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*US have stats more readily available 
Gender: a person’s identification of being male or female (what you indentify yourself as being) not necessarily genetic 
Sex: genetic, biological desination as being either female or male 
-physiological factors (ie. Sex hormones, estrogen: thought to play a very big part in premenopasual women in lowering rate of heart disesase, bone loss, limiting cognitive changing (not after menopause) 
-
-impacts how you develop 
-a lot of limitations of social opportunities based on these factors (trying to change this) 


-impact in social and cultural norms in the time period you are living in. 
-being a women vs man dictates different role in our society which can substantially impact your development. 
-differences slowly minimizing 
-still women face certain restrictions in range of choices and prospects 
-in many places depending on your gender you may get paid less
-

Gender & Longevity
-Women and men seem to have similar life expectancy 
-gender and sex are effecting our longevity 
-strongest predictor of life expectancy right now is gender 
-in the US 1999 what we saw was that women were expected to life 5.5 years longer than their male spouse
-at biological level you see sex difference in life expectancy is very visible (more so sex than gender) 
-big change from the 1900s , increase from a 2 year gap to 5.5 years gap
-that gap is getting bigger (now approx. 7-8 years) 
-life expectancy has increased 40% for women 30% for men 
-In Canada life expectancy increased 50% for women, 26% for men 

Later Years 
-women live longer than men , as you go up age group you see less and less men per woman 
-new stats: gained 5 men per women (significant increase) (catching up to eachother 
-in 90+ range only 39 men per 100 women 
-in general 95.1 men for every 100 women 

More Women Than Men 
-larger amount of males born 
-biological, behavioral, environmental factors that play a role between two sexes / genders 
-male death exceeds female death rate at every age of the spectrum 
-more prenatal / neonatal problems in male babies 
-more infections and cardiovascular issues in infants in male infants 
-more male is childhood die from accidents 

Why More Women Than Men? 
-males develop heart disease earlier than women 
-women don’t have much detail about cardiovascular issues until about 10 years after menopause then females start to catch up to males with cardiovascular issues 
-accelerates at an exceeding rate (goes beyond males) 
-lower rates of smoking, alcohol abuse and risk taking behaviour in females than males (this is changing) 
-females are more likely to seek out medical attention 
-males known to take on more hazardous occupations 

Verbrugge’s Hypothesis 
-women take more sick days, make more doctors appointments, etc. 
-women have more conditions, but less fatal conditions 
-men experience less illness but when do they are more fatal types 

-Race: shared biological traits (actual or asserted) 
-most categories that use race are defined by governments and not scientists 
- dividing people into populations or groups by various sets of physical characteristics
-factor that influences development (linked with certain cultural factors, ie. Being part of a race may prescribe you to certain diseases) 
-certain races that have trouble metabolizing fat  
-in terms of society being part a race may bring biases as well 
-african americans are known to have more health issues and mortality rates which can bring biases (assumptions, overlooking) 
-rates may be higher because of biases 
-someone treats you bad, you cry, get stressed; affects your health. 

Ethnicity: you have shared cultural taits/ ethnic background 
-not the same as race 
-some ethnic groups can share linguistics, religious traits or just history 
-ethnic group: population of human beings members identify with each other in a real or presumed common geneology or ancestory 

  October 2nd 
-our older population is continuously growing 
-apocolypic geography: the notion that we’re going to have chaos over larger older population that causes stress. 
- we’ve never seen the population as more people on top less on the bottom (more people depending on the working population) 
-Europe has the largest population of older people (best healthcare in the world) 
-different social lifestyle system (pension system, health care, etc.) better for older population 
-wealthier population in Europe 
-in some places younger adults outnumber older adults (underdeveloped countries) 
-currently older adults make up about 14% of population 
-provinces like the maritimes have a lot of programs for older adults, a lot of older people move to these provinces for these services 

Why had Canada aged so much? death rates, birth rates (fertility factors), immigration
Immigration: 
-immigration plays the smallest role 
-only 4% of all immigrants in 95 were 65+ (this number is dropping) 5% in 1901, 4.7 in 1991 
-influx in younger adults, causing older pop. To be less of our pop. But then they aged increasing proportion of older adults. 
****-in 1901 5% dropped till the 20s , in the mid 90s 61% of immigrants were age 65 and over (our immigrants aged) , arrived in Canada in the 60s (started young) 
-by 1961 38.8% of canadas older pop. Was immigrants 
-decreased to 26% in 1996 
-is expected to increase again 
-before the 60s 90% of immigrants were from UK/ Europe 
-then they started coming from developing countries instead (Asia, South America, etc. ) 
-contributed to our countries cultural diversity (causing issues that need to be overcome) 
-has smallest effect but changed our cultural diversity 

Death Rates- Life Expectancy 
Death rate: number of deaths per 1000 people 
-life expectancy is evaluated at different times of life. 
1851: 42 for men, 44 for women 
1931: 60 years for men, 62 years for women 
2011: 79 for men, 84 for women 
-women are more likely to seek healthcare 
-men are becoming more likely to seek healthcare then in the past 
- seen some increases globally in average life expectancy from birth –increase by about 15 years 
-we’re living longer but into late old age, greatest number of adults is 85+ 
-increase of 20% in older adult population those 85+ would be increasing 60% (not real stats) 
-living healthy longer 
-probability Of living past 80 rose 28% in 1986 (this is increasing) 
-75-84 has increased about 25% in the same time those over 85 30% 
-what we’ve seen is that between 40s and 80s infants are the ones that gained the most amount of years on life expec. 
-infant mortality rates went down (1 year and under) 
-life expectancy increased 
-mortality rate fell to 0.5% from 10% (1921-2001) 
control of childhood disease, better prenatal care, improved nurtrition (reason for majority of change) 
-Canada, Norway, US, Sweden, Denmark, Japan has highest life expectancy in the world 

Birth Rates: 
-number of births per 1000 women in a population 
-significant in aging population 
-when birth rate declines, nation becomes older 
-biggest change is that people stopped having as many kids (30% drop from 1850-1950 in Quebec in birth rate more then anything else caused the aging of Canada’s population) 

Baby Boom: 1947-1966
-soldiers came back from war and the fertility rates rised, this effected birth rate

Baby Bust: late 60s on 
Sharp drop in fertility rates
-since the 1960s this has been the biggest change in Canada’s population.
-fertility rate: amount of children a women would have if she lived through all here child bearing lives and went by the norm of her time. (the number is you kept having babies throughout her child bearing years)
-fertility rates have changed significantly over time 
-fertility rate is a number specific for each individual 
-between 1941 and 1961 fertility rate rose from 2.83 to 3.84 this meant for every women in 41 would be about 3 children in 41 and 4 children in 61
-height of baby boom women were averaging four children
-1941-1961- 264 thousand to 476 thousand  
-then baby bust started 419 thousand 
-produced over all the years (25 years) 8.6 million babies 1.5 million then we would normally have

What caused the baby boom? 
-childbearing postponed during great depression 
-young males returning from war 
-a large proportion of adults got married during this time, things were better economically 
-larger number of immigrants many of whom were childbearing age 
-the timing phenomenon: is about how young people were when they got married (having children younger, meaning more children) 
-1940- 23 average women marrying age, dropped to 21 
-young couples tended to have children the first few years into their marriage 

What caused the baby bust? 
-1961 fertility rate dropped from 3.84 – 2.81 in 1966 and 1.49 in 2000 1.6 in 2013
- we’re below what we need to substain our population 
-people wait longer to get married making them less likely to have 
-many women in the workforce don’t think they have time for kids 
-birth control is much more common 
-decrease in fertility rate = decrease in younger population 
-people 0-14 went from 26% to 18% , by 2041 only 19% is expected to be young 25% expected to be old 

Before 1850 
-high birth rates 
-high death rates 
-lots of immigrants
-which meant that the age of Canadians was kept low 

After 1850
-decline in birth rate 
-decline in death rate 
-made our population older (almost doubled it) 

Today: 
-low death rates 
-low birth rates 
-population older 
-topple over effect where our older adults make up the bulk of our population 

October 4th 

Apocalyptic Demography: the increase in older population will cause such a burden on the younger population that they will rebel 
-this is true if we don’t attack it properly 

-not focused on chronic care, but acute care (in and out)
-our services are catered towards youth 
-older adults are expected to keep a youthful appereance 
-expenses that will increase in education, health care, social security, etc. forcing older adults to rebel 

-assumptions based on fertility, mortality, and migration 
* each of these things we have assumptions for 
*we don’t actually know what will happen in the future 
* we have to keep in mind there are certain issues with these assumptions 

ie. we thought small pox, TB, were gone but you can still get these things. Also the new problem of bioterrorism
>> these can rapidly change our population make up. 
-we see our environment (seasons) changing 

-if our society starts to promote that women should be more childbearing we would over time see a change 

*potential financial burden of population aging in Canada from 2004 to 2026 
 - focus on government revenues, expenditures, demographic, economic and financial developments 
-- found that if things are done right we won’t see much of an impact financially 
^^ Why? Because older adults are more prepared for retirement then newer generation 

-If we deal with elderly healthcare appropriately we won’t see much extra strain 

-why are health care costs increasing? 
*rise in pharmaceutical cost 
*new technology –more advanced we get in technology the more extreme these prices get 
*oversupply of physicians- doctors are only aloud to see a certain amount of patients as stated by the government (changes are being made) 
*care across the board: we don’t actually see much of a difference among age groups 

Dependency ratios: ratios we use to calculate dependents in a population to the total population not dependent 
Pop.0-14 plus pop. 65+ divided by pop.15-64 
· as ratio increases we have more dependents, if it keeps going higher the dependency ratio will continue to increase 
· the more, the more impact on pension, other financial tings 
· elderly dependency ratio & youth dependency ratio 
· *problem with only looking at one ratio, the might balance out and you wouldn’t see that 
· 
Problem: cri

*totally dependency ratio in 1951 was 83 , but 2041 this is suppose to go unchanged 
-in 2001 overall dependency ratio was 62

-it is important to remember that transfers are both public and private
-Canada does not face a dependency problem due to ageing 

dependency ratio problems; 
-arbitrary ages for dependents/ workers 
-ratios don’t count unwaged labour & other benefits of elderly 
-ratios create a false dichotomy. 

-impact on aging population unclear 
-but all agree more health care & retirement resources will go to older adults 
-shift in resources will cause Canadians to deal with either: increases in tax rates, increases in social security contributions, decreases in level of social benefits 

we need to educate, that age is just a number does not say anything about your functioning 

improvements in income= stronger economy= ability to deal with higher costs of elderly 
-elderly place money in otherwise wasted social resources 
-elderly contribute to better health & lower crime rate

Retirement Principle: idea that a person leaves work at a fixed age regardless of mental function of physical ability 

Retirement: withdrawal from labour force at later life 

Criteria for retirement: must be collecting goverement benefits pension, you must not be working, you must consider yourself retireed (this is changing) 

October 9th 
-retirement usually gradual. 

The 5 phases: 
-1) Anticipatory/ planning period.. where you’re going to be, how much money needs to be put away, how old you want to be, investments, etc. This can last for decades. Most people start really looking at around 40. 
2)Decision to retire.. no longer have mandatory retirement in Canada. Money factor, how much time you’ve got, what you’re going to do, if you’re not working what will you be doing. 
3)Act of retiring.. the day you plan on going to work and not going back again. For many people when they plan to retire it falls a part before they go through with it (after working somewhere for decades its scary to leave) 
4)Post-act Adjustment.. you now put forth all the plans you have made over the years. Nowadays retirees do a lot more stuff, volunteer, travel, work other jobs, conferences, etc. (Adjusting to new phase in life) 
5)Decision about the future… you’ve adjusted, you start to look at what happens the next level (say you only planned for 10 years.. what now) 

Different forms of Retiring: 
1) Never retiring, (never employed or they continue to work) for example house wives. 
2)  Retiring on time
3) Retiring Early, health issues, needed to care for someone, etc. 
4) Retiring Later (there is no set time for retiring anymore) 
5) Flexible hours: they don’t work the normal 40 hour work week anymore, they might work different days instead or later hours, cut down on hours 
6) Retire from one place, but take up work somewhere else. 


Retirement: A New Positive 
-a 20th century phenomenon 
-compulsory retirement instituted in 20s and 30s in the US 
-Social security act passed in 1935 (this made retirement more attractive to people) 
-old age pension act passed in 1927 
-they felt it would be easier for older people to leave without a reason 
-and would make it easier for your younger generation to come in and fill these positions that before this were being filled by the older generation 

*Mandatory retirement has been abolished 
*2006-2009 change to human rights code that prohibited age discrimination in employment of individuals over the age of 65. If a company inforced mandatory retirement you could take action legal action. 
-jobs have found ways around this like not giving proper training to older employees forcing them to leave because they can’t keep up. 
-this has been adopted in Ontario in 2006 and all of Canada in 2009 
-employers use the 3 step test. If an individual is not meeting with the requirements of the company so they let them go. To prove they were unlawfully dismissed they have to go through the 3 step test. This test evaluates them on different functions to make sure they are able to keep up with what they are suppose to do. If they pass the test a claim can be made. 
-Some companys are still aloud mandatory retirement but the 3 step test must be done before letting someone go.  (Judges, Masters, Justice of the peace may all be made to retire at the age of 65 because if they are not deemed to have good health, you don’t not want that person overseeing your court case, making decisions that could put you in jail, etc. Also firefighters, pilots, people that go into these positions no that they potentially have a limited career path)
-after 65 these individuals can still for instance train other people. 

Why Retire: 
-some people actually make more money in retirement 
- because a spouse retires
-health issues
-they don’t like work, they’ve only been doing it to put food on the table and they want to leave 
-many other reasons that people retire

Gender: 
-women retire earlier than men
-because women often have spouses who are older than them 
-women tend to have less benefit options 
-a lot of this is because of child bearing (take work off for maternity)
-sometimes they work longer to sustain a certain lifestyle 
-women are more likely to take time of for caring for a loved one more so than men 

Canadian Pension Plan: 
-almost all seniors receive money from Canada’s pension plan 
-*CPP&PRB
*OAS&GIS 
‘modest base’ 
-service Canada delivers about 62 Billion dollars in benefits a year 
-PRB: post retirement benefit 

The CPP: 
-provides contributors and their families with retirement benefits, disability, death (one time lump sum), survivor pension monthly (spouse, dependent children, common law partnet) and children’s benefit monthly benefit paid to dependent children 
-can be drawn as early as 60  
-max monthly; 1012.50 average: 534.65
-women make about 60% less (max of 400) 
*when you’re aloud to take this stuff out, who can take what out, difference in genders, etc. 
-3 years ago service Canada said we need to reevaluate plans, this happens on a rather regular basis: part of plan was to accommodate growth of older population 
-in 2009 bill c51 was proposed based on what we do usually every three years 
-retirement is a process that occurs in stages, is not a one time event, is different between individuals 
-needs to remain financially estainable 
-needs to meet the needs of our continuingly changing society 
-changes started in 2011, if a person retires before 65 there benefits will be lowered by a specific % to reflect that they will collect benefits for longer and contributed for less time. 
-if you delay until after 65 you will take less time and you saved for longer so you will get more benefits 
-prior to these changes benefits were wanted you to take at 65 so you would have a bonus for every month you delayed retirement you got an extra 0.5% benefits (6% a year) 
-between 2011 and 2013 they slowly increased the amounts you are going to benefit, use to be .5 a month now it is .7 a month 
- new plan gives you 8.4% (2.4% than you use to get a year) 
- now if you delay until 70 you get 42% more 

PRB: 
-if you decide after 65 that you still want to contribute to the PRB the employer have to as well 

CPP-builds upon itself , PRB is a new benefit it doesn’t add to your CPP 
-Old age security (OAS)
-Guaranteed Income Supplement (GIS) 
-Allowance benefit (For widows) (not focus on this in class) 

OAS: age 65+, individuals may be eligible even if they never worked, financed through federal tax, max received was 546, higher the salary less OAS because you have more money with CPP 

GIS : supplemental to those receiving OAS, monthly only to low income OAS receivers. To help those who have severe income deficiency. Over half of women over 80 in this component. Not subject to income tax 

RRSP: no longer to claim by 69 
- 


October 23rd 
-older people are a good source of emotional support, because they’ve been through life and have a lot of experience with  life more so than any other age group. (unless an individual in another age group has had a traumatic event happen)

-give and receive varied forms of assistance 
-providing: daycare, a place to live, monetary provisions, yard work, house work, personal care, help: children, relatives, friends. 
-as they age will provide more financial support (as there physical abilities decline they compensate with more financial support as apposed to physical support) 
-up to 70 support seems to be balanced between parents and children
-after 70 children take on a larger role of support than what there parents give to them at that point 
-elderly give more money than they get from their children
-older parents see giving of monetary help as helping their children and get pleasure out of being a support system to their children. 
-even as adults, children still rely on their parents a lot (as role models, emotional support) especially during life transitions , you become closer with your parents as you get older, more of a reliance on your parents for things they have already been through. 
- look to our parents as role models, older adults play series of roles: 

*occupational sponsor: person who helps others find jobs or get started in business
*the comforter: the person whom people turn to for personal advice, and support. 
*the ambassador: the person who represents your family at important, family events and ceremonies  
*the head of the family: the person who makes the choices that everyone else follows, may depend on what the situation is, but in most cases there is one person who tends to make the decisions for everyone. 
*the kin keeper: keeps everyone together and in touch, calls everyone, makes sure everyone’s okay, could call at any time if there was a problem.

-older people also play the role of grandparents, 5.7 million grandparents in Canada in 2001 (each having between 4-5 grandkids) more grandmothers than grandfathers (80% are grandmothers)
-70 million grandparents in the US 
-1.7 mil grandparents added each year, 72% think being a GP is the single most rewarding thing in there life 
-62% think they can be better GPS as parents to their own (second chance, more knowledge)
-90% enjoying talking about grandkids to everyone
-grandparents do what parents typically won’t 
-some play more active role than others 

Skipped generation household: grandchildren with grandparents but no in between generation (parents) 

Informal Support: older adults receive support, in order to help them cope with aging and improve their life and wellbeing , unpaid, family & community members. Ie. Help an older adult with housework, shopping, transportation, social interaction. Good at buffering stress you experience as you age. 
-Men receive less informal support than women. (small gap) 
-women receive more emotional support than men.
-availability of potential primary support group (family and friends) who in turn expect something back in return, this changes as you age. Amount of people who are able to help you when you are younger is much greater, different ways in which an individual can use informal support: 
1)task specificity model : different groups have different abilities and offer different types of support. Ie, someone good at cooking, people good with cleaning , social things, etc. (task specific) 
2) Hierarchical Compensatory Model: people choose their supports from inner circle first (who is closest to us) , move outward to get support from less intimate acquatiances, out to formal support which is paid. Only move to formal when those in informal can no longer meet needs. 
3)Functional Specificity of Relationships Model: a family or friendship may provide one type of support or a broad range of support, depending on their relationship. Ie. Typically when someone gets older they will be more comfortable with bathing your mother as a women than your father. Based on your relationship with an individual you may be more inclined to offer a certain type of support than another. (relationship specific as opposed to task specific) 
4) Convoy model: people have a network of close family and friends who stay with them throughout life. Doesn’t say how you choose from these people, they’re just there and follow with you through life. 

Children: most of informal support comes from children. 70% of adult children stay in touch with older parents. (more often in touch with mother than father)
-daughters shown to show more care than sons do
-tends to lead to greater stress levels among females. 
-children see the support they give to there parents as more than there parents say they give. (selfish as teenagers) 
-you may help your parents out and expect a lot of thanks in return 
-other theory is we give a lot but our parents do not perceive it as much because they want to feel dependent on their children. 
-Differences in Developmental stake: fact that parents do not see there children helping as much as they are and vice versa.
either way it backfires because if a parent doesn’t acknowledge what children are doing for them kids don’t take it well and stop helping and parents lose that help that they need. 

Childless Older Adult Support: 
-can get help from other peoples children, and also be quite happy 
-tend to create a support network of children who live close to them. 
-if you have someone not close with children they’ll have 
-claim to be happy (not research oriented) , research shows people who don’t have kids don’t have as much support 
-particularly important when person gets ill , when not parent older adults you will be there when they need something little but probably not if they get sick and you need to take time off work. 

Friends: high quality of friendships in later life we tend to be happier in life in general 
-network gets smaller and smaller as you age, but these friends will be real friends. 
-as you get older it shows in research older adults prefer or enjoy visits from friends than from family members (factor of relevance) , family come out of obligation as opposed to friends coming out of choice  
-women tend to have larger social circles and closer ties to their friends

Siblings:
-80% of older adults have a living sibling 
-siblings are a important social support 
-help in buffering stress of taking care of parents 
-the person you can rely on, call, ask questions, very available for emotional support
-when an older adult has a sibling they have them to rely on not just their children. 

Formal Support: paid support from professional caregivers 
-turn to formal support system after informal fails 
-usually use a mix of both , sometimes more one than other depending on age 
-when we look at women over 65+ we see informal going down as you get older, but formal also goes down as the age group gets bigger. Mixed goes up as you get older (using both) 
-men over 65+ use the same informal support as woman, more social support for men as older 
-
 


Formal Support: paid, not people that you know typically 


October 30th 
Alcohol and Aging 

-alcohol effects you differently according to age 
-little research has been done on this 

-in general older adults consume less alcohol and have less alcohol related problems associated with alcoholism than younger adults 
-two types of alcoholism : early onset (indiv. Who have been drinking since they were young) and late onset (start drinking in later years, 55+) 
-AMA: estimates 3 million over 65 with a drinking problem 
-third of older adult alcoholics are late onset alcoholics 
-in health care settings have increading prevalence of alcoholism in older adults 
-about 11% of older patients admitted to hospitals exhibit symptoms of alcoholism 
-20% OA in psych wards exhibit alcoholism 
-14% OA enter ER for care exhibit alcoholism (important number because its probably very inaccurate, symptoms not diagnosis .. this number is much higher than what we are seeing)

Nursing homes: 49% of indiv. Exhibit some sort of drinking problem (not necessarily alcoholism) 
>> high prevalence may represent trend where people are going into this thinking there are problems related to age when in reality these problems are due to a drinking problem. 

-late onset alcohol problems occur in some retirement communities 

major difference between alcoholism and alcohol issues: you may have problems with alcohol drinking behaviour but not be suffering from alcoholism (4+ drinks a day) 

-problems with screening questions is you are asked the same questions to a younger adult to an older adult  which do not always apply correctly 
-alcohol related consequences in older adults can be mistaken for other psychiatric/ physical problems due to age (they are more common in older adults than in younger adults) 
-our stats in this are extremely premature  because if you are a heavy drinker you may not have made it into this older adult age range. 

-influence unclear 

*5 potential alcohol-aging interactions 
1) hip fractures rates increase with alcohol consumption: record how much OA drinks & number of hip fractures
-can be explained with falls with intoxication causing a further increase due to age related decrease in bone density (exasturbated by alcohol abuse)
-we see more hip fractures in alcoholic OA then non drinking OA 

2)-MCI patients: moderate consumption may be protective to a consent. 1 ½-2 a day for men and 1 for women is typically considered protective. 
-when you go below or above those amounts they are no longer effective 
-they haven’t quite figured out how much you need (protection against heart disease) 
-there may be other protective effects: longevity ; not from drinking this alcohol but from supplements of aspects that are in red wine 
-cognitive impairement: effects of drinking on dementia 
-low to moderate drinking is associated with a sig. slower to dementia (only to those who show Moderate age related impairment) 
-this protective effects were not seen in those who consume more than 1-2 glasses 
-did not slow the progression of dementia in those who were not showing any mild impairment to begin with 

3)age and alcoholism may increase driving risk 
-crash rate is higher in OA due to response time 
-alcohol caused accidents are biggest problem 
-OA are becoming biggest demographic 
-crash risk increases as you get older 
-exceeds crash risk at young at age 55 and starter drivers at age 85 
-OA driving with alcoholism more impaired than OA without drinking problem even if they consume the same amount of alcohol because this person has had more assaults on body already 

4)-alcohol effects enzymes that break down toxic substances in your body , when these enzymes are effected by alcohol they can break down prescript drugs wrong, OA take more prescript drugs a day then YA so this can be extremely detrimental causing meds to not work in the way they’re suppose to causing further issues in the body, so if you’re an alcoholic and you’re doing this to your body all the time the impact of alcohol on you is two fold. 
-medical interactions: 
-can impact effectiveness or how the medication works 

5)-alcohol effects psychological well being 
-among persons older than 65 those with alcoholism are 3 times more likely to have a major depressive disorder 
-drinkers 65+ 16 times more likely to die of suicide 
-do you drink because or did you drink before and it caused the depression? 
-sensitivity may increase with age 
*higher BAC then YA 
*decreases in body water= less dilution 
*OA metabolize & eliminate alcohol as efficiently as YA 
-organs will be soaked more in alcohol than as a YA 
-can metabolize as effiectly as YA but are at increased risk for intoxication and the time that it is in their body effects them more then that of a YA for the same time
-experience side effects at lower doses , a younger adult’s tolerance increases
-age and alcoholism have been shown to produce similar outcomes in cognitive abilities but alcohol may also increase the speed of these issues 
-if you add alcohol into the picture you will have double the impact 
-impacted to a greater effect 
-a 60 year old brain that looks like an 80 year old brain because of alcohol 
-using MRI we have seen that there is more brain tissue loss in indiv. Who have alcoholism than those without alcoholism even when there ages have been taken into account. 
-causes premature aging 
-alcoholic OA show more brain damage than YA (taken into account life time consumption) 
-aging renders a indiv. More susceptible to alcohol’s effects 
-frontal lobes especially vulnerable to alcoholism 
*shrinkage 
-when you look at longterm heavy drinking we see increase in FL shrinkage and linked with intellgical  impairment 
-if you are a heavy drinker and you are considered an alcoholic you can come back from this , if you are a YA and you stop drinking now there is a lot of hope that everything can recover/heal. 
-you are less likely to recover as a OA 
-changes in cerebellum volume 
-involved in regulating balance and posture 
-long term alcohol misuse excellerates postural instability, increases falls causing more hip fractures (we only see these changes in those who have alcohol problems) 

-main issue is alcoholism in most OA isn’t a trained thing
-we do not have doctors who look for this 
-alcoholism may go undiagnosed & untreated
-we need in our education among doctors more incorporation of gerontology in the health sciences 
-alcoholism is under diagnosed *major issue 


November 6th 

on brain scan black area that marked LV means it is empty 
the dark area is a fluid instead of brain 
brain matter filling the circumfance of the brain 
this small amount of brain matter made it possible for him to function with almost nobody knowing anything was wrong. 

This condition is known as Dandi Walker Complex: genetically sporadic disorder, typically occurs 1 out of every 25000 live births. Mostly in females. 
-many people who have this disorder will show severe symptons: large skulls, shaky motor skills, etc. 

*Brain damage model of aging: 
-until the 90s view of aging brain was that it was one of brain damage 
-focused on research that tried to look at the neural underpinnings of cognitive aging by using neurological aging patients (people who had brain damage) to compare them to those in older aging brain , how there brains were structured 
-used patients with liaisons for the most part as models of the aging brain 
-what they said was you had damage in parts of the brain that were responsible for certain abilities , this would result in a behaviour brain. It was said that there was under activation in this areas 
-we look at electric currents in the brain to identify areas that are being used 
-decline in persons cognitive abilities was considered to be universal , everyone who ages will have a dimishment in their cognitive abilities 
-it was seen to effect an extensive array of functions (pervasive) 
-and it was seen to be irreversible, you can never stop it. 

-studies done to support this model that neural correlates with age related decline 
-when you compare OA to YA they would do well and the brain areas would light up just fine 
-we were seeing underactivation and poor performance in OA not YA 
-this was seen the most in the prefrontal cortex (PFC) (important part of daily functioning ) 
-took through the 90s to figure out it was the PFC playing a major role 
-underactivation in PFC is consistent with liason models 
-other evidence has been found 
-decreased amount of neurotransmitters 
-lower levels of choline and dopamine (these are linked to attention and memory functions) 
-if you have lower levels of choline and dopamine you see lower levels of attention and memory) 
-wide spread shrinkage of volume of grey matter, grey matter is very important. Pervasive loss of white matter. (especially in prefrontal cortex) 
-known that grey matter is in face responsible for information processing 
-what we see is that grey matter is a nervous tissue that we find almost everywhere, it reduces nerve impulses that are sent to our organs via white matter. 
-these two elements , the white matter brings everything to your organs- its responsible for information transmission. The grey matter is responsible for getting the nerve functions going- responsible for information processing. 
-both of these elements are found throughout your spinal cord and brain so its very important because without one the other can do very little in terms of function capacity. 
-the white matter is responsible for connecting the sections of our grey matter together so that information processing can happen 
-all of this has supported damaged brain model with aging that we have seen 
***evidence portrays the functioning of the aging brain as rather than degraded complexly different from a younger brain. rather than aging or depleted, it is not that there is atrophy / reduction ,it is just different. 
-these new research endevors show more activation not less 
-they suggest that the brain is more plastic than we think ,it can bounce back. 
-some claim that the brain might just reorganize itself 
-with age it is involved with compensatory functions 
-
Compensation: refers to OA brain recruiting other parts to perform the same tasks as YA brains (other parts not more parts) 

Dedifferentiation: de specialization: less specialized , ie) when you are a child your brain is not specialized with is why you can do fine tune motion things, as you start doing things your brain develops for those particular functions.  You have specific parts in the brain for each finger moving and your brain becomes more compartmentalized as we age but when we get much older it starts to reverts making more areas responsible for more things.  

Four trends that indicate this over activation: 

1) Different Activation patterns: researchers have shown that OA have different activation patters than YA when you compare brains. Same task and same level, and we look at what brain parts are being used. Find that OA recruit different brain areas than YA to function at same level as YA 
*study done by Cheryl Grady, looked at PET sced. Had people look at faces of locations; matched YA and OA and other levels only difference was which brian parts are bring activated , even when matched on performance the groups showed different activation parts 
*YA- ventral area for faces dorsal area for locations (this was expected) 
OA- activated ventral and dorsal regardless of faces or locations (no specialization)  
^ this supports compensation because it says you use additional areas for same level of function 

2) bilateral activation: activation of both hemispheres
-we usually use one side of hemisphere for one action 
-we see changes here for OA 
-for conditions with highly lateralized activity in YA we are seeing different in OA where they are activating the exact same brain area but on the other hemisphere than YA 
-rossi et al, used RTMS , assessed performance on a visual special task and how it relates to stimulated brain regions 
-applied stimutaton to a portion of brain that would activate that area , provided that trans magnetic stimulation to  either right or left dflpc: dorsallateralprefrontalcortex ; while participant performed memory task. 
-when they applied stimulation to only one side, you shouldn’t be able to do the task because the area you need is being stimulated. 
-ie) if you need the left side area you stimulate they can’t do it but stimulate the same area on the right side they can do it. In OA regardless of which side you stimulate they can not do the task which means they use the area on both sides of brain to do the same thing YA do with the area on only one side of the brain 
-as one ages the recruitment of homogloeus sites …… 
*homologousity spatial working memory
-verbal and spatial short term storage (working memory) : they looked at it in younger and older females. 
-in study asked to remember either location of three dots or four letters 
-depended if they were doing spatial of verbal task 
-they would then put a circle around an area with a dot or a letter and ask if this a location you had to remember or was this one of the letters you were suppose to identify 
-what the found was both groups activated regions of the left and right parietal cortex (involved in spatial processing) 
-in addition bouth YA and OA activated a network of right frontal regions 
-in addition OA also activated homologous network of the left hemisphere sites
-frontal area responsible for (right side) rehersal of information , OA require more rehersal.
-engaged more brain regions than YA doing the same task 
-this supports compensation and decomposition 
-
3)Senior specific Optimal Performance activation: 
-additional areas for optimal performance= possible compenstation
-most researchers say this is evidence of compensation 

4)Task specific over activation: 
-compared to YA , OA activate additional brain areas depending on the task, some tasks  you don’t see it at all but some you do. 
-tasks you see it most: executive functioning , episodic memory, working memory, biographical memory, motor control. 

What is the older brain compensating for? 
-possible atrophy is happening so OA has to use other areas 
-Gltchess et al did a study that supports this idea, had people code 194 outdoor scene photos on a screen, each time they saw water in a picture they had to press a button, 10 mins after they were then expected to do a recognition task . showed a bunch of pictures, have you seen this picture before if you have press a button . using fmri they discovered OA and YA performed at similar levels showed different activations: OA showed more activation especially prefrontal, the increase was with a decrease in another area though. 
^compensation ? possibly. The two areas were the prefrontal PFC and the medial temporal lobe MTL (as one goes down the other goes up)
-when it came to YA we saw something very different. Similar activation if one went up the other went up if one went down the other went down 
-there was no change in those of YA activating 
-if we believe compensation occurring we would expect to see a decrease in something, in research we don’t always see this decrease. 
-it is possible you don’t need to see one (we just don’t see it because we don’t have good enough measures) 
-another way of looking at is that something could be lighting up but not working possible maybe its doing what it needs to but the message isn’t transmitting properly 
ie) you’re in a car , your car gets stuck in mud you press on gas and the tires spin, the tires are doing what they need to do but you’re not going anywhere- the same thing can happen with a brain region. 

Something that has activated at a normal level might not be indicative of its function 
-OA brain recruits more areas because they have more difficulties and need to expend more efforts when compared with YA 
-study done in late 90s done: shown task difficulty increased even YA recruited other sites so see that OA are just have more difficulty with tasks 
-in particular YA recruited bilateral areas:
-compensation could lead to dedifferentiation or vice versa 

-OA brain function is not degraded its different 
-
Movie: 
-showing respecilization: the areas that have been damaged or been taken over by other functions of the body. They are retraining the brain to have those areas work properly 
-the brain can regain function and be built up ‘use it or lose it’ 
-atrophy is not why we slow down 
*exercise is good for everything 

 November 8th 
Sex and Aging
-before you have children sex is the main focus of the relationship 
-when jobs and kids are no longer the focus personal relationship becomes more the focus again 
-sex expresses closeness and quality of life in aging 
-sex in aging extremely important and often overlooked 

-major issues: 
because of life expectancy increase more things come up then before (age factors) with age there are changes in your body 
-OA claim that sexual activity remains fulfilling and they do desire it 

Changes in Men: 
-ability to achieve erection is affected 
-entire sexual response slows 
-require more manual stimulation (as opposed to visual stimulation in YA) 
-erections less firm, maintaining one is more challenging 
-factors that effect blood flow (hyper tension, diabetes, cardiac erythema) 
-sperm count decreases (orgasm shorter & less forceful) 
-refractory period is longer (for some this can last a week) 
-  plateau phase between erection and orgasm longer

*testerone levels remain in normal range 
*difficulties likely cause by: health problems medications, psychological (10% of cases) 
*arthritis , some surgeries, anti depressants all shown to negatively affect libido 

Impotence: inability to have an erection 
Causes: psychological and physical conditions 

-vascular issues account for 50-60% of cases 
-every man will experience it usually by 40 
-mostly temporary 

-lifestyle habits: smoking, longterm alcohol use, drugs like heart medication, anti depressants all known as factor in erectile dysfunction 

-those who have lost a significant other as OA are encouraged for their health to continue to have sex (masturbation does not elicit the same hormones) 

A) Viagra 
-prescribe over 20 millon times 
-effective treatment with few side effects 
-stimulates release of nitric oxide= improves blood flow 
-can not mix with grapefruit (interaction of Viagra and grapefruit in heart attacks) 

Herbal Viagra: 
-useful for those who experience side effects with Viagra 
-most faithfully used one because the other brands cause hair loss 
-

*we want Viagra to be seen as something that is common place in our culture and should be dealt with in that respect. 
*don’t want it to seem like it is inappropriate or uncommon to use 

B) Reduce stress (sex therapy) 
-pressure to perform, when under pressure people often do not do well 
-lifestyle can also effect erectile dysfunction 

C) Adopt a healthy lifestyle
-erectile dysfunction because of necessary lifestyle changes 
-studies show those who exercise regularly have better sex lives 

D)Stimulation: 
-older adults need more stimulation (which is why there are things on the market with tingle, warm, etc.) 
-stimulation decreases with age 
-many other products have been developed to help men with problems with erectile dysfunction 
ie) jelly ring, prosthetic penis attachment 
-lots of products along these kinds 

Changes in Women: 
-you no longer ovulate 
-body changes significantly 
-as you age glands create less secreation results in decrease of lubrication, change in structure and size of vaginal canal and can make sexual activity very uncomfortable as a result 

ways to deal: 
1) lubrication & stimulation: replace bodies natural lubrication with synthetic 

2) thinking positively : 
-menopause has significant benefits & may be experienced as a relief or enjoyable because: 
-don’t need birth control, pads or tampons, 
-no time in a month where you need to stop have sex (if you do) 
- no reason to substain from sex at any time 
-for some people there is no pregnancy chance it reduces anxiety 
-because vagina shrinks in size, stimulation might be much more intense and better than before 

3) hormone replacement therapy: 
-can be major problems with this 
-breast cancer, risk of stoke and heart disease all linked to these drugs

Symptons:
*estrogen & progesterone supplements 
*hot flashes 
*vaginal dryess 

symptoms have not been proven: mood swings, depression, irritability, thinking and memory problems, urinary incontinence, painful stiff joints, tiredness 

-hormones change into menopause 

Better sex in later life

B) sexual routine and sexual excitement can wane,
-advised to change this up 
-introduce new techniques / elements
-toys that were at one time seen as taboo are not becoming mainstream 
ie. Sex toy parties 
-OA start to engage in this type of purchasing behaviour 
-sex stores aimed at OA is becoming more mainstream 

C) timing 
· YA most likely to have sex before bed 
· Sex before bed for OA unpopular, they’re tired rather engage in sex in morning, early afternoon, just after a shower 


D) having a place designated for sex 
-needs change as one ages 
-bedroom may no longer be a place for intimate moments 
-senior couples may no longer share a bed 
-in OA homes they may have a room designated for sex instead of the bedroom 

OA need to: 
-focus on aspects other than intercourse ie) kissing, communication, hugging, etc. 
-adopt less strenuous positions 
-ensure a calm atmosphere 
-ensure agreeable temp for both partners 
-take things slowly 

-ageism: OA stereotyped as being non sexual beings 
-that OA are interested in sex 
-what happens is people think sexual activity diminishes as you get older 

-in our society culture attitudes every relies on ability to produce (ie. We have birth control, family planning, seen as a forefront for making babies) 
-also focuses therefore on youth (a requirement for sex in our society)
-in some religions sex by OA is seen as immoral because you can no longer have children 
-OA who continues to have sex drive is seen as dirty 
-this makes it hard for OA to enjoy sex 
-results in loss of partner/ suitable partners 
-many elderly women are unable to find a sustainable partner  
-older people are influenced into believing and thinking that they should not be engaging in sexual activity 
-older residents with sex drive were seen as having behavioural problems 
-theory: OA internalize the way society sees them and see themselves asn on sexual 

Geriatric Sexuality Breakdown Syndrome: OA perceive themselves as nonsexual because of society 

-OA seen as less sexually capable * less interested in sex and this makes there needs ignored by society 
-this is changing we are now seeing that this is not okay and we are starting to cater to the OA population 



*** all myths 

November 13th 

Stress: occurs when you have an imbalance of demands on you and resources available to you 
Demand from environment 
Ie) hunger no food, forgetting about a paper you have to write, etc. 
-demand can  be real and outside of your control 
-if you feel things are out of your control you will become stressed 
-resources can be real or perceived 

Resources: 
1)Physical Ability: health status, how in shape we are, level of strength is one of our resources. When you’re sick / think you’re sick that impacts your ability to do things. 

2)Intellectual Ability: capacity to complete complex thinking tasks, problem solving, etc. 

3)Emotional Ability: ability to identify our feelings/emotions, important: allows you to react to constructively meet your needs 

2 factors that influence the degree of stress we expierence: 
a) characteristics of a stressor: 
*the life events inventory: gives a number that is suppose to measure an amount of stress (ie. Marriage is a 50) divorce=73, death of spouse=100, pregnancy=40, change in schools/residence=20, vacation=13

-each event/ situation has characteristics that influence severity: 
1)significance- how critical, how important the event is to you, how much change will need to be made to deal with it. The greater the sig. and change the more stressed you’re going to be. (higher impact of that stressor)
ie) you live with somebody, you break up you have to move out.  
2)time length – how long the stressor goes on, ie) tiredness, you don’t sleep one night not that big of a deal, two nights a bigger deal, and so on. The longer the stressor in effect the higher the cause will be. 
3)cumulative effect –bunch of build up of stressors over time without appropriate mechanisms to reduce the build up. (long series of little irritations)  ie) you live with someone who always leaves their dishes in the sink. You don’t deal with it until days later they say one little thing and you blow up. 
4)Multiplicity: number of stressors happening at one time. When you put yourself in a mindset it all starts to roll from there 
5)Approaching deadline: how much time is there to meet a deadline? Closer deadline gets, higher level of stress is 

b)perception of stressor: 
a)Self Concept: theory of interpersonal needs: three needs: 
1)discover our unique identity & be included because of that identity 
2)have power and control or influence what we do and what happens to us 
3)connect with others & feel liked & lovable 
because we have these needs that only other people can meet, those that are important in our life can influence how we feel about ourselves 
-when your close relations like you we feel accepted and loved and have high self esteem, when these needs are not met, we feel worthless empty, useless, un loveable, result in a low level of self esteem 
*self concept acts as a filter in your daily life. Belief that nobody wants to be around you, nobody loves you. Or everyone loves you and wants to be around you. 
*poor self concept can make you think that you can’t deal with stressful events, that you can meet demands put on you, unable to respond. But when you have a positive self concept this may provide you with internal resources that you can call on when you are met with demands. 
-when you’re faced with stressful situation you perceive stress when something comes in your face. The moment a perceived threat arises to a weak sense of self you will be insecure and stressed you don’t trust you can handle it correctly or at all. But if you feel loved and positive about yourself your strong feelings of self worth say you will have a belief in your abilities giving you a boost to deal with situations you will face so you can cope effectively. 

B)-how much stress is your body able to take without breaking down? This has to do with physical resources, how healthy you are, how fit you are, how much sleep you get, how much you eat.  

C) age- each developmental stage a person goes through, has its own stressor that you have to overcome. 
-change of health, status, work 
-loss of change in independence
-loss of change in friends 
-can also be affected by having to move 

-OA appear to report less hassle than YA 
-we don’t find a correlation between age and increase in stress when examining the LE 
-it could have to do with appraisal, and an OA perception: maybe OA have more stressors but are less likely to evaluate something as a stressor as a YA is. 
-what do we see specifically? Shift from chronic to acute 
-don’t report medical issue unless its something acute (new/ not use to having, etc) 
*Why? Because they’ve expierenced a lot in life, realize a lot of stuff isn’t worth worrying about. (dwelling on things makes them worse) 
-subjective to a certain extent 

D)external sources: 
-having support can reduce stress 
-what is available to you? 
-enhances physical or mental function 
-requires that person feels as though they have 

*in EUSTRESS (good stress, may have positive impact) body releases 2 hormones: adrenaline & noradrenaline 
-heightens perception, increases motivation, and in some cases increases strength 
-stress you feel when you’re challenged 
-ie) want to get over fear of heights, this could be good stress because you are motivated to do it. 
-positive affect on physical & mental function 
-feel they have resources to solve/ meet the problem 
-feelings of control are important 
*if you’re too tired even if it’s something you think you can do it won’t happen 
*use stress after releasing hormones
-having a little anxiety isn’t a bad thing 
-having some concern can push a person to work for something, to learn, to study

Distress: bad stress 
-can be detrimental to you psychologically and physically. 
-occurs when you feel in danger 
-feeling anxious, threatened, pressed for time, embarrassed, overwhelmed with feelings of helplessness 
*occurs when: 
-being forced to do something you don’t want to do. 
-if you can’t think of a solution to the challenge you will experience distress 
-if you lack or believe you lack certain resources (mental, physical, monetary) 
-you lack control. 

General Adaptation Syndrome: 
**know graph!** 
stage one: alarm 
-during this stage things happen biologically: hypothalamus produces adrenaline and noradrenaline. 
-synthetic forms of these: epinephrine and norepinephrine 
*fight or flight 
-adrenaline & noradrenaline cause body to be ready for physical activity, **affects on slide : STUDY THIS 
**activation of HPA axis= produces cortisol= huge element in stress response. (known to weaken functioning of hippocampus(which is where your brain stores information and immune system regulation, shutting / slowing down some of bodies functions) (this is why when you are stressed out you get sick more easily 
-what happens is you might experience declines in learning, emotional resiliency, strength, ability to remain healthy, decrease in immune system effectiveness 

stage two: resistance 
-functions in body are reacting, and if stressor continues it becomes necessary to attempt to cope. 
 -body beings to try and adapt to stressor, although its trying to the body can’t keep up with this indefientely, resources will start to deplete 
-body attempts to try and adapt. 
-ie) if stressor is starvation you feel reduced desire for physical activity 

stage three: exhaustion 
-body unable to maintain normal function
-sevre infection , chronic pain, mental illness, etc. 


November 15th 
Coping with stress 

-shown to affect things producing noticeable differences 
-some things like hives may be really obvious 

changes in five different areas: health, emotions, physiology, cognition and behaviour. 
*all changes are interlinked 

-one health affect may be insomnia
*if you experience over a long period of time you will feel tired, irritable, frustrated, will effect bodily functions, hard to concentrate, result in lack of appetite, etc. 

Physical in elderly stress* 

-optimal stress response is sharp increase in cortisol then decreases rapidly 
-noradrenaline & adrenaline 
*-research using aging rats: 
this doesn’t happen, slow increase in cortisol and return to baseline also slow. 

-too much epinephrine= small tears in blood vessels : causes plaque in your arteries to clog up 

-too much cortisol causes damges to hippocampus cortisol regulator causing more and more cortisol to come out and this causes cognitive problems 

-when we look at humans we also see it takes longer to elimante cortisol, adrenaline and noradrenaline in OA. 
-hard to tell if this is strictly due to age 
-due to changes in HPA axis:

-sedentary OA undertakes strenuous physical labour = more vulnerable to <3 attacks 
-OA also have difficulties in: body temp regulation, older you get more vulnerable you are to hot and cold stress (ie. Some OA need it really hot, some need it really cold) 
-OA and infants are the ones who are most effected about massive disruptions: ie) wars, famine, natural disasters, etc.

-physical pain makes us aware there is something wrong, somewhere. 
-when we feel anxiety our body is trying to give us an emotional guide 
-a build up of anxiety, tension, etc. can result in things such as depression, can cause frustration or irritability if it’s not dealt with.  
-cortisol can effect cognition because hippocampus is involved in concentration, decision making, memory, mental blocking. 

Behaviour: what you feel inside comes out in the way you act & behave. Ie) if you’re nervous or tired people usually see it. 
-something will change in your behaviour that isn’t the norm (more likely to be seen by people who see you all the time) 
-might show this by restlessness, trembling 
-feeling incompetent: you may turn to drugs, drinking, eating more or less, might join a gang (this is US data) 

-stress speeds up the aging process: it does this by causing damage to our actual DNA, crunches our chromosomes
-researchers looked at DNA that controls cell aging (telomeres: like the plastic tip on a shoelace) 
-we lose certain abilities 
-less telomeres: aging increases
-depends on your appraisal of things, how well you cope with stuff, it’s a perception, if you don’t think somethings very important they won’t stress as much, what we see is when you take a group of those mothers that were dealing with chronically ill children 
-there are solutions to this: once recognized it can be reversed, no one best stress management technique, consistency is key 
* remember: if you manage stress now you can prevent diseases from occurring now. 
*important: consistency is key 

5 types of coping skills: physical, mental, social, diversion (not a good one), spiritual/ religious. 
-some overlap. 
-following skills can be used to help you deal with stressors once you identify what the stress is from 
-you can’t fix what you don’t know about. 

Physical: breathing, relaxation, stretching tecniques, sleeping habits improved 
 
Mental: meditation, making plan of action, thinking of alternatives, 

Social Skills: relationships, pets, provide you with a skill set you don’t have, seeking social support like asking for advice, emotional support is an important social process

Diversion: avoidance, pretend something isn’t happening, procrastination, 

Spiritual/ Relgious Coping Skills: taking time to connect, 

Dealing: 
Change the situation/ Avoid unnecessary stress: 
-number of stressors in life that you can easily eliminate
-learn how to say no 
-avoid people who stress you out 
-take control of your environment 
-shorten your to-do list ‘shoulds’ vs. ‘musts’: have a list that is the shoulds and a list that is musts
-change situation, alter stressor 
-time management 

5 steps of time management * 
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