
W
hen a Washington, D.C.,
police officer pulled over an
82-year-old man who was
driving erratically, the offi-

cer found a coherent, angry driver who
challenged him to either arrest him or
leave him alone. The police officer decid-
ed to choose the latter option. Later that
evening, the driver, who suffered from
Alzheimer’s disease and had wandered
from home, was reported missing. Almost
eight hours after the traffic stop, the miss-
ing man was traveling on Interstate 95
when his car swerved into the median
and struck two tractor-trailers, resulting
in his death. 

Cases like this have prompted police
departments across the country to bone
up on Alzheimer’s disease and dementia
in order to better serve the public. Police
have reported a spike in the number of
Alzheimer’s cases in which individuals
become lost, confused, or refuse help. 

With an estimated 4.5 million
Americans suffering from Alzheimer’s
disease, a number that has doubled since
1980, law enforcement has had to face the
fact that dealing with this debilitating dis-
ease will become part of their daily rou-
tine. These days, it’s a rare police officer

who hasn’t had to deal with a lost or con-
fused elderly individual wandering from
home. A survey of police in Arkansas indi-
cated that at least 25% of all missing adult
reports entered into the FBI’s National
Criminal Information Center (NCIC) were
for confused elderly individuals. 

Wandering and becoming lost is the
most life-threatening behavior associated
with Alzheimer’s disease. As many as
70% of people with Alzheimer’s will 
wander and become lost sometime during
the course of their disease. Wandering 
has been listed as a major cause of elderly
hospital admission and death. It has been
described by caregivers as the least man-
ageable aspect they face, and it is noted 
as a primary factor leading to placement
into long-term care. 

Fortunately, fatalities from wandering
are rare. Of about 125,000 Alzheimer’s-
related wandering cases that police depart-
ments handle each year, only 1% result in
death. The secret to a happy ending is
speed. About 40% of people with
Alzheimer’s who are lost more than 24 
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Editor’s Note: America’s booming elderly

population poses special challenges for

the law enforcement community, which is

being trained to cope with everything

from wandering Alzheimer’s patients to

elder abuse and mail fraud.“Law

Enforcement’s Newest Beat—Our Elderly”

is an exclusive series that examines this

very different policing approach. This first

installment probes the unique 21st

Century policing tactics required to deal

with Alzheimer’s victims.

By Sharon Palmer



Law Enforcement, continued from page 1
hours will be found dead, often from cold, dehy-
dration, or exhaustion. 

During the winter months, hypothermia
becomes a very real concern for the lost individ-
ual. Police say they frequently find confused eld-
ers wandering dressed only in thin clothing and
slippers, thus further exposing them to harsh
weather conditions. Because Alzheimer’s
patients may not be able to realize whether they
are properly dressed or how to find appropriate
shelter, it is critical that they be found early. 

Other difficulties surrounding locating
Alzheimer’s patients arise because they may be
irrational, they may not respond to directions or
their name, they may refuse help, or they may
hide. They are also capable of making poor deci-
sions, like walking into a pond or into thick
brush. The irony is that most wanderers don’t
get much farther than a mile, but they can be
challenging to find. 

In order to better protect the elderly, police
have turned to new strategies. Before the mid-
1990s, most police officers were not taught about
Alzheimer’s. Then local Alzheimer’s Association
chapters began giving police departments limit-
ed training. Today, police departments build an
officer’s Alzheimer’s expertise in several ways.
In many departments, police recruits are offered
seminars on finding and interacting with
Alzheimer’s patients, and Alzheimer’s training
is part of a continuing education program. The
Alzheimer’s Association has helped many states
create a training program that is used in police
academies and in continuing education. 

Many police departments are trained and
tapped into the Safe Return program. Federally
funded but administered by the Alzheimer’s
Association, this program is a 24-hour database
registry designed to safely locate lost Alzheimer’s
patients. Police, people with Alzheimer’s or relat-
ed disorders, families, and caregivers can access
this program. Stories abound on how the pro-
gram has ensured the safe return of many wan-
dering souls found in places as varied as the mall
or public transportation stations. 

Some of the strategies police officers now use
to locate lost Alzheimer’s elders include immedi-
ate response, issuing a description on the NCIC
network, issuing a radio or Teletype report to
neighboring police departments, calling the Safe
Return program, dog searches, neighborhood

grid searches, checking to see if subjects have
visited an old workplace or old friend’s homes
triggered by long-term memory, displaying pho-
tos on TV news, rechecking the area where the
person was last seen, communicating with offi-
cers on the next shift, and considering life-threat-
ening health problems and the weather. 

When wanderers are located, police officers
are trained to be patient, speak in short sentences,
approach from the front, make eye contact, keep
instructions simple and positive, move the person
to a quiet area, look for identification, become
aware of potential dehydration and hypothermia,
look for serious medical problems and necessary
medications, avoid assuming the subject is intoxi-
cated, avoid restraints, and understand typical
emotional responses like difficulty communicat-
ing, sobbing, pacing, or trying to flee. 

Once the person is identified, the police offi-
cer is taught to return them to their caregiver if
they do not need medical attention and counsel
the caregiver that wandering is a life-threatening
behavior. 

Police officers on the beat report that they
see much improvement in the way they under-
stand and respond to Alzheimer’s cases. With
Alzheimer’s disease becoming a thread woven
into American society, victims of the mind-rob-
bing disease will need as much protection as
they can possibly get. n
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SAFE RETURN 
A Call or Click Away
Alzheimer’s Association Safe Return is a nationwide

identification, support and enrollment program that

helps when a person with Alzheimer’s or a related

dementia wanders and becomes lost.

With round the clock assistance, if an enrollee is

missing one call activates a community support net-

work.With a $40 enrollment in Alzheimer’s

Association Safe Return, enrollees receive an

engraved identification bracelet or necklace, iron-on

clothing labels, caregiver checklist, key chain, lapel

pin, refrigerator magnet, stickers, and wallet cards.

For more information, contact the Alzheimer’s

Association National Office, 225 N. Michigan Ave.,

17th Floor, Chicago, IL 60601, call the program’s 

24/7 Nationwide Contact Center at (800) 272-3900,

or visit their website at:

www.alz.org/Services/SafeReturn.asp#more.

Of about 125,000 Alzheimer’s-related wandering cases that 
police departments handle each year, only 1% result in death. 
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D
oes your aging or frail loved
one live alone or spend long
periods of time alone? If so,
you are likely are nagged by

these questions: What if my loved one
needs help and can’t get to the phone?
And how would I know?

Veryl Ann Grace of Keaau, Hawaii,
says she had those same concerns about
her Aunt Louisa who lived alone at age
84. Though mentally sharp, Grace’s aunt
had multiple health problems and some
difficulty walking. 

Grace’s fears turned into reality one
Saturday afternoon. Running late for a
scheduled visit, Grace phoned her aunt to
let her know she would be late. Her aunt
didn’t answer the phone but as Grace
says, “That was not totally unusual. If she
was sleeping on her good ear or had the
television turned up, she often didn’t hear
the phone.”

She arrived to find her aunt’s front

door open but the screen door latched.
Seeing her aunt seated in a favorite chair,
she called out. “My aunt answered me but
her speech was not clear, I called again
and then ripped the screen to get in. As
soon as I saw her, I knew that she had had
a stroke. I called 911. She was rushed to
the hospital. She’d had a massive stroke
and within three weeks she was dead.” 

What might have helped in this situa-
tion was a personal emergency response
system—or PERS. Once marketed prima-
rily to the frail elderly, personal emer-
gency response systems allow an individ-
ual to call for help without having to dial
a phone. These devices are increasingly
popular with adults of all ages who have
medical concerns, spend time alone, or
simply want to ensure access to help in
the event of an emergency on a 24-hour,
7-day a week basis.

How do these systems work? A small
radio transmitter is placed inside a pen-

dant or bracelet that the individual wears
at all times. When help is needed, the indi-
vidual presses the “help” button located
on the pendant or bracelet. A radio signal
is sent to a console that has been connect-
ed to the home phone. The console then
automatically dials one or more pre-select-
ed phone numbers. Most often, the call
goes first to a response center operated
either by a PERS manufacturer or to a
local provider of PERS services such as a
hospital, healthcare or home care agency.

In most situations, the staff at the
response center will then attempt to reach
the individual to learn if an emergency
exists. Depending on the situation, a fami-
ly member, friend or neighbor may be
contacted to make a “safety check” or
lend assistance. If needed, the response
center staff place calls to local emergency
responders such as paramedics or police,
as appropriate. 

In addition to providing the ability to
make a call for help during an emergency,
some PERS offer features such as medica-
tion reminders, smoke detection, two-way
voice communication, and intruder detec-
tion. Some are mobile systems supported
by nationwide networks. Others detect
inactivity or a fall.

“Fall detection units are very, very
new. We’ve had them on the market for t

Caregiver Peace of Mind

How Personal Emergency
Response Systems
Can Protect Loved Ones
By Paula S. McCarron

1.What costs, if any, are incurred due to services,

repairs or warranties?

2.What is the range of the system? Test out the

system to be certain calls can be placed from 

all areas of the home.

3. Is there 24/7 coverage by the call center?

4.What training do call center staff have?

5. How long has this company been in business?

6. What fees or costs will be assessed if I choose

to discontinue this service?

Some Questions to Ask Before Acquiring a PERS



T
he wrenching and fateful 
decisions made at the end of 
a loved one’s life can both
facilitate and complicate grief
for caregivers—sometimes

simultaneously. 
For example, in sudden death, which

often results from accident, suicide or
homicide, each cause of death creates
unique issues for bereavement, but all
share complicating factors, such as a
sense that the death may have been pre-
ventable. These same factors also can
complicate a sudden death from natural
causes such as a heart attack, aneurysm
or stroke. 

In turn, ethical decisions, such as
when to terminate treatment or stop
heroic medical measures, are consequent-
ly often made while the caregiver is both
in shock and grief, coming with little
warning or time for thought. 

A prolonged illness spawns other
complicating factors. Family caregivers
may be highly stressed as they cope with
the incessant physical, financial, social
and psychological demands of a loved
one’s life-threatening illness. It also can
be difficult to witness the slow deteriora-
tion and pain expressed by the dying
family member. With so much time pass-
ing, prolonged illness may generate con-
siderable ambivalence as family members
simultaneously wish for death and an
end of the person’s (and family’s) suffer-
ing while concurrently wishing that the
person would remain alive. 

Caregiver ambivalence may also
develop as the loved one’s physical
appearance deteriorates to such an extent
that family members are repulsed even as
they seek to care and to comfort. 

What this all leads to is this: End-of-
life dilemmas themselves can reflect and

PERS, continued from page 3
about a year,” says Robin Snowden, chief
operating officer of New England
Emergency Response Systems. The tech-
nology of these systems is sensitive to the
degree of impact, acceleration, and hori-
zontal and vertical angles. Snowden says
these systems can be of great value for
people who are diabetic, epileptic or have
dementia and may not be able to press
the “help” call button. 

Snowden says that in addition to the
value of emergency response, PERS can
offer individualized attention and care.
“We have a customized database with
detailed information on each of our
clients. We track medical information, a
listing of medications, and allergies. We
even make notes like ‘Don’t let the cat
escape out the door.’”

PERS vary greatly not only in features
but also in price. PERS can be leased, pur-
chased or rented. Installation may or may
not involve additional fees. They are not
covered under Medicare and only rarely
covered by private insurance. In some
states, Medicaid may provide coverage.
On average, the monthly leasing fee runs
between $20 and $40. 

Many local chapters of the American
Red Cross now provide personal emer-
gency response systems as part of their
mission to assist individuals in emer-
gency preparedness. 

Karen Tantama, preparedness product
manager at the American Red Cross
national headquarters, says, “Consumers
should ask lots of questions before mak-
ing a decision. Find out if there are
charges for service calls. Ask what other
services are included such as caregiver
education. Find out who is going to
answer that call when your loved one
needs help.”

Veryl Ann Grace learned the hard
way that it’s critically important to be
prepared for an emergency. As she says,
“I never voiced my fears or nagged. (It
was) a mistake on my part. While I don’t
know if my aunt would have lived had
help arrived, I do know she would have
been helped to be comfortable much
sooner.” n

Caregiver Grief

Understanding the Myriad of Emotions

Triggered by End-of-Life
Decisions
By Kenneth J. Doka

Dr. Kenneth J. Doka is a professor of gerontology at the
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senior consultant to the Hospice Foundation of America.
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books including The Hospice Foundation of America’s
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editor of both Omega and Journeys: A Newsletter for

the Bereaved. He can be reached at kndok@aol.com.

Paula Sanders McCarron has more than 20 years of

experience in healthcare, including nursing homes and

hospice. She lives in Jacksonville, Florida, and can be

reached at psm@wordbyword.net
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even generate considerable ambivalence.
The individual or family making the deci-
sion can be torn between a desire to end
suffering and a continued quest to retain
hope even in the midst of impending
death. They may experience conflict
between following their own beliefs and
choices while honoring the expressed
wishes or beliefs of the deceased. 

Normally, one person within the fami-
ly system may hold the health proxy.
Such a proxy in the United States author-
izes a given person to make medical deci-
sions for an individual incapable of mak-
ing such decisions. Families may differ in
their abilities to communicate with one
another and in their opinions about what
should be done. Thus, end-of-life deci-
sions can create family conflicts or revive
family disputes. 

The manner of death, too, may com-
plicate subsequent grief. Even the deci-
sion to terminate life support may not
ensure an easy death. Family members
may even interpret or misinterpret the
final actions of the dying person as evi-
dence of pain. 

There’s no escaping this dilemma —
even decisions to continue treatment may
generate issues. Families may feel, in ret-
rospect, that they have let a loved one
needlessly suffer. They may sense the
active disapproval and even isolation of
medical personnel because of their deci-
sion (yes, this does happen). In other
cases, the pain and suffering experienced
by the dying individual may create a situ-
ation where family decision-makers wish
they took a more proactive role to end
suffering. 

End-of-life decisions may not only
compound bereavement. In some cases,
active decision-making at the end of life
can be a facilitating factor, easing the

strains of grief. Individual end-of-life
decisions can provide a sense of control –
allowing a semblance of control at an oth-
erwise uncontrollable time.

Moreover, these decisions may be the
end result of a process that is therapeutic.
The best end-of-life decisions are made in
a reflective process where the individual
has time to consult with medical person-
nel as well as other family members. The
process can do much to ease subsequent
grief. It can allow a process of consensus
building that can generate support and
ease isolation at a very difficult moment. It
can offer additional information and dis-
cussion that acknowledges the inevitabili-
ty of death and the futility of further med-
ical interventions. It also can assist sur-
vivors in accepting the reality of death. 

The decision-making process can pro-
vide opportunity to confront painful emo-
tions and finish unfinished business. In
some cases, this reflective process pro-
vokes strong spiritual reflection as one
assesses not only how one’s philosophy
or theology address the ethical issues
involved but also how one’s spirituality
more directly speaks to the very loss. An
individual may define the decision-mak-
ing process as one that enabled a loved
one to die a good death, perhaps by eas-
ing pain or fulfilling that person’s wishes.

The grief of family members flows
when family members are encouraged to
have a deliberative and inclusive process.
Decisions to terminate treatment arouse
strong feelings of ambivalence.
Individuals report that they rely on family
and friends to help make their end-of-life
decisions. Such consulting is critical as it
also develops a greater level of consensus
and subsequent support. However, such a
process does take time. And this time
allows the family an opportunity to

weave their decisions into a consistent
narrative of the patient’s illness and
death, in other words they come to terms
with the end.

This process cannot be rushed. For
families engaged in the process, it is criti-
cal that physicians and others do not
attempt to apply pressure to quicken that
process. 

Moreover, the process may not end
and with the loved one’s death. After the
death, patients may need to review the
decisions they made in the course of the
illness. Physicians need to understand this
as a critical aspect of care and one that is
both necessary and facilitative of the
grieving process.

Ethical decisions never arise in a vac-
uum. Culture, technology, social and indi-
vidual values, spiritual and religious tra-
dition, and legal struggles are among the
many factors that frame ethics. Ethical
decisions do not proceed in a vacuum
either. Decisions that have been made
may continue to be reconsidered and
reviewed long after the choice and their
loved one has died. n

COMING UP
IN FEBRUARY
n Elderly driving safety, elder abuse, mail fraud 

and victimization are all challenges for law

enforcement today—and examined in Part 2 

of our exclusive series Law Enforcement’s Newest
Beat—Our Elderly.

n What are reverse mortgages, and when are they

the right answer for my elderly ones?

n Keeping love alive in a most stressful situation,

24/7 spousal caregiving.

n Six strategies for successful long-distance

caregiving.

The best end-of-life decisions are made in a reflective process where the individual
has time to consult with medical personnel as well as other family members. 
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Tricks of the Trade

Keeping Caregiver Stress at Bay
By Jacqueline Marcell

C
aring for a chronically ill
loved one can be one of
life’s greatest challenges.
Caregivers often feel guilty
and frustrated for not

accomplishing all the tasks they once
did. And even though they do so much
every day, they often feel that they are
not doing enough, or that what they are
doing could be done better.

In addition, fond memories of past
times, when a loved one was still
healthy, can cause a cascade of caregiver
feelings of loss and sadness, creating a
downward spiral that can be difficult to
recover from. 

More than 50 million people, one in
every five Americans, help elderly loved
ones who can no longer help themselves.
But when caring for another, a caregiver
often neglects their own well-being,
oftentimes not even seeing them self as a
caregiver, but simply as someone doing
what any loving family member would
do. “I’m just taking care of my mom” is
a common refrain.

I have lived through this heartache,
caring for my elderly parents for several
years, both with numerous health prob-
lems and the beginning of dementia,
namely Alzheimer’s disease. How I wish
I’d known sooner how to cope with the
overwhelming stress, tears and sorrow.
But, hopefully, these lessons can help you:

Nurture Yourself 
You can’t be an effective caregiver if you
are so stressed that you get sick too. As
hard as it is to find the time and motiva-
tion, realize that it’s imperative that you
take good care for yourself.
• Eat healthy: set limits on high fat and

processed foods, caffeine and sugar-
laden treats that can increase fatigue. 

• Exercise often: take a walk, stretch, 
lift weights, do isometrics. 

• Get proper sleep: take naps when 
necessary. 

• Meditate: practice deep breathing 
and visualization. 

• Attend a support group regularly:
solutions will present themselves. 

• Get respite care for your loved one:
the break will help you. 

• Do things you enjoy: read, music,
hobbies, crafts, movies, etc. 

• Use a hand sanitizer: viral and 
bacterial infections can be reduced. 

• Treat depression: if chronically
depressed, find a therapist, and ask
your doctor to consider prescribing 
an anti-depressant. 

• Get yearly physicals and all 
appropriate tests: mammogram,
prostate, colonoscopy, etc. 

Organize 
Pace yourself, being careful not to take
on more than you can manage. Make
lists of things that must be done, and
secondary lists of things you would like
to accomplish if possible. Be sure to set
strict limits with yourself and others of
what you can and what you cannot do. 

Ask For Help
Don’t wait for friends and family to ask
what kind of help you need. Instead,
make a list of chores and ask everyone to
pick the tasks they feel comfortable with.
In addition to the long list of caregiving
chores, add: cleaning the house/garage/
pantry, taking the car in for service/tire
rotation, gardening, shopping, cooking
meals ahead for the freezer, etc.

Accept Invitations
Even if you don’t feel like going out at the
moment, having activities to look forward
to will help you feel less isolated and
deprived of a normal life. If your loved
one can’t attend with you, arrange for
their care with family, friends, or through
a caregiving agency. Be aware that having

fun, laughing, and focusing on subjects
other than caregiving and ill health, will
help to keep you in emotional balance. 

Use Adult Day Care
Consider enrolling your loved one in
adult day care, which is often the very
best thing for them, as well as for you.
They are kept busy with activities they
enjoy, and you get a break for several
hours a day, which will help recharge
your batteries. 

Reach Out For Help
Many resources are available to help
caregivers. Consider hiring a geriatric
care manager, who can personally guide
you through the complicated maze of
eldercare. Also, faith-based organizations
often offer support to family caregivers. 

As former First Lady Rosalynn Carter
says, “There are only four kinds of peo-
ple in the world: Those who have been
caregivers; those who currently are care-
givers; those who will be caregivers; and
those who will need caregivers.” Realize
that what you are doing is very challeng-
ing, though not unique, and that there is
help available. And remember, someday,
someone may be caring for you, so be
sure to plan for good Karma! n

Jacqueline Marcell is an author, publisher, radio host,

national speaker, and advocate for eldercare awareness

and reform. Her writing includes Elder Rage, or Take My

Father... Please! How to Survive Caring For Aging

Parents. For more information, see www.ElderRage.com.

HANDY NUMBERS

Area Agency on Aging or Department of Aging,

Family Caregiver Support Program: (800) 422-3263 

Meals on Wheels: (703) 548-5558 

Eldercare Locator: (800) 677-1116 

Alzheimer’s Association: (800) 272-3900 

National Family Caregivers Association:

(800) 896-3650 

National Adult Day Services Association:

(212) 494-0755 

Rosalynn Carter Institute for Caregiving:

(229) 928-1234 
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C aring for a loved one can be a
complex and difficult job, and
the complexity only intensifies
when caregivers aren’t certain

that they’re “doing the job right.” Even
seemingly simple tasks, like turning a
loved one over in bed, can become daunt-
ing when a caregiver is unsure how to do
them.

Caregiver training programs can help
take the guess-work out of caring for a
loved one. “These training programs may
help prevent small problems from becom-
ing larger,” says Jeanne Erdtmann, regis-
tered nurse and preparedness expert for
the American Red Cross. “They may also
empower caregivers and protect them (by
letting them know) they’re taking the
right course of action when caring for a
loved one.”

Caregiver training classes cover a vast
number of topics. “Our classes cover basic
care procedures and safety issues,” says
Gaea Yudron, spokeswoman for Healing
Arts Communications, which distributes a
national caregiver training program to
agencies on aging, state health depart-
ments, and many other organizations. 

“(Caregivers can learn) ways of com-
pleting tasks which don’t have to take
place in a routine setting, like bathing or
shaving, for example,” says Cathy
Klintworth, RN, BSN, quality assurance
supervisor for the Area Agency on Aging.
“Caregivers need to know different alter-
natives (when meeting their loved one’s
needs).”

In addition to task-based, physical
benefits, caregivers may learn a lot about
coping with caregiving on an emotional
and mental level. “We also give caregivers
techniques for positive communication in
specialized situations, like Alzheimer’s
and dementia,” Yudron says. “Those tech-
niques help caregivers to look at the issues
from the loved one’s standpoint and put
themselves (in the loved one’s shoes).” 

Home safety is another area empha-
sized by the programs. “It’s important to
receive training on setting up and practic-
ing emergency plans, preventing falls,
and even handling special equipment like
nebulizers or oxygen tanks,” Klintworth
believes.

The Red Cross follows a modular
method in its caregiver training program,
so that the program is convenient and flex-
ible for busy caretakers. “Each subject is
about an hour long,” says Erdtmann, and
topics include home safety, nutrition, gen-
eral caregiving skills, assisting with per-
sonal care, legal and financial issues, and
even caring for the caregiver. “We under-
stand that caregivers don’t have a lot of
time, and perhaps their biggest struggle is
fitting the classes into their schedules.
That’s why we wanted to offer hour-long,
modular classes, so that caregivers could
choose their subject areas of interest.”

For caregivers who can’t spare even an
hour outside the house, many agencies
offer in-home training sessions. “One-on-
one, in-home training will address each
individual’s unique needs and gear the
training for the caregiver’s own situation,”
says Klintworth. “We also offer adult day-
care alternatives or in-home respite care
during training sessions.” Naturally, these
alternatives will help the caregiver focus
on training and take his or her worries off
the loved one, if only temporarily. 

In addition to private classes, valuable
videos, books, and manuals are available
for caregivers. Healing Arts sells a series
of Quick Tips for Caregivers books and
workbooks and also distributes videos to
libraries and county health departments
so caregivers can borrow them as needed.
The Red Cross also sells home reference
kits through its website, with videos and
DVD’s that provide caregivers another
avenue for getting information.

Those who can, however, should con-
sider a class setting for their training. “In

class, caregivers may meet others who are
going through a similar situation,” Yudron
explains. “It’s important for caregivers to
reach out and connect with others while
learning skills that will make their jobs eas-
ier.” In addition to offering a great place for
support, training courses can be a spring-
board for further information and help.
“The courses can help caregivers identify
valuable resources,” Erdtmann says. 

And where can a caregiver find train-
ing programs in his or her area? “Start
with your local Area Agency on Aging, or
call a national or local caregivers’ support
program,” Yudron recommends. Other
good places to begin include county and
city health departments, public libraries,
trusted hospitals, noted caregiver organi-
zations, and the loved one’s physician.

Ideally, caregivers will take prepared-
ness classes before beginning the caretaking
process. “This will build confidence that
the caregiver can help when a tough situa-
tion arises,” Erdtmann says. But it’s never
too late to enroll: continuing education can
keep caregivers on their toes about new
methods of coping with their tough tasks.
In fact, if you’re thinking about hiring
someone to help with caregiving responsi-
bilities—or even recruiting family and
friends to do the same—consider enrolling
them in a training program as well. 

“It’s important to have professional
input in the caregiving process,” says
Klintworth. “Training can eliminate a lot
of fears. In fact, many individuals may
push for nursing home placement because
they are afraid of what they’ll be expected
to do.” To help face those fears, learn
innovative methods of caring for your
loved one, and interact with professionals
and other family caretakers, consider
going through caregiver training—the
programs will be well worth your time. 

Ursula Furi-Perry is a freelance writer based in Woburn.

Massachusetts. She can be reached at perry11@rcn.com.

Never Too Late to Learn

Caregiver Training Programs 
Are a Valuable Resource
By Ursula Furi-Perry



Caregivers most often draw a

picture of older Americans

through their eyes and experi-

ence caring for their own eld-

erly loved ones. But how does

that view stack up against the

government’s research picture

of this fast-growing population

segment?

The recently-released government study Older Americans 2004:
Key Indicators of Well-Being concludes that the 12% of our population

over age 65 is generally healthier, wealthier, and better educated than

previous generations, but these gains have not been equal. Here are

highlights of their health research:

n Americans are living longer than ever before. Life expectancy at age

65 increased to more than 19 years for women and about 16 years

for men, and at age 85 it was 7 years for women and 6 years for men.

n The age-adjusted proportion of older Americans with a chronic 

disability declined from about 25% in 1984 to 20% in 1999 (most

recent data). The disabled declined from 19% to 15% for men 65 

and over and from 28% to 23% for women 65 and over.

n In 2002, nearly half of all older men and nearly a third of older

women reported trouble hearing without a hearing aid. Vision 

problems, even with glasses or contact lenses, affected 18% of the

older population, specifically 16% of men and 19% of women.

n There’s a dramatic increase in elderly obesity. In 1999–2002, 69% 

of our elderly were overweight or obese. Between 1976–1980 and

1999–2002, people 65–74 who were overweight or obese rose from

57% to 73%; those who were obese doubled from 18% to 36%.

n Older men who currently smoke dropped from 29% in 1965 to 10%

in 2002.In turn, women smokers declined only slightly from 10% to

9% in 2002.

n Medicare pays for just over half (54%) of the overall healthcare costs

of its enrollees. This population pays 21% of their healthcare costs

out-of-pocket. Medicaid covers 10%, and other payers, primarily 

private insurers, cover 15% more.

n Average prescription drug costs for older Americans increased 

rapidly throughout the 1990s, especially after 1997. Average costs

per non-institutionalized Medicare enrollee were $1,340 in 2000.

Their average number of filled prescriptions rose substantially over

time, averaging 18 filled prescriptions in 1992 and 30 filled in 2000.

The complete report is available from the National Center for Health

Statistics by calling toll free 866-441-NCHS (6247) or by sending an

e-mail to nchsquery@cdc.gov. n

A PORTRAIT OF OLDER AMERICA’S HEALTH, BY THE NUMBERS
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Give the Lasting Gift of Care

how you care to those around you who can benefit from the 

same information, tips, advice and how-to features you receive

every month in Caregiver's Home Companion.

Give a gift subscription to the newsletter so the help and benefit

you receive can be shared by others you care about.

Give the gift of help—a gift subscription to a family member,

friend or co-worker.

Or donate an anonymous gift subscription which we will use to benefit an 

individual in need of the knowledge and support Caregiver's Home Companion

provides, but may not be able to afford the few extra dollars to subscribe.

We will see that your gift is properly assigned to a needy caregiver.*

We all know the importance of “care.”This is your chance to share your care with a gift subscription to help others.

Call NOW toll free at (877) 259-1977, or fill out the simple gift subscription form online at 

https://www.caregivershome.com/subscriptions/giftsubscriptions.cfm.
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aring for a loved one comes with plenty
of emotional and mental stress, and can
be a lonely and isolated job. Without
much interaction with others, family
caregivers often turn to a higher power.
Many take comfort in the refuge of reli-
gion, faith and spirituality.

In fact, according to a recent survey
by the National Alliance for Caregiving,
“73% of caregivers say praying helps
them cope with caregiving stress.” 

“One of the ways people maintain
themselves in times of crisis (and hard-
ship) is by grounding themselves in
something solid,” explains Elwood
(Woody) Spackman, director of pastoral
services at Emory Health Care, which is
part of Emory University in Atlanta. 

His comments are echoed by Dr.
Harold G. Koenig, professor of psychia-
try and behavioral sciences at Duke
Medical Center and co-director of the
Center for Spirituality, Theology and
Health at Duke University in North
Carolina: “Studies show that care-
givers…who are religious cope better
and adapt to their responsibilities faster.” 

In what ways does spirituality help
with the mundane chores of caregiving?
Religion’s role is actually twofold. First,
it may provide a powerful emotional
coping method and a great source of
emotional strength. Second, spirituality
often brings tangible benefits to care-
givers: religious institutions may pro-

vide help, communities may provide
assistance, and people who share similar
spiritual beliefs may provide wonderful
social support.

The emotional strength that stems
from spirituality is great for struggling
caregivers. “Religion gives caregivers a
sense of meaning and purpose,”
explains Koenig. “As they care for the
loved one, it’s almost like they’re caring
for a divine body at the same time.” 

Believing in a higher power or faith
may lead to a caregiver’s renewed belief
in himself or herself as well, with the
spiritual strength transforming into the
emotional and mental boost necessary
for caring for another. “Caregivers’
responsibilities are so difficult and bur-
densome, and religion provides an inde-
pendent source of motivation for the
desire to care,” agrees Koenig.

Caregivers who adopt a spiritual or
religious approach to caregiving may
move past the emotional frustrations of
caring for a loved one easier. “Having a
belief system outside oneself untangles
some of the larger existential questions
of life, providing a paradigm for (care-
givers’) frustrations, hopes, dreams,”
says Miriam Novogrodsky, MSW, LCSW,
a therapist and family counselor in
Massachusetts. “(Religious) acceptance
means that a caregiver of one who is
unwell can move beyond questions such
as ‘why’ and ‘what if…’ Prayer is power-

ful in that it offers the psyche a sense of
affecting outcomes…In this light, spiritu-
ality greatly relieves one’s stress.” 

Religion often brings a sense of 
emotional relief, a good way to over-
come hardships of the soul. “Religion
can provide a safe place to release pent-
up emotions,” agrees Spackman.

Spirituality also helps caregivers
stay in touch with who they are, says
Spackman. “Religious rituals in particu-
lar are helpful because they allow us to
maintain our perspective on relation-
ships with God and others,” Spackman
states. “They remind us that there’s a
plan and a big scheme, that we’re not
alone.” Prayer allows caregivers to
understand and accept their role in the
great scheme of things.

Besides its many emotional and
mental benefits, spirituality also offers
some tangible help for caregivers.
“Churches and chapels can work mira-
cles sometimes. They may help with
finances, nursing home placement, and
other programs,” Spackman points out.
“Religious institutions may also have
formal help for caregivers, like parish
nurses, health practitioners, and more,”
says Marty Richards, LICSW, a social
worker in Washington and affiliate assis-
tant professor at the University of
Washington Institute on Aging.

In addition, churchgoers are often
the first group to reach out to other
members. “Caregivers may get a

Blending Care with Prayer

Turning to Spirituality to Help
Cope With Caregiving Stress
By Ursula Furi-Perry
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American Society on Aging, Forum on Religion, Spirituality and Aging
www.asaging.org/networks/index.cfm?cg=FORSA or toll free at (800) 537-9728.

The Center for Spirituality, Theology and Health www.dukespiritualityandhealth.org/ 

Caregiving in the U.S., A Report by the National Alliance for Caregiving, 2004
www.caregiving.org/04finalreport.pdf R
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alls, tremors and memory loss are considered part
of the typical aging process, but they can also signal
that an older loved one is suffering from alcohol
use or abuse—all-too-common conditions among

our elderly that today border on epidemic in the nation’s
nursing homes. 

According to the National Institute on Alcohol Abuse
and Addiction, 6% to 11% of the elderly admitted to hospi-
tals in the United States show signs of alcoholism. That
number jumps to 14% for emergency room visits. And if
those numbers aren’t eye-popping enough, 49% of all 
nursing home residents exhibit symptoms of alcoholism. 

Unfortunately, it is not often easy for caregivers to 
distinguish between the signs of aging and alcoholism. For
example, falls, tremors and memory loss can indicate either
condition. 

“Where two or more beers a day might have been fine
at a younger age, that same amount can become a problem
as one ages,” says Stephan Arndt, Ph.D., director of the
Iowa Consortium for Substance Abuse.

Why are older adults so vulnerable to the negative effects
of alcohol? First, as we age our bodies have less tolerance 
to alcohol. In the aging process, body fat increases while
lean muscle mass decreases, creating a drop in total body
water. Alcohol travels undiluted through the body, result-
ing in higher levels of blood alcohol concentration. Also
as we grow older, we produce less of the enzyme need to 
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