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Letter from North America

MEDICAL CARE FOR THE ELDERLY
When Thomas Jefferson signed the Declaration of
Independence in 1776, at the age of 32, he was on the brink
of old age. Only 20% of newborns lived to be older than 42
in the eighteenth century. Today, 12% (36 million) of the US
population are 65 years or older and this is expected to
double by 2030. Moreover, the number of Americans between
the ages of 45 and 64 years, who will be reaching 65+ years
over the next two decades, increased by 38% during the past
decade. This trend is not unique to the USA. It is projected
that by 2050, one in three Europeans will be older than 65
years. The global population of more than 65-year-olds was
estimated at 461 million in 2004, an increase of 10 million in
just one year from 2003.

The reversed ratio of the increasing older population and
declining younger population is an alarming observation in
developed societies. Increasing life expectancy, declining
fertility and reductions in maternal mortality are hypothesized
to be some of the reasons for this trend. Research shows that
individuals who reach the age of 65 years are relatively healthier
and live longer than those who do not live to be 65. In western
countries, people reaching 65 years of age have an average life
expectancy of an additional 18 years. The 85+ population in
the USA is projected to increase from 4.6 million in 2002 to 9.6
million in 2030. To offset this, governments in countries with
low fertility rates have employed various means to increase
fertility. Some of these attempts include financial incentives
for additional births, tax reductions, preferential access to
subsidized housing, more liberal maternity and paternity leave
and childcare arrangements, and legislation promoting gender
equality in employment. These incentives have yet to yield any
positive results.

The financial strain on society from providing for the
healthcare of increasing numbers of senior citizens is evident.
Chronic medical conditions requiring continued attention are
common in the elderly (43% have hypertension, 36% have
arthritic symptoms, 31% have heart disease, 20% have cancer
and 15% have diabetes). Poverty among the elderly makes
matters even worse. In the USA, about 3.6 million senior
citizens lived below the poverty level in 2002. About 31% of
non-institutionalized senior citizens live alone, often causing
them to get admitted to hospitals at late stages of their disease.
Federal programmes that help keep senior citizens in their own
homes are having financial problems. For example, the recent
rise in petroleum prices resulted in many organizations cutting
down their meal delivery to only weekdays, leaving senior
citizens to fend for themselves on weekends. Maintaining
these programmes as demands grow will require either cutting
current benefits and services or raising taxes, or both.

To meet the healthcare needs of the elderly, several healthcare
delivery models now exist. The traditional ‘needs-related’
model of care in the US is based at a non-acute site, such as
skilled nursing facilities and rehabilitation units, whereas the
‘integrated age-related’ model existed for long in the UK.
Research shows that increasing healthcare costs are attributable
not just to ageing populations but also to inefficiencies in

healthcare systems such as excessively long hospital stays,
the number of medical interventions and the use of high cost
technologies. In the UK, people who are more than 65 years of
age now occupy two-thirds of general and acute hospital beds.
Interestingly, a study published in The Journal of the American
Medical Association (JAMA) concluded that Americans 55
years and over are much sicker than their British counterparts,
even though the US spends more than twice as much per person
on healthcare as Britain. American per capita expenditure on
medical care is US$ 5274 a year compared with US$ 2164 in
Britain. The article observed that middle-aged to older US
residents have higher rates of diabetes, hypertension, heart
disease, heart attack, stroke, lung disease and cancer than their
British counterparts.

As the population of senior citizens grows, taxpayers are
feeling the impact. In the USA, Social Security, which is
supposed to help support retired workers financially in their
old age, is projected to run out of money by 2041, despite
continuing contributions from today’s workers. Medicare is
supposed to help pay healthcare costs to treat the aged, but it
too may be bankrupt by 2020. As the current population ages,
healthcare staff are also ageing. Their retirement adds further
strain to the healthcare system as well. The demand for nurses
is expected to grow by 40% between 2002 and 2020, while the
availability of new nurses will increase by only 6% over that
time, according to the US Department of Health and Human
Services (HHS). HHS projects that by 2010 at least 1 million
nursing jobs nationwide will go unfilled. Ageing is not merely
a matter of accumulating years but also a process of ‘adding
life to years, not years to life’. Poor general health at an older
age requires a higher number of future caregivers with a higher
associated cost for this care. These caregivers include the
people who often drive senior citizens to the doctor’s office, to
the pharmacy, cook meals, run daily errands and do standard
housework. In many cases, providing this type of care to the
elderly requires training, which can be expensive.

These needs are no longer unique to developed countries.
By the year 2025, 12% of the world’s population will be over
60 years old and 70% of them will live in developing countries,
called the ‘demographic time bomb’ by researchers. In some
Asian countries, the increase in the elderly population could be
up to 400% over the next 25 years. It took over 100 years for
Belgium’s population of over 60-year-olds to increase from
9% to 18%, but Singapore will achieve this doubling rate in just
20 years. It is projected that by 2020, two-thirds of the world’s
elderly will live in India and China.

With a comparatively young population, India is still poised
to become home to the second largest number of senior citizens
in the world. According to the Census of India, it is expected
that India’s elders (age 60+ years) may number 323 million by
2050, which is more than the entire US population. From an
average life span of 53 years in 1975, life expectancy in India
reached an average of 64 years by the year 2000 and is expected
to average around 72 years by the year 2025. The majority of
the elderly population in India (80%) lives in rural areas and
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30% are below the poverty line, making service delivery a
challenge. Blindness in the elderly was 10 times higher than in
the general population. Nearly 60% of the elderly who live in
India’s rural and urban areas have hearing impairment, which
is 8–9 times higher than that in the normal population as a
whole. Contrary to the West,  of the elderly population in
India, 51% is projected to consist of women by the year 2016.
Western studies predict that in India, older women are likely to
face four major hardships—being women, being old, being
poor and being widowed. They are therefore more likely to be
vulnerable physically and psychologically than men. Indian
studies, however, show that despite several social disadvantages,
older women cope with their life situation with remarkable
flexibility and adaptability.

India faces an important challenge in dealing with the
burden of communicable and degenerative disorders together
with physical disabilities in the face of economic constraints.
However, India claims that its advantages are the concept of
family care, a positive attitude towards the elderly, non-
materialism and vegetarian food habits, which have important
implications towards societies’ obligation to the aged.
Appropriate policies to address healthcare challenges for the
ageing population are crucial for India to simultaneously meet
the healthcare needs of its elderly population while continuing
with its economic development. While one can learn from the
policy successes and failures of developed countries, adopting
these policies in a short time-frame and at much lower levels of
economic development is impractical. Many Asian countries
are providing adult day care and counselling services to help
family caregivers. Singapore is providing home health aides,
nursing care at home and priority for preferential housing
assignments to family members who are willing to live next
door to their older relatives. Malaysia is offering tax benefits
to adult children who live with their parents.

The elderly in India have relied heavily on their family for
personal care and support. Today, however, such support is
under pressure from trends that include falling fertility rates,
changing cultural norms, increased longevity of the elderly
and the migration of young people from rural areas to cities and
away from elderly relatives. Families are also practising more
birth control and more women are joining the workplace. This
is another factor contributing to the falling fertility rates. The
result is fewer children as caregivers. WHO policy advisers
point out that India currently has or will have a ‘demographic
window of opportunity’ over the next generation. This window
has been opened by falling fertility rates, which means that,
over the next few decades, the number of working-age adults
in India will continue to grow faster than the number of
children and elderly. WHO suggests that this would be an
optimal time for India to invest in a formal system of support
for its elderly population. Some of the proposed measures
include giving  the elderly opportunities to work longer to save
more money for retirement, facilitate family provision of
support, create public housing options for multigenerational
living, increase employment opportunities for the elderly,
increase workforce retention levels, eliminate work
disincentives and labour market impediments to the elderly
such as low mandatory retirement ages, increase both flexible
and part-time employment options, as well as expand
educational programmes for older workers.

WHO also suggests that developing countries should
implement primary prevention programmes to encourage

healthy lifestyle choices that would mitigate chronic diseases
or delay their onset. A WHO study projects that by 2015,
deaths from chronic diseases such as cancer, hypertension,
cardiovascular diseases and diabetes will increase by 17%
from 35 million to 41 million worldwide. Primary prevention
programmes such as tobacco education and control are one
example of these low-cost interventions. In response, the
Indian Government enacted a comprehensive national law for
tobacco control in 2003. Mechanisms for secondary prevention
are also important such as the use of aspirin, beta-blockers and
statins for chronic diseases. Incorporating such secondary
prevention measures also means providing the technical skills
to diagnose and care for patients as well as providing the
appropriate medication. This report also points out that
adherence to long term therapy for chronic illnesses is only
50% in developed countries, and is likely to be even lower in
developing countries. Such poor treatment compliance could
be bolstered by cultivating better health awareness through
education and outreach programmes.

Both the USA and India have a long way to go to provide
optimal healthcare for their growing elderly population in the
coming decades. It would be prudent for the USA to reassess
its current policies while India takes notice of the benefits and
pitfalls of the policies already implemented in developed
countries to ensure that appropriate healthcare is available for
the elderly as the number of elderly citizens is on the rise.
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