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By the time this issue of the Bulletin
reaches you, we will be well into the new
century. Of course, those of us with non-
compliant home computer systems may
still be living in the nineteen hundreds!

Regardless of potential Y2K prob-
lems, however, this year should prove to
be very exciting for our section. We may
see elections for specialty section chairs
(so, be thinking about running), and a
newly structured Board of Directors will
include the section chairs from those sec-
tions with membership totals of 1000 or
more. In terms of rehabilitation reim-
bursement, hopefully we will have the
opportunity to work with the Health Care
Financing Administration (HCFA) to
create a national policy. Billing codes
may also be identified before year’s end. 

In the area of research, the National
Emphysema Treatment Trial (NETT)
will step up recruitment efforts. There
will also be a multi-center clinical trial
supported by HCFA to assess the feasi-
bility of using trans retinoic acid in
patients diagnosed with emphysema. The
protocol is being developed, but recruit-
ment is not expected to start until the
spring of 2000. Some studies have shown

that treatment with all-trans-retinoic acid
increases the number of alveoli in the
lungs of post-natal rats.* It would be pre-
mature to include any further informa-
tion here, but once the study gets under
way I will provide an update, and I will
also request permission to publish the
study criteria. 

I hope that you, as members of the
section, will consider participating in the
various section activities this year. There
are several ways you can get involved:
you can submit an article to this Bulletin,
and you can post information and ques-
tions on the section listserve. If you have
any issues, concerns, or suggestions that
you would like to raise with me, your
chair, or other section members, please
write or call. My contact information
appears on page 2 of this and every issue
of the Bulletin. 

I look forward to hearing from you
and, in the meantime, wish all of you
good health and much happiness in the
new year.

*Massaro GD, and Massaro D. Post
nasal treatment with retinoic acid
increases the number of alveoli in rats.
Am J Physiol 1996;263:L305-10. ■

The beneficial effects of outpatient
pulmonary rehabilitation have been
clearly documented. The comprehensive
inpatient pulmonary rehabilitation (IPR)
of individuals with more advanced pul-
monary disease and greater functional
deficit, however, has received less atten-
tion. This is an area that is closely fol-
lowed at our facility, the Hospital for
Special Care in New Britain, CT. We
have had a multidisciplinary inpatient
program since 1984 (and an outpatient

program since 1988). 
Historically, our patients have been

severely impaired, with severe airflow
obstruction (FEV1 average of .69 liter)
and significant comorbid disease.
Although our initial inpatient length of
stay (LOS) was 23 days, the constraints
imposed by health care reforms continu-
ally dictated shorter inpatient stays with
more intense rehabilitation. The mean
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Seven of 26 elderly patients with end-
stage emphysema were alive with much
improved lung function four years after
undergoing lung volume reduction
surgery (LVRS), according to California
researchers. “The results indicate signifi-
cant clinical and physiologic improve-
ment in nine patients at three years and
seven at four years following LVRS,”
says Arthur F. Gelb, MD, FCCP, of the
Lakewood Regional Medical Center,
University of California at Los Angeles,
who conducted the study along with five
associates.

The 26 study patients, whose average
age was 67, were able to walk less than

100 yards, and 18 required full- or part-
time oxygen supplementation. All suf-
fered markedly from very difficult,
labored breathing. Each patient had
exhausted all medical therapy for the dis-
ease, including antibiotics, aerosol and
systemic bronchodilators, and corticos-
teroids, plus repeated attempts at physical
conditioning.

The average survival time for the 16
non-long-term responders was almost 30
months. One patient died shortly after
surgery. “Of all preoperative lung tests,
only forced vital capacity and vital

IPR LOS decreased to approximately 12
days by 1993, 10 days by 1995, and 7
days by 1997. Despite this marked reduc-
tion in LOS, our inpatient outcome data
appeared to remain unchanged and com-
parable to national data (Uniform Data
System for Medical Rehabilitation,
SUNY, Buffalo), suggesting that IPR
could be done successfully over a short
inpatient stay.

The main outcome measures that we
follow are: 
1) discharge status, including oxygen

requirements and disposition; 
2) timed walk with measurements of

distance and exertional dyspnea; 
3) functional status (Pulmonary

Functional Status Scale); and 
4) annual days of acute care hospitaliza-

tion.
We recently published an article enti-

tled “Long-term Benefits of Short-Stay
Inpatient Pulmonary Rehabilitation in

Severe Chronic Pulmonary Disease”
(Bowen et. al., in Monaldi Archives of
Chest Disease1999; 54 2, 189-192). We
had previously reported that our multidis-
ciplinary IPR program improved out-
come measurements immediately post-
rehabilitation in 38 patients with severe
COPD. The purpose of this most recent
study was to evaluate whether the gains
achieved immediately post-rehabilitation
would be sustained one year later. 

The following table represents our
findings:
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The results of this study demonstrate
that improvement in outcome measure-
ments achieved after IPR can be sus-
tained for at least one year and that fur-
ther gains can even be made. It has been
our experience that patients with severe
COPD are often not recommended for

pulmonary rehabilitation programs. Our
results show that short-stay inpatient pul-
monary rehabilitation is beneficial both
clinically and fiscally in this group of
patients and should be an important com-
ponent in their continuum of care. ■

“FYI” continued on page 3

“Inpatient Rehab” continued from page 1

Time Relative to IPR 

Outcome Pre-IPR Post-IPR Post-IPR

Measurement (5-12 days) (1 yr) 

12 Minute Walk Distance (ft.) 437+ 50 736+ 57 823+ 56

Borg Dyspnea Scale
Resting 2.8+ 0.1 0.9+ 0.07 0.77+ 0.04
Exertion 8.5+ 0.2 3.4+ 0.1 2.7+ 0.1

PFSS – Total Score 17.0+ 0.7 23.4+ 0.7 23.7+ 0.7

Days of Hospitalization 15.4+ 3.0 3.8+ 1.0

FYI . . .
LVRS offers significant clinical
improvement 
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capacity (were) able to identify the nine
patients with significant physiologic
improvement at three years post-
surgery,” says Dr. Gelb. 

In a related development, the National
Emphysema Trial Group has described
their upcoming 4 1/2 year multicenter,
randomized clinical trial of medical ther-
apy for severe disease versus medical

therapy plus LVRS. The goal of the trial
is to recruit 2,500 patients, 30% of whom
are expected to be women. The investiga-
tors’ aim is to enroll patients with severe
emphysema who have no existing condi-
tions that would prevent them from being
randomly assigned to one of the two
treatment groups. 

The clinical trial’s primary outcome

measure will be survival. Additional out-
comes to be assessed include maximum
exercise capacity, pulmonary function,
oxygen requirements, distance walked in
six minutes, quality of life, respiratory
symptoms, and health-care utilization
and costs. (CHEST, 12/99) ■

Men with chronic lung disease are
more than five times as likely to devel-
op osteoporosis than those without
chronic lung disease, and if they are
on chronic glucocorticoid therapy, a
common asthma treatment, they are
nine times more likely to develop
osteoporosis. These findings come
from researchers at Emory University
and the Veterans’ Administration
Medical Center in Atlanta, GA, who
conducted a cross sectional medical
survey among 171 patients between
the ages of 23 and 90. 

Patients were assigned to one of
four groups: those with chronic lung
disease being treated with oral gluco-
corticoid therapy, those with chronic
lung disease being treated with
inhaled glucocorticoid therapy, those
with chronic lung disease not receiv-
ing treatment with glucocorticoids,
and a control group of individuals who
did not have chronic lung disease and
were not on glucocorticoid therapy. 

Since bone density measurements
did not show any difference in mean
density between those with chronic

obstructive lung disease (COPD) and
asthma, both types of patients were
pooled into one group. Researchers
also noted that chronic lung disease

patients being prescribed inhalation
glucocorticoid therapy had an overall
bone loss that was indistinguishable
from those who were receiving oral
glucocorticoid therapy. Other studies
have found the connection with osteo-
porosis to be less strong with inhaled
glucocorticoids than with oral gluco-
corticoids. 

According to the investigators,
“Patients with chronic lung disease
comprise a high-risk group for osteo-
porosis. In comparison to post-
menopausal women for whom the
prevalence of osteoporosis is as much
as 30%, men with chronic lung disease
have an almost identical burden of dis-
ease.” 

They added that recent prospective
data suggest that the relationship
between bone mass density and frac-
ture incidence is the same for men and
women. Thus, they conclude that “it
would be prudent to consider men
with chronic lung disease for bone
density screening even if they are not
treated with glucocorticoid therapy.”
(CHEST, 12/99) ■

“FYI” continued from page 2

Male lung disease patients at risk for osteoporosis 

Old brains can learn new tricks! 
A study led by the Rotman

Research Institute at Baycrest Centre
for Geriatric Care in Toronto has
found that older adults can perform
just as well as younger adults on visu-
al, short-term memory tests. What’s
remarkable, however, is that older
adults use different areas of the brain
than younger people. 

The study, conducted in conjunc-
tion with the University of Toronto
and Brandeis University in
Massachusetts, is the first to focus on
how the interplay of brain regions
relates to cognitive functioning and
aging. 

“The older brain is more resilient
than we think,” says Dr. Randy
McIntosh, Rotman scientist and assis-
tant professor at the University of
Toronto. “If aging brains can find
ways to compensate for cognitive
decline, this could have exciting
implications for memory rehabilita-
tion.” 

Ten young adults, ages 20 to 30,
and nine older adults, ages 60 to 79,
participated in identical visual, short-
term memory tests while their brain
activity was measured using positron
emission tomography (PET).
Participants were shown pairs of verti-

cal grid patterns on a computer screen
and asked to select which one had the
higher spatial frequency. After view-
ing each pair, they would press one of
two keys to indicate the correct grid.
Researchers measured their ability to
discriminate stimuli over half-second
and four-second intervals. 

Results showed that younger and
older participants performed the mem-
ory task equally well, but the neural
systems or pathways supporting per-
formance differed between younger
and older individuals. While there was

“Old Brains” continued on page 4



some overlap in the brain regions sup-
porting performance (e.g., occipital,
temporal, and inferior prefrontal cor-
tices), the neural communication
among these common regions was
much weaker in older individuals. 

Older individuals compensated for
this weakness by recruiting unique
areas of the brain, including the hip-
pocampus and dorsal prefrontal cor-
tices. Scientists are most fascinated by
the older brain’s activation of the hip-

pocampus because this area is general-
ly used for more complicated memory
tasks such as learning lines from a
Shakespeare play. (Current Biology,
10/15/99) ■
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Many elderly ignore hearing loss

Walking speed can predict future
health and independence in older per-
sons. How can health care profession-
als get them to pick up the pace?
According to researchers from Beth
Israel Deaconess Medical Center in
Boston, MA, the power of positive
thinking can do the trick. 

For the study, 47 healthy men and
women with an average age of 70 were
assigned randomly to one of two
groups. Individuals in each group
played a 30-minute computer game that
flashed words associated with aging
stereotypes on the screen. The words
flashed by too quickly to read, but slow
enough to be perceived subconsciously. 

Those who received the subliminal-
ly delivered positive words, such as
“wise,” “astute,” and “accomplished,”
subsequently increased their walking
speeds by 9 percent. Those who
received negative words about aging,
such as “senile,” “dependent,” and
“diseased,” maintained the same walk-
ing speed. 

Researchers say the 9 percent gait
improvement reported in this study is
similar to the gains reported in other
studies that measured the effects of 12
weeks of strength training on walking
in older persons. (Journal of the
American Geriatrics Society, 11/99) ■

Despite mounting evidence that
hearing loss affects health, a signifi-
cant number of elderly people don’t
seek treatment for the problem, even
when their hearing loss is substantial,
say University of Florida researchers. 

Their study, which took into
account both race and gender,
involved 81 white volunteers and 71
blacks, aged 60 to 90. Each received a
hearing test and was then questioned
about his or her hearing and health in

general. Members of both races and
genders who were found to have sub-
stantial hearing loss reported more
health problems than those with less
or no hearing loss. But 60 percent of
them indicated that they were not
inclined to do anything about their
hearing problem. 

Researchers believe the findings
point to a need for hearing-care
providers to reach out to elderly hear-
ing loss victims. (University of
Florida) ■

Positive thinking results in quicker step for the elderly

“Old Brains” continued from page 3

Elder abuse
We are losing too many of our

elders to an epidemic rarely talked
about or even acknowledged, say offi -
cials from the American Academy of
Family Physicians (AAFP), one that
leaves some ashamed, some afraid,
and too many dead. 

The group estimates that more than
two million older adults are mistreated
each year in the United States. Abuse
can take many forms, including physi-

cal abuse like hitting or slapping; psy-
chological abuse, including demean-
ing behavior; financial exploitation or
stealing money or other assets; and
neglect. Neglect is by far the most
common and ranges from leaving an
elder isolated to withholding a hearing
aid or glasses. 

Almost all victims of elder mis-
treatment are abused by a caregiver,
usually a relative, says the AAFP.

Abuse sometimes starts when there
are other troubles in the family like job
loss or divorce. Many times the abuser
has drug or alcohol addictions. 

The AAFP is advising older
patients to talk to their family physi-
cians if they feel they are being
abused. (American Academy of
Family Physicians) ■
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Advertisements promoting the use
of melatonin for health problems rang-
ing from obesity to insomnia often tar-
get the elderly, who are encouraged to
take commercial melatonin prepara-
tions to restore levels that the ads say
are lost with aging. Is there any truth
in this advertising? 

No, say investigators from the
National Institutes of Health (NIH),
Harvard University Medical School,
and Brigham and Women’s Hospital in
Boston. They studied 34 healthy older
men and women ranging in age from
65 to 81, and found that their night-
time melatonin levels did not differ

significantly from those of 98 younger
men whose ages ranged from 18 to 30.
The group was followed for five years,
during which time scientists regularly
took blood samples in order to assess
melatonin production. (American
Journal of Medicine, 11/99)  ■

Melatonin does not go down as age goes up

Older Americans who have symp-
toms of depression are as likely as
those who smoke to develop a new
disease within two years, according to
a University of Michigan study of
more than 6,000 Americans age 70
and over. 

To evaluate the link between dis-
ease and depressive symptoms,
researchers analyzed data collected
from a group of older people in 1993
and 1995. At the start of the study, the
average age of respondents was 77
years old. Approximately 62 percent
were female and 87 percent were
white. Respondents had an average of
2.1 chronic diseases each. Between
1993 and 1995, 48 percent reported
that they had developed new diseases,
while 52 percent had the same self-
reported “disease burden” they started
the study with.

After controlling for gender, mari-
tal status, education, the number of
diseases at the start of the study, and

the presence of mental or sensory
impairments and disabilities,
researchers analyzed how age, race,
body mass index, smoking, physical
limitations, and depressed symptoms
were related to the odds of developing
a new disease during the two-year
period. The diseases reported included
the most common chronic conditions
of older adults, such as diabetes,
stroke, arthritis, and cardiac disease.

Physical limitations, such as limita-
tions in the ability to walk several
blocks, climb stairs, or lift a 10-pound
object, were the strongest predictors
that a person would develop a new dis-
ease two years later, increasing the
odds of developing at least one new
disease by nearly 50 percent. But older
people who smoked or had multiple
symptoms of depression, such as feel-
ing lonely or sad in the past week,
were 34 percent more likely than those
who did not have such symptoms to
develop a new disease. Older people

with  a high body mass index were 18
percent more likely to develop a high-
er disease burden in the following two
years. (Gerontological Society of
America) ■

Correction
In last month’s Bulletin, the article
“Pulmonary Rehabilitation
Update” contained an incorrect
phone number for the American
Association of Cardiovascular and
Pulmonary Rehabilitation
(AACVPR). The AACVPR can be
reached at:

7611 Elmwood Ave.
Suite 201

Middleton, WI 52562
Phone (608) 831-6989
Fax (608) 831-5122.

Are You on the Continuing Care &
Rehabilitation Section Email List?

This free section member service facilitates:
• following RC trends from across the US
• networking to advance career opportunities
• sharing and learning new RC techniques

Sign Up Today on Your Section’s Home Page!
http://aarc.org/sections/section_index.html

Depression as bad as smoking in causing disease in the
elderly
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Name______________________________________________________________________________________________________

Address_____________________________________________________________________________________________________

Phone_________________________________________________FAX _________________________________________________

e-mail______________________________________________________________________________________________________

Areas of Expertise: (Check all that apply)

__Pediatric Cardiopulmonary Rehab __Smoking Cessation

__Patient Education/Compliance __Pulmonary Development/Organization

__Documentation/Reimbursement __Home Care/Home Ventilation

__Discharge Planning __Travel Consultants 

__Pre- and Post-Lung Reduction Surgery

Other Area(s) of Expertise _______________________________________________________________________________

____________________________________________________________________________________________________

Continuing Care & Rehabilitation Resource
Directory Posted Online

In the last issue of the Bulletin I requested updates for your Resource Directory and announced that an updated ver-
sion would be printed and mailed with this issue. However, upon examining the current list more closely, I realized that
merely “calling for updates” wasn’t sufficient to get the list into prime condition. For example, many people on the list
have not given me current contact information including email addresses which for many is a key networking tool. 

I have decided to spend some serious time rebuilding your Resource Directory into a tool that will be the most help-
ful possible. While that process is underway, I believe it is best to simply post the current list on your section’s home
page on AARC Online. In doing so I can make regular updates and the information you access will be entirely accurate.
Until new lists are compiled and printed, I recommend you refer to your section’s home page for current information. If
you do not have access to the Internet, you should use your printed list from 1999 keeping in mind that some of the infor-
mation is no longer accurate.

So now, again, I am calling for your support of the Continuing Care & Rehabilitation Resource Directory. If you are
on the current list, please send me confirmation of your contact information as listed and also give me your email address.
If you want to be added to the list, please send me the information requested in the form below. You may complete the
following form and mail or fax it to me (11030 Ables Lane, Dallas, TX 75229 / 972/484-2720) or the best option would
be to email me (hagen@aarc.org). With your help we will soon have a truly helpful Resource Directory filled with names
of people who are dedicated to helping others in their field succeed — and you will have accurate contact information to
make it as easy as possible to take advantage of their expertise and advise.

Save  These  Dates !

AARC Summer Forum
Vale, Co.

June 2-4, 2000

46th International Respiratory Congress
Cincinatti, OH

October 7-10, 2000

AARC Asthma Disease
Management Course

Vale, CO
June 4-5, 2000

Atlanta, GA
Nov. 17-18, 2000

Celebrate National Pulmonary
Rehabilitation Week

Mar ch 12-18, 2000

Promote awareness of the role pulmonary rehab
plays in improving quality of life

for people with breathing disorders

• plan special events for your patients
• set up informational displays in your facilities

• educate the community and the media


