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Lorienne: I can see the captions.
Good morning. We'll give people another minute to come in.
Hello hello. Delightful to see you.
We should be expecting a couple more. I know you don't have a long commute.
Excellent, everyone checking in on the chat.
All right, we are mostly here. So we will get started.
So enthusiastic in the chat. Love it, okay. That's going to make our first exercise together quite easy. We are going to start with a mood check. You're three weeks into the term. Let's see how we're all feeling at this point. Take a look at the cats and decide which one resonates with you. And then we will do a poll.
Okay, most people have checked in.
So let's see, are you seeing the results on the screen? Awesome. Okay. So a bunch of you picked number three, I don't know if that's angry or playful. Or at least bity.
I'm glad we're not in person. Four is a little yawn. I'm a little terrified of you all now. Another bity one. Many of you are looking‑‑ is that distress or happy? And we have another bitey. And I'll go with playful for the last one.
Excellent, okay good. Thanks for participating.
All right before we get into material, I want to do a quick course check in.
 I think all of you have signed up for a disease now, correct? And that assignment is due next week. I'm so sorry, I didn't unlock it right away. Thank you for letting me know.
Are there questions on that assignment? Good to go, straight forward? You can contact me or Erika if anything comes up as you're working on that. Okay. All right then, let's launch into our content. So last week we started the course talking about just some general characteristics of aging. You did your scavenger hunt to figure out some things like where older adults are living. Their internet use. And their finances. So just to get a picture broadly speaking of older adults. Today we're going to do a very quick tour of the whole system.
And what happens as we age.
If anyone comes from a biology background, you might be a bit embarrassed by how light this is. But I want to give everyone kind of a sense of what's happening across our bodies. So we'll talk a little bit about why we age and why we die. And then a bit about how we age and then we're going to‑‑ I'm always trying to find the positives in this class. Sometimes when we talk about age‑related changes, it can seem quite dark. So I want to talk about positives as well.
For today's class I'm not going to highlight implications for today's audiology. But I want you to make your own notes. So  think about as I talk about something. Oh, this has implications for what I do in the clinic. Or how I work with my patients. So make notes of that. We'll talk about it a bit today. But it's also going to be relevant for your case study assignments that we'll be introducing to you shortly. Okay so I want to start with theories of aging.
And talk about if we are able to cure every single disease. Why don't we stay young forever.
Why don't we live forever. And you're probably familiar with this idea of the fountain of youth.
So people for centuries have been chasing after mythical ways to stop ourselves from aging and dying.
This idea that somehow if we do enough, we're going to be able to prevent ourselves from dying. And it seems like no matter what advances have been made, there seems to be this upper limit of life expectancy.
In humans, that seems to be about 120 years. Other species have different maximum life expectancies. There doesn't seem to be much we can do about that end point. If you look at survival curves, which is what I'm showing here, this curve is showing proportion of people surviving to a given age. And the X axis here shows age in years. Okay from 0 up to 120. And so if the line is up here, it represents 100% of people surviving. As the line drops, we're seeing you're down to 80%. It would be about 20% of people are not surviving to that age, okay. So you can see back in the 1850s before we had vaccines.
And medicines. There was a lot of childhood mortality. So you can see that survival rate dropping quickly, all right. So not a lot of people living past age 60.
And as our medicine has gotten better, you can see that more and more people are living through childhood middle age. And there seems to be this drop‑off happening above 90. So we're not really able to extend life past that point. This kind of depiction is called rectangularization of the survival curve. And you can see why. So as we kind of get towards this ideal projected for five years from now. This line looks like more of a rectangle. So more people living longer. And then people live longer from the life expectancy. So what this means for us, is we're going to have more and more older adults on our case load. More people are living longer. And next week as we get into the age‑related changes in the auditory system, we'll see that there is just going to be age‑related hearing loss. So that is more common. And as we have more people living longer, we're just going to have more people who need our help. This related concept idea of life expectancy. So you can see the definition at the bottom here. So the average number of years.
A newborn would live. If we're looking at mortality rates right now. If that stays the same throughout the newborn's life. And so kind of going along with that survival curve I just showed, we can see that life expectancy has really increased. Remember we talked last week about the definition of old. And we talked about 65 was chosen as the date when you can start getting a pension. Because people really weren't living past 65. So even in 1950 life expectancy was on average 65.
We can see generally life expectancy has increased in every region of the world. In Asia there was that big famine. So impacting that life expectancy. And then of course when Covid hit we saw a dramatic decrease in life expectancy at that point. So generally we Soo that upper trajectory tying in with the survival curve. So the theories of aging really try and explain that. So why do we seem to age and die? What theories are behind that? So from the assigned reading for today, the evidence there is that we're going through this process of natural selection. And basically our bodies are designed to allow us to reproduce.
Create the next generation. We're not really designed to live longer ourselves past that. So everything is optimized to create the next generation.
Now, I do not have children myself. I am not preaching any particular approach. It just seems to be these are the theories. So if we look at that, we can see why that seems to be the case for a lot of these theories. So if you did take a look at the reading, you'll have seen that there are hundreds of theories about why we age. And why we die. And kind of going to try to focus in on sort of a few main categories of these theories.
And some of the more common ones that seem to have a bit of evidence for them as well.
So the first one is this evolutionary idea. So evolutionary senescence just aging. The evolutionary senescence theory of aging. And the idea here isn't that we are pre‑programmed to age, but just that aging is a side effect. So all of the Genes we have that are beneficial early in life to get us through to reproduction may not be hopeful later. And if you study your genetics, you can see why our systems are not going to stop us from passing on those Genes. Because they don't kick in until after we've reproduced, right. So there's nothing to take those aging Genes out of the Gene pool. That's as in depth we're going to get in each of these theories. So we're keeping it very high level here. The next type of theory looks more at environmental insults which doesn't mean that Oh we're destroying our environment therefore it's destroying us. It's really just damage from years of being alive in this earth. So this theory gets at‑‑ we age because of exposure to environmental insults. Or just random destruction over time. And put in brackets here. Kind of some of the other terms that are used for this. So things like ox dative damage. Free radical theory. So this includes things like‑‑ just random errors as cells reproduce. As they are reproducing over time. You know you get to a certain point. It's like the telephone game. If you kind of keep repeating a message over and over. There's going to be mutations. You're going to get errors. And so just the longer you live, the more possibility of errors there are.
That are just causing damage.
This idea of ox dative stress or almost rust. So kind of ourselves are rusting. Just they've been around. They are kind of getting a little bit gunky so developing some rust and debris. And this idea of wear and tear.
So over time this builds up and causes damage to our DNA.
That really is only evident after reproductive age. So those can be passed on.
Also going to be affecting us. Not selected out of the Gene pool. And they are affecting us as we get older.
And‑‑ so because this is‑‑ this should be common to all species, right? Subjected tone environmental stressors. It kind of doesn't solve the problem of why different species have different maximum longevity like expectancy. So it is tied in without how efficiently we can repair and recover from these‑‑ from this damage. And so species that have tender life spans have more e efficient mechanisms. So if you get mutations in there. Then species that live longer are able to repair those‑‑ that damage. Or clear the rust out. And things like that.
So that's why mice live only a couple of years. We live 120. And really what it's saying. Even in the absence of disease we're seeing more distribution of the hormones throughout the system. This one here seems to get good evidence for it and it's this idea of‑‑ okay replicative senescence hypothesis of aging. So how many of view heard of telomeres. If you have a biology background you probably have. Quite a few of you, yeah. Really tabs if you look at the blue here. These protective caps on the ends of selves. When cells divide‑‑ so is there growing replicating. If you lose all of it then the cells can't divide. If you can't have recovery of the system you can't have cells dividing and replicating again. If you do want to limit how often cells can replicate. So in cancer, for example. You have cells that are replicating out of control. Cells that can't provide and reproduce. But it does mean that there is a life limit. There's at this point no consensus on why we age or die. There's really no end to this point. And as we get into the biological changes, we'll see kind of the implications. So what's changing in our bodies. These bodies related to these theories. So I want to do a little check in. This in a minute.
Anyone got any notes for yourself yet? 
  Jasmine: I think with change in hormone levels, I remember reading that hearing can change. 
  Lorienne: Yeah, absolutely that's great. Really good to flag that. And we're going to talk about that. In two weeks we talk about thresholds.
And the hormone effects particularly in women as that changes through age. Yeah, perfect. Yeah, it's okay if you don't have much more yet but I do want to encourage you to be thinking about that and making notes for yourself.
Okay so we're going to move away from theories of aging.
And now talk about how we age. So we talk about why we don't die. The fact that we do age. Did I say why we don't die? I'll drink more coffee. Okay. Why we age and why we die. Now we talk about how. So what that looks like in our bodies.
We're going to stay away from the auditory system this week. And we'll get into the specifics of that next week. So today is the whole system. So we talked last week about some general changes of aging. And I'm going to repeat them a bit here. Because this is true when we're talking about biological changes. So one of the first things that we see again in the absence of disease. Really decline in the ability to respond to stress. Where again we don't just mean like Oh‑‑ I have too many final exams this week, stress.
But it could be psychological stress. It could be‑‑ a heat dome. It could be an illness. To absolutely qualify as stressors to the body. Not just the way our mind perceives them. And that's because it gets harder for the body to maintain homeostasis. So homeostasis is kind of normal operating levels, right. So everything is humming along just fine. And you know‑‑ after there's been a change or an insult to the system. Homeostasis really is a self‑regulating mechanism that helps keep us stable. So after you've been sick. After you've had a virus, it may take you kind of a couple days to bounce back from that. That's you returning to homeostasis. Your fever comes down. Your nose stops running. Fatigue starts to go away. And as those repair mechanisms in the body start to slow down, it's really harder to come back to those normal operating levels. To maintain that homeostasis. So keeping your temperature. So if someone has been overheated, it can take longer to bring that core body temperature down. Nutrient levels, if someone's been without food or been eating poorly for awhile. It takes longer to start getting those nutrient levels back. All of the appropriate levels. And that's in the absence of disease. Another change we see broadly is a lot of organs will show changes in functional or reserve capacity. So meaning that basically they are working within normal limits. But you're only going to see that age‑related change when you stress the system. So everything can be humming along fine. But it's really when you need to tap into reserve capacities that you see those aging changes.
The other thing as we talked about last week if something is aging, it happens to everyone in the species.
Okay. Disease processes are individual that can be very common.
But they don't happen to everyone. And aging change has to happen to everyone within the species. Who lives long enough. It happens to everyone but the rate at which it happens for everyone is going to look quite different. So it's going to depend on intrinsic or genetic factors so what they are born with. And also what you're exposed to. So extrinsic factor, things outside of you. Your environment that you live in.
At all the rate. So aging intrinsic to the organism. So extrinsic factors can slow it up or speed it down. Hope you can live your way out of dying.
I know there is an influencer showing you to defeat death.
But we're already seeing the bad experience there to fail on him. But there doesn't seem to be anything extrinsic we can do to really extend life. And certainly genetic factors play into this. Now we want to give a bit of positive. We're going to talk a lot about changes that are happening mostly deterioration. I love that quite a few of you as reading your comments on the discussion thread introducing yourselves last week.
Quite a few of you talked about how your experiences reminded you of the importance of seeing individual differences.
So some of you talked about seeing grandparents aging very differently.
Really recognize individual differences. So I wanted to show you a couple of photos.
This is from a photo series called growing old is not for sissies. Really trying to change the stereo type of that older frail adult. You can see as you look at these pictures these are clearly older people. You can see those elements of age on them. But also really, strong individuals very capable individuals. Who are doing some pretty wild sports as well.
So encourage you to keep that image in mind.
Either from these photos or your own experiences to really get away from thinking only of what's declining. But also thinking about what is possible? All right that being said we're going to talk about how everything goes downhill.
So keep those images in mind. So we're going to go through very briefly looking at sort of every biological system. So start with body configuration. There are a lot of things that get reduced.
So loss of body water.
Reduction in lean body mass. Particularly decrease in bone mineral density. Again just within normal limits changes.
So a lot of these things are going to lead to a decrease in height. There are can be changes to the skeleton. You know thins of the discs in the spine. So if the discs are thinned, the spine is going to get shorter. And that leads to overall shorter appearance. That couple with some weakening and shrinking of muscle groups, overall, there is this reduction in height. This is a little bit‑‑ my grandparents were fine with this. But‑‑ as they got older, they just got shorter and shorter and shorter. And I'm short, but at some point, I surpassed them quite quickly. And you saw their picture last week. They had this white fluffy hair. So for some reason we started calling them the small, white and fluffies. They were fine with it. But they were just like these tiny, tiny little people. And they just got short were these age‑related changes over time.
And you can see it in these pictures here. You can see how the changes in the spine are starting to impact the appearance of height.
As we go from younger to older. So as the spine is curving more with these changes in the tendons and the discs, it is bringing down the height of the individual.
Now this one over on the right, that's more of a disease process. When you really see the shoulders hunched over like that. That's not just a normal aging‑related change. But you can absolutely see how these changes in the spine are starting to affect the appearance of height. Okay. So the skin. Lots of things are happening with the skin. So it tends to be thinner and drier.
So a couple of things. Because it is thin and dry, it's not as flexible. So it's more likely to tear.
If it catches on something. It's not going to be just moving. And also it doesn't repair as quickly. So if there is damage to the skin, that damage is going to last quite a bit longer. Couple of other things that can affect the skin.
There's decreased sensitivity to pain and there are some disease processes that add onto that as well.
But if you are less sensitive to pain, you're not going to notice the pain signal that tells you okay move away from that hot stove. Or stop touching that thing that's causing damage. Therefore you're more likely to get injuries as well. Decreased thermoregulation. So a lot of controlling our body temperature is happening via our skin.
And if that‑‑ you're less able to control your body temperature.
And finally this skin is just more susceptible to infections and to cancer. And we'll talk next week about skin cancer particularly on the pin. In terms of infections, it's probably okay me telling you this. One of my neighbours had a very bad skin infection last summer. He was in the Hospital for three months. He's in his 80s.
And it never did go away. So last week, he had part of his foot amputated. So that susceptibility to infections and not being able to fight it off has significant implications.
Okay, so that was the skin. Biological changes to the nervous system. So we're talking about mostly the brain. So there are some changes you might be able to predict.
Based on what we've talked about.
So there is the loss of a lot of cells, neurons, tissue in the brain.
Reduced blood flow as well.
So that is all going to lead to decreased brain weight and changes on the surface, right? So you are going to lose some of those cortical folds as well. Reduce cortical thickness.
And these are all relatively minor changes.
One of the big ones that will have implications for our work is loss of myelination on the fibres. So that is important for con duction speeds. So for signals travelling up the nerves.
And if you lose that myelin then you're going to get slower con duction. And also an increased threshold of firing.
So the nerves are less likely to fire they need more stimulation. And that signal going up to the brain will be slower.
And then it gets even worse if you have the myelination being reduced different ways for different fibres and different nerves so that if you present a signal to multiple nerves at the same time, but the myelination has changed in different ways, that signal is not going up to the brain kind of at the same time, right? So it's being slowed down in some nerves and not in others.
So all of these are going to have an impact on function. But the aging brain is also still neuroplastic. So as you lose connections, lose cells, lose neurons, the brain is still rewiring throughout its life.
Sore it's still going to be creating new pathways to try and achieve the same function. So that doesn't go away with aging. We still get that neuroplasticity happening.
Okay. So because we are talking about the brain, I want to talk a little bit about how that impacts changes in cognition. And I'm going to keep it quite brief for now. But we are going to come back and talk about cognition quite a few times this semester. Particularly with implications for speech recognition and connections between hearing loss and cognitive decline. But for now I just want to talk about some of the general age‑related changes that happen with cognition that are related to these changes in the brain we just talked about. Okay. So learning‑‑ so the good news is, it is possible to keep learning with age. So that is not‑‑ there's no reduction in the ability to learn. Or the capacity to learn. But there are a couple of age‑related changes we can see. So one is maybe less flexibility and learning style. Right? So if you really like to learn something by hands on, you're going to have to do it by hands on. Right? That is going to be the best way to get the information in. It might also take longer for more trials to really get that same information. Okay, so if you are studying for your exams, or practicing something in the labs, maybe you go through it once and go okay, I've got it nailed. For an older adult, it might take three, four, five trials to do the same thing. To get to the same level of proficiency and knowledge that you have. Okay, in terms of memory. So sensory memory is fine. There's no age‑related changes to that. But it relies on the input being received, okay. And that's a really big if for the older population. So even though we haven't talked about threshold changes with age, I know you know that from other courses. So the sensory input can be impaired, right? So we know that hearing is affected. Vision is affected. Smell is affected. We've already talked about the skin and touch. All of those things can be affected in terms of the sensory input. If you can overcome that, then sensory memory is unchanged by age.
Short term memory seems to be unchanged.
Again in the absence of a disease process. Long‑term memory is generally pretty good.
But it can be impaired.
I like to think of it just as an overstuffed filing cabinet. It's just going tyke longer to put things in there in a reasonable way and longer to retrieve that information.
So I'm still going to call this a good thing. It just means that your head is so full of 70 or 8o years of living that some things just have to start falling out at some point.
Intelligence, crystalized intelligence, so things like your experience, meaning, knowledge, that all remains unchanged with age. So that is something that's still like a positive throughout age.
But things like abstract problem solving, that declines with age. So that's where things like Sudoku are kind of good things for older adults to keep working on. To keep working on those skills. Although there may not be a huge amount of evidence that that can actually change, but why not give it a try. Okay‑‑ moving away from the brain, Musculo skeletal system.
 So we talked about these changes already when we talked about general changes in body shape. So a couple of things happened here. So loss of bone density. Again in the absence of disease, there is a loss of bone density that happens with age. And this leads to increase susceptibility to fractures. So if an older adult falls, they are more likely to have a broken arm, a broken hip, just because of lower bone density. In disease process, it can even be the other way that the bone density is so low, that someone can just be standing and the bone will fracture. And then they fall. So that does happen, but that tends to be more part of a disease process.
Other changes you'll see reduced mobility in the body tissue. Joints are stiff. Less range of motion. So just everything is a little bit slower and creakier. If you've ever noticed your parents trying to stand up from a couch and every time they do they go Oh‑‑ that's just part of everything is a little bit harder and slower and more painful with age. And decreased muscle mass. There's also reduced grip strength. So the ability to take something, grab it and rip it. That is reduced with age as well. So far you should be getting a few notes for yourselves about implication Ings for audiology. So the next system we're going to talk about is the visual system. And I know one of you is going to do your assignment on specific diseases of the eye. Who is doing that assignment? Oh good, Hanna, okay. So you'll go into this a little bit more. In terms of the disease process, we'll just talk about generic age‑related changes and vision. So one of the first things that starts to happen at around age 40 is reduced ability to focus on nearby objects. So age 40 is around when a lot of people starting to get reading glasses. And again, if using your parents for example, if you've ever handed your phone to your parents to show them a funny picture and you see them immediately move it away from their face, that's because it's just really hard to focus on things that are close.
So please stop laughing at them when they do that. But it's inevitable. You'll see people holding the menu away from themselves in the restaurant. It's pretty much universal as you pass age 40. Other things that go on, decreased depth perception. So it's a little bit harder to tell the height of a step. We'll talk in a few weeks about risk of falls in older adults. And vision is going to play a part in this. Like if you can't tell the height of a step or see where a crack on a sidewalk is occurring. That's going to make it easier for you to fall.
Reduced visual acuity. So things just aren't quite as sharp as they used to be. Decrease colour sensitivity.
So not able to tell differences between subtle colours quite as well.
Slow dark and light adaptation. So if you go from a really light room such as an audio metric sound both. It can take a few seconds for the eyes to adjust.
And so it can be a good idea if you walk from a light to a dark room just to take a moment to get used to that before taking another step, right? Allow the eyes time to adjust. Can be harder to see what's happening off to the sides.
So‑‑ people have done studies to figure out the best font to use for older adults. And so the big reveal is‑‑ okay not that. Verdana 20pt font. So my slides are all in Verdana font. This is a really good font to use and 20pt. So a lot of the printing that you would have. To the 20‑point font. If you can't use Verdana or if you don't like it, you can use any san serif font. So just showing for examples here, this is top one is san serif. It doesn't have the little curly qs that a serif font has. So it's a little bit cleaner. Maybe not as visually appealing.
But it's going to be a lot cleaner to be able to see the text.
So you can fill in yourself Verdana 20pt font and then you have the examples here.
So this leads to one of my favorite font jokes.
So this is an aerial view of ancient Rome where aerial is the name of a san serif font. And here's a times new Roman view of ancient Rome.
And this is a serif font. I don't know why this makes me laugh.
But again just to illustrate the difference for you. Sans serif font. Okay.
All right.
Couple of other systems will talk about briefly here.
So somatic sensory. Erika we'll talk about this more with you. Just decreased and vibratory sense. So really important for helping us stay upright. So we'll get into that more talk about the vestibular system and falls in the elderly.
Also reduced metabolic rate.
Changes in the renal system.
So as the kidneys are less e efficient, they are less able to clear drugs out.
Which means that this has implications for older adults.
If they are on a lot of medications, they are more likely they are less likely to have reactions to the drugs in their system. The endocrine system, this is‑‑ you know part of the hormone system.
To really respond to stress and to heal.
The general changes in responding to stress.
We talked about come down to the hormones.
And the endocrine system. General reduction in immune responses which means greater susceptibility to infections.
And that's why if you do work in long‑term care, if you have even a hint of a sniffle, you are not going into work that day. So many people in that facility who are going to be vulnerable if they get the infection. They are not able to just shake it off. That could be a death sentence for them. Okay. Other‑‑ briefly other biological systems so cardiovascular.
There's going to be changes in the heart function. With some increased blood pressure. Decrease in the volume of blood pumps. So this could lead to some light-headedness. So could be minor changes related to that having less blood pump through your system. Some small changes in the respiratory system. So changes in breathing. Could be more rapid and shallow. And overall there's decreased pulmonary or lung function. So it can be harder to get a good deep breath.
And then this is going to have implications for the laryngeal system or the voice. The voice would be slightly hoarse.
Certainly you can tell the sound of voice from an older person, from a younger person. You might not even be aware of it. But there are some subtle changes that you can hear. So slightly hoarse. More variability in pitch related to poor lung function and decreased loudness. So if you think about the older couple, one of them has hearing loss. One of them has some changes to their laryngeal system. You're really setting up a scenario where it's going to be harder for them to communicate. So we really need to be thinking about both our patient and the people they are communicating with who could also be older adults with these things we're talking about. Gastrointestinal system. There's decreased taste. So another sensory system. Taste is also reduced as everything else. This has implications for the older adult. So if things don't taste kind of bland all the time, they might not eat as much. So this might lead to malnutrition because they are just not interested in food. If it's just always bland and gray tasting. Or the opposite can happen. They start to pile salt on just to get some taste. And that has implications‑‑ other health implications as well. Okay, so that's the end of how our bodies fall apart, thankfully. But I do want to emphasize again, I've said this a few times today that a lot of these changes that happen, they happen with age. Even if there's no underlying disease process. If you add a disease process on top of that, all of these functions are going to be reduced even further. But that's what your assignment due next week will get into. You can dive into that some more. The good news is even with all of these changes, if there's no other disease pathology or external stressor, capacity should still be quite satisfactory. And we saw those pictures of the super star older adults a few minutes ago. Those achievements are still possible even with these age‑related changes in the system. And I do want to emphasize again‑‑ everything here. These are age‑related changes. Age is distinct from disease. But all of these changes are going to increase susceptibility to disease. So without disease, function should be satisfactory. However, they in delays susceptibility to disease, right? So if you are not responding to stress. If you are not recovering from injury quite as well. If you are not able to fight off the infection, that increases your susceptibility. And that's where function starts to get affected.
Okay, so you looked this up last week in your scavenger hunt. So there are a lot of diseases that are quite common in older adults because of these biological changes. Either just due to the passage of time or because the body is not able to fight off these diseases. I can't remember why I highlighted these top two, but this is a list of quite common chronic diseases. And you can see that it matches fairly closely with the list of diseases and conditions that you're going to be writing up for next week. Okay, doing okay? Okay so bit more positive, we're going to talk about psycho social changes and aging. The sort of good news is that most older adults do adjust quite well to later years. There are definitely some exceptions to that. But I want to start with just these theories and a social domain of how we age. So we talked about biological theories of how we age and I just want to highlight a few of the theories of how we age psycho socially. And I'm just going to focus on three of the theories. And they all have some kind of implications for how we work with older adults in audiology. So the first theory is this disengagement theory. The idea here is that in aging, there's this kind of inevitable mutual withdrawal from society. So you'll see this‑‑ it's a trope used a lot in movies and TV shows where older people are sitting at the sidelines watching the next generation taking over and going, this is how it should be. We should be letting them have their time. And that is really illustrating this theory here. That older adults should be disengaging from society. Letting the next generation take over and the older adults should be happy once they've reached that level of withdrawal. And kind of made peace with my time is over. I'm not a huge fan of this theory.
I think it's fairly dismissive of older adults.
But it is pretty prevalent I would say in media.
And probably in a lot of conversation as well. So I'm going to turn to theories I like a little bit more.
So the next one is the activity theory. Which really says there's no developmental difference between middle age and old age. So really ageing is just kind of a continuum when it comes to the psycho social domain.
But because of changes in physical abilities, there has to be a change in how you maintain your activity and roles. So to kind of successfully age in the activity domain, you're kind of finding new ways of maintaining your activity.
That fit with your biological changes. And in this theory, it's really important to keep socializing and that's going to be really important for successfully aging.
And the third theory I will highlight here is the continuity theory. Which I find to be the most uplifting of the theories. And the idea with this theory is that as we get older, we become more ourselves with age. And which means that within older adults, there's going to be huge individual variability because we're all just sort of living to our true authentic selves as we get older. And as you get older and you're dealing with changes, losses, everything from the biological changes we talked about‑‑ you're going to need to find ways to adjust that are really consistent with your own self. With your past experiences. Your personality. And just find ways to be that are authentic to yourself. And I will say, this is possible because as you get older, peer pressure kind of goes away. So at your age, particularly in high school, you can probably remember there's a lot of peer pressure. We all have to be a certain way. Or maybe there's two groups in your high school. You have to be one or the other. So there's a lot of pressure to think about how other people see us. To conform to the group. And as you get older, that kind of goes away and frees you up to be more yourself. Like I don't care what my peers think anymore. And you can grow into yourself and find ways of being that are genuine to who you are rather than these external pressures. So that is my positive uplifting for the day. Something to really look forward to.
Okay‑‑ the next thing I want to talk about is not a psycho social theory of how we age, but it is Ericssons life cycle. So you would have all learned about the life cycle in your developmental psych class before you got here. And just as a reminder, the Erickson’s life cycle talks about things that need to be resolved at every stage of life to successfully progress to the next stage.
You know we talk about infants. That idea of basic trust versus mistrust if things go sideways. It can be hard for that trust to be developed.
So I want to highlight just the stages at later life.
So the tensions here, generativity versus stagnation. So older adults are thinking through how can I still be productive, how can I generate? How can I contribute? And really resolving that conflict is going to be quite important for successful aging. And the final one is this stage of integrity versus despair. And so just talk about that a little bit more, this is an age where there are a lot of losses that happen. And we've talked about losses in one's own ability. So changes in our biology that represent losses. There's also a lot of losses of friends and family. Spouses. I know for awhile there, my grandparents had weekly social events that were basically a funeral. At least every week they would see their friends at a funeral, and that group would get smaller and smaller over time. So that's a loss that accumulates. Losses of independence. So there's a lot of loss that's going to be happening in this ang. And that can lead to either integrity or despair. And that's the conflict that needs to be resolved here. So being successful at this stage involves finding ways to cope with those losses. Maintaining your own self‑esteem. Maybe a look back and taking responsibility for your own life. And all of this gets complicated with chronic illnesses. So with chronic illnesses, that can sort of ten people to lean more towards the despair side of things. We're going to see people in our clinics who are kind of struggling with that. Dealing with a lot of those losses. Maybe we see some despair, a little bit of‑‑ why would I bother getting hearing aids when you know‑‑ I'm not going to be alive in two months from now. So we are going to be seeing this and we do need to be prepared to deal with it as we work with older adults. We're not going to solve that today. We will talk more about end of life issues later in this semester. But kind of planting the seed that this is something we're going to talk about.
And in terms of losses, I just wanted to show this info graphic. I think some of you might have looked at this last week in the scavenger hunt. This is kind of old data now. But just showing percentage of seniors who are living alone in BC. So you can see the region's broken down here. There's at least a quarter of seniors who are living alone in any region. Up to 30%. Of those living alone are mostly women.
If they have been married, they are married to a man, often their husband will die first. Because of societal things like we tend to have women marrying older men. Even if it's a small age difference. And also men tend to have shorter life expectancies. So we do see a lot of older women living alone. So they are really going to be susceptible to this dealing with integrity versus despair. And we'll just leave that there for now. We'll come back to some end of life issues later. Okay, questions? And then we have a pop quiz.
That's worth nothing.
So I'm just going to do a short little quiz. It's anonymous. Just to see how you were listening. You can feel free to look back through your notes.
Okay, excellent, you're all seeing the results on this screen? Maybe not, all right. Okay. All right good so you all got maximum human life expectancy. 120 years, awesome. Telomeres most of you got that right. It is replicative senescence hypothesis so replications of the cells. Which cognitive processes change with age? So the correct answers are long‑term MEM Ehrie and fluid intelligence. So capacity to learn is not affected with age.
Shot term MEM Ehrie is not affected.
And the final phase of Erickson's life cycle is the integrity versus despair.
Okay, good. Did you all get most of those? Awesome. And so final slide for today. Were you all able to take a few notes about implications for audiology and your practice? Are there any one or two that you would want to share here? Just check if you are on the right track.
  Geo: I wrote a little note about changes in fluid intelligence or abstract problem solving. If you're having difficulty hearing, that often involves filling in context you'll gaps and stuff. And that's definitely‑‑ it helps if you have strong fluid intelligence. And if you're waning in that department. 
  Lorienne: Great. Susanna did you have your hand up? 
  Susanna: Yeah osteoarthritis so thinking about bone density change to the ossicles. 
  Lorienne: Perfect and as you get into the disease process more changes to talk about. Sara? 
  Sara: I was thinking about biological changes and the decrease in muscle strength and mobility so that can impact their ability to come to the clinic and just access health care overall.
  Lorienne: Absolutely, yeah. And we can talk about you know‑‑ can we get around that with changes in our clinic set‑up? To make it easier for people with mobility challenges. And also you know‑‑ going to where people are.
So we'll keep thinking about that one. Great observations. Yeah.
Winston? 
  Winston: Yeah that reminded me of when testing like getting them to push the button. Or raise their hand. You know there's a lot of different ways that we ask them to do stuff. And then somewhere like when we're instructing, we want to make sure that they can hear us first. And then some clinic‑‑ connect we did the MCL first and then found a comfortable level. And then make sure that they were comfortable with the level that we were coming in at. And then yeah just make instructing patients sometimes they didn't understand tight first time. But after a couple times they are able to understand the task that we were giving them.
  Lorienne: Yeah. A perfect example. Especially going through the instructions again. They are going to get it. Trust that they are going to get it. It's just going to take a bit of patience and a bit of reinstruction. And making sure they can actually hear. Mm Hmm. Right. Good, well keep those notes for yourself. They will come up in your case assignment. And also just in your future life as well. So thinking about making those connections to the clinic, and we'll come back to that. So next week we are in person. So down in classroom 303. And we'll get into the auditory and vestibular system. So far we haven't really talked about hearing. So we'll start to get into that next week.
Your diseases are due next week. And so you should post them for your class pates on the discussion board. And then your quiz questions for the instructor will be as an assignment.
So you're putting information in two different places. Hopefully that part is clear.
Good, questioning on anything? All good for today? Okay. All right well thank you for your attention and participation. Have a great weekend. And I will see most off on Monday.
Pam Heggie, CSR(A) RPR.
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