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Mortality and the Attribution of Health
Problems to Aging among Older Adults
William Rakowslk, PhD, and Tom Hickey, DrPH

Introdudon

Research in gerontology continues to
try to distinguish effects of disease from
effects of aging on physical health and
functioning.1-3 Public information and
professional education increasingly em-
phasize that attributing health problems to
supposedly inevitable consequences of
old age is inappropriate. The current em-
phasis on disease prevention and health
promotion with older persons4-6 reflects a
growing recognition that chronological ag-
ing per se imposes significantly fewer lim-
itations than was previously assumed.

It is important to understand the po-
tential consequences of laypersons, profes-
sionals, and the general public attibuting
health problems to aging. Leventhal and
Prohaska7 report that attrbution to aging is
associatedwith a tendency to delay seeking
care. Gjorup et al.8 found that attribution to
aging exceeds 60%o for some conditions and
is associatedwith delay in contacting a phy-
sican, while Brody and Kleban9 note that
such attnbution is associated with reluc-
tance to discuss health problems with other
people or health care providers. It was
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were aged 70 and older in 1984. The 1984
interviews were conducted by Census Bu-
reau staff at the individual's residence; the
1988 follow-up was conducted primarily by
computer-assisted telephone interview.10-12

Independent Vanable: Attribution of
Problems to Aging

The ADLs assessed by the LSOA
comprise dressing, bathing, using the toi-
let, eating, waling, getting outside, and
transferring, and indicate basic functional
health status.13,14 A report of ADL diffi-
cultywas followed by questions about de-
gree of difficulty, receipt of help, use of
aids, and perceived cause(s) of an impair-
ment. The attribution question allowed
giving multiple causes for the impairment;
if multiple causes were mentioned, re-
spondents were asked to select one as the
main cause. Therefore, persons classified
for this report as attributing a problem to
aging were those who chose aging as the
main cause. The independentvariablewas
defined as no ADLs attnbuted to aging
versus one or more ADLs attributed to
aging. (Note: Attnbution to agingwas not
requested for physical health problems
such as stroke, heart disease, cancer, etc.)

Dependent Variable: Vital Status
Mortality was based on the National

Center for Health Statistics' "best esti-
mate" of vital status, derived from track-
ing information through December 1988.

In the analysis sample of 1391 persons,
there were 429 deaths (30.8%).

Covariates for Logistic Analysis
Several other variables from the

LSOA were used as covariates in logistic
regression analysis. They included any
heart problem, any circulatory problem,
diabetes, stroke, cancer, gender-specific
body mass index, number of limitations to
instrumental ADLs, age, gender, educa-
tion, race, living alone or with others, self-
rated health, and an indicator for social
contacts (based on group or social events
out-of-home, volunteer work, and atten-
dance at religious services).

Rets

Bivanate Associations
Table 1 presents the bivariate asso-

ciations between mortality and the attri-
bution ofADL problems to old age over
the 1984 to 1988 period. The number of
persons who cited only old age as a cause
was small (n = 72). However, an elevated
risk of mortality did appear to exist.

Multivariate Associations
Results of logistic regression are

shown in Table 2. Analyses were done
with BMDP and unweighted data. Even
controlling for the covariates listed above,
the attnbution of ADL difficulty to aging
was associated with a higher risk of mor-

tality, as denoted by the adjusted odds ra-
tio (OR) and change in the log-likelihood
ratio due to attribution. Other covariates
associatedwith highermortalitywere hav-
ing had cancer or diabetes, being age 80 or
over, being male, having difficulty with
more instrumental ADLs, being in the
lowest quintile for body mass index, hav-
ing less favorable self-rated health, and
having fewer social involvements.

Correlates ofAttribution to Aging
In other analyses, few variables from

the covariates listed above and from other
questions from section T ("Health Opin-
ions") of the baseline survey were found
to be correlates of attributing ADL diffi-
culty to aging. Table 3 presents bivariate
associations for those variables. Several
associations suggested greater aging attri-
bution when health ratings were favor-
able. Multiple logistic analyses using none
versus one or more attributions as the de-
pendent variable indicated a greater like-
lihood of attribution for persons aged 80 to
84 (adjusted odds ratio [AOR] = 2.65;
95% CI = 1.16, 6.06) and aged 85 or over
(AOR = 6.57; 95% CI = 2.95, 14.70), rel-
ative to persons aged 70 to 74 at baseline.

Discussion
Results of this investigation suggest a

potential adverse consequence of attrib-
uting at least some types of health prob-
lems to old age as opposed to a specific
disease. As hypothesized by Kart,15(p78)
"Overattribution of symptoms to the ag-
ing process directs the attention of the el-
derly person away from real disease
and/or environmental factors that may af-
fect health. Such misattributions may
have tragic consequences." Although the
number of persons making such attribu-
tions was small, the database was a na-
tional sample and results are consistent
with the above hypothesis and with data
from earlier studies.7-9

In actuality, the number of persons
making attributions to aging was probably
underestimated because respondents were
asked to choose a main cause if several
were given. The group identified here is
therefore selective and may represent in-
dividuals for whom attribution to old age
has special significance. Their attribution
may denote a cumulative judgment of
"how bad things really are." Attributions
to aging may be one factor differentiating
"normal" from "successful" aging, as dis-
cussed by Rowe and Kahn,' and may also
be another manifestation of self-rated
health.16 Global self-rated health, along
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with social involvement, predicted mortal-
ity even in this impaired sample (Table 2).

The processes by which attribution
to aging operate need further study. Table
3 suggests that aging attnbutions may oc-
cur when individuals report good health
despite functional limitations. If individu-
als retain positive subjective assessments
despite reporting physical impairments,
old age may be a convenient and socially
accepted explanation for the decline even
though it is not specific. Other possibilities
include less effective self-care, adherence
to treatment, health-promoting actions,17
or perhaps denial of the severity of prob-
lems. Whatever the processes, however,
family caregivers and health care profes-
sionals should attend to comments indi-
cating a belief that old age is the cause of
health problems. Otherwise, the expected
negative trajectory of agingmaybecome a
self-ffilling prophecy with unfortunate
consequences. O
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