










in the brain may not affect individuals similarly as there are older persons 
who do not experience decline in cognition despite advances in age. 
Decline in cognition is not always an inevitable consequence of aging.

Psychosocial

The physical changes associated with age affects self-
esteem, feelings of self-worth, and independence. Social 
roles change as a person ages. Separation from children 
who may have their own families, the lack of companion-
ship from loss of a partner, loss of roles and socialization 
after retirement are common causes of depression in 

older persons. Chronic medical conditions that affect older adults may 
cause a reversal of roles wherein the child becomes the care giver 
of the ailing parent. This role reversal can give an older person the 
feeling of increased security however; some may develop feelings of 
uselessness, being in the way, loss of dignity and self-respect. The 
onset of chronic medical conditions, pain, loss of function and decline 
in physical abilities are issues faced by individuals as they age. 

People commonly retire by the age of 65 years. Retirement is a reward 
for a lifetime of hard work and becomes a period to relax and enjoy life. 
Others are not as lucky and have to retire early due to chronic disease 
and disability. Poor health and medical expenses make this transition 
very difficult. Some individuals need work for psychological and social 

fulfillment, creating the feeling of usefulness and well-being. Retirement 
may mean reduced income and does not imply fewer expenses. With 
age, elderly individuals are beset with additional expenses to maintain 
their health such as health insurance, cost of medications and hospital-
ization thus creating financial burden for some who have to survive on a 
fixed income. As the elderly develop chronic medical conditions, health 
insurance benefits and coverage may change. 

Many elderly prefer to live in their own homes where they have built 
their memories, established friendship with neighbors and a sense of 
belonging in the community. Several factors may influence changes in 
living arrangements as one reaches old age. The presence of medical 
illness and disability may lead to increased need for supervision and 
care for the elderly. Children may become caregivers for their ill or 
disabled parent and move in with their parents or have their parents live 
with them. Home care agencies can provide nurses and home health 
aides to assist the elderly and provide care. Other settings such as 
adult day-care centers can provide meals, supervision and activities 
for older persons. Senior citizen housing and assisted-living centers 
that provide meals, laundry services; recreational, social, and religious 
services are available for the growing population of elderly. When older 
persons develop medical problems and disabilities requiring more 
supervision and are no longer able to care for themselves, nursing 
centers or long-term care facilities which provide various levels of care 
present as an option.
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Case Studies
Case 1: Mr. K is a 51 year old 
Caucasian gentleman with a history 
of severe hemophilia A, less than 1% 
factor level, without known inhibitors. 
He bleeds very infrequently in his joints 
(approximately 1x per year)  and as a 
result, has not learned self infusion. Due 
to poor dental health, he has repeated 
mouth bleeds which require occasional 
doses of recombinant Factor VIII 
provided by the treatment center and 
oral amicar.

PMH:  hypertension, past smoker x 20 
years now abstained, history of anxiety.

Presentation: Mr. K complained 
of slight tightness in his chest with 
periodic shortness of breath for the past 
3-4 days. He called the treatment cen-
ter concerned about what he should do. 
He was advised to go to the emergency 
department for an immediate evalua-
tion.  Blood tests were normal, CPK and 
treponin tests were normal. EKG was 
normal. A cardiac stress was positive for 
ischemia, therefore, he was advised to 
proceed with a cardiac catheterization.
Prior to cardiac catheterization, Mr. K. 
received a bolus of recombinant factor 
VIII to correction of 100% followed 
by a continuous factor VIII infusion 
to maintain his factor level at 100%. 
A 1-hour post factor VIII level was 
103%. The cardiologist proceeded with 
cardiac catheterization including usual 
heparinization during the procedure 
as for any patient.  Studies revealed 
a 90% blockage of the left anterior 
descending (LAD) artery. A metal stent 
was placed and the patient was sent to 
recovery.  Given his bleeding history, he 
was kept in the hospital for a 24-hour 
admission for continued observation 
and continuous factor VIII infusion 

for a full 24 hours. As per cardiology 
protocol, he was started on ASA 81 mg 
daily along with clopidogrel bisulfate 
75 mg daily, lipid agent, and calcium 
channel blocker. Twenty-four hours post 
procedure, Mr. K. responded well with 
no signs of bleeding at the cardiac cath-
eter insertion site and minimal bruising 
was noted. He was discharged with 
instructions to contact the hemophilia 
treatment center immediately should 
he have any bleeding symptoms of any 
kind; no additional factor infusions were 
given.
Mr. K. returned to the clinic 1 week later 
with no complaints of bleeding.
Five weeks post procedure, Mr. K. called 
the clinic complaining of increased 
bleeding from minor 
traumatic cuts and 
lacerations on his 
hands while working 
as an electrician. 
These wounds 
would continue to 
ooze for several 
hours.  He was 
provided dermabond 
and cyanoacrylate 
tissue adhesive  
topical powder for 
topical application 
to any abrasion or 
superficial cuts 
he may receive at 
work. He reported 
that these topical 
treatments worked 
well. As well, at the 6-week point, the 
clopidogrel bisulfate  was discontinued.  
He encountered no further mucosal 
bleeding.
Mr. K. has been maintained on 81 mg 
aspirin daily for the past year. He has 

not sustained any increase in any joint 
or muscle bleeding. He has not had any 
further mucosal bleeding or bruising.

Case 2: Mr. B is a 75 year old 
Caucasian gentleman with a history 
of mild (12%) factor VIII deficiency. 
He was diagnosed at 64 years of age 
through pre admission blood work 
performed prior to colonic resection for 
localized carcinoma.

PMH:  hypertension, chronic atrial 
fibrillation, asymptomatic abdominal 
aortic aneurysm, history of smoking 20 
years ago

Current Medications:
Rosuvastatin calcium 10 mg OD; 
Atenolol 100 mg OD; quinapril with 

hydrochlorothi-
azide 20 mg OD; 
diltiazem 360 mg 
OD; Vitamins 

Presentation:
Mr. B. was followed 
for several years 
by a vascular 
surgeon & serial CT 
scans to asses an 
abdominal aortic 
aneurysm. When 
the CT revealed the 
aneurysm to have a 
maximum diameter 
of 7.0 cm with an 
associated risk of 
rupture of 25-30% 

within the next year or so, the decision 
was made to go ahead with elective 
repair. Given the increased risk of 
bleeding associated with his hemo-
philia, he was offered an endovascular 
repair approach versus standard open 
repair. Angiography revealed that 

the right common iliac artery was 
significantly more calcified than the left, 
and for that reason, the left common 
iliac artery was the preferred route for 
entering the aorta. 
Two hours prior to procedure, Mr. B. 
received a bolus of recombinant factor 
VIII to correction of 100%, followed by 
25 u/kg every 12 hours from the time 
of the pre operative dose for 6 doses, 
followed by 25 u/kg daily for 7 days. 
Serum factor VIII level 10 minutes 
following the preoperative dose was 
110% and 8 hours post bolus the serum 
factor VIII was 56%. Estimated blood 
loss during the procedure was 1500 
cc, therefore Mr. B received 2 units of 
PRBC intraoperatively. 
Mr. B. was discharged home on POD#3 
as per vascular surgery clinical pathway. 
He went home with a peripheral IV 
saline lock to facilitate follow up bolus 
infusions of recombinant factor VIII in 
the home setting. Community nursing 
agency services were requested given 
that Mr. B was not instructed on self 
infusion given his infrequent need for 
factor replacement. 
It is over 4 years since Mr. B underwent 
endovascular treatment of his abdomi-
nal aortic aneurysm. He undergoes 
annual CT scan of the abdomen with 
intravenous contrast for ongoing sur-
veillance of his endovascular aneurysm 
therapy. Despite the late diagnosis 
of hemophilia, Mr. B is conscientious 
in contacting the Bleeding Disorders 
Program prior to undergoing any and all 
invasive procedures.



Maintaining physical health is important as the risk for disease and 
loss of mobility is high among the elderly. Chronic medical conditions 
are commonly experienced with advanced age. Physical and cognitive 
abilities may begin to decline. Research studies show that memory 
gradually declines by age 70 and it is not always a function of serious 
disease but may be related to factors such as diet, depression, medica-
tions, etc.  Centers for Disease Control in the US states that “although 
risk of disease and disability increases with age, poor health is not an 
inevitable consequence of aging” [42]

Adopting healthy behaviors may minimize the effects of illness and are 
helpful in coping with chronic medical problems. Physical activity does 
not have to be strenuous to be beneficial. Regular exercise promotes 
healthy bones, joints and muscles; relieves pain of arthritis; improves 
circulation; and reduces anxiety and depression. 

Good nutrition and healthy diet help to reduce the occurrence of 
chronic diseases and improves health. A diet low in saturated fats, 
rich in whole grains as a source of fiber, fresh fruits and vegetables 
for vitamins, minerals, beta-carotene, anti-oxidant source extends the 
productive life span of older individuals. 

Avoidance of tobacco use has decreased the risk for heart disease and 
cancer as well as other smoking-related illnesses. Cutting down on 
caffeine intake which may interfere with sleep, increases irritability and 
anxiety have proven beneficial. 

Key Techniques to  
Healthy Aging

www.aoa.gov 
Administration on Aging

www.aarp.org 
American Association of Retired 
People

www.healthandage.com 
Health and Age—Novartis Foundation 
for Gerontology

www.infoaging.org 
American Federation for Aging 
Research

www.ncoa.org 
National Council on the Aging

www.nia.nih.org 
National Institute on Aging

www.asaging.org 
American Society on Aging

www.healthyaging.net 
The Healthy Aging Campaign

www.geridoc.net/ 
assessmenttools 
Older Adult Assessment Tools

www.hartfordign.org 
Hartford Geriatric Nuring Initiative
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Websites on Aging:

The inter-disciplinary care 
provided by coordinated services 
of the medical team in hemophilia 
treatment centers helps ensure 
communication and continuity of 
care for patient with hemophilia. 
Increased level of trust and 
sharing of information that is 
essential for the management of 
patients are developed through 

supportive, interactive, and long-
term relationship that becomes 
established between patients and 
their providers of care. Given this 
long-term relationship between 
the patient and the collaborative 
team, they are in a unique position 
to recognize early health changes 
that may require follow-up with 
additional specialists.

Hemophilia Treatment Centers 
which provide comprehensive 
care for hemophilia emerged in 
many developed countries. A 
multi-disciplinary approach is 
adapted with focus on preventive 
care and risk-reduction practices, 
and provided by appropriately 
trained and experienced medical 
staff.  Hemophilia Treatment 
Centers provide services that 
include diagnosis and assessment, 
patient/family education, manage-
ment of acute bleeding episodes, 
education and training on home 
therapy, routine follow-up, and 
pre- and post-operative manage-
ment of surgical candidates with 
hemophilia. [24]   In addition, 
psychological and social supports 
for improved health care outcomes 
are provided.  The hemophilia 
care team consists for a nurse 
coordinator, a medical director 
(usually a hematologist), a physio-
therapist, and a social worker.  [41]  
Specialists in other areas of clinical 
medicine are additional resources 
for consultative and treatment 
advice include dentists, orthopedic 
surgeons, clinical geneticists, 
rheumatologists, infectious 
disease consultants.

Effectiveness of treatment 
centers is reflected in the 
significant reduction of mortality 
among patients with hemophilia. 
Soucie et al in a study conducted 
in the United States, showed a 
mortality risk of 70% for patients 
who received non-comprehensive 
care from sources other than 
comprehensive hemophilia treat-
ment centers. The success of 
comprehensive care is attributed 
to provision of expertise in coagu-
lation disorders, individualized 
treatment plans as well as access 
to multiple medical disciplines. 
Home factor infusion programs 
established by treatment centers 
facilitated immediate and early 
management of hemostatic 
crises. Training on home care 
therapy provided patients with 
sufficient knowledge and skills to 
self-treat with appropriate doses 
of intravenous blood products 
sparing them visits to emergency 
departments and reduced 
morbidity from delayed treatment. 
A decrease in frequency of 
hospitalization as well as days lost 
from work or school also resulted. 

The Role of
Hemophilia Treatment Centers 

www.aoa.gov
www.aarp.org
www.healthandage.com
www.infoaging.org
www.ncoa.org
www.nia.nih.org
www.asaging.org
www.healthyaging.net
www.geridoc.net/assessmenttools
www.hartfordign.org
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Clinicians around the world have 
found many creative ways to deal 
with the challenges they face when 
caring for people with bleeding 
disorders. In one of the upcom-
ing issues of the Global News 
Series for Hemophilia Nurses we 
would like to give clinicians the 
opportunity share their knowledge 
by providing useful “tips and 
techniques” that have worked for 
them and their patients.

Share Your Expertise
with other clinicians caring for people 
with bleeding disorders

Simply click on the link below and 
provide the “tips and techniques” 
you have found to be helpful. 
You may have a tip related to 
education, self infusion, venous 

access, exercise, joint health, 
pain management, emergency 
care, surgical care, dental care, 
transition or others.

13.	 US Census Bureau. Current Population 
Survey, Annual Social and Economic 
Supplement 2005. July 27, 2007

14.	 Life expectancy. Available at 
http://www.wikipedia.org/wiki/
Life_expectancy

15.	 List of countries by life 
expectancy. Available at 
http://en.wikipedia.org/wiki/
List_of_Countries_by_life_expectancy

16.	 Plug I, van der Bom JG, Peters M, 
Mauser-Bunschoten EP, de Goede 
Bolder A, Heijnen L, Smit C. Willemse 
J, Rosendaal FR. Mortality and causes 
of death in patients with hemophilia, 
1992-2001. A prospective cohort study. 
J Thromb Haemost 2006; 4: 510-6

17.	 Street A, Hill K, Sussex B, Warners 
M, Scully MF. Hemophilia and ageing. 
Haemophilia 2006; 12 (suppl 3): 8-12

18.	Chorba TL, Holman RC, Strine TW, 
Clarke MJ, Evatt BL. Changes in 
longevity and causes of death among 
persons with hemophilia A. Am J 
Hematol 1994; 45: 112-21.

19.	 Jones P, Ratnoff O. The changing 
prognosis of classic hemophilia 
(Factor VIII “deficiency”. Annals Intern 
Med 1991; 114:641-648

20.	Mejia-Carvajal C, Czapek E. Life 
expectancy in hemophilia outcome. J 
Thromb Haemost 2006;4:507-509

21.	 Tagliaferri a, Franchini M, von 
Mackensen S, et al. 2006b. Health sta-
tus and quality of life in elderly Italian 
patients with hemophilia. Haemophilia 
12(Suppl.2) 252(abstract)

22.	Franchini M, Tagliaferri A, Mannucci 
PM. The management of hemophilia in 
elderly patients. Clinical Interventions 
in Aging 2007; 2(3): 361-368

23.	Walker IR, Julian JA, Association of 
Hemophilia Clinic Directors of Canada. 
1998. Causes of death in Canadians 
with haemophilia 1980-1995. 
Haemophilia, 4:714-20

24.	Soucie JM, Nuss R, Evatt B, Abdelhak 
A, Cowan L, Hill H, Kolakoski M, Wilber 
N. Mortality among males with hemo-
philia: relations with source of medical 
care. The Hemophilia Surveillance 
System Project Investigator. Blood 
2000; 96: 437-42.

25.	Gilbert MS. Musculoskeletal 
complications of hemophilia: the joint. 
Haemophilia 2000; 6(Suppl 1):34-37

26.	Heijnen L, De Kleijn P. Physiotherapy 
for the treatment of articular contrac-
tions in haemophilia. Haemophilia 
1999;5(Suppl1):16-19

27.	 Roosendaal G, Lafeber FP. Pathogenesis 
of haemophilic arthropathy. Haemophilia 
(2006), 12, (Suppl. 3), 117-121

28.	Santavirta N, Bjorvell H, Solovieva S, 
Alaranta H, Hurskainen K, Konttinen Y. 
Coping strategies, pain, and disability 
in patients with hemophilia and related 
disorders. Arthritis Care & Research 
2001;45:48-55

29.	Guidelines for the Management  
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of Hemophilia. Available at  
http://www.wfh.org

30.	Sramek A, Kriek M, Rosendaal FR. 
Decreased mortality of ischaemic heart 
disease among carriers of haemophilia. 
The Lancet 2003; 362: 351-354

31.	 Franchini M. Thrombotic complications 
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disorders. Thromb Haemost 2004; 92; 
298-304.
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VIII replacement during open heart 
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Patient Name

System Health History Physical Assessment Assessment Tools Date Comments

M
us

cu
lo

sk
el

et
al

Joint Bleed History
•	 Target joint
•	 Previous joint surgery

Infusion Diaries
Haemophilia Joint Health Score (HJHS) 
International MRI Scales
Goniometer
Dynamometer
Measuring Tape
Hendrich II Fall Risk Model
Dynamic Gait Index (DGI)
Functional Gait Assessment	
Get Up and Go Test	 
Home Safety Checklist
Safety Assessment Scale
Brief Pain Inventory
McGill Pain Intensity Scale
Faces Pain Scale

Joint Range of Motion

Muscle Tone, Strength, Size

Risk of Falls Assessment:
•	 Gait	
•	 Balance	  
•	 Assistive devices
•	 Medication Review & Modification
•	 Home safety assessment

Pain: onset, character, severity, location, 
frequency	
•	 Aggravating and relieving factors	
•	 Previous treatment (medication and 

alternative therapies)
•	 Effect (social and physical function)

C
ar

di
ov

as
cu

la
r

Family History of Heart Disease Blood Pressure
Pulse (rate, rhythm, quality)
Oxygen saturation levels
Fasting Lipid Panel & Cholesterol Levels

Personal history of ischaemic heart disease 
and valve disease

Smoking History

Exercise intolerance

Nutrition/Dietary Habits

Chest Pain: character, duration, frequency, 
severity

Edema or swelling

Number of pillows used during sleep

G
en

ito
ur

in
ar

y 
 

&
 R

en
al

Assess UTI symptoms (urgency, pain, 
burning, frequency, blood)

Blood Pressure
Urine Analysis: Urine Culture & 
Sensitivity
Serum Urea & Creatinine
Creatinine Clearance
PSA (prostate specific antigen)
Rectal Examination

Nocturnal polyuria (increased fall risk)

Urinary Incontinence (increased fall risk)

Dribbling

Starting & stopping while urinating

Decreased force in stream of urine

B
re

as
t &

 C
er

vi
ca

l C
an

ce
r 

(in
 a

pp
ro

pr
ia

te
 p

op
ul

at
io

n)

Breast Self-Examination Mammogram
Pap smear
Human Papilloma Virus (HPV) TestPresence of lumps on the breast

Change in size and contour of breasts

Spontaneous clear or bloody discharge 
from the nipple

Flattening or indentation of the skin over 
the breast

Vaginal discharge in women
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System Health History Physical Assessment Assessment Tools Date Comments

R
es

pi
ra

to
ry

Smoking history (self & household 
members)

Chest X-ray
Pulse oximetry
Pulmonary Function TestIndustrial exposure

COPD, Emphysema

Respiratory rate, rhythm, regularity, volume, 
depth

Breath Sounds

Secretions (colour, presence of blood)	

Frequency of respiratory infections

G
as

tro
in

te
st

in
al

Nutrition, appetite, chewing asessment Weight, BMI
Compare intake with “Nutrition Guide” 
Stool chart
Liver function tests	
Ultrasound
Hepatology & Infectious Disease 
consultation
Occult Blood
Sigmoidoscopy or Colonoscopy

Bowel Habits

Dysphagia

Nausea, vomiting

NSAID induced ulcer

Hepatitis, HIV status

Esophageal Varices

GERD	

Blood in stool

Abdominal discomfort

C
og

ni
tio

n

Baseline functional status Katz Activity of Daily Living Scale
Mini-Mental State Examination (MMSE)
St. Louis University Mental Status 
Examination (SLUMS)
Geriatric Depression Scale
AAA Drivers 55 Plus: Self-Rating Form

Baseline cognitive function

Memory Loss

Safety and attentiveness (driving)

Sleep Disorders	

M
et

ab
ol

ic

Change in energy levels Thyroid Stimulating Hormone (TSH)
Serum free T4 and Serum T3
Blood Glucose
Glycosylated Hemoglobin (HbA1c)
Fasting Plasma Glucose
Oral Glucose Tolerance Test (OGTT)

Weight Changes

Change in size and contour of breasts

Hair loss, brittle nails, dry skin

Intolerance to heat/cold

Excessive sweating

Polyuria, polydypsia, polyphagia

S
ki

n

Sun Exposure Braden Scale

Changing mole or new growth on the skin

Hydration

Heat/Cold intolerance

References for chart:

Older Adult Assessment Tools: http://geridoc.net/assessmenttools.html  

Clinical Toolbox for Geriatric Care: http://www.hospitalmedicine.org/geriresource/toolbox/howto.htm  

Hartford Institute for Geriatric Nursing: Normal Aging: http://www.consultgerirn.org/topics/normal_aging_changes/want_to_know_more

Hartford Institute for Geriatric Nursing: Try This Series: http://www.hartfordign.org/resources/education/tryThis.html

Regional Geriatric Program of Toronto: http://rgp.toronto.on.ca/GeriatricAssessment

Geriatric Examination Toolkit: http://web.missouri.edu/~proste/tool/ 
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