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Abstract and Introduction 

Abstract 

Demographic changes across the country are leading to an increased proportion of older Americans. 

This shift will likely lead to changes in the patient population seen by obstetrician/gynecologists, and 

practices may need to adapt to the needs of older women. This article looks at mental health, sexual 

health, bone loss, cardiovascular disease and cancer as areas in which obstetrician/gynecologists may 

experience changes with the increasing age of patients. While this is by no means a comprehensive list 

of changing areas of practice, it offers a guide for reflecting on the future of obstetrician/gynecologists 

training, and the importance of considering the needs of older patients in practice. 

Introduction 

As baby boomers approach older age and a growing proportion of the population lives to a greater age 

than previously seen, the medical implications of an aging population become increasingly important. In 

2030, approximately 19% of the US population will be above the age of 65 years, as opposed to 2010 

when that proportion was just 13% (Figure 1).[1,2] The field of geriatric gynecology may grow in the face of 

this change, and other obstetrician/gynecologists (ob/gyns) may also begin to see older patients in their 

practices. Ob/gyns play an important role in screening for general health complaints, domestic violence, 

alcohol or drug use and mental health concerns,[3] and recognizing that the unique health and social 

concerns of older women may become an increasingly necessary practice quality. Given the probabilty of 

a demographic shift in patients toward older age, it is important that the field of obstetrics and gynecology 

looks ahead at how best to meet the general health needs of these women. 

Figure 1. 

US population aged 65 years and older, 1950–2050. 

 

Reproduced with permission from the Population Reference Bureau.[2] 

There are other providers who could provide this care. However, given the regularity with which women 

see their ob/gyns, these physicians often provide the first line of medical care for women.[3] In addition, a 

desire among women for continuity of care throughout their lifetimes may lead patients to wish to see 

their ob/gyn provider into older age. It is with this context in mind that we look more closely at the 

responsibilities of ob/gyns in the face of shifts in patient demographics. In this article, we address several 

areas of women's health that may require increased attention from ob/gyn practitioners as the population 

of older women grows. While this list is by no means exhaustive, we discuss key areas of women's 

health in which ob/gyns might play an important role in recognizing, diagnosing or managing symptoms 

in older women. 

Mood Symptoms 

Literature is emerging to suggest that an increasing number of older adults suffer from depression 

symptoms, and that over 10% have clinically significant depressive symptoms.[4] In addition, prevalence 
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rates of depression are higher among older women than older men.[5] Individuals with other illnesses are 

more likely to experience depression than healthy individuals,[6,7] and those who have depression have 

been found to have higher mortality rates.[4] Older individuals may be more likely to experience 

depressive symptoms related to social changes and physical disabilities, in addition to other life changes 

related to aging.[4] Treatment for older adults with depression is similar to that of younger adults; however, 

treatment can take longer to be effective.[4] While increased emphasis has been given in practice bulletins 

regarding the identification and treatment of depression in postpartum women, less has been done in the 

way of clarifying indications for older women experiencing depression symptoms. In particular, differential 

diagnoses of depression symptoms and other neurobiological processes, such as dementia, are 

important for physicians caring for elderly adults. Ob/gyns may be well poised to provide the necessary 

treatment to older women who experience depressive symptoms using recommended screenings and 

interventions.[8] 

Sexual Health 

Sexual dysfunction becomes more common in aging individuals and can be associated with adverse 

consequences for a person's quality of life.[9] In the face of an aging patient population, ob/gyns may 

encounter increased questions regarding sexual health and functioning from their patients. Research 

indicates that many individuals may respond to psychotherapy or pharmaceutical interventions, and 

continue on to have satisfying intimate lives well into old age.[10] In spite of this, many health practitioners 

report that they do not regularly screen for sexual dysfunction, or that they are affected by stereotypes 

that elderly individuals do not have active sex lives. Elderly people are also unlikely to discuss issues of 

sexual dysfunction without prompting.[9] Having a trusted ob/gyn who can refer one to those services is a 

resource that may become increasingly important for patients who feel that they cannot access 

resources through other sources of information.[11] In addition, ob/gyns should be on alert for sexual 

dysfunction as a possible symptom of other disease processes, such as cardiovascular disease, 

diabetes or depression.[12] HIV and other sexually transmitted infections occur with increasing frequency 

among older adults, and the risk of infection increases with partner changes following divorce or the 

death of a partner.[13] Ob/gyns should continue to inquire into the sexual practices of patients in later life, 

and elderly patients should be encouraged to practice 'safer sex', for instance by using condoms. 

Cardiovascular Disease 

Cardiovascular disease is a leading cause of death in women.[14] Various trends in wellbeing suggest that 

women may have increased risk factors for cardiovascular disease compared with men, such as 

hypertension, excess weight and diabetes.[15] Underlying cardiovascular conditions can contribute to 

cancer, chronic illness and other disease processes. In regular health checks, ob/gyns can provide an 

essential access point for women to receive screening for cardiovascular risk factors, including high 

cholesterol, blood pressure or diabetes. In addition, ob/gyns may be able to counsel patients about 

lifestyle factors, such as exercise, diet and reducing smoking, that would contribute to better 

cardiovascular health overall.[14] While ob/gyns are well acquainted with the cardiovascular risk factors 

associated with pregnancy, they may be less focused on making these same assessments among 

nonpregnant or older women. Assessment for cardiovascular risk factors; however, has been found to be 

less than optimal among ob/gyns, raising the concern that at-risk women may not be identified by their 

physicians.[15,16] By asking important questions of their patients during well-woman exams and by running 

regular screening tests with their patients, ob/gyns can potentially provide patients with early-warning 

information regarding cardiovascular disease risk, which may allow them to access healthcare or make 

lifestyle changes that could dramatically increase their lifespan.[14,17] While it is not within the scope of this 

article to discuss all possible interventions for cardiovascular disease prevention, resources are available 



to physicians looking for information on risk factors such as smoking,[18] hypertension[19] and obesity,[20] 

among others. 

Bone Loss 

Bone loss increases in women as they age resulting in widespread health problems, including chronic 

pain and fractures.[21] In addition, these risks contribute to shortened lifespan and reduced quality of life.[22] 

Increased cognizance regarding the health impacts of bone loss in later life, as well as the increasing 

frequency of such cases in ob/gyn practices, may mean that ob/gyns should pay closer attention to 

possible signs of bone loss in their patients. Recognition of bone loss should begin early in a woman's 

life and continue onward, but becomes particularly important as she ages. Screening for bone loss using 

techniques, such as dual-energy x-ray absorptiometry, may be important for assessing a woman's 

likelihood of developing osteoporosis and other bone loss conditions; however, uncertainty remains over 

the interval at which changes in bone density can be detected between testing.[23] Important factors, such 

as late-stage menopause, family history, alcohol intake, sedentary lifestyle and lower BMI, may also 

contribute to accelerated bone loss, and ob/gyns should be alert for these risk factors.[24] If ob/gyns begin 

to provide more regular care to a greater proportion of older patients, they may be uniquely positioned to 

offer advice for self-care to women as they age, and to encourage the use of appropriate supplements 

and therapy. 

Previous research has found that ob/gyns are knowledgeable about the importance of nutrition in 

maintaining the overall health of their patients, but their specific knowledge regarding calcium is varied.[25] 

This indicates an area for which further training and awareness may be helpful within the ob/gyn 

community. The Institute of Medicine (DC, USA) recommends 1200 mg/day of calcium and 600 mg/day 

of vitamin D for women aged over 51 years.[26] While controversies remain regarding the potential 

cardiovascular risks associated with overconsumption of these supplements, recommendations still 

endorse the overall health benefits of maintaining optimal levels of calcium and vitamin D.[26,27] 

Cancer 

Certain cancers that predominantly affect women (e.g., cervical and breast cancers), as well those such 

as colorectal cancer, increase in frequency as women age; however, the utility of screening for some 

types of cancer decreases with advanced age.[28] The importance of cancer screening and referral 

services for oncological treatment are, therefore, relative to a woman's age and the likelihood of 

competing diseases, in addition to other risk factors. It is important that ob/gyns familiarize themselves 

with new guidelines in order to avoid unnecessary screenings, particularly for women in the 65–70-year 

age group.[29] Routine cancer screening for breast and colorectal cancer is recommended for women at 

and above this age group, and ob/gyns often hold an important role in both the detection and treatment 

of cancer in women, and may be the first medical professionals that a woman visits with symptoms. As 

increasing numbers of older women see their ob/gyns, there will likely be an increased need for alertness 

to risk factors and symptoms that may suggest cancer. Ob/gyns are often familiar with the guidelines 

regarding cancer screening (e.g., breast cancer screening), but given the growing body of evidence and 

information, as well as conflicting recommendations, the field may benefit from more specific guidelines 

and education.[29] Further information on recommendations on screening for breast, cervical and 

colorectal cancers are available through the US Preventive Services Task Force.[30] 

In addition, ob/gyns play a vital role in helping the increasing number of cancer survivors to cope with the 

transition after cancer.[31] This becomes particularly true for women who have complicated survivorship 

and struggle with psychological or other health concerns following remission. Ob/gyns can add value to 

the care that they provide by paying attention to postcancer healing,[31] as well as by collaborating with 



other healthcare providers, such as mental health practitioners, when providing care for cancer.[3] The 

Institute of Medicine recommends that cancer survivors be given details regarding continuing care and 

risks, as well as supportive information about healthy behaviors. The Institute of Medicine also 

recommends that appropriate information be given to patients regarding relevant follow-up care 

providers.[32] 

Dementia 

As the mean population age rises, so does the prevalence of Alzheimer's disease and other dementia 

syndromes.[33] Women are more likely to develop Alzheimer's and other dementia-related diseases than 

men due to a longer life expectancy and other clinical factors.[34] Screening for these conditions has not 

historically been seen as a primary role for ob/gyns; however, understanding basic dementia assessment 

will be of vital importance as more patients fall into age groups that are vulnerable to dementia 

syndromes. Early specialized care for dementia patients can have significant impacts on the course of 

the disease and can substantially improve the quality of patients' lives. Early care; however, relies on 

early detection. As consistent care providers, ob/gyns may be well-positioned to observe and assess 

important behavioral and cognitive changes that accompany dementia conditions. 

Although evidence is mixed,[35] there is some suggestion that HRT may be beneficial in preventing the 

onset of Alzheimer's or reducing the severity of symptoms in some individuals.[36–38] As further research in 

this area emerges, it is possible that ob/gyns will be part of the first-line treatment in the care of patients 

with dementia. Practitioners should be aware of best practices with regard to assessing for and 

managing dementia in older patients.[39] 

Elder Abuse 

An increasing elderly population also means that there has been a significant increase in reports of elder 

abuse over recent years, and that the occurrence of elder abuse continues to grow.[40,41] In a recent study, 

10% of older participants reported some form of abuse in the past year;[40] however, it is likely that 

instances of abuse are even more common. Elder abuse may include psychological, physical, sexual or 

financial abuse of an elderly person. Abuse has been linked to significant psychological impairments in 

abused individuals, and also appears to contribute to significant health problems and increased mortality 

among the elderly.[42] As with younger patients, ob/gyns need to be alert to the signs of abuse in their 

older patients and to be aware of the necessary steps in the case of suspected abuse. Learning how to 

both recognize the signs of abuse, and treat an individual who has suffered abuse, may become critical 

for ob/gyns in coping with the changing demographic of their patients.[43] Elder abuse is an emerging area 

of research and, as such, little is known about ob/gyns' knowledge and practices regarding abuse of 

elders. Attention to relevant risk factors; however, such as a patient's living situation, may be an 

increasingly important aspect of medical history taking.[43] 

Grief 

Grief and loss can occur at any stage in a person's life, but as a person ages the likelihood that they will 

experience a significant loss, such as the death of a spouse or parent, significantly increases.[44] Indeed, 

in 2010, 40% of all women over the age of 65 years were widows.[45] Widowhood and loss has been 

shown to have a negative psychological impact on the elderly.[46] While ob/gyns may not be the primary 

care providers for individuals who are suffering with extended grief, they may be well-positioned to 

identify patients who are struggling to cope with both the mental health and social implications of the loss 

of a loved one.[44] Training aimed at encouraging ob/gyns to ask about recent losses and to assess for 



subsequent mood problems may help to provide a first-line response in order to help grieving patients 

access available care, such as support groups or individual counseling. 

Conclusion & Future Perspective 

The changing demographics of the USA mean that ob/gyns may experience a change in the make-up of 

their patient population and that a greater proportion of those patients will be older women. It is likely that 

ob/gyns will face some shifts in the emphasis of their caseload, which may, along with technological and 

innovative changes in the field, create new challenges for physicians. In particular, ob/gyns may see 

increasing presentation of certain age-related mental health concerns that are less common in a younger 

population. In addition, many health concerns, such as cardiovascular disease and cancer, which are 

becoming increasingly common in women in general, may be seen with even more frequency as the 

mean age of patients rises. This shift in demographics will likely lead to increased importance of 

collaborative care with other providers, both within and outside the field of women's healthcare.[3] In 

addition to these disease-specific challenges, ob/gyns will likely face increased need for disease 

prevention and health promotion in their practices, such as counseling on diet, weight loss and smoking 

cessation. Medical training programs and individual practices preparing for the possibility of seeing older 

women more frequently, and increased education about adjusted screening and interventions, may help 

the field to transition to a new age in women's care. 

Sidebar 

Executive Summary 

An aging patient population 

 In 2030, 19% of the US population will be over 65 years of age. 

 This shift will likely lead to an increased presence of older women as patients in 

obstetrician/gynecologist (ob/gyn) practices. 

 Ob/gyns may be particularly well positioned to provide continuous care to women as they age. 

Perimenopausal mood symptoms 

 Symptoms of depression can emerge during perimenopause; however, differences in 

presentation and treatment may make it harder for practitioners to recognize or manage. 

Sexual health 

 Sexual health may decline in older age, but is often not addressed in regular health screenings. 

Cardiovascular disease 

 Cardiovascular disease is the leading cause of death in women. 

 Ob/gyns provide an important point for risk-factor screening. 

Bone loss 

 Bone loss in older age can contribute to a variety of health consequences and reduced lifespan. 



Cancer 

 Practitioners must consider the utility of cancer screening among older women, while being alert 

for risk factors. 

 Caring for cancer survivors is an important aspect of practice, particularly among older patients. 

Dementia 

 As the aging population grows, so too will the prevalence of Alzheimer's disease and other 

dementia diseases. 

 Practitioners must be informed on early recognition of such conditions in order to ensure early 

intervention when possible. 

Elder abuse 

 At least 10% of elderly adults may have experienced abuse in some form. 

 Elder abuse may include psychological, physical, sexual or financial abuse of an elderly person. 

Grief 

 Grief may be a common-presenting concern among older patients and can lead to long-term 

health consequences. 

Future perspective 

 Training should be adapted in anticipation of the demographic shift in patient populations so that 

ob/gyns are aware of the changing health concerns of older women. 
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