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Life expectancy in older persons

Years still to live

Men Women
Age 70 75 80 85 90 95 70 75 80 85 90
Healthy 18.0 14.2 108 7.9 58 43 21.3 17.0 13.0 9.6 6.8
Average 124 93 6.7 47 32 23 15.7 119 86 59 3.9
Frail 6.7 49 33 22 15 1.0 95 6.8 46 29 1.8

Based on NCMS Life Tables of the United States 1997,
Adapted from Walter LC and Covinsky KE. JAMA 2001:285; 2750-6
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Gender Gap in Longevity and Disability in Older Persons

Anne B. Newman™ and Janniler S, Brach®?

INTRODUCTION

Women live longer than men, but older men hawve fewer
disabilities than do older women. The purpose of this review
i to examine the magnitude of the difference in longevity
and disahility that exists between older men and older
women, Possible explanations for the differences in
longevity and disability will be presented.

gap in longevity is now decreasing between men and
women. However, the larger number of women surviving
at every age has resulred in @ much larger number of older
women than of men. In the United States, there are about
20 million women over age 65 years compared with 14
million men. The ratio of women to men at age 65 is about
120 women for every 100 men, and by age 85, it is 250
women to 100 men (1). Because of these rends, the major-
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FIGURE 1. Life expectancy at birth, at age 65 years, and at age 75 years, by sex, United States, 1950-1997. {Source: National Center for
Health Statistics, 1999 (1)).
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TABLE 2. Percentage of men and women with limitations in functional activities, activities of daily
living, and instrumental activities of daily living, United States, 1997+

Age group (years)
Men Women
6574 75-84 =85 65-74 7584 285
Functional activities 23.9 37.0 50.0 30.9 46.2 65.6
ADLYT 4.5 10.6 21.0 5.8 13.5 29.2
IADLY 12.4 21.9 42.1 18.1 32.3 57.9

* Source: 1994 National Health Interview Survey disability supplement (28).
1 ADL, activity of daily living; IADL, instrumental activity of daily living.

Epidemiol Rev Vol. 23, No. 2, 2001



TABLE 3. Total life expectancy, active-life expectancy, and disabled-life expectancy at ages 65, 75, and

85 years, according to sex, United States, 1997+

Total life expeclancy (years)

At age B5 years At age 75 years At age 85 years
Total Active  Disabled Total Active  Disabled Total Active  Disabled
Men 12.6 11.2 1.4 7.1 5.7 1.5 3.6 2.1 1.5
Women i8.6 16.0 2.7 11.8 9.0 2.8 6.9 3.9 3.0

" Source: Gurainik et al. (30).

Epidemiol Rev Vol. 23, No. 2, 2001
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TABLE 1. Age-adjusted death rates per 100,000 population,
United States, 1997+

Sty

Cause of death Men Women
Heart disease 1731 95.4
Cerebral vascular

accident 27.9 242
Neoplasms 150.4 107.3
Lung cancer 52.8 27.5
Chronic obstructive

pulmonary disease 26.1 17.7
Motor vehicle accident 21.7 10.2
Suicide 17.4 4.1
Homicide 12.5 3.3

* Source: National Center for Health Statistics, 1999 (1).

Epidemiol Rev Vol. 23, No. 2, 2001
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FIGURE 2. Age-specific incidence rates of hip fracture by sex, United States, 1950-1997. (Source: Lauritzen et al., 1993 (52)).
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Race and Sex Differences in Mortality
following Fracture of the Hip

Steven J. Jacobsen, MD, PhD, Jack Goldberg, PhD, Toni P. Miles, MD,
PhD, Jacob A. Brody, MD, William Stiers, PhD, and Alfred A. Rimm, PhD

A'BSTEALCT

This paper describes the all-
cause mortality experience, follow-
ing a fracture of the hip, of 712 027
persons covered by the Medicare
program from 1984 through 1987.
White women experienced the low-
est mortality rate (17.2 per 1000 per-
son-months), followed by Black
women (22.9 per 1000 person-
months), Black men (33.5 per 1000
person-months), and White men
(33.7 per 1000 person-months). The
observed race-sex differences in sur-
vival were found at all ages and re-
gardless of the number of comorbid
conditions listed with the discharge
diagnosis. While these data demon-
strate marked race-sex differences in
survival following hip fracture, the
cause of these differences is not im-
mediately apparent and demands fur-
ther investigation. (4m J Public
Health. 1992;82:1147-1150)



Excess mortality or institutionalization
after hip fracture: men are at greater risk

than women.

Fransen M, Woodward M, Norton R, Robinson E, Butler M, Campbell AJ
J Am Geriatr Soc. 2002; 50:685-90
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Mortality During the 2 Years or Institutionalization/Mortality Status at 2 Years for Hip Fracture Cases Versu
ontrols, Stratified by Gender :

Mortality Institutionalization/Mortality
Women Men Women Men
Adjustment odds ratio (95% confidence interval)
ge, marital status, cohabitation 2.21 (1.53-3.18) 7.31 (3.77-14.20) 2.64 (1.96-3.55) 8.68 (4.78-15.74
je, physical function 1.71 (1.16-2.52) 6.96 (3.40-14.25) 2.04 (1.48-2.82) 7.92 (4.15-15.11
je, medical history 1.43 (0.91-2.26) 5.03 (1.93-13.07) 1.66 (1.15-2.38) 5.57 (2.43-12.77
! (variables in Tables 1-3) 1.34 (0.83-2.16) 7.18 (2.04-21,99) 1.48 (1.02-2.19) 6.89 (2.75-17.27

(Fransen M. et al, JAGS 50:685-690, 2002)
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Gender Differences in Functioning After Hip Fracture

William G. Hawkes, Lois Wehren, Denise Orwig, J. Richard Hebel, and Jay Magaziner

Results. Men in the study were generally younger and suffered greater
comorbidity at time of fracture. Men further suffered higher mortality in the
year following fracture. Among survivors, little difference between men
and women was seen in patterns of recovery of function following
fracture.

Conclusions. Hip fracture is not a problem affecting just women. Recovery

following fracture for men is probably no better than that for women, even
after mortality differentially eliminates the frailest male participants.
However, psychosocial factors, greater comorbidity, and higher rates of
certain complications among men may require adjustments to
interventions designed to restore function. Further research into the
consequences of hip fracture for men and women is needed.




Adjusted mortality after hip
fracture: From the cardiovascular

health study.

Robbins, J. A., Biggs, M. L., and Cauley, J.
J Am Geriatr Soc. 2006, 54:1885-1891.
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EDITORIAL COMMENTARIES

Sex and Parkinson's disease

Sex and Parkinson’s disease: a world of
difference?
David J Burn

Do women with Parkinson’s disease have a more benign

phenotype?

J Neurol Neurosurg Psychiatry 2007:78:787.
doi: 10.1136/jnnp.2006.109971
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Sex Differences in 2-Year Mortality after Hospital Discharge for

Myocardial Infarction

Viola Vaccarino, MD, PhD; Harlan M. Krumholz, MD; Jorge Yarzebskl, MD, MPH; Joel M. Gore, MD; and Robert J. Goldberg, PhD

Background: An interaction between sex and age is thought to
affect hospital mortality after myecardial infarction; younger, but
not older, women have been shown to have higher mortality rates
than men. It is currently unknewn whether findings are similar
after hospital discharge.

Objective: Te determine whether an interaction between sex
and age affects 2-year mortality after myocardial infarction.
Design: Community-based prospective cohort study.

Setring: 16 community hospitals serving the Worcester, Massa-
chusetts, metropolitan area.

Patients: 6826 patients who survived hospitalization for acute
myoecardial infarction during ten 1-year periods between 1975 and
1995,

Measurements: Mortality 2 years after hospital discharge.

Results: The overall 2-year mortality rate was higher in women
(28.9%) than in men {19.6% ) When patients were examined by

age group, hewever, only women younger than 80 years of age
had a higher mortality rate than men of similar age. The sex

difference decreased with increasing age; among the eoldest pa-
tients, women had a lower mortality rate than men (P = 0.00% for
the interaction between sex and age). This relationship was not
affected by adjustment for demographic characteristics and med-
ical history, clinical characteristics, and hoespital and discharge
treatments; the hazard of 2-year death for women compared with
men increased 15.4% (95% Cl, 43% to 27.6%) for every 10-year
decrease in age. In absolute terms, after adjustment for deme-
graphic characteristics and medical histery, among patients
younger than 60 years of age women were at greater risk than
men (risk difference, 1.8 percentage points). At clder ages, how-
ever, women were at lower risk than men.

Conclusions: Younger, but not older, women who survive hos-
pitalization for myecardial infarction have a higher leng-term mor-
tality rate than men. This provides additicnal evidence that
younger women with myocardial infarction are at greater risk for
death than men.

Ann dntemn Med, 2001134173181, www.annak.org
For author affilations, cument addresses, and contibutions, sse end of test.
Sea editordal comment on pp 239-241.




Sex Differences in Hospital Mortality After
Coronary Artery Bypass Surgery
Evidence for a Higher Mortality in Younger Women

Viola Vaccarme, MD, PhD:; Jerome L. Abramson, PhD:
Emir Veledar, PhD: William S. Wewntraub, MD

Background—Data are conflicting over whether women have higher mortality than men after coronary artery bypass graft
(CABG) surgery. Younger but not clder women hospitalized for acute myocardial infarction have higher in-hospital
mortality rates than men. We hypothesized that younger women also have higher in-hospital mortality rates after CABG.

Metheds and Results—We studied 51 187 patients (30% women) included in the National Cardiovascular Network
database who recerved CABG at 23 clinical centers between October 1993 and December 1999, Compared with men,
fewer women were white and more women had risk factors and comorbidities. These differences were more apparent
in younger patients. In all age groups, however, women had higher left veniricular ejection fraction and fewer diseased
vessels. Women had higher in-hospital mortality rates than men, but sex differences in mortality were more marked
among yvounger patients. Women <50 years of age were 3 times more likely to die than men (3.4% versus 1.1%), and
women 30 to 39 years of age were 2.4 tumes more likely to die than men (2.6% versus 1.1%). In the older age categories,
the sex difference in in-hospital mortality was less marked (P<0.001 for the interaction between sex and age).
Adjustment for preoperative risk factors only slightly decreased the strength of this interaction.

Conclusions—Y ounger women undergomng CABG surgery are at a higher nisk of mn-hospital death than men but this
difference in risk decreases with advancing age. Addificnal investigation 1s needed fo determine why in-hospital
mortality 15 higher in women after CABG, with particular focus on younger women. (Circulation. 2002;105:1176-
1181.)
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Abstract

Background: Unlike other cardiovascular diseases the incidence and prevalence of congestive
heartfailure (CHF) continues to increase. While gender differances in coronary artery disease have
been well described, to date, there has been a relative paucity of similar data in patients with CHF.
We conducted a pilot study to evaluate the profile and management of patients with CHF at a
rertiary care centre to determing if a gender difference exists.

Methods: A chart review was performed at a tertiary care centre on consecutive patients
admitted with a primary diagnesis of CHF between June 1997 and 1998, Co-morbidity, diagnestic
investigations, and management of CHF were recorded. Comparisons beoween male and female
patients were conducted.

Results: One hundred and forty five patients were reviewed. There were 80 male (M) and &5
fermale (F) patients of similar age [71.6 vs. 71.3 (M vs. F), p = N5]. Male patients were more likely
to have had a previous myocardial infarction (66% vs. 35%, p < 0.01) and revascularization {(41% vs.
20%, p < 0.05), and had worse left ventricular ejection fraction (LVEF) than wemen, [median LVEF
3vs. 2 (Mvs. F), p < 0.01]. Male parients were more likely to have a non-invasive assessment of eft
ventricular (LV) function [85% vs. 69%, (M vs. F), p = 0.05]. A logistic regressicn analysis suggests
that amongst those without coronary disease, males were more likely to receive non-invasive
resting. There were no differences in the use of prescribed medications, in this cohort

Conclusions: This pilot study demonstrated that there seem to be impertant gender differences
in the profile and management of patients with CHF. Importanty women were less likely to have
an evaluation of LV function. As assessment of LV function has significant implications en patient
management, this data justifies the need for larger studies to assess gender differences in CHF
profile and treatment.




The Relationship of Gender and In-Hospital Death:
Increased Risk of Death in Men

Gordon, Howard S.; Rosenthal, Gary E.
Medical Care 1999. 37:318-324

Conclusions. The findings indicate that in-
hospital death rates are generally higher in men
than in women, after adjusting for severity of
iliness. In addition, the risk of in-hospital death
in men and women was influenced by diagnosis.
These differences may reflect gender-related
variation in the utilization of hospital services,
the effectiveness of care, over- or
underestimation of severity of iliness, or
biological differences in men and women.
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BRIEF REPORT

Gender Differences in Healthcare-Seeking Behavior
for Urinary Incontinence and the Impact of
Socioeconomic Status

A Study of the Medicare Managed Care Population

Yue Li, PhID,* Xueya Cai, MA, T Laurent G. Glance, MD, } and Dana B. Mukamel, PhD$

Background: Despite the gender difference in eticlogy, prevalence
smd management of urinary incontmence (1) among commmunity-
Ireing older adules, little &= known absout the effect of gender on their
healthoare—seeking behavioms.

Objectlve: To determnine gender differences in professional care
seeking. receipt of U1 treatment, and the iropact of age and sooio-
sconomic stahs.

Research Desipn: MWadonal survey of Medicare memaged care
emrollees e 2003 and 2004,

subjects: A totl of 28,724 patents who were nonistitutionalized,
age 65 and older, and had self-repored U1 problem in the lase 6
macithes.

Measures: Whether a patient with Ul had discussed the problem
with a health provider, and whether a patient having had such a
discussion recemved treatment.

Results: Compared with incontient men, incontinent wormen wens
lezs likely to seek professional belp for the U1 problem [46.2% vs.
55.7%; adjusted odds-ratio (ACR) = 0,65, P = 0.017], bt more
likely to receive weatment {54.8%% va, 5 L% ACR = 112, P =
001y after consuling o health professicnal. These gender differ-
emoes vared by age. education, or armual bovsebold moone level.
For inoomtinent women, the predicted mbe of recerving treatment
degreased with older age, lower education, and lower inoome level.
Concluslons: Commrmunity-lrcang older women with U1 problern are
le=s hkely to seek professional help than their male counterparts, bui
more likely to be treated after a health professicnal & consulted.

Patients’ scoiceconcmie status can affect physicisn behavior and
ulbimate by, their receipt of treatment of UL especially for women.
Current efforts to promobe awareness and qualitp-cf-care of 11
among oker adulis should account for gender and cther scoicde-

mographic factors.

Ky Warids: urinary meontinence, gender, healthoare-seeking,
Medizares mamaged care, older adulis, HOS

(Med Care 2007;:45: 1116-1122)

rinary incontinence (L) iz a comunmon and signifeant
health problem in commmity-living older pecple.' For
both genders, U is agseciated with increased risk of morkid-
ities, such as pressure sores and urinary tract infections, and
can have detrimental impacts on social and psychologic
well-being."~ & wide range of treatments of U are availahla,
and ireontinencs can be substantially improved or even
curad.! However, a large percent of incontinent elders do not
seek professional advice or treatment.*~ becanze of miseon-
ceptiong that U] is a nommal consequence of aging or child-
birth, embarrassment about urine leakage, or fear of needing
an operation. ="
Thers are gender differences in the etiology, preva-
lence, and management of UL For example, anatormic
changes in the pelvic ergans due to childbearing., mmecologic
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Gender differences in the utilization of health-care services among
the older adult population of Spain
Aurea Redondo-Sendino, Pilar Guallar-Castillon, José Ramon Banegas and
Fernando Rodriguez-Artalejo*

Abstract

Background: Compared te men, women report greater merbidicy and make greacer use of
health-care services. This swdy examines potental determinants of gender differences in the
utilization of health-care services ameng the elderly.

Methods: Cross-sectional study covering 3030 subjecrs, representative of the non-
institutionalized Spanish population aged 60 years and over. Potental determinants of gender
differences in the utlization of health services were classified inte predisposing factors (age and
head-of-family status), need factors (lifestyles, chronic diseases, functional stacus, cognitive deficic
and health-related qualicy of life {HRQL)) and enabling factors {educational level, marital sratus,
head-of-family employment status and social netwerk). Relative differences in the use of each
service berween women and men were summarized using odds ratios (OR), abrained from logiste
regression. The contributicn of the variables of interest to the gender differences in the use of such
services was evaluated by comparing the OR before and after adjustment for such variables.

Results: As compared to men, a higher percentage of women visited 2 medical practiioner (OR:
|.24; 95% confidence limits (CLY: [.07—1.44), received home medical visits (OR: 1.67;95% CL: .34
210) and ook =3 medications (OR: [.54; 95% CL: 1.34-1.79), bur there were no gender
differences in hospital admissien or influerza vaccination. Adjustment for need or enabling factors
led to a reduction in the OR of women compared to men for utlization of a number of services
studied. On adjusting for the number of chronic diseases, the OR (95% CL) of wemen versus men
for ingestion of 23 medications was 1.24 (1.06-1.45). After adjustment for HRQL, the OR was 1.03
(0.89—1.21) for visits to medical practitioners, 1.24 (0.98-1.58) for home medical visits, 0.7 (0.58-
0.87) for hospitalization, and 1.14 (0.97—1.33) for intake of 23 medications. After adjustment for
the number of chronic diseases and HRQL. the OR of hospimlization among women versus men
was 0.68 (0.56-0.84),

Conclusion: The factors thar best explain the grearer utilization of health-care services by elderly
women versus men are the number of chronic dissases and HRQL. For equal need, cerrain
inequality was observed in hospital admission, in that it proved less frequent among women.

T Public Health 2008, 6155 hittp:/fwwew biomedcentral. com 147 1-2458/6/155



Table I: Ddlizadon of healdh-care services by gender.

Health service % women % men P
Yisit to medical practitioner 4197 36.85 0.004
zonce per month
Home visit Zonce per year | 5.07 9.58 <0.000]
Hospital admission in the I7.34 1812 0.573
preceding year
Influenza vaccination in the 54.75 5614 0443
mMost Fecent campaign
Current intake of 5219 41.40 <0.000]
zImedications
Overall utilisation (=] of the 2482 79.49 <0.0001

above health-care services)




Health Status Among 28,000 Wormen Veterans

The A Women's Health Program Evaluation Project

Susan M. Frayne, MD, MPH,"23 Victoria A. Parker, DBA 34 Cindy L. Christiansen, PhD 4
Susan Loveland, MAT># Margaret R. Seaver, MD, MEPH,® Lewis E. Kazs, 5cD.*#

Katherne M. Skinner, PO <™

"Canter for Heolth Core Bvaluation, VA Polo Alte Health Care Syetermn, Maenlo Park, CA, USA: “Diidon of Geneml inferma Medicine:
Starford Univesity School of Madicine, Stanford, CA, USA; *Canter for Hedth Qudity, Outcomes and Economic Reseach, WA Mediood
Cantfer, Badford, M4, US4 *Boston Univesity School of Puble Hadth, Boaton, M4, USA: *\A Boston Hadthcome System, Boston, MA, USA:

“Boaton Univesity School of Madicine, Soston, MA, USA.

BACKGROUND: Male velerans receiving Velerans
Health Administration (VA) care have worse health than
men in the general population. Less is known abouat
health status in women veleran VA patients, a rapidly
growing populaton

OBJECTIVE: To characterize health status of women
[vs men) veleran VA patienls across age cohorts, and
assess gender differences in the effect of socdal support
upon health status.

DESIGN AND PATIENTS: Dala came from the national
19898 Large Health Survey of Veleran Enrollees [re-
sponse rate G3%) and incloded 280458 women and
651,811 men who used VA in the prior 3 years.
MEASUREMENTS: Dimensions of health status from
validated Velerans Short Form-36 instrument; social
support (married, iving arrangement, have someone Lo
take patient to the doctor).

RESULTS: Ineachage statum (18 to 44, 45 Lo G4, and
=65 years), Physical Component Summary (PCS] and
Mental Component Summary (MCS) scores were clini-
cally comparable by gender, except that for those aged
> 65, mean MCS was better for women thanmen (48,3
vs 45.8, P<.001). Patient gender had a clinically insig-
nificant efect upon PCS and MCS after adjusting for
age, race/ethnicity, and education. Women had lower
levels of social support than men; in patients aged <65,
being married or living with someone benefited MCS
more in men than in women.

CONCLISIONS: Women veleran VA patients have as
heavy a burden of physical and mental illness as do
men in VA, and are expected Lo require comparable in-
tensity of health care services, Their ill health occurs in
the context of poor social suppord, and varies by age.

J GEN INTERMN MELD 2006, 215434,
i@ 2006 by the Author. No claim for US
Cowvernument works.

obust empiric data and decades of clinical experience

have established that male veterans receling care in the
Veterans Health Administration [VA) have worse health status
than do men in the general population. ' However, much less
is known about the health status of women veter ans in the VA
health care aystem.

This group deserves attention: there were 1.6 million
women veterans in the United States as of 2000, and their
ranks will continue to expand as women have an inoeasing
presence in the military, With this ongoeing demographic shift,
VA clinicians and policy makers need to understand various
health care issues unique to this population, including, at the
maost fundamental level, their overall health status.

Some known characteristics of women veteran VA
patients would be expected to be associated with more favar-
able health atatus, others with lesa favorable health status,
For example, women wterans are on avewage younger than
their male counterparts,® and younger patients tend to be in
better health. Similarly, women are less likely than men o
have seen combat,” 2 potential source of physical injury, emo-
tional trauma, and disability, Conversely, prior work has
shown that the rate of military sexual trauma is substantial-
Iy higher in women veterans than in male veterans™ '™, aexual
trauma is associated with decrements in health.' =" War zone
exposur e ikewise correlates with poor physical health in wom-
e There is little available infor mation about the net effectof
these and other characteristics of women veterans upon health
atatus'”

Contextual factors mediate the impact of illness upon
functional health status, Soclal support 8 a partcularly
powerful contextual factor, affecting a range of health owt-
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Health status and
differential costs of

hospitalized elderly patients
according to gender.




Gender differences in 2634 hospitalized elderly

patients

Total (N=2634)

N (%)/M+sd

Age 77.7+8.1
Living alone 590 (22.5)
Geriatric Depression Scale-GDS 4.4.+3.5
Depressed (GDS 5+) 661 (33.2)
Mini Mental State Examination-MMSE 22.3+8.4
With Dementia (MMSE<18) 570 (22.6)
Cumulative Delirium 371 (14.1)

IADL functions lost (15 days before adm.) 2.9+2.8

IADL functions lost (2+) 1814 (68.9)
Barthel Index (15 days before adm.) 79.4+28.2
Barthel Index (on admission) 60.7+38.6

Funct. status change (before and on adm.)
Barthel index score points loss (5+)
Barthel Index (on discharge)

1176 (44.7)
68.1+36.1

Fem (N=1287)

N (%)/M+sd

78.0+8.0
407 (31.7)
5.1+3.6
409 (40.6)
22.0+8.3
301 (23.8)
158 (12.3)

3.5+3.0
957 (74.4)
79.2+28.4
62.9+37.3

438 (41.8)
69.0+35.3

Mal (N=1347)

N (%)/M+sd

77.4+8.2
183 (13.6)
3.7+3.2
252 (25.7)
22.5+8.5
315 (20.4)
213 (15.8)

2.4+2.4
857 (63.7)
79.7+28.0
58.8+39.5

638 (47.4)
67.2+36.9

P*

.030
.000
.000
.000
151
.082
.005

.000
.000
.618
.006

.000
182



Gender differences in 2634 hospitalized elderly patients

Diseases

Charlson score
Charlson score (4+)

APACHE Il score

APACHE II-APS
APS (4+)

Serum albumin
Serum albumin (< 3.5g/dl)

Drugs (n)

Drugs (7+)

Main reason of admission
Respiratory (pneumonia, COPD)
Cardiovascular
Major Stroke
Cancer (with metastasis)
Cancer (without metastasis)
Liver Cirrhosis
Others

Length of stay (days)

DRG Weight

In hospital mortality

Three months mortality

Total (N=2634)

N (%)/M+sd

5.1+2.0
5.2+1.9
1004 (38.1)
10.7+6.1
4.5+5.3
1169 (44.5)
3.7+0.7
1071 (35.7)
5.9+2.9
666 (34.7)

623 (24.4)
449 (17.1)
308 (12.1)
201 (7.6)
119 (4.5)
105 (4.1)
829 (31.5)
6.5+3.9
1.32+1.40
199 (7.6)
429 (16.3)

N (%)/M+sd

5.0+2.1
4.9+1.7
399 (31.0)
9.9+5.9
3.9+5.0
491 (38.2)
3.8+0.7
442 (35.0)
5.4+2.7
259 (28.6)

258 (20.6)
179 (14.0)
151 (12.1)
79 (6.1)
45 (3.5)
53 (4.2)
522 (40.5)
6.4+3.6
1.19+1.1
80 (6.2)
173 (13.4)

Females (N=1287)Males (N=1347)

N (%)/M+sd

5.1+2.0
5.5+1.9
605 (44.9)
11.5+6.2
5.1+5.5
678 (50.4)
3.6+0.7
526 (39.8)
6.2+3.1
407 (40.1)

365 (28.0)
270 (20.1)
157 (12.0)
122 (9.1)
74 (5.5)
52 (4.0)
307 (22.8)
6.6+4.2
1.4641.7
119 (8.8)
255 (18.9)

P*

.075
.000
.000
.000
.000
.000
.001
.007
.000
.000

.000
.000
.893
.003
.009
.988
.000
132
.000
.007
.000



Our study gives further support to the findings of other reports
utilizing a multidimensional assessment allowing accurate and
objective measurements of psychic, functional, and
comorbidity status. On the base of reported data it is possible
to draw comments to critical points.

a) Does the health status of elderly hospitalised women differ
from that of males?

When hospitalized for an acute disease, male patients have a
more severe health status and a more complex clinical
condition (higher Apache Il score and Charlson score, higher
number of drugs, higher in-hospital mortality, etc.). The more
severe condition is further confirmed by the higher prevalence
of delirium and by the higher functional impairment in males
because both are well known markers of patient vulnerability.



b) Does different social support influence service utilization in
women compared to men?

Data show a significant difference in the percentage of males
living alone in comparison with females. Because women
generally marry older men, and men have a lower average life
expectancy, older women are more likely to be widowed.
Consequently, there are more older women living alone (38
percent) than older men (19 percent), and the percentage
increases with age. The lower family support received by
females partially explains the similar in-hospital length of stay of
males and females, since the formers may be earlier discharged,
although more sick, because they live in a more supported
home environment.



c) Does DRG reimbursement system reflect the hospital costs of
males and females?

Clinical, psychological, and functional data parallel the DRG weight,
which is higher in males than in females. One important point to be
discussed is the higher reimbursement obtained by the hospital for
male inpatients, although their length of stay is comparable with that
of females. Most likely the higher burden of diseases, with the
consequent higher number of medical procedures, balance these
advantages. However, to complete the picture of health care costs of
the elderly, we must consider that because women live longer and
experience more functional limitations than men, the financing and
provision of their care, and specifically long-term care, is a
particularly important issue. With fewer older women than men
having a spouse they can rely on as a primary caregiver, older
women are more dependent upon informal (paid and unpaid)
caregivers, have a stronger need for community-based services (i.e.,
senior centres and convenient transportation), and a greater reliance
on formal care services (i.e., home health care and nursing home
care). As a consequence women exert a higher financial burden on
outside hospital services, overwhelming their total care cost respect
to those of men.



Genere e:

-Mortalita

-Disabilita

-Malattie specifiche
-Comportamenti sanitari
-Utilizzo risorse (costi, DRG)
-Depressione



Donne

Prevalenza dell’'umore

18-29 30-44 45-64 65+

Prevalenza dei disturbi dell’umore osservata per
eta e sesso. Dati tratti dallo studio Epidemiological Catchment
Area (Weissman et al., 1991).



Depression prevalence in hospitalized patients

(ACE MU)
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Depressive symptoms in 390 over 70 home dwelling subjects

GDS
0-10 252
11-20 117
21-30 21
GDS (males)
0-10 92
11-20 23
21-30 4
GDS (females)
0-10 160
11-20 91
21-30 17

%

8.9
64.6
30.0

5.4

74.4
21.3
3.3

59.7
34.0
6.3

Mean sd
6.1
71 5.6
9.8 6.1

Rozzini et al, J Affect Disord, 1997



Original Article

Gender Bias in the Diagnosis of a Geriatric Standardized
Patient: A Potential Confounding Variable

Roya Lewis, M.D., Ruth M. Lamdan, M.D., David Wald, D.O.
Michael Curtis, B.A.

Bachground: Gender bias has been reported in the diagnosis
and ireaimeni of patienis with a variely ofilinesses. In the convex
of ovr I0-station fourth vear Objective Strconred Clinical Eval-
uarion, we guenad whether this could influence diagnosis in a
genairic case. Case writers hypothesized thai, dwe ro this Bas,
the female standardized pavient may be diagnosed with depres-
siom more aften than the male.

Method: 4 muale or fermale gerairic standardized patient pro-
fraved @ dysphonic widow with mild comitive impairment. Si-
denis exarmuned the pareni and documenied the climical en-
counter and their differential diagnosis.

Results: Major depression was diamosed in 93107 fermale stan-
dardized patient encouniers compared with 58(78 male exams,
with the fermale students coniributing most to this difference.

Discussiom: The porensial for gender bias in medical care and
in education remains a concern. We need 1o be mindful of this

when designing clinical shills assessrmenis

Academic Psychiatry 2006; 30 302 -396

Pat ignt and provider gender have been cited and stud-
ied as potential variables in disparities in health care
delivery, outcome, and diagnostic differences since the
15705, Since the Tobin et al. (1) 19587 study reported a six-
fold difference in the rate of coronary artery catheteriza-
tion based on the gender of the patient, other studies have
addressed this potential disparity {2-4). A review of man-
agemeant by race and sex in 2005 showed that the differ-
gnces have not narrowed in recent years (5). New data
analysis suggesis that the pathophysiology underlying
acute myocardial ischemia differs between men and
women, and thus the presentation, diagnosis, and treat-
ment may need to be gender-specific (6). Likewise, the
diagnostic evaluation and treatment recommendations of
deep venous thrombosis (7) and colon cancer screening
practices (&) have been shown to vary by the gender of the
patient as well as the physician.

safran et al. (¥ studied practitioner and patient gender,
race, and age differences in post-operative activity restric-
tion recommendations. They discovered that female pa-
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Social and Gender Inequalities in Depressive
Symptoms Among Urban Older Adults of
Latin America and the Caribbean

Beatriz Eugenia Alvarado,' Maria Victoria ZLl[lZLl[lEngi..l’j Francois Béland.”
Maryline Sicotte,! and Lourdes Tellechea®

‘Gmupc de Recherche Interdisciplinaire en Santé, Université de Montréal, Québec, Canada.
2[‘,'43[:aa:"m:tnq:nt de Médecine Sociale et Préventive, Université de Montréal, Québec, Canada.
"’[)épam:tncm de 'Administration de la Santé, Université de Montréal, and SOLIDAGE,
Lady Davis Institute, Jewish Hospital of Montréal, Québec, Canada.
'*Dcpartatncntn de Geriatria, Universidad de la Republica, Montevideo, Uruguay.

Objectives. This study examined gender differences in depression by examining differential exposure and vulnerability
to sociceconomic factors during the life course.

Methods. The data used for the analyses originated from a cross-national survey of older adults living in seven large
Latin American cities. We examined associations between depressive symptomatology and sociceconomic conditions and
health indicators in childhood, adulthood, and old age. We used the Geriatric Depression Scale to classify respondents
with high levels of depressive symptoms.

Results. The prevalence of depression in the urban population of Latin America was relatively low, ranging across
cities from 0.4 to 5.2% in men and from 0.3 to 9.5% in women. Women were more exposed to social and material
disadvantages during their life course than men but were not more vulnerable to them than men. Current sociveconomic
conditions and health status as well as functional disabilities mainly accounted for gender differences in the prevalence of
depression. Additionally, poor health and hunger during childhood, as well as illiteracy or lack of education, were
associated with depression in both men and women.

Discussion. Cumulative life course exposure to social and material disadvantage and current material, social, and
health conditions explain the higher frequency of depression in women.



Depression in men

While both men and women can develop the standard symptoms
of depression, they often experience depression differently and
may have different ways of coping. Men may be more willing to
report fatigue, irritability, loss of interest in work or hobbies, and
sleep disturbances rather than feelings of sadness, worthlessness,
and excessive guilt. Some researchers question whether the
standard definition of depression and the diagnostic tests based
on it adequately capture the condition as it occurs in men.

Men are more likely than women to report alcohol and drug abuse
or dependence in their lifetime; however, there is debate among
researchers as to whether substance use is a “symptom” of
underlying depression in men, or a co-occurring condition that
more commonly develops in men.

Nevertheless, substance abuse can mask depression, making it
harder to recognize depression as a separate iliness that needs
treatment.



Depression in men

Instead of acknowledging their feelings, asking for help, or
seeking appropriate treatment, men may turn to alcohol or
street drugs when they are depressed, or become frustrated,
discouraged, angry, irritable and, sometimes, violently abusive.
Some men may deal with depression by throwing themselves
compulsively into their work, attempting to hide their
depression from themselves, family, and friends; other men
may respond to depression by engaging in reckless behavior,
taking risks, and putting themselves in harm’s way.

Four times as many men as women die by suicide in the United
States, even though women make more suicide attempts during
their lives. The alarming suicide rate among men may reflect the
fact that men are less likely to seek treatment for depression.
Many men with depression do not obtain adequate diagnosis
and treatment, which may be life saving.



Depression in women



La depressione femminile .... piu
frequente di quella maschile, piu
legata alle défaillances e ai naufragi
delle relazioni interpersonali: piu
radicata nelle metamorfosi
dell’intersoggettivita come struttura
portante della condizione umana.

E. Borgna, Come in uno specchio oscuramente, Feltrinelli, 2007




ILCERVELLO
THE FEMALE BRAIN DELLE DONNE

Louann Brizendine, M.DID. Lovann Brizendine

Gli uomini vengono da Marte e le donne da Venere? La "materia grigia"
di uomini e donne e diversa fin dal momento della nascita e la peculiarita
biologica delle donne - il ciclo mestruale, la gravidanza, il parto,
I'allattamento, la cura dei figli - influisce sullo sviluppo cognitivo, sociale
e comportamentale del cervello. Le prime differenze cerebrali si
manifestano gia dall'ottava settimana di sviluppo fetale - in particolar
modo a causa dell'avvio di quella attivita ormonale che condizionera per
il resto della vita i sistemi neurali di maschi e femmine. Le donne
tenderanno a sviluppare doti uniche una maggiore agilita verbale, la
capacita di stabilire profondi legami di amicizia, la facolta quasi
medianica di decifrare emozioni e stati d'animo dalle espressioni facciali
e dal tono della voce, e la maestria nel placare i conflitti.



Depressive Symptoms After Acute

Myocardial Infarction

Evidence for Highest Rates in Younger Women

Susmita Mallik, MD, MPH, MS; John A. Spertus, MD, MPH; Kimberly J. Reid, MS; Harlan M. Krumholz, MD, SM;
John S. Rumsfeld, MD, PhD; William 5. Weintraub, MD; Purva Agarwal, MD; Mugdha Santra, MD;
Savita Bidyasar, MD; Judith H. Lichtman, PhD; Nanette K. Wenger, MD; Viola Vaccarino, MD, PhD;

for the PREMIER Registry Investigators

Background: Depression is common in patients hospi-
talized with acute myocardial infarction (AMI). In the com-
munity, younger women are uniquely prone to depres-
sion. Whether younger women are also more likely to have
depression during hospitalization with AMI is unknown.

Metheods: A total of 2498 AMI patients (1284 patients
=00 years; 814 women and 1684 men) were enrolled from
19 US centers in the Prospective Registry Evaluating Out-
comes After Myocardial Infarction: Events and Recov-
ery (PREMIER) study between January 2003 and June
2004. Depression was assessed at the time of hospital-
ization and was defined as a Primary Care Evaluation of
Mental Disorders Brief Patient Health Questionnaire
(PHQ) score of 10 or higher.

Results: Younger (=60 years) patients had higher mean
PHQ scores than older patients (6.4 vs 5.0; P<<.001) and
women had higher mean PHQ scores than men (6.8 vs

5.2; P<<.001). When stratified by both age and sex,
younger women had the highest PHQ scores (8.2; P<<.001
for the sex-age interaction). The prevalence of depres-
sion was 40% in women 60 years or younger, 21% in
women older than 60, 22% in men 60 or younger, and
15% in men older than 60. In a logistic model adjusted
for study center, race, medical history, and coronary heart
disease risk factors, the odds of depression for women
60 years or younger were significantly higher than for
the other sex-age groups and were 3.1 times higher than
the reference group of men older than 60 years.

Conclusions: The prevalence of depression is high in
younger women with AMI. Because depression after AMI
has been associated with adverse outcomes, younger
women, a high-risk group compared with men, may par-
ticularly benefit from aggressive screening and treat-
ment of post-AMI depression.

Arch Intern Med. 2006;166:876-883




Relationship of Depression to Death in

Patients With Cardiac Diseases In
Elderly Persons According to Gender




Five years mortality in 538 elderly males and

females living at home according to heart diseases

and depression.

No HD & No Depre
Yes HD & No Depre
No HD & Yes Depre
Yes HD & Yes Depre

Total Males Females
N=538 N=176 N=362
N (%) N (%) N (%)

50/270 (18.5) 24/91 (26.4) 26/179 (14.5)
32/126 (25.4) 14/42 (33.3) 18/84 (21.4)
33/88 (37.5) 14/27 (51.9) 19/61 (31.4)
26/54 (48.1)  9/16 (56.3)  17/38 (44.7)



In elderly subjects depression is an important risk
factor of mortality; in our study it is higher than
chronic cardiac diseases.

Its effect on mortality may be due to a biological effect
on heart function or to changes in health behaviours,
such as nonadherence to prescribed treatment plans.

Our data are in favour of the latter, since depression
exerts almost the same effect in subjects affected by

heart diseases as in non affected ones.



Table 1. Association Between Hip Fracture and Depres-
sion in 766 Elderly Patients Admitted to a Geriatric
Rehabilitation Unit

Total (N = 766) Women (n =565) Men (n = 201)

Fracture Status n/N (%)
Not fractured 286/623 (45.9) 219/439 (49.9) 67/184 (36.4)
Fractured 68/143 (47.5) 57/126 (45.2) 1117 (64.7)

Data are expressed as number of depressed patients over the total number of
subjects for each specific group.

OCTOBER 2007-VOL. 55, NO. 10 JAGS



Dopo frattura di femore 'uomo (rispetto alla
donna) diviene piu depresso, muore di piu e
richiede maggiori attenzioni per la ripresa
della funzione.

Perché? A quali fattori (biologici/clinici)
deve essere attribuita la maggior comparsa
di depressione, la quale a sua volta
indurrebbe la mortalita piu elevata, con un
effetto che si riflette sulla funzione?



E la mancata plasticita
dell’organismo maschile (la

sua rigidita) che rende ragione
della piu elevata mortalita?




Cumulative Survival

Mortality rates in elderly persons living at home according to depressive

symptoms
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Anxiety and the risk of death in older men

and women

HEIN P. |. VAN HOUT, AART|AN T. . BEEKMAN, EDWIN DE BEURS,
HAMNMIE COMIS, HARM VAN MARVI| K, MARTEM DE HAAN,
WILLEM VAN TILBURG and DORLY |. H. DEEG

Background There are inconsistent
reportsastowhether peoplewithansiety
disorders have a higher mortality risk.

Aims Todetermine whether arcdety
disorders predict mortality in older men
and women inthe community

Method Longitudinal datawere used
from a large, community-based random
sample {n=3107) of older menand women
(5585 years) inThe Metherlands, witha
follow-up period of 7.5 years, Ansiety
dreorders were assessed according o
DSM=llcrifena in a two-stage screening
design.

Results  Inmen, the adjusted mortality
risk was L78 {95% C1L.01<3.13) in cases
withdiagnosed anxiety disorders at
bassline. |nwomen, no agnificant
assodation was found with mortality.

Conclusions The study revealeda
pender difference inthe association
between anxiety and mortality. For men,
butnot for women, an increased mortality
risk was found for amdety disorders,

Although the elevared mortality risk in
depression is well established (Cuijpers,
2001}, comparable studies of the risks of
anxiety are sparse and inconsistent (Coryel]
et al, 198&; Jobnson et al, 199); Weisman
et al, 1990; Allgulander & Lavori, 1991
Hermann of af, 2000; Warshaw eof ai,
2000; Joukamaa et al, 2001). An explana-
tion for the inconsistency of reported
momaliy risks of patients with anxiety dis-
arders may be the failure to contral for the
effects of comorbid depression, socio-
economic status and umhealthy lifestyles in
some stodies. These varables are related
both to andety disorders and to subsequent
momality, and nay cause spurioos relation-
ships between anxiety and mortality (Honig
at al, 1992; Lasser et al, 2000).

The main objective of this stedy was to
determine  whether anwiety disorders
predict mortality in older people in the
community. Subsidiary objectives were to
filter ot the effect of comorbid depression,
to compare men and women, and to
explore the effects of potential explanatory
{lifestyle) and confounding variakles,

METHOD

Design and sample
Drata were collected in the context of the




Genere e:

-Mortalita

-Disabilita

-Malattie specifiche
-Comportamenti sanitari
-Utilizzo risorse (costi, DRG)
-Depressione



“Senza speranza, senza paura” e il motto araldico dei Borbone
di Spagna, a cui a fatto oggi riferimento il professore nella
conclusione della sua introduzione. Dentro vi € I'immanenza
della morte, 'ineluttabilita del destino, I'imprescindibilita del
dovere. Il senso della frase non nasce a corte. ll senso era stato
piu dolcemente codificato da Benedetto Spinoza quando
scrisse “Non c’é speranza senza paura né paura senza
speranza”. Da qui poi le variazioni sul tema.

Ma contro tutti gli assunti resta comunque la voce afona di
Nietzsche che ci sibila: “La speranza? La speranza é il peggiore
dei mali perché prolunga le sofferenze”.

Ma qui potremmo fare delle riflessioni non superficiali sul
“prolungare” e sulle “sofferenze”.




Non e infatti questa la fenomenologia della donna che
invecchia? Scrivevo al professore qualche sera fa in uno
scambio epistolare sulle differenze di genere che “la donna ha
una visione del mondo che é fantastica. Sta male perche le sue
fantastiche aspettative, i sogni, non sono mai soddisfatte.
Scrivevo anche, con un po’ di cattiveria maschile, che la donna
pensa che la felicita le sia dovuta. Lei vuole, lei ambisce alla
felicita. Per questo il mondo bruto, le relazioni negative, la
fanno soffrire. L'amore le fa bene, non la salute. L'uomo no,
I’'uomo hai piedi nella terra. E' indifferente al mondo perche sa,
responsabilmente, che comunque dovra fare i conti con i doveri
del mondo. Sta male quando la malattia fisica mina il suo corpo,
non le relazioni, e per questo muore. Muore, depresso, quando
il suo corpo non risponde piu. La donna no! non muore quando
si ammala. Mi domando: non muore forse perché sa sognare?
Perché sa sperare?



Kant disse che c’erano tre grandi questioni. Che
cosa posso sapere? Che cosa devo fare? In che
cosa posso sperare? Ma é forse possibile sapere
che cosa devo fare se non posso sapere in che
cosa posso sperare? Se sono giunto alla
conclusione che non c’e speranza per il mondo, per
I’'umanita, per il pianeta, a che scopo impegnarsi in
qualcosa? La soluzione piu intelligente non sarebbe
forse quella di adottare un atteggiamento di
assoluto quietismo, rassegnandoci subito a lasciare
che avvenga il peggio?



Nei campi di concentramento tedeschi c’era un
gruppo di prigionieri che veniva chiamato dagli altri
detenuti Muselmanner (ossia, “musulmani’). Gli era
stato affibbiato questo appellativo perché avevano
completamente perso la volonta di vivere e si erano
rassegnati allo spaventoso orrore della propria
esistenza. A differenza del condannato a morte, non
erano piu capaci di sperare contro ogni speranza.
Avevano rivolto il viso contro il muro ed erano pronti
a morire.

La loro patetica condizione é la prova che anche la
speranza piu disperata, persino la speranza fondata
su una pura illusione, e sempre meglio che nessuna
speranza.



