformations linked,
as we know, to Vatican II, to
the vocation crisis, to the nec-
essary adaptation to a continu-
ally changing society, and so
on. It is utterly necessary to
explain this evolution, which,
though often surprising and
sometimes unsettling the el-
derly, does not affect what is
essential. In old age, even
more than in any other age, it
is desirable to deepen aware-
ness of the beautiful Carthu-
sian maxim: “ The world
changes; the Cross remains ”




3. Old Age and Society

Society apparently devotes
much effort and considerable
resources to the care of the el-
derly. In practice, however,
the situation is a good deal
less clear. From a matertal
standpoint, this is illustrated,
for instance, by the fact that
in most Western countiies
more substantial financial aid
is reserved for families after
the birth of a child (family al-
locations) than for the mainte-
nance of the elderly within
the family circle. Things are
conceived in such a way that
it is as if modern society in
fact rejected or, in any case,
sought to marginalize the old,
with, of course, the exception
of politicians, who in most
countries continue to hold im-
portant posts of responsibility
until crossing the frontier of
gerontocracy.

This attempt at detachment,
this attitude of indifference,

of forgetfulness, and even of

rejection has its stari at the
level of that fundamental unit
of society which is the family
Without a doubt, modern life,
with its housing shortage and
the professional commitments
weighing upon couples, since
both spouses work, make it
hard to maintain elderly per-
sons within the family setting
Theoretically, their being
placed in rest homes becomes
the way to ensuie greater care
for them, a more interesting
and richer personal life, and
better medical attention. And
there is no question that nota-
ble improvements have been
achieved through hospitality
centers, homes for the elderly,
universities and circles for se-
nior citizens — initiatives
which permit varied cultural
and physical activities, includ-
ing even long trips. Neverthe-
less, all this matetrial progress
is often accompanied by ridic-
ulous and even painful as-
pects. This is one of the im-
pressions we get on observing
the spectacle of old people liv-
ing in “sun cities ” or belong-
g to diverse circles, feigning
intense pleasure at cultural
initiatives which remain utter-
ly foreign to them or sports
activities to which they have
never felt attracted. Immersed
— often in spite of themselves

— in a whirlpool of artificial-
ly jovial living, in the end
they feel even more their soh-
tude and sadness over being
far from their families.

In short, to place old people
in specialized institutions, in-
cluding caring facilities, for
many families amounts to sat-

isfying the desire to be rid of

a cumbersome presence 1c-
garded as useless. Such an at-
titude greatly resembles that
of the parents who multiply
young people’s cultural and
sports activities outside the
family setting in order to be
in a position to devote as lit-
tle attention as possible to
their children. Families® atti-
tude of rejection towards the
elderly increasingly translates
into unacceptable situations.
This is why in hospices and
hospitals the number of old
people who die without hav-
ing received even a fleeting
visit from their relatives in
months is growing. In France,
according to recent data, this
state of affairs has now
reached the incredible figure
of 60% of deaths at nursing
homes for the elderly.
Increasingly, then, the old
place themselves at a distance
before being abandoned by
those who do not want to be
burdened. But, beyond these
purely material motivations,
the need to remove the spec-
tacle of old age as far as pos-
sible as a sign of physical de-
cay and- evocation of death is
likewise at work. In a modern

world in which images of

healthy, tanned youth, beauty,
and efficiency are given pref-
erence, the very sight of old
age 1s regarded as umaccept-

able Hence a whole series of

measures which, consciously
or not, society uses to set
aside the elderly.
Independently of whatever
unworthiness such attitudes
display from a human and
spiritual standpoint, they con-
tain the sceds of very serious
behavior. In fact, the old per-
son is finally regarded as a
useless being; it causes sad-
ness to visit him frequently,
and it is thus preferable to
delegate to others responsibili-
ty for ensuring his material
existence and treatment for
iliness. The risk of this old
age policy is that its cost in

Western societies induces in-
tolerance in the active popula-
tion and leads to the rise of a
real generational conflict.
Within a more or less short
period, people will begin to
feel that expenditures for the
elderly are excessive and un-
bearable for society. Even
mote, on a medical level, the
temptation will appear to 1e-
gard treatment reserved for
the elderly beyond a certain
age limit as unjustified, and it
will be held that, costs being
equal, society must devote the
maximum amount of its re-
sources to safeguarding young,
active persons. This is one of
the aspects linked to eu-
thanasia — aspects not
specific to old age, but which
threaten to be called to the
fore increasingly in regard to
the elderly

It is thus urgent to rethink

the place of the old — first of

all, within their family; sec-
ondly, in socicty. This new
collective awareness should
enable us to appreciate better
what the elderly bring to their
“ entourage ™ and the consid-
erable role they may play in
the harmonious whole formed
by the generations. Only un-
der these conditions will the
material means society re-
serves for the elderly not seem
exorbitant. The “ newly 1e-
tired * should devote prepon-
derant attention to this reflec-
tion, which is absolutely basic
to the future of coming gener-
ations, acting as true catalysts
of the debate. Current eco-
nomic norms tend with grow-
ing precocity to separate from
active life adults in full pos-
session of their physical and
mtellectual capabilities. These
young retired people undergo
an often painful psychological
shock, but in return benefit
from greate: freedom and bet-
ter oppoitunities for reflec-
tion. Both could be placed at
the service of more harmo-
nious relations between soci-
ety and the elderly.

Then it will be more evi-
dent that “ old age is still
life. ” This is what John Paul
iI stated in Monaco in anoth-
er way: “ Who are the elderly?
...Each is unigue and unre-
peatable. All persons are a
treasure for the Church and a
blessing for the world. ”
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The Chemistry of Aging

Professor GIOVANNI BATTISTA MARINI BETTOLO

Pontifical Academician, Director of the Chemistry Institute
of the Catholic University of the Sacred Hearl, Rome

What is a human being. what
purpose does he serve? What I
good and what is bad for him?
The length of his life. a hundred
years at most (Si 18 §-9)

The progiess of science and
particularly of medicine in
this century, as has been
cleatly shown, has increased
mankind’s average lifespan,
though with considerable dif-
ferences in degree between
industrialized and developing
countries.

This is due above all to hy-
giene and medicine seeking
to prevent illnesses occa-
sioned by factois external to
man {(unbalanced and exces-
sive nourishment, the abuse
of dangerous substances such
as alcohol, damage from
smoking and from the general
and work environments), but
also viral, bacterial, and para-
sitical infections; let us recall
malaria, poliomyelitis, and
hepatitis, which leave conse-
quences — very often ex-
tremely debilitating — in the
organisms affected

The aim of preventive
medicine is to avoid this
harm, ensuring not only sur-
vival, but a certain degree of
well-being

This goal, still quite distant
(for less than half of the
world can make use of the
modern medicine ensuring
these advantages), is pursued
capably and tenaciously, and
the increasec in average
lifespan is a very evident in-
dex of this fact.

The result of this effort is
that in modern society the
number of clder people has
considerably grown, in both
absolute and percentage
terms. According to UN esti-
mates, in industrialized coun-
tries the older represent 11%

of the population, whereas in
developing countries they
amount to 4%. And neither
public nor private facilities
are mow in a position to con-
front this situation adequately
{public caie, hospitalization,
home care). And financially
as well, social security sys-
tems are unable to maintain
expenditures, for the addi-
tional reason that, with the
transformation of the age dis-
tribution diagram, younger
genetations of tax-payers thin
out.

Longevity is a notable
achievement by man, but it
must be accompanied by a
certain degree of physical and
mental health guaranteeing
the elderly’s independence
and autonomy and enabling
them to be maintained in so-
ciety as active elements. This
is a factor of very great im-
portance to keep them inter-
ested in life.

The goal of medicine, espe-
cially the preventive variety,
is to ensure for the old, with-
in the limits of physiological
processes, advanced age in as
good a condition as possible,

To this end we must not
only prevent certain syn-
dromes, as seen above, bul
also know the transforma-
tions of biochemical process-
es Intervening in the organ-
isms of the elderly as a symp-
tom of aging itself.

Cicero said, “ Senectus ipsa
morbus est. ” Though much
has changed and an absoluie
value cannot be attached to
this assertion, it is certainly

true that, independently of

the other factors mentioned
previously, some modifica-
tions of the basic metabolism
of the cell and organism due
to aging may cause, if not ill-

ness, at least a state not of

well-being.

It is fitting to deepen and
reinforce research in this sec-
tor to seek to ensure as far as

possible longevity which is
not tormented.

We all know that life has
different lengths in man and
all other living species; the
lifespan is characterized by
various phases, from the indi-
vidual’s growth to the 1epro-
ductive stage and finally the
period of decreasing activity
up to its conclusion, repre-
sented by death.

Every biological individual
possesses a mechanism theo-
retically ensuring the eternity
of its genetic information in
reproductive processes, but as
an individual it has a limit
marked by its lifespan.

Al life processes ate gov-
emed by a series of chemical
reactions with an energy ex-
change characterizing all
phases of existence.

This is true of unicellular
organisms, isolated crgans,
and the most complex perfect
organism as well — animals,
plants, and, of course, man.

Until twenty years ago it
was thought that a cell, ac-
cording to Alexis Carrel’s ex-
periments with chicken em-
bivos in the 1920°s, had an
unlimited capacity for repro-
ducing itself through subdivi-
sion. In 1961, however, L.
Hayilick and P. Moorehead
demonstrated that this capac-
ity diminishes in time afier a
certain number of transfers,
by virtue of what was called
“cell senescence. ” Every cell
in a species, then, has a par-
ticular lifespan in a limited
field. Abormal cells, like can-
cer cells, are a strange excep-
tion to this rule.

From an energy standpoint
as well, isolated tissue kept in
culture, in optimum condi-
tions of nutrition and envi-
ronment, slowly loses the
possibility of using the energy
with which it is furnished as
nourishment as it ages ovel
time — ie., it reduces its ac-
tivity and then inexorably




dies. This is attributable to
the decreased capacity of the
gnzymic systems responsible
for energy utilization. The
same is true of any living
species oI olganism, whose
life cycle is marked by bio-
chemical and energy mecha-
nisms which are modified
and weakened with age

This happens not only on a
cellular level, in micro-organ-
isms and plants, but on the

whole zoological scale of

mote perfect and complex o1-
ganisms, such as human be-
ings, for whose existence
myriad perfectly synchronized
factors converge to guarantee
all the life functions and par-
ticularly those associated with
the intellect and movement
through a series of specific
mechanisms.

This ultra-simplification of

the biological phenomenon of
life in the single cell enables
us to consider a higher organ-
ism as an aggregate of cells,
each with its properties,
which nonetheless differ ac-
cording to the function they
are to carry out and form
new structures, establishing
mutual relations through di-
rect or indirect mechanisms
and giving rise to those mai-
vels of creation that are liv-
ing beings

All the mechanisms sus-
taining life processes in or-
ganisms and involving chemi-
cal substances, which consti-
tute all matter, from ions to
protein macromolecules, from
messenger compounds to
lipid complexes in the mem-
branes, are based on a series
of interactions among these
substances commonly termed
chemical reactions, to which
the production and consump-
tion of energy are also linked

The vital processes of liv-
ing matter, from the cell to
higher organisms, which man-
ifest themselves under normal

conditions are called physio-
logical, wheieas those which
are characterized by a distur-
bance of such mechanisms
and may be due to diverse
factors, external or internal,
are calted pathological
Biochemistry seeks to in-
vestigate the causes of the
dysfunctions in mechanisms
governing the various opera-

tions of cells and organs of
living beings, particularly of

man, though an animal is of-
ten taken as a model of man,
at least to analyze the func-
tions and behavior which
come closest to the human

This preamble is quite gen-
eral and superficial, but we
must confine ourselves here
to pointing to some essential
facts which will allow us to
focus our reflection.

First of all, we should pose
the problem from a specific
standpoint: In aging processes
do we find a qualitative and
quantitative change in the
chemical reactions of cells,
tissues, and organs over the
course of time? Is it possible,
through adequate interven-
tion, always to manage to
keep the organism in the best
condition by acting upon the
different factors in biochemi-
cal reactions? It ought to be
added here that the normal
state of a organism — ie.,
the physiological state — is
1epresented by the perfect
and coordinated functioning
of all the systems of chemical
reactions sustaining life pro-
cesses, whereas a modifica-
tion in them indicates a
pathological state We may
now be asked whether aging
should be regarded as physio-
logical o1 pathological Tt is a
question to which I could not
respond, though Cicero has
already given his reply, as we
have seen.

At this point I realize that
I cannot lead vou into the

twists and turns of biochem-

istry to give an account of

the phenomena of aging, and
I shall therefore set forth a
few facts in order to reach a
few conclusions.

Aging of the organism may

be considered the result of

both the aging of individual
cells and chemical — and
thus functional — modifica-
tions in organs (brain, liver,
kidneys) and cartilaginous
structures (membranes, bone),
with 1educed capacity to get
chemical substances (hor-
mones and messengers) into
circulation.

This peispective provides
us with natural aging alone
— ie., physiological. If this is
the goal scientists should aim
at to favor perfect aging, it
represents not reality, but an
exception. In fact, in connec-
tion with age well-know
pathologies become estab-
lished sweeping away the pic-
tuie of physiological aging.
We can recall the most com-
mon pathology, the one af-
fecting the cardiovascular sys-
tem, which profoundly dam-
ages the persons involved; ru-
mers, which increase with
age and can strike any organ
or tissue; pathologies of the
osseous and connective system
(theumatisms, osteoporosis);
and, finally, diabetes.

Tabie 1

Most frequent diseases in ad-
vanced age

Cardiovascular diseases
{atherosclerosis and cere-
brovascular diseases)

Cancer

Diabetes

Pneumonia and flu

Diseases of the skeleton
and connective tissues

Urinary tract diseases

Specific diseases of the
central nervous system

(Alzheimer’s, Parkin-

son’s)
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Thete are also pathologies
generally associated with age
such as senile dementia, ot
Alzheimer’s disease, which
usually strikes people over
sixty, with devastating effects.
This illness is the result of a
serious biochemical imbal-
ance manifesting itself in the

loss of a substantial part of

the chemical messengers in
the brain.

Parkinson’s disease also
falls under this heading and
is due as well to the loss of a
chemical messenger, do-
pamine, which regulates the
brain’s motor centers, thus
provoking rigidities and diffi-
culties in movement, without,
however, altering the othe:
faculties of the brain. The

reduction in the content of

growth factors — especially
NGF, a protein molecule dis-
covered by Rita Montalcini
— may be the cause of de-
creased capacity to conserve
functionality and the regene:-
ation of neurons,

Research on the aforemen-
tioned pathologies or diseases
is being conducted around
the world on both a basic and
applied or clinical level, with
enormous financial, organiza-
tional, and struetural efforts,
employing numerous scien-
tists and physicians, fiom ge-
netics and molecular biology
laboratories to clinicians and
radiologists. This research has
enabled us to gain a great
deal of knowledge and make
significant progtess in certain
fields, precisely through the
interpretation of biochemical
mechanisms determining
pathological processes, as in
Parkinson’s discase, coming

to understand the function of

a molecule with extraordinary
capacities, both positive and
negative. Cholesterol in its in-
terferences with the elec-
trolytes, like the calcium ion,
provides an example This
has made possible the appear-
ance of valid proposals which
may reduce the phenomena
of atherosclerosis and also ef-
forts to oversee the mecha-
nisms of hypertension or wa-
ter content in tissues deter-
mined by an excess of the
sodinm ion through delicate
handling of ad hoc blocking
or diuretic drugs.

Biochemical research on ill-
nesses of the skeleton and
connective have made lesser
progress, but the relatively re-
cent discovery of a protein,
the calcitonine macro-
moiecule regulating calcium
metabolism in bones repre-
sents an important advance
in this field.

Research engaging scientists
and clinicians around the
world in the struggle against
pathologies favored by the
conditions due to the general
aging of the person affected
has nearly caused us to forget
that, for lack of an adequate
commitment and financing,
we know quite little about the
natural — ie., physielogical
— processes of aging.

This knowledge, in my
opinion, could lead to better
understanding of the bio-
chemistry of the metabolic
processes responsible for
these transformations due to
aging.

It is estimated that funds
for research — and thus for
basic studies — on aging rep-
resent less than 1% of what is
devoted to research on cancer
and cardiovascular diseases.

If an older person is
healthy, he maintains condi-
tions of efficiency longet,
from basic metabolism to his
membranes and thus to the
system of immunity, to the
processes of protein regenera-
tion, from supporting proteins
to indispensable enzymes, to
hormone balances or those
linked to the organism’s 1ela-
tion system, for which the
chemical messengers aie re-
sponsible; when healthy, he
can could certainly, if not de-
lay the moment of the end, at
least diminish all the man-
nifestations associated with

physical decay, the result of

the concomitant causes of ag-
ing plus those due to patholo-
gies establishing themselves in
the elderly. It would pethaps
be the best way to ensure for
the aged not just years of tor-
menis and disappointments
— i.e, not just survival —
but a life still worthy to be
lived

The diagrams relating age
to the percentage of survival
in recent years indicate a pro-
gressive trend towards the
ideal curve, which represents

100% survival up to the mo-
ment of death

This curve does not, how-
eve1, take into account —
and it would be difficult to
construct one which did so —
the state of well-being or,
rather, the quality of life of
the elderly.

The acclaimed longevity
and, above all, activity level
of certain Caucasus popula-
tions and also those of some
areas in the Andes where peo-
ple over 100 were said to be
numerous were thought to be
based on good general condi-
tions among the old, along
with adequate nourishment
and physical exercise; today
this theory has been exploded
scientifically, for it has not
been possible to demonstrate
unequivocally the real age of
those said to be over 100

Scientists’ resistance to
greater commitment in study-
ing aging as a phenomenon in
itseif and thus clarifying the
mechanisms which cause it
and coming to master them is
due, above all, to a sense of
skepticism about such studies
inasmuch as they asseit that
brain damage alone —
brought about by atheroscle-
10sis or a specific pathology
such as AD o1 PD — is suffi-
citent in its seriousness to an-
nul all the other concomitant
causes.

I do not doubt that this is
correct, especially if we take
it as a statistical fact; but, on
the other hand, the fact that
most pathologies in the popu-
lation appear in subjects over
65 — in the United States
about 70% of medical care
expenditures are for this age
group — should induce schol-
ars and 1esecarch planners to
go more deeply not only into
symptomatology, but into the
causes of lessened resistance
to illnesses and physical de-
cay connected with age. In
this way we would have an-
other guideline to be able to
establish a strategy to reduce
the negative and devastating
effects of the main patholo-
gies affecting the elderly to-
day.

In Table 2 the chemical
and biochemical processes
thought to be causes and con-
comitant causes of aging are
schematized.




Table 2

Biochemical mechanisms in
aging

1 Lipid peroxidation

2 Change induced by free
radicals

3 Conformational changes
in enzyme structures

4 Lowered production of
hormones

5 Changes in membrane
properties

6 Errors in protein synthe-
sis mechanisms

7 Formation of aging pig-
ments (lipofuscins)

8 Presence of anomalous
aminoacids in some tissues

Produced by cell enzymes
{(xanthine oxidase, flavo-
protein dehydrogenase) and

controlled by SOD (supei-
oxide dismutase)

In membrancs, proteins,
and DNA

And of dependent en-
Zymes

Due to an increase in the
cholesterol/lipid ratio

D-aspartate, L-isoaspai-
tate

I would like to add that in
the causes of biochemical-
physiological decay, from the
cell to the human organism,
the energy balance of the sys-
tem characterizing all chemi-
cal processes should also be
considered. In the phenomena
of aging there is certainly man-
Hfested a progressive decline in
usable energy and an increase
in the entropy of the system,
which inexorably tends to
reach an equilibrium and thus
provoke a standstill. We do
not know which of these fac-
tors brings it about, but there
is undoubtedly a decreased ca-
pacity in certain organs to sup-
ply adequately the enzyme sys-
tem regulating energy use.

The biochemical patterns of

the phenomena thought to
cause aging represent another
working hypothesis; none in
every respect meets the re-
quirements of the phe-
nomenon of aging in both the
individual cell and a complex
organism like the human body,

Among all the experimental
data gathered by researchers
some results may emerge

prompting a re-examination of

many hypotheses and posing
many questions.

On an animal level, in rats,
it has been shown that a minor
calory input — thus not a
qualitative but only a quarntita-
tive difference — is capable of
increasing their average
lifespan by 8% as compared to
other rats fed with the same
food in abundance.

Are these experiences valid
for man as well?

Would it be interesting to

examine the influence of

metabolism at a presenile age
on determining longevity?

Even today, though the fact
has been known for many
years, there is no plausible ex-
planation for women’s having
a longevity clearly superior to
men’s For every 63 men who
reach the 75-79 age bracket in
the industrialized countries
there are 100 women

In our limited — I would say
“selfish ” — vision leading us
to concentrate on our industri-
alized society rather than the
one constituting three-fourths
of the world population, we
have forgotten to consider
longevity from a biochemical
standpoint in developing and
tropical countiies.

Here average lifespan is
greatly diminished because the
pathologies characterizing the
well-to-do peoples — except
for illnesses from metabolic
disturbances due to overeating
— are common to those in de-
veloping lands. To these ill-
nesses, which so significantly
affect heailth and, theiefore,
longevity, should be added all
the specific pathologies due to
tropical diseases of a pioto-
zoan o1 bacterial origin
(malaria, schizostoimiasis, lep-
rosy), extremely debilitating
for one’s entire life inasmuch
as they strike vital organs as
well,

For motives of ethics and
social justice, it is necessary
that, through UN guidelines,

and particularly those of

WHO, a greater commitment
be made to research to over-
come these illnesses so that by
hygiene and prevention a

juster distribution of health

benefits will be achieved
among men,

In spite of scientific pro-
gress, there are still many
questions to be resolved, not

so much to understand the
processes and their meaning as
to grasp the causes behind
them. The study of genetic in-
formation — which may also
be expressed in chemical for-
mulas if we wish — the patri-
mony of every individual, may
throw light on these causes in
the future.

We may still learn a great
deal through research, but we
believers must always pause
before the mystery represented
by man’s nature, not just coi-
poreal, but spiritual as well

Until now we have sought
an idea of how to express aging
processes in chemical and en-
ergy terms and represent phys-
iological and pathological pro-
cesses with chemical equa-
tions.

These remarks on the nature
of our constituents and their
dynamic relations, both quali-
tative and quantitative, are
not meant to reduce every-
thing to material expressions,
but only to know in depth
those processes on which the
chemical and physical mecha-
nisms of life are based so as to
discover how to intervene to
improve physical conditions
and thus the welfare of man,
this unique and extraordinary
being in whom spirit and mat-

ter are found, the object of
study of the physician and of

all scientists committed to hu-
man health, which also in-
volves the spirit

By way of conclusion, I
would like to remind you what
a word of affection, comfort,
and love means to the elderly,
producing a flash of joy in the
spirit, a smile of hope and in-
terest in life, as the Bible
states: “ Does not the dew
perchance scothe the heat? So
a word is worth more than a
gift. ” This is a domain escap-

ing all science, in the face of

which we can only bow.
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General Clinical Aspects of Senescence

Professor ALESSANDRO BERETTA ANGUISSOLA

We know that the elderly
visit the doctor more often
than adults and young people,
and it is also true that they
consume more pharmaceuti-
cals, to such a point that over
half of the medicines used are
for those of advanced age.
These preliminary observa-
tions suffice to grasp how im-
portant the chinical approach
is. .

We must acknowledge that
in the kind of medicine of-
fered today by public services
there is litile room and very
little time for a thoroughgo-
ing, exhaustive encounter with
the patient, who, however, of-
fen presents — even more so
in the case of the elderly —
complex clinical problems,
both physical and psychic,
originating in past experience
filled with pathological pecu-
liarities and a present charac-
terized by diverse pathologies.
There are indecd many small
or large functional and organ-
ic debilities pioper to the el-
derly (cerebral, respiratory,
cardiovascular, renal, osteoar-
ticular, etc.).

Dialogue with patients —
whatever their age may be —
always 1epresents the essential
moment of the doctor-patient
encounter. In the case of the
elderly it takes on fundamen-
tal importance. The old in-
variably present a very close
interconnection between phys-
ical and psychic states. From
a practical standpoint, this in-
terconnection makes the
giobal evaluation of the clini-
cal picture difficult, and only
dialogue can render it possi-
ble.

Without in-depth dialogue
it is not possible to evaluate
the elderly medically, stand-
point; without knowing, for
example, the level of their
psychic capacity or whether
the deterioration of psy-
chointellective abilities is ac-
ceptable for their age or sur-

passes the limits of physiologi-
cal senescence; without know-
ing, finally, how the elderly
move in the social and family
contexts.

In contiast to other ages, in
the elderly evaluation of brain
function is basic in every case.

As a result of the chemical
alterations masterfully de-
scribed in the previous talk,
the cetebral involvement of
neurctransmitter and receptor
alterations is manifested in
mnesic and extrapyramidal
disturbances and those of the
higher integrative capacities,
the humor tone, the sleep
rthythm, etc. It is these which
define the elderly’s pathologi-
cal condition more than any
other visceral dysfunction.
Analysis of the psychological
and cognitive modifications

accompanying the process of

aging thus constitutes the pri-
ority moment of the encoun-
ter with the doctor. Senility is
characterized (G. Penati, E.
Bertaggia, G. Panza) by a se-
ries of physical, psychic, and
social losses Since the losses
are always in reiation to a bet-
ter preceding state, the subject
suffers gieater losses the more
he ages as compated to his
prior lifestyle and habitual de-
fense and adaptation mecha-

nisms constituting a way of

life which, once structured in
childhood, remains intact in
the course of life (¢f. authors
cited). The appearance and in-
tensification of character traits
such as egocentrism, excessive
attachment to one’s posses-
sions, reduced interest, taking
refuge in the past, a tendency
towards isolation, and rigidity
in one’s convictions thus find

their explanation in the use of

defense mechanisms such as
negation, regression, idealiza-
tion, selective memory, or
stimulus exclusion. Negation
appeairs as the principal
means of defense against the
destructive demands generat-
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ed by a constant sense of de-
cay and the closeness of the
end.

The elderly’s psychic condi-
tion is as a rule patterned on
the two terms anxiety-depres-
sion Depression, above all, is
commonly observed and
makes the individual fragile in
the face of stressful events
The lack of gratifying occupa-
tions leads to depression,
which may prove dangerous
inasmuch as defense capac-
ities collapse and vital motiva-
tions are lost.

In the doctor-aged person
encounter recognition of psy-
chological traits is, then, basic
to interpreting the distur-
bances present. At the same
time, for the 1easons pointed
out, the description itself of
the disturbances may not be
faithful, and not only as a re-
sult of decreased memory.
The elderly patient often
tends to minimize his ail-
ments in his account — which
the doctor must try to stimu-
late with timely questions
overcoming the shyness and
reserve peculiar to the aged —
because he also fears the dan-
ger of being separated from
the family environment.

In this preliminary ex-
change, however, the doctor
must seek not to become the
protagonist: the patient is at
the center of the encounter,
and the doctor must only help
him to bring out his identity.
Later the physician will be-
come the protagonist, inter-
vening justifiably to suggest
and counsel.

There is a fine statement by
FM Antonini: * As a doctor
and geriatrician, 1 have
learned from my patients that
the quality of diagnosis and
care is due, above all, to the
time I devote to listening to
them. ” This agrees with what
Proust wrote: “ A great part of
what doctors know is taught
them by the sick. ™ But the




hurried physician of today
must find the time to learn
from his patients!

Precisely because cercbral
aging is the dominant element
among the processes of senes-
cence, neurological analysis
immediately follows psycho-
logical study; the clinically
healthy elderly may evidence
only neuronal impoverish-
ment on a physiological level,
with a decline in functional
reserve. In pathological senes-
cence, however, much more
setious alterations are mani-
fested, among which senile de-
mentia of the Alzheimer vari-
ety should be placed in the
foreground. The clinical as-
pects of cerebral involution
are well known. With sensible
differences from case to case,
memory and affective capaci-
ty are seen to be damaged,
though serious interferences
with daily activities do not
usnally follow. Sleep is often
altered. Neurophysiological
studies demonstrate an in-
crease in stage 3 and a de-
crease in stage 4, while the
number and duration of REM
cycles are seen to be signifi-
cantly altered.

The cranial nerves are more
or less affected

Short-range and long-range
vision diminish. Visual re-
sponses elicited present nota-
ble delays, suggesting damage
to the central channels of vi-
sion. Pupil 1esponses slow
down. Extrinsic ocular mobili-
ty diminishes The perception
of visual stimuli progressively
decreases with age Hearing
displays analogous alterations.

Motor disorders are second
in frequency only to distur-
bances of mental state. A fal-
tering gait with shoif steps
and difficulty in changing di-
rection is typical. Muscle tone
is often increased with ex-
trapyramidal characteristics.
Osteoarticular damage certain-
ly contributes to determining

motor disturbances. Finally,
trembling is frequent (A. Ag-
nali)

I have deliberately lingered
over the description of the
neuropsychic aspects of senes-
cence because more than any
others they define the elderly
subject and also because the

onrushing development of

neurochentistry and neuro-
physiology has sparked scien-
tists” and clinicians’ interest in
cerebral aging. Data have al-
ready emerged which revolu-

tionize ous tiaditional way of

thinking. A set of mistaken as-
sertions has indeed main-
tained for too long that senile
cerebral involution should be
attributed to vascular alter-
ations of an atherosclerotic
vatiety. We now know that
cerebral aging is linked to
neurotransmitter disturbances
depending on the dopaminer-
gic, GABAergic, serotoninic,
cholinergic, and other sys-
tems Research is just begin-
ning, but already promises to
be extiemely fruitful. In re-
cent studies limited to precise
experimental models, it has,
for instance, been observed
that in particular conditions
- 1.&., In response to specific

stimuli — a neoformation of

Neurons may occur; it is an
observation going against tra-
ditional frameworks and sup-
porting the concept of a resid-
unal neuronal plasticity (H.
Tralwich). Without making
rash deductions, it is nonethe-
less a universally noted fact
that an intense life character-

ized by a high frequency of

social contacts and thus stim-
uli constitutes the best anti-
dote for senile cerebral involu-
tion.

I shall pass over well-known
clinical aspects of senile vis-
ceral polypathology which are
now codified. This does not
strike me as the place for a
lesson on geriatric semiotics! 1
shall come down, then, on

some other considerations of a
general nature

In the case of the elderly the
fundamental difficulty
emerges of distinctly separat-
ing the state of health from
that of illness (F. Fabziis).
There are numberless exam-
ples of this difficult, some-
times impossible distinction
Neaily all old people are af-
fected by osteoporosis, many
by arterial hypertension, and
many alse by pulmonary em-
physema, but only 5% of the
elderly population is on ac-
count of these ailments re-
duced to a condition of non-
self-sufficiency Their effects
on function must be evaluat-
ed To establish in substance
the degree of residual function
— which may be such as to

permit a satisfyving quality of

life for the elderly — consti-

tutes the essential moment of

the diagnostic process Know-
ing the degree of residual
function (brain, heart, etc.)
may also involve the premise
for recovery, for rehabilita-
tion, or, even better, for an ac-
tivation of the elderly. It is a
fact that is clinically evi-
denced and also confitmed in
the laboratory that the activa-
tion of the elderly is not a
utopia but leads to significant
physical, psychological, and
sociological recovery, though
the extent differs from case to
case. It has now been scientifi-
cally documented — as has al-
ready been stated — that an
active lifestyle represents an
effective antidotc for aging
Old age requires a concep-
tual adjustment by the doctor
and in the general mentality
as well. The * acute/chionic ™
distinction does not corre-
spond to clinical reality. The
concept of curing should be
re-examined. In most chronic
illnesses which are frequent at
an advanced age, there is heal-
ing from a phase (perhaps
acute or newly acute), an
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gpisode is overcome, 4 con-
tingent dysfunction is com-
pensated for, thus rendering
the individual fit for a certain
level of service.

In the elderly there is often
a kind of “ coexistence ” with
illness, acceptance of a new
situation, adaptation with
small adjustments to every-
day life. F.M. Antonini is
right in saying: “ It is like
having an increasingly small,
simple, and elementaiv com-
puter available, It is as if for
every age a different man
were born, in a position to
make the most of his capac-
ities. ”
We said at the outset that the
elderly consume more phar-
maceuticals than young peo-
ple and adults It is obviously
true, for in the old aiterations
and dysfunctions are much
more frequent. What is moze,
as we have seen, it is neatly
always a matter of ilinesses
evolving chionically If, as
unfortunately many doctors

and patients think, the use of

a drug must correspond to
every pathological manifesta-
tion, it follows that the elder-
ly end up taking more
medicine for longer periods
of time. This conceptual for-
mulation, which is so wide-
spread, may be criticized as a
principle and is dangerous in
practice. It is evident that the
elderly, including one who
has reached a very advanced
age, must be cared for as well
as possible and that the ab-
stentionist attitude of the past
{Because we’re dealing with
an old person!) should be re-
jected. But today there is
sutely exaggeration in the op-
posite direction to the point
that doctors and patients
must be placed on guard
against the dangers represent-
ed by iatrogenic pathology.
The elderly subject is very
hard to treat pharmacologi-
cally: therapeutic behavior
codified for the adult cannot
be transferied to his condi-
tion on an equal basis

I shall not dwell upon the
physiopathological alterations
modifying pharmacodynamics
and pharmacokinetics in
senescence. [ shall limit my-
self to considerations of a
clinical order. At the same
time we must never forget

dner UG

the very close interconnection
between the physical and psy-
chi¢, to which I have repeat-
edly called your attention,

Many patients, we may
frankly state, among the el-
derly display behavior war-
ranting little trust. The physi-
cian bearing in mind only
what they say (or fail to say)
runs the 1isk of underestimat-
ing or overrating the clinical
situation present. We have al-
ready mentioned shyness in
relating one’s disturbances
and the frequency of a state
of depression and negation.
Disturbances which are only
functional in relation to dete-
tioration of the psychic
sphere may thus be regarded
as due to organic alterations.

It is also common that be-
cause of a mnesic defect use-
ful elements for a correct
evaluation of the clinical pic-
ture are not pointed out, and
for the same 1eason it may
happen that the patient does
not remember the details of
the medical prescription and
forgets to take or forgets that
he has already taken the diug
indicated. He is led into ertor
by the over-administration of
drugs as well,

In shoit, the elderly sub-
ject’s compliance leaves much
to be desired, and the physi-
cian must be specific, not
hasty in therapeutic indica-
tions, and ask for patients’
collaboration. The presence of
sight disorders may suffice —
as with cataracts, which are
g0 frequent — to make mis-
takes in dosage or even mis-
take one drug for another.
The pharmacological case-his-
tory must also be minute:
many older people have been
carrying out more or less self-
presciibed treatments for
some time and are not led to
say anything to the doctor
about it; he thus adds new
drugs to the old The tenden-
¢y to take the same drug over
long periods of time — some-
times for years — which is so
common among the elderly
should be investigated and
corrected. I recall an old and
valiant general who, blushing
with shame, told me about
the progressive growth of his
breasts. It was due to the
continued use of an antihy-
pertensive drug which was




widely employed at one time,
certainly capable of sclid
therapeutic action, but in the
long run not free from side
effects of the kind he lament-
ed It is just one example
among thousands which I
have cited for its possible
novelty

Theie are numerous epi-
demiological studies on the
frequency of adverse reac-
tions due to drugs. Impres-
sive percentages are reached:
over 20%, 30%, o1, according

to some studies, even more of

the patients treated

Great prudence is needed
in prescribing pharmacologi-
cal treatment of the elderly
Meanwhile it is appropriate
fo imit oneself to advising
the use of a perhaps very re-
stricted number of drugs (nat-
urally case by case), disie-
garding “ minor” symptoma-
tology (F. Fabris). Otherwise
we ate penalized with an
iatrogenic pathology, which
may be more serious than the
disturbances prompting com-
plaints. Indeed, the hospital-
ization of the elderly is rather
often due to iatrogenic disor-
ders.

Certainly, when faced with
acute o1 newly acute episodes
of chronic illnesses, we must
intervene, even intensively.

But in the vast majority of

cases we are faced with an
older person presenting many
ailments which reduce his
functional capacities, but
which permit an acceptable
gquality of life. Tt is in these
cases that the greatest and
least justified use of drugs
takes place

Digitalis is 1esorted to in
subjects who do not present
real signs of cardiac failure,
but only reduced cardiac re-
serve due to age. Older peo-
ple tolerate digitalis poorly.
Antihypertensive therapy is
employed using the same
drugs and doses as in essen-
tial hyperiension in adults,
when we may in fact be in
the presence of senile hypei-
tension, which has a different
pathogenic basis and should
be treated prudently because
sharp tensive falls in the el
detly are as dangerous as hy-
pertensive crises

Diuretics, which are so
widely used, may cause seri-

ous hydroelectiolytic itmbal-
ances in the elderly.

A great deal of attention
should also be paid to the use
of psychoactive diugs. The
sedation of the eldeily re-
quires great caution Benzodi-
azepines, used throughout the
world for treating chronic
cases, should be administered
after due consideration Like
other psychopharmaceuticals
(barbiturates, neuroleptics,
etc)), they may provoke states
of mental confusion, in addi-
tion to other disturbances.
Moreover, when many
medicines are administered at
the same time, an interaction
process often takes place
which is only partially under-
stood and not free from risks,
including serious ones. Nu-
merous drugs present such
phenomena: antiathythmics,
anticoagulants, antidepres-
sives, digitalis, etc.

In concluding on this essen-
tial clinical aspect — the
therapeutic behavior to be
observed with the elderly sub-
ject — it may be stated that
in no other case is the admo-
nition primum nor nocere
more valid.

In recent years there has
been a deep, radical transfor-
mation of the principles in-
spiring the geriatrician’s
work Arising as the trustee,
though sharp-witted, of a bio-
logically ineluctable bankiupt-
¢y — in the words of Profes-
sor Barbagallo Sangiorgi — as
old age was considered to be
until a short time ago, he has
gradually become formally

recognized as the physician of

the third age whose task is to
protect the quality of life of
the elderly. Today the con-
cept of recovery, of rehabili-
tation, has been transformed
into that of reactivation, or
rather activation of the elder-
ly as global prevention of de-
cline through cultural growth,
the promotion of physical ac-
tivity, socialization, and ac-
tive participation in family
and community life. The new
gerontological culture presup-
poses an approach to the cl-
derly which is quite different
fiom that of the past and
whose primary objective is to
safeguard the psychosomatic
integrity of the person and
not just treat iliness.
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Reflections on the Biological Meaning

of Senescence

Biology represents life for us
as a single system which is at
the same time stiuctured into
subsystems interacting and in-
terfering with each other inces-
santly, in a perennial seaich
for equilibrium which is al-
ways shifting, The various
parts of this system are so
closely linked and interdepen-
dent that it would be impossi-
ble to delimit them. It is equal-
ly hard to trace out within
each of these precise limits be-
tween the various phases of
their cycle: birth, growth, ma-
turity, and senescence. Indeed,
they are inextricably interwo-
ven. Biology enables us, there-
fore, to examine senescence in
a general context in which it is
seen to be a characteristic mo-
ment of life at all levels, fiom
the most elementary to the
most complex

These reflections on the bio-
logical meaning of senescence
begin with proteins, which to-
gether with the polynucle-
otides may be regarded as the
elementary components of life
They furnish a molecular mod-
¢l which lends itself quite well
to the experimental and theo-
retical study of the life cycle in
all its phases, including senes-
cence (Fig. 1)

Protein synthesis corre-
sponding to the procreation of
the most complex oiganisms
follows a project codified in
DNA and effected through
RNA This is followed by a
process of maturation which is
favored and guided by other
molecules present in the sur-
rounding environment. Once
mature, the proteins begin to
carry out their characteristic
functions: they catalyze certain
chemical reactions, such as the
synthesis of DNA and RNA;
they store or transport other
molecules, including hor-
mones; they furnish cells with
the energy needed for their
functioning, and so on After a
certain period of time, which
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varies from a few seconds to
many years, the proteins be-
come denatured o1, as we
would say in the case of more
complex organisms, they age
and lose their capacity to carry
out the above-mentioned func-
tions. Denaturation is general-
iy accompanied by a reduction
in hydrophily, that is, by affin-
ity for water. This explains
why denatured proteins tend
to join together and precipi-
tate, forming aggregates (Fig-
ure 2),

These phenomena account
for many aspects of aging, such
as withering, the loss of elastic-
ity, and the wrinkling of tis-
sues observed in the old. De-
naturation exposes proteins to
the action of proteolytic en-
zymes, which separate them
into their elementary con-
stituents: peptides and
aminoacids. In this way
proteins go back into the life
cycle in a different form, par-

ticipating in the synthesis of

new proteins or taking other
1outes.

The functions performed by
proteins in their mature phase
are generally termed character-
istics, but this is a purely men-
tal artifice. The phrase * chai-
acteristic functions of
proteins ” was in fact invented
by scientists to indicate the
first biological effects pointed
out by them or those which at
the time seemed most impo1-
tant on a physiological level;
conventionally, they are made
to coincide with the maturity
of proteins. However, all the
phases of the protein cycle
produce equally important bi-
ological effects, though differ-
ing ones. Let us consider, for
instance, protein synthesis,
which, as we remarked previ-
ously, corresponds to procre-
ation in higher organisms. It
involves an occupation of the
protein matrix, which cannot,
therefore, be utilized for other
purposes at that moment. That

at La Sapienza University, Rome

is why the synthesis of a
protein influences and regu-
lates surrounding life. In the
same way piegnancy is accom-
panied by a momentary block-
age of fertility.

Even denatured profeins
peiform characteristic func-
tions. First of all, their hydro-
phobic sites open, thereby per-
mitting the interaction with
other molecules which is the
basis for numerous physiologi-
cal processes, like the trans-
poit or depositing of other
substances, the stimulation of
certain receptors, and enzy-
matic digestion. Through this
last phenomenon, protein de-
naturation also intervenes in
the synthesis of new proteins,
nourishing it with peptides
and amimno acids or regulating
it with other mechanisms
which ate just now beginning
to be explored. That is why
senescence is indissolubly in-
terwoven with birth, and vice
versa,

These concepts also apply to
single-cell and multi-cell living
beings, including man. Like
the individual molecules com-
prising us, we are generated,
mature, and then age The bi-
ologist examines all phases of
human life with equal interest,
from the intrauterine stage to
senescence. For some scien-
tists, the former consists of an
extraordinary trip back in time
which expands, thus enabling
the embryo to pass through the
stages of phylogenesis once
again which originally, accoird-
ing to the conventional mea-
surement of time, took place
over millions of years In-
trauterine development prefig-
ures many aspects of basic im-
portance which emerge in the
neonate and accompany him
throughout life. Procreation —
and thus the being developing
in the womb until seeing the
light of day — profoundly in-
fluences the surrounding
world. The parents are deeply




transformed by it, both physi-
ologically and psychologically.
In the same way a society rich
in births is very different —
socially in addition to ideolog-
ically — from societies with a
low birth rate. The expansion
of time which marks intrauter-
ine life is partly maintained
until adolescence The young
person does not yet perceive
the passing of vears and pre-
pares to discover and conguer
the universe, feeling to some
degree immortal. He is impa-
tient, an absolutist. He enters
into conflict, then, with the
world of adulis, but in this way
influences and stimulates it.
Afterwards man begins to no-
tice a progressive acceleration
of time which is accentuated
as his biclogical thythm slows.
Incidentally, it is probably an
application of the law of rela-
tivity due to the confusion be-
tween two different systems:
the perception of things and
their intrinsic rhythm. In the
same manner, when two trains
ate moving side by side, the
perception of motion becomes
more accentuated the more the
gap grows between their re-
spective speeds The adult,
then, observes the need to
leave a sign of himself: at the
same time he tends to focus
his attention on paiticular as-
pects of life. He devotes him-
self, therefore, to specialized
roles, those which in the case
of the proteins are termed
characteristic functions: as a
doctor, a priest, a housewife, a
writer, and so on. For the
same reasons we mentioned in
regard to the protein cycle, this
is not so: man in fact plays an
important role in all the sea-
sons of his life

In contrast to what happens

in more elementary forms of

life, maturity is also a period
of procreation. In man, how-
ever, the continuity of the spe-
cies does not depend solely on
genetic procreation, but on the
mechanism of cultural trans-
mission as well (Figure 1). Ev-
erything expressing the capaci-
ty for adaptation to the envi-

ronment and the evolution of

the human species is entrusted
to the latter: written and spo-
ken language, humanistic and
technological knowledge per-
mitting scrutiny and examina-
tion of the universe well be-

yond the limits of the senses
and corporeal structure, and
religious faith. This cultural
patrimony is not transmiited
by the genetic code except as a
potential, but is transferred af-
ter birth from one individual
to another If deprived of this
egnrichment, man would once
again become that awkwaid,
defenseless biped he was at the
beginning.

We arrive, then, at senes-
cence. The elderly are in a po-
sition to reflect on the experi-
ence accumulated over the
course of years, They feel their
strength begin to fail as time
passes ever more swiftly They
aie thus spurred to encounter
a general meaning to things,
what is beyond contingent mo-
tivations: wisdom, which in all

civilizations has been consid-
ered to be an attribute of the
elderly This is the contribu-
tion they make to the new gen-
erations, participating in the

formation and transmission af

a shared patrimony of knowl-
edge with something worth
more than technological info1-
mation. In this way they con-

tribute to the propagation af

the human species, with a
mechanism no less important
than genetics.

It is interesting to stress that
the above-mentioned phases
are also found in civilizations,
which result from the sum to-
tal of individual contributions:
birth, growth, the apex or ma-
turity, with its characteristic
signs, and decadence. As hap-
pens with the protein molecule
and man, civilizations as well
transmit their basic values in
the moment they age or decay.
1t is then that they progressive-
Iy lose their identity while at
the same time permitting the

start of a new civilization in
which they in a certain sense
rise again.

In this period we are wit-
nessing the decline of industri-
al civilization and the birth of
a different one taking up its
best aspects. Industrial civi-
lization was built up through
the exploitation and sacrifice
of whole generations, but once
mature it has produced re-
sources on a grand scale, thus
generating widespread well-be-
ing In industrialized coun-
tries, man is richer, freer, and
healthier than he has ever been
before. The economic means
available have become tremen-
dous Not only is it possible to
effect space exploration, but
the individual has resources at
his command far beyond those
needed to meet his basic re-
quirements. Access to higher
levels of education and, there-
fore, to better paid and more
piestigious careers no longer
depends on social class, but on
personal talents Tuberculosis
and other contagious diseases
have piactically been eliminat-

ed. Rickets and other forms of

deficiency have disappeared
others, such as hypertension
and gastroduodenal ulcers,
may be readily controlled. The
progressive inctease in life ex-
pectancy is one of the conse-
quences of these transforma-
tions.

These results, however, have
been paid for at a high price.
Man’s value has been incieas-
ingly related to his economic
productivity rather than to the
qualities codified by religion
and secular ethics. Modein
businesses are evaluated in
terms of sales, not the specific
content of their production
Within broad limits, this also
holds when the protection of
man’s basic goods is at stake,
as in the case of health. There
are no classifications of phar-
maceutical enterprises taking
into account their real contri-

butions to the progress of

medicine Schools tend in-
creasingly to provide the
young with technical rather
than humanistic culture; when
this occurs, the need is felt to
justify it by asserting that the
young are thus enabled to fol-
low and control the swift evo-
lution of technology. It there-
fore causes no surprise that
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current debate on school re-
form still concerns the capaci-
ty to provide suitable prepara-

tion for the specific needs of

the world of production in-
stead of man’s spiritual needs.
At the same time nature has

been violated, often out of

sheer cruelty In a single day,
frequently in pursuit of mere
pleasure, a person consumes
700,000 calories of fuel with
his car. This amounts to the
food needed to maintain a
person’s life for 500 days or,
if you prefer, the daily food
intake of 500 people. In the
process every kind of polhut-
ing substance is poured into
the environment, and the bio-
logical cycle is altered for
years.

Industrial civilization tend-
ed to exploit man and thus to
marginalize him as soon as
his strength began to decline.
It also tended to reject the el-
derly’s wisdom because it
went against industrial logic.
This does not mean that we
should go back to farm soci-
ety, where man retained a
specific role throughout his
life; it did not, in fact, suc-
ceed in meeting man’s ele-
mentary needs. Post-industrial

civilization will avail itself of

modern technology, but only
to meet man’s real needs,
with respect for the world in
which he lives. It will be a
more mature civilization
which will 1estore dignity to
all ages,

Biology thus teaches us that
senescence is a basic compo-
nent of life at whatever level
it manifests itself: in the indi-
vidual molecule, in the entity

composed of millions of

molecules, and in civiliza-
tions This lesson must be
borne in mind when dealing
with the problems of this age
from any standpoint.

In medicine it would be an
error to propose {o combat
senescence or prolong its nat-
ural limits, as modern science
is now theoretically in a posi-
tion to do That would not be
for, but against life. Medicine
should rather combat the
pathology of senescence so as
to ensure physiological treat-
ment.

In this regard, someone
might ohserve that biology is

unfamiliar with the concept of

pathology: illnesses are 4 nat-
ural phenomenon forming
part of the processes of com-
petition, selection, and evolu-
tion as the basis of life. Even
mutations, which are combat-
ted in medicine as the cause
of maiformations and tumors,
are a fundamental instrument
in this process Indeed, the
sun, other forms of energy,
and many products of plants

and of our metabolism itself

have mutagenic effects. Neu-
tralizing them would mean ar-
resting the evolution of life.
Tumors, one of the scourges
of our era, are also inherent
in cell physiology as a poten-
tial for 1epair. Without this
capacity, living organisms
could not repair the damage
to which they are continually
subjected. But the instinct of

survival and conservation of

the species forms part of the
natural order as well Man’s
right to defend and conserve
his own identity and health
derives from it. In this sense,
biology regards medicine as
an expression — a particularly
sophisticated one — of in-
stincls innate in all living be-
ings.

The pathology of senescence
is to a great extent common
to other ages, though obvious-
ly with special connotations
which have been brought out
in other papers: it suffices to
recall contagious and dys-
metabolic diseases, hyperten-
sion, tumors and mental dis-
turbances of the aged. Even
Alzheimer’s disease or senile
dementia is manifested in rel-
atively young persans. As a
result, gerontology has availed
itself of the more general pro-
cess of medical science in
coming to ensure a healthier
and longer life for the elderiy.
There is also a pathology
specifically connected with
the very process of senes-
cence, however. 1 will devote

a few thoughts to it by way of

conclusion,

The study of the pathology
of senescence constitutes one
of the most fascinating chal-
lenges — and also one of the
tichest in unknown factors —
in modern science To under-
stand why we should go back
to the protein cycle, i.c., to
the molecular level of life. We
have already referred to the

denaturation of proteins —
their aging — when fieed
from the coat of water pro-
tecting them and beginning to
interact with other com-
pounds. In this way they can
carty out certain basic physio-
logical functions, but are at-
tacked by proteolytic en-
zymes, which separate them
into their elementary compo-
nents. These pirocesses, in
themselves natural, become
pathological when excessively
accentuated o1 anomalous
Figure 2 shows the moleculat
aspect of a phenomenon of
this kind taken from crys-
tallineg proteins. Normally
these proteins present them-
selves as either globular bod-
ies clearly separated from
each other and transparent to
light or small aggtegates due
to their ordinary process of
aging. In the cataract, an ill-
ness due to the opacification
of the crystalline lens, the
pioteins appear, instead, as
large aggregates. Figure 3
shows the appearance of a
cataract crystalline lens.

The mechanisms of protein
denaturation, both physiologi-
cal and pathological, aie be-
ginning to be known. Diugs
with anti-denatuting effects
have also been discovered.
Some of them directly interact
with specific denaturing
agenis, like the frec radicals,
neutralizing them. Others,
such as bendazac, bind them-
selves to the hydrophobic
sites of proteins, thus render-
mg them more resistant. The
danger is that man will use
this knowledge and these in-
struments not to safeguard his
natural right to survival and
to the propagation of the spe-
cies, but to combat senescence
itself, In this way he would
eventually alter the very cycle
of life.

All of this leads us back to
the problem of ethics. This
concerns not just medicine,
but all the other spheres of
human activity and is becom-
ing increasingly dramaiic as
the pace of scientific and
technological progress quick-
ens. The time has come to
face it openly, with courage
and singleness of purpose.

As Archbishop Angelini
stressed at the outset of this
Conference, respect for life, in




all its forms and seasons, is
rooted not only in religious
faith, but also in secular
morality. These reflections
show us that science as well,
through bioclogy, brings us a
message with analogous con-
tent.

Figure 1. Biological cycle, from proteins to man In both cases the various
phases of the life cycle are inseparably connected [t should be noted that in
man the continuity of the species is entrusted to two mechanisms: genetic,
which is implemented after reaching biological maturity, and cultural,
wherein the elderly contribute their wisdom.

Figure 2. Electronic microscope images of ¢rystalline lens proteins: A, normal proteins visible as globular bodies;
11}, small aggregates corresponding to physiological aging; C, pathological aggregates corresponding to those taken
rom the cataract

Figure 3. Aspect of the crystalline lens in the cataract, a sight disturbance
associated with pathological denaturation of proteins.
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Introduction

Medical science and society
at large are faced with new
biomedical and psychosocial
challenges associated with old
age. Societies are aging,
whether in the industrial o1 in
the developing countries. As
recently as 100 years ago, the
average life expectancy in the
J.S. was 40 years Age-associ-
ated social problems and dis-
eases were as rare as ithe aged
People rapidly succumbed to

disease and died because of

poor sanitation, malnutrition,
and harsh environments or
work conditions. During the
last several decades, there has
been an extraordinary and
steady growth in the number
and proportion of older peo-
ple worldwide. The numerical
growth of old in the popula-
tion of the world is evidence
of improvements in health
services, education, and in-
come. Other factors which
have contributed to this in-
crease include 1eductions in
infant and maternal mortality,
reductions in infectious and
parasitic diseases, and im-
proved nutrition, sanitation,
and water supplies.

In the year 2020, the pro-
portion of individuals who are
65 years or older will neaily
double in the United States
The accuracy of these projec-
tions depends laigely on the
precision of estimated project-
ed mortality 1ates, which have
been declining moderately.
Even under the most conser-
vative estimates it is clear that
the special problems associat-
ed with old age, specifically
the health care needs of the
old, will require progressively
larger shares of national re-
sources The potential of these
vast demographic changes al-
ready has begun to profoundly

influence the thinking of

biomedical and social scien-

tists, health and social service
providers, religious, business,
and political leaders.

In a report summarizing de-
tailed demographic and so-
cioceconomic statistics on the
older population in 31 coun-
tries Totrey et al (1987) indi-
cate that “ the growth of older
populations poses a consider-
able chailenge to public policy
because our needs change as
we age. Rapidly expanding
numbers of older people rep-
1esent a social phenomenon
without historical precedent,
and one that is bound to alter
previously held stereotypes of
older persons. There is a
growing awareness that the
term “ the eldetly,” as a con-
cept, is an inadequate general-
ization that obscures the het-
erogencous nature of a popu-
lation group that spans more
than 40 years of life. The el-
derly are at least as diverse as
younger-age groups in terms
of personal and social re-
sources, health, living arrange-
ments, and integration into
social life The disaggregation
of statistics on the elderly into
nairower age groups reveals
important demographic and
socioeconomic differences
which have direct bearing on
policy-making, both present
and future ™

As we stand at the threshold
of the 21st century, we face
one of the most critical peri-
ods in the history of man
since the Industrial Revolu-
tion. This new Demographic
Revolution will challenge our
ability to adapt to a different
mosaic of a society and will
require drastic changes in the
attitudes, perceptions, think-
ing, and priorities of individu-
als and of institutions. The
human species has had a re-
markable history of intellectu-
al, scientific, and engineering
achievements. The technical
and scientific knowledge accu-

mulated through the ages has
allowed us in modern times to
conguer outer space, explore
the datk depths of the seas, to
expose the most tightly held
secrets of particle physics, un-
ravel the puzzle of genetic
messages, and to virtually
eliminate some killer diseases.
Given the impressive array of
accomplishments of man,
would it be logical to conclude
that we either have the neces-
sa1y technical information at
hand or have the poiential to
develop the needed scientific
knowledge to solve most of
the problems associated with
an aging world population?
The critical question is
whether we have the will, the
courage, and the wisdom to
allocate the necessary re-
soutrces to address these prob-
lems. I hope mankind has the
resolve to face the challenges
of bringing about the changes
necessary to create a new oi-
der and a more humane soci-
ety.

The spectrum of issues asso-
ciated with an aging society is
broad and varied, it includes:
housing, transportation, pen-
sion, work-retirement, health,
and many other topics In this
presentation 1 will focus my
discussion primarily on
health-related issues, particu-
larly mental health and de-
menting disorders. Although
the majority of older individu-
als, the 65 and older group,
are healthy and function effec-
tively, they ate at a greater
risk of disease and conse-
quently have greater need for
medical services. The ex-
tremely aged segment, ie, 80
years and older, which is ex-
pected to grow rapidly over
the next 40 years, uses a dis-
propottionate share of health
resources. If we are to im-
prove the quality of life of the
old, then we must learn more
about biological, behavioral
and psycho-soctal processes of




normal aging and the diseases
of old age. We need such in-
formation to reduce the cost
of health care, eliminate pain
and suffering, prolong eifec-
tive functioning, and maintain
independence.

Normal vs. pathological aging

Early studies on aging often
compared older, ill popula-
tions with young, healthy indi-
viduals in an attempi (o dis-
tinguish age-related changes
from those due to pathological
changes. More recent research
has shown that the differences
between younger and olde:
age groups are partly related
to disease and partly to aging.
Careful studies of discase-re-
lated and age-determined de-
clines in human populations,
have shown that during the
aging process substantive de-
clines do occur in kidney,
brain, and lung functions and
in the cardiovascular system.

It is important to recognize
the difference between dis-
ease-related decline and age-
related decline, which can in-
crease the risk of developing
certain diseases. The aging
process is a highly individual
experience and varies from in-
dividual to individual. As
people age they become less

alike. Biological processes of

normal aging and decline in
functional capacities cannot
be understood clearly without
recognizing the substantial
variability within the aged
gioup. Studies on the factors
that are responsible for these
differences have shown that
many of these changes are not
the result of aging itself, but
may be due to a variety of fac-
tors, such as diet, personal
habits, and psychosocial fac-
tors. For example, in the area
of cognitive aging, although

patterns of age-related differ-
ences and change are reported
very frequently, an increasing-
ly common observation is that
age itself is not the strongest
correlate of such differences
NIA-supported 1esearchers are

now investigating a range of

variables including health
status, experience, and genetic
versus environmental contri-
butions, to tiy to identify

more precisely the causes of

such age-related changes and
differences in performance.
Changes in health status are
one obvious candidate for
why there should be changes
in cognitive function at differ-
ent ages. In this regard, pre-
liminary results of a longitudi-
nal study of hypertensives in-
dicates that memory and
speed tests (measures of fluid
intelligence) do reveal a small
decline is observed for noi-
motensives. Alse, normoten-
sives impiove their vocabu-
laiy scores on a standard in-
telligence test, while hyperten-
sives show no change in per-
formance. These results, then,
suggest that hypertension is
associated with some age-re-
lated changes in performance.
Another study on the relation-
ships among physical exercise
and measures of working
memory, reaction time and
reasoning ability in older
adults has found that adults
who exercise vigoiously aie
superior to adults who exer-
cise less vigorously on all
three measures of cognition
The correlation between exer-
cise and cognitive functioning
held even when controlling for
differences in age, education,
self-report of health, and med-
ications.

Brain aging

In discussing issues related
to cognitive aging or the men-

tal health problems of the
aged, one must inevitably con-
sider the aging biain a reality
that cannot be dismissed
There is no doubt that “ ag-
ing ” is a profound biological
phenomenon which changes a
variety of the mind and body
processes. But the term
* change ” does not necessarily
mean an inevitable decline in
mental processes and func-
tional loss. As eaily as the
16th century, Montaigne, the
Fiench philosopher who lived
to the age of 61, an uncom-
mon event, made the follow-
ing observation about the in-
tellectual faculties of the older
person.

“Since I was 20 yeais of

age, 1 am certain that my
mind and body have detetio-
rated more than they have de-
veloped. It is likely that
knowledge and experience in-
crease with aging, but activity,
alertness, strength, and other
impoitant qualities neverthe-
less decline. Sometimes the
body capitulates first to age,
sometimes the mind. I have
seen many men in whom the
brain becomes diseased before
gither the stomach or the
limbs ” (Michel Eyquen de
Montaigne, 1581, “ Essay On
Aging ™).

Among the many age-relat-
ed decrements in functional
capacity and disabilities that
require institutional care or
render a person dependent on
others, those related to
changes in brain functioning
have the most significant im-
plications for public policy
and priorities for further re-
search It is generally accepted
that there are age-related
changes in brain functioning,
just as there is some loss in
physical ability.

Failure in central nervous
system (CNS) functioning,
such as decrements in hearing,
vision, taste, motor skiils, and
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cognition for the aged Such
changes influence the atti-
tudes of others toward the
aged, affect the individual’s
self-image, and often deter-
mine the nature and quality
of health care services Failure
in cognitive functioning is one
of the principal indicators for
institutionalization of the el-
derly

Such custodial care is ex-
tremely expensive, often im-
personal, and frequently con-
tributes to further deteriora-
tion of health and, ultimately,
to death. Although studies on
the brain have a long history,
it is only recently that we
have begun to understand
how the brain functions in
health and the diseased siate.
The aging brain has become a
topic of intense study only
very recently.

To understand cognitive
functioning, dementias of old
age, or mental health prob-
[ems of the aged we must
learn more about the aging
brain. Investigatois who ac-
cept the challenge of studying
the brain need to take into ac-
count three difficult issues.
First, brain functioning is in-
tricately coupled to other
physiological control mecha-
nisms or homeostatic func-
tions. We still do not com-
pletely understand the under-
lying biological mechanisms
of aging in the various physio-
fogical systems, nor do we
have a clear picture of how
aging affects the i1elationship
between these systems. Sec-
ond, the relationship between
functional and chronological
aging is not well undesstood.

Functional aging proceeds
at different rates for different
individuals, and physiological
deterioration begins earlier in
some individuals than in oth-

ers Finally there is a lack of

appropriate biological markers
for distinguishing normal age-
related changes from patho-
logical ones.

The process of normal aging
is relatively poorly under-
stood. There exist no consis-
tent, established values for
what constitutes “ normal ™
cognitive impairment and
memory loss with advancing
years; nor are the neurologic
changes, the neurochemical

changes, the neurophysiologi-
cal changes, or the gross and
fine anatomical changes that
accompany normal aging well
enough understood to provide
a firm base for determining
“abnormal ” changes After
the age of 80 years, the brain
of a patient with dementia
may be difficult to distinguish
from that of an age-matched
normal patient without de-
mentia; it 1s also true that the
brains of some elderly pa-
tients have few or no senile
(neuritic) plaques or neu-
rofibrillary tangles Even at
eailier ages, the neurofibril-
lary tangles and senile plaques
that characterize the brain
with dementia of Alzheimer’s
type may also appear in the
normal brain, although in
small quantities.

How best to determine the
definitive pathologic lesions
of Alzheimer’s disease (AD)
on the basis of counts of neu-
rofibrillary tangles and
plaques remains controversial
among neuropathologists Un-
til we achieve a better under-
standing of the normal aging
process, the diagnosis of AD
will continue to be difficult,
sometimes inaccuiate, and, at
least currently, a combined
clinicopathologic process.

Dementias of aging

The dementias of later life
are the most common cause
of cognitive disorders, Among
the dementing disecases,
Alzheimer’s disease (AD) is
the most prevalent in the
U.S., accounting for at least
50% of all cases of dementias
in older people. The older
population of the world is
growing at a rate of 2 4% per
year, which is a more rapid
rate than the total population
growth. It is projected that by
the year 2000 there will be
410 million people over 65
vears of age with 59% of the
total residing in developing
countries.

Unless there are dramatic
differences in age-specific in-
cidence rates worldwide and
in the duration of the disease,
AD and related dementias
will become increasingly im-
portant.




Diagnosis

Early and accurate diagno-
sis of Alzheimer’s disease has
a major impact on the pro-
gress of 1esearch on dementia.
In its early stages in older per-
sons, the diagnosis is difficuit
In its later states, AD is some-
times mistaken for other
kinds of dementias and men-
tal diseases. Incorrect diagno-
sis is thought to be common,
pethaps ranging from 10 per-
cent to 30 percent in the gen-
eral medical population

There is a need to stimulate
further research focusing on
the specific scientific issues
concerning the diagnosis, eti-
ology, and treatment of AD.
Progress in understanding and
diagnosing AD will most like-
ly come about through amass-
ing, evaluating, and compar-
ing data and material from
many sources. All data collect-
ed, both retrospective and
prospective, will be maximally
useful only so long as they are
carefully screened for accura-
cy of diagnosis, relevance, and
reliability and are comparable
across studies. The following
are some of the topics that are
in particular need of furthe:
1eseaich,

Diagnostic criteria

There is an immediate need
for improved diagnosis and
diagnostic screening for AD.
Howevel, the diagnosis of and
screening for AD will contin-
ue to be difficult and some-
times inaccurate until we
achieve a better understand-
ing of the normal aging pro-
CESS.

The major difficulty in di-
agnosing AD involves the
definition of the disease itself
and its varied and, at times,
subtle manifestations; AD re-
mains a combined clinico-
pathologic diagnosis. The rela-
tionship between neuropsy-
chological, neuroradiological,
and neuropathologic indexes
of the disease is not well un-
derstood. A continuing eifort
to define the disease precisely
and to develop methods of
definitely distinguishing AD
from other nervous system
diseases must remain the sub-

strate of all research in the
field

Neuropsychological
diagnosis and
other behavioral
measures

There is a need for the de-
velopment of neuropsycholog-
ic and behavioral tests and
markers for AD. Practical
scregning for AD in the older
population requires reliable
neuropsychological maikers.
Measures of very subtle
changes in behavior that are
the first signs of aberration to
be noticed by family members
are needed.

Neuropsychological testing
involving abilities other than
cognitive ones may also be

useful and important. Tests of

first-order capabilities such as
visual perception, reaction
time, or motor ability might
be closer to measuring sub-
strate levels of central nervous
system integrity or disability

without the complication of

trying to measure abstract-
conceptual-cognitive behavior.

Biological and chemical
markers

Sensitive and specific bio-
logical and chemical markers
to stages of AD are required,
preferably derived from extra-
neural sources such as urine,
saliva, blood (cells or plasma),
CSE, or fibroblast cell cul-
tures. Before any marker is
proposed or made available, it
is essential to validate it
against the neuropathological
diagnoses and all other signifi-
cant disease signs.

Techniques of molecular ge-
netics provide a promising
new approach for understand-
ing AD diagnosis-ctiology

therapy, especially in view of

the growing evidence that
there is a familial factor
present in some portion of the
disease

Neurcimaging
There is a need to under-

stand and to 1esolve the con-
flicting data produced by
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studies using different nonin-
vasive imaging instruments,
particularly brain localization
of the imaged data, and
stereotactic location of promi-
nent landmarks in the brain
using methods borrowed from
current neurosurgical technol-

0ogy.

Neuropathological markers

The relationship of plaques
and neurofibrillary tangles to
premortem cognitive function
and to the pathogenic mecha-
nisms of AD must be clari-
fied. While standards have
been suggested for the neu-

ropathological diagnosis of

AD, questions still remain
Fot instance, if a presumptive
diagnosis of dementia result-
ing from Alzheimet’s disease
is made pre-mortem, the pres-
ence of plagues and tangles at
autopsy is generally consid-
ered confirmatory. However,
the frequency of plaques and
tangles in representative pop-
ulation samples of persons
who were cognitively intact
prior to death is unknown

Epidemiological studies

There is a clear need for
scientifically sound interna-
tional and cross-national stud-
ies. Differences in incidence
rates among countries, in dis-
tinct subpopulations or by ac-
quired characteristics may
vield clues about risk factors
which might then lead to new
hypotheses about etiology.
While it is fairly well agreed
that a portion of the burden
of AD is genetically linked,
other robust tisk factors, be-
sides advancing age, are as
vet unidentified

Clear, operationally de-
fined, and reproducible diag-
nostic ctiteria are required for
cases very eaily in the course,
as well as for those with more
advanced disease. Screening
instruments for field studies
of cognitive disorders are re-
gquired. The instruments
should be able to be used by
paraprofessionals and trained
nonprofessionals in a variety
of settings. These instruments

must be culturally, socioeco-
nomically and educationally
nonbiased for use in cross-cul-
tural and cross-national stud-
ies. The screening instruments
must yield reliable findings,
must be sensitive to intellec-
tual decline resulting from de-
menting disorders, and must
be easy to use in large-scale
field studies.

Reliable, valid, and cultur-
ally fair risk factor assessment
interview methods and 1nstru-
ments are needed for detei-
mining exposure to putative
1isk factors (for example,
parental age, affected pedi-
gree, thyroid disease, head
trauma). The most parsimo-
nious set of procedures for
differential diagnoses, which
can be applied cross-national-
ly, must be determined. The
yield of the selected differen-
tial diagnostic procedures
over against neuropathological
assessments must be known.

Longitudinal epidemiologi-
cal studies with post-mortem
investigation are also re-
guired. Longitudinal studies
collecting detailed informa-
tion on individuals alieady
suffering from AD and stud-
ies involving general popula-
tions of older persons may
provide information on pie-
morbid events and conditions
of those whoe might come
down with the disease.

Pedigree studies investigat-
ing the familial-genetic as-
pects of AD should be estab-
lished through central family
registries that maintain
records on well-characterized
AD cases. Family registries
would also provide the means
to study more closely the nat-
ural history of AD and to ex-
plore the hypothesis that
there may be different vari-
eties. Isolated communities o1
groups which have a high de-
gree of consanguinity may be

especially useful in studies of

familial incidence of AD

Treatments of neurochemical
deficits

The secarch for the etiology
of this disease has never dis-
couraged investigators from
searching for ways to treat it

Unfortunately, AD appears to
be a very complex neuro-
chemical puzzle Present ef-
forts to treat AD have not
produced any consistent or
long-lasting results, although
there is still hope that a drug,
or combination of drugs, may
ameliorate some of the cogni-
tive deficits of some patients,
at least early in the clinical
course of this disease.

During the past few years,
it has been clearly established
that the hallmark of AD is a
serious defect in the choliner-
gic system (Bartus, et al,,
1982). This finding has stimu-
lated considerable scientific
activity aimed at identifying
the exact nature of this neuro-
chemical defect and finding a
pharmacological means of
ameliorating the disease. This
type of research has been
driven by the assumption that
the neurochemical deficits in
AD tesult ptimaiily from bio-
chemical abnormalities in the
synthesis or release of acetyl-
choline; it is assumed that the
affected brain cells would
function normally if these
biochemical abnormalities
could be cortected. Thus, the
search for treatment has fo-
cused on pharmacological ma-
nipulations aimed at one of
the following strategies: 1) in-
creasing the supply of the
substrate necessary for the
synthesis of the neurotrans-
mittet, such as use of choline
or lecithin; 2) increasing the
amount of the neurotiansmit-
ter released through the use of
3,4 diaminopyridine or mus-
carinic agonists; 3) prolonging
the availability of the neuro-
transmitter at the synaptic
junction by blocking its
breakdown through the use of
cholinesterase inhibitors such
as physostigmine or tetrahy-
droaminoacridine (THA); and
4) manipulating the sensitivi-
ty of receptors at the postsy-
naptic membrane.

Despiie some promising
initial results in treatment of
AD with agents such as
choline, lecithin, and
physostigmine, the effort in
cholinergic pharmacology has
not produced any consistent
or long-lasting treatment for
AD. There are several possi-




ble explanations for this ap-
parent lack of success.

Fisst, it is uvnlikely that AD
results from a deficit in a sin-
gle neurotransmitter system.
There is mounting evidence
that this disease involves
deficits in multiple neuro-
transmitter systems and neu-
topeptides.

Second, the neurochemical
deficits might be a conse-
quence of other changes with-
in the cell, such as abnormal
oxidative metabolism, o1 oth-
er biochemical changes within
the cytosol.

Third, the observed neuro-
chemical changes in AD
might be epiphenomena asso-
ciated with or consequent to
cell death.

There is still need for fur-
ther research on the neuro-

chemistry of AD. The aim of

such research is to learn more
about fundamental chemistry
of the disease, which may
shed light on etiology and
pathogenesis If, through such
research, we discover an
agent or agents that can ame-
liorate the symptoms of the
disease, even for a short time,
it will still be worthwhile, be-
cause such agents may
provide a welcomed relief,
however brief, to the victims
and their families.

In the past, the effort ex-
pended on the neuropharma-
cology of neurotransmitters
has proven to be useful for
some neurological and psychi-
atric disorders such as
Parkinson’s disease and de-
pression. These models may
not be totally appropriate for
the development of treatment
of AD. The pharmacology

and the pharmacotherapy of

AD may need to have a dif-
ferent objective. A strategy
that focuses on maintaining
the structural and functional
viability of neurons may be
an appropriate model. We
need to find agents that-can
restore or maintain cell
metabolic processes, mem-
brane structure, and function-
al processes associated with

synthesis and degradation of

membrane proteins and cy-
toskeletal proteins.

Factors leading to cell death

There is growing evidence
that the fundamental problem
in AD is associated with cell
death In AD, structural
changes in cells and the death
of cells cccurs in specific re-
gions of the brain, particular-
ly in areas richly innervated
with cholinergic cells Howev-
er, to date, we do not know
why brain cells die in AD;
why specific types of cells in
particular brain regions are
vulnerable to cell death; and
whether o1 not such cell
death can be aveited by phar-
macological means,

At present, there are several
very promising leads concern-
ing the possible mechanisms
of cell death in AD The fol-
lowing section provides a
brief outline of some of the
most significant ideas being
explored by various investiga-
tors.

Infectious agent(s)

It has been proposed that a
transmissible infective agent
might be involved in the eti-
ology of AD. However, to
date, it has not been possible
to genegrate any convincing
evidence for this hypothesis.
Despite an initial seemingly
positive transmission of AD
into monkeys, which pro-
duced a disease indistinguish-
able fiom CJD, replications
have been unsuccessful
(Traub, et al., 1977;
Goudsmit, et al., 1980).
Prusiner (1987) has proposed
that these failures to transmit
AD can be due to an inability
of the agent to replicate in
the laboratory host, or the in-
cubation times studied were
insufficient to develop the
disease, or an infectious agent
is not involved in the patho-
genesis of AD.

Another possibility has
been put forth by Manuelidis,
et al (1988) that evidence for
infectivity should be sought
in the early stages of the dis-
ease rather than in the end
stage autopsy material. In
very preliminary findings,
these investigators report a
possible transmission of a
CID-like disease into ham-

sters from homogenates of
buffy coat cells drawn from
five of eleven healthy rela-
tives of AD patients These
very provocative data need
further confirmation as well
as attempts to identify the
transmissible agent.

Prusiner’s work with the
scrapie prion protein (PrP)
has demonstrated that there
are two isoforms of PrP:
scrapie (Sc) and cellular {C).
P1P and candidate PrP genes
have been identified in a
number of species (Prusiner
and McKinley, 1987). In
healthy cells, PrP® is the
product of the PrP gene and
is susceptible to digestion by
proteases, unlike the scrapie
isoform, PrP*, which 1s 1e-
sistent. Both PiP® and P1P*™
are transmembrane imbedded
proteins Upon detergent ex-
traction, the celular form sol-
ubilizes, while the scrapie
form polymerizes into amy-
loid-like rods The available
evidence indicates that these
two isoforms are coded from
the same P1P gene and have
the same amino acid se-
quence. Thus, the difference
between PrP¢ and PiP* seems
due to a post-translational
event which modifies P1P af-
ter the polypeptide chain is
assembled.

Prusiner’s studies of piions
suggest the possibility that an
infectious process may induce
the conversion of normal nec-
gssary proteins into aberiant
pathologic molecules. These
conversions most likely result
from post-translational modi-
fications that occur after the
proteins are assembled. We
need to have a better under-
standing of the chemical
mechanism by which
proteins, e.g., PrP, interact
with membrane phospholipids
and how that interaction al-
ters the surface characteristics
of membrane imbedded
proteins.

The aging nervous system
may be particularly vulnera-
ble to a host of infectious in-
sults Normal barriers such
as the bloodbrain barrier,
active and passive cellular
“pumps ”, and expression or
de-expression of cell mem-
brane receptor molecules ap-
pear to be altered during both
normal and pathological ag-
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ing. These events may predis-
pose the aging nervous system
to increased risk of perturba-
tion by pathogens.

Toxins

Both endogenous and ex-
ogenous toxins have been as-
sociated with neuronal death.
The association and colocal-
ization of aluminum with the
paired helical filaments (PHF)
and other elements within
tangle-bearing neurons has
stimulated considerable 1e-
search. However, it still is not
clear whether the aluminum
accu-mulation is a cause, con-

tributor, or conseguence of

the cellular pathology in AD.
The emerging body of 1e-

search on the susceptibility of

the nervous system to 1-
methyl-4-phenvl-1,2,3,6-te-
trahydiopyriding (MPTP), vis-
a-vis a model for Parkinson’s
disease, raises the possibility
that toxins may also piay key
roles in the etiology of AD.
Aging may inc¢rease the sus-
ceptibility of the nervous sys-
tem to toxins and other envi-
ronmental insults Such vul-
nerability is likely not to be
uniform but will reflect the
phylogenetic development and
vital nature of the specific re-
gions of the nervous system. It
appears that the susceptibili-
ties of the murine (Gupta et
al, ¥986) and primate (Formno
et al, 1986) nervous systems
are age and system specific;
aged animals are more sensi-

tive to the toxic effects of

MPTP with the additional in-
volvement of the dopaminer-
gic ventral tegmental arca and
the noradrenergic locus
coeruleus

While the principle atten-
tion has been focused upon
the cholinergic hypothesis as
the etiologic model for AD, it
1s clear that the pathologic
changes associated with this
disease encompass a far
greater specirum of alter-
ations, including the adrener-
gic, serotinergic, somatostatin-
ergic, glutamatergic, and other
neuropeptinergic systems in
addition to the cholinergic
system. Maragos et al. (1987)
have proposed that gluta-
matergic dysfunction can bet-

ter explain the etiologic mys-
tery of AD. Glutamate and
other exitotoxic amino acids

may induce hyperactivity of

cortical association and
hippocampal pyramidal neu-

rons resulting in disruption of

intracellular energy resources
and inability to maintain noi-
mal cytoskeletal structures.
With continued activation,

neurons would lose control of

membrane polarization and
thus become more vulnerable
to excitatory input

A provocative set of find-
ings related to this exitotoxin
hypothesis is the potential eti-
ologic role of the seed of the
cycad plant (Cycas circinalis)
in the pathogenesis of the
Guam form of amyotiophic

lateral sclerosis (ALS) and of

the Parkinsondementia com-
plex (PDG) as a clinical vari-
ant of ALS (Kurland, 1988) It
appears that the active com-
ponent of the cycad seed in
this disease piocess is the ex-
citatory neurotoxic amino
acid beta-N-methylamino-L-
alanine (BMAA). Acute ad-
ministration of BMAA to
monkeys produced motor neu-
ron deficits (Spencer, 1987). A
related plant derived amino
acid is beta-N-oxalylamino-
Lalanine (BOAA) which is a
potent stereospecific gluta-
mate agonist. It has been sug-
gested that exposure to such
environmental toxins at high
enough concentrations early
in life may result in prompt
expression of disease, such as
ALS, as seen in the MPTP
model, On the other hand,
lower levels of chronic expo-
sure combined with age-asso-
ciated changes in the nervous
system could find expression
as PDC (Calne, 1986) and
possibly AD.

Abnormal proteins

The presence of abnormal
proteins is regarded as the
hallmark of AD. Considerable
progress has been made in un-
derstanding the protein chem-
istry of tangles and plagues
The location of the gene re-
sponsible for one of the amy-
loid precursor proteins has
been identified and the chem-

istry of PHF is better under-
stood now than a few vyears
ago. However, it is still not
clear whether plaques have
any direct role to play in the
etiology of AD The presence
of these abnormal proteins is
not unique to AD. It is very
likely that they may be coinci-
dental to the disease process.
We need to know how these
proteins affect cellular func-
tion There is no clear and di-
rect evidence that these ab-
noimal proteins play a role in
cell death. If they do, we need
to understand the mechanism
by which this occurs.

Metabolic abnormailty

Thezre is evidence indicating
that AD might involve abnor-
mal metabolic activity in af-
fected neural tissues: 1) glu-
cose utilization is diminished;
2) pyruvate dehydrogenase
complex activity is reduced;
3) biopsy material shows ab-
normal oxidative metabolism;
4) positron emission tomogta-
phy images show patterns in-
dicative of reduced glucose
utilization. However, these
could be due to reductions in
cell number There is a need
for more accurate assessment
of neural metabolic activity
since it may account for both
changes in neurotransmitter
chemistry and cell death

Recently, Sims et al. (1987)
have demonstrated that skin
fibroblasts from AD patients
have abnormal glucose and
energy related metabolism.
This study suggests that the
predisposing genetic factor as-
sociated with AD may be ex-
pressed in tissues other than
the brain. This finding may
provide an impoitant clue to
the pathogenesis of this dis-
ecase and provide a useful
model for noninvasive stud-
ies.

Membrane proteins

The mechanism by which
the structure, function, and
assembly of membrane
proteins change in aging and
pathological condition is an
important issue for the etiolo-




gy of AD Spectral NMR indi-
cates that membrane structure
changes in aging and AD
Pettegrew et al, (1988) have
found evidence for the hy-
pothesis that abnormalifies in
the synthesis of membrane
phospholipids are early
metabolic events in the patho-
genesis of AD. The issue of
how membrane structural
changes interact with mem-
brane pioteins and affect the
functions of these proteins is
an area that needs much at-
tention.

An important issue for the
neurobiology of aging is to un-
derstand the mechanisms by
which intracellular messengers
mediate neuromodulation and
ate mediated by neuromodu-
lators. There is compelling ev-
idence that membrane linked
inositol lipid signalling path-
ways play a crucial role in
neuromodulation and, possi-
bly, in the acquisition of long-
term memory. We need to
know more about age-related
changes in the phosphatidyli-
nositol second messenger sys-
tem (diacvlglycerol, inositol
(1,4,5)triphosphate, and
protein kinase C pathway).
There is growing evidence
that neuromodulation de-
pends on opening and closing
of ion channels by seccond
messengers, but we do not
know how these systems are
altered as part of the aging
process, or affected by disease
processes. The role of the sec-
ond messenger system in trig-
gering the onset of gene tran-
scription and protein synthe-
sis required for long-lasting
neuronal changes seems essen-
tial for better understanding
of age-related changes in
memory

Research on the neurobiolo-
gy of aging and AD needs to
focus on issues related to

structures and functions of

cellular membranes and cy-
toskeletal pioteins. The key
question is how changes in
membranes affect binding
characteristics and transport
mechanism across extracellu-
lar as well as intracellula:
boundaries.

Studies of the dynamic
changes in the structure and
function of the cerebral mi-

crovasculature need to identi-
fy functional changes in the
microvasculature which may
degrade or alter O, and glu-
cose transport systems in a
subtle but persistent manner.
Such changes may not pro-
duce an immediate effect but
may pioduce a chronic, grad-
ed hypoglycemia or hypoxic
condition over a long period

Recent evidence indicates
that hypoglycemic neuronal
damage might be mediated by
excitotoxins, especially the ex-
citatory amino acids gluta-
mate and aspartate Cell death
is induced by agonist action
on the N-methyl-D-aspartate
(NMDA) receptor. Stimula-
tion of the NMDA receptors
by the excitatory amino acids
increases the intraceltular cal-
cium levels, which could be
an important mechanism for
selective neuronal death in ag-
ing and AD.

The above- presented argu-
ments are intended to indicate
that although traditional phai-
macological studies directed
at modifying the synthesis or
release of neurotransmitters
may play an important role in
treating AD, we need to de-
velop a new form of pharma-
cological approaches to modi-
fying the cell-membrane, regu-
lating the second messenger
system, effecting post-transla-
tional changes, or gene-regula-
tion. The technology for these
approaches is now available.
However, more tesearch is
needed to bring it to fruition.

Hypotheses on etiology of AD

At present, no single known
etiologic factor under study
can fully account for the clini-
cal picture of AD and the post
mortem pathological markers
of the disease. We proposed
that as a working hypothesis
the role of any single etiologic
factor needs to be examined
in the broader context of oth-
er ideas concerning the etiolo-
gy of this disordei, e g, genet-
ics, infective agent, metabolic
disorder, blood-brain barrier
changes, and neurochemical
deficits. This broader view is
necessary because of the

strong possibility that AD
may not be due to a single
event or an insult but is

brought about by a series of

different events over a long
period. In discussing the caus-

e(s) and effect relationship of

this disorder, it might be use-
ful to use the analogy of an
AND gate (a digital logic ele-
ment) to conceptualize the
process I have in mind. As is
well known, an AND gate can
have two or more inputs and
one output. In order to get an
output, it is necessary that
certain well-specified rules (a
truth table) be followed. That
is, a discrete event has to take

place at each of the inputs of

the AND gate for an output to
occur. The timing of the
events at the various inputs
can vary almost infinitely, but
once an event takes place, is
effect must linger on. The ba-
sic rule is that an event has to
be present at all inputs at the
same time for an output to
occur. Now, transposing this
model to AD, the Input gates
could be such events as;

a) genetic predisposition for
a metabolism or functional
disorder;

b) aging;

¢) cerebral microvasculature
pathology so that there is
graded but prolonged reduc-
tion in glucose;

d) Oz changes in oxidative
metabolism due to enzymatic
deficiencies;

e) exposuire to toxins,

/) other changes in brain
chemistty;

g) reductions in cerebral
blood flow.

According to the AND gate
model, these events do not
have to occur at the same
time, but each could produce
a lingering effect which even-
tually might lead to cell loss
and clinical symptoms. There-
fore, to understand the etiolo-
gy of AD, it might be impor-
tant to examine evidence
showing a relationship be-
tween a paiticular variable,
such as toxins, and AD, in the
context of other preceding
critical physiological events
during the lifetime of the pa-
tient which may have predis-
posed the vulnerability of the
brain to the disease
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The Role of Pharmacology in Aging

Professor JEAN CHARLES SCHWARTZ

In regard to the role of car-
diovascular drugs o1 those
used against infections, antibi-
otics, in increasing lifespan, it
should be noted that their ap-
plication has entailed a certain
number of affections, among
which mental disturbances
may be distinguished. T would
like to limit my 1emarks to
these.

It must not be forgotten that
while, on the one hand, we are
still using drugs discovered by
chance, so to speak, and ad-
ministered experimentally, on
the other we are on the way to
significant progress in the care
of the most serious distur-
bances.

The achievements of neuro-
biclogy are accompanied by
those of neuropharmacology.
We are attepting to follow a ra-
tional, ordered policy which
ought to lead us to substantial
progress in the near future.

Among the different psy-
chotropic medicines adminis-
tered to elderly persons, three
main categories may be distin-
guished. The first is constitut-
ed by the drugs designed to
fight against disturbances
linked to the problem of aging.
It should be observed that
these — which are substantial-
ly cognitive — in quite a few
cases appear together with
structural modifications,
These represent changes in
connection with which we
would like to have instruments
capable of intervening in the
process. The modification —
in this case, the decrease — in
brain size is accompanied by a
decrease in the number of neu-
rons. At one time the extent or
scope of these modifications
was exaggerated; we now
know, however, that they are
relatively limited and, in any

case, not over about 15% of

the number of neurons in the
brain.

Such modifications are acco-
panied by changes which are
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not only guantitative, but
qualitative. Their influence is
not univocal: it may be mani-
fested in impoverishment o1 in
the opposite direction. T want
to point out these modifica-
tions in neuron morphology
are undoubtedly influenced by

so-called growth factors, one of

which was discovered in Ifaly
by Dr. Rita Levi Montalcini —
in this case, a nervous growth
factor We are probably faced
with numerous factors still not
sufficiently well known.

The modifications associat-
ed with fibrilla iesions, the se-

nile plaques characteristic of

Alzheimer’s disease, are in fact
already found in the normal
brain, but are much less fre-
quent. There are modifications
on the level of the brain ves-
sels, of course, and for a long
time age was thought to be ac-

companied by the sclerosis of

these vessels. This has not
been demonstrated, however;
it is true, on the other hand,

that some modifications of

vascular properties form the
very basis for the greater fre-
guency among the elderly.
There ate, in effect — and [
wish to close on this point —
modifications of the neuro-
transmitters In the previous
talk it was explained that these
neurotransmitters ate the
chemical messengers through
which neurons speak to oneg
another or communicaie; some
are freed and reach other neu-
rons. This “conversation” be-
tween one newron and another
seems to encounter difficulties
in the elderly person, as is
demonstrated by the smaller
number of them in his brain.
But it must be added that
these neurotransmitters are
very impoirtant for the phar-
macoelogist. Indeed, over the
course of the last twenty years,
between fifty and one hundred
different substances have been
discovered capable of playing
the role of neurotransmitters;

every discovery in this sense,
though confirming the com-
plexity of brain chemistry,
nevertheless offers the phar-
macologist a supplementary
indication to develop new
drugs.

Among the compounds ordi-
narily employed to treat cogni-
tive disturbances of the clder-
ly, some seem to improve the
hematic flow in the brain,
whereas others apparently im-
prove and strengthen brain
metabolism. Finally, some ap-
pear to have the function of fa-
cilitating the cognitive process-
es with an increase in wakeful-
ness. These compounds or
products are used quite fre-
quently for the elderly; this use
in fact reflects the need to
avoid the reduction of cogni-
tive capacities. It must, how-
ever, be stated that the mecha-
nism by which most of these
compounds act remains largely
unknown and that their action
itself must still be understood.

The second category of com-
pounds used in the elderly in-
volves drugs to treat illnesses
common to adults and the
aged. Among them are three
large classes of hypnotics
which are psychiatric drugs,
but which are often used to
combat problems of insomnia,
more frequent in the elderly
than in adults; nevertheless,
we find here as well tranquil-
lizers, antidepressives, and an-
tipsychotics.

These compounds are used
very often, and recent statis-
tics indicated, for example,
that in about 50% of the cases
admitted a prescription for

one of these three types of

drugs was observed; thei: fame
was once again demonstrated.
Another common chagacter-

istic of these three types of

products is that they were dis-
covered by chance in the fifties
and sixties during clinical use.
The discoveries were made in
Europe. Only gradually has
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their action on the brain been
understood — they activate a
certain number of neurotrans-
mitters What does this mean?
We are confronted with a vast
field of study so as to be able to
perfect more affective agents
than those we have been using
since the sixties.

Another general characteris-
tic of the use of these agents in
the eldeily is the difficulty in
their ingestion. This was
stressed in a previous paper
There are side effects present-
ing themselves in nearly the
same way in adults, but with
much more serious conse-
quences in the elderly It is a
guestion of motor problems,
hypertension, and so on, all
contraindications which may
be graver in old age than in
adulthood. Moreovel, there is
a metabolism modification in-
duced by these compounds in
the elderly which frequently
entails a lessening of intestinal
absorption and hepatic inacti-
vation. It is thus harder to ad-
just doses of these drugs for the
old than for healthy adults
Finally, the third category of
drugs designed for the elderty
is for the treatment of the ill-
nesses proper to advanced age.
Among these, as has already
been pointed out, the most fre-
quent and significant for re-
search at present are the forms
of dementia. Why? Precisely

because of the frequency of

these affections, but also be-
cause current pharmacological
resources for them are practi-
cally nonexistent, In view of its
high incidence, we are paiticu-
larly interested in Alzhemer’s
disease within this group. I will
not repeat what has already
been stated, but among the dif-
ferent characteristic modifica-
tions there are included those
attacking certain kinds of neu-
rons, among which the most
important ones are the cholin-
ergic, which use cetylcholine as
a neurgtransmitter and undes-
go marked degeneration in this
illness.

I would like, then, to formu-
late the guestion in terms
somewhat different from those
of the previous speaker. We
may ask how we hope in the
coming years to perfect effec-
tive drugs for this illness It
seems to me that, among the
different strategies, we can dis-

tinguish, on the one hand,
those starting from an animal
model of illness. It is an ap-
proach which, as regards men-
tal illnesses, has been disap-
pointing untill now; however,
with the greater knowledge we
have today on Alzheimer’s dis-
ease, we may hope for the de-
velopment of animal-based
models which will help us to
prepare such therapeutic
drugs. The second approach
consists of starting from so-
called bhiological targets We
may distinguish three concrete
kinds: the neuropathological
changes already described, de-
generated neuron systems, and
the neuron systems which have
been preserved from illness.

The most important protein
in the senile plaque was recent-
ly isolated with a very modetn
method, that of molecular biol-
ogy, which is quite effective in
that without purifying the
protein we may know its struc-
ture and even predict its func-
tion.

Now one of the important
points I would like to stiess —
important, that is, for the
pharmacologist — is that this
activity, carried out at the
same time at three different
laboratories, with results in
peifect agrement, has enabled
us to see this protein, which we
know is present more often in
the brains of Alzheimer’s pa-
tients and has quite a particu-
lar enzymatic action, or, if you
prefer, possesses the power to
inhibit enzymatic activity. On
the basis of this observation,
which is completely surprising
and may give rise to well-
grounded research into the
treatment of Alzheimer’s dis-
ease, the hypothesis could be
posed, for example, that the
enzymatic activity which is in-
hibited by the protein in ques-
tion is one enabling the indi-
vidual to fight against affec-
tions. In other words, this
plaque, this protein, would be

of benefit to the subject, and if

this is so, we should at this
time identify the substance in-
activated by the enzymatic ac-
tivity so that it will be protect-
ad And the synthesis in-
hibitors may be quite readily

prepared; they will not, of

course, be much easier to illus-
trate than this protein
Another hypothesis is that

protein plays a harmful role;
and the substance hydrolyzed
by the aforementioned enzyme
is again identified. Here we
may hope that by protecting it
a new approach to this disease
can be found. It is a new, very
stimulating line of 1esearch
which has opened up in recent
months. Among the neuro-
transmitter systems affected
most seriously are the cholin-
ergic ones; indeed, acetyl-
choline, a neurotransmitter, is
produced and located at the
base of the brain in a concrete
nucleus, that of Meynet-—-or, if
you prefer, the neurons pro-
ducing it, which are of interest
to us From this nucleus the
neurons send out to virtually
the entire encephalon--or,
rather, the part involved in
cognitive processes-- the long
neurons. These disappear
simultaneously at the points of
departure and arrival. An ini-
tial approach might possibly
consist of attempting to avoid
this degenerative phe-
nomenon Some experiments
were recently cartied out by
Varon and his colleagues. They
consisted of effecting experi-
mental degeneration in a rat’s
brain. There was a nearly com-
plete disappearance of cholin-
ergic denervation, as evi-
denced by the antibody sys-
tem. This disappcarance is viI-
tually total after the lesion.
The animal itself, having 1e-
ceived the previously men-
tioned nervous growth factor,
which is a natural substance
produced in the brain, mani-
fests markedly delayved degen-
eration; especially on the side
where an injection was made
the neuron system is con-
served. One might then ask,
“Why not treat our patients
with this neuronal growth fac-
tor available today?” There
are, in fact, greater difficulties
for the use of this substance,
because it is a protein not ab-
sorbed well by the digestive
sustemn; it does not enter easily
into the brain, and it would be
necessary to find systems of
administration which are now-
-o1 border on the--unthinkable:
I am referring to intracerebral
administration sistems. It is
guite likely, however, that
knowledge of the way this ner-
vous growth factor acts and of
how it may be replaced by sub-




stances which might have the
same effect will lead us to com-
pounds which may well serve

to delay these phenomena of

nervous degeneration One
possibility suggested recently is
the use of certain substances,
such as the canglosites, which,
when administered systemical-
ly, prove effective on the basis
of a somewhat different model
which I shall not deal with in

detail, but which consists of

causing degeneration in the
cholinergic systems

Another approach attempted
is the following: the cholinergic
system--i.¢., the neuroacetyl-
choline--i§ degenerated; then
we somehow try to replace the
acetylcholine which is lacking
The afferent neuron ending is
seen here, the neuron receiving
the message, that is, the acetyl-
choline released by the first
neuron. Tests have been con-
ducted consisting of adminis-
tering substances to facilitate
the production of acetylcholine
by the few neurons remaining
in the brain. This approach has
generaily proved rather disap-
pointing,

Another possibility involves
the administration of sub-
stances similar to acetyl-
choline; pharmacology has a
number of them at its disposal.
These cholinergic-type agents
would in fact be destined to act
upon the 1eceptors of acetyl-
choline. Here we observe that
we are faced with a difficult
situation, for these acetyl-
choline receptors are present
not only in the part of the
brain degenerated by
Alzheimer’s disease, but also
in many other apparatuses,
like the digestive system, out-
side the brain.

The administration of these
agents produces numerous
harmful effects. How can we
overcome this difficulty, then,
if today no system is glimpsed?

Nature, in showing us its
complexity, nevertheless offers
us new paths for research to
find more selective drugs. Let
us examine them in the recep-
tors. The receptor is the e¢on-
stituent of the membrane
which receives acetylcholine It
was long believed that there
were only two receptors, and
the chances for specific selec-
tive action were rather slim.
Recent discoveries in molecu-

lar biology show us, however,
the possibility of six or seven
different receptors for acetyl-
choline belonging to different
categories. These multiple re-
ceptors of acetylcholine once
again give us the chance to de-
velop new drugs to act on one
receptor or another. They offer
us, then, the hope of acting
precisely upon the most impor-
tant systems in maintaining
cognitive functions.

The final approach consists
of making use to some extent
of the neuron systems which
have not suffered degeneration
in the course of Alzheimer’s
disease. One of these is of spe-
cial interest to us I am refer-
ring to the system using his-
tamine as a neurotransmitter
Here we have a system which
greatly resembles the previous
one (i ¢, that of acetylcholine)
— once more a neuron found
at the base of the brain, but it
is no longer a guestion of

Meynet’s basal nucleus, but of

the mamillary tubercle. From
there this group of ceils sends
messages to virtually the entire
encephalon, messages some-
what resembling the kind sent
by acetylcholine. The differ-
ence lies in the fact that these
histamine neurcons do not de-
generate in Alzheimer’s dis-
ease, and there is thus a possi-
bility of replacing the missing
circuit with a pre-existing, but
operative one.

We thus have the chance to
modify histaminergic activity
in the brain and hence arrive
at new drugs which for the first

time will be capable of

markedly increasing histamin-
ergic transmissions. Accord-
ingly, we have succeeded for
the first time in producing in-
creases in wakefulness by new
methods which were pre vious-
ly not available. They consist
of simplifying histaminergic
transmissions In conclusion, it
is true that there are many oth-
er approaches. Dr, Cacciaturi
mentioned some of them in the
preceding paper, and I have
dealt with others.

1 would like to close with a
quip: shrewdness is to succeed
in dying young, but as late as
possible. And 1 wish to express
my conviction that pharmacol-
ogy will help us enormously in
the coming decades to reach
this goal.
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Quality of Life and Longeyvity:
Psychosocial Correlations

1. Historical aspects of
“longevity research ”

To reach an advanced age
with a fecling of well-being
has long been a human desire
and has occupied poets,
philosophers, and physicians.
This issue was already a point
of discussion over 4000 years
ago in the Dead Sea Scrolls
(cf. Streib & Orbach 1967).
Over 2000 years ago (460-377
B.C)), as rules for a healthy
life, which would in tuin
guarantee a long life,
Hippociates recommended
(cf. Schmid 1974} “ All parts
of the body, which are de-
signed to serve a function,
will remain in good health,
grow and reach an advanced
age if they are used in moder-
ation. However, if they are
not used, they tend to be-
come diseased, cease to grow,
and age prematurely.”
(Hippocrates: De articulis re-
spondis 56: cf. Muri, 1962,
p. 361).

Along with the proper diet,
Pergamon v. Galen (129-199
A D)) also recommended ex-
cercise and gymnastics (cf.
Steudel - 1962). 1500 vears
later in his “ Discourse on the

Maintenance of the Health of

the Aged,” which was pub-
lished in 1778, the well-
known Viennese physician
Van Swieten (1700-1772)
wrote: “ First, the dryness and
stiffness of the body part
must be corrected. To this
puipose, baths, gentle mas-
sages and moisturizing with a
mild oil are the use; .. how-
ever, nothing prevents the
stiffness of the limbs better
than frequent stretching and
bending. Only the lack of ex-
cercise causes stiffness or
even curvature of the Hmbs
at an early age™ (v. Swieten,
1778, p 37).

Similar references to a life-
long preparation for old age,
a geroprophylactic, which be-

Dr. URSULA MARIA LEHR

gins in childhood and adoles-
cence and encompasses the
physical as well as the mental
sphere, can be found in Pla-
to’s (427-347 B C.) Politeia
and Cicero’s (106-43 B.C.)
cato maior de senectute
Physical activity, mental ac-
tivity, and social activity
throughout the whole life, as
well as pleasant and gratifying
experiences and the proper
nutrition, have been consid-
ered prerequisites for success-
ful aging since antiguity (see
Lehr 1982)

These assertions were not
tested empirically at that
time, For the most part they
were based on single experi-
ences or on examples of fa-
mous individuals. This paper
examines these assertions in
the light of recent gerontolog-
ical research, especially with
respect to results of the re-
seaich on so-called, “sur-
vivor” or “longevity ” re-
search.

12 Longevity - a sign of our
time?

In ancient Greece during
the times of Pericles, life ex-
pectancy averaged 20 years,
In the middle of the 19th
century the average life-expec-
tancy in the western woild
was around 33 years; today, it
1s 704 vears in the more de-
veloped countries, and 49.6
years in the less developed
countries. By the year 2000
the average life-expectancy is
expected to increase by 2.8
years to 73 2 years in the
more developed countries,
whereas for the less devel-
oped countries a sharp in-
crease by 15 7 years up to
65.3 years is expected.

But these average figures
are problematical because
they are confounded by
neonate and children’s mor-
tality. The statistical trends

West German Health Minister

show, however, that there is
not only an increase in aver-
age life expectancy, but the
probability for many individ-
uals to reach a very high age
has also increased consider-
ably. The proportion of the
over 60-year-olds is increasing
rapidly; 5% in Germany a
century ago, it is now 21%
and will be 26% in the year
2000.

But, whereas in the three
decades from 1970 to 2000
the population in Europe is
expected to increase by 17.5
%, the proportion of the over
60-year-olds will inciease by
62.4 %. In the Latin-Ameri-
can countries there will be an
increase of the group of over
60-year-olds of 150% and the
proportion of the over 80-
year-olds will increase by
215% during the period 1970
to 2000.

The expected figures for the
year 2000 are: 231 million
persons over 60 in the more
developed countries, but 354
million in the less developed
countries.

An increase in average life
expectancy is a typical phe-
nomenon of the end of our
century. The current life ex-
pectancy in our country is
71.4 vears for a male and
78 0 years for a female new-
bomn. But a 60-year-olds man
has an average further life-ex-
pectancy of nearly 17 years, a
60-year-olds women of 21
vears. In 1987 our Bunde-
sprasident sent birthday-greet-
ings to 2,252 persons 100
years of age and older. And
in the year 2000 in our coun-
try more than 10,000 persons
will be 100 years o1 more.

This “graying world ™ is a
direct challenge for scientists
of all disciplines and fac-
ulties, but for policy makers,
too, in orde:r to combine
longevily with a state of psy-
chophysical well-being What
can be done to ensure the




quality of life in old age? Our
life expectancy, as well as the
quality of life, is dependent
upon our lifestyle.

“Life expectancy does not
only mean length to life, but
also quality of life It doesn’t
count how old one will be-
come but how one will be-
come old ”* (Schaefer, 1975)

2. Results of empirical
research on the
conditions of longevity

2 1. Methodological
approaches

First some remarks regard-
ing methodological! problems.

211 Single case studies

Various methodological
problems arise in answering
the question of causes and
determinants of longevity.
One of these problems lies in
the generalization from single
cases of monagenarians or
centenarians. Most of these
cross-sectional comparisons
describe differences between
long-living and shoit-living
people, but do not answer the
questions regarding functional
or causal determinants.

2 1.2 Study of centenarians

But during the last decade
there are some scientific stud-
ies on centenarians, undertak-
en in various industrialized
countries as well as in less de-
veloped countries: eg. in the
Federal Republic of Germany
Franke et al. {1970, 1971,
1972, 1973, 1979, 1981); in
Hungary Haranghy et al.
(1965), in Japan Oikawa et
al. (1981), Suzuki et al.
{(1981), Masazuki et al.
{1981), Sakugawa et al.
(1981); in Bulgaria Lambrev

(1951); in Pakistan and
Ecuador Nagahor (1981); in
Korkushko (1981). The data
basis for all these studies was
gathered by a large variety of
methods and instruments:
e.g , medical and clinical
data; analysis of the family
doctor’s records and reports
on the individual; ecological
data such as occupation, life
satisfaction, stressful life
events, eating and drinking
habits; categorized informa-
tions yielded by intensive in-

terviews and explorations of

the nonagenarians and centa-
narians as well as interviews
of family members, friends
and aquaintances.
Summarizing the most im-
portant findings from these
studies we can say: life condi-
tions of a middle altitude
(1000-1500m) seem to corre-
late with longevity; in addi-
tion, certain occupational
types seem to be favorable —
such as farmer, gardener, fish-
erman and also soldier, that
is, occupations which have in
common only the fact that
they are to a great extent out-
door activities and 1equire
certain muscular exertion
(Felstein 1973) —, with the
intervening variable of occu-
pational satisfaction (Pal-
more, 1970; Felstein, 1973).
The biographical analyses
of 217 centenarians (Fianke
et al. 1973) also demonstrated
the significance of the vari-
able “lifelong engagement in
hard work ™ in intellectual as
well as in physical fields, for
teachers or college professors
as well as for craftsmen,
farmworkers, or housewives.

Another characieristic of

centenarians demonstrated by
the investigations is a low de-
gree of emotional tension, but
not at all an exemption from
stressful life events. In regard
to eating habits, low calory
food as well as protein rich
and low fat food seem to be

favorable for high longevity.
For the smoking and drinking
habits the findings of various
heterogeneous samples of cen-
tenarians do by no means
demonstrate the abstinence
that could have been expect-
ed. Temperance in regularity
was also characterized for
sexual behavior. In all of the
above named behavior fields
it is necessary to take into ac-
count the confounding influ-
ence of genetic factors.

In any case — and despite
some methodological shoit-
comings — the findings vield
stiong evidence for the im-
portance of a favorable com-
bination of endogeneous and
exogeneous factors for
longevity. The hereditary dis-
position, however, especially
the genetic influence of the
mother seems to be the condi-
tio sine qua non (Franke,
1977, 1978).

A general problem of cente-
narian studies in some coun-
tries is the great difficutty
connected with the accuracy
of self-reported age (Nedve-
den, 1974, Nagahori, 1981,
Mazess & Forman, 1979).

This is not the case in a
study on 50 centenarians we
have just finished (Terinde,
1988) Most of these cente-
narians showed a high degree
of interest and mental flexi-
bility. The physical mobility
was poor in only 25% of the
cases. But the bedridden
women and men were also
alert and mentally flexible At
this advanced age there was a
high degree of interindividual
variability With regard to so-
cial competence almost half
of the sample belong to a
cluster labeled as “ very ac-
tive and socially involved
centenarians even in the pres-
ence of moderate physical in-
ability. ” One sixth of the
sample included physically
and mentally very able and
active centenarians. Another
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group included mentally very
active, but physically disabled
centenarians and one fifth
were physically disabled and
mentally passive

2 1.3, Analyses of statistical
and demographic data

Other approaches to
longevity studies are given
byanalyses of vital statistical
and demographic surveys (see
Rose & Bell, 1971). Genetic
factors, that means ages
reached by grandparents and
parents, show some relation-
ships. But here we have to
ask the critical question,
whether longevity in certain
families was primarily deter-
mined by genetics or whether
commonly experienced envi-
ronmental factors are to be
implicated. Analyses of demo-
graphic data also show a coi-
relation between family status
and longevity, and also be-
tween socioeconomic status
(qualification of occupation)
and longevity (references see
LEHR, 1982).

Recent scientific discus-
sions concerning longevity are
based on biological and physi-
ological cross-sectional stud-
ies Despite the dominance of
medical and biological fac-
tors, there is no doubt, on the
one hand, that biographical,
psychological, social, econom-
ic, and ecological factors are
of influence, and there is no
doubt, on the other, that lon-
gitudinal studies are needed,
A set of lifestyle patteins, but
no single factor, could be di-
rectly related to longevity.
Therefore an intensification
of interdisciplinary approach-
es will be required in view of
the causation or correlates of
longevity, as well as the prac-
tical consequences resulting
from increased life expectancy
for almost every aspect of
life. Inevitably, these conse-
quences will bring about
changes not only for the indi-
vidual himself, for the family
life and family relations (from
3- to 5-generation families),
for the health-care system,
but also for the labor market,
for retirement and pension
policy (two generations in re-
tirement-age), the economy,
and, last but not least, for the

social welfare system — con-
sequences which were dis-
cussed at the UN-World-As-
sembly on Aging in Vienna in
1982

2.2 The longitudinal ap-
proach in longevity research

There are many methodo-
logical approaches in empiri-
cal research on psychosocial
determinants of longevity:
singlecase-studies, studies of

centenarians, analyses of

statistical and demographic
data — and, last not least, the
longitudinal approach. The
comparison of “survivors”
and “non-survivors ” in lon-
gitudinal studies at the first
measurement point seems to
be the most promising ap-
proach.

It can be stated that care-
fully controlled and wide-
ranging longitudinal studies
which pay as much attention
to biological, physiclogical,
and medical aspects of hu-
man development as they do
to the social and psychologi-
cal aspects’ additionally tak-
ing into account historical, bi-
ographical, and ecological
data, can contribute to an un-
derstanding of the determi-
nants of longevity and psy-
chophysical wellbeing in old
age

The term * longitudinal
study ” encompasses a variety
of different types of repeated
measurement studies. The
main differences involve the
number and spacing of mea-

suregment points, range of

variables under study, and as-
sessment instrumentation.
These differences in longitu-
dinal studies go, of course,
along with the size of the
sample of subjects under
study: the more intensive, ba-
sic, comprehensive and
longer-lasting the study, the
fewer the number of subjects.
But all these different types
of longitudinal studies con-
tribute to research on deter-
minants of longevity, in sofar
as they are based on multiple
data of long-living persons or
“survivors ” and also offer
the data of “ nonsurvivors,”
that is, of persons who died
within the duration of the

study. It was primarily the so-
phisticated method — and the
data basis — of the longitudi-
nal studies which made it
possible to obtain scientific
evidence for socialpsychologi-
cal and psychological corre-
lates of longevily because the
researcher now got the oppoi-
tunity to compare the “input
data ” at the beginning of the
longitudinal study of persons
who participated in all of the
subseguent measurement
points (* survivors ™) with the
“input data” of persons who
died afier a certain measure-
ment point (* ntonsurvivors ),

22.1 Drop-out studies

This line of research on the
determinants of longevity was
originally motivated by one
of the major methodological
problems and challenges faced
by every longitudinal study:
the problem of analyzing as
accurately as possible the
“ drop-outs ® — that means
the original sample at the be-
ginning of the study and the
reduced sample at the end of
the study — to answer the
question of compatability of
the sample of the first or the
5th or 6th measurement
poinis. Thus you can find the
typical characteristics of the
“ drop-outs ” (that means cas-
es who did not participate in
subsequent measurement
points) But not all of the
drop-outs are 1eal “ nonsur-
vivors ”; only a portion of
them were claimed by death
(here we have an “ expeti-
mental mortality 7).

222 “Survivor-nonsurvivor ”

But the large-scale geronto-
logical studies in the United
States which were initiated in
the late 1950’s as well as the
BOLSA, started i 1965, have
by now been subjected to a
first analysis in regard to a
comparison between “ sur-
vivors ” and real “ nonsur-
vivors ” {and not generally
“ drop-outs ”). Summarizing
the results of the different
studies {references see LEHR,
1982) the initial measurement
peoints yield strong evidence
for the following characteris-
tics of the survivors: higher




activity, higher complexity
and variability in everyday
life activities, a more extend-
ed future time perspective, a
mor¢ positive mood, and
more involvement in social
contacts. In addition, longevi-
ty seems to correlate with
more years of schooling, with
a profession of higher reputa-
tion and greater engagement
in occupational activities,
with higher socio-economic
status, and — at least for the
male samples — higher intel-
ligence

223 “Longevity index " and
“longevity quotient ”

Another methodological ap-
proach in the analyses of lon-
gitudinal data was proposed
by Palmore (1971), who has
introduced the terms
“longevity index ™ (LI} and
“longevity quotient ” (LQ) in
his analyses of Duke-study
data (Palmore, 1969, 1970,
1971, 1974).

The longevity index (LI)

represents the total number of

years from the subject’s entry
into the initial study to his/
her death. For living subjects,
the index is the number of
years from inifial examination
to the sixth examination plus
the expecied number of years
remaining at the time of the
sixth examination plus the ex-
pected number of vears re-
maining at the sixth examina-
tion based on the actuarial
life expectancy table (U §.
Public Heathh Service 1966).
The longevity quotient (LQ)
is the ratio between the
longevity index and actuarial
life expectancy at the time of
the initial examination. A
longevity quotient greater
than one means that the indi-
vidual lived longer than ex-
pected; a longevity guotient
of less than one means that
he did not live out his life ex-
pectancy.

224 “Typical decline” and
“terminal drop ”

Some of the well-known lon-
gitudinal studies that investi-

gated determinants of

longevity also raised the ques-
tion whether or not there is
specific change or typical de-

-

cline or “terminal drop ™ in
physiological, psychological,
or social functioning shortly
before death (Wilkie & Eis-
dotfer, 1974; Jarvik & Blum,
1971) But here we have to
criticize the fact that until
now terminal changes have
been studied primarily with
regard to intellectual func-
tioning; other psychological
valiables have to be included,
1979, Faulkner et al found
increasingly negative self-con-
cept, decreasing life-satisfac-
tion and decreasing social in-
teraction scores and decrease
in activity for persons close
to death.

To summarize, longitudinal
studies may contribute to
questions of longevity and
psychophysical wellbeing in
old age:

1. by comparisons of “sui-
vivors ” and real “ nonsurvir-
vors 7 not generally “ drop-
outs ” at the first measure-
ment point;

2. by comparisons of the
original data of persons with
higher and lower longevity in-
dices and longevity quotients;

3. by comparisons of per-
sons who died between 60
and 70 and others who died
between 70 and 80 or 80 and
90 years of age;

4. by answering whether or
not there is a typical decline
or “terminal drop ” shortly
before death.

Fuirthermore, it must be
stated that carefully con-
trolled and wide ranging lon-
gitudinal studies can identify
variables which may presage
impending death.

2 3 The Bonn Longitudinal
Study on Aging (Bolsa)

The Bolsa was started in
1965 (see Thomae, 1976,
1983; Lehr & Thomae, 1987)
and included originally 220
men and women in the fol-
lowing periods: born 1890-95
and 1900-19035.

During the 15 years of in-
vestigation (1965/66 to 1980/

81) a “normal ” reduction of

this sample was given. During
the last measurement points
our 51 subjects were 76-81
and 86-91 vears of age At the
seven measwrement points a
large set of demographic, so-

cial, psychological, and medi-
cal varlables was assessed,
adding up to about 1,000
items per petrson and mea-
surement point. These data
were obtained from a weekly
testing program (including
very extensive interviews, in-
telligence and personality
tests) and about 200 items
from a medical screening pro-
gram (mainly under the as-
pects of internal medicine),
which included a more * gen-
eral health rating,” i.e., a
global score for the * objec-
tive health status. ™

231 “Survivors " and “non-
survivors

If we compare the original
data of these persons who
survived and participated at
the last measurement point
with those who had died dui-
ing the previous 15 yeais, we
could find a number of con-
siderable differences already
evident at the first measure-
ment point in 1965, Here the
importance of the subjective
health status (as perceived by
the individual) may be em-
phasized, with highly signifi-
cant differences between the
two groups, while the objec-
tive health status (as rated by
a physician) in this -— rela-
tively healthy — sample did
not have any predictive value,
We only can state that at the
first measurement point non-
survivors had more sclerotic
symptoms and lower auditive
capacity There was no differ-
ence, however, in 1espect to
the physician’s rating of gen-
eral health, cardiovascular in-
sufficiency, vision and the de-
gree of mobility. But in inter-
views regarding the present
life situation and the daily
1ound, survivors expressed
more concern about their
health (more “active coping
styles ”) than did non-sur-
vivors, who reacted in a more
depressive or aggressive way
to their health problems.

On the one hand, the sur-
vivors 15 years ago were
mo1e concerned about their
health, but, on the other, they
also had a more positive feel-
ing concerning their health
status and got higher scores
in “subjective health ”
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The * subjective health-
status ” of 1965 was the best
predictor of longevity Posi-
tive subjective health was not
correlated to mental test
scores (as the * objective
health status ” did), but high-
ly related to many personality
variables: those who per-
ceived themselves as more

healthy (mainly the group of

the survivors) in 1965 rated
as more active (p 0.002), had
a better mood (p 0.003), were
more secure (p 0.001) and
more tesponsive (p 0 087)
Future time perspective was
also 1elated more to subjec-
tive than to objective health.
Comparing the 1965 data
on survivors and nonsur-
vivors we can find some dif-
ferences in the verbal scores
of intelligence tests and better
psychomotor performances in
the group of survivors, While
survivors and nonsurvivors
did not differ significantly in
terms of general social paitic-

ipation at the first point of

measurement, the survivors
had more extrafamilial role
activity and showed an in-
crease of these scores during
the time of observation and
at the same time a decrease
of family role activity; the
nonsurvivors {(1965) had
more innerfamilial role activi-
ty {mostly correlated with a
lower degree of satisfaction
with this role activity), which
increased during the following
years, but a significantly low-
e1 score in extrafamilial social
role activity, which decreased
to the end of life However,
survivors had a higher * feel-
ing of being needed ” than
TNONS$UT VIVOTS.

2 3.2 Longevity quotient and
longevity index

Comparing persons with a
longevity quotient lower than
125 (the group of * shoit-liv-
ing persons, ” which also had
a longer life than the average
of the population with a LQ
of 100) and persons with a
longevity quotient higher than
1 25 (“ long-living-persons ™),
we found that short-living-
persons at the beginning of
our study differed significant-

ly regarding:

1) lower degree of satisfac-
tton with the present life situ-
ation;

2) lower degiee of the
* feeling of being needed ”;

3) higher scores of rigidity
and dogmatism (Riegel-scale);

4} more negative mood;

5) more involved by reduc-
tion of range of social con-
tacts.

In the male group a lower
LQ was correlated with fami-
ly status: single (widowed and
divorced) men more often be-
longed to the short-living
group, married men to the
long-living group. This is not
true for the female group: to
the short-living female group
belong more married women;
to the long-living female
group belong 62% single and
38% married women.

Men, living in one-person-
households belong to the
short-living group (90%), but
women, living in one-person
households mostly belong to
the long-living group (61%)

We also found differences
in the social and ecological
situnation: LQ lower than 1.25
coirelated with lower SES,
lower income, and a higher
degree of stress in the spouse
role, also with a lower degree
of activity. LQ 125 or more
is correlated with higher SES,
higher scores in some intelli-
gence-tests, higher activity,

higher scores in “ feeling of

being needed, ” more positive
mood. There are no differ-
ences in perceived stress situ-
ations between these groups,
but persons with a LQ over
1.25 have had significantly
more active coping styles.

In the female group a
higher LQ is coirelated with
satisfaction in the area of for-
mer occupation, also with sat-
isfaction with the present
housing situation. In the male
gioup there are no differences
regarding occupation and
housing situation. A lower
LQ (“short ”-living persons)
is related to lower vital-capac-
ity and to higher weights in
the female group and hearing
problems in the male group.

Men and women with a LQ
lower than 1.25 had higher
activity in the parent role
(7.62 to 581 by persons with
LQ mote than 1.25), and —

but only in the female group
— higher role activity in the
grandparent role (7.25:4 by
women with LQ more than
1.25). There are some more
specific data which show
clearly the sex-role specific
correlates of longevity.

Summary and conclusions: the
multidimensional determinants
of longevity

As this paper has made ap-
parent, the many findings on
longevity corielates point to
one major conclusion: no sin-
gle variable can independent-
ly explain longevity As influ-
ential as genetic and physical
factors may be and emphasiz-
ing biological factors, they do
not suffice as exclusive deter-
minants of longevity.

The results of recent inter-
national longevity 1esearch
point to a number of interest-
ing relationships And vyet,
considering the present state
of research, it still seems pre-
mature to derive theories or
even lawful 1elationships
which may be 1elated to long
life expectancy. And what
must receive primary consid-
eration is the fact that a se-
ries of factors that can possi-
bly influence incieased life
expectancy interact with each
other and seem to be part of
a complicated reciprocal
causal network.

A possible model for these
interacting influences upon
longevity is provided in Fig-
ure 1.

Genetic, physical, and bio-
logical factors can be regard-
ed as having a direct influ-
ence upon longevity (1) and
also upon the personality de-
velopment (2) of an individu-
al (intelligence, activity,
morale, adaptation, self-es-
teem, etc). Personality devel-
opment, moreover, is deter-
mined by socialization pro-
cesses: child-rearing methods,
the teachers, significant oth-
ers, and the sccial environ-
ment in general determine the
experience and behavior of
an individual; historical fac-
tors also play a role in this
process (3). In addition, eco-
logical conditions have an im-
pact on personality develop-




ment(4). A number of studies
have determined direct con-
nections between personality
and longevity (5) Correla-
tions between ecological fac-
tors and longevity (6) are fre-
quently referied to in studies
of centenarians (see section 4
of this review). Personality
variables, on the other hand,
have an impact on education
and occupational training, on
occupational activities, and
on socioeconomic status (7).
Correlations between social
status and longevity (8) have
been determined primarily
from vital statistics and de-
mographic analyses (see sec-
tion 3 of this review) and
have been further corroborat-
ed by follow-up and longitu-
dinal studies finding in-
creased life expectancy for
peisons with high socioeco-
nomic status (SES).

Social status (9) and per-
sonality (10), as well as eco-
logical factors (11), influence
nuiritional habits. Moreover,
a direct correlation between
nutrition and longevity (12) 1s

claimed to exist, especially by
studies on “ macrolongevity ”
among centenarians (see sec-
tion 4). However, many prob-
lems remain to be addressed,
since most of the conclusions
about human nutritional re-
quirements have unfortunate-
ly been extrapolated from ex-
perimental work with lower
mammals, especially the al-
bino rat. Undernourishment
and overnourishment as well
as chronic malnutrition are
important factors in sharply
limiting survival; obesity has
been correlated with high

mortality rates The effects of

aging on spontaneous activity
may contribute to overnutri-
tion and further accelerate ag-
ing Increased activity may
retard aging; in any case,
there seems to be an experi-
mentally demonstrated corre-
lation between nutrition and
activity In addition, the 1ole
of nutrition for diabetes in
rejation to age and nufritional
aspects of stroke and
atherosclerosis ought to be
mentioned. It is clear that the

longevity of the atherosclerot-
ic, the diabetic, and the
stroke patient is reduced.
Smoking and the use of alco-
hol must also be mentioned;
when indulged in excessively,
they considerably raise mor-
tality rates.

Genetic and biological fac-
tors (13), personality (14),
ecological variables (15), and
socioeconomic status (16)
preventing medical care and
hygiene. Coirelations of the
latter varigbles with tongevity
(17} have also been demon-
strated.

Our model by no means in-
cludes all variables that may
possibly influence longevity.
It is merely meant to stimu-
late further empirical studies
which will critically reexam-
ine the relationships de-
scribed in this review and to
provide encouragement for
future modification, elabora-
tion, and differentiation.

CORRELATION BETWEEN PSYCHOPHYSICAL WELL-BEING AND LONGEVITY

Genetic factors

h 4
Biological factors
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Social environment
) Socialization
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Introduction

I shall start from a state-
ment by St. Thomas which is
quite simple and lumi-
nous:Idem sunt actus morales
et actus humani (Moral acts
and human acts are identi-
cal).

This assertion defines what
ethics is: ethics concerns man
as such, and thus not under
any particular aspect among
many, but under all aspects,
and, moreover, taken in their
deepest root, where the very
truth of man is found. The
path of ethics is admirably de-
scribed by St. Augustine in his
Confessions: Et direxi me ad
me et dixi mihi. Tu quis es? Et
respondi- Homo.? It is a mat-
ter of knowing the truth about
man, but also of embodying it
in life. It is, then, “ doing the
truth ” in freedom and respon-
sibility,

The intimate and living /ink
bhetween anthropology and
ethics, between the vision of
man and ethical commitment,
thus emerges immediately
This is a fundamental peint,
for the diverse visions of man
logically lead to different
ethics. This takes on a very
special prominence in today’s
cultural context, characterized
by an exasperated anthropo-
logical pluralism, often ex-
pressed in visions of man
which are not only profoundly
divergent, but even mutually
contradictory and irreducible.

From the anthropology-
ethics link derives the funda-
mental criterion for discerning
good and evil: the criterion

lies in the personal dignity of

man. Good resides in recog-
nizing man’s personal dignity
— that of each and every
man; evil lies in its disavowal
Personal dignity is in fact pre-
cisely the specificum of the
human being with respect to
other, subhuman beings.

This may appear to be a

commentary far temoved, too
far removed, or even foreign
to our topic. It is quite the op-
posite: it is the only line of
discussion capable of intro-
ducing itself into the decisive

core of the ethical aspects of

the third age and the elderly.

Let us take the ethical as-
pects back to a threefold es-
sential assertion: 1) the elderly
are persons as well; 2) the el-
derly must also be persons
and increasingly become per-
sons; 3) the community must
place itself with and for the el-
detly.

I. The Elderly Are Also
Persons

It would seem superfluous
to affirm that “ the elderly are
also persons, ” since it is obvi-
ous and taken for granted But
the statement is obvious and
taken for granted only among
those professing an ontological
and rational anthropology,
i.e., an anthropology 1ooted in
man as he is, in his objective
reality, which reads man’s val-
ues and exigencies in the light

of 1eason and makes use of

critical or mature rational re-
flection.

But the assertion that “the
eldetly are also persons”
proves pioblematic, arguable,
and is to a certain extent con-
tested and in fact rejected by
those professing a phenomeno-
logical and cultural anthropol-
ogy, i.e., one regarding man as
he appears in our society and
as he is judged by owmr domi-
nant culture, which indeed
tends to eliminate the objec-
tive ontological datum and re-
place it with a subjective one

— concretely, the datum of

man wishing to be and consid-

ering himself the creator of

himself; however, he ends up
handing himself over — to the
point of becoming a slave (he,

the creator!) — to the “ val-
ues ” (?) of possession, power,
and pleasure.

It is not hard to perceive
that this last anthropological
perspective is by its nature
discriminaiory, selective: it
chooses some and matrginal-
izes others — it chooses those
having, those able, those en-
joying and rejects those not
having, those unable, those
not enjoying,

The application to the
“ planet of the old ™ is imme-
diately made: a great many of
them are not among those
having, able, and enjoying, so
that their fate is one of mar-
ginalization. A student of the
*elderly condition ” in out so-
ciety writes, “ Their status, af-
ter the gratifying parenthesis
of social gerontocracy, is re-
turning to the phase of the
nomad populations, in which
the old were left to perish
alongside the trail the tribe
was following. In those peri-
ods, their uselessness for the
ends of tribal survival was so
evident that one less mouth to
feed and one less delay were
regarded as more functional
and positive for the purposes
of group life. Their “ defect
as aged people has repercus-
sions today on their defect as
a “ condition, ” since standard
cultural models must justify
social decisions,which force
the elderly to make them-
selves scarce, to hide in their
private lives, not to constitute
a problem for others. Here we
find an exhaustive explana-
tion for the “ conspiracy of si-
lence ™ weighing upon the el-
derly and their problems and
the disconcerting superficiality
with which “ presumed ™
remedies receive periodic pub-
licity — they are said to be
suitable for eliminating the es-
trangement and marginaliza-
tion of the old ”* A society
and culture placing the trino-
mial production-consumption-
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prof-it as the foundation of

existence are inevitably led to
evaluate people no longer for
what thev are, but for what
they have and produce: in
such a society the elderly state
can only assume the form of a
“ marginalized condition ”

It is utterly necessary to go
back to the roots of the person
to rediscover what is common
to all, what is absolutely equal
to all: the very being of the
person. In this being the per-
sonal dignity of each and ev-
ery individual is grounded
and develops. There is no oth-
er datum which can be de-
fended as common and equal
in each and every one. It is
what has been traditionally
texmed “ nature, ” in our case
“ human nature,” proper and
specific to the human being,
the human person.

Now, this “ human nature ”
is proper to every phase or pe-
riod of the person’s existence,
from the first instant to the

last, ie., from the instant of

conception (when the first hu-
man features have not vet ap-
peared) until the end (which
1s sometimes consummated in
bodies and spirits which seem
to have lost even the slightest
trace of humanity). This “ hu-
man nature ” is thus found as
well in every life condition of
the person, not only in the
vigor of psychic and physical
forces, but also in their more
or less serious decline. Hence
the appeal of Holy Scripture
in Eecclesiasticus: “ My child,
support your father in his old
age; do not grieve him during
his life. Even if his mind
should fail, show him sympa-
thy; do not despise him in
your health and strength ™ (Si
3:12-13)

The personal dignity of
each and every human being
is rooted in the inexhaustible
fount of absolute Being, of
God: man, in fact, as the first
page of the Bible reminds us,
has been created in the image
and likeness of God (cf. Gn
1:26-27). For this reason, the
inviolability of the human be-
ing in his personal dignity
must be termed a mysterious
and real participation in the

very inviolability of God, of

whom man is a living image
In this precise sense the Vati-
can document on bioethics,

Donum Vitae, expressed itself:
“The inviolability of the in-
nocent human being’s right to
life “from the moment of con-
ception to death’ is a sign and
an exigency of the very invio-
lability of the person, to
whom God has made the gift
of life. 7 °

It foliows that an offense to
the person, as a violation of
his dignity, resolves itself into
an offense to God, to him in
whose image the human per-
son has been created. Further-
more, God himself, according
to the explicit words of the
Bible, intends to take up the
defense of human hfe: “ And I
shall demand account of your
life-blood, too. I shall demand
it of every animal, and of
man. Of man as tegards his
fellow man, I shall demand
account for human life. He
who sheds the blood of man,
by man shall his blood be
shed, for in the image of God
was man created ” {Gn 9: 5-6).

In this perspective both the
recognition and disavowal of
the inviolable personal dignity
of evety human being — and,
therefore, of the elderly as
well — possess not only an
ethical, bui also a typically re-
ligious meaning: they are ei-
ther an offer or a 1efusal to
glorify God in his creature.®

II. The Elderly Must Also Be
Persons and Increasingly
Become Persons

This assertion, perhaps less
common and habitual, seeks
to call attention to the dyram-
ic aspect of personal dignity in
man. Certainly, personal dig-
nity is a datum which is prop-
er to the person always and in
any condition - from the
first to the last instant of exis-
tence, in the states of health
and illness Man is always a
person and in every condition
enjoys his personal dignity.
Mozeover, this personal digni-
ty is itself also and specifically
a task entrusted to man — it
cannot be otherwise if man is
a conscious, free being re-
sponsible for his self-realiza-
tion,

In creating man in his im-
age and likeness, God entrusts
man to man himself, to him




he entrusts the realization —
prior to external works: do-
minion over the earth {Gn

1:28) — of the inner work of

“ becoming what he is” (self-
mastery). Once again St.
Thomas shows himself to be
ever so Incisive and effective
in presenting this truth in the
light of man as a living image

of God. To be in the image of

God means to be enriched
with reason and freedom, it
means having self-mastery; it
means holding one’s self in
one’s hands (per se potesta-
tivum).” And, in addition,
man, precisely because he has
been created in the image of
God, is subject to God’s prov-
idence in a mo1e excellent
way than all the other crea-
tutes; i.e., he begomes a par-
ticipant in providence inas-
much as he provides for him-
self and others. 8

It is in this sense that we
can and must speak of an in-
crease in personal dignity: an
Increase in that it is progies-
sively recognized and realized
responsibly.

But what is the conciete
meaning of “ The elderly must
also be persons and increas-
ingly become persons ”? The
answer depends on the pro-
gressive realization of the es-
sential givens of the person,
which may be brought back to
the specific values and de-
mands of “ communion ” and
“ donation. ” As the Holy Fa-
ther recently recalled in the
Apostolic Letter Mulieris Dig-
nitaiem, the capacity for rela-
tion is an intrinsic and essen-
tial characteristic of the per-
son as a living image of God:
“We 1ead. .. that man cannot
exist ‘alone’ (cf Gn 2:18); he

can exist only as a ‘unity of

two’, and thus in relation to
another human person.. . Be-
ing a person in the image and
likeness of God, then, in-
volves being in relation as
well, in relation to another

‘.7 % The fruit and sign of

relation is communion, which
in turn depends on mutual
donation.

Piecisely along these lines
the Second Vatican Council
expressed itself in the Consti-
tution Gaudium et Spes,
which offers a kind of “ defi-
nition ¥ of the human person
by resorting explicitly to the

double and unitaiy category
of communion and denation;
“The Loid jesus, when pray-
ing to the Father that ‘all may
be one” (In 17:21-22), placing
before us horizons inaccessi-
ble to human reason, has sug-
gested to us a certain similari-
ty between the union of the
Divine Persons and the union
of the childien of God in
truth and charity. This simi-
larity manifests that man,
who is the only creature on
earth God has wanted for
himself, cannot find himself
fully except through a sincere
gift of himself * ¢

As we know, a similar con-
sideration of the person con-
tinvally 1eappears in sugges-
tive categories in the long cat-
echesis by John Paul II on the
* theology of the body, ™ par-
ticularly in stressing the nup-
tial meaning of the human

body, the sign and “ place ™ of

the person, who enters into
communion with others and
donates himseif to them. In
an address on January 9,
1980, he stated, “ The gift re-
veals, so to speak, a particular
characteristic of the person.
When Yahweh says that ‘it is
not good for man to be alone’
(Gn 2:18), he affirms that ‘by
himself’ man does not realize
this essence completely. He
realizes it only by existing
‘with someone’ and even
mote deeply and thoroughly
by existing ‘for someone’ ”
And in the address of January
16, 1980: “ The human body,
with its sex, and its masculini-
ty and femininity, seen in the
very mystery of creation, is
not only a source of fecundiiy
and procreation, as in the
whole natural order, but con-
tains ‘from the beginning’ the
‘nuptial’ attribute, ie, the ca-
pacity to express love: precise-
ly that love in which man the
person becomes a gift and —
by means of this gift — effects
the very meaning of his being
and existing. ” _

The person 1s a being
“with ” others and “ for ™ oth-
ers. For this reason he has the
task of maturing in his per-
sonal dignity by maturing his
being “ with ” others and
“for™ others.

And this can and must be
said of every person, inchid-
Ing the elderly.
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This means that ethical
commitment not to yield to
the temptation, on the one
hand, to marginalize oneself
and to cultivate, on the other
— though on occasion in dif-
ferent modalities and times —
his own inclusion and partici-
pation in community life,
both ecclesial and civil.

1) Ethics demands, above
all, the rejection of self-mar-
ginalization. Not long ago 1
mentioned the unjust tenden-
cy of today’s society and cul-
ture to marginalize the elder-
ly, forcing them into isolation,
the loss of roles, and a drop
in status, that is, in prestige
and social significance.

This is clearly unjust, as I
shall shortly repeat But it is
no less unjust for the elderly
to marginalize themselves We
can and must certainly under-
stand the weariness — which
for some of the aged is insur-
mountable — in contlinuing to
be present in social and cul-

tural contexts whose rate of

development is too 1apid and
which by nature marginalize
those unable to “ keep the
pace ™ It should, moreover,
be acknowledged not only as
legitimate but proper to leave
positions and tasks in both
the family and society when
these responsibilities demand
youthful forces and new com-
petence. In this respect, the
biblical episode of eighty-year-
old Barzillai the Gileadite is
most beautiful. He follows
King David, forced to flee
from the rebellion of his son
Absalom . After his son’s
death, before returning to
Jerusalem, David wishes to
repay those who have helped
him He also addresses Barzil-
lai, saving, “ Come with me,
and I will provide for you at
my side in Jerusalem.” But
Barzillai replies, “ How many
vears have 1 left to live, for
me to go up to Jerusalem with
the king? I am now eighty
years old; can I tell the good
fiom the bad? Has your ser-
vant any taste for his food
and drink? Can I still hear the
voices of men and women
singers? Why should vour ser-
vant be a further burden to
my lord the king? Your ser-
vant will go a little way across
the Jordan with the king; but
why should the king reward

me so generously for that?
Please allow your servant to
go home again, so that I can
die in my own town near the
grave of my father and moth-
er But here is your servant
Chimham; let him go with my
loid the king Treat him as
yvou think right” (Z § 19:32
seq.).

What is not ethically admis-
sible, however, is behavior by
the elderly which on principle
involves renunciation, usually
rooted in and fueled by the
conviction that one is useless
or, indeed, a weight on family
and society. Such behavior
can be overcome only if and
in the measure in which the
elderly maintain their inclu-
sion and continue their partic-
ipation in the life of society,
through those modalitics
which are appropiiate and
most in keeping with their
age.

2) We thus encounter the
positive aspect of the elderly’s
ethical commitment: be al-
ways and increasingly become
a person, i.e, an active and
responsible subject. This de-
mands the rediscovery and ex-
ploitation of the * gifts™ or
“talents ” proper to the elder-
ly Like all people, the elderly
must live out the logos and
telos of their being “ with”
others, that is, their being
“for 7 others. Man, in fact,
“ cannot find himself fully ex-
cept throu%h a sincere gift of
himself. !

Particularly rich and stimu-
lating — and still quite up-to-
date — is the biblical message
on the “resources” of the el-
derly within and at the setvice
of the People of God. In ad-
diessing the elderly at Mona-
co in Bavaria on Novembeér
19, 1980, John Paul II ad-
mirably summarized the bibli-
cal datum: “ Old age deserves
our respect, the respect shin-
ing forth in Holy Scripture
when it places Abraham and
Sarah before our eyes, invites
Simeon and Anna to go to the
Temple to encounter the Holy
Family, calls priests ‘elders’
(Ac 14:23, | Tm 4:14, 5:17-
19, Tt 1:5, 1 P 5:1), sums up
the homage of all creation in
the worship of the twenty-four
elders, and, finally, designates
God himself ‘the Ancient
Omne’ (Dn 7, 9:22). Could a




more splendid hymn of praise
for the dignity of the elderly
be offered up? ” 12

I am especially stiuck by
the calling of Abraham and
Sarah in the Old Testament
and of Simeon and Anna in
the New. It is an invitation to
reflect, particularly on God’s
way of acting: to carry out his
saving designs God even
makes use of persons who, in
view of their age, could con-
sider their mission over. It is
divine logic, which leaves
man disconcerted and which
the apostle Paul desciibes as
follows in his First Letter to
the Corinthians: “ God chose
those who by human stan-
dards are fools to shame the
wise; he chose those who by
human standards are weak to
shame the strong, those who
by human standards are com-
mon and contemptible — in-
deed those who count for
nothing — to reduce to noth-
ing all those that do count for
something, so that no human
being might feel boastful be-
fore God” (1 Co 1:27-28).

The call of Abraham and
Sarah, Simeon and Anna also
invites us to be particulaily
attentive because the main
part of the mission entrusted
to us by God may sometimes
be totally 1eserved for old age.
In this sense, old age is a peri-
od in life which is not only
equally valuable, but even
more precious than those pre-
ceding it.

Life must thus be fully and
responsibly exploited at every
age until its close In this re-
gard, the psalmist prays,
“Teach us to count up the
days thal are ours, and we
shall come to the heart of wis-
dom ” {Ps 90:12) And Ben
Sira warns, “ Call no one for-
tunate before his death; it is
by his end that someone will
be known ™ (Si 1]:28) If old
age is involutional from a bio-
logical standpoint, from 2a
spiritual one — and more pro-
foundly so in relation to the
Spirit — old age is evolution-
ary Advanced age, then, can
be verdant, in contrast to the
illusory youth of the wicked.
This is the suggestive contrast
of Psalms 92 and 37: against
the backdrop of the fragile
budding of the wicked, who
will quickly be uprooted

forever (Ps 92:8), the flower-
ing tree of the just rises to-
wards heaven: “ The upright
will flourish like the palm

tree, will grow like a cedar of

Lebanon. Planted in the house
of Yahweh, they will flourish
in the courts of our God. In
old age they will still bear
fruit, will remain fresh and
green, to proclaim Yahweh’s
integrity ¥ (Ps 92:12-15) In
his address to mark the Ju-
bilee of the Elderly, the Pope
stated, “ According to the di-
vine project, every human in-
dividual is a growing life,
from the first spark of exis-
tence until the final breath
The program fo1r continuous

development projects itself

upwards, towards the stirring
imitation of the very peifec-
tion of God. ” *

“In old age they will still
bear fruit ¥ What fruit? The
Bible, even in the Old Testa-
ment, seems to recognize a
typical “ charism ” of the el-
derly in the People of God
rendering them “ dispensers of
wisdom, ” as Ben Sira recalls:
“How fine a thing: sound
judgment with gray hair, and
for graybeards to know how
to advise! How fing a thing:
wisdom in the aged, and con-
sidered advice coming from
people of distinction! The
crown of the aged is tipe ex-
perience, their glory, the fear
of the Lord™ (Si 25: 4-6)
“Wise” in the Bible has a
very precise meaning: it refers
to one who, having experi-
enced in himself and through-
out the various circumstances
of life on how to effect the
synthesis between the de-
mands of God regarding man
and the concrete human reali-
ty with all its fragility, “ can
show {and must show in prac-
tice} by his life and counsel
how such a synthesis is
achieved. ” '* The biblical
wise man possesses the © wis-

dom of life, ” the “ wisdom of

the heart ” Of course, the el-
derly’s task as masters of life
was amply justified by the
farming and handicraft struc-
ture of Israel and by a culture
grounded on faithfulness to
tradition. Today, however,
modern technical-scientific
structures abundantly simplify
the elderly’s role in the field
of science And yet their sapi-
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ential 1ole is not at all ex-
hausted: in a certain sense, it is
even more urgent in a society
whose technocratic develop-
ment threatens to comproniise
itin its authentic human values
Cardinal Giovanni Colombo wii-
tes, “Over the span of many
years And yet their sapiential

role is 1y’s role in the field of

science. And vet their sapien-
tial role is not at all exhausted:
in a certain sense, it is even mo-
e urgent in a society whose te-
chnocratic development threa-
tens to compromise it in its au-
thentic human values. Cardinal
Giovanni Colombo wiites,
“ Over the span of many years
the eldexly person has gradually
accumulated a rich patiimony

of experiences: expetiences of

work and experiences of life.

The swift technical progress of

our time may have superseded
the former, rendering them
anachronistic and nearly use-
less but the life experiences re-
main always as an up-to-date,
substantial treasure ” *°

John Paul I spoke in the sa-
me sense in the aforementio-
ned Monaco address: * Old age
is the crowning of life’s stages.
It bears the harvest of what has
been learned and experienced,
the harvest of what has been
done and attained, the harvest
of what has been suffered and
bormne. Like the end of a great
symphony, life’s dominant the-
mes return for a powerful sono-
rous synthesis. And this con-
cluding resonance confers wi-
sdom .. Wisdom confers di-

stance, but not a distance of

estrangement from the world;

it enables man to raise himself

up above things without disdai-
ning them; it makes us see the
world with the eyes and heart
of God. ” 6

II1. The Community Must
Place Itself with and for
the Elderly

The elderly are also persons;
the elderly must be and increa-
singly become persons. This is
a given and a task in regard to
each elderly person in his uni-
queness and singularity. We
are not, however, faced with an
individualistic problem . In rea-
lity, the problem takes on an
essential social dimension on

an ontological and ethical level

On an ontological level, abo-
ve all; the human person is a
social being, for the self is a li-
ving relation to the other, cal-
led to enter into communion
with the other and give itself to
the other. As Gaudium et Spes
states, it follows that “ the per-
fecting of the human person
and the development of society
itself’ are mutually interdepen-
dent ” Man needs society to li-
ve, just as, Gaudium et Spes
continues, “the principle, su-
bject, and end of all social insti-
tutions is and must be the hu-
man person, as the one who by
his nature needs sociality to the
greatest extent. ” !

Ethically, on the one hand,
the human person, to be and
grow in his identity and perso-
nal dignity, must open himself,
take his place, and participate
in the life of society; on the
other, society must help the hu-
man person to grow by offering
him the necessary means. In
this perspective, the principle
of reciprocity in rights and du-
ties should be stressed, not only
in the individual, but in rela-
tions between the person and
society: if the elderly have ri-
ghts to claim and duties to per-
form with respect to society,
society as well is burdened with
specific responsibilities to the
elderly . ”

What are the responsibilities
of society (or, in more concrete

terms, of the “ community, ” if

we understand thereby both
the Church and civil communi-
ties)? These i1esponsibilities
may be summarized in car-
rving out effective recognition
that the elderly are also persons
and that the elderly must be
and increasingly become pet-
sons This means:

* negatively, combatting the
varied forms of marginalization
to which the elderly subject
themselves and, even more so,
are subjected by others;

* positively, exploit the si-
tuation of the elderly, making it
possible for them to attain
their rights and perform their
duties.

In this respect, we speak of a
community which “ must place
itself with and for the elderly. ”

We thus enter into the sphere
of education and social, cultu-
ral, and political action with
and for the elderly, i.e, aimed

at defending and promoting
their rights and duties.

It is not possible here to re-
view the vaiious rights of the
elderly, particularly the civil 1i-
ghts which are not respected
After slightly over a decade, the
document by the American Bi-
shops of May 6, 1976 — signifi-
cantly entitled Society and the
Elderly Towards a Reconcilia-
fion — is still of interest, at on-
ce distutbing and stimulating
The document is structured in-
to three parts, and the central
one (* Human Rights and the
Third Age ) shows that the cl-
derly are deprived of many hu-
man rights The document lists
and analyzes seven rights whi-
ch among the eldetly are not re-
spected or at least seriously th-
reatened: 1) the right to life, 2)
the 1ight to a decent income, 3)
the right to work, 4) the 1ight to
medical care, 5) the right to suf-
ficient nourishment, 6) the ri-
ght to a suitable dwelling, 7) the
right not to undergo treatment.

Others prefer to speak in ter-
ms of needs, legitimate and,
unfortunately, largely unmet
needs. These, in relation to our
society and culture, may be for-
mulated as follows:

“*% the need for economic
autonomy and movement in
managing one’s home and daily
existence;

* the need to remain rooted
in one’s life environment as an
active member;

* the need for worthwhile
human ard social relations,
which is not the — etroneously
presumed — need to “live with
one’s contemporaries” on which
the “philosophy of socializa-
tion” at homes for the aged is
grounded;

* the need to be listened to,
to express oneself, to have, in
short, the chance for real com-
munication with others;

* the need to be active (Who
invented the formula “ old age
= well-deserved repose ”7 Is
this just because of an altered
pace and level of efficiency in
physical and psychic peifoi-
mance?);

* the need to compensate for
lost roles by taking on new ones
and finding room for participa-
tion ™

Since we cannot go into de-
tailed analysis of these rights
and needs, we shall limit ou-
selves to four brief points:




1) The responsibility of the
community to place itself with
and for the elderly pertains to
everyone composing it and
should be carried out in soli-
dum: it is, in fact, a specifically
community responsibility  This
does not eliminate the fact that
these grave responsibilities
weigh upon certain cafegories
of people in a particular way,
such as families and social and
government workers. As for the
family, its task has been descii-
bed as follows by john Paul II:
“ It is necessary to reconstruct
the image of the family as a
community of persons where,
in the light of the Gospel mes-
sage, the members of all ages
live together, with respect fo1
the rights of all: women, chil-
dren, the elderly. It is necessary
to construct the family as the
richest and most complete
school of humanity, in the
communion of persons, in the
sharing of joys and sufferings. ”
We read in the Letfer on the
Rights of the Family: “ The el-
derly have the right to find wi-
thin their families — o1, when
this is not possible, in appro-
priate institutions — an envi-
renment which will enable
them to spend old age serenely,
performing those activities
which are compatible with
their age and put them in a po-
sition to participate in social li-
fe 7; and, consequently, © fami-
lies have the right to measures
in the social sphere which take
their needs into account, parti-
cularly.. every time the family
has to bear social burdens for
the sake of its members becau-
se of old age... ”?!

This last statement brings

out the typical responsibility of

social and political workers, a
responsibility which has beco-
me more serious and deman-
ding today as a result of the
complex shape the phenome-
non of the elderly takes on in
our society

2) Community responsibili-
ty involves not only civil socie-
ty, but also, as is evident, the
Church community, which can
and must become active with
and for the elderly in the origi-
nality of her mission and her
resources. In this regard, the
evangelization of the third age
falls within the evangelizing
mission of the Church, i e, the

consideration of the elderly ac-
cording to God’s design, whe-
rein there emerge with singular
luminosity the elderly’s perso-
nal dignity, their “ charism ”
for the service they are called to
render to the growth of the Peo-
ple of God, and their spiritual-
ity,

In this perspective, the
“ third age ” represents a neces-
sary and unrenounceable part
of the Church’s pasioral action,
in addition to being in keeping
with the indications of the apo-
stle Paul and with the entire hi-
story of the Chuzch herself and
with innovations required by
the development of society and
culture, In the Church’s pasto-
ral approach with and for the
elderly, we should also refer to
a fundamental value and exi-
gency which urgently need to
be rediscovered, disseminated,
and more deeply examined: the
value and exigency of spiritua-
lity (of “ life according to the
Spirit ) in the elderly

3) There has been repea-
ted mention of community
“ with ” and “ for ” the elderly,
This phrasing seeks to avoid
the danger of unilateral — in-
deed, deformed and deforming
— intervention by a communi-
ty regarding and treating the el-
derly as “ objects, ” mere “ reci-
pients ” of a series of services,
sometimes imposed even
against the will and, more 1adi-
cally, against the psychology of
the aged. The older person is
and must remain always and
only a “ subject, ” an active and
responsible subject In this sen-
se, the end of community inter-
vention by both civil society
and the Church is sharing with
the elderly and promoting the
elderly, that is, recognizing and
favoring the elderly’s own pro-
tagornism. And this is an exi-
gency not only of respect for
the elderly’s personal dignity,
but also of fidelity to the finali-
ty and the very essence of com-
munity intervention (by civil
society’s “ policy ” and the
Church’s “ pastoral ministry ),
which is the good of the persoen,
of each and every one It goes
without saying that the recogni-
tion and promoticn of the el-
derly’s protagonism produces
benefits for the community
itself, which is not deprived but
enriched by the elderly’s speci-
fic contribution.

4) Finally, we wish to call at-
tention to the particular seriou-
sness of the moral problem whi-
ch, though only in terms of bro-
ad content, we have delineated.
Moral theologians themselves,
aside from certain rare excep-
tions, seem not to have even
perceived the enormous lacuna
in their scientific production.

In reality, in the “elderly
condition, ” as it is regarded
and treated by much of our so-
ciety, a grave and evident so-

cial injustice — indeed, one of

the gravest social injustices —
should be acknowledged, for,
as a moral theologian (one of
those, “ rare exceptions ” we al-
luded to) writes, “ This treat-
ment is accorded people who
have given civil society — and
often the Chuich as well — de-
cades of commitment, labor,
sacrifice, and society is still
enjoying the fruits ¥ And he
concludes with rigorous logic:
“ I feel it is superfluous to insist
on the moral seriousness of this
‘social sin’. ”

Now cthical commitment in
the face of injustice is insepara-
bly resolved by the clear and
firm denunciation of injustice
itself and concrete action
aimed at overcoming it. The
aforementioned moral theolo-
gian continues, “ We are evi-
dently in the presence of one of
the most markedly anti-Chri-
stian aspects of our society and
culiure.

To humiliate, marginalize,
and nearly {rample on the so-
cially weakest human beings, as
the elderly as well usually are
today, is in strident contrast to
one of the fundamental de-
mands of the Kingdom, which
even in the Old Covenant sou-
ght instead to give these per-
sons a special welcome, re-
spect, and protection ”

In this regard, the moral pro-
blem of the elderly condition
today presents the traits cha-
1acteristic of an appeal for con-
version: in receiving, 1espec-
ting, loving, and serving the el-
derly we find a fundamental re-
quirement of the Kingdom of
God.

In such a perspective, it is
not irreverent to reformulate
the words Jesus will pronounce
on Judgment Day as follows:
“ What you did to the oldest of
my brothers you did to me”
(ef Mt 25:40).
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I S1 TaoMmas, Summa Theologica,
1,1, 3

2 St AUGUSTINE Confessions. X. 6

} In such a simple and popular ex-
pression we find the biblical datum
concerning the threefold concupiscence
(cf. I In 2:16)

4 8 BuUrcALassi, “La condizione
anziana: Un approccio globale a livello
antropologico ¢ sociologico, ” in Medici
na e Morale (1977), pp. 263-264

* Congregation for the Doctrine of

the Faith, Instruction on Respect for
Human Life in Its Origin and on the
Dignity of Procreation {February 22,
1987), Introduction, 4 The Instruction
directly links the inviolability of the
right to Hfe to the inviolability of the
person; furthermore, though indirectly,
it should be linked to God, on whom
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The Health of the Elderly
in Developing Countries

By the vear 2100 there will
be 2 5 billion people over 60.
Since women, as a 1ule, have a
life expectancy about five years
higher than men, they will
make up a significant propor-
tion of the elderly population.
Today, the elderly make up
14% of the total population in
the developed countries of Eu-
rope and North America. But
this process has been relatively
slow, evolving with the socioe-
conomic changes of industrial-
ization and urbanization over
the last hundred years or so. In
the developing countries the
process will occur much more
1apidly and we expect the num-
ber of elderly people to double
in about 20 years.

In the history of man, society
has traditionally given special
attention to the elderly. The
village elder has always been
the repository of village wis-
dom and local custom. The
wise old woman is the one who
initiates young girls into the
roles of wife and mother At
the same time the elderly them-
selves have been conscious that
they should not become a bur-
den to their community. We
have all heard about the prac-
tice where the old one day sud-
denly walk away from the com-
munity to die.

Fortunately, we live in more
enlightened times And it is a
testament to the success of
medical science and the
availability of care from infan-
cy onwards that the elderly are
today the subject of special
concern. And in the developed
countries we have come to ex-
pect that having worked for 40
or 50 years of one’s life, -one
can expect to retire, with all ba-
sic creature comforts and needs
assured and satisfied. In these
countries many services have
been developed to look after
the special needs of the aged.
Yet in spite of this, while their

Dr. HIROSHI NAKAJIMA

Director General, World Health Organization

medical needs may be catered
to, the problem of their reten-
tion and integration into soci-
ety remains.

But today I want to speak
about the elderly in the devel-
oping countries because there
the sadly and often dramatical-
Iy imited resources have to sat-
i1sfy many needs, and the prob-
lems of the elderly are causing
an additional strain on the
health budget.

In many developing coun-
tries, traditionally, as people
become old they continue to
work, but their duties become
cortespondingly lighter, with
Increasing support by members
of their extended family.

However, today, 25 million
people migrate each vear to the
cities This raises a dilemma
for the elderly. If they remain
in their villages when the
young have left for the cities,
they must fend for themselves
at a time when they are increas-
ingly less able to do so. On the
other hand, if they follow the
young to the cities the chances
are they must compete for liv-
ing space, often in large urban
slums, and, wotse, must com-
pete for scarce jobs in an envi-
ronment where massive unem-
ployment is a rule. This is one
of the most urgent problems to
be facad because by 2030 some
65% of the world will be living
in cities. The prospects seem
bleak no matter how we look at
it.

But there are also many
lesser issues which we have on-
ly begun to understand. The ex-
pansion of education has no
doubt contributed to the ero-
sion of the authority that was
once accorded the elderly. Pub-
lic housing, designed for the
nuclear family, which tends to
become ever smaller, com-
bined with increasing physical
infirmity and reduced mobili-
ty, have augmented the isola-

tion experienced by the old.
Even if the elderly have time to
spare, society has yet to find
the means of usefully engaging
them. All of this raises crucial

1ssues concerning the quality of

life of the elderly for which so-
lutions are vet to be found.

As certain as we are born, it
is the nature of man to die. But
within the natural span of life
that is allotted to each of us, we
should ensure that it be active
and satisfying and replete with
good health. The quality of life,
therefore, has become an in-
creasingly important concern
for us all. It is also related to
the ability of medical science
today to continue to sustain the
vegetative functions of a hu-
man being for long periods.

But can we justify the cost of

doing so, knowing that it
means that there will be that
much less for some other activ-
ity? There are important ethi-
cal and moral issues that need
to be resolved.

I am afraid that 1 seem to
have raised only problems so
far. The fact i1s we still know
too little about the social dy-
namics of aging and the elder-
ly. Wa need to know more
about their specific health
problems and needs This has
not been helped by the lack of
standardization of definitions
among those who work in the
field. For example, the United
Nations system uses 60 years
as the age that divides the el-
derly from the rest of the pop-
ulation, while others use 62 or
65 These seem to be precisely
tha types of issues that WHO
should address, and indeed we
do have a program called
Health of the Elderly which is
already beginning to do so.

WHO’s interest in health
care of the elderly goes back to
1974, when the first Expert
Commitiee 1epoit on the sub-
ject was published.

87




88

Then, in 1980, a meeting
was convened in Mexico City
to discuss the present and fu-

ture state of the well-being of

the elderly. The Report of this
Conference served as the ba-
sis for the policy paper prepa-
red by WHOQO for the 1982
World Assembly on Aging
convened by the United Na-
tions, The International Plan
of Action on Aging, endorsed
by that Assembly, became the
framework for WHO activi-
ties for 1982-1987. A WHO
Expert Committee on Health
of the Elderly met in Novem-
ber 1987, and its recommen-
dations aie reflected in our
activities proposed for the
Program for the period 1990
to 1995,

The objective of the Pro-
gram is to reduce functional
dependency of the elderly due
to deterioration of their heal-
th, social, and economic sta-
tus, and thereby coniribute to
the well-being of aged per-
sons.

In 1987, a WHO Interna-
tional Research Program on
Aging was set up within the

Global Program of Health of

the Elderly. It is based at a
WHO Collaborating Center
for Research on Aging located

at the National Institutes of

Health in Bethesda, Mary-
land.

It will study such questions
as:

1) Why do some people be-
come disabled as they grow
old while others do not? And
how do the disabilities affect
them and their families?

2) Why does immunity de-
crease in old people, leaving
them vulnerable to infections?

3) What causes Alzheimer’s
disease and other dementias?

4) How are the social, eco-
nomic, and health care sy-
stemns of countries affected by
an aging population? How
can they plan for the future?

Until recently the Program
of Health of the Elderly was
based at the WHO Regional
Office for Europe, but 1 have
decided that it be tiansferred
to Geneva in order to facilita-
te its development on a glo-
bal level.

During this Conference you
will no doubt hear about the
role of nongovernmental orga-
nizations in initiating pro-
gram for the elderly. NGOs
are now playing a very signi-
ficant role.

One important feature com-
mon to the NGO effort is
that most of them actively in-
volve the communities in
which they operate. This is
crucial if the efforts are to
continue once outside support
is withdrawn, as it inevitably
will be one day Equally im-
portant, most of them involve
the elderly themselves as part
of the community in which
they live so that their special
problems and needs can be
propetly understood and pro-
vided for

Important as they may be,
NGOs alone cannot solve the
urgent and emergent pro-
blems of the elderly.

It is up to individual coun-
tries to accept their responsi-
bility and take up the challen-
ge of their elderly population,
166 Member States of WHO
are committed to achieving
the goal of Health For All by
the Year 2000, This goal, I
am convinced, cannot be
achieved unless we also take
into account the special health
and related social needs of
the elderly.
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Introductory Remarks

The disabilities of the aged
which are causing health and
welfare services to strain at
seams everywhere are often
attributed entirely to inherent

biological factors largely of

hereditary origin. But progess
in the past few decades has

shown that many forms of

mental and physical disable-
ment formerly attributed to
“ageing ” were due to specific
diseases that could be mitigat-
ed or sometimes cured.

Some of the disabilities of

the aged have arisen in work
orientated societies, in partic-
ular from changes in attitudes

which have deprived them of

dignity, social role and status.
A guestion is therefore posed:
What is the function, meaning
and purpose of the later years
of life? Ts it to be an empty
interregnum between the ter-

mination of work and the
ending of life? The aged are
in fact capable of performing
valuable functions as grand-
parents, as transmitters of cul-
tural traditions and values,
and sources of stability and
integration within families,
whose bonds are being every-
where severed by conflict,
particularly in developed
countries

Conservation of the family
1s of fateful importance for
the society as a whole as well
as the aged, for even in seri-
ous forms of mental deterio-
ration the majority continue
to be cared for by their
families. No health or welfare
service in the world would be
able to cope with the prob-
lems created were this pre-
cious resource of family sup-
port to be eroded.

Sir MARTIN ROTH

The increasing proportion
of aged elicits doom-ladén at-
titudes. But scientific progress
shows promise for dealing
with some of the worst dis-
abilities. Yet societies need al-
so to draw more upon the
positive qualities of the elder-
ly

They tend to be more wise
and dispassionate, less doctri-
naire and to have greater gen-
erosity of spirit than younger
generations. Populations that
age may move less slowly but
they may provide us with a
moratorium, a breathing
space in which to deal with
the threats posed by overpop-
ulation, racial conflict, and
dwindling energy resources,
along with the dire threat
posed to the very existance of
the human race by future
wars

Quality of Life of the Elderly in Japan

Dr. SHUKURO ARAKI

Professor and Chairman, The First Department of Internal Medicine,

Kumamoto University Medical School, and Head, University Hospital, Kumamoto, Japan

Introduction

The Welfare Ministry re-
cently reported that the av-
grage life expectancy in the
Japanese is 75.61 years in
males and 81.39 yeats in fe-
males (July 11, 1988). Com-
parison of these figures with
those at the beginning of the
20th century {1901) shows
increases by 32 8 years and
37.1 years, respectively. The
Japanese have now the
longest life expectancy in the
world. The major reason for
these marked increases seems

to be, in addition to ad-
vances in medicine, improve-
ments in envitonment and
nutrition resuiting from eco-
nomic growth in Japan.

The Japanese economy, af-
ter World War II, went
through a recovery period to
the prewar level {( 1945 - the
first half of the 1950s), a
high-growth period (latter
half of the 1950s - the
1960s), and a transitional pe-
riod to stable growth (after
the 1960s) and was started
along the lines of indepen-
dent recovery in 1978 How-

ever, since 1980, under the
influence of the world econ-
omy, the fapanese economy
has followed a difficult path
of stabilization with low
growth while maintaining
welfare at a high level

At present, both the
Japanese nation and people
face aging of the society we
never experienced before and
are under pressure to take
medical and social measures
to cope with the problem of
the quality of life in the el-
derly.

Do the elderly in present




Japan enjoy life with good
quality? Comparisons be-
tween the elderly in Japan
and those in the developed
Western countries show that
the quality of life in the el-
derly in Japan is not always
higher in terms of medical
services and welfare, consid-
ering the power of the
Tapanese economy

We evaluated the quality
of life in the elderly in
Japan with respect to: 1)
welfare problems, 2) health
problems, and 3) living well
during the senile period.

1. Welfare problems in the
elderly in Japan

1. Health and medical ser-
vice law for the aged

For a long period, the cl-
derly in Japan had been in
a situation far infetior to
that in Western industrial
countries in terms of wel-
fare. Since 1983 when the
law of health and medical
service for the aged came in-
to force, the life of the el-
derly has been stabilized by
medical security. However,

the individual burden of

medical cost in this law pre-
sents problems

2. Changes in the family
struciure and solitude and
anxiety of the elderly

With changes in the con-
cept of the family after the
war and an acute housing
shortage, the size of the
family has been reduced, re-
sulting in increases in nucle-
ar families consisting of par-
ents and children, The mean
family members aie 3 2 per
household (1982) Since we
live with our grandfather or
grandmother less fiequently
than before, though not so
rarely as is in Western coun-
tries, the wisdom of the cl-
derly for living is not hand-
ed on to their children o1
grandchildren.

Old communities have also
been disorganized in Japan,
resulting in decreased oppor-
tunities for social intercourse
among the elderly, Especially
in cities, aged solitary people

are increasing, and the prob-
lem of the elderly is becom-
ing a major social piroblem.
Anxiety tends to be more
marked in the elderly, who
do not live with their chil-
dren.

3 Necessity of public nursing
institutions and health insti-
tutions for the elderly

In Western countiies, nurs-
ing homes were developed
long ago These homes are
managed under the responsi-
bility of nurses. On the oth-
er hand, in Japan, only doc-
tors, in principle, can man-
age institutions for the elder-
ly who require nursing.

In Japan, elderly people
who cannot live with their
children enter a nursing in-
stitution for the elderly to
obtain stability. Howevet,
nursing institutions are not
adequate in number and
guality Though expensive
private institutions for the
elderly have been gradually
constructed, public institu-
tions of low cost are rare.
Without such places for liv-
ing, the quality of life for
the elderly cannot be dis-
cussed

The Tapanese Welfare
Ministry attributed the rise
of the national medical cost
above 17 trillion in 1986,
resulting from an annual in-
crease of 1 trillion, primarily
to expansion of the medical
cost for the elderly due to
aging in the population.
They suggest that, among in-
patients, elderly people who
do not always need hospital-
ization or those who contin-
ne to stay at hospital after
healing are included.

Based on these analyses,
the Welfare Ministry consid-
eted that these elderly pa-
tients should be admitted to
institutions that provide
more care than medical ser-
vices and has been preparing
since 1987 on a full scale
for nuising institutions for
the elderly, care institutions

of a new type. Spread of

these institutions to a certain
level may require 5-6 years,
and, in addition, do not
seem to inhibit the national
medical cost directly

2. Health problems of the
elderly

1 Present status of treatment
of elderly inpatients

In Japan, both urban and
rural districts, more than
half of the elderly with dis-
ease or insenescence are hos-
pitalized for treatment.
Therefore, there are elderly
inpatients even In most local
hospitals,

At many hospitals, elderly
patients receive excessive
drugs. When food intake is
slightly low, o1 fever or di-
arrhea develops, infravenous
physiologic saline or high
calory intravenous fluid is
frequently administered. Dur-
ing infusion, elderly patients
are told not to move their
extremities or body and
have to maintain a very re-
stricted posture all day.
When urinary frequency or
occasional urinary inconti-
nence is observed, catheteri-
zation is performed for con-
tinuous withdrawal of urine
When pneumonia develops,
oxygen inhalation is initiat-
ed. Once endotracheal intu-
bation is carried out, the
tube is not removed for a
long time. This interferes
with speech of the patient.
When blood pressure sud-
denly falls, and arrhythmia
is detected, intravenous diip
infusion is given. When the
heart and respiration tran-
siently stop, the elderly pa-
tient is transported by an
ambulance to a hospital that
allows admission, where the
heart is resuscitated using a
defibrillator, frequently with-
out adequate evaluation to
determine whether the pa-
tient is indicated for this
method.

2 Terminal care for the el-
derly.

During the terminal period,
conventional, excessively noisy
life-saving treatment is given in
most hospitals. Elderly patients
who have a home hope to go

back home. However, if

families work outside in the
daytime and there is no one
who cares for the aged patient,
discharge is usually difficult.
Elderly patients cannot die at
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home in peace. Cuirent ter-
minal care for the elderly
in Japan presents many
pioblems. Death without
peace may show that their
quality of life is ignored.
Isn’t it better for doctors to
permit aged patients to die
at home if there is no hope
for cure at a hospital?
Warm words and kinship
are the last present to dy-
ing patients,

3 Problems of bed-bound el-
derly people

The rapid increase of the
elderly is associated with
the rapid increase in the el-
derly with senile dementia
or those confined to their
beds Bed-bound elderly
people are expected to in-
crease by about 50%, ex-
ceeding 1 million in 2000
AD, and patients with se-
nile dementia by about 50%
to 100,000,

If 1,000,000 elderly bed-
bound patients 1eceive care
at institutions, 10,000 insti-
tutions with 100 beds are

needed. In addition, if half

of patients with senile de-
mentia 1eceive care at insti-
tutions, an additional 5000
special nursing homes for
the aged are necessary.
Since confinement to bed
mostly results from falling
due to cerebrovascular dis-
cases, prevention of these
diseases is most important.
Nursing visits are often use-
ful for treatment and pre-
vention of bed sore and ex-
tension of ADIL. There are
at least 20,000 doctors
treating the elderly. If coop-
eration between these doc-
tors and about 350,000 pii-
vate and public health nurs-
es is obtained, and guidance
is given to families, confine-
ment to bed may be regard-
ed as prevented. Responsi-
bility, concern, and efforts
of doctors are hoped
Cafore plays a primary

role in the management of

the elderly. Since there is
no special treatment method
for dementia, individual
help for families who di-
rectly care for the elderly
patient at home is neces-
sary.

4 Health management in
daily life

The primary cause of death
in the Japanese in 1988 is
cancer, followed in order by
heart disease and cerebrovas-
cular disease. Pneumonia and
insenescence are also frequent
causes. Multiple diseases tend
to develop simultaneously in
the elderly.

One measure to prevent the
elderly from diseases is health
management. Moderate exer-
cise, balanced meals, ade-
quate rest, a well-regulated
life, and periodical health ex-
amination are important.

The elderly, even if seem-
ingly healthy, frequently show
abnormalities in multiple or1-
gans in examinations such as
hypertension, arthythmia, glu-
cose intolerance, anemia, obe-
sity, cataract, prostatic hypei-
trophy, spinal and articular
deformity, and osteoporosis,
Japanese clinicians often
evaluate the data of various
examinations in the eldeily
according to the same criteria
as those for the young and
younger adults and restrict
their behavior, meals, and
living This seems to be ex-
cessive Medicine has been
specialized and differentiated,
and doctors who evaluate a
person as a whole have de-
creased. To examine the el-
derly, doctors who compire-
hensively evaluate a person
are needed

5 The Japanese and religion

The major religions in
Japan are Buddhism, Shinto,
and Christianity. Of
86,000,000 adults in Japan,
20,000,000 profess a religion;
16,000,000 believe in Bud-
dhism, 2,000,000 in Shinto,
and 700,000 in Chiristianity.
Freedom of religion is guai-
anteed by The Constitution
of JTapan and strictly prac-
ticed Theiefore, there is no
national religion, and nation-
al events have no association

with religion. In national or

public schools, religious edu-
cation is prohibited. Many
Japanese are tolerant toward
different religions. Since
modern medicine also has
limitations, ultimately inter-
communication seems to be

necessary between medicine
and religion, which deals with
happiness in humans

3. Living well during the se-
nile period

Since we have only one
life, it is precious Happiness
In humans may be produced
by healthy and rhythmic life
and a sense of fulfillment.
We suggest the following
criteria for Hving well during
the senile period

1) Do nothing to excess.

2) Receive mental stimuli
{(by doing certain work or a
hobby or by contacting young
people).

3) Exercise regulaily and
appropriately.

4) Pay aitention to changes
in weather

5) Seek prompt medical
cate when the health condi-
tion is bad.

6) Do not worry about
anything.

7) Maintain interest in
people of the opposite sex.

There is a famous proveib
of a Zen priest in China,
“Every day is good day.” If
one can live every day as a
good day that allows him to
live fully but quietly in a
serene state of mind, the end
of his life may be wonderful.

We hope that the elderly
live a life in which their pres-
ence at home or in society is
significant in itself’

Conclusion

With marked economic
growth in Japan, average life
expectancy in the Japanese
has become the longest. How-
ever, adaptation has been ex-
tremely delayed in terms of
welfare policies and health
management for an aging so-
ciety.

The quality of life in the
elderly differs depending on
the individual, and a com-
mon goal cannot always be
set. In the present study, sev-
eral problems that should be
socially coped with were eval-
uated, and personal opinions
on how to live during the se-
nile period were presented
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Longevity and Indian Culture

There are numerous biomed-
ical and philosophical views on

“ longevity, ” and definitions of

“ageing ” are also different in
the developed and developing
nations. In the West, the period
from the 62nd to the 65th year
of one’s life is the most accepted
one for pension and social se-
curity benefits In Indian cul-
ture, the 60th year is taken, by
convention, {o mark entry into
“ Longevity, ” a status similar
to “senior citizen. ”

The Hindu scriptures pre-
scribe 100 vears of “ lifespan ”
in four stages {ashramas). The
first phases of studentship to
youth (yuvasthashrama)lead to
marital status as a house-holder
(grahasthashram), and by the
60th vear he renounces the eco-
nomic, materialistic and do-
mestic aspects of his life for
spiritual life (sanyashashramnt)
He may visit various religious
shrines and ashramas — an an-
cient religious spiritual and cul-
tural heritage

Longevity and the Magnitude
of Problems

In modern India, to-day,
the average lifespan of our
people is below 60 vears of
age, and the “ old-old " seg-
ment of the population is
not significant. Thus, the
problems of longevity (social
deprivation, cognitive disoi-
ders, senile dementias, etc )
are not at the forefront,

On the other hand, Infant
Survival and prevention of
perinatal morbidity and mor-

tality are the key areas of

focus for health-related poli-
cies and programes (eg.
UNICEF Activities). Here, it
is noteworthy that nearly
one-seventh of the world’s
population resides in the In-
dian Subcontinent (700 mil-

lion people), and almost 40
million persons (6 percent)
reach the age of 60 (“ young-
old ”) By the turn of this
century (2000 AD), 12 per-
cent of India’s population
will survive the “ young-old ”
geriatric age-group (60-70
years),

Thus, elderly people in In-
dia to-day constitute a *less-
pirivileged ” and “ most-vul-
nerable ” group deserving
tender and loving care to
fight the fiight of loneliness,
poverty and disease (im-
paired hearing and vision,

" chewing problems and loco-

motion disability from de-
generative arthritic changes).

Longevity and the Joint-Fam-
ily Tradition

In ancient India, there was
a monolithic joint family
system, where the “eclder”
enjoyed the status of power
as a key person having rich
experience and wisdom to
gulde and contiol the chil-
dien and youth.

In modern India, rapid in-
dustrialization of towns and
of villages (modern faiming
technologics and “ green-rev-
olution ) has resulted in
major economic and socio-
cultural change with materi-
alistic and “ interest-orient-
ed ” outlooks adversely af-
fecting the traditional cultui-

al values or impostance of

the elderly.
This materialistic change

in the emotional climate of

the household offers the el-
derly “ neutral tolerance ”;
and at times they are looked
upon as persons without le-
gitimate claims for their ex-
istence or importance. The
psychosocial security of the
“elderly ” is in danger with
slow dissolution of the tradi-
tional joint family system

93




94

Whether geriatric mental
morbidity is related to the phys-
ical compactness of the joint
family system is debatable.
However, in urban India, the
youth feel that the elderly will
interfere with their individuali-
ty, independence and self-re-
liance, with detrimental effects
on their interpersonal relation-
ships As there are no new
“adaptive-attitudes ” in the
changing patterns of modern
living in urban and rural India,
the disintegration of the joint
family system is a foregone con-
clusion

Longevity and Health Care of

the Elderly

ICMR Epidemiological Stud-

ies estimated the prevelance of

menial morbidity in the Elderly
at 89 per 1000; nearly 4 million
Elderly subjects have mental-
health related problems Affec-
tive disorders, like depression,

paraphrenia and organic psy-
chiatric syndromes, are more
common.

For developing countries, the
precise epidemiological data on
organic dementia syndromes
{multi-infarct dementia o1
Alzheimer’s disease) are NOT
available.

The Indian Council of Medi-
cal Research (ICMR) task force
1eports (1957-1988) indicate
that only 20 per cent of hospi-
talized “ aged ™ subjects have
mental-morbidity Here, physi-
cal disability from visual im-
pairment (cataract), deafness,
locomotor difficulty from de-
generative joint diseases, der-
matological and urinary prob-
lems and cardiorespiratory ill-
ness top the list of ailments

Summary; Conclusions
A compriehensive care ap-

proach (psychosocial, econom-
ic, nutritional, vocational re-

training programs) for the able
“ young-old ” subjects is a top-
priority need. The existing Pri-
mary Health Care Center
(PHC) should beupgraded with
spacial geriatric clinics. Fre-
guent personal contacts by
Multipurpose Health Workers
(MPHW), old-age pensions, or
vocational rehabilitation will
definitely restore the “ song of
life ” to achicve the philosophi-
cal and spiritual goals
(sanyasashram) of our elderly
in India.

References

VENKOBA Rao, A, (1987) The Report
on the ICMR Task Force Project on
Health Care of the Rural Aged,
ICMR, New Delhi,

VENKOBA Ra0, A, (1988): The National
Task Force Project on “ The Problem
of the Aged Seeking Psychiatric
Help, * ICMR, New Deihi.

RADHAKRISHRAM, S (1960). The Hindu
View of Life. Allen and Unwin, Lon-
don

The Social Understanding of Aging:
An African View

Introduction: Some definitions
are in order

There are three Africas —
Arab Afiica, Black Affrica and
Southern Africa. Views ex-
pressed here concern only
Black Africa, south of the Sa-
hara and north of South
Africa.

In Black Afiica, there are
also two distinct Afiicans -
the Uiban or City African
and the Rural or Village
African.

Attitudes to aging in wban
areas of Africa are tending
gradually towards those ob-
served in most Third World
cities and urban areas, whete
overcrowding, poverty, and
the neglect of the aged are
not infrequent. Only the rural
or village Africa could claim
to 1epresent that which is au-
thentic and unique to Africa.
I hasten to add that the tran-
sistor radio, the satellite
telecommunication system,
and the mass media are in-

Professor VICTOR ANOMAH NGU

vading and eroding away this
authentic rural Africa to the
point that it may well disap-
pear completely by the end
of the 21st century, when the
whole world will really be
one large village.

The quality of life of elder-
ly persons is determined part-
ly by their physical or biolog-
ical status, but to a gieater
extent by their psychosocial
status.

As far as the physical or
biological status of elderly
persons in rural Africa is
concerned, my colleague,
Prof. B.O. Osuntokum, a spe-
cialist physician and neurolo-
gist, will no doubt give an
authoritative account of this
which I strongly recommend
to you. It is well known,
however, that rural Africans
do not live a life of affluence
and the sequelae of affluence
as seen in the elderly of Eu-
1ope, namely, cardiovascular
diseases due to artherosclero-
sis and cardiac infarcts, gan-
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grene of feet, stroke, cerebral
degeneration, and diabetes
etc., are therefore relatively
uncommon among elderly
rural Africans. Such of them
as reach old and very old
ages do so in a relatively
good physical condition -
with clear, lucid minds and
weak but relatively intact
bodies.

As far as the pychosocial
status of eldetly persons in
rural Africa is concerned, this
is determined partly by the
social attitudes of rural peo-
ple themselves to their ¢lder-
ly parents. Are old people,
because they can no longer
contribute physically or mate-
rially to their own upkeep,
considered a burden to be
disposed of or are they re-
spected for who they are?
The second determining psy-
chosocial factor is the way
people approach or regard
their own old age. Is old age
the final end, a tragedy to be
accepted resentfully, or is it




the natural transition to an-
other and perhaps a happier
life? These psychosocial ques-
tions will now be briefly ex-
ploied.

What are the social atti-
tudes of rural or village
Africans to elderly persons?
Answer: they are regarded
with very great respect for
the following reasons:

1) While life expectancy in
Europe and North America is
over 65 for men and over 70
for women, it is for
Cameroon, for example, only
47 and that is considered
good by African standards
But people of 70 or more ex-
ist. A few even reach 80 or
90 vears, but there are many
fewer than in Europe.

Consider, however, the
physical environment in
which these relatively few old
people have lived and sur-
vived - tropical, parasitic,
and other diseases, unhygien-
ic housing, poor, unclean and
inadequate water supply, in-
adequate, unbalanced, and
insufficient nutrition border-
ing on famine farming in
some areas, natural disasters
from drought to floods, lo-
custs and other pests, civil
and tiibal wars etc., etc. To
be 60 or 70 under such con-
ditions is no mean achieve-
ment, one which cannot fail
to earn the admiration and
respect of the rest of the vil-
lage!

2) Culture in Black Adfrica
has been, and still is, to a
great extent, mostly oral. Old
people have served as the on-
iy link between the past and
the present. The old, by their
songs and their tales, trans-
mit the history, the literatuie,
and the traditions of the peo-
ple from kingship rites to
birth, marriage, and funeral
rites, etc. They have also
transmitted moral and ethical
values and codes which have
contributed to social peace
and the survival of the vil-
lage society. This role of
custodians of the culture and
the conscience of a people is
one that has earned respect
for old people everywhere in
the world and in every cul-
ture. That respect is under-
standably greatest in a cul-
ture that is entirely oral.

In health matters, old peo-

ple, by their personal experi-
ence and from knowledge re-
ceived orally, have solutions,
herbal formulae, and other
rituals and taboos which con-
tribute to maintaining rela-
tively good health in the vil-
lage society The traditional
healers are to be found
among the older persons of
the village Since discase is a
common and constant com-
panion in a rural environ-
ment and their help much
sought after, this confers on
these old healers much
greater respect than might be
enjoyed by a western-type
physician in a city.

3) Old people also play a
very special role in the vil-
lage as a link between the
physical and the spiritual
world The reality of the spir-
it world is very strong among
black Africans. Ancestors,
parents, and loved ones who
have died not only continue
to “live” but can, and
should be, consulted from
time to time. They ate “ fed
and given drinks ” duting vil-
lage or family feasts as if
they were still alive. When
important decisions concern-
ing the living are to be made,
ancestral advice in sought.
The old people who serve as
the link and make contact
with the ancestors may con-
sult them, for example, on a
proposed marriage, a business

contract, or the outcome of

political elections, etc. They
often receive useful and cate-
gorical answers which are of-
ten followed strictly.

How does one explain
these claims in some old per-
sons to make contact with
the spirit world? Western sci-
entists and medical biologists
would no doubt explain such
claims as due to hallucina-
tion caused by dementia and

the cerebral degeneration of

old age! For the African,
however, the explanation is
quite simple. The body im-
prisons the spirit or the soul.

In old age, the feebleness of

the body weakens the prison
and this allows the spirit o1
soul to escape from the body
more easily, and it thus
makes contact with other
spirits or souls! {Two of my
uncles who were very old by
our standards — over 85 each

— on separate occasions told
us at their impending death
that their dead brothers had
come to fetch them and they
must prepare themselves to
join them on the other side!
They frequently held long,
coherent conversations with
their dead relatives on some
unpaid family debts or some
family quarrels that had to
be settled, etc).

Mystics, hermits, and
reclises, as Chuirch historians
will probably confirm, fre-
quently weaken their bodies
also by various acts of fast-
ing, flageliation, etc., s0 as to
free their souls for easy con-
tact with God and other
souls In rural Africa, for
those who have lived good,
clean lives, this comes slowly
and naturally with old age. It
would be interesting to hea:
how the old in a western ma-
terialistic society perform in
such matters. How many old
past beoard Chairmen or Pres-
idents of muiltinationals
would have had an encounter
with the spirit world?

4) To return to the physi-
cal world, the rural African
lives in very close contact
with nature By day, he has
the open savannah or the
tropical forests with myriad
life forms — animals, plants,
insects, etc., and the interac-
tions among them - to teach
him something about life in
its rude and natural form,
something which visiting zo-
ologists, botanists, or insec-
tologists from the western
world could never learn! By
night, the open star-filled sky
instinctively fills him with
awe and respect for God,
who created the universe!
People who live so close to
the earth, come to under-
stand in their old age, as no
city dweller could ever hope
to, that life is more than
matter and a struggle for ex-
istence, and that there are
rules that regulate this appar-
ent complex rhythm of life.
Earthy proverbs which distil
this deep understanding en-
rich and spice African lan-
guages and confirm that, in
some instinctive way, these
old men do understand the
mechanisms of life.

For all these 1easons, and
as was stated above, old per-
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sons are held in very high es-
teem indeed by the village so-
ciety. This esteem is ex-
pressed in many ways. Older
petsons, especially if they
havegray hair, take prece-
dence on village occasions,
whether public or family, over
younger persons They are
seated first, with the excep-
tion of the chief, before
vounger and perhaps richer
persons. Important events in
the family are reported to
them. A child who must go to
the city to school or overseas
to Europe to the University

must obtain the blessing of

the grandfather before he
travels. The grandmother, in
contrast, often helps to look
after the baby and young chil-
dren and when the boy is 2-3
years old, they often spend
the following 2-3 years with
the grandparents. This teaches
him some of the family tradi-
tion and proper behavior, etc,
Children who have had such
early contact with their grand-
parents go thiough life slightly
different from the other chil-
dren. They are usually wiser
and more mature for their age

and grow up to be stable and
well intergrated persons

As a mark of respect, old
persons are frequently coopt-
ed into the traditional or
chief’s council, even when
they have no traditional right
to a place on the council
Their age and gray hair are
qualification enough, and
their presence gives re-
spectability and authority, in
the eyes of the village, to such
councils.

Finally, how does the rural
African approach or regard
his own old age? With grace
and confidence With grace
because he knows, from close
contact with nature, that old
age is a natural and inevitable
event, one through which he
must pass to rejoin his de-
paited parents and relatives
Afier old age and death, life
continues, and in that new
life everything will perhaps be
better still. A firm belief in a
spirit woild and in a life after

death takes away the fear of
aging, of old age, and of

death.
He regards old age with
confidence because he knows

The Elderly in Peru

Peru, my country, with its
twenty-one million inhabitants
and 1,300,000 square kilome-
ters, is regarded as a develop-
ing country. There exist differ-
ent cultures as well as races in
Peru. Social stratum is clearly
marked The country is widely
known thanks to Cuzco, capi-
tal of the Incan Empire cen-
turies ago Today large num-
bers of people from all over
the world come to sec these
marvelous archeological re-
mains and learn more about
Incan culture.

A mountain range, the
Andes, divides the country in-
to three zones: the coast, the
highlands, and the jungle

The coast, overlooking the
Pacific Ocean, is 3,000 kilome-

that it is the sacred duty of
children to support and care
personally for their old par-
ents. Confining old people to
an old people’s home (these
do not exist in Black Africa)
would be regarded with hor-
ror, weie it possible to find
such a home. As most rural
Africans have many children
and the extended family is
fairly compiechensive, the el-
derly person can spend his re-
maining years shared among
his many children and rela-
tives. The children themselves
accept this responsibility
gratefully as a small return for
the commitment, care, and
love which their parents, in
spite of the hardships of a
rural environment, lavished
on them in their childhood.

In conclusion, Africans
must strive, as some of the
Asiatic and eastern peoples,
especially Japan, have done,
to keep its present traditions
and culture while improving
on the physical and material
conditions of the rural envi-
ronment. This would give to
the African years as well as
life.

Dr. FERNANDO MONTESINOS AMPUERO
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ters long, and 46% of Peru’s
population lives there. The
highlands start at an altitude
of 1600 meters above sea level
and extend up to 4600 meters

There are perennial moun-
tains towering challengingly up
to 6500 meters above sea level.

The Amazon Tungle, with its
73,000,000 acies of natural
forests, is the largest and least
populated one in the world,
descending from 1200 meters
nearly down to sea level The
confluence of several rivers
constitutes the impressive
Amazon, which flows into the
Atlantic Ocean.

These three regions possess
differing ethnic, cultural, de-
mographic, environmental,
and epidemiological character-

istics. The highlands are quite
uneven, containing many
towns and villages About 85%
of the natives, known as indi-
genas and incorrectly called
“Indians,” live there. The Indi-
an’s life expectancy has not
been established statistically.
Many, however, reach 100,
though the highlanders cannot
equal coastal life expectancy,
for medicine, both therapeutic
and preventive, is inadequate,
and this insufficiency affects
mortality 1ates. The old indige-
na is a healthy man—medical
examinations have not dis-
closed cardiovascular, respira-
tory, o1 digestive disturbances.
On the other hand, theumatic
and hepatic illnesses are com-
mon.




The indigena is an extraol-
dinarily strong human being,
though his basic nourishment
consists of Indian corn, pota-
toes, quinua (a domestic cere-
al), and so on. Rarely does he
gat meat or eggs or drink milk.

He consumes a lot of chicha,
the typical beverage made of
germinated corn, which is
boiled and fermented, and
containing a minimum of alco-
hol and yeast, rich in proteins
and the vitamin B complex

Before work each day, indi-

gena laboreis eat a sort of

thick soup made of corn o1
potatoes. At noon they eat
again and once more after hav-
ing finished work. They do not
use spices —only salt.

We feel it is of prime impor-
tance to mention the indige-
na’s habit of chewing the coca
leaf from youth to old age Al-

kaloids (the most important of

which is cocaine) make up 1%
of the coca leaf. The indigena,
from the age of 14 till the end
of his life, chews about fifty
grams of coca daily along with
an alkaline substance forming
a coca lump, which is located

between the interior part of

the cheek and the gums, fo-
prming & noticeable promon-
tory.

He chews throughout the
day while working and resting
The substance extracted con-
tains cocaine and flows
through the gastrointestinal
tract, gradually being broken
down as a result of its instabil-
1ty.

The indigena is capable of

working and living in good
health at such altitudes thanks
to the use of cocaine. He has a
lot of resistance to hard work.
The substance is broken down
into its main chemical compo-
nents: methanol, benzoic acid,
and ecgonine.

Ralph Bolton has shown
that there is a regular hypo-
glycemia in the indigena —
around 70 mg. before break-
fast — and Frombach has
found that glycemia rises to
140 mg. during chewing and
up to four hours afterwards

He also explains that ecgo-
nine, for some unknown rea-

son, releascs the glucogne of

the liver, turning it into glu-
cose and getting it into the
bloodstieam. This glucose pro-

vides the energy needed for
muscular work

The indigena’s diet is rich in
carbohvdrates, and his liver
thus accumulates glucogene.
Natives between 50 and 70 are
thereby anabled to work as
hard as the young, with the
help of coca leaves.

The indigena not only has a
poor diet, but — especially in
populated arcas — drinks a
great deal of cane alcohol,
which has a lot of impurities.

Chewing coca leaves and
drinking alcohol, then, degrade
the indigena

The elderly lead a normal
life. They are not sociable, but
live on their own. They are,
however, very solidary and
helpful. They take part in a re-
markable way in commumnity
events — religious feasts,
birthdays, harvests, baptisms,
sowing, etc. — during which
they consume coca leaves and
alcohol as they dance and sing.

When ill, the old opt for tra-
ditional medicine, employing
herbs; but they most offen go
to quacks who seek to relieve
them through both herbs and
mystical rituals

The indigena knows about
religion through priests and
missionaries. He believes in
and looks up to village saints
such as Peter, Paul, and James
and the Virgins invoked under
the names of Meicedes, Car-
men, and others They are also
acquainted with the Protestant
religion

There are many different
ethnic groups in the jungle
They are far from both civi-
lization and the central gov-
ernment’s control. They speak
several languages, and diverse
missionaries reach them.
Theire are also international
organizations which teach
them Spanish and up-to-date
culture. Medical attention is
limited, and there is a need for
medicines for prevention and
teatment of typical ilinesses
such as malaria, yellow fever,
leishmaniasis, and internal
parasitosis. Poisonous animals

and their precarious way of

life contribute as well to reduc-
ing the population.

For these reasons and for
lack of population statistics,
we have not been able to esti-

mate their life expectancy,
which is surely the lowest in
the country

Their diet consists of river
fish, a good source of proteins;
meat from wild animals, which
they hunt; and abundant yucca
{domestic root), bananas, pa-
payas, pinacapples, and other
pleasant-tasting native fruit.
Their daily beverage is maza-
to, made of boeiled and fer-
mented yucca. It has a deli-
cious taste and high alcoholic
content

The government uses fluvial
launches to maintain a perma-
nent medical service in all the
places which can be reached.

Vaccines serve to prevent
major diseases while antibi-
otics, chemotherapy, antihy-
pertensives, and surgery are
used to treat illness and there-
by prolong life.

The “third age” in human
life is said to begin at 60
Some gerontologists have es-
tablished a fourth stage o1 age,
for those who reach 80. Both
are commonly known as senili-
ty, old age, o1 the third age.
The factors associated with se-
nility are genetic inheritance,
stress, inadequate nourish-
ment, mental and physical in-
activity, excessive work, tobac-
co and alcohol, the fear of be-
ing alone, and dependence on
others. This opens the way to
thinking about death.

In old age there is a need for
vigor and strength because our
faculties cannot respond to our
desires for work and service
But we should take advantage
of this situation to give every-
thing we know and to enjoy
the beauty and harmony of na-
ture.

Two factors come into play
in the human life cycle: the
hope of a long life and the fear
of death

It is estimated that by the
year 2000 there will be about
thirty million people in Peru,
and the old will have reached
about two million, or 6%

While birth rates in our
country have decreased, many
people reach old age. Recent
statistics indicate a life expec-
tancy of 60.8 for the coastal re-
gion, superior to that of other
Third World countries.

Amado Nervo interprets old
age as follows:
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*We get old only when we
leave aside our ideals People
are as young as their faith and
as old as their fears. One is as

young as his trust in himself

and as old as his doubt, as
young as his hope and as old
as his despair”

Nourishment for the Elderly

Elderly people can 1educe
the use of medicines if they
lead a healthy life. This means
they should avoid overeating
and drinking alcohol, get ade-
quate physical exercise and
sufficient test The daily rec-
ommended protein intake is
from forty to sixty grams,
which may be obtained from
fish, meat, and eggs. Vegeta-
bles, fruit, and milk may be
consumed provided they
prove beneficial.

The less the elderly eat car-
bohydrates, along with greasy,
fried, and spicy food, the bet-
ter off they will be Daily food
consumption should not ex-
ceed 2000 calories. Dehydra-
tion increases with age; it
should thus be counterbal-
anced by drinking water and
maté, an infusion of aromatic
herbs. Vitamins are needed in
the right amounts and may be
taken as a supplement.

The Government and the
Elderly

Public employees receive fi-
nancial and welfare benefits
from the government, whereas
private workers receive bene-
fits from the National Social
Security Institute of Peru.

Public employees are
obliged to retire—men at 70
and women at 65. The govern-
ment provides them with a
pension for life, and they have
the option of retiring at an
earlier age. If they have served
from 25 to 30 years, in both
cases they will permanently
receive the wages of a worker
m the same category If they
have worked for more than 20
and less than 30 years, they
get a proportional pension.

Moreover, when they retire,
all public employees receive
once a special payment for the

number of years they have
worked (called “compensatory
remuneration”) When hus-

bands die, their wives get half

their pension for life, but no
one else is eligible after them
August 20th is National Elder-
Iy Day, though it is scarcely
observed. At first we thought
and hoped the government
would give special attention to
the old; however, nothing has
vet been done. The old are in
neced of government assis-
tance.

People over 60 without eco-
nomic protection and the el-
derly experiencing psychologi-
cal problems after ceasing
work need many things, such
as public transportation, cui-
tural events, homes, and so
on. But the aged still wait,
with hope and patience

Social Assistance

Private institutions arc now
doing what the government
has failed to do—organized
social assistance programs. At
the beginning of the vear the
Peruvian Association for the
Recreation of the Retired and
Senior Citizens, along with
the Latin American Free Time
Association, held the first Na-
tional Congress on Recreation
for the Retired, which recom-
mended a special progiam to
assist the old by giving them a
minimum of economic and
social security, medical care,
occupations they are capable
of handling, and information
and advice on ways to im-
prove their living conditions
This organization is sponsor-
ing the creation of branches
throughout the country by
way of its public relations de-
partment and journal.

We may also mention the
Gerontology and Geriatric So-
ciety of Peru, whose proceed-
ings and conclusions are to be
found in its journal Geronto.

I would like to point out the
work the Peruvian Medical
Association is doing in its
Program for Attention to El-
derly Members, It has con-
structed an attractive building
on a large plot near Lima
where it is always sunny and
members can enjoy nature
and a healthy life. They have

amusement, spoits, and medi-
cal centers—something othei
professional associations will
certainly imitate.

We also have private insti-
tutions, both religious and
nonprofit, which offer shelter
for the elderly in the capital
and other large cities.

After many meetings the
following conclusions have
been reached. Government as
well as private institutions
should act to create opportu-
nities for the old. They should
regard the aged as permanent
collaborators, not as individu-
al beneficiaries. They should
view them as helpers of the
civilized world. In fact, atten-
tion to the old in Peru is just
beginning.

Medical Care

Gerontology and particular-
ly geriatrics have not been
dealt with as they should. Un-
til the present, for instance,
these subjects, of gieat impoi-
tance and current interest,
have been developed at only a
few univesities. Not only are
there few specialists, but few
Geriatrics Departments in
public and private health ser-
vices.

As a result of chionic
theumatism and physical inac-
tivity, the elderly cannot
move freely in most cases.

Rehabilitation is obtained
thiough physical medicine.
This service is very limited,
and few hospitals possess it.
Such treatment impioves their
biological, psychological, and
social condition, granting
them increased well-being.

Doctors recommend a daily
walk It helps digestion and
acts as a natural tranquilizer,
preventing stress and insom-
nia, vitalizing, and ensuring
contact with others as an anti-
dote to nervous tension.

The use of vitamins con-
taining procaine is being rec-
ommended This practice
commenced only a few years
ago People say it helps them
1e-gstablish and normalize
their organic functions. They
also say it enhances their psy-
chic stability, activating cere-
bral functions such as concen-
tration, attention, and memo-
ry. Nevertheless, as we all




know, procaine is a powerful
stimulant, and if it is given
before going to bed, it can
cause insomnia and some-
times anxiety.

The World Health Organi-
zation states, “It is necessary
to keep the old as long as pos-
sible in good health and abso-
futely happy in their own
homes. There is no need to go
to a special center ” Only in
difficult situations should they
be taken to nursing homes to
receive special attention, the
ptice of which is very high.

Home care should be pro-

vided for by the government
as well as health centers It
would turn out to be a lot
cheaper than at hospitals. We
also know such care is very
helpful and gives the patient
good sanitary and preventive
conditions.

To conclude, 1 feel it is im-
portant to mention three
things that bring shame on Pe-
1u; terrorism, drug traftic, and
inflation—all three are seii-
ously affecting Peru’s social
base while undermining the
economic stiucture and thus
attention to the old.

Thousands of people power-
lessly watch their homes being
destroyed and their property
appropriated. Many people
are losing their lives or living
in extreme poverty, and the
situation has not yet come to
an end.

Inflation is an enormous
problem in virtually every
current society and, above all,
in Third World countrigs like
Peru, where its consequences
are particulaily pernicious for
the elderly, whose pensions
cannot withstand inflation
rates.

Cross-Cultural Research on Aging in
Asia and the Pacific

1. Introduction

The implications of in-
creased life expectancy for
changes in the nature and
function of communities ate
substantial Most countries in
the world are currently experi-
encing these changes The ef-
fects on the developing woild
are as dramatic as in the devel-
oped world. The aging popula-
tion in the develeping coun-
tries is already numerically
larger and is growing consider-
ably faster.

In Asia and the Pacific re-
gion recently, there have been
several research projects which
have contributed to the devel-
opment of the understanding
of the situation of the aged.
Cross-cultural research into ag-
ing has the potential to make
substantial contributions to
the understanding of these
changes and the aging process
itself. The projects have also
helped develop valid cross-cul-
tural research technigues.

2. Cross cultural studies
of aging

The World Health Organiza-
tion Study of Aging in the
Western Pacific, published by
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Andrews, Braunack-Mayer, Es-
terman and Rungie (1986),
surveyed 800 to 1,000 aged re-
spondents in each of the fol-
lowing four countries;

Fiji; Republic of Korea;
Malaysia; Philippines.

The study has since been re-
peated in China, The question-
naire was extensive, covering
aspects of physical and mental
health, use of health services
and social and economic cir-
cumstances The major areas
covered by the questionnaire
were demographic characteris-
tics, economic resources,
health and functional ability,
use of health services, mental
health, living conditions, liv-
ing habits, social situation,
housing, informant evaluation,
and interviewer assessment,

There is substantial interest
in cross-cultural research.
Within the ASEAN group in
Asia a valuable cross-cultural
study of aging has been under-
taken. The questionnaire in-
strument used varied from
country to country References
include A J. Chen (1987), Lita
J. Domingo (1987), Hananto
Sigit (1987), and Pualn Ma-
sitah Modh Yatim {1987).

In 1979-80 the regional of-
fice for Europe of the World
Health Organization (EURO)

Professor of Social Research,

University of Adelaide. Australia

initiated an international pop-
ulation-based study of the el-
derly in fifteen center in ten
European countries. In addi-
tion, Kuwait, which is in an-
other WHO 1egion, joined the
study, The study is presented
in a book by Heikkinen et al
(1983). Andrews et al (1986)
presents a comparison of some
of the basic 1esults of the two
studies. The comparisons
again indicate the extent of the

similarities in the pattein of

results between the EURO and
WPRO studies

Jersey Liang and Nancy
Whitelaw (1987) have present-
ed a detailed comparison of
the questionnaires used by the
two WHO studies and three of
the ASEAN studies. The com-
parison will certainly be of use
to survey researchers in this
field.

The United Nations® Uni-
versity Project on Social Sup-
port Systems for the Aged and
telated United Nations
projects also involve aspects of
cross-cultural studies. Re-
search is being undertaken at
community locations in seven
countries

The World Health Organiza-
tion is involved in studies in
other countries. Through their
“Special Program for Re-

99 |




100

search on Aging ” WHO (1987
a b ¢), they have established
1esearch objectives in the fol-
lowing areas:

— Developing human re-
sources for aging research

— Epidemiological research
— Research on mental health
and aging

— Research on dementias of

old age

— Research on nutiition and
aging

— Research on immune func-
tion

3. Methodology

3 1 Comparisons

Research which is across
cultures and countries in-
evitably invites comparisons
between populations. Be care-
ful.

The differences in the re-
sults can be due to differences
in: :

— the implementation of the
study

— translations

— sampling

— interpretation of questions
— culture and cultural 1e-
sponses

— economic circumstances

— climate and geographic fac-
to1s

— attitudes, opinions, indi-
vidual behavior

— physical characteristics,
etc.

Figure 1 gives an example Tt
indicates the variation in re-
sults for Cognitive Function
Score for women in Kozea,
Malaysia, and China by age
group.

It is essential that results of
this nature are not misused by
drawing conclusions which are
not a valid reflection of the
data, While the graph shows
respondents in one country
consistently scoring higher
than another, it is not an indi-
cation of overall differences in
average cognitive function for
the aging between the coun-
tries

In the four country study,
there were important, un-
avoidable sampling differ-
ences. The study surveyed only
aging peoplte who were living
in the community and not
those in institutions. Varia-

tions between countries in
policies and availability of in-
stitutional care will directly af-

fect the functional ability of

those living in the community.
It is generally better to support
the aging in the community
rather than in institutions
where this is possible. Thus a
higher quality of service for
the aging could generate a low-
€1 score,

Establishing a sampling
frame procedure is a crucial
task for any community suz-
vey. The resources available to
support sampling are different
from country to country. In
the Republic of Korea, there is
a central list of all aged per-
sons, This list represented an
excellent sampling fiame and
provided access to an excelflent
sample. In Malaysia and the
Philippines, the sample was se-
lected by directly approaching
homes In Malaysia, the Statis-
tics Bureau provided substan-
tial assistance in setting
specific quotas for target
groups within each survey
area. The results suggest that
this approach may have led to
the very frail elderly in the
community being more highly
represented in the samples in
the Republic of Korea than
elsewhere. Differences in sam-
pling may generate variations
in the absolute scoies

Thus it can be seen that di-
rect comparisons of average
scotes for each country can be
misleading as the results may
well 1eflect other factors rather
than underlying differences in
the target populations.

The intetesting result in the
four country study is the
amazing similarity in the 1e-
sults, not the differences
Across the quite dissimilar cul-
tures, the measurable intetac-
tion of aging and cognitive
function was quite consistent.

Similarly, sex differences
were consistent. The interac-
tion of age with cognitive func-
tion for men follows a differ-
ent pattern than for women.
There is still a decline but the
shape of the curve is different.

Varying mortality 1ates will of

course be influencing these re-
sults.
Cross-cultural studies re-

peatedly generate results of

this nature. While direct com-
parisons of absolute results be-

tween countries are unwise,
the comparison of the pattern
and relative results can be very
productive

3 2 Validity and Reliability

To date, validity and reli-
ability evaluations of cross cul-
tural survey insttuments have
generated mixed and encour-
aging results. In the Four
Country Study, the majority of
questions in the survey instru-
ment showed reliability in the
test re-test situation. In partic-
ular, it was interesting to note
two of the mental health ques-
tions showed reliability. These
were “ touch the right ear with
the left hand ” and “ name the
vear ” (year named according
to appropiiate culture).

All the questions were evalu-
ated prior to the survey by the
multicultural team of principal
investigators fiom each coun-
try Case studies were also un-
dertaken to provide further in-
sights into the applicability of
the data.

3.3 Physical and Mental
Health

The aging process is still not
fully understood. Increased life
expectancies, which have re-
sulted from incieased undei-
standing of one range of health
issues, have simply brought in-
to focus a newer range of is-
sues and different physical
health conditions There is still
a strong need for research ex-
amining incidence, prevalence,
and 1isk factors. Some of this
research should be compara-
tive and cross-cultural.

It is guite common at con-
ferences on aging for there to
be a call for more longitudinal
studies, such as the work being
developed by Prof. G. An-
drews in Australia There is a
limit to the type of analysis
and conchusions which can be
developed from studies involv-
ing data collection at any one
point in time. There certainly
are cross-cultural opportuni-
ties in the areas of developing
methodologies and undertak-
ing longitudinal studies

In addition, there are oppor-
tunities for analyzing and de-
veloping models which investi-
gate the multidimensional
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components and interactions
of physical and mental health.
An interesting development in
this area was presented by
Jersey Liang of the University

of Michigan’s Institute of

Gerontology, at the recent
seminar in Singapore on aging
in Asia and the Pacific. Jersey
Liang and Nancy Whitelaw
(1987) are examining the ques-
tionnaire used by the WHO
and ASEAN studies for practi-
cality, validity, reliability and
cross-cultural comparability.
They are building conceptual
models with the help of multi-
variate techniques to delineate
the underlying structure of
components of physical and
mental health. The work, by
necessity, examines a large
range of components. It has
the potential to both define
and quantify new, tighter con-
cepts in cross-cultural re-
search.

3 4 Economic Concepls

Fconomic measures and is-
sues typically are not well rep-
resented in cross-cultural stud-
ies. This is due to the difficulty
in collecting data which is suf-
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ficiently complete to generate
useful comparative analysis.

However, it is possible to
view gconomic factors as the
predominant issues evolving
from increased life expectan-
cies As medical science solves
the physical health problems
of the world, new economic
situations arise. There is a
need for a strong conceptual
base to the analysis of the po-
tential economic role of the
growing aging component of
the population

Practices vary greatly from
country to country in relation
to the involvement of the ag-
ing economically. The benefits
to be derived from compara-
tive cross-cultural studies will
be substantial.

One such concept which
should be further analyzed is
the interrelations of economic
and social roles If the aging
are to play a diminished eco-
nomic role, and the need for
this is not overly well estab-
lished, then need this necessai-
ily influence social roles? In
those countries with firmly es-

tablished extended concepts of

employment and retirement, is
the social involvement of the
elderly with the family and
community, and vice versa,

75-79
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undermined? At the confer-
ence in Singapore, several pa-
pers were read examining the
economic situation of the el-
derly and presenting excellent
examples of the type of analy-
sis which we are encouraged to
incorporate into cross-cultural
studies Robert Clark (1987)
explained the theoretical mea-
surement issues indicating the
required level of detail for
questionnaires. It would be ad-
visable to include an
economist in any team setting
up a survey of the aging

On a different economic is-
sue altogether, Naochiro Ogawa
(1987} has clearly described
the difficulties facing health
insurang¢e organizations in
Japan. He has examined the
cost of health services specific
to age groups to identify the
likely factors influencing fi-
nancial viability for individual
organizations. It is likely that
the private insurance organiza-
tion with older client popula-
tions will face serious diffi-
culties in Japan and other
countries.

Other contributors at the
Singapore conference indicat-
ed the depth of analysis re-
quired to establish the eco-
nomic well-being of the elder-
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ly. Peggy G. Koopman-Boyden
(1987) has used qualitative re-
search techniques to investi-
gate the attitudes towards and
effects of retirement in New
Zealand. John McCallum
(1987) has presenied a com-
prehensive analysis of the dis-
tiibution of income levels and
sources in Australia.

All these papers seive to
demonstrate both the impor-
tance of economic factors for
the well-being of the aged and
the level of detailed analysis
which will be required in
cross-cultural studies. In addi-
tion, cross-culturally, it is nec-

essary to examine the value of

currencies and variations in
the level and distribution of
income for the whole commu-
nity.

3 35 Social Relations

“ Social gerentology . cov-
ers the groving body of theory
and knowledge concerning the
aging individual as he is influ-
ence by, and influences, soci-
ety as it acts upon aging indi-
viduals and adapts itself to
their presence and needs”
(Skeet, 1983)

At the Singapore conference,
Ross Hairis {1987) reported
that “ From the social geron-
tology point of view, the sur-
vey should ensure that it is in-
formation on social change
which is gathered, rather than
a simple description of indi-
viduals growing older Behind
this principle is the assump-
tion that aging is moie a func-

tion of social change than of

chronology Researchers need
to be keenly aware of the pow-
erful selective effects which
apply over ilme in determin-
ing the cohort which achicves
old age Ii is true that only the
healthiest endure, but of cen-
tral interest are the hard expe-
riences that such people have
come through and which inter-
act within biological variables
to produce a particular profile
of aging in a particular popula-
tion. ”

The evidence is that the
least successful people in aging
will be under-represented in an
age specific survey Longitudi-
nal studies are required to ful-
ly explore the interrelation of
social function and aging
(Kendig, 1986).

The assessment of family
and social relations should in-
clude structure and process.
The structural focus should
cover demography, family
structure, etc. The process ap-
proach should invelve the
quality of relationships. This
includes concepts such as
“valued roles, ” developed by
Wolfensberger, and “ social ex-
change, ” developed by Suss-
mar (1975 The WHO fouw
country study specifically ex-
amined this area

The links between social re-
lations, social functions, and
economic role are important
All these areas interact directly
with physical health, survival,
life expectancy and the preva-
lence of social structures and
functions The contribution to
be made by cross-cultural so-
cial gerontological studies is
substantial, particularly in
Asia and the Pacific, where
there is such a diversity of cul-
tures.

4. Results

The issues evolving from the
studies relating to the aged can
be grouped into three con-
cepts; self, family, and com-
munity.

Self

The various surveys of the
aged in Asia and the Pacific
indicate relatively high preva-
lence of dysfunctioning in ar-
eas such as sight, hearing,
walking, chewing, etc Several
strategics are applicable to the
situation, including restructur-
ing the environment, say, with
better paths and closer facili-
ties so that these dysfunctions
do not become disabilities
Clearly, treatment and preven-
tion programs are also be ben-
eficial

Family

The rescarch indicates the
extent to which the aged are
performing roles within the-
family. However, this is in an
environment where the social
and physical structure of the
family itself is changing. Asso-
ciated with the demographic

transition is increased life ex-
pectancy and reduced fertility.
The proportion of each par-
ent’s adult life which is devot-
ed to producing and rearing
children is declining This is
evidenced by the increased in-
volvement of women in many
economies. It is natural that
the role of the aged will alter in
relation to this change in fami-
ly function

Discussions at the Singapore
conference indicated that
changes in the economic struc-
ture of the family may well be
having an even greater impact
on the role of the aged. Occu-
1ing simultaneously with the
demogtaphic transition in
many countries is an economic
transition which includes a de-
cline in the role of the multi-
generational family unit. This
is in countries of vatying polit-
ical stance. In this transition,
the predominant economic
units are increasingly the state
and the corporation The aged
no longer have a role of custo-
dians and managers of the eco-
nomic resources used to gener-
ate wealth for the whole fami-
ly Family structures change as
the varying family members
and generations woik and live
in disassociated locations,
These changes are occurring in
the developing countries now.
It is clearly evidenced in fac-
tors such as rural-urban migra-
tion. :

In parts of the developing
world, the village or the ex-
tended family is still the pre-
dominant entity in the indi-
vidual’s social and economic
interactions The village can
have an excellent capacity to
provide and care for the aged.
Fiji presents an interesting ex-
ample While there have been
nursing home facilities there
for several years, they were
used by the Indian population,
who are more urbanized and
have more commercial ¢co-
nomic structures. In recent
years, the first Fijians have
moved into the nursing home
facilities. Supporiting the aged
in this type of society can
mean supporting the village
structure and the economic vi-
ability of the village Further
analysis 1s required. It would
be unfortunate if the require-
ment for economic develop-




ment led to an unnecessary de-
clining economic and social
role for the village.

There are indications, how-
ever, that as these economic
changes take place, the social
role of the family may not be
declining. Eniollments in
homes for the aged cannot nec-
gssatily be taken as the result
of disinterested families The
evidence does not suggest that
the family is necessarily de-
clining directly as a social unit
(Wee 1983). In most countries
surveyed, there were health
levels of involvement of the
aged in the family, but the
families’ social function is
changing as a result of its
changing economic function.

Community

The changing 10le of the
multigenerational family or ex-
tended family unit has coin-
cided with the increased
prevalence of formal employ-
ment and retirement. Once
again the valued role of the
aged is under threat as refire-
ment can be a separation or
exclusion from many of the
valued roles available in soci-
ety. This is an issue which is
more relevant in the more de-
veloped countries

The new economic struc-
tuzes place a higher priority on
formal education and mobility
of employment Yet the aver-
age 60 year old today, in many
countries, is less well educated
than the next generation of 30
year olds. Furthermore, with
new technology, an education
obtained several decades be-
fore can be quile obsolete. For
example, an average 60 year
old today obtained whatever
education he or she had as a
child before the commercial-
ization of the transistor. Re-
search in western countries
and in China indicates that
with the exception of the old
nld, the middle aged and oldex
populations only very slowly
lose there ability to learn
What is lost is their working
knowledge of learning tech-
nigues. Research shows that
many will respond to training
in the type of learning tech-
niques which are often taught
to the young in schools (Ku
Shilian et al. 1987). The con-

clusion is that aging people
perform fewer valued 1oles be-
cause their educations are in-
appropriate o1 have become
obsolete and that their contin-
uing contribution and involve-
ment in the community is un-
dermined by overly formal
and structured employment
and retirement.

Conclusion

The changing role of the
aged is a result of many factors
including increased survival,
reduced fertility and the
changing social and economic
functioning of the family.
There are many initiatives
which will enhance the in-
volvement of the aged, includ-
ing;

— preventative and treat-
ment programs to reduce the
prevalence of dysfunctioning,
such as problems with sight,
hearing, walking, chewing, elc;

— changes in the physical
envitonment to reduce the ex-
tent to which dysfunction be-
comes a handicap;

— attention to the location
of the dwellings of the aged
and the physical environment
surrounding the dwellings to
enhance the ability to partici-
pate in and contribute to the
comunity;

— re-examination of alter-

natives and the social cost of

inter-and intra-country migra-
tion to the aged and the young;

— analysis of the processes
of economic change and devel-
opment to ensure that the so-
cial and economic roles of the
aged are not unnecessarily un-
dermined; .

— re-education for people
in their forties and fifties to
keep their education and train-
ing current and relevant;

— re-definition of concepts
of employment and retirement
to facilitate ongoing involve-
ment of the aged in appropri-
ate activities;

— re-definition of personal
and community concepts relat-
ing to personal relationships,
social interaction, and ethics,
particularly within the family,
to adapt to the changing social
and economic 1ole of the fami-
ly.

The aging of the population

is one of the greatest triumphs
of the twentieth century. I is a
ditect consequence of in-
creased life expectancies.
Many of the aged, particularly
the young old, are relatively
physically and mentally fit.
The responsibility now is to
develop and modify the con-
cepts used by the individuals
within the community and
policy makers to ensure that
aging is not a barrier to partic-
ipation in the family and the
community and to giving and
receiving love,
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The Elderly and Quality of Life in Nigeria

Introduction

In the world today, there are
some 290 million elderly per-
sons (above the age of 65
vears) and this population is
egrowing at a rate of 2 4 per
cent. Three quarters of the
world’s population currently
live in developing areas al-
though such aieas presently
contain only 54 per cent of the
world’s elderly. Yet aging in
most developing countries has
not vet emerged as a dominant
or important soctal phe-
nomenon, but the situation is
likely to change dramatically
in the not too distant furure.
In many developing countries
epidemiological transition is
taking place, with decline in
birth rates and infant mortali-

ty, improvements in control of

communicable diseases, nutri-
tion and living standards re-
sulting in increased life expec-
tancy. The projected increase
in the population aged 65
years and over, between 1980
and 2000 AD is about 138 mil-
lion, with 100 million in the
developing areas (32 million in
Ching, 17 million in India)
and 38 million in the devel-
oped countries (10 million in
the USSR, and 7 million in the
USA).! Tt has been pointed out
that every month, the net bal-
ance of the world’s population
(over the age of 55 years) in-
creases by 1.2 million persons
and that of this increase 80 per
cent occurs in developing
countries Besides,the estimat-
ed 370 million older persons
{over the age of 55 years) who
currently live in the develop-
ing world will increase to over
| billien within the next 3
decades: the population
growth rate for persons aged
55 and over in developing
countries (at 3.1 per cent) is
three times as high as in the
developed world.? By the year
2025 it is estimated that the 60
year olds in the developing
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countiries will constitute 12 per
cent of the world total popula-
tion and 72 per cent of the ¢l-
derly population in the world *
According to a United Nations
Estimate, 60 per cent of the
persons aged 80 or over will
live in developing countries by
2025 and eight of these devel-
oping countries will have over
1 million octogenarians.* It is
obvious that the rapid increase
in the absolute and relative

numbers of the elderly and of

the proportion of the very old,
particularly in the developing
countries has considerable im-
plications for public health
and social policy. It is appio-
priate and apposite that in the
last decade, both the United
Nations and the Wotld Health
Organization (WHO) have
shown special concern about
the care of the elderly: the lat-
ter, on the advice of its Global
Advisory Committee on
Health Research and following
a resolution by the World
Health Assembly in 1987, has
launched a Special Programme
for Research on Aging® A
WHQ Global Program for the
Health of the Elderly was
launched over a decade ago. A
United Nations World Assem-
bly on Aging was held in Vien-
na in 1982, Even as far back as
1958 WHO convened a meet-
ing in Norway of an Advisory
Group which considered the
public health implications of
aging populations It is most
welcome that the Vatican is
joining in arousing the con-
science of the world on the
need for special concern for
the care of the elderly by orga-
nizing this conference on the
quality of life of aging people
in different parts of the world.

The Demographic Situation in
Nigeria

Nigeria, with an estimated
100 million inhabitants and

Chief Medical Director, University College Hospital, Ihadan, Nigeria

occupying a surface area of
913,073 square kilometres, is
the most heavily populated
country on the African conti-
nent, whose total population is
currently about 400 million.
Nigeria also has the conti-
nent’s biggest urban popula-
tion, about 30 million (30%),
the exodus from the rural a1-
eas having been precipitated
by the oil boom of the last fif-
teen vears. Two decades ago,
only about 15 percent of the
population lived in the large
cities: for 1975 the perceniage
was 21

In spite of the oil boom, to-
day Nigeria is a typical devel-
oping country with per capita
income of about US$3500 00,
and battling with problems of
socio-economic development
for her teeming masses against
a background of a depressed
economy, plummeting
petroleum prices, and the bit-
ter but essential economic
structural readjustment pro-
gram Although no acceptable
census has been conducted
since 1963, available data
show that about 6 percent of
the population are aged 63
yvears and over. The popula-
tion growth rate of 3 percent is
unacceptably high As in most
other developing countries, the
rural areas have a higher pro-
portion of older people, be-
cause of migration of the
younger adults to the cities. In
both urban and tural arcas, the
proportion of women aged 65
years and more tends to be
higher than that of men. Wom-
en outlive men. The average
life expectancy at birth is 54
years, 4 sizeable increase over
the 45 years of a decade ago.

Changing Pattern of Disease

The pattern of diseases is
changing.® Although the com-
monest causes of death and
morbidity are infectious dis-
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eases {acute respiratory infec-
tions, the diarrhoeas, malaria,
tetanus, measles, etc.), nutri-
tional deficiencies, especially
malnutrition-related disorders
in children, the noncommuni-
cable disorders, and the so
called diseases of affluence
have begun to emerge. Circu-
latory disorders (including
stroke)} and cancer are com-
mon and ischaemic heart dis-
ease i1s becoming frequent.
Accidents constitute the com-
monest cause of death in the
third and fourth decades. In
the elderly, for 1easons as vet
unknown, dementia of the
Alzheimer type is virtually
absent,” but other age-related
disorders, such as osteopoio-
sis and fractures of the neck
of the femur, are commeon.
Some other age-related degen-
erations of the nervous sys-
tem, such as Parkinson’s dis-
ease, ate somewhat less fre-
quent among Nigerians as
compared with USA Cau-
casians and Blacks ® In Nige-
ria, with its 17,000 doctors,
there is not a single specialist
in geriatric medicine

Health Care and Social
Services

Health Services in Nigeria
have undergone major devel-
opment and improvement
since Nigeria became inde-
pendent in 1960. In precolo-

nial days the main thrust of

the health services was direct-
ed to maintaining the health
of the civil servants, and the
80 per cent or more of the
population who lived in rural
areas depended mainly on
traditional medicine. Howev-
er, over the past decade the
sifuation has changed for the
better in that the govern-
ment’s policy is to provide
modern health services for
the total population based on
primary health care (PHC),
In the last three vears, the

tempo of implementation of

the PHC scheme has quick-
ened

Health care services in
Nigeria as of now have a

pyramidal or thatched roof

structure, (Nigeria is a Feder-
ation of twenty-one states
and a Federal Capital, with

311 local councils). “ Consti-
tutionally, ” the local govern-
ment councils assisted by the
governments of the states,
have responsibility for PHC,
the development of which is
the cornerstone of the Feder-
al Government’s health poli-
cy. The governments of the
states are responsible for sec-
ondary health care, including
implementation of active pre-
ventive health services and
some rudimentary tertiary
health care as well The Fed-
eral Government maintains
the 14 teaching and 6 special-
ist hospitals which provide
the bulk of tertiary and spe-
cialized services, coordinates
preventive health services
and is responsible for interna-
tional relations in health as
well as control of drug impor-
tation and ceitain drug poli-

cies. A Naticnal Council of

Health, presided over by the
Federal Minister of Health,
whose members include ap-
piopriate officials responsible
for health matters at the level
of the state govermments, en-
sures integrated coordination
of health policies Piior to
1986, funding of health care
services had generally been
regarded as inadequate, al-
though there might also have
been problems due to faulty
management, inappropiiate
prioritization of what was
needed, and incorrect deci-

sions on the application of

what was known to what had
to be done In 1981, for ex-
ample, only 1.7% of the bud-
get of the Federal Govern-
ment was allocated to the
health services: at the levels
of the state Governments the
percentages ranged from 2%

to 20%. In 1986, the share of

the budget of the Federal
Government allocated to
health was a laudatory 6 3%,
although this level has not
been sustained for 1987 and
1988 (the developed countries
spend between 6% to 12% of
their GNP on health ser-
vices} To increase spending
on development of health ser-
vices, it is planned to intro-
duce a national health in-

surance scheme, details of

which are being worked out
Although health care services
are not free, they are heavily
subsidized. There is a large

core of private health care
service, mainly in the cities.
Even now, perhaps up to
60% of the population rely
only on traditional medicine.
Some indicators of the health
care services in Nigeria in-
clude the following: 1 doctor
per 6,000; 1 dentist per
100,000; 1 Phaimacist per
24,000; 1 trained nurse pet
2,000; 1 trained midwife per
2,400; 1 social health worker
per 200,000; and one bed per
1,250

There is little or no social
security service in Nigeria in
terms of government assis-
tance for the unemployed or
the destitute. About 5 per
cent of the population who
are employed in public sei-
vice o1 the organized private
sector earn a pension which
1s not index-linked to the rate
of inflation. Most Nigerians
are self~employed. In the pub-
lic service, employees retire
at 60 vears of age or after 35
years of service, whichever
comes first, although in the
judiciary retitement age is 65
years and for others, on spe-
cial dispensation, it can be
extended by an annual con-
tract till the age of 65 years.
The pension can be up to 70
per cent of the last annual
salary earned (for judges, the
percentage is 100%) Pension-
ers, if over the age of 60
years, are entitled to free
medical treatment.

There is no facility for in-
stitutionalized care for the el-
derly except as a long-term
hospital patient. There ate no
provisions for nonclinical res-
idential accommodation (such
as geriatric or old people’s
homes, nursing homes, homes
for the aged or dependent),
as has been available for
decades in some developed
countries.

Social Care of the Elderly

Against the background of
the information given on
health care and social ser-
vices in Nigeria it would be
expected that social care for
the elderly is completely the
responsibility of the family,
As of now, this in fact is the
situation, in spite of the pro-




found effects on the structure
of the communities and fami-
ly life cieated by the rapid
social change following indus-
trialization, urbanization, and
related processes. In Nigeria,
as in other developing coun-
tries, sociocultural factors
such as strong familial and
kinship bonds and high 1e-
spect for the elderly play a
significant role in ensuring ef-
fective care of the eldeily and
the aged within the family.
This is evident, even among
the socially lower and poorer
commurities. In consequence
older persons are not segre-
gated from the family and
the neighbourhood.

The elderly in Nigeria are
held in great respect, venera-
tion, and admiration for their
wisdom and tact. Nigerian
culture in its respect for the
elderly is fully consonant
with the view that a society’s
worth is judged by the man-
ner in which it treats its old
people. The eldetly represent
the apex of authority in the
family and in the immediate
community. While clderly
males assume the additional
roles of elder “statesmen, ™
advisers and counsellots, el-
deriy females play a signifi-

cant role in the upbringing of

grandchildren and the chil-
dren of close relations and
may also serve as counsellors
in maternal and child health,
and even as birth attendants
In the rural areas in particu-
lar, the elderly also serve as
purveyors of traditional
health care.

Even with the aculturation
and deculturation of modern
times, the exodus of youths
to the city, most Nigerians
have retained strong links to
the extended family system.
The elderly make periodic
visits to the cities to the
younger members of the fam-
ily, particularly on the occa-
sion of the birth of a baby,
or a wedding, or to provide a
welcome change from the tra-
ditional environment The el-
derly are also assisted by the
children of relations, and this
is enhanced where available
by an adequate and conve-
ni¢nt transport system that
encourages the children to
regularly return to the vil-
lages to spend time joyously

with the parents. This depen-
dency of the eldetly on fami-
ly support, especially from
the children, is a basic tenet
of the Nigerian (and African)
culture, The hope of parents
is to be suivived by children;
indeed, for those aged 50 or
more, it is the goal of life
The death of a child or a
young person is regarded as a
disaster. To be buried by
one’s children, preferably in
old age-is the ambition and
prayer of the Nigerian, as it
is the crowning glory and {i-
nale to a good life. The
Yorubas of Nigeria say that
only those who are buried by
their children can claim to
have had children and that
otherwise children are noth-
ing to rejoice about {especial-
ly since they could die before
parents, causing them great
misery and unlimited sor-
1ow). In Nigeria, three main
events are celebrated with
pomp — birth, mariiage and
the death of an elderly person
who is survived by children

The Future

Although in Nigeria, as in
most developing countries,
the family currently provides
virtually all care and support
for the elderly, everything
should be done to encourage
persistence and maintenance

of this culture, which, of

course, is not unique to the
developing countries For ex-
ample, in some developed
countries, such as Japan (and
the Koreas), when the first
male child mazriies, he and
his bride must live with his
parents. A developing country
such as Nigeria should make
every effort to prevent or halt

the growing fragmentation of

the traditional communities
(in which everybody is his
“brother’s keeper”) and the

progressive disappearance of

the extended family.
Nevertheless, it is certain
that in the near future there
will be a need for long-term
care, especially for women,
and for meeting the Iiteracy
and educational neceds of the
elderty. In all countries more
people live longer than be-
fore. It is important that gov-

ernments of developing coun-
tries accept the need to ex-
tend social security and ser-
vices to cover more than just
a small minority of the elder-
ly population, to pay special
attention to the problems of
the aged and to the organiza-

tion and management of

health systems devoted to
their needs.
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A Tunisian View of Longevity

The image of the old changes
in relation to the kind of soci-
ety, civilization, and mentality
in each period. If it is true that
in certain primitive societies
the elderly were mercilessly
sacrificed, in other Nordic and
African societies, those of the
North American Indians, the
ancient Chinese, and classical
Greece and Rome — along with
that of our era — they have
been the object of consider-
ation, esteem, and privileged
treatment. We should recall the
stirring tribute to old age which
Cice1o is said to have rendered
through the aged patrician
Marcus Porticus, the deposito-
1y of law, past collective experi-
ences, and o1al traditions. In
Arab and Islamic societies
devoted to war and commerce,
the elderly have symbolized au-
thority and wisdom and hence
continuity.

Detfinition of the Arab Family

Many words have been used
to designate the family in our
Arab-Moslem societies: AYLA
and AA{ are preferred terms in
the Kozan, along with UCRA,
which is reserved, above all, for
the couple and their children.
Interestingly, the popularterms
ED Dar and EL Bif{, meaning
‘house’ and “roof*, designate the
family

The Arab-Moslem family is
agnatic and patriarchal, with a
father as head of the household.
There is a conjugal cell and a
domestic group with relations
at once broad and closed. The
traditional family brings to-
gether all the individuals joined
by kinship ties; they live in
community under the authority
of a male member. Within the
group, filiation is patrilineal —
the eponymous forebear is es-
teemed-but the female, and
through her the uterine family,
is kept in an inferior position.
Daughters, regarded as a repro-

Professor MONGI BEN HAMIDA

ductive force, marry within the
group. Islam arose in this ag-
natic society, and its influence
has served, in relative terms, to
reinforce the conjugal bond
within the group by sweetening
the condition of women and
valuing the uterine family. Re-
lations within the group aie
characterized by authority and
modesty In effect, 1elations
among individuals are gov-
erned by a general rule: respect
for those of greater age and the
eldetly and modesty between
the parents themselves and be-
tween parents and their chil-
dren. Spouses thus do not call
each other by name, and a
woman will not speak of her
husband except by referring to
him as “the master of my
house and of my roof ” or the
Chibani, or old one, whereas
the husband will not utter the
name of his wife, but use in-
stead the term *“ wife,”
“daughter of others,” or
“ daughter of the other.” In
more modern usage, spouses
refer to each other as “my
Lord” and “my Lady.” The
first-born are always designat-
ed by the term Sidi, and an aged
father is sometimes referred to
as “old Papa, Sidi.”

Greatness of the Past

The presence of a grandfa-
ther or older person in a family
helps to maintain a certain co-
hesion and moral authority in
social decisions (marriages, di-
vorces, division of inheri-
tances, and so on). Literary de-
scriptions of such grandfathers
may be poetic or realistic. They
are depicted as characters re-
treating into their past and the
glories of by-gone times who
are always disgusted over cur-
rent generations, frequently 1e-
garded as lost and misguided.

Let us take a look at the writ-
ing of B. Ali and Louis {1947).
Uncle Youssef represents one
of these characters:

Director of the National Institute
of Neurology, Tunis

“Uncle Youssef lets his
thoughts wander far and wide.
He goes off to his day of glory,
the cavalcades, the fiery blows
sounding in the night, He re-
members the days of his total
power, when his name imposed
silence on the children, when
he was the pride of his children
and the family: no one dared
approach them; even if they
had slept with the doors open,
no one would have dared enter
their olive grove or their
fields... ”

He evokes the days of his
“indomitable strength. ™ All of
this presents a narcissistic, au-
thoritarian image, or perhaps
an affectionate, tender one.

Uncle Khemayes, this other
experienced old man, the one
found in all peoples and all
times, set against a youth that is
“thoughtless and daring ” but
still respectful. Uncle Khe-
mayes represents tradition and
the long-established wisdom
which the men of the new gen-
eration, vigorous and enterpris-
ing, ate sometimes tempted to
forget, though life itself makes
them feel an immense need for
“ faithfulness ” and “ balance ”
Let us listen to Ben Ali and
Louis (1951) speaking about it:
“Time has given him iis les-
sons and nourished him. For
him the world has not ceased to
change... His children have
white hair, the children of his
children have become men and
have founded families His
house seethes with women and
men. When he steps in, the
noise stops, but once he has left,
what a madhouse! ” Wearied
by the ways of the townspeople,
who spend their time relying on
others, unable to imagine a so-
lution for themselves, all shout-
ing in unison: “ As long as
you're to guide us, we won't
abandon you. Who is more
skiltful than you in straighten-
ing out such a mess? One slip
can cost the price of a camel. ™




Changes and Quality of Life of

the Elderly

Many phenomena have con-
tributed to social and cultural
disorganization. Colonization
at the end of the last century
introduced a new kind of mod-
el for life. The most modem
French culture has brought
about a crisis Iatent in the Arab
and Moslem Zitouna Universi-
ty, which is essentialty theolog-
ical and traditional. In this
context the elderly remain the
center of authority. If they lose
their strength or health, they
are cared for by the family, like
orphans, widows, and the
poor. They are usually taken in
completely by the first-born
son and sometimes by daugh-
ters. Then some difficulties
arise in certain couples, in
spite of the tacit moral con-
{ract which all men who marty
cause their wives to enter into.
But even in the midst of this

family structure, in the case of

a widower surviving the grand-
mother, a new marriage some-
times fakes place to ensure a
minimum of comfort in his
personal life. These situations
do not fail to create conflicts,
especially when such a mar-
riage involves a voung wife
who may have children. In ad-
dition to the conflicts brothers-
or sisters-in-law may expetri-
ence with their younger broth-
e1s of sisters, an unusual situa-
tion may present iteself when
the old person dies, leaving be-
hind older children now mai-
ried, on the one hand, and a
yvoung windw with little chil-
dren, on the other

In the case of illness, the
family is not likely to consent
to taking the grandfather to the
public hospital and much
prefers private hospitalization
to ‘ensure its care and presence
close to him. The hospital is
frequently regarded as a prison
for the old or the place where
they will die. As for asylums,

there are still just a few, and
they remain not at all popular.

Nevertheless, in the history of

all Arab societies we find asy-
lums and hospitals, above all
in the iarge cities: Baghadad,
Cairo, Kairouan, et¢ In Tunis
there was an asylum for the el-
derly in the heart of the city in

a restored building, one of

those lovely traditional homes;
the abandoned and some beg-
gars were sheltered there.
Taking someone to a nursing
home represents a shock and

for most people is a sign of

decadence and abandonment,
particularty when the subject is
aware of the fact that he is
“useless ™ This is perceived
even more clearly by elderly
women who are cast aside
when no longer in a position to
perform normal household

tasks, especially the caie of

children while parents are at
work.

In Tunis there is a Manouba
asylum where men, generally
younger and healthier, fit in
better than women.

Different activities are pro-
posed to them: carpentry, en-
graving, agriculture, etc. Cul-
ture sessions are organized,
with films or religious meet-
ings, excursions, and so forth.
The retired people are free to
come and go, leave the home,
visit the café, see their friends,
etc. They also receive mandato-
1y visits from the family, which
is obliged to make a material
contribution by law. As we see,
a certain decline in the elderly’s
quality of life is currently per-
ceptible, particularly in the
large cities. The elderly no
longer find the traditional so-
cial and family fabric. They
sometimes feel uncomfortable
in a small lodging with children
harldly sharing anything with
them. Traditions weaken, and
old age is no longer looked after
in preseni-clay society as it was
in the past, with the obligation
of community responsibility.

Current and Future Problems

The youthfuiness of

Tunisian society — 30% of its
members are under twenty — is
accompanied by relative aging
on account of'a drop in fertility
and mortality Those 60 o1 over
represented 2.58% in 1946 and
6.67% in 1984, They will be
more than 10% in 2005, The
mortality rate for senior citi-
zens 1s also dropping, and life
expectancy, which was 47 in
1950, is now 62 and will be 70
in the year 2000.

In contemporary Tunis there
are two ways of life, one tradi-
tional and more anchored in
the south of the nation and in
the countryside and another
contaminated by progress and
more frequently found in the
capital and large cities. In the
south and the countryside, the
exodus of young couples to oth-
er places within the nation or
elsewhere leaves the old in the
villages Nevertheless, in those
rural areas of the south there
arc more parents and fathers-
or mothers-in-law living in
their children’s homes (11%) —
the national average was 8.5%
in 1984. What is more, between
15% and 18% of martied chil-
dien live with their parents,
wheteas the national average
was 7% in 1984, These facts
may be explained by the greater
frequency in such 1egions of
traditional lodgings (84%) (in
1984 the figure was 41% in the
capital). The eldeily increasing-
ly seek to have professional ac-
tivity for as long as possible
The activity rate after age 65 is
26%, and after 70, 19%. Fish-
ing and agriculture absorb the
largest share (8.27%), whereas
commerce represents only
4 5%. All of these elements con-

tribute to the disintegration of

the family The older man is no
longer a patriarch, but often

spends his time in the home of

the first-born or in a succession
of his children’s homes. In
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many instances, where living
standards are high, homes are
linked by telephone and con-
tact is thus maintained among
all the family members, partic-
ularly those outside the coun-
try. The independence of all is
theteby ensured, but how do
the elderly experience these
transformations? As long as
health is satisfactory and eco-
nomic resources are available,
there are no serious problems,
and by-gone glories are forgot-
ten But in the case of invalid-

ity, illness, or the solitude of

widowhood the dramas begin
and prospects of many aged
people grow datk Omne would
have hoped that the impiove-
ment in the quality of modern
life would have been accompa-
nied by an inciease in the joy
of living for the eldeily, who
are frequently closed within
their past lives. Current orga-
nization offers Tunis eleven
centers for protection of the
elderly (six in the north, three
in the center, and two in the
south). There were thirteen
only a few years ago. Material
and psvchological difficulties
led to the closing of two facili-
ties, in Gabes and Medening,
where {raditional life is still in
force. In any event, these
eleven centers care for 905

people, amounting to 0 21% of

the total elderly population.
This is, of course, reassuring
for the fortunes of the eldetly
in Tunis. It must be recalled
that living conditions of young
couples, emplovees, office

workers, and government staff

are so difficult that the elder-

ly’s quality of life makes itself

felt considerably. Many young
people seek employment to-
gether with their aged fathers.
In this regard, farmers, mei-
chants, and some in liberal
professions generally offer
their elderly parents better liv-
ing conditions, taking them
under their protection or re-
maining close to them,
Conseqguently, we are now
experiencing a transition peri-
od in Tunis in which the el-
derly still maintain a certain
prestige in rural or well-to-do
environments evolving to-
wards decline and the possibil-
ity of a place in a protection
center for the aged. Whatever
the case may be, well-placed
elderly people are still quite

limited in number, but the
number of those who are nei-
ther well-placed nor integrated
into their environment tends
to increase, A new awarcnsess
will enable us to avoid a harsh
conclusion to life for our el-
derly

Summary

In traditional Tunis the el-
derly maintain traditions and

watch over the application of

society’s rules for life. They re-
main an authority in the event
of conflict and a reference
point for wisdom and enlight-
ened counsel Respected and
venerated, they are taken un-
der the protection of the fami-
ly community After coloniza-

tion this image became disfig-
ured, especially in the wake of
World War II, independence,
and the weakening of the Zi-
touna traditional Tunisian
University. Social change, the
movement of young couples
from rural areas to cities, the
reduced space of city
dwellings in comparison to
family lodgings in the coun-
tryside, and the precipitation
of psychosocial transforma-
tions make it increasingly dif-
ficult to receive an aged per-
son into one’s care in the cur-
rent lifestyle, Families contin-
ue to bear the brunt of the
burden as regards this respon-
sibility, For the time being, fil-
ial love constitutes good pro-
tection against placing the el-
derly in specialized facilities




Health, Happiness, and Longevity

Good health is the most im-
portant ingredient in the
recipe for attaining longevity
and a high quality of Iife.
Though life expectancy is not

an ideal index of the health of

a society, it is generally the
vardstick by which health of
populations is evaluated.
There has been a remarkable
change in life expectancy for
men and women since the be-
ginning of this century In
1900 life expectancy at birth
was 47 years, today it is over
70 in the United States and
still higher in several other
countries. This has resulted in

a much larger proportion of

the population attaining the
status of senior citizen. A short
while ago I would have told
you that the age group over 85
is the most rapidly growing
segment of the United States
population; today I must coi-
1ect that statement and indi-
cate that it is the over 100 year
old age group that is increasing
most 1apidly.

Human longevity is not,
however, open-ended. There
has been no increase in the
maximal attainable lifespan;
moze of us, however, are living
longer within the limits of bio-
logical survival. Few responsi-
ble gerontologists today are
making predictions of a break-
through in the human life-
span. There appears to be a
limit to life that is not set by
disease, but rather seems in-
herent in life, as aging brings a
gradual loss of our abilities to
respoend adequately to envi-
ronmental stresses. What,
then, is the limit of human
life? Like other natural and bi-
ological phenomena the an-
swer must be given statistical-
ly. Assessment of the facts by
Dr. James Fries (1,2) leads
him to conclude that the noi-
mal human lifespan is some 85
* 7 years. One in about 100
individuals aged 65 will live to
be 100, but at age 85, only one

Dr ALEXANDER LEAF
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in 10,000 will reach the age of

110, and the odds of living to
be 115 are probably one in 5
billion! The c¢laims of unusual

longevity in certain parts of

the world are undoubtedly ex-
agegerated, as I have learned
from personal experience (3).

These demographic changes
have been associated with
marked changes in the major
causes of death. In 1900 pneu-
monia and influenza were the
leading causes of death in the
US, and infections accounted
for five of the top ten killers.
Diseases of the heatt and
strokes ranked fourth and
fifth, respectively, among the
top ten causes of death at that
time Today, of mfectious dis-
cases, only pneumonia and in-
flugnza remain among the top
ten leading causes of death,
whereas heart disease, cancer,
and stroke are now the major
killers These are all diseases
associated with aging and they
are the products of our afflu-
ent living,

Despite these 1emarkable
changes in life expectancy
there are still some 12 million
years of life lost per year in the
United States due to prema-

ture deaths before the age of

65, and two-thirds of these un-
necessaty deaths are potential-
ly preventable by what we
know today Use of tobacco
leads the list. There are some
5000 funerals daily in the
United States and tobacco use
contributes to 1700 of these —
one third of premature deaths
are estimated to be at-
tributable to tobacco! Alcohol
abuse, injuries, and unintend-
ed pregnancies are also high on

this list. These are causes of

premature death which strike

early in life whereas one out of

every five males in the United
States will develop coronary
heart disease by age 60, and
one-half of heart attacks in

males, the leading cause of

Harvard Medical School

preventable death, occuis be-
fore the age of 65,

With cardiovascular dis-
eases, especially with coronary
heart disease (CHD) and
strokes, remarkable progress
has been made in preventing
these conditions and the mor-
tality from them Although we
do not vet completely under-
stand the atheroscletotic pro-
cess at the cellular and molecu-
far level, a wealth of epidemio-
logic evidence has identified
risk factors associated with
heart attacks. Some of these
are not modifiable because
they ate genetic factors, in-
cluding family history of
atherosclerotic disease, male
sex, and aging, but a large pait
of the risk seems to be associ-
ated with modifiable risk fac-
tors for most of us. These
modifiable risk factors include
clevated plasma cholesterol
levels (high low density lipo-
protein cholesterol and low
high density lipoprotein
cholesterol), arterial hyperten-
sion, cigarette smoking, type 2
diabetes (that which comes on
with obesity in middle age),
obesity, physical inactivity,
and some form(s) of stress.

Awareness of these risk fac-
tots by the public has had a
salutory effect on mortality
from CHD and strokes in the
United States. Since 1968
there has been a 40 percent re-
duction in CHD mortality and
a 50 percent reduction in mos-
tality from strokes. These
changes have not occutred uni-
formly thioughout the indus-
trial developed world, unfortu-
nately. Some countries, like
the US, have experienced a de-
cline, whereas others have suf-
fered increased CHD mourtality
over the same period.

There has been much debate
as to who deserves the credit
for this salubrious outcome in
the United States. It now
seems clear, however, that on-
Iy minor credit for the reduced
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CHD mottality in the US goes
to improved medical care, de-
spite the introduction of much
expensive high technology and
invasive procedures into the
routine management of coro-
nary heart disease. Major cred-
it goes to behavioral changes
adopted by the public (4,5).
There has been a 1eduction in
cigarette smoking among
adults from 53% among males
in 1964 to 33% in 1985 and a
reduction among female adult
smokers from 34% to 28% dur-
ing the same period. A consid-
erable reduction in consump-
tion of dairy fat, eggs, and ani-
mal fats and oils has occurred
while fish and vegetable fats
and oils have increased in the
American diet see Table 1 (6)
There has been a national in-
crease in physical activity (7).
Hypertension contiol has im-
proved in some segments of
our population. Associated
with these behavior changes
the National Health and Nu-
trition Examination Survey,
1960 to 1980, documented a
significant decrease in the
mean total serum cholesterol
levels among US adults of ages
20 to 74 years (8)

As I mentioned earlier, good
health is the most important

ingredient in a high quality of

life. This may be particularly
true as we age, since the mal-
adies all too frequently associ-
ated with aging are chionic,
uncomfortable, o1 painful, and
unrelenting, such as arthritis,
angina, congestive heart fail-
ure, kidney failure, claudica-
tion, strokes, and cancer. They
sap the joy of living There
has, therefore, been a chronic
worty that any extension of
life expectancy will be associ-
ated with an increased period
of agonal misery. That is why
I stated earlier that an in-
crease in life expectancy may

not be a satisfactory index of

the guality of life Several ob-
servations, however, provide
reassurance that such need not
be the case. First, as Fries has
emphasized (1,2), with a bio-
logical limit to the lifespan
which has not increased, any
prevention of illness will in-
crease the years of good health
and, of necessity, thereby
compiess the duration of mor-
bidity. As more of the popula-
tion in developed countiies

are now living longer and ap-
proaching the biological limits
of the lifespan, increases in
life expectancy at birth be-
come a decreasingly sensitive
index of the health of the pop-
ulation. We need to measure
morbidity, as well as mortali-
ty, in order to document the
state of health of a population
and therebk the effect of good
health on the quality of life.
Pieventive measures will pro-
claim their coniribution to
health through a reduction in
morbidity even more emphati-
cally than through an exten-
sion of life Second, the dogma
that disease prevented early in
life will only be postponed to
some later age is not necessari-
ly true. Aging and disease are
not synonymous Although it
must be true that the longer
the lifespan, the greater the
possibility of some affliction
occuiring, it does not mean
that a disease prevented is
merely a disease delayed Con-
trary to this assumption,
which seems to be accepted by
policy makers, the recent,
overall 30 percent reduction
in coronary heart disease mor-
tality in the United States af-
fected nearly equally all age
groups, including those age 85
and above.

In the course of travels
made for the NATIONAL GE-
OGRAPHIC magazine (9), 1
had the opportunity to visit
some remote arcas where peo-
ple were alleged to live to ex-
traordinary ages. 1 was having
growing concerns, as the beds
in my hospital, one of the
most technologically sophisti-
cated and expensive in the
world, were filling up with dy-
ing elderly patients who often
had advanced heart disease,
cancers, strokes, and dementia
and for whom we had little to
offer medically. I visited the
then kingdom of Hunza,
which is hidden in a remote
valley among the towering
mountains of the Hindu Kush

where Sinkiang Province of

China and Afganistan abut,
the low Caucasus Mountains
of Russian Geo:igia, and the
Andean village of Vilcabamba
in southern Ecuador The
hope that 1 might learn some-
thing from aging populations
who preserved their health
and vigor into extreme old age

that would be applicable to
matters at home, motivated
my travels. I saw many inter-
esting and vigorous eldeily
people, although there was no
possibility on these visits to
document objectively the ages
claimed o1.the uniqueness of
the age distributions. Later I
leained from the careful docu-
mentation by Mazess and For-
man (10) that stated ages in
Vilcabamba were grossly exag-
gerated. The oldest citizen 1
met there died afier my visit
at the respectable old age of
93, but not at 134, the age
claimed for him during my
visit. No centenarians existed
in the community of 8§19 per-
sons, contrary to claims for
nine ¢entenarians made by the
Ecuador Bureau of the Cen-
SUS.

What I saw in these iravels
was a monotonous litany of
similar lifestyles. All three
places have stable agrarian
cultures where the old people
had labored hard, eking a bare
living out of the thin soil on
the mountainous slopes of
their small farms. Vigorous
physical activity began at an
early age and never stopped.
Diets, as shown in Table 2,
were largely vegetarian, by ne-
cessity rather than by choice
In Hunza, where the land was
too precious to permit animal
husbandry, meat was essen-
tially restricted to festive occa-
sions during the long winters
when the Mir (king) would
slaughter a few yaks and every
Hunzakut would share a
morsel of the resulting barbe-
cue. Fat intake was very low
by our standards even in the
more affluent Caucasus. The
social structure of these agrati-
an communities provided
strong psychological support
for the elderly. No one retited
or “was put on the shelf ™ to
feel redundant and useless.
Chores changed, but the elder-
ly continued to do tasks that,
though less vigorous, contin-
ued a useful role for them in
the community and suppoited
their self-esteem. Old age was
greeted with respect rather
than derision, and the clders
were valued for their wisdom.
These ate not conditions likely
to endure in our mobile, * ed-
ucated, ® industrialized cul-
tures.




Table I - Change in Per Capita Consumption of Various Products, 1963 to 1980°

Product Percent Change
Cigaretie tobacco -271
Milk and cream -241
Butter -333
Eggs -123
Animal fats and oils -38.8
Vegetable fats and oils +376
Fish +226

2 Figures for calculating percentage changes were obtained from the US Department of Agriculture and compiled by WI Walker

Table II - Daily Diets of the Elderly

Reference Energy Protein Eat Carbohydrate
(keal) {® (g} ()
Vilcabamba' 1,200 to 35 to 38% 12t0 19 200 to 360
1,360
Caucasus> 1,700 to 70 to 90 40 to 60 150 to 300
1,900
Hunza® 1923 50° 35 354

Data are from Dt Guillermo Vela,! Professor GZ Pitzhelauri,? and Dr Magsood Ali?
* g of protein from animal sources

b Meat and dairy products provide < 1 0 percent of total.
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In later travels 1 was struck
by the apparent concentration
of centenarians in the coastal
villages of Japan, especially in
Okinawa (11). Subsequently, a
story has unfolded that perhaps
is relevant to the phenomenon
The story began with the care-
ful epidemiclogic obsecrvations
of Bang and Dyerberg (12) of
the Greenland Eskimos. They
noted that despite a diet as
high in fat as that consumed in
Denmark and the United
States, the age adjusted mortal-
ity from CHD among the Eski-
mos was only one-eighth that
of Danes or Americans. The
lipid composition of the Dan-
ish and Eskimo diets revealed
striking differences in their fat-
ty acid composition The
Danes consumed twice as
much saturated fats as the Es-
kimos, but most striking was
the large pioportion of n-3
compared to the n-6 fatty acids
in the Eskimo diets. The long
chain, polyunsaturated, n-3
fatty acids are derived largely
from marine sources: fish and
mammals which consume fish,
such as seal, walrus and whale.
There is increasing evidence
that these n-3 fatty acids when
ingested are incorporated into
the phospholipids of ow cell
membranes and exert strong
antiatherogenic actions. In ex-
perimental animals, both swine
and monkeys, the n-3 fatty
acids have been shown to pre-
vent coronatry heart disease
(13,14) and there is consider-
able epidemiologic evidence
that they may exert the same
beneficial and protective ef-
fects in humans (reviewed in

15). There are also a number of

demonstrated biochemical and
physiological actions of n-3 fat-
ty acids which should have an-
tiatherosclerotic effects (re-
viewed in 15). It is now appie-
ciated that these n-3 fatty acids
are essential fatty acids, which
we cannot synthesize, and we
are dependent upon our diets
to provide them

One may speculate on who is
“normal. ” Is it the average
Westerner with essentially zero
levels of these n-3 fatty acids in
plasma phospholipids or the
Greenland Eskimo with these
fatty acids well represented in
plasma phospholipids? Eaton
and Konner {16} have reported
a thought-provoking study on

paleolithic nutrition Accord-
ing to them the paleolithic diet,
consumed during a period of
some 4 million years, during
which time our genetic pat-
terns were established, was that
of hunters and gatherers. The
diet of our forebears, thus, was
high in protein and cholesterol
but low in total fat, approxi-
mately 20 percent of calories,
with a high ratio of polyunsatu-
rated to saturated fatty acids.
Much of the polyunsaturated
fatty acids were the n-3 alpha-
linolenic, eicosapentaenoic,
and docosahexaenoic acids re-
sulting from the ingestion of
meat of range-fed animals.
Green leaves and grasses syn-
thesize n-3 fatty acids in their
chloroplasts and mosses and
ferns contain the long chain n-3
fatty acids, eicosapentaenoic
and docosahexaenoic acids.
About 10,000 years ago, agri-
culture was introduced and
with it came human depen-
dence on grains, which led to
an increase in total saturated
fatty acids and n-6 polyunsatu-
rated fatty acids, linoleic and
arachidonic acids. In the last
two hundred vears, the Indus-
trial Revolution and the eme-
gence of agribusiness with pro-
cessed foods, grain-fattened
livestock, and hydrogenation
of vegetable and fish fats have
further reduced the content of
n-3 fatty acids and increased n-
6 fatty acids and saturated fats
in Western diets. These
changes in diet, together with
smoking, arterial hypertension,
indolence, obesity, diabetes,
and some forms of stress, have
conspired to create the present
epidemic of cardiovascular dis-
ease that accounts for approxi-
mately one-half of all deaths
and huge health costs in afflu-
ent Western industrialized
countries.

Interestingly, when provided
with some affluence and of-
fered the fatty meats, refined
sugar drinks and junk foods, as
well as the indolence of affln-
ent societies, there is no hesita-
tion in accepting these pre-
sumed benefits of modern liv-
ing and discarding habits
which for ages have provided
protection from atherosclero-
sis. Apparently one can only
dream of a society which pos-
sesses the blessings of modern
sanitation and medical care but




in which the citizens preserve
the dietary practices and physi-
cal activity of their forebears in
a smoke and pollution-fiee en-
vironment!

Vigilance in the quest to pre-
vent disease and foster good
health requires constant effort.
The risks to good health are not
static, for we are now creating
new risks at an unprecedented
rate. During the past millennia,
many species have become ex-
tinct because they could not
maintain successful reproduc-
tion in the face of a changing
and hostile environment. Oth-
er species better adapted to sur-
vive and to reproduce have re-
placed them. Finally, evolution
has produced us, Homo Sapi-
ens, who are not physically im-
pressive but whose brain has
made our proliferation incredi-
bly more efficient than it is in
any other species, as Daniel
Koshland has 1ecently stated
{17). As a result, the population
of the globe has lost piopor-
tion, and the number of human
beings threatens many other
species and may soon exceed in
numbeis the capabilities of the
earth’s resources for its needs
— see Figue, “ The Woild’s
Population Growth. ™ But even
before that limit is reached, hu-
mans ar¢ consuming the earth’s
resources and despoiling its
bounty at an unprecedented
and accelerated 1ate

Deforestation threatens a
green house effect from accu-
mulating carbon dioxide in the
atmosphere; desertification
brings drought and famines;
chemicals released already
have created an ozone hole in
the stratosphere; garbage dis-
posal and toxic wastes pollute
our lands and waters; nuclear
weapons threaten our very sui-
vival. Overpopulation and ra-
pacity are the forces driving
these environmental and eco-

logic threats, and the quality of

life and health in the near fu-
ture is very dependent on the
ability of all people to stem this
population explosion. The
larger the population, the more
difficult it becomes to curtail
this exponential growth in
numbers. Our biological suc-
cess may be our social disaster,

On a more cheerful note, let
me conclude that a healthy,
vigorous, long life should be
the future for the elderly pro-

vided that people take respon-
sibility to adhere to healthy
lifestyles and protect a salubri-
ous social and physical envi-
ronment
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The Challenge of the Problems of Aging

in China

It is well known that China

is in the ctitical process of

modernization and industrial-
ization. Along with progress in
medical care and the economy
in this country, the population
and family structure are un-
dergoing a remarkable change.
The life expectancy of the Chi-
nese population was 67 88
vears in 1981 and 68.92 in

1985, twice as high as that of

about 30 years,before the
founding of the People’s Re-
public of China (Health Paper,
Feb. 24, 1987).

The propoition of the elder-
ly in the population is steadily
increasing nationwide, espe-
cially in major cities. In
Shanghai, for instance, the
proportion of those aged 65
and over was 7.43% in 1982
and 8.50 in 1987, according to
the population sampling sur-
vey in 1987 (Jie Fang Ri Bao,
Nov. 13, 1987). 1t is expected
to reach 14% by the year 2000.
In Beijing those aged 60 and
over were 9 2% in 1986 and
are expected to reach 153% by
the year 2000 (People’s Daily,
Overseas Edition, Jan. 21,
1987). As the aging process in
outr country will be even morc
accelerated in the next centu-
1y, the 65 and over population
is expected to reach 15% by
the year 2025,

The causes of death in the
Chinese population have also
changed. According to statisti-
cal data from several major
cities in China in 1985, the
first three causes were cerebral
vascular disease, cardiovascu-
lar disease, and cancer.

Family structure has
changed very quickly as well in
recent decades: extended
families have diminished
while nuclear families have in-
creased. Data from the nation-
al census survey in 1982
showed that the average
household had 4.4 members,
whereas this figure dropped to
4.2, according to the national
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population sampling survey in
1987.
Since the government still

emphasizes the importance of

maintaining oriental culture’s
traditional respect for elderly
family members, the Chinese
Constitution states that it is an
obligation for those young cou-
ples who are working to take
care of their aged parents.

For the time being there are
still close ties among the mem-
bers of Chinese families, pai-
ticularly in rural areas; they
support each other emotional-
ly and economically, and in
the two or thice generations
now observable live in the
same village o1 share the same
land.

Yet the capacity of the fami-
lv to care for older parents has
decreased. If it is very difficult
for couples today to take care
of their elderly parents at
home, it will be even more dif-
ficult fo1r those of the next gen-
eration to take care of their
four parents, especially if they
both come from one-child
families. Along with these pro-
found social changes, we ar¢
facing the challenge of serious
problems in the social, eco-
nomic, and medical fields.

How to enable the aged to
enjoy life, how to go on using
their rich experience and
knowledge so they may con-
tribute to society, how to
provide them with a place for
their daily activities and ade-
guate medical care — these
have all become critical issues
in my country in recent years.

The State Committee for the
Elderly in China decided that

the responsibility for care of

the aged would be taken on
not only by the family, but al-
so by their previous employers
and related government bod-
1€8.

A series of clubs, associa-
tions, and centers for the el-
derly were thus organized by
the authorities at different lev-
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els in the major cities: fishing
clubs, chess clubs, sports asso-
ciations, and so on to enrich
their social life

Some maladies, such as
severe cognitive impairment
and age-related dementia, ap-
pear to involve the gravest
handicaps and suiferings An
epidemiological study on age-
related dementia in an urban
area of Beiljing was performed
in 1984 by a team from my In-
stitute, Beijing Medical Uni-
versity, with door-to-door
screening of those 60 and over
using the MMSE cognitive
test. Each person suspected of
severe cognitive impairment
was carefully interviewed with
GMS by two psychiatrists us-
ing DSM-III diagnostic criteria
with a few modifications.

The rate of moderate and
severe dementia was 1.52% in
the 65 and over age group, but
incteased with age. The rate in
females was much higher than
that in males, as has been re-
ported as well in developed
countries. If our population
were standardized with that of
the U.S. in 1984, the dementia
tate would be 3.2%. But it
seems the real figure was not
so low in China. Fuithermore,
all those suffering from severe
cognitive impairment were
cared for by family members
at home—no one maintained
contact with a medical facility.
It thus appears to be imporiant
to disseminate information on
severe cognitive impairment
and how it may be treated at
home among primary health
workers and family members
in order to distribute the bui-
den of care more equitably.

In October 1987 an interna-
tional conference on age-relat-
ed dementia was held at my
Institute, with the support of
the Neurosciences Division of
the St. John of God Brothers’
International Foundation.
Nine experts from seven coun-
tries were invited, and the




most up-to-date information
was exchanged With the en-

thusiastic encouragement of

this conference, a team of col-
laborators for the study of
Alzheimer’s disease in Beijing
was organized, and it is now
spreading throughout the
country te promote reseatch
on and care for older patients.

Alzheimer’s disease is only
one example which clearly in-
dicates the urgent need to im-
prove health care for and the
quality of life of the eldetly in
China, to promote their men-
tal health in particular.

Quality of Life of the Elderly

in West Germany

Allow me to express my
sincere gratitude for the hon-
or of being invited to con-
triibute to the round-table dis-
cussion. It is a difficult task
to discuss in ten minutes, as
requested, a view of the
beauty of life and how to
reach old age in the best con-
ditions

1. The Situation in West
Germany

As a result of the high
standard of living and medi-
cal developments, the number
of people over 65 will double
from the current 14.4% io
about 28% in the year 2030
(Table 1). In the same period
it is expected that the popula-
tion will decrease from 61.2
to 44.7 million inhabitants,

The number of incapacitai-
ed people will increase from
today’s 2 million to 2.4 in
the year 2000, and to 2.9 in

2030 Today about 80% of

those over 65 are cared for at
home. Nursing homes and
hospitals take care of about
20%, the incapacitated

There are about 7300 nurs-
ing homes in the Federal Re-

Professor A G. HILDEBRANDT

Director of the Institute for Drugs, Federal Healih Office, Berlin

public of Germany, including
West Berlin, with about
560,000 places available of-
fering various kinds of care
to meet diversified needs in
view of the highly individual
process of aging with regard
to mental, behavioral, and so-
cial outcome variables (2).

Of course, most of those
over 635, some 80%, enjoy a
normal life, endowed with
the “freedom of age” and
capable of meeting the chal-
lenge of successful aging.

In the light of these devel-
opments and more or less
foreseeable eventualities, it is
appropriate to ask what suc-
cessful aging is and how
pharmacology, particularly
tegulatory pharmacology, can
contribute to its success.

2. The Role of Pharmacology

Pharmacology is the science
of man considered as the
target of medical treatment
using diugs

To reach this goal it needs

a knowledge of the nature of

man — i.e, aging man — &
theory or at least a hypothe-

§is on the possible benefits of

the interaction of a com-
pound with a target tissue or
organ, and means to judge ef-
ficacy, a tolerable risk, and
indicators to measure success
and side effects.

If one follows modern dis-
cussions on aging (3), one
must consider, for a pharma-
cological intervention strate-
gy, an aging body with its re-
duced reserves and vulnera-
bility to illness. Aside from
these two aspects, pathologi-
cal aging, noimal aging, and
optimal aging must be distin-
guished, along with other at-
tributes of the process. Start-
ing from the premise that any
process of successful individ-
ual development includes
three components — selec-
tion, optimization, and com-
pensation, i e, adaptability —
Baltes (3) has proposed a psy-
chological concept of success-

ful aging the realization of

which depends on the specific
personal and societal circum-
stances which individuals
face and produce as they age.
This concept visualizes suc-
cess as a participation in ag-
ing which aims at longevity,

but even more on quality of

life,
The lack of suitable
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parameters of medical inter-
vention to measiue the quali-
ty of life — ie, both subjec-
tive and objective parameters
— is a paramount problem.
If the primary goal of drug
treatment in successful aging
is to reach longevity and
quality of life, these end-
points must be measured. So
far, however, no life-prolong-
ing drugs are available, nor
are sufficient parameters
known to measure effects on
the quality of life. Certainly
thete is a need for new quali-
ty of life measures differing
fiom known ones insofar as
they are based on explicit
conceptual models of health
and are evaluated for their
reliability and validity. It
seems that curient predictive
science is coming to an as-

sessment of the gquality of

life (4)

Regulatory pharmacology
must provide support for
these methodological aspects
while also watching carefully
to ensure that no ineffective
drugs are provided by indus-
try.

Until now neither selection
noi optimization as premises
of successful aging can be
supported pharmacologically
for lack of drugs and/or
methodology

3. Drug Influence on
Adaptability

If one starts from the loss
of reserve capacity and an in-
crease in vulnerability to ill-
ness — i.e., decreased adapt-
ability — then it is pathology
that primarily produces a
gualitatively different organ-
ism in old age, and not aging
itself (3).

The basic problem thus ap-
pears to be how to compen-
sate for reduced 1eserve ca-
pacity and increased vulnera-
hility.

Are there means to restore
adaptability — ie., increase
activation of reserve capac-
ities while diminishing or
postponing vulnerability to-
wards illness? And do we
have means to measure re-
duced reserve capacity and
its activation?

Means are as yet very hm-
ited and difficult to test. Im-
provement of basic functions
needed for adaptability, such
as vigilance, is of the utmost
importance. To suppoit vigi-
lance pharmacologically, an
expression of the body’s ca-
pacity to regulate different
states of activity, as well as
mobilization and utilization
of 1eserves, is highly signifi-
cant (5)

Vigilance and its loss are
intimately connected with de-
mentiia. Since in Germany

(Table 2) the percentage of

patients with severe dementia
1eaches 10% to 30% of the
1espective age groups, in-
creased research and care are
urgently needed to develop
efficient drugs and, even
more, tests enabling us to
predict or verify improvment
under conditions of limited
brain function (sclerotic ves-
sels, infarction, degenerative
processes with altered tissue)

Thus far geriatric therapy
aims at:

* avoidance of aging (cg,
antioxidants);

* regeneration or revitaliza-
tion (e.g., Procain);

* gubstitutions to compen-
sate for age-dependent defi-
ciencies (vitamins, trace ele-
ments, and hormones);

* mitigation of age-depen-
dent complaints (6).

All existing drugs achieve
only limited 1esults at best,
for various 1easons. We¢ may
cite some of them:

* gvetlooking the fact that
the etiology and pathogenesis
of brain function disturbances
are heterogeneous and diffi-
cult to detect; they are of dif-
ferent origin, though often
following a commen terminal
path;

* gticking to outdated ex-
planations;

* neglect of pharmacokinet-
ic principles

4, Misuse of Drugs

A further problem which
pharmacology has to face is
the use and misuse of nat-
cotics, neuroleptics, and tran-
quilizers in hospitals, nursing
facilities, and home care The

difficulty is not self-adminis-
tration by health staff, but
the use of these drugs on the
elderly to maintain calm; in-
dependent behavior is sup-
pressed, so that what Baltes
SEES as TMecessary compensa-
tion for the loss of former
abilities cannot be achieved
(a situation sometimes rudely
but precisely named “ Gran-
nyfarming ™ in the UK).

5. Conclusion

The limited success of
pharmacological treatment
until now in improving age
and particulaily in promoting
successtul aging derives from
the fact that longevity and
quality of life are morie or
less matters of lifestyle and
standard of living, as a result,
a joint consideration of all
means is essential for im-
proved or successful aging

Individnal and societal ef-
forts ate thus a prime re-
quirement to compensate for
deficits, in addition to
1estoration ot support of ba-
sic functions by drugs,
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Increasing number of charges (1}

at home

light

5evere

most severe

in nusing homes and hospitals

NSRS
!

Table 1

Population in the Federal Republic of Germany

Estimated
Inhabitants
vear

1984
2000
2010
2020
2030

(in millions)

total

612
583
547
501
447

65 and older
total

8.8
103
115
1ES
125

%

144
176
21.0
230
280

Table 2

Percentage of severely demented persons (1)

years

65 - 69
70 - 74
75-79
80 -90
90 and above

percentage

24- 51
33- 91
10 - 12
20 - 24
above 30

119
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