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Life expectancy in older persons
Years still to live

Age 70 75 80 85 90 95  70 75 80 85 90 95 

Healthy 18.0 14.2 10.8 7.9 5.8 4.3  21.3 17.0 13.0 9.6 6.8 4.8 

Average 12.4 9.3 6.7 4.7 3.2 2.3  15.7 11.9 8.6 5.9 3.9 2.7 

Frail 6.7 4.9 3.3 2.2 1.5 1.0  9.5 6.8 4.6 2.9 1.8 1.7 

 
 
Based on NCMS Life Tables of the United States 1997,  
Adapted from Walter LC and Covinsky KE. JAMA 2001:285; 2750-6 

Men Women
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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



(Fransen M. et al, JAGS 50:685-690, 2002)



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.













Conclusions. The findings indicate that in-
hospital death rates are generally higher in men 
than in women, after adjusting for severity of 
illness. 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 illness, or 
biological differences in men and women.

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
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Health status and 
differential costs of 
hospitalized elderly patients 
according to gender.



Total (N=2634) Fem (N=1287) Mal (N=1347)

N (%)/M+sd N (%)/M+sd N (%)/M+sd P*

Age 77.7+8.1 78.0+8.0 77.4+8.2 .030
Living alone 590 (22.5) 407 (31.7) 183 (13.6) .000
Geriatric Depression Scale-GDS 4.4.+3.5 5.1+3.6 3.7+3.2 .000

Depressed (GDS 5+) 661 (33.2) 409 (40.6) 252 (25.7) .000
Mini Mental State Examination-MMSE 22.3+8.4 22.0+8.3 22.5+8.5 .151

With Dementia (MMSE<18) 570 (22.6) 301 (23.8) 315 (20.4) .082
Cumulative Delirium 371 (14.1) 158 (12.3) 213 (15.8) .005

IADL functions lost (15 days before adm.) 2.9+2.8 3.5+3.0 2.4+2.4 .000
IADL functions lost (2+) 1814 (68.9) 957 (74.4) 857 (63.7) .000

Barthel Index (15 days before adm.) 79.4+28.2 79.2+28.4 79.7+28.0 .618
Barthel Index (on admission) 60.7+38.6 62.9+37.3 58.8+39.5 .006
Funct. status change (before and on adm.)

Barthel index score points loss (5+) 1176 (44.7) 438 (41.8) 638 (47.4) .000
Barthel Index (on discharge) 68.1+36.1 69.0+35.3 67.2+36.9 .182

Gender differences in 2634 hospitalized elderly 
patients



Total (N=2634) Females (N=1287)Males (N=1347)

N (%)/M+sd N (%)/M+sd N (%)/M+sd P*

Diseases 5.1+2.0 5.0+2.1 5.1+2.0 .075
Charlson score 5.2+1.9 4.9+1.7 5.5+1.9 .000

Charlson score (4+) 1004 (38.1) 399 (31.0) 605 (44.9) .000
APACHE II score 10.7+6.1 9.9+5.9 11.5+6.2 .000
APACHE II-APS 4.5+5.3 3.9+5.0 5.1+5.5 .000

APS (4+) 1169 (44.5) 491 (38.2) 678 (50.4) .000
Serum albumin 3.7+0.7 3.8+0.7 3.6+0.7 .001

Serum albumin (< 3.5g/dl) 1071 (35.7) 442 (35.0) 526 (39.8) .007
Drugs (n) 5.9+2.9 5.4+2.7 6.2+3.1 .000

Drugs (7+) 666 (34.7) 259 (28.6) 407 (40.1) .000
Main reason of admission

Respiratory (pneumonia, COPD) 623 (24.4) 258 (20.6) 365 (28.0) .000
Cardiovascular 449 (17.1) 179 (14.0) 270 (20.1) .000
Major Stroke 308 (12.1) 151 (12.1) 157 (12.0) .893
Cancer (with metastasis) 201 (7.6) 79 (6.1) 122 (9.1) .003
Cancer (without metastasis) 119 (4.5) 45 (3.5) 74 (5.5) .009
Liver Cirrhosis 105 (4.1) 53 (4.2) 52 (4.0) .988
Others 829 (31.5) 522 (40.5) 307 (22.8) .000

Length of stay (days) 6.5+3.9 6.4+3.6 6.6+4.2 .132
DRG Weight 1.32+1.40 1.19+1.1 1.46+1.7 .000
In hospital mortality 199 (7.6) 80 (6.2) 119 (8.8) .007
Three months mortality 429 (16.3) 173 (13.4) 255 (18.9) .000

Gender differences in 2634 hospitalized elderly patients



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 II 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.
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Depression prevalence in hospitalized patients 
(ACE MU)
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Rates of antidepressant's prescriptions according to gender and age 
strata in elderly patients living at home
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Rozzini et al. Int J Geriatr Psychiatry, 2008



n. %    Mean  sd 

GDS 8.9 6.1
0-10 252 64.6
11-20 117 30.0
21-30 21 5.4

GDS (males) 7.1 5.6
0-10 92 74.4
11-20 23 21.3
21-30 4 3.3

GDS (females) 9.8 6.1
0-10 160 59.7
11-20 91 34.0
21-30 17 6.3

Depressive symptoms in 390 over 70 home dwelling subjects

Rozzini et al, J Affect Disord, 1997







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 illness 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 men



Depression in women



La depressione femminile …. più 
frequente di quella maschile, più 

legata alle défaillances e ai naufragi 
delle relazioni interpersonali: più 

radicata nelle metamorfosi 
dell’intersoggettività come struttura 

portante della condizione umana.

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



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





Relationship of Depression to Death in 
Patients With Cardiac Diseases in 
Elderly Persons According to Gender



Total Males Females
N=538 N=176 N=362

N (%) N (%) N (%)
No HD & No Depre 50/270 (18.5) 24/91 (26.4) 26/179 (14.5)
Yes HD & No Depre 32/126 (25.4) 14/42 (33.3) 18/84 (21.4)
No HD & Yes Depre 33/88 (37.5) 14/27 (51.9) 19/61 (31.4)
Yes HD & Yes Depre 26/54 (48.1) 9/16 (56.3) 17/38 (44.7)

Five years mortality in 538 elderly males and 
females living at home according to heart diseases 
and depression. 



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.





Dopo frattura di femore l’uomo (rispetto alla 
donna) diviene più depresso, muore di più 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 mortalità più elevata, con un 
effetto che si riflette sulla funzione? 



È la mancata plasticità 
dell’organismo maschile (la 
sua rigidità) che rende ragione 
della più elevata mortalità?



N=43/261

N=37/131

N=34/97

N=23/43
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“Senza speranza, senza paura” è il motto araldico dei Borbone
di Spagna, a cui a fatto oggi riferimento il professore nella 
conclusione della sua introduzione. Dentro vi è l’immanenza 
della morte, l’ineluttabilità del destino, l’imprescindibilità del 
dovere. Il senso della frase non nasce a corte. Il senso era stato 
più dolcemente codificato da Benedetto Spinoza quando 
scrisse “Non c’è 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 è il peggiore 
dei mali perché prolunga le sofferenze”. 
Ma qui potremmo fare delle riflessioni non superficiali sul 
“prolungare” e sulle “sofferenze”. 



Non è 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 è fantastica. Sta male perchè le sue 
fantastiche aspettative, i sogni, non sono mai soddisfatte. 
Scrivevo anche, con un po' di cattiveria maschile, che la donna 
pensa che la felicità le sia dovuta. Lei vuole, lei ambisce alla 
felicità. Per questo il mondo bruto, le relazioni negative, la 
fanno soffrire. L'amore le fa bene, non la salute. L'uomo no, 
l’uomo ha i piedi nella terra. E' indifferente al mondo perchè sa, 
responsabilmente, che comunque dovrà 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 più. 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 è forse possibile sapere 
che cosa devo fare se non posso sapere in che 
cosa posso sperare? Se sono giunto alla 
conclusione che non c’è speranza per il mondo, per 
l’umanità, per il pianeta, a che scopo impegnarsi in 
qualcosa? La soluzione più 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 Muselmänner (ossia, “musulmani”). Gli era 
stato affibbiato questo appellativo perché avevano 
completamente perso la volontà di vivere e si erano 
rassegnati allo spaventoso orrore della propria 
esistenza. A differenza del condannato a morte, non 
erano più capaci di sperare contro ogni speranza. 
Avevano rivolto il viso contro il muro ed erano pronti 
a morire. 
La loro patetica condizione è la prova che anche la 
speranza più disperata, persino la speranza fondata 
su una pura illusione, è sempre meglio che nessuna 
speranza.


