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Abstract:
Ageism is a prejudice or discrimination based on a person's age. Older adults in the 65+ age group see
doctors once per month on an average and almost 80 percent of them see a primary clinician at least
once per year (Davis et al., 2011). Ageism can also be in the form of a Healthcare provider dismissing
treatable ailments as a feature of old age, or treating expected changes of aging mistakenly taking
them as diseases (Kane et al., 2004). Ageism can be seen explicitly at any workplace or in any sector,
but its impact is far reaching in the Healthcare System. They are treated by doctors like younger
patients, which is where the problem starts. Same interventions are used for them, which are there for
patients in the younger age group, even though they have a more sensitive anatomy of physique which
metabolizes medicines in an altogether different way. Ironically, despite the growing need for more
providers with expertise in geriatrics, many trainee physicians view the elderly care as frustrating,
uninteresting and less rewarding as compared to other specialties. Dr. Becca Levy (2001) believes
ageism can also operate as implicit thoughts, feelings, and behaviors toward older people that occur
without conscious awareness or control. Whether it is explicit or implicit from the provider’s side, it
puts geriatric patients at risk for under-treatment and over-treatment. So, this paper is an attempt to
study several factors leading to ageism, its impact at various levels and strategies to reduce its
occurrence in healthcare systems. This study has taken into account analysis of various reports, case
studies and research work by experts in this area. Also, few experts from Healthcare Industry were
interviewed for their point of view on this matter and to arrive at a consensus to provide
recommendations to policy makers in this regard.
Introduction: In his Pulitzer Prize (1976) winning book, ‘Why Survive? Being Old in America’,
Dr. Robert Neil Butler defined Ageism as “a deep and profound prejudice against the elderly which is
found to some degree in all of us, ageism allows the younger generations to see older people as
different from themselves; thus, they subtly cease to identify with their elders as human beings.”
Leacey E. Brown from SDSU Extension narrates few examples from everyday life which highlight
Ageism, as:

e Most of us attribute bad memory to our age and firmly believe that as age progresses, we’re

bound to be more forgetful.
e A clear majority of marketing strategies target younger population, despite the fact that older
people have more resources and income at their disposal. Also, the older population is

projected to increase proportionately.
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e Being around older adults is considered undesirable and they are assumed to be belonging to
old age/senior living centers.
e It also gives way to ‘benevolent ageing’ where elderly are seen as lonely and always need of

assistance, though it may not be true always.

With the advancements in medical industry and better financial status and lifestyle, mortality rates
have considerably decreased. Nearly ten thousand Americans enter the 65 years+ age group daily. It
directly implies that more and more healthcare facilities would be required for this ageing population,
which is expected to live at least few decades more. Therefore, the issues in this sector must be
addressed aggressively and ageism being a prominent issue, its solution needs to be given due
importance.

Ageism in Healthcare Sector: This phenomenon is not new in the healthcare sector. There are
certain health conditions, as Glaucoma, Osteoporosis, Prostrate Cancer, dementia, which increases
with old age and early detection or screening can prevent or delay the ill effects. As per a report on
Ageism, ninety percent of older adults in the US are never screened for these conditions, leading to
chronic levels later in life. More than half of older Americans are not able to get routine health check-
ups for basic and vital parameters, as hypertension and high cholesterol levels. As high as one-third of
doctors are of the opinion that hypertension is a normal phenomenon occurring in all aged persons.
(International Longevity Centre, 2006)

There is one more evidence of ageism in Clinical research. Incidence of Breast cancer is more than
fifty percent in the age group of over sixty-five years, but for new drug trials less than ten percent of
participants are from this age group. According to one more study in 1996, even though they are more
likely to die from breast cancer, the likelihood of receiving chemotherapy and radiotherapy after
surgery is lesser in older women. As per a study in the British Medical Journal, 2006, elderly patients
are normally under-investigated for conditions like blockage of carotid artery, which is mostly a
health problem for this age group. Other survey findings at Johns Hopkins University School of
Medicine revealed that only fifty-six percent of medical students would be interested to treat
enthusiastically, pneumonia in a female patient of eighty-five years of age, but if it comes to treating a
ten years old girl, this proportion would be eighty percent.

Our healthcare systems have not fully evolved with the changing times, evidence to this is the
existence of Ageism. Premature functional decline in patients occurs because of Institutional
discrimination of patients based on their age, as reported in one study in the Journal of General
Internal Medicine. The older adults who undergo this differential treatment are more prone for an
increased disabled life in the coming years. According to E. Wesley Ely of Vanderbilt University
School of Medicine, in his presentation at the American Thoracic Society (2003), “Older patients
actually receive less aggressive care than do younger patients,” despite the fact that more than half of

all ICU days are covered by patients above 65 years of age throughout the country. This number
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increases by seven times for the patients above 75 years. So, the older patients in ICU should receive
more interventions and need more resources. On the contrary, mechanical ventilation usage is
considerably less in patients above seventy years of age.

Older customers (patients) are routinely handled differently than their younger counterparts in the
healthcare sector. For similar signs and symptoms, age differentiates the level of treatment in patients,
i.e. lesser the age of patient more attention is given for his/her treatment. As per the U.S. General
Accounting Office report (1997), a vast majority of the beneficiaries of Medicare, with diabetes don’t
receive the recommended investigations and tests essentially required to monitor the disease. Also, in
one more report, it was pointed out that, even though the anticlotting therapy is proven to minimize
deaths due to heart attack in heart patients, aged patients are less likely to get this treatment as
compared to younger ones.

DNR (Do-Not-Resuscitate) is more likely to be ordered for Patients above 75 years of age with the
same severity of health conditions in ICU. Not only curative cares for pathological conditions, old
aged patients are at the receiving end when it comes to preventive and primary care, and also,
rehabilitative and mental care.

In her article on ageism, a New York based geriatrician, Dr. Karin Ouchida highlights the ‘partial’
healthcare system in the United States, towards elderly where there is a negligible support to reduce
the demand and supply gap of geriatric specialists. Ironically, an increasing number of doctors opt out
from the treatment of Medicare sponsored patients, which makes this age group even more
vulnerable. Lack of availability of standard treatment guidelines for elderly pushes the treating
doctors to use the same treatment regimen for young and old patients, which can be disastrous for the
older adults.

How serious is the problem, actually?

Elderly population has to encounter negative stereotypes, which include- fragile, unwanted,
dependent, child-like, helplessness, and mentally retardedness. It has a dual impact, on one side it
creates a social stigma towards the elderly on the other hand, and it makes the elderly, mentally and
emotionally weak, leading to a heightened level of stress, depression and reduced willingness to live.
Many older adults succumb to this pressure and resort to suicidal tendency which itself is a big
problem in the 21% century. Studies emphasize that older senior citizens are a big clientele for
healthcare industry as they comprise about one-fourth of all Out patient and about one-third of all In-
patient visits and negative stereotypes creates a huge gap between these clients and their healthcare
providers.

Following are a few instances of Ageism which occurs routinely in the Healthcare Industry:

e Over treating the elderly patients: Prescribing high doses of diabetes drugs with a biased
opinion that all old aged patients have excessively high blood sugar level, treating all elderly
male patients as potential cases of Prostate cancer, Urinary Tract Infection and hypertensive.
These cases lead to over diagnosis and unnecessary treatment, medication and surgical
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interventions. These are not only unwarranted, but also harmful for many patients. It not only
leads to financial burden, but to a mental and physical trauma as well. Healthcare providers
have their say in this. They believe that over treatment and over diagnosis is always better
than under treatment and under diagnosis, in this era of litigation and patient rights and safety.
At a larger level, this is sheer wastage of resources, time and funds to the extent of about one
third of the total health budget in the United States.

e Under treating the elderly patients: Contrary to the belief involved in the over treatment and
the over diagnosis, there are several cases of providing less than required level of care and
treatment, with an assumption that old age is bound to be problematic and suffering is an
integral part of this. Ignoring obvious signs may lead to chronic conditions in future. In one
such case, a patient with brain tumour was prescribed medicines for headache and migraine
for a long time, even though the patient continuously complained of severe headache and no
relief from medicine. The physician preferred to ignore these signs and avoids investigations
with an assumption that the old aged patients are bound to be complaining even without a
reason. By the time, the tumor was diagnosed, it was too late for his/her survival.

e Having a negative attitude towards practicing Geriatric care: Geriatric medicine is considered
as financially less rewarding and has been stigmatized by the medical fraternity itself. Those
practitioners, who are interested to practices in this field have to overcome peer pressure and
stigma, which makes it further difficult for fresh medical graduates to consider this specialty
as an option. Healthcare providers sometimes ridicule the condition of patients and
unknowingly hurt their sentiments. Making fun of their disability and helplessness is not only
insulting but also unethical.

e Older adults are often prone to domestic violence and physical abuse and ignoring visible
signs of physical violence by a health practitioner can be disastrous for the patient.
Depression in this age group cannot be taken lightly, as the underlying cause may be more
serious than assumed.

e Sexual inactivity is presumed to be age related and the patient may be ridiculed for
complaining about this, but this can also be due to a STD or any other ailment which may
require immediate intervention. Because of ageist attitude in the healthcare setting, the older
patient may not divulge the true complaints leading to serious consequences.

e Presumption about aged patients: Healthcare staff tend to be over conscious or over-
exaggerate the perceived symptoms of old age, as, speaking too loudly when an old patient
arrives, speaking like a baby or abnormal voice, callous listening to their symptoms and a
casual body language can do more harm than good to the elderly patients. Discussing their
patient’s history or symptoms with others is also a breach of the right to confidentiality in

healthcare.

International Journal of Business Research and Management Practices in Global Environments (ISSN: 2473-4047)  Volume-1, Issue-1 (2017)



(75]

. The problem becomes serious when the patient himself/herself starts believing all these
stereotypes and a sense of embarrassment prevails while seeking medical care for the perceived
senile symptoms. To tackle this embarrassment, elderly patients refrain from seeking medical care
for even chronic ailments linking it to their age and inevitable part of ageing. It may lead to
depression and psychological breakdown.
Study conducted in South California:
To have an insight into the issue of Ageing at ground level, a qualitative study was conducted in
2016-17 in few areas of South California, San Diego and Riverside county with a sample size of 265
elderly persons (167 males+ 98 females) in the age group of 65 years and above, 21 healthcare staff
(10 Physicians+ 11 nurses) from public hospitals. The type of sampling used was: Non-probability-
Purposive sampling.
Major findings from Senior-citizens interview:

*  75% (201) of respondents have experienced at least one incident of ageism in the healthcare

institution in their lifetime.

*  70% (141) of respondents have experienced at least one incident of ageism in the healthcare

in the last one year.
*  84% (170) of respondents believe it to be embarrassing and derogatory to their morale.

*  64% (130) of respondents believe they were not given effective treatment because of their

declining age.

*  55% (110) of respondents believe that they are treated like fragile patients because of their

age.

Major findings from Healthcare provider’s interview:

* 100% respondents (21) believe, Geriatrics is a less attractive (financially) branch for them.

*  85% respondents (18) didn’t opt for Geriatrics because of perceived stigma.

* 100% respondents (21) agreed, ageism exists to a very large extent in healthcare sector.

*  90% respondents (19) agreed to have treated elderly patients in a different way unknowingly.
*  57% respondents (12) believe, ageism cannot be removed by awareness alone.

What it leads to?
Either done consciously or unconsciously, it causes real damage to the patient leading to severe
mental and physical health consequences:

* A decreased will to live

*  Less desire to live a healthy lifestyle
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* Impaired recovery from illness

* Increased stress and a shortened life span

» It brings unnecessary stigma that weakens the healthcare system’s capability to treat one of
their major clientele as this group comprises around 27 percent of all doctor’s visits and 35

percent of all hospital stays.

» It discourages more medical professionals to practice gerontology.
Can we tackle this problem?
The solution is believed to be ingrained in the problem itself. It begins with changing the mindset
towards age based discrimination. Thinking negatively about old age is problematic but having
positive opinion and support for older adults would lead to a healthy societal thinking, where there’s
no place for age based discrimination. Based upon the expert opinions, the following few are
ways/recommendations towards solving this problem:

e Heterogeneity should be recognized and respected: Having adequate exposure to the physical,
mental and medical conditions of the elderly may enable medical practitioners to treat the
elderly in a clinically different way as compared to the young patients. Every old age person
is not disabled and every old age person is not fully active. Like the younger patients, senile
patients also need to be treated, as per their clinical condition as per not their age. This move
would warrant enhanced support and recognition for Geriatrics practitioners and encouraging
fresh medical graduates to opt for geriatrics as their specialization.

e Research avenues in this area also need to be explored with adequate funding and support. It
can highlight the key problem areas and to develop a robust system of standard
practice/clinical guidelines to be followed specifically for this age group.

e Policy makers have a huge responsibility of making arrangements in the existing framework
to make elderly friendly policies to enhance their employment opportunities suited to their
level of activity. Housing and public transportation should also be designed to allow seamless
accessibility and convenience. Healthcare is one area which needs overhauling in terms of
sensitization, accessibility and affordability. Even the Institutes needs to be restructured for
easy access. Once the senior citizens are brought to mainstream, it would be evident to all
sectors and the loopholes can be plugged.

e We need a huge network of healthcare providers trained in the specialization of geriatrics. It
will ensure the health quotient of population is maintained even after certain age. Also, the
growing demand of long term care must be addressed in the Medicare and Medicaid program.

e Concept of “‘Ageing in place’ should be supported at appropriate levels, as it can not only
bring a sense of self dependence but also is cost-effective. Moreover, there can be a
mechanism to support unpaid care givers. It can be in the form of Social Security credit or

incentives for this contribution to the aging society.

International Journal of Business Research and Management Practices in Global Environments (ISSN: 2473-4047)  Volume-1, Issue-1 (2017)



(77]

Conclusion:

Combating the ideology of ageism is significant as it is against the basic fundamentals of equality and
justice. It needs restructuring the system at various levels and needs input and active participation
from all sectors and all age groups. It is also a system of payback for the contributions made by senior
citizens during their lifetime towards the society. They have done their part and now it’s the next
generation’s turn to return their favor. It is not a phenomenon which can take place in one or two
decades, rather it may take one or two generations to undo the damage caused by ageism. The efforts
would undoubtedly benefit the forthcoming generations.
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