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Healthy Ageing Home

Welcome to the Healthy Ageing module.

This module will provide you with an interactive case 
study in which you will consider the components of suc-
cessful ageing, and common health problems related to 
ageing.

Once you have completed the Pre-Module Test below you 
will be able to commence the Healthy Ageing Case Study.



Module Objectives
   Understand the normal ageing processes and the physiology of ageing.1. 
   Explain the concept of successful ageing.2. 
   Discuss beliefs and values regarding ageing, and how these values might influence practice.3. 
   Discuss individual and cultural differences in successful ageing.4. 
   Describe the importance of multidisciplinary care in promoting healthy ageing and main-5. 
taining normal activities to promote quality of life.

Resources
References for information only

Insomnia

http://www.ehealthmd.com/library/insomnia/INS_causes.html#physical
http://www.helpguide.org/life/sleep_aging.htm
http://www.uptodate.com/patients/content/topic.do?topicKey=~ljjjZJvihvvMX6
http://www.betterhealth.vic.gov.au/bhcv2/bhcarticles.nsf/ateaf/1979359?open

Neuromuscular changes

www.latrobe.edu.au/podiatry/gerontology/week/Gerentology3_MSLchangesageing.pdf

Cataract surgery  http://www.nei.nih.gov/health/cataract/cataract_facts.asp

Age related hearing loss http://www.mayoclinic.org/news2007-mchi/4220.html

Hearing   http://www.nlm.nih.gov/medlineplus/ency/article/001045.htm



Healthy Ageing
Case Study

Mrs Browning is a 65 year old woman who is concerned 
that she isn’t sleeping as well as she used to.

Review Mrs Browning’s history through the links below 
before moving on to her interview and assessments.



History of
Presenting Complaint

Mrs Browning has come in for assessment because she is concerned that she isn’t sleeping as 
well as she used to and consequently, she is having some trouble maintaining her level of energy 
and participation in her every day life. She is feeling irritable, having trouble with her regular 
commitment to charity work and is also concerned about her safety whilst driving.  She is unable 
to identify a likely cause of her sleeping problems and feels that sleeping pills may help.



Medical History

Mrs Browning ’s medical history is unremarkable. She had a hysterectomy at age 43. 
She has had mild osteoarthritis in her hands for several years, but is not on any medi-
cation for this. Mrs Browning is happy for the arthritis to remain untreated so long as 
she can still cook, garden, do her crafts and hold her hand of cards! She last saw the 
doctor 2 years ago for a chest infection that was treated with antibiotics.



Medication History

Mrs Browning is currently taking no medications.



Social History
Mrs Browning is a part-time kindergarten teacher and retired semi-professional athlete. Up until the age of 32, Mrs 
Browning played state level basketball and made the national team twice in her mid-twenties, Mrs Browning has stayed 
exceptionally active and still swims regularly with her swimming squad at Challenge Stadium, plays tennis twice a week 
and cycles around the bridges or King’s Park on the weekends with her husband, Denny.  Mr and Mrs Browning have 5 
children and 14 grandchildren.

Mrs Browning is also a volunteer at Shenton Park Dog Shelter and her local “Save The Children” Charity Shop. She enjoys 
a varied social life, including a regular card night with friends, movies, theatre, fishing and travelling.  Mrs Browning also 
enjoys various crafts, including quilting and scrapbooking.

Family History

Mrs Browning knows little of her family history, as the majority of her family still live in Canada. She emigrated to Austra-
lia after meeting and falling in love with Denny during the war. Her father died in a skiing accident at 68 and her mother 
developed diabetes later in life and passed away at 84, presumably of a heart attack. To the best of her knowledge, Mrs 
Browning has no family history of cancer, heart disease, or osteoporosis.



Patient Interview

Insomnia can be a symptom of an underlying medical conditions including asthma, allergy, arthritis, heart dis-
ease, hyperthyroidism, or Parkinson’s disease. It can also occur as a result of pain, jet lag, caffeine, trauma, medi-
cations, anxiety, depression, or environmental factors such as noise or heat.  Take a relevant history and conduct 
the necessary assessments to determine the most likely cause of Mrs Browning’s insomnia. 

In order to take a sleep history, you will need to ask Mrs Browning a series of questions. Please see the questions 
below for Mrs Browning’s answer.

How long have your sleeping 
difficulties been a problem?

Well, I suppose it has been ongoing for 
the last 5 or 6 months.



Patient Interview

Was the onset gradual or 
abrupt?

Very gradual, although it has gotten 
worse over the last few months.

Do you have any trouble get-
ting to sleep?

No. I’m usually quite sleepy in the eve-
nings, so getting to sleep isn’t a problem.

Once you’re asleep, what is 
your sleep pattern like? Do you 
wake often?

Yes, I do tend to wake up at least a few times during 
the night. Sometimes, I can’t get back to sleep for a 
long time and have to gvet up and read a book for a 
while.

What time do you wake up? 
Can you get back to sleep?

I generally wake up very early these days, around 
quarter to 5 or 5am. I often can’t get back to sleep, so 
I get up and make myself a cup of tea and watch the 
early news until Denny wakes up.



Patient Interview

Are there any associated fea-
tures - like restless legs or 
nightmares?

No, nothing like that.

Is there anything you can think of 
that might be triggering your insom-
nia? Have you been doing anything 
different or taking any new supple-
ments?

No.

Has your neighbourhood been 
excessively noisy recently?

No, not at all. I live on a very quiet street.

Is there anything else that 
helps you sleep? What have 
you tried so far?

I’ve tried natural remedies, such as valerian and a 
herbal flowers sleep remedy. I’ve also tried having 
a warm bath before bedtime, but nothing seems to 
help.

Excessive noise can disrupt sleep.



Patient Interview

How has your mood been 
lately?

Oh, it’s been good. I’m almost always in a 
good mood. I’ve a lot to be thankful for. I’m 
looking forward to our retirement years.

Have you been feeling overly 
stressed or anxious recently?

No, I’m pretty relaxed and still enjoy my life. 
I’m looking forward to retirement, although I 
do sometimes worry about the future. 

Sometimes insomnia can indicate a mood  
disorder, such as depression or even mania.

Anxiety and stress (including the stress of 
retirement or bereavement) can cause in-
somnia. 

Have you been experiencing 
any pain lately?

Just a little bit of pain from my arthritis.

How bad would you say your pain 
is, on a scale of 0-10? Have you been 
doing anything different or taking 
any new supplements?

Oh, only about a 1 or 2. It’s not bad at all really 
and it usually goes away if I take a couple of par-
acetamol tablets.

Pain, especially pain from arthritis or 
lower back pain, are often linked with 
insomnia.



Patient Interview

Have you ever experienced 
angina or any other heart prob-
lems?

No, I’m as fit as a mallee bull.

What about when you are lying 
down, do you ever experience 
breathlessness?

No, never.

Angina or orthopnoea (breathlessness on lying 
down), could indicate heart disease as a poten-
tial cause of insomnia. 

Does your chest wheeze or do 
you have trouble with cough-
ing at night?

No, this has never been an on-going problem for 
me. I only had it when I had that chest infection a 
couple of years ago. 

Do you have to get up often 
during the night to go to the 
toilet?

No. Occasionally I might have to get up once, but 
I try not to drink too much fluid later in the eve-
ning so I don’t get a full bladder during the night. 

Insomnia is sometimes caused by noc-
turia, and is important to take a careful 
history for urinary symptoms.

Wheezing or a nocturnal cough may indicate 
asthma as a possible cause of insomnia. 



Patient Interview

Do you get excessively thirsty 
at all?

No.

Do you feel that you are less 
tolerant to heat these days?

No, I’ve always liked the warmer weather.

Intolerance to heat can be a sign of hyper-
thyroidism.

Are you currently taking any 
prescription medications?

No.

What about over-the-counter 
medications, vitamins or herbal 
remedies?

Well, I take paracetamol occasionally if I have pain 
from my arthritis or a headache. I also regularly take 
calcium, vitamin B12, ginko biloba, flaxseed oil and 
olive leaf extract. 

It is important to make sure Mrs Browning has not sud-
denly changed, stopped or commenced any medications, 
including over the counter or herbal. See below is a table 
of common substances and their effects on the body.

Polydipsia is sometimes associated with diabetes 
and can contribute to insomnia.



Patient Interview

Do you drink much tea or cof-
fee?

I have a cup of tea if I wake up early in the morning 
and can’t sleep. Then I’ll have a coffee with Denny 
when he wakes up, and another cup of tea mid-after-
noon. I drink herbal tea at the other times. 

Do you drink alcohol? I occasionally have a nip of brandy or Irish 
Cream liquor after dinner. Probably only once 
or twice a week. 

Mrs Browning appears to consume a total of 2-3 units of 
alcohol a week. This is within the current guidelines for safe 
consumption of alcohol. For further information see the 
table below.

Caffeine is a stimulant and can cause in-
somnia.

Common side effects of over the counter medications

And for more information on safe alcohol consumption, see the following link:
http://www.nhmrc.gov.au/your_health/healthy/alcohol/index.htm



Physical Assessment
Please move your cursor over Mrs Browning as if you were examining her. You must complete the ex-
amination before you go on. 

General Appearance:

General Appearance: Mrs Browning 
looks well. Her affect is reactive and she 
doesn’t appear to be distressed or anx-
ious.

Height: 178cm
Weight: 65kg (has remained constant)



Investigations
Request further laboratory tests to help determine cause of insomnia. Review results before proceeding. 

Sleep Study
Polysomnography is not a first line investigation.  It can help determine whether there is an underlying sleep disorder or obstructive sleep apnoea. 
Results of Mrs Browning’s test result showed no evidence of an underlying sleep disorder or obstructive sleep apnoea.

Normal Polysomnography

Cholesterol Levels
Mrs Browning may be interested in her cholestrerol levels as part of a general health assessment, but it is not mandatory in the investigation of insom-
nia. Her total fasting cholesterol is normal, 3.1mmol/L..

Blood Glucose
“Checking sugars” is often wise, especially if there is polyuria. At 4.2mmol/L, Mrs Browning’s fasting blood glucose is within the normal limit.

Exercise Stress Test
This is not indicated unless Mrs Browning complains of angina or other cardiac symptoms.

Urea and Electrolytes
Impaired kidney function, or electrolyte imbalances, can contribute to malaise.
Urea: 5.1 mmol/L
Na: 138 mmol/L
K+: 4.1 mmol/L
Cr: 60 umol/L

Thyroid Function Tests
Both hyper and hypo thyroidism can contribute to sleep disorders.
TSH: 1.6 mU/L

Full Blood Count
It is often worthwhile checking haemoglobin levels in people who are tired.  Occasionally there is an important underlying cause such as anaemia. Mrs 
Browning’s haemoglobin is at a healthy 138g/L. Excluding blood dyscrasias is often important in people presenting with non-specific symptoms such as 
insomnia.

Geriatric Depression Scale
Even though Mrs Browning assures you that her mood is good and she seems to have a positive outlook on life, to be safe, you perform a geriatric 
depression scale. She scores 1/15 indicating she is unlikely to be depressed.  There is no evidence of elevated mood during your history taking or your 
interview (occasionally bipolar disorder can present with altered sleep patterns).
To view Mrs Browning’s GDS, please see the next page.



Investigations



Diagnosis
Based on the results of your assessments of 
Mrs Browning, the most likely cause of her 
insomnia is:

a) Underlying sleep disorder
b) Obstructive sleep apnoea
c) Change in circadian rhythm
d) Caffeine
e) Hyperthyroidism

Answer on next page



Diagnosis
Answer: c - A change in circadian rhythm that oc-
curs naturally as a normal part of the ageing pro-
cess . Nocturnal periods of wakefulness and early 
waking times are more common with increas-
ing age. As we age, there is a dampening of the 
circadian sleep-wake rhythm, a reduction in the 
amplitude of melatonin secretion and core body 
temperature.  This may account for some of the 
reduced nocturnal sleep efficiency.  There is also 
a “phase advancement” of circadian rhythm – re-
sulting in excessive sleepiness in the evenings and 
early morning waking.  Often the problem is with 
maintaining sleep rather than sleep-onset.  This is 
the most likely cause of Mrs Browning’s insomnia.  
Caffeine could be a possible contributing factor, 
but Mrs Browning has her last cup of tea at mid-
afternoon, so this is unlikely to be the only cause 
of her sleeping problems.  Both underlying sleep 

disorders and obstructive sleep apnoea are unlikely as Mrs Browning’s polysomnog-
raphy was normal. Symptoms and signs of hyperthyroidism, such as a fast heart rate 
or tremor, are not present, and as Mrs Browning advises that her weight has remained 
constant and that she is not heat intolerant, it is unlikely that hyperthyroidism is re-
sponsible for her sleep problems.



Treatment Options

Mrs Browning’s insomnia is due to normal age-related changes in the circadian 
rhythm.

Based on this diagnosis, which of the following treatment options might be con-
sidered in Mrs Browning’s case?

a) Benzodiazepines (sleeping tablets)
b) Meditation and relaxation techniques
c) Participate in physical activity early in the day
d) Participate in physical activity late in the day
e) Have a 15-30 minute nap early in the day
f ) Avoid high protein foods at night
g) Have hot milk and/or a banana before bed
h) Advise that Mrs Browning should abstain from drinking any caffeine or alcohol  
 in the afternoons
i) Have a long sleep later in the day
j) Cognitive behavioural therapy

Answer on next page



Treatment Options

Answers: b, c, e, f, g, h, j



Treatment Options - 
Feedback

It is not necessary to completely abstain from alcohol or caffeine. Limiting alcohol and 
caffeine intake is certainly important to avoid insomnia, but the amount currently be-
ing consumed by Mrs Browning is unlikely to be the only cause of her sleeping prob-
lems. You might suggest that she replace the afternoon cup of tea with herbal tea.

A short 15 to 30 minute nap early in the day may improve night time sleeping as will 
doing physical activity early in the morning.  Regular physical activity helps promote 
good sleep, but increases energy and alertness in the short term, so it is better to exer-
cise early in the day.

Advising the consumption of tryptophan containing foods, such as warm milk and 
bananas, may help prolong sleep. There is some evidence that intake of high protein 
foods at night may lead to increased wakefulness, so avoidance of these foods at night 
is usually recommended.

Cognitive behavioural therapy usually consists of a 12 week program concentrating on 
sleep hygiene, sleep restriction, stimulus control, cognitive restructuring and muscle 
relaxation.  This appears to be at least as effective as pharmacologic therapy and the 
effect may be more sustained.  It can also be used to effectively taper or withdraw 
sedative/hypnotic medications. Regular meditation has also been shown to improve 
the quality of sleep.

Use of benzodiazepines (hypnotics or sedatives) is not recommended due to altered 
pharmacokinetics and dynamics as we age that result in prolonged half life and “hang-
over” effect (in association with increased risk of falls and fractures), the possibility of 
rebound insomnia or anxiety on withdrawal. 



Summary

Insomnia is the most common sleep complaint in older adults, with a prevalence of 
20-40%. It is not benign, and can lead to decreased quality of life, worsening cognitive 
performance, increased falls risk, and an increased risk of hypertension and coronary 
artery disease. 

Rather than prescribe benzodiazepines, such as temazepam, Mrs Browning is coun-
selled about the normal changes in her sleeping patterns, a number of lifestyle chang-
es are suggested.

These include:

1. regular physical activity early in the day

2. taking a short nap early in the day

3. trying relaxation meditation before bedtime

4. drinking a glass of hot milk or eating a banana before retiring

5. avoiding high protein foods at night 

6. increased daytime light exposure

7. limits on alcohol and caffeine

If her sleeping problems persist, Mrs Browning will attend the 12 week sleep course.



Ten years later...

It has been ten years since you last saw Mrs Browning. She represents at the age of 75 
because she is concerned that she has “started to go weak”.

History of Presenting Complaint

Mrs Browning is still very physically and socially active. She is no longer cycling but still swims 3 times 
a week, plays social tennis and enjoys a daily walk with her dog, Max.  The reason for Mrs Browning’s 
visit is that she has started to notice a decrease in her muscle strength, not just with exercise, but 
also with less challenging activity such as housework and gardening.  Mrs Browning also feels that 
her balance is not as good as it could be. She denies any muscle aches and has had no falls.  She still 
takes no regular medication.



Patient Interview

Take a relevant history and perform necessary assessments to investigate the cause Mrs Browning’s 
muscle weakness. 

How is your sleep these days? Much better since I took your advice!



Patient Interview
Are you able to perform your gen-
eral activities of daily living, such as 
food, shopping, cooking, doing the 
laundry, taking a shower, dressing 
and using the bathroom?

Oh yes, I don’t have trouble with any of that. I’m 
just not as strong as I used to be when it comes 
to exercise, gardening and housework. Some-
times, my balance is a bit off kilter too. 

And do you experience any 
pain associated with your weak 
muscles?

No, it’s not painful at all.

Have you had any dizzy spells 
or shortness of breath?

No.

What about headaches? No, nothing of note.



Patient Interview
Have you had any falls recent-
ly?

No, I haven’t fallen, but there have been occa-
sions when I haven’t felt as steady on my feet. 
Just like my muscles are a bit weak, you know? 

And do you experience any 
pain associated with your weak 
muscles?

I love food and am conscious of eating a good variety 
of healthy fresh foods every day. We eat very well but 
we are partial to something sweet for morning tea. 

Have you been unwell in any 
other way?

No, and that’s what is so frustrating! I feel 
like I’m turning into a doddery old lady. 



Physical Assessment
Please examine Mrs Browning. You must complete the examination before you go on. 

General Appearance:

General Appearance: Mrs Browning looks 
happy and healthy.

Height: 178cm
Weight: 65kg (has remained constant)



Investigations

Request further laboratory tests to help determine the cause of Mrs Browning’s muscle weakness. 
Review results before proceeding.

Full Blood Count
Haemoglobin 138 g/l
MCV 91 fl
WBC 7 109/l
Platelets 255 109/l

Urea and Electrolytes
Urea 6 mmol/L
Creatinine 78 umol/L
Sodium 141 mmol/L
K 3.8 mmol/L
There is no evidence of renal failure or disordered potassium regulation, although calculation of the 
glomerular filtration rate would be recommended.

Calcium and Vitamin D
Ionized Ca - 1.30 mmol/L (normal)
Vitamin D - 85 nmol/L (normal)

Creatinine Kinase
Cretinine Kinase: 12 U/L



Physical Function
Assessment

The physical function assessment reveals that Mrs Browning has moderate joint 
changes indicative of osteoarthritis particularly affecting her hands and knees. She 
has reduced grip strength in both hands and hip and knee extensor strength (unable 
to rise from a standard chair without using her arms to push off). She finds kneeling in 
the garden uncomfortable and it is increasingly difficult to get up from kneeling. Joint 
range is within normal limits although she has tight hip flexors bilaterally, and is be-
ginning to exhibit an increased thoracic kyphosis and concomitant increased cervical 
lordosis.



Differential Diagnosis
Based on the results of Mrs Browning’s assess-
ments, what is the most likely cause of her 
muscle weakness?

a) Age-related changes in neuromuscular 
condition
b) Peripheral vascular disease
c) Hypokalemia
d) Progressive muscular atrophy
e) Fibromyalgia

Answer on next page



Differential Diagnosis
Answer: a - With age, it is normal for muscle mass 
to decrease, particularly in the lower limbs. This is 
sometimes called sarcopaenia and is associated 
with changes in some of the subtypes of muscles 
fibres.   Balance problems are likely to reflect her 
limb weakness and change in trunk posture as 
well as a gradual reduction in activity. Peripheral 
vascular disease is unlikely as there is no evidence 
that Mrs Browning has any vascular disease. She 
did not give a history of relevant symptoms such 
as claudication and she has good peripheral 
pulses. Similarly Mrs Browning’s potassium levels 
were within normal range, so hypokalemia is not a 
possible cause of her muscle weakness. Muscular 
atrophy is unlikely as Mrs Browning has no other 
symptoms of PMA, including atrophy or fascicu-
lations. There is no family history, and these dis-
eases mainly present at a younger age. And finally, 

Mrs Browning’s muscle weakness is not associated with pain or allodynia and she has 
no other symptoms of fibromyalgia, including extreme fatigue, sleep disturbance or 
joint stiffness, so this is not considered a likely cause of her symptoms.



Summary
Mrs Browning is otherwise very well and the problems she is experiencing are likely to 
be due to normal age related changes in neuromuscular condition.  

Mrs Browning is counselled about these changes, and encouraged to maintain her 
physical and social activity.   

She has been prescribed specific mobility exercises (including stretches in prone lying) 
and specific strengthening exercises for hands and her leg extensors (which can be 
performed as a home program).  It was also recommended that she commence a class 
activity such as Tai Chi or Physio Chi (a modified version of Tai Chi especially designed 
for older adults).

Mrs Browning feels more confident after starting the strengthening exercises and has 
decided to take up Tai Chi to help with muscle strength, flexibility and balance.

There is one more thing to consider…



Falls Risk
Is falls risk a concern in Mrs Browning’s case?

a) Yes
b) No

Answer on next page



Falls Risk
Answer: b - Overall Mrs Browning has a very low 
falls risk, as her muscular strength and stability 
are likely to improve with recommended exercise. 
She has normal vitamin D and calcium levels and 
on questioning, maintains adequate consumption 
of calcium. Mrs Browning has no family history 
of osteoporotic fracture. She has also maintained 
regular weight-bearing exercise throughout her 
life. The health care team are happy that her os-
teoporotic risk is low and chose not to further 
screen at present.  They also do not see need for 
any further referrals to OT for home assessment at 
this point.



Another ten years
later...

Mrs Browning represents at the age of 85 because she wants to 
continue driving.

History of Presenting Complaint

Mrs Browning is now a spritely 85 year old, who still swims, plays 
occasional tennis and practices regular Tai Chi. She has main-
tained a busy social life since her husband passed away 3 years 
ago. She is otherwise well, but is needs a doctor to sign off on 
her driver’s license.



Patient Interview

Take a relevant history and perform necessary assessments to investigate Mrs Browning’s ability to drive. 

Tell me about your driving? Oh I don’t drive that often these days, only 
three or four times a week, and usually in the 
local area. I don’t drive at night anymore. 



Patient Interview
Have you noticed any changes 
in your eyesight at all?

Well, I have to say that reading the road signs is 
not as easy as it used to be! Reading print is also 
troublesome. My eyesight is starting to affect my 
ability to participate in the things I like to do.

I’m sorry to hear that Mrs 
Browning. Are there any par-
ticular conditions in which you 
find it more difficult to see?

Yes, I find bright lights can occasionally be 
difficult to cope with. There seems to be an 
excessive glare that bothers me. 

What about your hearing? Have 
you noticed any changes?

I love a good chat, but these days it’s harder to keep 
track of conversations if a lot of people are speaking at 
once. I’m concerned that people will think I’m rude if I 
misunderstand or don’t respond. 

Are there any other conditions in 
which you find it difficult to hear 
people talk, other than if a lot of 
people are talking at once?

I do have some difficulty hearing my granddaughter. 
She has a very soft, high voice. Come to think of it, my 
friend June has a soft voice too, and I often having 
trouble keeping track when she’s talking. 



Patient Interview
Do you experience any pain or 
ringing in your ears?

No.

What about itchiness? No, nothing like that either.

Have you had any headaches 
or fevers lately?

No, I’ve been perfectly well.

Are you concerned about the 
changes you have noticed in 
your hearing and vision?

Yes, I must say that I am. I’ve always been very inde-
pendent and social, but I’m starting to feel a little less 
confident now that I’m not seeing or hearing as well 
as I used to. 



Patient Interview
When I saw you some years ago, I 
noticed that you had some arthri-
tis in your hands and knees. How 
is that going now?

Well, my knees are quite good. I think the exer-
cise really helps. I do occasionally get some pain 
and stiffness in my hands, which sometimes 
makes it hard for me to do my crafts.

Have you been prescribed any 
medications for your arthritis?

No, the pain is manageable. It usually goes 
away if I take a couple of paracetamol tablets. 

What about any other medica-
tions?

No, just my vitamins and supplements that I 
told you about before. 

Have you experienced any 
chest pain, dizziness or breath-
lessness recently?

No, nothing at all.



Physical Assessment
Please examine Mrs Browning. You must complete the examination before you go on. 

General Appearance:

General Appearance: Mrs Browning ap-
pears well. She is well presented, and is in 
high spirits.

Height: 178cm
Weight: 66kg (an increase of 1 kg)



Possible causes
of vision loss

Based on the history given, what are the possible 
causes of deterioration in Mrs Browning’s eyesight?

a) Glaucoma
b) Macular degeneration
c) Cataracts
d) Diabetic retinopathy
e) Brain tumour

Answer on next page



Possible causes
of vision loss

Answers: b, c - Mrs Browning is 85 years old, so age-related macu-
lar degeneration and cataracts are the two most likely causes of 
her vision loss. Glaucoma is unlikely as there has been no evidence 
of glaucoma previously diagnosed in Mrs Browning. In addition, 
the nature of her vision loss does not fit with early onset glauco-
ma, in which the person would experience ‘tunnel’ vision. Formal 
pressure testing would be required to rule this diagnosis out 
altogether.

Mrs Browning has never been diagnosed with diabetes, has no 
risk factors for diabetes and no symptoms of diabetes, so this is an 
unlikely cause. Similarly, brain tumour is unlikely as Mrs Browning 
has no other symptoms that may suggest malignancy.



Possible causes
of hearing loss

Based on the history given, what is the most likely cause 
of Mrs Browning’s hearing loss?

a) Ear infection
b) Cerumen impaction
c) Presbycusis
d) Meniere’s Disease
e) Excessive exposure to noise or trauma

Answer on next page



Possible causes
of hearing loss

Answer: c - Presbycusis is correct! Mrs Browning’s deterioration in hear-
ing has a recent onset and she is having difficulty hearing soft, high 
voices, suggesting trouble in hearing high frequencies. This, and her age, 
make presbycusis a likely cause. Age related hearing loss is common, 
affecting 40 to 50% of persons aged over 70 years. It is usually caused 
by damage to the tiny hairs within the cochlea. As these tiny hairs do 
not regrow, hearing loss is permanent.   Mrs Browning is experiencing 
no pain, dizziness, itchiness, fever or headaches and her temperature is 
normal, so ear infection is an unlikely cause There is no itching, tinnitus 
or pain associated with Mrs Browning’s hearing loss. While it is possible 
that cerumen impaction could be the cause, the fact that Mrs Browning’s 
hearing loss is worse at high frequencies, makes cerumen impaction 
unlikely, but it would be important to examine for this! Mrs Browning is 
experiencing no dizziness or ringing in the ears, so Meniere’s disease is 
unlikely. There has been no report of excessive exposure to noise or any 
head trauma, so these are also unlikely to be the cause of her hearing 
problems. 



Further Examinations
and Investigations

Request further tests to help determine the cause Mrs Browning’s hearing and eyesight 
issues.

Visual Acuity and Examination of Fundi
On physical examination there is reduced visual acuity with 6/4 on the left and 6/5 on the right. Her vi-
sual fields are normal and her eye movements are intact.  The fundi are difficult to visualise because of 
a cloudy appearance in the anterior chamber in both eyes. It is possible that she has bilateral cataracts 
and probable macular degeneration. 

Cataracts       Macular Degeneration

Photo source: Moran Eye Centre

Opthalmological Review
In order to formally rule out glaucoma as a possible contributory cause of deterioration of Mrs Brown-
ing’s eyesight, she is referred for pressure testing. Pressure in both eyes was within the normal range: 
16mmHG in the left eye and 17mmHG in the right.

This examination also confirmed the presence of bilateral cataracts.



Further Examinations
and Investigations

Hearing Screen
A simple bedside screen indicates Mrs Browning has difficulty with higher pitched whispering, espe-
cially in the left ear.

Ear Examination
There is no evidence of cerumen impaction or ear infection.

Hearing Tests
Mrs Browning does appear to be experiencing some degree of hearing loss, so she is also referred her 
to an audiologist as part of her medical check-up. The hearing test shows evidence of presbycusis (nor-
mal age related hearing loss), more marked at higher frequencies, although it is not yet severe enough 
to necessitate hearing aids.

www.nidcd.nih.gov/health/hearing/presbycusis.asp



Management of Cataracts

It appears that Mrs Browning has bilateral cataracts.  

Cataract surgery is associated with a small number of risks, including infection and bleeding.  It is im-
portant to keep the eyes clean after surgery, wash hands before touching the eyes, and that use medi-
cation to help prevent infection.

Based on Mrs Browning’s age and health 
status, would surgery be recommended 
to remove the cataracts?

a) Yes
b) No

Answer on next page



Management of Cataracts

Answer: a - In Mrs Browning’s case, consideration 
of an operative procedure to remove the cataracts 
is warranted.  She is fit and well and has good so-
cial support, so it is likely that she would cope well 
with the procedure. Further support for this deci-
sion is based on the impact of vision loss on Mrs 
Browning’s quality of life and ability to undertake 
normal activities such as reading and driving. Cor-
recting visual loss also reduces the risk of falls. An 
ophthalmologist counsels Mrs Browning about the 
risks involved in the procedure and she decides to 
proceed.



Follow Up Assessments

Mrs Browning’s cataracts are individually removed, 6 weeks apart and both surgical procedures were 
successful. The ophthalmologist also noted some mild macular degeneration and arranges for Mrs 
Browning to have a post-surgical visual assessment. See the outcome below.

Mrs Browning is fitted with new glasses and will have bi-yearly vision testing to 
make sure the macular degeneration does not worsen.

www.mdfoundation.com.au

Mrs Browning also attends a follow-up visit with the Audiologist with regard to the results of her hear-
ing test. See below for the recommendations made.

Mrs Browning is counselled with regard to the findings of her hearing tests and 
given strategies that she can implement to assist her hearing in difficult situa-
tions. These include:

 Clearly explaining the problem to family and friends1. 
 Asking others to speak face to face in a clear and unhurried manner. If possible, sit closer to the person who is speak-2. 
ing.
Voicing any difficulties with misheard phrases or asking for clarification3. 
Assistive listening device – in Mrs Browning’s case, a telephone amplifier may be of assistance.4. 



Case Summary
After a short recovery, Mrs Browning is able to continue driving and after making family and friends 
aware of her slight hearing difficulty, is feeling much more comfortable in social gatherings.



Yet another ten years
later...

Mrs Browning represents at the age of 95 because she is worried about her 
bowel habit. 

History of Presenting Complaint

At 95 years old, Mrs Browning is still driving, swimming and practicing Tai 
Chi.  Mrs Browning’s eyesight is still quite good, having responded well to 
the cataract surgery 10 years ago and her mild osteoarthritis is responding 
well to simple analgesics.  She is still quilting, having recently completed 
a bedspread for her third great-grandchild and is teaching her five grand-
daughters the art of scrapbooking.  She had hearing aids fitted 4 years ago 
and is very happy with the result.  Mrs Browning loves spending time with 
her children and grandchildren and is still quite socially active. 

She is otherwise well, but has noticed that her bowels have become sluggish. This has been slowly 
progressive over the last few years and she has bouts of quite severe constipation. She has been tak-
ing Metamucil, which helped initially, but does not seem to be working as effectively anymore. Mrs 
Browning is concerned that she may have bowel cancer.  She also confesses to moments of urinary 
incontinence.



Patient Interview

Take a relevant history and perform necessary assessments to investigate Mrs Browning’s ability to drive. 

Mrs Browning, can you please 
tell me about your diet. What 
foods do you regularly eat?

Well, I guess my evening meals are pretty standard 
- meat, potatoes and some vegetables. At present I 
have porridge or fruit toast for breakfast and soup for 
lunch.

What about snacks during the 
day?

Oh, I have a real sweet tooth and love and good piece of 
cake or a few cookies with my cup of tea or a bit of choco-
late of an evening. I sometimes have cheese with crackers 
in the afternoons.

A diet low in fibre and high in fat can con-
tribute to constipation. 



Patient Interview
Do you eat out very often? Not at restaurants, no, but I regularly have dinner 

with my neighbour June, who is also a widow, and 
I go to one of my children’s homes for lunch every 
Sunday. It’s a lovely family time. 

Do you prepare most of your 
own meals?

Yes, I’m pleased to say that I do. Sometimes, 
though, if I’ve been out and about during the 
day, I will defrost one of the home-cooked din-
ners that the kids drop off for me.

How many glasses of water 
would you drink each day?

Well, perhaps not as much as I should. In winter, per-
haps only one glass with lunch and one glass with 
dinner. I get more thirsty when I swim, so I might drink 
a couple of extra glasses on those days.

Do you drink much tea or cof-
fee?

I have a cup of black tea before breakfast and with my 
afternoon tea. I have coffee with breakfast and apart 
from that, I drink herbal tea for the rest of the day and 
the occasional hot chocolate at night.

Inadequate fluid intake can cause dehy-
dration and subsequent constipation.

Overuse of caffeine, which is a diuretic, can 
cause dehydration and subsequent constipa-
tion. 



Patient Interview
Do you still have a nip of alco-
hol on some evenings?

Yes, I do. I enjoy a small drop of brandy, port or 
baileys on an evening. Not every night mind, 
probably only about three times a week.

Are you taking any medications 
such as strong pain killers or 
blood pressure tablets?

No, I still just take paracetamol if I have any pain 
from my arthritis. My blood pressure has never 
been a problem and I’ve never had trouble with 
high cholesterol or anything like that.

What about your supplements, 
in particular iron supplements?

No, my iron levels have always been OK. I stopped tak-
ing the calcium a while back, but I’m still on the Olive 
Leaf Extract, Flaxseed Oil and a mixed vitamin and 
mineral supplement.

Have there been any significant 
changes in your level of physi-
cal activity recently?

No, I still go to the pool three times a week 
and do my tai chi twice a week. I do my 
muscle and balance exercises every day. 

Overuse of iron supplementation can cause 
constipation. Calcium supplementation can 
also lead to constipation. 

Inactivity or reduced physical activity can 
lead to constipation. 

Overuse of alcohol can cause dehydration 
and subsequent constipation.

Some medications, particularly blood pressure 
medications, opiate pain relievers, antidepressants, 
antispasmodics and anticonvulsants, can sometimes 
cause constipation. 



Patient Interview
In regards to the moments of 
urinary incontinence, when 
does this tend to occur?

Well, sometimes I get a bit of leaking just 
when I’m walking around or getting out 
of a chair, or when I cough or sneeze. 

Do you ever get a sudden, 
strong urge to urinate and 
sometimes don’t make it to the 
toilet on time?

No, not really.

Do you always recognize the 
need to go to the toilet?

Yes, that’s no problem. It’s just that I get a 
little bit of leaking now and then.

Do you experience any pain 
when you urinate?

Up until last week, no, but just this week 
I have noticed quite an awful pain after I 
pass water. 



Patient Interview

What about when you use your 
bowels? Do you feel any pain 
then?

No, not really.

Have you taken any antihista-
mines, decongestants or cold 
and flu tablets recently?

No, nothing at all.

Some medications, particularly sedatives, antidepres-
sants, heart medications, blood pressure medica-
tions, antihistamines and cold tablets, can precipitate 
incontinence .



Physical Assessment
Please examine Mrs Browning. You must complete the examination before you go on. 

General Appearance:

Your general observation is that Mrs 
Browning appears to be a very alert, in-
dependent and capable elderly woman. 
She is cheery, well presented and easily 
mobile.

Height: 178cm
Weight: 67.5kg (an increase of 1.5kg)



Possible causes
of Constipation

Based on the patient history and physical examination, what are the most likely 
possible causes of Mrs Browning’s constipation?

a) Bowel cancer
b) Age-related change in gut motility
c) Inadequate fibre intake
d) Inadequate water intake
e) Diet supplements
f ) Benign bowel polyp
g) Low level of physical activity

Answer on next page



Possible causes
of Constipation

Answers: b, c, d



Causes of Constipation - 
Feedback

Ageing can affect bowel regularity, because a slower metabolism results in less intestinal 
activity and muscle tone. As Mrs Browning is 95 years old, this is a likely possible cause 
of her constipation.

Not drinking enough water or eating enough fibre can lead to hard, small stools that are 
difficult to pass.  These could both be contributory factors in Mrs Browning’s constipa-
tion.  Referral to a dietitian is indicated.

Mrs Browning is very physically active for her age, so low activity level is unlikely to be 
contributing to her constipation. In terms of dietary supplements, Mrs Browning takes 
Olive Leaf Extract, Flaxseed Oil and a vitamin and mineral supplement.  These are unlike-
ly to cause constipation, however you should ensure that she is taking the vitamin and 
mineral supplement as recommended.

Sometimes, although rarely, a large polyp may obstruct the bowel, causing constipation.  
Bowel cancer can cause constipation, or any change in bowel habit.  New altered bowel 
habit is an indication to consider investigations to rule this out. These can both be inves-
tigated through colonoscopy.



Type of Incontinence

Based on the patient history and physical examination, what type, or types, of in-
continence is Mrs Browning MOST LIKELY experiencing?

a) Urge incontinence
b) Stress incontinence
c) Functional incontinence
d) Overflow incontinence
e) Transient incontinence (due to UTI)

Answer on next page



Type of Incontinence

Answers: b, e - Stress incontinence is caused by weakening of the pelvic floor muscles 
and is characterised by small losses of urine when coughing, sneezing, exercising etc. 
Childbirth and straining to void faeces while incontinent can both lead to weakening of 
the pelvic floor. With 5 children and current constipation, stress incontinence is a pos-
sible cause. You have noted Mrs Browning has had some burning (dysuria) when passing 
water over the last week.  This can be a symptom of a urinary tract infection and should 
be ruled out in this case. UTI’s can cause transient incontinence. Very occasionally, stool 
impaction can partially block the flow of urine, causing the bladder to become overfull 
and making it difficult to empty completely. Overflow incontinence is therefore a pos-
sible but less likely cause.  This type of incontinence is more commonly seen in men with 
enlarged prostate glands. Mrs Browning is functionally able to get to the toilet,  always 
recognises the need to go to the toilet and has no cognitive impairment that prevents 
her from remembering where the toilet is or how to use it. Functional incontinence is 
therefore not indicated. Urge incontinence is also not likely as Mrs Browning does not 
report the experience of a sudden, strong need to urinate, nocturia or difficulty making 
it to the toilet on time.



Investigations

Based on the patient history and physical examination, what would be the next steps in 
investigating Mrs Browning’s symptoms?

Exclude anaemia and faecal occult blood

FBP showed normal Hb and FOBT was negative - no blood in stools.

Investigate possible UTI

An MSU was performed and the urine culture was positive.  The UTI was successfully 
treated with a 10 day course of amoxicillin 500mg.

Rule out bowel pathology as potential cause of constipation

A colonoscopy was scheduled for Mrs Browning. Despite her age, this test was consid-
ered appropriate as she is in good health and it has greater diagnostic yield than alter-
natives tests to investigate altered bowel habit.

The results revealed no significant pathology. There was no evidence of benign polyps 
or adenoma’s.



Multidisciplinary As-
sessments

Results of the continence and diet assessments

Incontinence in the elderly can be the result of a number of factors. In Mrs Browning’s case, straining to 
empty the bowels has weakened the pelvic floor muscles, resulting in stress incontinence. 

As result of urine being retained in the bladder for long periods of time, Mrs Browning has recently 
developed a UTI, which was successfully treated with amoxicillan.

After Mrs Browning’s constipation was alleviated through dietary changes, she was still experiencing 
less frequent moments of stress incontinence when coughing, sneezing or getting up from a chair. 
She was therefore prescribed specific exercises to strengthen her pelvic floor muscles.  Over time, this 
should significantly reduce Mrs Browning’s incidences of incontinence.

In the meantime, low absorbency hygiene products appropriate for stress incontinence have been 
recommended.



Multidisciplinary As-
sessments

Mrs Browning is not eating enough good sources of soluble and insoluble fibre in her diet. As fibre is 
indigestible, it adds bulk to the faeces making it more easily pushed along the digestive tract. Soluble 
fibre helps to soften the faeces. Good sources of soluble fibre include legumes, fruits and vegetables. 
Insoluble fibre adds bulk to the faeces helping it to move more quickly through the bowel. Good 
sources of insoluble fibre are in wheat bran, wholegrain breads and cereals.  

Mrs Browning eats predominantly white bread, meat, potatoes and boiled vegetables. In recent years, 
her intake of biscuits and cake has increased, while her intake of fresh fruit has decreased.  Porridge is 
a good source of fibre, so it is recommended that this remain in her diet.  Muesli and other wholegrain 
breads and cereals, along with fruit and natural yoghurt, can also be added to Mrs Browning’s breakfast 
foods.

Legumes, such as baked beans, lentils, kidney beans, split peas and chick peas would also be healthy 
additions to her diet. She should add these to the soups and casseroles that she already makes. Mrs 
Browning might also steam or lightly stir-fry her vegetables, rather than boil them, as this retains more 
of the natural fibre and nutrients present in these foods.  

Mrs Browning’s water intake, at 2-4 glasses per day, is also insufficient. She is advised to drink at least 
8 glasses per day, particularly with the increase in her dietary fibre intake.  The fibre in faeces will only 
plump up with water. Constipation may reoccur from a high fibre diet if insufficient water is consumed.



Summary

Mrs Browning is reassured that the colonoscopy results and changes in her bowel habits are most likely due to 
decreased gut motility that occurs as a normal part of ageing. She has been given specific advice on increasing 
the amount of fibre in her diet and the importance of increasing her water intake in line with this. 

Mrs Browning’s incontinence problems were related to the constipation. After increasing the fibre and water in 
her diet and regularly performing the pelvic floor exercises, both the constipation and incontinence have mark-
edly improved and are no longer a concern for Mrs Browning or affecting her quality of life.



Ageing Well Conclusion

Mrs Browning comes to see you a year later for a routine check-up. She has moved suburbs and is now 
living in a retirement village - primarily for the community atmosphere and fabulous social life. She 
is still well and active and has recently met a new man, Charles, who is 15 years her junior and enjoys 
similar interests.

A few things to consider after completion of this module…

1. Reflect upon ageing well issues. How can you assist people to age well, to maintain physical and 
social activity and maximise quality of life? What multi-disciplinary care team members might be able 
to assist in this?

2. Take some time to think about what you consider to be the most important aspects of fostering posi-
tive attitudes towards ageing and overcoming prejudices towards elderly people.


