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aging	•	Definitions	of	gerontology,	social	gerontology,	and	geriatrics	•	Introduction	to	the	active	aging	framework	and	the	concepts	of	resilience,	life	course,	and	health	disparities	•	Description	of	the	person–environment	perspective	used	throughout	this	book	•	Reasons	for	studying	social	gerontology	•	Important	demographic	trends	affecting	the
United	States	and	globally	•	Life	expectancy,	life	span,	and	longevity	in	health	•	Development	of	the	field	of	gerontology	•	Research	methods	and	designs	for	studying	older	adults	•	The	importance	of	representative	samples	for	social	gerontological	research	The	Field	of	Gerontology	The	growing	interest	in	understanding	the	process	of	aging	has
given	rise	to	the	multidisciplinary	field	of	gerontology,	the	study	of	the	biological,	psychological,	and	social	aspects	of	aging.	Gerontologists	include	researchers	and	practitioners	in	such	diverse	fields	as	biology,	medicine,	nursing,	dentistry,	social	work,	physical	and	occupational	therapy,	psychology,	psychiatry,	sociology,	economics,	political	science,
architecture,	pharmacy,	and	anthropology.	These	individuals	are	concerned	with	multiple	aspects	of	aging,	from	studying	and	describing	the	cellular	processes	involved	to	seeking	ways	to	improve	the	quality	of	life	for	older	people	and	their	families.	Geriatrics	focuses	on	how	to	prevent	or	manage	the	diseases	that	often	occur	as	people	age.	As	a
specialty	within	the	health	professions,	geriatrics	is	receiving	more	attention	with	the	increased	From	Chapter	1	of	Social	Gerontology:	A	Multidisciplinary	Perspective,	9/e.	Nancy	R.	Hooyman.	H.	Asuman	Kiyak.	Copyright	©	2011	by	Pearson	Education.	Published	by	Allyn	&	Bacon.	All	rights	reserved.	1	THE	GROWTH	OF	SOCIAL	GERONTOLOGY
number	of	older	people	who	have	long-term	health	problems.	But	the	number	of	health	professionals	trained	in	geriatrics	is	currently	inadequate	to	meet	growing	needs.	Gerontologists	view	aging	in	terms	of	four	distinct	processes	that	are	examined	throughout	this	book:	•	Chronological	aging	is	the	definition	of	aging	based	on	a	person’s	years	lived
from	birth.	Thus,	a	75-year-old	is	chronologically	older	than	a	45-year-old.	Chronological	age	is	not	necessarily	related	to	a	person’s	biological,	physical,	psychological,	or	social	age,	as	we	will	emphasize	throughout	this	book.	For	example,	we	may	remark	that	someone	“looks	younger	(or	older)”	or	“acts	younger	(or	older)”	than	her	or	his	age.	This
implies	that	the	individual’s	biological	or	psychological	or	social	age	is	incongruent	with	the	person’s	chronological	age.	•	Biological	aging	refers	to	the	physical	changes	that	reduce	the	efficiency	of	organ	systems,	such	as	the	lungs,	heart,	and	circulatory	system.	This	type	of	aging	can	be	determined	by	measuring	the	efficiency	and	functional	abilities
of	an	individual’s	organ	systems,	as	well	as	physical	activity	levels.	Indeed,	some	have	referred	to	this	as	functional	aging	(Hayflick,	1996).	•	Psychological	aging	includes	the	changes	that	occur	in	sensory	and	perceptual	processes,	cognitive	abilities	(e.g.,	memory,	learning,	and	intelligence),	adaptive	capacity,	and	personality.	Thus,	an	individual	in
her	70s	who	is	intellectually	active	and	adapts	well	to	new	situations	can	be	considered	psychologically	young.	•	Social	aging	refers	to	an	individual’s	changing	roles	and	relationships	with	family,	friends,	and	other	informal	supports,	both	paid	and	unpaid	productive	roles,	and	within	organizations	such	as	religious	and	political	groups.	Social
gerontologists	study	the	impact	of	these	aging	processes	on	both	older	people	and	social	structures.	They	also	examine	effects	of	2	AN	OLDER	ADULT	WITH	DIVERGENT	CHRONOLOGICAL,	BIOLOGICAL,	PSYCHOLOGICAL,	AND	SOCIAL	AGES	Mr.	Roberts	is	an	80-year-old	retired	university	professor	in	biology.	He	has	no	chronic	diseases	and
continues	his	longtime	exercise	routine:	running	five	miles	three	times	a	week	and	weight	lifting	for	core	body	strength	four	times	a	week.	His	physician	tells	him	that	his	vital	signs	resemble	that	of	a	40-year-old.	Mr.	Roberts	has	decided	to	keep	his	mind	active	by	learning	a	new	language	and	taking	piano	lessons,	so	he	spends	six	hours	per	week	in	a
college	class	on	Spanish,	two	hours	taking	piano	lessons,	and	many	hours	each	day	practicing	both.	His	social	life	is	rich	with	friends	of	all	ages;	he	and	his	wife	socialize	with	old	and	new	friends	at	least	twice	a	week,	and	he	volunteers	at	the	local	food	bank	two	mornings	per	week	as	a	way	to	serve	his	community.	social	attitudes	toward	aging	on
older	adults	and	opportunities	available	to	them.	For	example,	as	a	society,	we	have	tended	to	undervalue	older	people	and	to	assume	that	most	of	them	are	forgetful,	unemployable,	nonproductive,	uninterested	in	interacting	with	younger	people,	and	asexual.	As	a	result,	they	have	been	limited	in	their	access	to	activities	such	as	jobs	in	high-tech
fields	or	stigmatized	in	long-term	care	facilities	if	they	express	their	needs	for	intimacy	or	sexuality.	The	research	reviewed	throughout	this	book	demonstrates	that	these	stereotypes	are	not	true	for	the	vast	majority	of	older	adults	who	continue	to	participate	actively	in	society.	With	the	rapid	growth	in	the	number	and	diversity	of	older	persons,
societal	myths	and	stereotypes	are	increasingly	being	challenged.	The	public	has	become	more	aware	of	older	citizens’	strengths,	contributions	to	society,	and	potential	for	civic	engagement.	Accordingly,	older	people’s	status	and	the	way	they	are	viewed	by	other	segments	of	the	population	are	changing.	Contemporary	advertising,	for	example,
reflects	the	shifting	status	of	older	people	from	a	group	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	that	is	viewed	as	weak,	ill,	and	poor	to	one	perceived	as	politically	and	economically	powerful	and	therefore	a	growing	consumer	market.	The	emergence	of	age-based	advocacy	groups	and	increased	political	activity	of	older	adults	in	the	past	50	years
have	changed	not	only	public	perceptions	but	also	policies	and	programs.	Organized	groups	of	older	people	have	responded	to	congressional	attempts	to	change	retirement	and	pension	policies,	housing	options,	health	and	long-term	care	policy,	Social	Security	reform—although	they	do	not	speak	with	a	unified	voice	on	all	issues	and	their	organizing
may	not	be	proactive	but	in	reaction	to	changes	in	policies	and	programs.	With	scarce	public	resources	and	the	economic	crisis,	the	need	for	crossgenerational	collaboration	is	gradually	replacing	age-based	advocacy.	Equally	significant	in	this	area	of	study	are	the	social,	economic,	and	health	problems	that	continue	to	affect	a	large	percentage	of
older	people.	Even	though	older	adults	today	are	financially	better	off	than	they	were	50	years	ago,	slightly	less	than	10	percent	still	fall	below	the	U.S.	government’s	official	poverty	line.	In	the	economic	crisis	that	emerged	in	2008,	most	older	adults	lost	significant	retirement	income	because	of	declining	returns	on	their	investments.	This	may	result
in	increased	rates	of	poverty	among	aging	adults	in	future	years.	Poverty	is	an	even	greater	problem	for	women,	elders	of	color,	those	living	alone,	and	the	oldest	of	the	old.	Although	less	than	five	percent	of	the	older	population	resides	in	nursing	homes	at	any	given	time,	the	number	who	will	require	long-term	care	at	some	point	in	their	lives	is
increasing.	Growing	percentages	of	older	people	in	the	community	face	living	increased	years	with	chronic	diseases	that	may	limit	their	daily	activities.	At	the	same	time,	health	and	longterm	care	costs	have	escalated.	In	general,	older	people	pay	a	higher	proportion	of	their	income	for	health	and	long-term	care	than	they	have	at	any	time	in	the	past,
and	they	often	lack	access	to	publicly	supported	home-	and	communitybased	services.	Therefore,	many	gerontologists	are	also	concerned	with	developing	public	policy,	program	and	practice	interventions	to	address	these	problems.	Social	Gerontology	The	purpose	of	this	chapter	is	to	introduce	you	to	social	gerontology.	This	term	was	first	used	by
Clark	Tibbitts	in	1954	to	describe	the	area	of	gerontology	that	is	concerned	with	the	impact	of	social	and	sociocultural	conditions	on	the	process	of	aging	and	its	social	consequences.	This	field	has	grown	as	the	extent	to	which	aging	differs	across	cultures,	historically	underserved	groups,	and	societies	has	been	recognized.	Social	gerontologists	are
interested	in	how	the	older	population	and	the	diversity	of	aging	experiences	both	affect	and	are	affected	by	the	social	structure.	As	noted	above,	the	fact	that	older	people	are	now	the	fastest-growing	population	segment	in	the	United	States	has	far-reaching	social	implications	for	families	and	communities,	health	and	long-term	care,	the	workplace,
retirement	practices,	long-term	care	facilities,	housing	design,	and	patterns	of	government	and	private	spending.	Already	it	has	led	to	the	growth	of	specialized	services	such	as	assisted	living	and	adult	day-health	programs,	and	a	leisure	and	travel	industry	aimed	at	the	older	population.	Changes	in	the	sociopolitical	structure,	in	turn,	affect	civic
engagement	initiatives.	For	example,	the	greater	availability	of	secondary	and	higher	education	and	health	promotion	programs	offers	hope	that	future	generations	of	older	people	will	be	better	educated,	healthier,	economically	more	secure	and	socially	engaged	than	the	current	cohort,	presuming	a	growing	economy	in	the	future.	What	Is	Aging?
Contrary	to	the	messages	on	birthday	cards,	aging	does	not	start	at	age	40	or	65.	Even	though	we	are	less	conscious	of	age-related	changes	in	earlier	life	stages,	we	are	all	aging	from	the	moment	of	3	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	birth.	In	fact,	aging	in	general	refers	to	changes	that	take	place	in	the	organism	throughout	the	life	span—
good,	bad,	and	neutral.	Younger	stages	are	referred	to	as	development	or	maturation,	because	the	individual	develops	and	matures,	both	socially	and	physically,	from	birth	through	adolescence.	After	age	30,	additional	changes	occur	that	reflect	normal	declines	in	all	organ	systems.	This	is	called	senescence.	Senescence	happens	gradually	throughout
the	body,	ultimately	reducing	the	viability	of	different	bodily	systems	and	increasing	their	vulnerability	to	disease.	This	is	the	final	stage	in	the	development	of	an	organism.	Our	place	in	the	social	structure	also	changes	throughout	our	lives.	Every	society	is	age-graded;	that	is,	it	assigns	different	roles,	expectations,	opportunities,	status,	and
constraints	to	people	of	different	ages.	For	example,	there	are	common	societal	expectations	about	the	appropriate	age	to	attend	school,	begin	work,	have	children,	and	retire—even	though	people	may	deviate	from	these	expectations	and	some	of	these	expectations	are	now	changing	as	people	live	longer.	To	call	someone	a	toddler,	child,	young	adult,
or	an	old	person	is	to	imply	a	full	range	of	social	characteristics.	As	we	age,	we	pass	through	a	sequence	of	defined	stages,	each	with	its	own	social	norms	and	characteristics.	In	sum,	age	is	a	social	construct	with	social	meanings	and	implications.	The	specific	effects	of	age	grading,	or	age	stratification,	vary	across	cultures	and	historical	time	periods.
A	third-world	society,	for	instance,	has	very	different	expectations	associated	with	stages	of	childhood,	adolescence,	and	old	age	from	mainstream	American	society.	Even	within	our	society,	those	who	are	old	today	have	different	experiences	of	aging	than	previous	or	future	groups	of	older	people;	and	expectations	about	when	to	go	to	school,	shift
careers,	or	start	a	family	are	changing	dramatically.	The	term	cohort	is	used	to	describe	groups	of	people	who	were	born	at	approximately	the	same	time	and	therefore	share	many	common	experiences.	For	example,	cohorts	now	in	their	late	80s	experienced	the	Great	Depression,	World	War	II,	and	the	Korean	War,	which	shaped	their	lives.	For
example,	members	of	the	Depression	era	cohort	have	tended	to	be	frugal	throughout	their	lives.	The	oldest-old	includes	large	numbers	of	immigrants	who	came	to	the	United	States	in	the	first	third	of	the	twentieth	century	and	many	who	have	grown	up	in	rural	areas.	Their	average	levels	of	education	are	lower	than	those	of	later	cohorts,	such	as
those	growing	up	during	the	Vietnam	War.	Such	factors	set	today’s	oldest-old	population	apart	from	other	cohorts	and	must	be	taken	into	account	in	any	studies	of	the	aging	process	as	well	as	policies	and	practice.	The	Older	Population	Is	Diverse	POINTS	TO	PONDER	For	each	age	group	below,	list	one	activity	or	event	that	you	think	is	typical	for	that
age.	These	might	include	marriage,	attending	school,	or	learning	to	ride	a	bike.	Then	think	of	an	activity	or	event	that	is	not	so	typical.	TYPICAL	Toddler	(ages	2–4)	Child	(ages	4–12)	Young	adult	(ages	18–24)	Old	person	(age	65+)	4	ATYPICAL	Throughout	this	chapter,	we	refer	to	the	phenomenon	of	aging	and	the	population	of	older	people.	As	noted
earlier	in	this	chapter,	these	terms	are	based	to	some	extent	on	chronological	criteria,	but,	more	importantly,	on	individual	differences	in	functional	age,	such	as	the	ability	to	perform	activities	of	daily	living.	In	fact,	each	of	us	may	differ	in	the	way	we	define	old	age.	You	may	know	an	80-year-old	who	seems	youthful	and	a	50-year-old	whom	you
consider	old.	Older	people	also	define	themselves	differently.	Some	individuals,	even	in	their	80s,	do	not	want	to	associate	with	“those	old	people,”	whereas	others	readily	join	age-based	organizations	and	are	proud	of	the	years	they	have	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	lived.	There	are	significant	differences	among	the	“young-old”	(ages
65–74),	the	“old-old”	(ages	75–84),	and	the	“oldest-old”	(ages	85	and	over)	(Riley	&	Riley,	1986).	In	addition,	intragenerational	diversity	in	terms	of	gender,	race,	and	sexual	orientation	exists	even	within	these	divisions.	Older	people	vary	greatly	in	their	health	status,	productive	activities,	and	family	and	social	situations.	Growing	numbers	are
employed	fullor	part-time;	most	are	retired.	Most	are	relatively	healthy;	some	are	frail,	confused,	or	homebound.	Most	still	live	in	a	house	or	apartment;	a	small	percentage	is	in	nursing	homes,	and	growing	numbers	are	in	assisted	living	facilities	and	adult	family	homes.	Some	receive	comfortable	incomes	from	pensions	and	investments,	although
these	have	declined	in	the	worldwide	economic	downturn	that	started	in	2008;	many	depend	primarily	on	Social	Security	and	have	little	discretionary	income.	Most	men	over	age	65	are	married,	whereas	women	are	more	likely	to	become	widowed	and	live	alone	as	they	age.	For	all	these	reasons,	we	cannot	consider	the	social	aspects	of	aging	without
also	assessing	the	impact	of	individual	variables	such	as	physiological	changes,	health	status,	psychological	well-being,	social	class,	gender,	sexual	orientation,	and	race.	Recognizing	this,	many	chapters	of	Social	Gerontology	focus	on	how	these	multiple	factors	intersect	and	influence	elders’	social	functioning	and	current	concepts	of	active	aging,
resilience,	and	productivity.	Although	the	terms	elders,	elderly,	and	older	persons	are	often	used	to	mean	those	over	65	years	in	chronological	age,	this	chapter	is	based	on	the	principle	that	aging	is	a	complex	process	that	involves	many	different	biological,	psychological	and	social	factors	and	is	unique	to	each	individual.	POINTS	TO	PONDER	Discuss
with	friends	and	family	some	common	terms	used	to	describe	older	adults,	such	as	“elderly,”	“old	folks,”	and	“elders.”	What	images	of	aging	and	older	people	do	these	terms	convey?	Rather	than	chronological	age,	the	more	important	distinction	is	functional	ability—that	is,	the	ability	to	perform	activities	of	daily	living	that	require	cognitive	and
physical	well-being.	In	addition,	the	authors	deliberately	use	the	term	older	adults,	older	people,	elders,	or	people	as	they	age	throughout	the	book.	The	reasons	for	this	choice	of	more	neutral	terminology	are:	1.	There	is	no	comparable	term	for	“the	elderly”	among	younger	populations,	while	“older	adults”	or	“older	people”	are	similar	to	the	concept
of	“young	people.”	2.	Growing	numbers	of	older	adults	do	not	like	the	term	“seniors”	or	“elderly.”	3.	The	word	“elder”	connotes	respect	in	many	cultures	(Kaiser,	2006;	Lesnoff-Caravaglia,	2002;	Levy,	2001;	Palmore,	2000).	An	Active	Aging	Framework	The	concept	of	active	aging	is	a	widely	accepted	perspective	in	gerontology.	It	is	defined	by	the
World	Health	Organization	as	“the	process	of	optimizing	opportunities	for	health,	participation,	and	security	in	order	to	enhance	quality	of	life	as	people	age”	(WHO,	2002,	p.	2).	This	concept	focuses	on	ways	to	improve	quality	of	life	for	all	older	people,	including	those	who	are	frail,	disabled,	or	require	assistance	with	daily	activities.	Active	aging	is
consistent	with	the	growing	emphasis	on	autonomy	and	choice	in	aging,	regardless	of	physical	and	mental	decline,	and	benefits	both	the	individual	and	society.	Such	a	definition	shifts	our	thinking	about	old	age	from	a	time	of	passivity	to	one	of	continued	participation	in	the	family,	community,	workplace,	and	religious	and	political	life.	It	serves	as	a
useful	framework,	since	we	present	a	growing	number	of	studies	that	support	the	importance	of	active	aging	for	physical,	psychological,	and	social	wellbeing	in	the	later	years.	The	active-aging	perspective	implies	that	aging	is	a	lifelong	process.	As	a	result,	5	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	Gender	Economic	determinants	Health	and
social	services	Active	Aging	Social	determinants	Physical	environment	Behavioral	determinants	Personal	determinants	Culture	it	is	understood	that	people’s	lifestyles,	socioeconomic	status,	health	care,	and	educational	and	social	activities	in	their	childhood,	youth,	and	middle	years	determine	the	quality	of	their	lives	in	their	later	years.	This	is	also	an
important	assumption	of	other	models	of	active	aging,	including	the	concepts	of	successful,	positive,	vital,	resilient,	robust,	and	productive	aging.	Accordingly,	the	determinants	of	active	aging,	as	shown	in	Figure	1,	include	individual	behaviors,	personal	characteristics,	the	physical	environment	(e.g.,	neighborhood,	living	situation)	and	social
environment	(e.g.,	informal	and	formal	support	networks),	economic	security,	and	access	to	and	use	of	health	and	social	services	across	the	life	course.	This	model	also	places	great	importance	on	status	variables	such	as	ethnicity,	race,	gender,	and	sexual	orientation	that	influence	opportunities	for	active	aging,	such	as	access	to	education,
employment,	and	health	care	beginning	from	childhood.	A	closely	related	concept	is	resilience,	or	individuals’	ability	to	thrive	despite	adversity	in	their	lives.	We	have	all	known	older	adults	who	have	suffered	multiple	losses	throughout	their	lives	but	have	turned	those	losses	into	opportunities	for	forgiveness	and	growth,	in	part	because	of	the
protective	effects	of	family,	community,	and	cultural	and	religious	affiliation.	6	FIGURE	1	The	Determinants	of	Active	Aging	SOURCE:	World	Health	Organization,	Active	ageing:	A	policy	framework	(WHO:	2002).	Reprinted	by	permission	of	the	World	Health	Organization.	As	noted	above,	the	concept	of	life	course	is	central	to	this	model.	A	life	course
approach	captures	how	earlier	life	experiences	and	decisions	affect	opportunities	in	later	life	and	for	future	generations	within	and	across	cultures	and	time.	By	placing	families	and	individuals	in	the	larger	context	of	historical,	demographic,	economic,	and	social	changes,	the	life	course	perspective	differs	from	a	life-span	approach	that	is	focused	on
individual	development.	A	life	course	perspective	recognizes	that	gender	or	racial	inequities	that	limit	opportunities	earlier	in	the	life	cycle	are	often	intensified	in	old	age,	frequently	resulting	in	increased	economic	and	health	disparities	and	cumulative	inequities	for	older	women	and	persons	of	color.	Gender,	ethnicity,	race,	sexual	orientation,
childhood	poverty,	educational	levels,	and	generational	differences	have	all	been	identified	as	associated	with	health	disparities	and	as	social	justice	issues	for	elders	(Alwin	&	Wray,	2005;	O’Rand	&	HamilLuker,	2005;	Whitfield	&	Hayward,	2003;	Williams,	2005).	At	the	same	time,	however,	many	older	adults,	including	those	from	historically
underserved	groups,	have	demonstrated	remarkable	resilience	and	strengths,	making	the	most	of	lifelong	experiences	despite	adversity	and	setbacks	throughout	their	lives	(Cohen,	2005).	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	A	Person–Environment	Perspective	on	Social	Gerontology	modified,	and	adapts	to	conditions	that	cannot	be	changed.
Adaptation	thus	implies	a	dual	process	in	which	the	individual	adjusts	to	some	characteristics	of	the	social	and	physical	environment	(e.g.,	completing	the	numerous	forms	required	by	Medicare)	and	brings	about	changes	in	others	(e.g.,	lobbying	to	expand	Medicare	benefits	to	cover	prescription	drugs).	Consistent	with	the	framework	of	the	interaction
of	physiological,	psychological,	and	social	changes	with	aging,	this	chapter	approaches	topics	in	social	gerontology	from	a	person–	environment	perspective.	This	model	suggests	that	the	environment	is	not	a	static	backdrop,	but	changes	continually	as	the	older	person	takes	from	it	what	he	or	she	needs,	controls	what	can	be	Environmental	Press	The
competence	model	is	one	useful	way	to	view	the	dynamic	interactions	between	the	person’s	physical	and	psychological	characteristics	and	the	social	and	physical	environment	(Lawton	&	Nahemow,	1973;	Lawton,	1989;	Parmelee	&	Lawton,	1990).	Environment	in	this	model,	which	is	shown	in	Figure	2,	may	High	t	po	te	nt	ia	l	mf	or	an	ce	lev	el	co	n	rm
tio	pe	rfo	ta	ap	Ad	al	in	g	ar	M	M	ax	im	um	l	xim	um	na	Ma	rgi	Ma	Personal	competence	Neg	ma	ative	a	lada	f	ptiv	fect	&	eb	eha	vior	Positive	affect	&	adaptive	behavior	r	&	io	v	ect	aff	beha	e	v	i	e	t	v	i	ga	pt	Ne	lada	ma	Low	Weak	Environmental	press	Strong	FIGURE	2	Diagrammatic	Representation	of	the	Behavioral	and	Affective	Outcomes	of	Person–
Environment	Transactions	SOURCE:	M.	P.	Lawton	and	L.	Nahemow,	Ecology	and	the	aging	process.	In	C.	Eisdorfer	and	M.	P.	Lawton	(Eds.),	Psychology	of	adult	development	and	aging	(Washington,	D.C.:	American	Psychological	Association,	1973),	p.	661.	Copyright	©	1973	by	the	American	Psychological	Association.	Reprinted	by	permission	of	the
author	and	publisher.	7	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	refer	to	the	larger	society,	the	community,	the	neighborhood,	or	the	home.	Environmental	press	is	defined	as	the	demands	that	social	and	physical	environments	make	on	the	individual	to	adapt,	respond,	or	change.	The	environmental-press	model	can	be	approached	from	a	variety	of
disciplinary	perspectives.	A	concept	fundamental	to	social	work,	for	example,	is	that	of	human	behavior	and	the	environment,	and	the	need	to	develop	practice	and	policy	interventions	that	achieve	a	better	fit	between	the	person	and	his	or	her	social	environment.	Health	care	providers	are	increasingly	aware	of	the	necessity	to	take	account	of	social
and	physical	environmental	factors	(e.g.,	family	caregivers	and	other	informal	supports	as	well	as	the	elder’s	living	situation)	in	their	assessments	of	health	problems.	Architects	and	advocates	for	persons	with	disabilities	are	developing	ways	to	make	physical	environments	more	accessible	and	congruent.	Psychologists	are	interested	in	how	physical
and	social	environments	may	be	modified	to	maximize	the	older	person’s	ability	to	learn	new	tasks	and	perform	familiar	ones	such	as	driving,	taking	tests,	and	selfcare.	Sociologists	study	the	ways	in	which	the	macroenvironment	(the	larger	political	and	economic	structures	and	policies)	affects	and	is	affected	by	an	individual’s	interactions	with	it.	The
concepts	of	this	model	are	basic	to	understanding	the	position	of	older	people	and	to	developing	ways	to	improve	the	quality	of	their	lives.	Environmental	press	can	range	from	minimal	to	quite	high.	For	example,	often	very	little	environmental	press	is	present	in	an	institutional	setting	where	an	individual	is	not	responsible	for	self-care	(such	as
personal	grooming	and	housekeeping)	and	may	have	few	resources	to	stimulate	the	senses	or	challenge	the	mind.	Other	environments	can	create	a	great	deal	of	press—for	example,	a	multigenerational	household	in	which	an	older	person	plays	a	pivotal	8	role.	An	increase	in	the	number	of	people	sharing	the	living	arrangement	or	a	move	to	a	new
home	intensifies	the	environmental	demands.	As	the	demands	change,	individuals	must	adapt	in	order	to	maintain	their	sense	of	competence.	Individuals	perform	at	their	maximum	level	when	the	environmental	press	slightly	exceeds	the	level	at	which	they	adapt.	In	other	words,	the	environment	challenges	them	to	test	their	limits	but	does	not
overwhelm	them.	If	the	level	of	environmental	demand	becomes	too	high,	the	individual	experiences	excessive	stress	or	overload.	When	the	environmental	press	is	far	below	the	individual’s	adaptation	level,	sensory	deprivation,	boredom,	learned	helplessness,	and	dependence	on	others	may	result.	However,	a	situation	of	mild	to	moderate	stress,	just
below	the	person’s	adaptation	level,	results	in	maximum	comfort.	It	is	important	to	challenge	the	individual	in	this	situation	as	well	to	prevent	a	decline	to	boredom	and	inadequate	stimulation.	In	either	situation—too	much	or	too	little	environmental	press—the	person	or	the	environment	must	change	if	the	individual’s	adaptive	capacity	is	to	be
restored	and	quality	of	life	enhanced.	As	implied	above,	individual	competence	is	another	concept	central	to	this	model.	This	is	defined	by	Lawton	and	Nahemow	(1973)	as	the	theoretical	upper	limit	of	an	individual’s	abilities	to	function	in	different	areas.	Some	of	the	capacities	needed	to	adapt	to	environmental	press	include	good	health,	effective
problem-solving	and	learning	skills,	and	the	ability	to	manage	the	basic	activities	of	daily	living	such	as	dressing,	grooming,	and	cooking	(Parmelee	&	Lawton,	1990).	As	suggested	by	the	model	in	Figure	2,	the	higher	a	person’s	competence,	the	higher	the	levels	of	environmental	press	that	can	be	tolerated.	Thus,	an	older	person	with	multiple	physical
disabilities	and	chronic	illnesses	has	reduced	physical	competence,	which	may	limit	the	level	of	physical	demands	with	which	he	or	she	can	cope.	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	COPING	WITH	P–E	INCONGRUENCE	Sometimes	P–E	incongruence	can	be	temporary,	as	in	the	following	example	of	an	elder	who	must	adjust	to	life	in	a	new
community:	Mrs.	Jackson	recently	moved	to	Minneapolis	from	her	home	in	Atlanta	in	order	to	be	near	her	only	daughter,	although	she	does	not	know	anyone	else	in	the	new	community.	Her	daughter	has	found	a	beautiful	high-rise	apartment	for	seniors	so	Mrs.	Jackson	can	live	among	other	retired	older	adults.	Although	the	building	is	new	and	has
many	safety	features	to	help	elders	live	independently,	Mrs.	Jackson	feels	overwhelmed	by	all	the	built-in	monitoring	systems	and	appliances	that	seem	to	be	controlling	her	life,	and	she	does	not	like	being	on	the	10th	floor	looking	down	on	the	street	after	a	lifetime	of	living	in	a	one-story	home	surrounded	by	her	lovely	flower	garden	in	Atlanta.	She
has	not	met	anyone	in	the	building	from	her	part	of	the	country	or	with	a	similar	work	and	family	history	to	hers,	so	she	keeps	mostly	to	herself.	Going	out	on	her	own	and	exploring	the	city	is	out	of	the	question	because	it	is	too	cold	for	her	to	walk	outdoors	or	to	go	window-shopping,	and	she	does	not	feel	safe	in	a	new	city.	On	the	other	hand,	this
individual	may	still	maintain	a	high	level	of	psychosocial	competence,	enjoy	the	company	of	others,	and	experience	life	satisfaction.	Environmental	Interventions	wheelchairs)	reestablish	the	older	person’s	level	of	adaptation	and	ease	the	burdens	of	daily	coping.	Such	arrangements	are	essential	to	the	well-being	of	some	older	people	who	require
environmental	adaptations	or	occasional	assistance	from	informal	and	paid	caregivers	to	enhance	their	autonomy.	For	example,	many	older	people	with	chronic	conditions	are	able	to	remain	in	their	own	homes	because	of	environmental	modifications	such	as	emergency	systems	that	allow	them	to	call	for	help,	computers	that	aid	them	with
communication,	and	medication	reminders.	A	fine	line	exists,	however,	between	minimizing	excessive	environmental	press	and	creating	an	environment	that	is	not	stimulating	or	is	“too	easy”	to	navigate.	Well-intentioned	families,	for	example,	may	do	too	much	for	an	older	person,	assuming	responsibility	for	daily	activities	so	that	their	older	relative
no	longer	has	to	exert	any	effort	and	may	no	longer	feel	he	or	she	is	a	contributing	family	member.	Likewise,	nursing	home	staff	may	not	challenge	residents	to	perform	such	daily	tasks	as	getting	out	of	bed	or	going	to	the	dining	hall.	Protective	efforts	such	as	these	can	remove	necessary	levels	of	environmental	press,	with	the	result	that	the	person’s
social,	psychological,	and	physical	levels	of	functioning	may	decline.	Understimulating	conditions,	then,	can	be	as	negative	in	their	effects	on	older	people	as	those	in	which	there	is	excessive	environmental	press.	The	competence	model	has	numerous	implications	for	designing	prevention	and	intervention	strategies	to	enhance	the	quality	of	older
adults’	lives.	Most	services	for	older	people	are	oriented	toward	minimizing	environmental	demands	and	increasing	supports.	These	services	may	focus	on	changing	the	physical	or	the	social	environment,	or	both.	Physical	environmental	modifications	(such	as	ramps	and	handrails)	and	community	services	(such	as	Meals	On	Wheels	and	escort	vans
equipped	for	9	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	Why	Study	Aging?	As	you	begin	this	chapter,	you	may	find	it	useful	to	think	about	your	own	motivations	for	learning	about	older	adults	and	the	aging	process.	You	may	be	in	a	required	course,	questioning	its	relevance,	and	approaching	this	chapter	as	something	you	must	read	to	satisfy
requirements.	Or	you	may	have	personal	reasons	for	wishing	to	learn	about	aging.	You	may	be	concerned	about	your	own	age-related	changes,	wondering	whether	reduced	energy	or	alterations	in	physical	features	are	inevitable	with	age.	After	all,	because	middle	and	old	age	together	encompass	a	longer	time	span	than	any	other	stage	of	our	lives,	it
is	important	that	we	understand	and	prepare	for	these	years.	Perhaps	you	are	in	a	transition	phase,	looking	forward	to	the	freedom	made	possible	by	retirement	and	the	“empty	nest.”	Through	increased	knowledge	about	the	aging	process,	you	may	be	hoping	to	make	decisions	that	can	enhance	your	own	active	aging.	Or	perhaps	you	10	THE
GROWTH	OF	SOCIAL	GERONTOLOGY	are	assisting	aging	relatives,	friends,	and	neighbors,	wanting	to	know	what	can	be	done	to	help	them	maintain	their	autonomy,	their	housing	options,	and	how	you	can	improve	your	own	caregiving	abilities.	Learning	about	aging	not	only	gives	us	insight	into	our	own	interpersonal	relationships,	self-esteem,
competence,	and	meaningful	activities	as	we	grow	older;	it	also	helps	us	comprehend	the	aging	process	of	our	parents,	grandparents,	clients,	patients,	and	friends.	It	is	important	to	recognize	that	change	and	growth	take	place	throughout	the	life	course	and	that	the	concerns	of	older	people	are	not	distinct	from	those	of	the	young,	but	represent	a
continuation	of	earlier	life	periods.	Such	understanding	can	improve	our	effectiveness	in	communicating	with	relatives,	friends,	or	professionals.	In	addition,	such	knowledge	can	help	challenge	any	assumptions	or	stereotypes	we	may	hold	about	behavior	appropriate	to	various	ages.	Perhaps	you	wish	to	work	professionally	with	older	people	but	are
unsure	how	your	interests	can	fit	in	with	the	needs	of	the	older	population.	The	exciting	and	diverse	range	of	career	opportunities	in	both	community	and	institutional	settings	and	growing	geriatric	workforce	needs	are	discussed	throughout	this	chapter.	If	you	are	already	working	with	older	people,	you	may	genuinely	enjoy	your	work,	but	you	may
also	be	concerned	about	the	social,	economic,	and	health	problems	facing	some	older	adults	and	thus	feel	a	responsibility	to	change	these	negative	social	conditions.	As	a	professional	or	future	professional	working	with	older	people,	you	are	probably	eager	to	learn	more	about	both	policy	and	practice	issues	that	can	enhance	their	active	aging,
resilience,	and	quality	of	life.	Regardless	of	your	motivations	for	reading	this	text,	chances	are	that,	like	most	Americans,	you	have	some	misconceptions	about	older	people	and	the	aging	process.	As	products	of	our	youth-oriented	society,	we	all	sense	the	pervasiveness	of	negative	attitudes	about	aging,	although	our	own	personal	experiences	with
older	people	may	counter	many	stereotypes	and	myths.	By	studying	aging	and	older	people,	you	will	not	only	become	more	aware	of	the	older	population’s	competence	and	contributions	in	many	areas,	but	also	be	able	to	differentiate	the	normal	changes	that	are	associated	with	the	aging	process	from	disease-related	modifications.	Such	an
understanding	may	serve	to	reduce	some	of	your	own	fears	about	aging,	as	well	as	positively	affect	your	professional	and	personal	interactions	with	older	people.	Our	challenge	as	educators	and	authors	is	to	present	you	with	the	facts	and	concepts	that	will	give	you	an	accurate	picture	of	the	experience	of	aging.	We	also	want	to	convey	to	you	the
excitement	and	importance	of	learning	about	the	field	of	social	gerontology.	We	hope	that	you	will	acquire	information	that	strengthens	positive	attitudes	toward	living	and	working	with	older	people	and	toward	your	own	experience	of	aging.	First,	we	will	describe	some	career	opportunities	in	this	field,	whether	you	want	to	specialize	in	work	with
older	adults	and	their	families	or	you	choose	a	career	that	includes	older	adults	as	patients,	service	recipients,	or	a	population	that	benefits	from	your	expertise.	Later,	we	will	turn	to	the	demographic	changes	that	are	creating	the	largest	population	of	people	age	65	and	older	in	the	history	of	the	United	States.	Careers	in	Aging	Those	who	work	in	the
field	of	aging	may	be	geriatricians,	gerontological	workers,	gerontological	specialists,	or	gerontologists.	The	term	geriatrics	typically	refers	to	the	work	of	health	professionals	in	the	branch	of	medical	science	that	deals	with	diseases,	other	health	problems,	and	health	promotion	and	prevention	specific	to	older	adults.	Geriatricians	are	physicans
trained	in	geriatrics;	there	are	also	geriatric	social	workers,	geriatric	nurses,	geriatric	pharmacists,	and	people	in	other	allied	health	professions	who	have	received	specialized	training	to	work	with	older	people	and	their	families.	In	fact,	the	membership	of	the	American	Geriatrics	Society	includes	a	wide	range	11	THE	GROWTH	OF	SOCIAL
GERONTOLOGY	of	health	care	providers	who	are	trained	to	prevent	and	manage	the	multiple	health	concerns	of	older	adults.	Gerontology,	which	is	broader	than	geriatrics,	refers	to	the	psychological,	social,	and	biological	phenomena	associated	with	aging,	as	well	as	policies	and	programs	that	address	older	adults’	wide	range	of	needs.	The
classifications	of	gerontological	workers,	gerontological	specialists,	and	gerontologists	are	based	on	their	degree	of	training	related	to	aging.	Gerontological	workers	have	no	formal	training	in	this	field	but	nevertheless	provide	services	to	or	for	older	persons.	These	people	include	social	workers	who	work	in	a	child	welfare	agency	interacting	with
older	grandparents,	physicians	whose	patients	have	aged,	nurse	aides	in	a	long-term	care	setting,	or	home	care	workers.	Gerontological	specialists	have	received	training	in	gerontology	through	a	certificate,	continuing	education,	a	minor	in	college,	or	a	postdoctoral	training,	but	their	primary	training	is	in	another	discipline.	For	example,	physical
and	occupational	therapists,	social	workers,	nurses,	and	physicians	may	take	additional	courses,	complete	an	internship	or	residency	in	geriatrics,	or	obtain	a	certificate	as	part	of	their	professional	training	that	allows	them	to	specialize	in	working	with	older	people.	In	contrast,	gerontology	is	the	primary	training	at	the	bachelor’s,	master’s,	or
doctoral	levels	for	gerontologists.	A	growing	number	of	colleges	and	universities	today	offer	degrees	in	gerontology.	As	described	in	this	section,	most	professionals	who	work	for	or	with	older	people	today	fall	into	the	category	of	gerontological	specialists,	without	a	degree	in	the	field	but	with	some	training	or	specialization	in	gerontology	(Grabinski,
2007;	Stepp,	2007).	No	matter	what	your	area	of	interest—health	care,	mental	health,	design,	technology,	law,	business,	or	one	of	many	others—there	are	numerous	and	growing	opportunities	to	work	with	or	on	behalf	of	older	adults	and	their	families.	A	degree	in	social	work	with	additional	training	in	gerontology	is	necessary	to	become	a
professional	advocate,	such	as	a	professional	geriatric	care	manager	(PGCM).	Those	who	are	interested	in	designing	or	adapting	housing	and	products	for	older	12	people	would	do	well	to	combine	their	degrees	in	architecture	or	interior	or	industrial	design	with	coursework	in	gerontology.	Similarly,	experts	in	computer	science,	industrial	or	human
factors	engineering,	and	information	technology	who	want	to	develop,	test,	and	improve	technology	for	older	users	must	first	understand	the	normal	physiological,	social,	and	psychological	processes	of	aging	and	how	systemic	diseases	and	cognitive	impairment	can	result	in	the	need	for	technological	aids.	Information	specialists,	librarians,	and
experts	in	lifelong	learning	and	continuing	education	can	also	benefit	from	this	knowledge	as	they	work	with	a	growing	population	of	older	students	and	clients.	Attorneys	who	practice	elder	law,	estate	planning,	or	file	lawsuits	in	areas	such	as	elder	abuse,	age	or	disability	discrimination,	or	advocacy	for	older	clients	must	understand	the	normal	aging
process	and	the	impact	of	disease	and	dementia	on	their	clients.	Even	those	who	decide	to	obtain	a	degree	in	business	and	work	in	the	fields	of	accounting,	marketing,	advertising,	banking,	or	financial	planning	should	obtain	some	training	in	gerontology	through	additional	coursework,	certificates	in	aging,	or	continuing	education	courses.	Such
knowledge	is	vital	for	helping	younger	adults	plan	for	their	old	age	and	for	assisting	older	persons	in	maintaining	quality	of	life.	For	those	seeking	to	develop	or	influence	policies	affecting	older	adults,	advocacy	at	the	individual	or	population	level	requires	extensive	knowledge	of	age-associated	needs,	the	aging	process,	and	health	and	social	policies
affecting	state	and	local	programs	for	older	citizens.	A	degree	in	public	administration,	law,	or	social	work,	combined	with	training	in	gerontology,	can	prepare	individuals	to	work	as	advocates	for	the	rights	of	older	persons.	As	noted	by	Dr.	Marie	Bernard,	Director	of	the	National	Institute	on	Aging,	“You	can	do	virtually	anything	.	.	.	The	doors	are
wide	open.	There	are	so	many	things	you	can	do	in	this	field.”	(American	Geriatrics	Society,	2009).	The	growing	population	of	older	adults	and	their	family	caregivers	will	require	more	health	care	providers	with	the	knowledge,	values,	and	skills	to	manage	their	needs	in	community	and	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	long-term	care
settings.	It	has	been	estimated	that	by	2030,	3.5	million	formal	health	care	providers—a	35	percent	increase	from	current	levels—will	be	needed	just	to	maintain	the	current	ratio	of	providers	to	the	total	population.	Similarly,	all	health	care	providers	are	predicted	to	spend	at	least	50	percent	of	their	time	working	with	older	adults.	This	means	that
health	care	professionals	in	medicine,	nursing,	pharmacy,	dentistry,	and	social	work	must	enhance	their	competence	in	geriatric	health	care	(IOM,	2008).	Additionally,	one	of	the	fastest-growing	occupational	areas	is	direct	care,	including	such	workers	as	nurse	aides,	home	health	aides,	and	personal	care	aides	with	skills	to	work	with	older	adults.
Other	health	professionals	trained	in	gerontology	and	geriatrics	will	be	needed,	especially	those	who	focus	on	prevention	and	rehabilitation.	These	include	physician	assistants;	nutritionists;	recreational,	physical,	occupational,	and	speech	therapists;	as	well	as	audiologists.	Due	to	these	needs,	the	Eldercare	Workforce	Alliance,	a	national	coalition,
addresses	the	immediate	and	future	workforce	crisis	in	caring	for	an	aging	America.	Growth	of	the	Older	Population	The	increasing	size	of	the	older	population	is	the	single	most	important	factor	affecting	current	interest	in	the	field	of	gerontology.	In	1900,	people	age	65	and	older	accounted	for	approximately	4	percent	of	the	U.S.	population—less
than	1	in	25.	By	2008,	slightly	more	than	100	years	later,	this	segment	of	our	population	had	grown	to	almost	39	million,	or	12.7	percent	of	the	U.S.	population	(AOA,	2008;	U.S.	Census	Bureau,	2009b).	This	represents	a	twelve-fold	increase	in	the	older	population	during	this	period,	compared	with	a	threefold	increase	in	those	under	age	65.
Population	growth	for	the	older	age	group	declined	slightly	between	1990	and	2005	because	of	the	low	birthrates	experienced	during	the	Great	Depression	(1929–1935).	With	the	first	baby	boomers	turning	60	in	2006,	the	population	over	65	will	again	increase	significantly	after	2010.	Thus,	demographers	predict	that	by	2030	the	population	age	65
and	older	may	be	as	high	as	72	million,	representing	a	100	percent	increase	over	30	years,	compared	with	a	30	percent	growth	in	the	overall	population	(U.S.	Census	Bureau,	2009b).	Changes	in	Life	Expectancy	Why	have	these	changes	in	the	older	population	occurred?	Chiefly	because	people	are	living	longer.	In	1900,	the	average	life	expectancy	at
birth	in	the	U.S.	(i.e.,	the	average	length	of	time	one	could	expect	to	live	if	one	were	born	that	year)	was	47	years.	At	that	time,	approximately	772,000	people	were	between	the	ages	of	75	and	84	in	the	United	States,	and	only	123,000	age	85	and	older.	In	2008,	there	were	over	5.4	million	in	the	oldest	group.	The	average	life	expectancy	is	now	much
longer:	78.1	years.	About	four	out	of	five	individuals	can	currently	expect	to	reach	age	65,	at	which	point	there	is	a	better	than	50	percent	chance	of	living	past	age	80	(AOA,	2008;	U.S.	Census	Bureau,	2009a,	2009b).	According	to	the	Census	Bureau,	life	expectancy	at	birth	is	expected	to	increase	to	82.6	in	2050.	Sex	differences	in	life	expectancy
have	declined	since	1980,	when	females	born	that	year	could	expect	to	live	7.4	years	longer	than	men;	in	2006,	the	difference	was	only	5.3	years.	Projections	by	the	Census	Bureau	assume	a	fairly	constant	5-	to	6-year	difference	in	male-female	life	expectancy	well	into	the	future.	Therefore,	females	born	in	2006	are	expected	to	reach	age	80.7,
compared	to	75.4	for	males	in	that	birth	cohort	(U.S.	Census	Bureau,	2009a).	Differences	continue	to	be	greater	between	African	American	females	and	males,	with	current	life	expectancies	at	birth	of	76.9	and	70,	respectively.	Even	in	the	year	2050,	however,	male	life	expectancy	will	be	less	than	80	years,	compared	to	84.3	years	for	women	(NCHS,
2007;	AOA,	2008).	Of	course,	these	projections	do	not	take	into	account	natural	disasters	or	potential	new	diseases	that	could	differentially	increase	mortality	risks	for	men	and	women.	On	the	other	hand,	death	rates	due	to	hypertension	and	stroke	have	already	started	to	decline	because	13	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	250	Women	per
100	men	211	200	150	138	137	114	100	0	Total	65+	65–69	75–79	Age	group	of	lifestyle	changes.	Since	both	health	conditions	are	somewhat	more	likely	to	affect	men,	the	decline	may	narrow	the	gender	differential	and	increase	life	expectancy	more	for	men.	Nevertheless,	the	trend	illustrated	in	Figure	3,	where	women	outnumber	men	at	every	age
after	65,	will	continue	at	least	until	mid-century.	Most	gains	in	life	expectancy	have	occurred	in	the	younger	ages.	For	example,	during	the	period	from	1900	to	2007,	the	average	life	expectancy	at	birth	increased	from	47	years	to	78.1	years.	Although	less	dramatic,	gains	in	life	expectancy	beyond	age	65	also	occurred	during	this	same	period,	from
about	12.3	to	18.7	years	(20.3	years	for	women,	17.4	for	men)	(AOA,	2008).	The	gains	that	took	place	in	the	early	years	of	life	are	largely	attributable	to	the	eradication	in	the	twentieth	century	of	many	diseases	that	caused	high	infant	and	childhood	mortality.	On	the	other	hand,	survival	beyond	age	65	may	increase	significantly	in	future	cohorts,
when	heart	disease	and	cancer	become	less	fatal	but	more	chronic	or	long-term	diseases,	along	with	obesity,	predominate.	Already	there	has	been	an	acceleration	of	years	gained.	Between	1900	and	1960,	only	2.4	years	were	gained	beyond	age	65,	while	the	gain	since	1960	has	been	4.3	years	(Federal	Interagency	Forum,	2008).	This	shift	results
mostly	from	advances	in	medicine.	A	hundred	years	ago,	adults	generally	died	from	acute	diseases,	particularly	influenza	14	80+	FIGURE	3	Number	of	Women	per	100	Men	by	Age:	2007	SOURCE:	U.S.	Census	Bureau,	2009.	and	pneumonia.	Few	people	survived	these	diseases	long	enough	to	need	care	for	chronic	or	long-term	conditions.	Today,
death	from	acute	diseases	is	rare.	Maternal,	infant,	and	early	childhood	death	rates	have	also	declined	considerably.	The	result	is	a	growing	number	of	people	who	survive	to	old	age,	often	with	one	or	more	health	problems	requiring	long-term	care.	Nevertheless,	life	expectancy	at	age	65	is	lower	in	the	U.S.	than	in	Japan,	Switzerland,	and	Canada.	In
particular,	Japanese	men	can	expect	to	live	1.2	years	longer	than	American	men,	and	Japanese	women	3.2	years	longer	than	American	women	at	age	65	(Federal	Interagency	Forum,	2008).	Today	more	former	presidents	are	alive	than	in	the	past.	Saul	Loeb/AFP/Getty	Images	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	Maximum	Life	Span	It	is
important	to	distinguish	life	expectancy	from	maximum	life	span.	While	life	expectancy	is	a	probability	estimate	based	on	environmental	conditions	such	as	disease	and	health	care,	as	described	previously,	maximum	life	span	is	the	maximum	number	of	years	a	given	species	could	expect	to	live	if	environmental	hazards	were	eliminated.	There	appears
to	be	a	maximum	biologically	determined	life	span	for	cells	that	comprise	the	organism,	so	that	even	with	the	elimination	of	all	diseases,	we	could	not	expect	to	live	much	beyond	120	years.	For	these	reasons,	more	persons	will	expect	to	live	longer,	but	the	maximum	number	of	years	they	can	expect	to	live	will	not	be	increased	in	the	foreseeable
future	unless,	of	course,	some	extraordinary	and	unanticipated	biological	discoveries	occur.	The	longest	documented	human	life	was	of	Jeanne	Calment,	a	Frenchwoman	who	died	at	age	122.	Perhaps	the	most	important	goal	of	health	planners	and	practitioners	should	be	to	approach	a	rectangular	survival	curve;	that	is,	the	“ideal	curve.”	As	seen	in
the	survival	curve	in	Figure	4,	developments	in	medicine,	public	hygiene,	and	health	care	have	already	increased	the	probability	that	people	will	survive	into	the	later	years.	The	ideal	situation	is	one	where	all	people	would	survive	to	the	maximum	life	span,	creating	a	rectangular	curve.	The	survival	curves	of	developed	countries	serve	as	a	model	for
developing	countries;	that	is,	about	50	percent	of	all	babies	born	today	in	developed	countries	will	reach	age	85,	or	more	than	two-thirds	of	the	maximum	life	span	of	120	years	(CDC,	2005).	Although	the	U.S.	is	approaching	this	ideal	curve,	it	will	not	be	achieved	until	the	diseases	of	middle	age—including	cancer,	heart	disease,	diabetes,	and	kidney
diseases,	along	with	obesity—can	be	totally	prevented	or	at	least	effectively	managed	as	chronic	conditions.	The	oldest-old	are	disproportionately	represented	in	institutional	settings	such	as	nursing	homes,	assisted	living,	adult	family	homes,	and	GENETIC	OR	BEHAVIORAL	EXPLANATIONS	OF	LONGEVITY	Journalist	Dan	Buettner	has	traveled	to
world	regions	where	it	is	not	unusual	to	find	vigorous,	active	centenarians.	He	labeled	these	“Blue	Zones,”	places	with	large	numbers	of	long-living	residents	who	share	in	common	healthy	lifestyles,	diets,	engagement	in	their	community,	and	a	positive	world	view	(Buettner,	2008).	Yet	these	elders	in	different	parts	of	the	world—Okinawa,	Sardinia,
the	northwestern	region	of	Costa	Rica,	and	Loma	Linda,	California—share	other	characteristics	that	cannot	be	replicated	by	others	who	want	to	emulate	their	lifestyles	in	efforts	to	increase	their	longevity.	The	residents	of	these	Blue	Zones	share	genetic	qualities	and	cultural	norms	that	have	tied	the	community	together	for	hundreds	of	years,	and
they	live	in	more	remote,	less	stressful	environments	than	the	majority	of	elders.	While	some	aspects	of	their	lifestyles	may	be	adopted—such	as	strong	connections	with	family	and	friends,	participating	in	physical	labor	into	advanced	old	age,	walking	and	exercise,	a	lowcalorie,	plant-based	diet,	and	a	positive	outlook—	several	societal	and	genetic
factors	cannot	be	replicated.	WHO	ARE	THE	OLDEST-OLD?	•	Not	surprisingly,	the	great	majority	are	women	(71	percent).	•	Their	educational	level	is	lower	than	for	those	age	65	to	74	(8.6	years	vs.	12.1	in	1990).	•	Most	women	are	widowed	compared	to	men	(78.3	percent	vs.	34.6	percent).	•	Their	mean	personal	income	is	lower	than	for	the	young-
old	cohorts.	•	A	higher	proportion	live	below	or	near	poverty	compared	to	their	counterparts	age	65	to	69	years)	(	2000).	•	The	current	cohort	of	the	oldest-old	includes	15	percent	who	are	foreign	born.	Many	immigrated	from	European	countries	in	the	early	1900s,	while	others	are	later	immigrants	from	China,	Japan,	the	Philippines,	Vietnam,	and
Latin	America.	The	typical	challenges	of	aging	may	be	exacerbated	for	these	nonnative	English	speakers	as	they	try	to	communicate	with	health	care	providers.	Misdiagnoses	of	physical,	psychological,	and	cognitive	disorders	may	occur	in	such	cases.	15	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	FIGURE	4	Increasing	Rectangularization	of	the
Survival	Curve	SOURCE:	J.	R.	Wilmoth	and	S.	Horiuchi,	Rectangularization	Revisited:	Variability	of	Age	at	Death	within	Human	Populations.	Demography,	Vol.	36,	No.	4	(Nov.,	1999),	pp.	475–495.	hospitals,	because	they	are	more	likely	to	have	multiple	health	problems	that	often	result	in	physical	frailty,	and	up	to	50	percent	may	have	some	form	of
cognitive	impairment.	Among	the	1.2	million	elders	in	nursing	homes,	about	50	percent	are	age	85	and	older.	However,	the	incidence	of	relocation	to	a	long-term	care	facility	among	historically	disadvantaged	populations	is	lower.	For	example,	the	rate	for	African	2008	(39	Million)	Oldest-old	(85+)	14%	Old-old	(75–84)	33%	2050	Projected	(87	Million)
Oldest-old	(85+)	24%	Young-old	(65–74)	44%	Young-old	(65–74)	53%	Old-old	(75–84)	32%	FIGURE	5	Percentage	of	Older	Americans	by	Age	Group	SOURCE:	16	Americans	age	85	and	older	is	only	about	twothirds	the	overall	rate	for	this	age	group.	The	oldest-old	blacks	are	far	more	likely	to	be	living	with	relatives	other	than	a	spouse	or	partner	(40
percent).	Only	27	percent	of	the	oldest-old	(regardless	of	their	race	or	ethnicity)	live	with	a	spouse	or	partner,	compared	with	63	percent	of	people	age	65	to	74	(AOA,	2008;	U.S.	Census	Bureau,	2005).	Although	functional	health	is	U.S.	Census	Bureau,	2008,	U.S.	Administration	on	Aging,	2008.	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	more
impaired	in	the	oldest-old,	a	study	of	Medicare	expenditures	during	the	last	year	of	life	showed	that	medical	costs	were	not	highest	for	this	age	group.	Contrary	to	common	misperceptions,	Medicare	expenditures	during	the	last	year	of	life	for	people	age	85	and	older	were	60	to	70	percent	lower	than	the	average	charges	for	the	group	who	died	at
ages	65	to	74,	regardless	of	gender	and	race.	These	findings	reflect	the	shorter	hospitalizations	and	less	aggressive	terminal	health	care	received	by	the	oldest-old	(Hoover	et	al.,	2002;	Levinsky	et	al.,	2001).	These	costs	may	be	even	lower	for	future	cohorts	of	the	oldest-old,	who	are	likely	to	be	healthier	and	more	active	than	today’s	population.	The
Oldest-Old	Ages	85	and	Older	The	population	age	85	and	older,	also	referred	to	as	the	“oldest-old,”	has	grown	more	rapidly	than	any	other	age	group.	In	2008,	of	the	nearly	39	million	persons	age	65	and	over	in	the	U.S.:	•	Thirteen	million,	or	33	percent,	were	age	75	to	84.	•	Another	5.4	million,	or	14	percent,	were	age	85	and	older	(Federal
Interagency	Forum,	2008;	U.S.	Census	Bureau,	2008a).	•	The	oldest-old	population	of	Americans	has	increased	by	a	factor	of	23.	•	The	old-old	(ages	75–84)	have	increased	twelve-fold.	•	The	young-old	(ages	65–74)	grew	eightfold.	It	is	also	important	to	consider	the	distribution	of	selected	age	groups	now	and	in	the	future.	The	young-old	(ages	65–74)
currently	represent	53	percent	of	the	older	population;	those	over	85	make	up	14	percent.	Those	over	age	85	increased	by	more	than	500	percent	from	1960	to	2007.	As	Table	1	illustrates,	between	1990	and	2007,	the	oldest-old	population	increased	more	than	TABLE	1	Population	Increase	per	Age	Group:	United	States	(in	millions)	AGE	YEAR	15–44
65ⴙ	85ⴙ	1960	1990	2007	118	126.3	16.6	31.1	37.9	0.9	3.02	5.3	21.9%	75%	Increase	(%)	(1990–2007)	SOURCE:	7%	U.S.	Census	Bureau,	2007.	10	times	the	growth	of	15-	to	44-year-olds	and	more	than	three	times	that	of	the	total	population	aged	65	and	older.	This	does	not	mean	that	their	absolute	numbers	are	higher	than	the	younger	groups	in
Table	1	but	that	their	rate	of	growth	is	much	faster.	Demographers	project	this	age	group	to	reach	19	million	by	2050,	almost	four	times	their	current	number.	This	translates	into	24	percent	oldest-old	by	2050	(see	Figure	5).	This	is	primarily	attributable	to	the	aging	of	baby	boomers,	who	will	start	to	turn	85	after	2030.	The	baby	boom	generation,
defined	as	those	born	between	1946	and	1964,	currently	numbers	69	million.	However,	these	projections	vary,	depending	on	assumptions	about	changes	in	chronic	disease	morbidity	and	mortality	rates	(AOA,	2008).	The	impact	of	such	a	surge	in	the	oldestold	on	the	demand	for	health	services,	especially	hospitals	and	long-term	care	settings,	will	be
dramatic.	Centenarians	Projections	by	the	U.S.	Census	Bureau	also	suggest	a	substantial	increase	in	the	population	of	centenarians,	people	age	100	and	older.	In	2006,	more	than	73,000	Americans	had	reached	this	milestone,	almost	double	their	numbers	in	1990.	Baby	boomers	are	expected	to	survive	to	age	100	at	rates	never	before	achieved;	one	in
26	Americans	can	expect	to	live	to	be	100	by	2025,	compared	with	only	one	in	500	in	2000	(AOA,	2008).	17	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	With	increases	in	life	expectancy,	oldest-old	adult	children	may	live	with	centenarian	parents,	as	in	this	photo	of	a	90-year-old	daughter	enjoying	a	meal	with	her	112-year-old	mother.	David
McLain/Aurora	Photos	As	more	Americans	become	centenarians,	there	is	growing	interest	in	their	genetics	and	lifestyles	that	may	have	influenced	their	longevity.	Data	from	the	Georgia	Centenarian	Study	support	other	findings	of	greater	survival	among	women,	as	well	as	racial	crossover	effects	in	advanced	old	age	(i.e.,	persons	of	color	who	live	to
age	85	are	“hardier”	than	their	Caucasian	counterparts).	In	a	follow-up	of	137	people	age	100	at	entry	into	the	study,	African	American	women,	on	average,	survived	twice	as	many	months	as	white	men,	who	lived	the	shortest	time	beyond	100.	White	women	had	the	next	best	survival	rates	and	lived	slightly	longer	than	African	American	men	(Poon	et
al.,	2000).	Overall,	genetics	appears	to	be	a	primary	factor,	especially	given	the	predominance	of	healthy	80-year-old	adult	children	of	centenarians,	but	lifestyle	factors,	social	support,	and	personality	are	also	salient	(Christensen,	2001).	The	New	England	Centenarian	Study	points	to	genetic	factors	that	determine	how	well	the	older	person	copes
with	disease	(Perls	&	Silver,	1999;	Perls	&	Terry,	2003;	Perls	&	Wood,	1996;	Terry	et	al.,	2004).	This	study	suggests	that	the	oldest-old	are	hardy	because	they	have	a	higher	threshold	for	disease	and	disability	and	show	slower	rates	of	disease	progression	than	18	their	peers	who	develop	chronic	diseases	and	disabilities	at	younger	ages	and	die
earlier.	Perls	and	colleagues	illustrate	this	hypothesis	with	the	case	of	a	103-year-old	man	who	displayed	few	symptoms	of	Alzheimer’s	disease;	however,	at	autopsy,	the	man’s	brain	had	a	high	number	of	neurofibrillary	tangles,	which	are	a	hallmark	of	the	disease.	Contrary	to	the	once	prevalent	belief	that	dementia	is	a	concomitant	of	advanced	age,
as	many	as	30	percent	of	centenarians	have	no	memory	problems,	20	percent	have	some,	and	50	percent	have	serious	problems.	In	one	study	of	69	centenarians	who	were	tested	for	dementia,	none	of	these	robust	elders	showed	significant	levels	of	dementia,	either	in	their	neuropsychological	testing	or	in	the	neuropathological	studies	of	their	brains
(Samuelsson	et	al.,	1997;	Silver	et	al.,	1998).	Rates	of	dementia	were	slightly	higher	in	the	New	England	Centenarian	Study,	where	59	percent	of	women	scored	in	the	moderate–severe	range,	and	17	percent	in	the	normal	range.	In	contrast,	only	33	percent	of	centenarian	men	scored	in	the	moderate–severe	dementia	range	and	30	percent	in	the
normal	range	(Terry,	Sebastiani,	Andersen	&	Perls,	2008).	Even	among	centenarians	with	some	cognitive	impairment	at	age	100,	however,	90	percent	had	been	cognitively	intact	until	well	into	their	90s.	Indeed,	other	researchers	who	have	studied	dementia	in	older	adults	have	suggested	that	the	genetic	mutations	most	closely	associated	with
Alzheimer’s	disease	are	not	present	in	the	oldestold.	Environmental	factors	that	emerge	much	later	in	life	appear	to	cause	dementia	in	these	survivors	(Kaye,	1997).	The	likelihood	of	a	genetic	advantage	is	also	supported	by	the	finding	that	male	siblings	of	centenarians	are	17	times	more	likely	as	the	general	population,	and	female	siblings	eight	times
more	likely,	to	survive	to	age	100.	As	further	evidence	for	the	robustness	of	centenarians,	all	of	the	79	people	who	were	age	100	had	lived	independently	into	their	early	90s,	and	on	average,	took	only	one	medication	(Perls	et	al.,	1998;	Willcox	et	al.,	2006b).	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	CENTENARIANS’	ZEST	FOR	NEW
EXPERIENCES	The	obituary	of	a	103-year-old	woman	who	died	of	a	stroke	noted	that	she	celebrated	her	100th	birthday	by	taking	her	first	hot-air	balloon	ride.	To	her	it	was	no	big	deal,	just	something	she	wanted	to	do.	Her	daughter	described	her	as	“go,	go,	go,	all	the	time.	She	liked	to	have	fun.”	SOURCE:	(Brown,	2009).	Older	men	who	survive	to
age	90,	in	particular,	represent	the	hardiest	segment	of	their	birth	cohort.	Between	ages	65	and	89,	women	score	higher	on	tests	of	cognitive	function.	However,	after	age	90,	men	perform	far	better	on	these	tests.	Even	at	age	80,	44	percent	of	men	were	found	to	be	robust	and	independent,	compared	with	28	percent	of	women.	In	an	analysis	of	523
women	and	216	men	age	97	and	older,	researchers	in	the	New	England	Centenarian	Study	found	that	men	in	this	age	group	had	better	functional	health	then	their	female	counterparts.	More	than	three	times	as	many	men	(60	percent	vs.	18	percent	of	women)	scored	90	or	higher	on	the	Barthel	Activities	of	Daily	Living	Index,	where	a	score	of	80–100
represents	fully	independent	functioning.	Even	among	the	small	group	of	centenarians	(32	percent	of	this	sample)	who	had	“late	onset”	of	major	chronic	diseases	(at	age	85	or	later),	twice	as	many	men	as	women	(50	percent	vs.	27	percent	respectively)	had	Barthel	ADL	Index	scores	of	90	or	higher	(Terry,	et	al.,	2008).	Chronic	disease	onset	occurs
later	or	not	at	all	among	most	centenarians.	A	retrospective	analysis	of	more	than	400	persons	in	the	New	England	Centenarian	Study	found	that	45	percent	had	none	of	the	ten	most	common	chronic	diseases	(i.e.,	diabetes,	hypertension,	heart	disease,	chronic	obstructive	pulmonary	disease,	osteoporosis,	stroke,	cancer,	Parkinson’s	disease,	thyroid
conditions,	dementia)	until	after	age	80.	Another	13	percent	had	escaped	any	of	these	diseases,	and	42	percent	were	classified	as	“survivors”	because	they	had	been	diagnosed	with	one	or	more	of	these	diseases	before	age	80	but	had	functioned	adequately	into	their	90s	and	100s	(Evert,	Lawler,	Bogan	&	Perls,	2003).	The	Okinawa	Centenarian	Study
supports	the	importance	of	both	genetic	and	environmental	factors	in	explaining	extreme	longevity.	Since	1976,	researchers	have	examined	more	than	600	centenarians	in	this	isolated	prefecture	of	Japan.	Most	of	the	elders	possess	genetic	patterns	that	place	them	at	lower	risk	of	autoimmune	diseases,	but	even	those	without	these	patterns	have
lower	rates	of	coronary	heart	disease,	cancer,	and	stroke	mortality	than	other	Japanese	people.	They	also	have	lower	blood	levels	of	cholesterol,	homocysteine,	and	free	radicals.	Researchers	attribute	these	biochemical	advantages	to	a	low-calorie	diet	with	a	high	intake	of	folate,	vitamins	B6,	B12,	D,	calcium,	omega-3	fats,	and	high-fiber	foods.	The
traditional	Okinawan	lifestyle	includes	high	physical	activity,	social	integration	at	all	ages,	a	deep	spirituality,	adaptability,	and	optimistic	attitudes.	In	fact,	Okinawans	who	move	from	the	island	and	abandon	their	traditional	diet	and	lifestyle	experience	higher	mortality	rates	from	diseases	that	are	rare	among	lifelong	Okinawans	(Bernstein	et	al.,
2004;	Suzuki,	Willcox,	&	Willcox,	2001;	Willcox	et	al.,	2006a,	2006b).	Further	evidence	for	the	resilience	of	centenarians	comes	from	the	Swedish	Centenarian	Study	(Samuelsson	et	al.,	1997).	Among	143	respondents:	•	52	percent	were	able	to	perform	their	activities	of	daily	living	with	little	or	no	assistance.	•	39	percent	had	a	disorder	of	the
circulatory	system.	•	80	percent	had	problems	with	vision	and	hearing.	•	27	percent	had	some	signs	of	dementia	and	all	performed	worse	on	a	test	of	cognitive	function	(memory	and	attention)	than	70-	to	80-year-olds.	19	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	in	Figure	6.	In	1900,	when	4	percent	of	the	population	was	age	65	and	over,	40
percent	was	young	persons	age	0	to	17	years.	By	2005,	reduced	birthrates	in	the	1970s	and	1980s	had	resulted	in	a	decrease	of	young	persons	to	25	percent	of	the	population.	The	U.S.	Census	Bureau	predicts	that,	by	2030,	the	proportion	of	young	and	old	persons	will	be	similar,	with	those	age	0	to	17	forming	23.5	percent	of	the	population	and	older
adults	about	19	percent.	After	2030,	the	death	rate	will	be	greater	than	the	birthrate	because	baby	boomers	will	be	in	the	oldest	cohorts	(U.S.	Census	Bureau,	2009b).	The	population	pyramid	illustrates	the	changing	proportions	of	young	and	old	persons	in	the	population.	Figure	7	contrasts	the	population	pyramids	for	the	years	2000,	2025,	and	2050.
Each	horizontal	bar	represents	a	10-year	birth	cohort	(i.e.,	people	born	within	the	same	10-year	period).	By	comparing	these	bars,	we	can	determine	the	relative	proportion	of	each	birth	cohort.	As	you	can	see	in	the	first	graph,	the	distribution	of	the	population	in	2000	had	already	moved	from	a	true	pyramid	to	one	with	a	bulge	in	the	35-	to	54-year-
old	group;	this	represents	the	population	of	baby	boomers.	This	pyramid	grows	more	column-like	over	the	years,	as	shown	in	the	other	two	graphs.	These	changes	reflect	the	aging	of	the	baby	boomers	(note	the	“pig	in	a	python”	phenomenon	as	this	group	moves	up	the	age	ladder),	combined	with	declining	birthrates	and	reduced	death	rates	for	older
cohorts.	Overall,	centenarians	appear	to	be	healthy	for	a	longer	period	of	time.	Nevertheless,	almost	50	percent	live	in	nursing	homes,	compared	with	16	percent	of	all	persons	age	85	and	older	(AOA,	2008;	Griffith,	2004).	This	may	be	because	about	25	to	30	percent	of	centenarians	no	longer	have	living	children	or	siblings	but	often	rely	on	nieces,
nephews,	and	longtime	friends	(Christensen,	2001).	Population	Pyramids	The	increase	in	longevity	is	partly	responsible	for	an	unusually	rapid	rise	in	the	median	age	of	the	U.S.	population—from	28	in	1970	to	36.8	years	in	2009,	meaning	that	half	the	population	was	older	than	36.8	years	and	half	younger	(U.S.	Census	Bureau,	2009a).	From	a
historical	perspective,	an	8-year	increase	in	the	median	age	over	a	30-year	period	is	a	noteworthy	demographic	event.	The	other	key	factors	contributing	to	this	rise	include	a	dramatic	decline	in	the	birthrate	after	the	mid1960s,	high	birthrates	from	1890	to	1915	and	just	after	World	War	II	(these	baby	boomers	are	now	all	older	than	the	median),	and
the	large	number	of	immigrants	before	the	1920s.	The	median	age	will	rise	as	more	Americans	live	into	their	80s	and	90s;	to	age	39	by	2030	(U.S.	Census	Bureau,	2009a).	One	of	the	most	dramatic	examples	of	the	changing	age	distribution	of	the	American	population	is	the	shift	in	the	proportion	of	older	adults	in	relation	to	young	persons,	as
illustrated	Percent	of	the	populaton	50	40	0–17	65+	40	30	24	24	20	20	12.6	10	4	0	1900	2007	2030	Year	20	23	19	2050	FIGURE	6	Actual	and	Projected	Distribution	of	Children	and	Older	Adults	in	the	Population:	1900–2050	SOURCE:	U.S.	Census	Bureau,	2009.	(NP-P2)	Projected	Resident	Population	of	the	United	States	as	of	July	1,	2000,	Middle
Series	Age	100	and	over	95	to	99	90	to	94	85	to	89	80	to	84	75	to	79	70	to	74	65	to	69	60	to	64	55	to	59	50	to	54	45	to	49	40	to	44	35	to	39	30	to	34	25	to	29	20	to	24	15	to	19	10	to	14	5	to	9	Under	5	Male	Female	5.0	4.5	4.0	3.5	3.0	2.5	2.0	1.5	1.0	0.5	0.0	0.5	1.0	1.5	2.0	2.5	3.0	3.5	4.0	4.5	5.0	Percent	(NP-P3)	Projected	Resident	Population	of	the	United
States	as	of	July	1,	2025,	Middle	Series	Age	100	and	over	95	to	99	90	to	94	85	to	89	80	to	84	75	to	79	70	to	74	65	to	69	60	to	64	55	to	59	50	to	54	45	to	49	40	to	44	35	to	39	30	to	34	25	to	29	20	to	24	15	to	19	10	to	14	5	to	9	Under	5	Male	Female	5.0	4.5	4.0	3.5	3.0	2.5	2.0	1.5	1.0	0.5	0.0	0.5	1.0	1.5	2.0	2.5	3.0	3.5	4.0	4.5	5.0	Percent	FIGURE	7
Projected	Resident	Populations	of	the	United	States	for	2000,	2025,	and	2050	SOURCE:	National	Projections	Program,	Population	Division,	U.S.	Census	Bureau,	Washington,	DC	20233.	21	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	(NP-P4)	Projected	Resident	Population	of	the	United	States	as	of	July	1,	2050,	Middle	Series	Age	100	and	over	95	to	99



90	to	94	85	to	89	80	to	84	75	to	79	70	to	74	65	to	69	60	to	64	55	to	59	50	to	54	45	to	49	40	to	44	35	to	39	30	to	34	25	to	29	20	to	24	15	to	19	10	to	14	5	to	9	Under	5	Male	Female	5.0	4.5	4.0	3.5	3.0	2.5	2.0	1.5	1.0	0.5	0.0	0.5	1.0	1.5	2.0	2.5	3.0	3.5	4.0	4.5	5.0	Percent	FIGURE	7	(Continued)	Support	Ratios	One	aspect	of	the	changing	age	distribution	in
our	population	that	has	raised	public	concern	is	the	so-called	“old-age	support	ratio.”	The	way	this	ratio	has	generally	been	used	is	to	indicate	the	relationship	between	the	proportion	of	the	population	that	is	employed	(defined	as	“productive”	members	of	society)	and	the	proportion	that	is	not	in	the	workforce	(and	is	thus	viewed	as	“dependent”	or	as
“requiring	support”).	This	rough	estimate	is	obtained	by	comparing	the	percent	of	the	population	age	20	to	64	(the	working	years)	to	the	proportion	age	19	and	under	(yielding	the	youth	dependency	ratio)	and	over	65	(yielding	the	old-age	support	ratio).	This	ratio	has	increased	steadily,	showing	that	proportionately	fewer	employed	persons	support
retired	older	persons	today.	In	1910,	the	ratio	was	less	than	0.10	(i.e.,	10	working	people	per	retired	older	person),	22	compared	with	0.21	in	2000	(i.e.,	five	working	people	per	retired	person).	Assuming	that	the	lower	birthrate	continues,	by	the	year	2030,	a	ratio	of	0.36	(or	fewer	than	three	working	people	per	retired	person)	is	expected	(U.S.
Census	Bureau,	2006a).	These	changes	since	1960,	along	with	projections	through	2030,	are	illustrated	in	Figure	8.	Such	a	crude	measure	of	support	ratios	is	problematic,	however.	Many	younger	and	older	persons	are	actually	in	the	labor	force	and	not	dependent,	while	many	people	of	labor-force	age	may	not	be	employed.	Another	flaw	is	that
support	ratios	do	not	take	account	of	the	laborforce	participation	rates	of	different	groups.	For	example,	older	workers,	both	men	and	women,	have	continued	to	remain	employed	during	the	economic	downturn.	In	addition,	baby	boomers	are	setting	the	trend	toward	starting	new	careers	in	middle	age	and	continuing	to	work	in	their	THE	GROWTH	OF
SOCIAL	GERONTOLOGY	100	90	Total	Dependency	ratio	80	70	60	Age	19	and	under	50	40	FIGURE	8	Number	of	Dependents	per	100	Persons	Aged	18–64	Years:	Estimates	and	Projections	1960–2030	65	years	and	over	30	20	10	0	SOURCE:	1960	1970	1980	1990	2000	2010	later	years,	increasingly	out	of	economic	necessity.	When	these	variations	are
taken	into	account,	the	total	support	ratio	in	the	year	2050	will	remain	lower	than	recent	historical	levels,	even	though	it	increases	as	the	population	ages.	Moreover,	despite	population	aging,	those	under	the	age	of	16	will	continue	to	constitute	the	largest	“dependent”	group	into	this	century.	Therefore,	we	need	to	be	cautious	when	policy	makers
predict	“burdens”	on	the	younger	population	and	blame	rising	costs	of	Social	Security	primarily	on	the	changing	support	ratio	(Reynolds,	2004).	What	is	unknown,	however,	is	how	the	economic	crises	of	2008–2009	and	the	increasing	numbers	of	unemployed	adults	will	affect	this	dependency	ratio	in	the	next	10	years.	2020	2030	U.S.	Census	Bureau,
International	Data	Base,	Census	2000	Summary	File	1.	Elders	of	Color*	Population	Trends	Because	of	lifelong	socioeconomic	inequities	in	access	to	health	care	and	preventive	health	services,	elders	of	color	have	a	lower	life	expectancy	than	whites.	For	example,	in	2006,	life	expectancy	at	birth	was	81	years	for	white	females	and	77	for	African
American	females.	White	males	could	expect	to	live	75.4	years,	compared	with	70	years	for	their	black	counterparts.	Nevertheless,	the	greatest	improvement	in	life	expectancy—an	increase	of	five	years	between	1990	and	2006—	occurred	for	the	latter	group.	White	males’	life	expectancy	increased	three	years	during	that	same	period	(NCHS,	2007).
Today,	19	percent	of	the	population	over	age	65	are	persons	of	color	(9	percent	African	American,	6	percent	Latino,	3	percent	Asian	or	Pacific	Islander,	and	less	than	1	percent	American	Indian	or	Native	Alaskan	(AOA,	2008);	they	include	a	smaller	proportion	of	older	people	and	a	In	addition	to	the	proportional	growth	of	the	older	population	in
general,	other	demographic	trends	are	of	interest	to	gerontologists.	These	include	statistics	related	to	the	social,	ethnic,	racial,	gender,	and	geographic	distribution	of	older	populations.	This	section	reviews	some	of	these	trends,	beginning	with	the	changing	demographics	of	populations	of	color	in	the	United	States.	*For	purposes	of	this	text,	we	are
using	the	term	elders	of	color	or	people	of	color	to	refer	to	four	federally	protected	groups:	African	Americans,	Latinos	(including	Mexican	Americans/Chicanos,	Puerto	Ricans,	Cubans,	and	Latin	Americans),	American	Indians,	and	Asian/Pacific	Islanders	(API).	These	groups	share	the	experience	of	collective	discrimination	and	oppression	by	reason	of
their	race.	The	terms	historically	underserved	and	disadvantaged	populations	are	also	used	throughout	the	text	to	refer	to	these	four	groups.	23	Persons	65	years	and	over	(in	millions)	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	100	80	60	2006	2050	81	59	40	20	18	6	9	12	8	3	0	Latino	White	(Non-Hispanic)	(Any	race)	Black	alone	Asian	alone	larger
proportion	of	younger	adults	than	the	white	population.	The	difference	results	primarily	from	the	higher	fertility	and	mortality	rates	among	the	nonwhite	population	under	age	65	than	among	the	white	population	under	age	65.	The	proportion	of	older	persons	is	predicted	to	increase	at	a	higher	rate	for	the	nonwhite	population	than	for	the	white
population.	This	is	partly	because	of	the	large	percentage	of	children	in	these	groups,	who,	unlike	their	parents	and	especially	their	grandparents,	are	expected	to	reach	old	age	(AOA,	2008;	U.S.	Census	Bureau,	2006c).	Figure	9	illustrates	these	differential	patterns	of	growth.	Geographic	Distribution	Data	on	the	geographic	location	of	older
populations	within	the	United	States	is	important	for	a	variety	of	reasons.	For	example,	the	differing	needs	of	rural	and	urban	older	people	may	affect	service	delivery	and	local	government	policy	decisions.	Statistical	information	on	older	adults	state-by-state	is	necessary	in	planning	for	the	distribution	of	federal	funds,	such	as	through	the	Older
Americans	Act.	The	following	are	some	of	the	most	salient	statistics	on	the	geographic	distribution	of	older	adults	today.	The	implications	of	these	changes	are	considered	in	later	chapters,	including	their	impact	on	living	arrangements;	24	1	3	Other	races	FIGURE	9	Persons	65	Years	and	Over:	2006	and	Projected	for	2050	(%)	SOURCE:	Federal
Interagency	Forum,	2008.	social,	health,	and	long-term	care	policies;	and	cross-cultural	issues.	Although	older	adults	live	in	every	state	and	region	of	the	United	States,	they	are	not	evenly	distributed:	•	The	Northeast	continues	to	be	the	region	with	the	oldest	population;	those	over	age	65	represent	13.8	percent	of	its	population.	•	The	Western	states
have	approximately	11	percent	elders.	•	In	the	Midwest	and	the	South,	the	proportion	of	older	adults	declined	between	1990	and	2000,	from	13	percent	to	12.8	percent,	and	from	12.6	percent	to	12.4	percent,	respectively	(AOA,	2007).	POINTS	TO	PONDER	The	majority	of	people	age	65	and	older	(80.5	percent),	live	in	metropolitan	areas,	with	19.5
percent	in	rural	areas.	About	37	percent	of	those	in	metropolitan	areas	live	in	cities,	63	percent	in	suburbs	and	smaller	communities	(AOA,	2008).	Despite	their	low	distribution	in	rural	communities,	older	adults	make	up	a	greater	percentage	of	rural	populations	than	in	the	general	population:	19.5	percent	of	all	residents	in	rural	areas	and	small
towns	versus	13	percent	of	the	total	U.S.	population	(AOA,	2008).	What	do	you	think	accounts	for	this	higher	proportion	of	elders	in	rural	communities?	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	More	than	half	(54	percent)	of	all	persons	65	and	older	lived	in	10	states	in	2007,	with	the	highest	number	of	older	people	in	California	(U.S.	Census
Bureau,	2009c):	•	•	•	•	•	•	California	(4	million	older	residents)	Florida	(3.1	million)	New	York	(2.5	million)	Texas	(2.4	million)	Pennsylvania	(about	1.9	million)	Ohio,	Illinois,	Michigan,	New	Jersey,	and	North	Carolina	(over	1.1	million	each)	This	does	not	necessarily	mean	that	all	these	states	have	a	higher	proportion	of	older	Americans	than	the
national	average,	but	their	absolute	numbers	are	large.	Some	states	have	a	much	higher	proportion	of	residents	over	65	than	the	national	average.	For	example,	in	2007,	older	people	represented:	•	18.5	percent	of	the	population	in	Florida	•	almost	16	slightly	percent	in	Pennsylvania	and	15.5	percent	in	Rhode	Island	•	about	15	percent	in	West
Virginia,	Iowa,	North	Dakota,	and	Connecticut	(AOA,	2008)	In	contrast,	elders	comprised	just	7	percent	of	the	population	of	Alaska	and	8.8	percent	of	the	population	of	Utah,	although	this	represents	more	than	a	20	percent	increase	since	1997	(AOA,	2008;	U.S.	Census	Bureau,	2009a).	Because	of	these	disparate	proportions	of	older	adults	in	their
states’	populations,	it	is	not	surprising	that	a	northeastern	state,	Maine,	has	the	highest	median	age	(40.7	years),	and	Utah	the	lowest	(28	years).	In	some	cases	(such	as	that	of	Florida),	migration	of	retired	persons	to	the	state	explains	the	increase,	whereas	in	others	(such	as	West	Virginia	and	North	Dakota),	migration	of	younger	persons	out	of	the
state	leaves	a	greater	proportion	of	older	people.	More	than	20	percent	of	some	rural	counties	in	these	states	are	age	65	and	older.	Other	states	may	simply	reflect	the	generalized	“graying	of	America.”	These	regional	differences	are	expected	to	continue	in	this	century,	although	there	are	some	unexpected	shifts,	such	as	the	greatest	percentage
increase	(4.2	percent)	of	older	adults	in	Nevada,	followed	by	a	3.8	percent	growth	in	older	residents	in	Alaska.	Residential	relocation	is	relatively	rare	for	older	people	in	the	United	States.	In	a	typical	year,	only	about	4	percent	of	people	age	65	and	older	move,	compared	with	17	percent	of	people	under	age	65	(AOA,	2008).	The	movement	that	occurs
tends	to	be	within	the	same	region	of	the	country	and	similar	types	of	environments;	that	is,	people	over	age	65	generally	move	within	the	same	county	(AOA,	2008;	U.S.	Census	Bureau,	2006a).	Educational	and	Economic	Status	In	1960,	less	than	20	percent	of	the	population	age	65	and	older	had	finished	high	school.	By	2007,	76	percent	of	the	new
cohort	age	65	and	older	had	completed	high	school	and	19	percent	held	a	bachelor’s	degree	or	more.	No	gender	differences	were	found	in	high	school	completion	rates,	but	racial	and	generational	differences	are	striking.	Among	whites,	81	percent	had	at	least	a	high	school	diploma	in	2007,	compared	to	58	percent	of	older	African	Americans,	42
percent	Latinos,	and	72	percent	for	Asians	(AOA,	2008;	Federal	Interagency	Forum,	2008).	As	a	result	of	historical	patterns	of	discrimination	in	educational	opportunities,	a	disproportionate	ratio	of	older	persons	of	color	today	has	less	than	a	high	school	education.	Since	educational	level	is	so	closely	associated	with	economic	well-being,	these	racial
differences	have	a	major	impact	on	poverty	levels	of	persons	of	color	across	the	life	course	and	particularly	in	old	age.	Not	surprisingly,	baby	boomers,	as	well	as	people	currently	age	65	to	69,	are	more	educated	than	the	old-old	and	oldest-old.	More	than	threefourths	(77	percent	of	the	former	vs.	68	percent	of	those	75	years	and	older)	have	at	least	a
high	school	education.	For	this	reason,	the	median	25	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	educational	level	today	is	12.1	years	for	the	young-old,	10.5	years	for	the	old-old,	and	8.6	years	for	the	oldest-old.	Because	of	cultural	values	and	gender	inequities	in	previous	generations,	fewer	white	women	age	65	and	older	(15	percent)	have	college
degrees	than	do	white	men	(25	percent).	Among	African	Americans,	the	pattern	is	mixed;	for	those	age	70	and	older,	more	black	women	than	men	completed	college,	while	for	the	65-	to	69-year-olds,	fewer	women	did	so.	It	is	noteworthy	that	an	even	greater	proportion	of	people	over	age	25	today	(84.5	percent)	have	at	least	a	high	school	education;
27.5	percent	have	a	bachelor’s	degree	or	more	(He	et	al.,	2005).	This	suggests	that	future	generations	of	older	people	will	be	better	educated—many	with	college	degrees—than	their	grandparents	are	today.	In	recent	years,	the	proportion	of	older	people	in	the	labor	force	has	increased,	sometimes	out	of	a	desire	to	continue	their	careers,	but	more
frequently	out	of	economic	necessity.	Although	comprising	only	3.8	percent	of	the	U.S.	labor	force,	20.5	percent	of	men	and	12.6	percent	of	women	age	65	and	older	reported	working	outside	the	home,	a	proportion	that	has	been	increasing	since	2002.	Among	elders	who	work,	more	than	50	percent	of	women	and	more	than	40	percent	of	men	are
employed	in	a	part-time	or	temporary	capacity,	which	means	they	lack	benefits.	Many	older	adults	prefer	to	work	part-time	but	are	unable	to	find	such	jobs	(AOA,	2008;	Bureau	of	Labor	Statistics,	2008).	Social	Security	is	the	primary	source	of	income	for	many	older	adults,	comprising	37	percent	of	the	aggregate	of	all	elders’	sources	of	income,
compared	with	28	percent	from	current	employment,	18	percent	from	private	pensions,	and	15	percent	from	assets	(Federal	Interagency	Forum,	2008).	In	fact,	increases	in	Social	Security	benefits	along	with	annual	cost-of-living	adjustments	are	major	factors	underlying	the	improved	economic	status	of	the	older	population.	In	2007,	the	median
household	income	for	those	65	and	older	was	26	$27,798,	which	is	45	percent	higher	than	the	median	income	for	this	age	group	in	1974,	after	correcting	for	inflation	(AOA,	2008;	Federal	Interagency	Forum,	2008).	In	2007,	only	9.7	percent	of	older	people	subsisted	on	incomes	below	the	poverty	level,	compared	to	35	percent	in	the	late	1950s,	and
slightly	lower	than	the	11.3	percent	of	Americans	under	age	65	who	are	poor,	although	this	proportion	may	have	increased	as	a	result	of	the	worldwide	economic	downturn	in	2008–2009.	Another	6.4	percent	of	older	Americans	are	classified	as	“near-poor,”	with	income	levels	between	poverty	and	125	percent	of	the	poverty	level	(AOA,	2008;	Federal
Interagency	Forum,	2008;	U.S.	Census	Bureau,	2007).	The	improved	economic	status	of	the	older	population	as	a	whole	masks	the	growing	rates	of	poverty	among	older	women,	elders	of	color,	the	oldest-old,	and	those	living	alone.	Older	women	are	twice	as	likely	to	be	poor	as	their	male	counterparts.	Older	African	Americans	and	Latinos	are	more
likely	to	be	poor	than	whites,	although	their	situation	is	improving	(23	and	19	percent,	respectively	vs.	7	percent	for	whites)	(Federal	Interagency	Forum,	2008).	Poverty	is	higher	among	elders	in	central	cities	(12.2	percent),	in	rural	areas	and	small	towns)	(10.8	percent),	and	in	the	South	(10.8	percent	each)	(AOA,	2008).	Impact	of	Demographic
Trends	These	trends	have	wide-ranging	implications,	especially	in	terms	of	federal	and	state	spending.	The	growth	in	numbers	and	proportions	of	older	people	has	already	placed	pressures	on	our	health,	long-term	care,	and	social	service	systems.	Although	the	high	cost	of	health	care	is	the	primary	factor	related	to	growing	expenditures,	the	increase
in	life	expectancy	also	has	changed	people’s	expectations	about	the	quality	of	life	in	late	adulthood.	Those	facing	retirement	have	generally	anticipated	living	20	to	30	years	in	relatively	good	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	health,	with	adequate	retirement	incomes.	When	these	expectations	are	not	met	because	of	catastrophic	medical
costs,	widowhood,	or	loss	of	retirement	income	or	employer-sponsored	pensions,	older	adults	may	not	be	prepared	to	manage	such	changes	in	their	lifestyles.	For	other	segments	of	the	older	population,	particularly	women	and	elders	of	color,	old	age	may	represent	a	continuation	of	a	lifetime	of	poverty	or	near-poverty.	Fortunately,	for	most	older
people,	the	problems	associated	with	old	age—particularly	chronic	illness	and	the	attendant	costs—are	forestalled	until	their	70s	and	80s.	Nevertheless,	the	rapid	growth	in	numbers	of	frail	elders,	the	majority	of	whom	are	women,	may	severely	strain	the	health	and	income	systems	designed	to	provide	resources	in	old	age.	Longevity	in	Health	or
Disease?	Future	cohorts	of	older	people	may	be	healthier	and	more	autonomous	well	into	their	80s	and	90s.	A	strong	argument	was	first	put	forth	to	this	effect	almost	30	years	ago	by	Fries	(1980,	1990),	who	suggested	that	more	people	will	achieve	the	maximum	life	span	in	future	years	because	of	healthier	lifestyles	and	better	health	care	during
their	youth	and	middle	years.	Furthermore,	Fries	argued	that	future	cohorts	will	have	fewer	debilitating	illnesses	and	will,	in	fact,	experience	a	phenomenon	he	labeled	compression	of	morbidity	(i.e.,	experiencing	only	a	few	years	of	major	illness	in	very	old	age).	The	concept	of	compressed	morbidity	implies	that	premature	death	is	minimized	because
disease	and	functional	decline	are	compressed	into	a	brief	period	of	3	to	5	years	before	death.	In	fact,	major	chronic	diseases	like	arthritis,	arteriosclerosis,	and	respiratory	problems	now	appear	10	to	25	years	later	than	for	past	cohorts.	As	a	result,	people	generally	die	a	“natural	death”	from	the	failure	of	multiple	organ	systems,	not	because	of
disease	per	se	(Hazzard,	2001).	There	is	evidence	that	compression	of	morbidity	is	occurring,	because	mortality	rates	among	older	adults	are	declining	at	about	1	percent	per	year	and	disability	rates	at	about	2	percent	per	year	(Fries,	2002).	These	healthier	older	adults	of	the	future	may	therefore	expect	to	die	a	“natural	death,”	or	death	due	to	the
natural	wearing	out	of	all	organ	systems,	by	approximately	age	100.	If	this	process	does	occur,	it	will	have	significant	impacts	on	future	generations	in	terms	of	active	aging	and	their	need	for	health	and	long-term	care.	More	home	health	care	services	will	be	needed,	but	skilled	nursing	facilities	for	the	frail	oldest-old	will	still	be	required.	Additional
evidence	from	a	review	of	large	national	health	surveys	also	indicates	that	today’s	older	population,	especially	age	65	to	74,	is	generally	healthier	than	previous	cohorts,	in	part	due	to	reduction	of	lifestyle	risk	factors	(Fries,	2002).	Analyses	of	the	Longitudinal	Study	on	Aging	and	the	National	Health	Interview	Survey	(NHIS)	from	1982	through	1993
for	respondents	who	were	age	70	and	older	in	each	year	reveal	that	rates	of	disability	are	declining	or	stabilizing.	At	the	same	time,	recovery	from	acute	disabilities	(e.g.,	due	to	falls)	is	improving.	This	may	be	due	to	more	aggressive	rehabilitation	efforts	for	older	adults.	It	is	also	consistent	with	the	findings	from	National	Long-Term	Care	Survey	from
1982	through	1999,	where	disability	rates	declined	from	26	percent	in	1982	to	less	than	20	percent	in	1999	(Manton	&	Gu,	2001).	A	more	recent	National	Institute	on	Aging	study	identified	disability	rates	of	14	percent	in	2005	(Schoeni,	Freedman,	&	Martin,	2008).	However,	this	trend	may	be	reversed	with	growing	rates	of	obesity	and	its
accompanying	chronic	diseases	and	relatively	low	exercise	rates	among	older	adults	(Fries,	2002).	Additionally,	the	level	of	functional	impairment	has	increased	among	elders	with	obesity	(Alley,	2007).	Not	surprisingly,	rates	of	disability	vary	across	populations	of	color	and	ethnicity	and	by	social	class:	•	19	percent	for	non-Hispanic	white	men	and
women	•	27	percent	for	Latino	men	and	28	percent	for	Latina	women	•	29	percent	for	African	American	men	and	28	percent	for	African	American	women	(Reville	&	Schoeni,	2003–2004)	27	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	This	means	that	future	generations	of	the	oldestold	may	have	lower	health	care	expenditures	and	less	reliance	on
acute	care	services	but	may	still	need	community-based	services	to	support	their	autonomy.	The	concept	of	active	versus	dependent	life	expectancy	(Katz	et	al.,	1983)	is	useful	in	this	context.	Katz	and	others	distinguish	between	merely	living	a	long	life	and	living	to	a	healthy	old	age.	This	is	consistent	with	the	concept	of	maintaining	active	aging.
Instead	of	death,	they	define	the	endpoint	of	“active”	life	expectancy	as	the	need	to	rely	on	others	for	most	activities	of	daily	living.	As	life	expectancy	has	increased	beyond	age	65,	only	about	25	percent	of	these	years	are	spent	depending	on	others	for	assistance	with	functions	such	as	bathing	or	meal	preparation	(Manton	&	Land,	2000;	WHO,	2002).
•	A	65-year-old	woman	today	has	almost	20	years	remaining,	15.7	in	active	life	expectancy,	4	in	dependency.	•	A	65-year-old	man	can	look	forward	to	living	16.2	more	years,	with	13.7	of	these	years	representing	active	life	expectancy	(Social	Security	Administration,	2006).	Not	surprisingly,	differences	in	life	conditions	of	older	persons	with
inadequate	income	and	those	above	the	median	income	have	led	to	the	finding	that	active	life	expectancy	differs	by	1	to	2.5	years	between	the	poor	and	non-poor.	This	may	result	in	a	growing	bimodal	distribution	of	older	people	remaining	healthier	and	free	of	disease	(as	predicted	by	Fries)	and	another,	probably	larger,	distribution	of	older	adults
surviving	diseases	that	would	have	been	fatal	years	ago	but	living	with	“battle	scars.”	This	latter	group	may	be	the	segment	of	the	population	that	is	distorting	projections	for	compressed	morbidity;	as	we	have	seen	in	the	reviews	of	the	NHIS	findings,	this	latter	group	also	appears	to	be	increasing	in	size	and	is	most	likely	to	require	long-term	care
services	in	the	future.	As	noted	above,	this	group	may	become	even	larger	as	the	growing	trend	toward	obesity	affects	more	28	people	age	65	and	older.	Between	1980	and	2000,	rates	of	obesity	increased	from	27	percent	to	39	percent	among	older	women	and	from	24	percent	to	33	percent	among	older	men	(U.S.	Census	Bureau,	2006b).	This	pattern
may	trigger	an	increase	in	obesity-related	diseases	such	as	heart	disease	and	diabetes.	On	the	other	hand,	the	adoption	of	healthier	lifestyles	by	some	adults,	e.g.,	physical	exercise	and	maintaining	a	lean	body	weight—as	well	as	advances	in	preventing	and	treating	heart	disease,	musculoskeletal	problems,	and	stroke—may	result	in	a	longer	active	life
expectancy	(Freedman,	Martin,	&	Schoeni,	2002;	Schoeni	et	al.,	2008).	How	Aging	and	Older	Adults	Are	Studied	You	are	undoubtedly	aware	that	more	researchers	are	studying	older	people	and	the	process	of	aging	more	now	than	in	the	past.	Some	of	the	concerns	that	have	motivated	this	increasing	professional	interest	in	the	field	have	probably
influenced	your	own	decision	to	study	gerontology.	In	this	section,	we	turn	to	the	question	of	how	the	older	population	is	studied:	What	are	the	particular	challenges	of	social	gerontological	research,	and	how	are	they	addressed?	Methods	of	conducting	research	in	this	field	are	described.	Development	of	Gerontology	as	a	Scientific	Discipline	Although
the	scientific	study	of	social	gerontology	is	relatively	recent,	it	has	its	roots	in	biological	studies	of	the	aging	processes	and	in	the	psychology	of	human	development.	Biologists	have	long	explored	the	reasons	for	aging	in	living	organisms.	Several	key	publications	and	research	studies	are	milestones	in	the	history	of	the	field.	One	of	the	first	textbooks
on	aging,	The	History	of	Life	and	Death,	was	written	in	the	thirteenth	century	by	Roger	Bacon.	With	great	foresight,	Bacon	suggested	that	life	expectancy	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	could	be	extended	if	health	practices	such	as	personal	and	public	hygiene	were	improved.	The	first	scientist	to	explain	aging	as	a	developmental
process,	rather	than	as	stagnation	or	deterioration,	was	a	nineteenth-century	Belgian	mathematician-statistician	named	Adolph	Quetelet.	His	interest	in	age	and	creative	achievement	preceded	the	study	of	these	issues	by	social	scientists	by	100	years.	His	training	in	the	field	of	statistics	also	led	him	to	consider	the	problems	of	crosssectional	research
—that	is,	the	collection	of	data	on	people	of	different	ages	at	one	time,	instead	of	longitudinal	research,	the	study	of	the	same	person	over	a	period	of	months	or	years.	These	problems	are	examined	further	in	the	next	section	of	this	chapter.	The	first	published	reference	to	gerontology	as	a	scientific	concept	is	attributed	to	Elie	Metchnikoff,	a	French
researcher	whose	book,	The	Problem	of	Age,	Growth,	and	Death,	was	published	in	1908.	In	1922,	American	psychologist	G.	Stanley	Hall	published	one	of	the	first	books	on	the	social-psychological	aspects	of	aging	in	the	United	States.	Titled	Senescence,	the	Last	Half	of	Life,	it	remains	a	landmark	text	in	social	gerontology	because	it	provides	the
experimental	framework	for	examining	changes	in	cognitive	processes	and	social	and	personality	functions.	THE	GERONTOLOGICAL	SOCIETY	OF	AMERICA	Today,	the	GSA	has	over	5,000	members.	It	is	the	major	professional	association	for	people	in	diverse	disciplines	focused	on	research	in	aging.	The	GSA’s	mission	is	“to	add	life	to	years,	not	just
years	to	life.”	This	emphasizes	the	goal	of	most	gerontologists—to	enhance	quality	of	life	in	the	later	years,	not	just	to	extend	it.	Formal	Development	of	the	Field	As	society	grew	more	aware	of	issues	facing	the	older	population,	the	formal	study	of	aging	emerged	in	the	1940s.	In	1945,	the	Gerontological	Society	of	America	(GSA)	was	founded,
bringing	together	the	small	group	of	researchers	and	practitioners	who	were	interested	in	gerontology	and	geriatrics	at	that	time.	Gerontology	became	a	division	of	the	American	Psychological	Association	in	1945	and,	later,	of	the	American	Sociological	Association.	The	Journal	of	Gerontology,	which	the	GSA	began	to	publish	in	1946,	served	as	the
first	vehicle	for	transmitting	new	knowledge	in	this	growing	field.	In	1988,	it	became	two	journals,	The	Journals	of	Gerontology,	composed	of	Psychological	Sciences	and	Social	Sciences	and	Biological	Sciences	and	Medical	Sciences,	which	reflected	the	growth	of	gerontological	research.	Today,	the	burgeoning	periodicals	in	diverse	disciplines	focused
on	gerontology	have	resulted	in	an	exponential	growth	of	research	publications	in	this	field.	Gerontology	has	also	become	increasingly	more	interdisciplinary;	that	is,	specialists	in	diverse	areas	of	the	basic,	clinical,	behavioral,	and	social	sciences,	as	well	as	engineering	and	design	professions,	are	working	together	on	research	projects	aimed	at
improving	the	aging	process	and	the	lives	of	older	people.	Major	Research	Centers	Founded	Many	older	adults	participate	in	research	that	could	benefit	others.	Courtesy	of	H.	Asuman	Kiyak	An	interest	in	the	physiological,	psychological,	and	social	factors	associated	with	aging	grew	in	the	late	29	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	1950s
and	early	1960s.	In	1946,	a	national	gerontology	research	center,	headed	by	the	late	Nathan	Shock	(a	leader	in	geriatric	medicine),	was	established	at	Baltimore	City	Hospital	by	the	National	Institutes	of	Health.	This	federally	funded	research	center	undertook	several	studies	of	the	physiological	aspects	of	aging,	using	a	cross-sectional	approach.	In
1958,	Dr.	Shock	and	his	colleagues	began	a	longitudinal	study	of	physiological	changes	in	healthy	middle-aged	and	older	men	living	in	the	community	by	testing	them	every	two	years	on	numerous	physiological	parameters.	They	later	started	to	examine	the	cognitive,	personality,	and	social-psychological	characteristics	of	these	men.	Much	later,	in
1978,	older	women	were	included	in	their	samples.	Known	as	the	Baltimore	Longitudinal	Studies	of	Aging,	these	assessments	of	changes	associated	with	healthy	aging	are	still	continuing,	now	under	the	direction	of	the	National	Institute	on	Aging.	More	than	2,200	volunteers,	men	and	women	age	20	to	90,	have	participated	and	today	1,400	are
continuing	to	participate	in	this	study	of	the	basic	processes	of	aging.	Relatively	recently,	persons	of	color	have	been	recruited	as	research	subjects;	13	percent	are	African	Americans,	mostly	in	the	younger	cohorts.	The	results	of	this	ongoing	research	effort	provide	valuable	information	about	normal	age-related	changes	in	physiological	and
psychological	functions.	As	more	persons	of	color	in	this	longitudinal	study	grow	older,	they	will	provide	valuable	insights	into	the	process	of	normal	age-related	changes	versus	disease	in	these	populations.	Concurrently	with	the	Baltimore	Longitudinal	Studies,	several	university-based	centers	were	developed	to	study	the	aging	process	and	the	needs
of	older	adults.	One	of	the	first,	the	Duke	University	Center	on	Aging,	was	founded	in	1955	by	one	of	the	pioneers	in	gerontology,	Ewald	Busse.	The	University	of	Chicago,	under	Robert	Havighurst’s	direction,	developed	the	first	research	center	devoted	exclusively	to	the	social	aspects	of	aging.	The	Kansas	City	studies	of	adult	development	represent
the	first	major	social-psychological	studies	of	adult	development	and	were	conducted	by	researchers	from	the	Chicago	center.	Research	30	and	training	centers	on	aging	have	since	evolved	at	many	other	universities,	generally	stimulated	by	government	sponsorship	of	gerontological	research	through	the	National	Institute	on	Aging	(founded	in	1974),
the	National	Institute	of	Mental	Health	(which	established	its	Center	for	Studies	of	the	Mental	Health	of	the	Aging	in	1976),	and	the	Administration	on	Aging	(founded	in	1965).	Research	Methods	Before	examining	the	issues	and	areas	of	special	concern	to	social	gerontologists,	we	first	consider	the	ways	in	which	such	information	about	the	aging
process	is	gathered.	The	topic	of	research	methodologies	in	gerontology	may	seem	an	advanced	one	to	introduce,	but,	in	fact,	it	is	essential	to	understanding	the	meaning	and	validity	of	information	presented	throughout	this	book.	The	study	of	aging	presents	particular	conceptual	and	methodological	difficulties.	A	major	one	is	how	research	is
designed	and	data	interpreted	regarding	age	changes.	A	point	that	complicates	research	in	aging	and	produces	some	misleading	interpretations	of	data	is	how	to	distinguish	age	changes	from	age	differences.	This	differentiation	is	necessary	if	we	are	to	understand	the	processes	of	aging	and	the	conditions	under	which	age	differences	occur.	If	we
wish	to	determine	what	changes	or	effects	are	experienced	as	an	individual	moves	from	middle	age	to	old	age	and	to	advanced	old	age,	we	must	examine	the	same	individual	over	a	period	of	years,	or	at	least	months.	In	order	to	understand	age	changes,	longitudinal	research	is	necessary—that	is,	the	repeated	measurement	of	the	same	person	over	a
specified	period	of	time.	Unfortunately,	the	time	and	cost	of	such	studies	prevent	many	researchers	from	undertaking	longitudinal	research.	Instead,	much	of	the	research	in	this	field	focuses	on	age	differences,	by	comparing	people	of	different	chronological	ages	at	the	same	measurement	period.	These	THE	GROWTH	OF	SOCIAL	GERONTOLOGY
studies,	cross-sectional	in	nature,	are	the	most	common	ones	in	gerontology.	The	unique	problems	inherent	in	how	gerontological	research	is	designed	and	how	data	are	interpreted	are	evident	in	the	following	question:	Given	that	aging	in	humans	is	a	complex	process	that	proceeds	quite	differently	among	individuals	in	varied	geographic,	cultural,
and	historical	settings	and	occurs	over	a	time	span	as	long	as	100	to	120	years,	how	does	one	study	it?	Obviously,	scientists	cannot	follow	successive	generations—or	even	a	single	generation	of	subjects—throughout	their	life	span.	Nor	can	they	be	expected	to	address	the	entire	range	of	variables	that	affect	aging—including	lifestyle,	social	class,
cultural	beliefs,	gender,	race	and	ethnicity,	public	policies,	and	so	on—in	a	single	study.	The	Age/Period/Cohort	Problem	The	problem	in	each	case	is	that	of	distinguishing	age	differences	(ways	that	one	generation	differs	from	another)	from	age	changes	(ways	that	people	normally	change	over	time).	This	has	been	referred	to	as	the
“age/period/cohort”	problem.	(The	word	cohort,	you	will	recall,	refers	to	those	people	born	at	roughly	the	same	time.	Period,	or	time	of	measurement	effect,	refers	to	the	impact	of	the	specific	historical	period	involved.)	The	concept	of	cohort	is	an	important	one	in	gerontology	because	historical	events	differentiate	one	generation	from	another	in
attitudes	and	behaviors.	People	in	the	same	cohort	are	likely	to	be	more	similar	to	each	other	than	to	people	in	other	cohorts	because	of	comparable	social	forces	acting	on	them	during	a	given	era.	For	example,	the	Depression	era	cohort	has	very	different	attitudes	toward	saving	than	the	baby	boom	cohort.	Cross-Sectional	Studies	As	noted	earlier,
the	most	common	approach	to	studying	aging	is	cross-sectional;	that	is,	researchers	compare	a	number	of	subjects	of	different	ages	on	the	same	characteristics	in	order	to	determine	age-related	differences.	One	reason	that	cross-sectional	studies	are	frequently	used	is	that,	compared	to	other	designs,	data	can	be	readily	gathered.	Some	examples
might	include	a	comparison	of	the	lung	capacity	of	men	aged	30	with	those	who	are	age	40,	50,	60,	70,	and	80,	or	a	study	comparing	church	attendance	by	American	adults	under	age	65	with	those	over	age	65.	The	average	differences	among	different	age	groups	in	each	study	might	suggest	conclusions	about	the	changes	that	come	with	age.	The
danger	with	such	cross-sectional	studies	is	that	these	differences	might	not	be	due	to	the	process	of	aging,	but	rather	to	particular	cultural	and	historical	conditions	that	shaped	each	group	of	subjects	being	studied.	For	example,	a	higher	rate	of	church	attendance	among	today’s	older	adults	than	among	younger	adults	probably	reflects	a	change	in
social	attitudes	toward	attending	church,	as	opposed	to	an	increased	need	for	spiritual	and	religious	life	as	one	grows	older.	Even	in	studies	of	biological	factors,	such	as	lung	capacity,	many	intervening	variables	may	threaten	the	validity	of	comparative	results.	In	this	case,	they	include	the	effects	of	exercise,	smoking,	and	other	lifestyle	factors,
genetic	inheritance,	and	exposure	to	pollution	(this,	in	turn,	might	be	a	product	of	work	environments	and	social	class)	on	relevant	outcome	variables.	The	major	limitation	of	cross-sectional	studies	occurs	when	differences	among	younger	and	older	respondents	are	erroneously	attributed	to	growing	old.	For	example,	some	researchers	have	found	that
the	older	the	respondent,	the	lower	his	or	her	score	on	intelligence	tests.	As	a	result,	cognitive	abilities	have	been	misinterpreted	as	declining	with	age.	In	fact,	such	differences	may	be	due	to	the	lower	educational	levels	and	higher	test	anxiety	of	this	cohort	of	older	adults	compared	to	younger	adults,	not	to	age.	This	is	an	example	of	confounding,	or
a	joint	effect	of	two	variables	on	an	outcome	of	interest.	In	this	case,	age	effects	are	confounded	by	the	impact	of	cohort	differences.	Because	many	issues	in	social	gerontology	center	on	distinguishing	age	from	cohort	effects,	a	number	of	research	designs	have	emerged	that	attempt	to	do	this.	They	include	longitudinal	and	sequential	designs.	31	THE
GROWTH	OF	SOCIAL	GERONTOLOGY	Longitudinal	Studies:	Design	and	Limitations	Longitudinal	designs	permit	inferences	about	age	changes.	They	eliminate	cohort	effects	by	studying	the	same	people	over	time.	Each	row	in	Table	2	represents	a	separate	longitudinal	study	in	which	a	given	cohort	(e.g.,	A,	B,	or	C)	is	measured	once	every	10	years.
Despite	the	advantages	of	longitudinal	designs	over	the	cross-sectional	approach,	they	still	have	limitations.	First,	the	longitudinal	method	does	not	allow	a	distinction	between	age	and	time	of	testing.	Second,	it	cannot	separate	the	effects	of	events	extraneous	to	the	study	that	influence	people’s	responses	in	a	particular	measurement	period.	Another
problem	with	longitudinal	studies	is	the	potential	for	practice	effects.	This	is	a	particular	concern	in	studies	that	administer	aptitude	or	knowledge	tests,	where	repeated	measurement	with	the	same	test	improves	the	TABLE	2	Illustration	of	Alternative	Research	Designs	in	Gerontology	TIME	OF	MEASUREMENT	DESIGN	1970	A1	Longitudinal	Time-
sequential	Cross-sequential	1990	2000	A1	A2	B1	C1	B2	C2	A2	B1	B2	B	C	B1	C1	AN	EXAMPLE	OF	MISINTERPRETING	LONGITUDINAL	DATA	C3	C	D	B2	C2	Cohort	A	was	born	in	1930;	Cohort	B	was	born	in	1940;	Cohort	C	was	born	in	1950;	Cohort	D	was	born	in	1960.	32	•	to	be	in	poorer	health,	•	to	score	lower	on	intelligence	tests,	and	•	to	be
more	socially	isolated.	A	B	C	Cross-sectional	Cohort-sequential	1980	test-taker’s	performance	because	of	familiarity	or	practice.	For	example,	a	psychologist	who	is	interested	in	age-related	changes	in	intelligence	could	expect	to	obtain	improvements	in	people’s	scores	if	the	same	test	is	administered	several	times,	with	a	brief	interval	(e.g.,	less	than
one	year)	between	tests.	In	such	cases,	it	is	difficult	to	relate	the	changes	to	maturation	unless	the	tests	can	be	varied	or	parallel	forms	of	the	same	tests	can	be	used.	Longitudinal	studies	also	present	the	problem	of	attrition,	or	dropout.	Individuals	in	experimental	studies	and	respondents	in	surveys	that	are	administered	repeatedly	may	drop	out	for
many	reasons—death,	illness,	loss	of	interest,	or	frustration	with	poor	performance.	To	the	extent	that	people	who	drop	out	are	not	different	from	the	original	sample	in	terms	of	demographic	characteristics,	health	status,	and	intelligence,	the	researcher	can	still	generalize	from	the	results	obtained	with	the	remaining	sample.	However,	more	often	it
is	the	case	that	dropouts	differ	significantly	from	those	who	stay	until	the	end.	Those	who	drop	out	of	longitudinal	studies	of	intelligence	are	more	likely	Imagine	a	study	that	attempted	to	determine	attitudes	about	retirement.	If	a	sample	of	55-year-old	workers	had	been	interviewed	in	1980,	before	mandatory	retirement	was	changed	to	age	70,	and
again	in	1990,	after	mandatory	retirement	was	eliminated,	it	would	be	difficult	to	determine	whether	the	changes	in	the	workers’	attitudes	toward	retirement	occurred	because	of	their	increased	age	and	proximity	to	retirement	or	because	of	the	modifications	in	retirement	laws	during	this	period.	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	In
contrast,	older	participants	who	remain	in	a	longitudinal	study	are	generally	•	more	educated,	•	healthier,	and	•	more	motivated.	The	problem	of	selective	survival	affects	most	studies	of	older	people	(Schaie,	2005).	Over	time,	the	birth	cohort	loses	members	so	that	those	who	remain	are	not	necessarily	representative	of	all	members	of	the	original
group.	Those	who	survive,	for	example,	probably	were	healthiest	at	birth	and	maintained	their	good	health	throughout	their	lives—variables	that	tend	to	be	associated	with	higher	socioeconomic	status.	Sequential	Designs	Some	alternative	research	designs	have	emerged	in	response	to	the	problems	of	cross-sectional	and	longitudinal	methods.	One	is
the	category	of	sequential	research	designs	(Schaie,	1967,	1973,	1977,	1983).	They	combine	the	strengths	of	crosssectional	and	longitudinal	research	designs.	These	EXAMPLE	OF	A	COHORT-SEQUENTIAL	DESIGN	An	investigator	may	wish	to	compare	changing	attitudes	toward	federal	aging	policies	among	the	cohort	born	in	1930	and	the	cohort
born	in	1940	and	follow	each	one	for	10	years,	from	1980	to	1990	for	the	first	cohort	and	from	1990	to	2000	for	the	second.	This	approach	is	useful	for	many	social	gerontological	studies	in	which	age	and	cohort	must	be	distinguished.	However,	it	still	does	not	separate	the	effects	of	cohort	from	historical	effects	or	time	of	measurement.	As	a	result,
historical	events	that	occurred	just	before	one	cohort	entered	a	study	(in	this	case,	the	Great	Depression)	but	later	than	another	cohort	entered	may	influence	each	cohort’s	attitude	scores	differently.	EXAMPLE	OF	A	TIME-SEQUENTIAL	DESIGN	A	group	of	70-year-olds	and	a	group	of	60-yearolds	might	be	compared	on	their	attitudes	toward	religious
activities	in	1990.	The	latter	group	could	then	be	compared	with	a	new	group	of	60-year-olds	in	2000.	This	would	give	some	information	on	how	people	approaching	old	age	at	two	different	historical	periods	view	the	role	of	religion	in	their	lives.	include	the	cohort-sequential,	time-sequential,	and	cross-sequential	methods,	which	are	illustrated	in	Table
2.	A	cohort-sequential	design	is	an	extension	of	the	longitudinal	design,	whereby	two	or	more	cohorts	are	followed	for	a	period	of	time	so	that	measurements	are	taken	of	different	cohorts	at	the	same	ages	but	at	different	points	in	time.	The	time-sequential	design	is	useful	for	distinguishing	between	age	and	time	of	measurement	or	historical	factors.
It	can	be	used	to	determine	if	changes	obtained	are	due	to	aging	or	to	historical	factors.	The	researcher	using	this	design	would	compare	two	or	more	cross-sectional	samples	at	two	or	more	measurement	periods.	The	third	technique	is	the	cross-sequential	design,	which	combines	cross-sectional	and	longitudinal	designs	(Schaie,	1983).	These	three
sequential	designs	are	becoming	more	widely	used	by	gerontological	researchers,	especially	in	studies	of	intelligence.	Table	3	summarizes	potential	confounding	effects	in	each	of	these	methods.	Despite	the	growth	of	new	research	methods,	social	gerontology	is	based	largely	on	cross-sectional	studies.	For	this	reason,	it	is	important	to	carefully	read
the	description	of	a	study	and	its	results	in	order	to	make	accurate	inferences	about	age	changes	as	opposed	to	age	differences	and	to	determine	whether	the	differences	found	between	groups	of	different	ages	are	due	to	cohort	effects	or	to	the	true	effects	of	aging.	33	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	TABLE	3	Potential	Confounding
Effects	in	Developmental	Studies	CONFOUNDING	EFFECT	DESIGN	Cross-sectional	Longitudinal	Cohort-sequential	Time-sequential	Cross-sequential	AGE	ⴛ	COHORT	CONFOUNDED	AGE	ⴛ	TIME	OF	MEASUREMENT	CONFOUNDED	COHORT	ⴛ	TIME	OF	MEASUREMENT	CONFOUNDED	Yes	No	No	Yes	No	No	Yes	No	No	Yes	No	No	Yes	No	No
SOURCE:	Adapted	from	M.	F.	Elias,	P.	K.	Elias,	and	J.	W.	Elias,	Basic	processes	in	adult	developmental	psychology	(St.	Louis:	C.	V.	Mosby,	1977).	Problems	with	Representative	Samples	of	Older	Persons	in	Research	Accurate	sampling	can	be	difficult	with	older	populations.	If	the	sample	is	not	representative,	the	results	are	of	questionable	validity.
However,	comprehensive	lists	of	older	people	are	not	readily	available.	Membership	lists	from	organizations	such	as	AARP	tend	to	overrepresent	those	who	are	healthy,	white,	and	financially	secure.	Studies	in	long-term	care	facilities	tend	to	overrepresent	those	with	chronic	impairments.	Because	whites	represent	81	percent	of	EXAMPLE	OF	A
CROSS-SEQUENTIAL	DESIGN	A	researcher	interested	in	examining	the	effects	of	cohort	and	historical	factors	on	attitudes	toward	federal	aging	policy	might	compare	two	groups:	people	who	were	age	40	and	50	in	1990	and	the	same	people	in	2000	when	they	are	age	50	and	60,	respectively.	This	would	permit	the	assessment	of	cohort	and	historical
factors	concurrently,	with	one	providing	information	on	changes	from	age	40	to	50	and	the	other	representing	changes	from	age	50	to	60.	34	the	population	over	age	65	today,	it	is	not	surprising	that	they	are	more	readily	available	for	research.	Reaching	older	persons	of	color	through	organizational	lists	can	be	especially	difficult.	More	effective
means	of	recruiting	these	groups	include	the	active	participation	of	community	leaders	such	as	ministers	and	respected	elders	in	churches	attended	by	the	population	of	interest.	The	problem	of	ensuring	diverse	samples	of	research	participants	is	compounded	by	the	mistrust	toward	research	among	elders	of	color.	Many	African	Americans,	in
particular,	know	about	the	unethical	practices	of	the	Tuskegee	Syphilis	Study	in	the	early	twentieth	century	and	are	reluctant	to	participate	in	research	today,	despite	significant	improvements	in	the	ethics	of	human	research.	Researchers	must	be	sensitive	to	these	issues	when	attempting	to	recruit	elders	of	color	into	research	projects.	Such	a
disproportionate	focus	on	whites	and	lack	of	data	on	historically	underserved	groups	has	slowed	the	development	of	gerontological	theories	that	consider	the	impact	of	race,	ethnicity,	and	culture	on	the	aging	process.	Yet	even	as	researchers	and	funding	agencies	emphasize	the	need	to	include	more	people	of	color	in	all	types	of	research,	multiple
THE	GROWTH	OF	SOCIAL	GERONTOLOGY	POINTS	TO	PONDER	Think	about	some	studies	that	are	reported	in	newspapers,	such	as	surveys	of	voter	preferences.	In	the	2008	presidential	election,	several	national	polls	reported	the	likelihood	of	“older	voters”	choosing	one	candidate	or	another.	Did	these	surveys	reflect	the	diversity	among	older
voters	or	put	them	into	a	monolithic	block	that	distinguished	them	from	another	diverse	group,	“middle-class	voters”?	confounding	factors	must	be	considered.	For	example,	Latino	elders	represent	U.S.-born	as	well	as	immigrant	populations	who	have	come	here	from	countries	as	diverse	as	Mexico,	Cuba,	and	Argentina	and	speak	different	Spanish
dialects.	Therefore,	any	research	that	includes	racial	groups	must	distinguish	among	subgroups	by	language,	place	of	birth,	nationality,	ethnicity	and	religion,	not	just	the	broader	categories	of	Latino,	African	American,	and	Asian.	It	is	not	necessary	to	include	all	possible	subgroups	of	a	particular	racial	population	in	a	given	study.	However,	it
behooves	the	researcher	to	state	clearly	who	is	represented	in	order	to	assure	appropriate	generalizability	of	the	findings.	Summary	A	primary	reason	for	the	growing	interest	in	gerontology	is	the	dramatic	increase	in	the	population	over	age	65.	This	growth	results	from	a	reduction	in	infant	and	child	mortality	and	improved	treatment	of	acute
diseases	of	childhood	and	adulthood,	which	in	turn	expands	the	proportion	of	people	living	to	age	65	and	beyond.	In	the	United	States,	average	life	expectancy	from	birth	has	increased	from	47	years	in	1900	to	78.1	in	2007,	with	women	continuing	to	outlive	men.	The	growth	in	the	population	over	age	85	has	been	most	dramatic,	reflecting	major
achievements	in	disease	prevention	and	health	care	since	the	start	of	the	twentieth	century.	More	recently,	there	has	been	increased	attention	given	to	learning	about	the	aging	process	by	studying	centenarians.	Those	who	live	to	be	100	and	older	may	have	a	biological	advantage	over	their	peers	who	die	at	a	younger	age.	Studies	have	found	greater
tolerance	to	stress	and	fewer	chronic	illnesses	in	centenarians.	Populations	of	color	are	less	likely	to	live	beyond	age	65	than	their	white	counterparts,	but	population	projections	anticipate	a	much	higher	rate	of	population	growth	for	elders	of	color	in	the	next	20	years.	Because	of	the	lower	life	expectancy	of	historically	disadvantaged	populations,
increasing	attention	is	given	to	health	and	economic	disparities	from	birth	to	old	age	(Zarit	&	Pearlin,	2005).	The	growth	in	the	numbers	and	proportions	of	older	people,	especially	the	oldest-old,	requires	that	both	public	and	private	policies	affecting	employment	and	retirement,	health	and	long-term	care,	and	social	services	be	modified	to	meet	the
needs	and	enhance	the	quality	of	life	of	those	who	are	living	longer.	Fundamental	issues	need	to	be	resolved	about	who	will	receive	what	societal	resources	and	what	roles	informal	(e.g.,	families)	and	formal	sectors	will	play	in	sharing	the	responsibilities	of	elder	care.	Gerontology	has	grown	as	a	field	of	study	since	early	philosophers	and	scientists
first	explored	the	reasons	for	changes	experienced	with	advancing	age.	Roger	Bacon,	in	the	thirteenth	century,	Adolph	Quetelet	in	the	early	nineteenth	century,	Botkin	in	the	late	nineteenth	century,	and	Ivan	Pavlov	and	G.	Stanley	Hall	in	the	early	twentieth	century	made	pioneering	contributions	to	this	field.	During	the	early	1900s	in	Europe	and	the
United	States,	the	impact	of	an	increasing	aging	population	on	social	and	health	resources	began	to	be	felt.	35	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	Social	gerontological	research	has	expanded	since	the	1940s,	paralleling	the	rapid	growth	of	the	older	population	and	its	needs,	along	with	its	resilience.	The	growing	older	population	and
associated	social	concerns	have	stimulated	great	interest	in	gerontological	research.	However,	existing	research	methodologies	are	limited	in	their	ability	to	distinguish	the	processes	of	aging	per	se	from	cohort,	time,	and	measurement	effects.	Cross-sectional	research	designs	are	most	often	used	in	this	field,	but	these	can	provide	information	only	on
age	differences,	not	on	age	changes.	Longitudinal	designs	are	necessary	for	understanding	age	changes,	but	they	suffer	from	the	possibility	of	subject	attrition	and	the	effects	of	measuring	the	same	individual	numerous	times.	Newer	methods	in	social	gerontology—known	as	cohort-sequential,	time-sequential,	and	cross-sequential	designs—test
multiple	cohorts	or	age	groups	over	time.	They	also	are	limited	by	possible	confounding	effects	but	represent	considerable	improvement	over	traditional	research	designs.	Because	research	methods	in	gerontology	have	improved,	there	is	now	a	better	understanding	of	many	aspects	of	aging.	Research	findings	to	date	provide	the	empirical	background
for	the	theories	and	topics	to	be	covered	in	the	remaining	chapters.	Despite	the	recent	explosion	of	knowledge	in	gerontology,	gaps	remain	in	what	is	known	about	older	people	and	the	aging	process.	The	problem	is	particularly	acute	in	our	understanding	of	aging	among	historically	underserved	groups.	Throughout	the	text,	we	will	call	attention	to
areas	in	which	additional	research	is	needed	and	suggest	implications	for	gerontological	practice	and	policy.	family,	community,	and	societal	activities,	regardless	of	physical	and	cognitive	decline	active	versus	dependent	life	expectancy	a	way	of	describing	expected	length	of	life,	the	term	active	denoting	a	manner	of	living	that	is	relatively	healthy
and	independent	in	contrast	to	being	dependent	on	help	from	others	ageism	negative	attitudes,	beliefs,	and	conceptions	of	the	nature	and	characteristics	of	older	persons	that	are	based	on	age	that	distort	their	actual	characteristics,	and	abilities.	aging	changes	that	occur	to	an	organism	during	its	life	span,	from	development	to	maturation	to
senescence	Baltimore	Longitudinal	Studies	of	Aging	a	federally	funded	longitudinal	study	that	has	examined	physiological,	cognitive,	and	personality	changes	in	healthy	middle-aged	and	older	men	since	1958,	and	in	women	since	1978	cohort	a	group	of	people	of	the	same	generation	sharing	a	statistical	trait	such	as	age,	ethnicity,	or	socioeconomic
status	(for	example,	all	African	American	women	between	the	ages	of	60	and	65	in	1999)	competence	model	a	conception	or	description	of	the	way	persons	perform,	focusing	on	their	abilities	vis-à-vis	the	demands	of	the	environment	compression	of	morbidity	given	a	certain	length	of	life,	a	term	referring	to	relatively	long	periods	of	healthy,	active,
high-quality	existence	and	relatively	short	periods	of	illness	and	dependency	in	the	last	few	years	of	life	cross-sectional	research	research	that	examines	or	compares	characteristics	of	people	at	a	given	point	in	time	and	attempts	to	identify	factors	associated	with	contrasting	characteristics	of	different	groupings	of	people	environmental	press	features
of	the	social,	technological,	natural	environment	that	place	demands	on	people	geriatrics	clinical	study	and	treatment	of	older	people	and	the	diseases	that	affect	them	GLOSSARY	active	aging	a	model	of	viewing	aging	as	a	positive	experience	of	continued	growth	and	participation	in	36	gerontology	the	field	of	study	that	focuses	on	understanding	the
biological,	psychological,	social,	and	political	factors	that	influence	older	people’s	lives	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	life	course	a	broader	concept	than	individual	lifespan	development	that	takes	account	of	cultural,	historical,	and	societal	contexts	that	affect	people	as	they	age	life	expectancy	the	average	length	of	time	persons	in	a
given	society,	and	subgroups	defined	by	age,	gender,	race,	and	ethnicity	are	expected	to	live	longitudinal	research	research	that	follows	the	same	individual	over	time	to	measure	change	in	specific	variables	maximum	life	span	biologically	programmed	maximum	number	of	years	that	each	species	can	expect	to	live	person–environment	(P–E)
perspective	a	model	for	understanding	the	behavior	of	people	based	on	the	idea	that	persons	are	affected	by	personal	characteristics,	such	as	health,	attitudes,	and	beliefs,	as	they	interact	with	and	are	affected	by	the	characteristics	of	the	cultural,	social,	political,	and	economic	environment	resilience	capacity	to	overcome	adversity,	in	part	due	to
protective	personal,	family,	community,	and	societal	factors	selective	survival	elders	who	remain	in	longitudinal	studies	tend	to	be	the	healthiest	and	from	the	higher	socioeconomic	levels	of	their	cohort	senescence	gradual	decline	in	all	organ	systems,	especially	after	age	30	sequential	research	designs	research	designs	that	combine	features	of	cross-
sectional	and	longitudinal	research	designs	to	overcome	some	of	the	problems	encountered	in	using	those	designs	RESOURCES	Log	on	to	MySocKit	(www.mysockit.com)	for	information	about	the	following:	•	AOA—Administration	on	Aging	•	Alliance	for	Aging	Research	•	American	Federation	for	Aging	Research	•	Gerontological	Society	of	America	•
MedWeb:	Geriatrics	•	National	Institute	on	Aging	(NIA)	REFERENCES	AARP.	(2000).	Global	Aging	Report,	5,	4–5.	Administration	on	Aging	(AOA).	(2008).	A	profile	of	older	Americans:	Retrieved	2008,	from	8.aspx	Alley,	D.	E.	&	Chang,	V.	W.	(2007).	The	changing	relationship	of	obesity	and	disability.	Journal	of	the	American	Medical	Association,	17,
2020–2027.	Alwin,	D.	&	Wray,	L.	A.	(2005).	Life-span	developmental	perspective	on	social	status	and	health.	Journal	of	Gerontology:	Psychological	Sciences,	60B,	7–14.	American	Geriatrics	Society.	(2009).	Career	opportunities	caring	for	older	adults.	Retrieved	2009,	from	caring.shtml	Bernstein,	A.	M.,	Willcox,	B.	J.,	Tamaki,	H.,	Kunishima,	N.,	Suzuki,
M.,	Willcox,	D.	C.,	et	al.	(2004).	First	autopsy	study	of	Okinawan	centenarians:	Absence	of	many	age-related	diseases.	Journal	of	Gerontology:	Medical	Sciences,	59A,	1195–1199.	Brown,	C.	(2009).	She	was	not	your	average	senior	citizen.	Seattle	Times,	April	16,	2009,	p.	B2.	Buettner,	D.	(2008).	The	blue	zone.	Washington	DC:	National	Geographic
Society.	Bureau	of	Labor	Statistics.	(2008).	Spotlight	on	statistics:	Are	there	more	older	people	in	the	workplace?	Retrieved	2008,	from	.bls.gov/cgi-bin/spotlight/2008/older_workers/	home.htm	Butler,	R.	(1969).	Ageism:	Another	form	of	bigotry.	The	Gerontologist,	9,	243.	Centers	for	Disease	Control	and	Prevention	(CDC).	(2005).	Trends	in	causes	of
death	among	older	persons	in	the	United	States:	2005.	Retrieved	2006,	from	agingtrends/06olderpersons	Christensen,	D.	(2001).	Making	sense	of	centenarians:	Genes	and	lifestyle	help	people	live	through	a	century.	Science	News.	Cohen,	G.	D.	(2005).	The	mature	mind:	The	positive	power	of	the	aging	brain.	Cambridge,	MA:	Perseus	Books.	Evert,	J.,
Lawler,	E.,	Bogan,	H.,	&	Perls,	T.	T.	(2003).	Morbidity	profiles	of	centenarians:	survivors,	37	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	delayers	and	escapers.	Journals	of	Gerontology:	Medical	Sciences,	58,	232–237.	Federal	Interagency	Forum	on	Aging-Related	Statistics	(2008).	Older	Americans	2008:	Key	indicators	of	well-being.	U.S.	Government
Printing	Office.	Freedman,	V.	A.,	Martin,	L.	G.,	&	Schoeni,	R.	F.	(2002).	Recent	trends	in	disability	and	functioning	among	older	adults	in	the	United	States.	Journal	of	the	American	Medical	Association,	288,	3137–3146.	Fries,	J.	F.	(1980).	Aging,	natural	death,	and	the	compression	of	morbidity.	New	England	Journal	of	Medicine,	303,	130–135.	Fries,	J.
F.	(1990).	The	compression	of	morbidity:	Near	or	far?	Milbank	Quarterly,	67,	208–232.	Fries,	J.	F.	(2002).	Reducing	disability	in	older	age.	Journal	of	the	American	Medical	Association,	288,	3164–3166.	Grabinski,	C.	J.	(2007).	101	careers	in	gerontology.	New	York:	Springer	Publishing.	Griffith,	R.	W.	(2004).	What	centenarians	can	tell	us.	Retrieved
April	2009,	from	.healthandage.com/public/health-center	Hayflick,	L.	(1996).	How	and	why	we	age	(2nd	ed.).	New	York:	Ballantine	Books.	Hazzard,	W.	R.	(2001).	Aging,	health,	longevity,	and	the	promise	of	biomedical	research.	In	E.	J.	Masoro	&	S.	N.	Austad	(Eds.).	Handbook	of	the	biology	of	aging	(5th	ed.).	San	Diego:	Academic	Press.	He,	W.,
Sengupta,	M.,	Velkoff,	V.,	&	DeBarros,	K.	A.	(2005).	65⫹	in	the	United	States:	2005.	U.S.	Census	Bureau,	Current	Population	Reports.	Washington,	DC:	U.S.	Government	and	Printing	Office,	23–29.	Hoover,	D.,	Crystal,	S.,	Kumar,	R.,	Sambamoorthi,	U.,	&	Cantor,	J.	(2002).	Medical	expenditures	during	the	last	year	of	life.	Health	Services	Research,	37,
1625–1642.	Kaiser,	F.	(2006).	I	say	senior,	you	say	senior,	suddenly	senior.	Retrieved	October	2006,	from	http://	www.suddenlysenior.com/boomerhatessenior.html	Katz,	S.,	Branch,	L.	G.,	Branson,	M.	H.,	Papsidero,	J.	A.,	Beck,	J.	C.,	&	Greer,	D.	S.	(1983).	Active	life	expectancy.	New	England	Journal	of	Medicine,	309,	1218–1224.	38	Kaye,	J.	A.	(1997).
Oldest-old	healthy	brain	function.	Archives	of	Neurology,	54,	1217–1221.	Lawton,	M.	P.	(1989).	Behavior-relevant	ecological	factors.	In	K.	W.	Schaie	&	C.	Scholar	(Eds.).	Social	structure	and	aging:	Psychological	processes.	Hillsdale,	NJ:	Erlbaum.	Lawton,	M.	P.	&	Nahemow,	L.	(1973).	Ecology	and	the	aging	process.	In	C.	Eisdorfer	&	M.	P.	Lawton
(Eds.).	Psychology	of	adult	development	and	aging.	Washington,	DC:	American	Psychological	Association.	Lesnoff-Caravaglia,	G.	(2002).	Response	to	“Ageism	in	Gerontological	Language”	or	growing	old	absurd.	The	Gerontologist,	42,	431.	Levy,	B.	R.	(2001).	Eradication	of	ageism	requires	addressing	the	enemy	within.	The	Gerontologist,	41,	578–579.
Manton,	K.	G.	&	Land,	K.	C.	(2000).	Active	life	expectancy	estimates	for	the	U.S.	elderly	population.	Demography,	37,	253–265.	Manton,	K.	G.	&	Gu,	X.	L.	(2001).	Changes	in	the	prevalence	of	chronic	disability	in	U.S.	black	and	non-black	population	above	age	65	from	1982	to	1999.	Proceedings	of	the	National	Academy	of	Sciences,	98,	6354–6359.
National	Center	for	Health	Statistics	(NCHS).	(2007).	Health	United	States,	2007.	Hyattsville,	MD:	NCHS.	O’Rand,	A.	M.	&	Hamil-Luker,	J.	(2005).	Processes	of	cumulative	adversity:	Childhood	disadvantage	and	increased	risk	of	heart	attack	across	the	life	course.	Journal	of	Gerontology,	60B,	Special	Issue	II,	S117–S124.	Parmelee,	P.	A.	&	Lawton,	M.
P.	(1990).	The	design	of	special	environments	for	the	aged.	In	J.	E.	Birren	&	K.	W.	Schaie	(Eds.).	Handbook	of	the	psychology	of	aging	(3rd	ed.).	San	Diego:	Academic	Press.	Perls,	T.	T.,	Alpert,	L.,	Wagner,	G.	G.,	Vijg,	J.,	&	Kruglyak,	L.	(1998).	Siblings	of	centenarians	live	longer.	Lancet,	351,	1560–1565.	Perls,	T.	T.	&	Silver,	M.	H.	(1999).	Living	to	100:
Lessons	in	living	to	your	maximum	potential	at	any	age.	New	York:	Basic	Books.	Perls,	T.	T.	&	Terry,	D.	F.	(2003).	Genetics	of	exceptional	longevity.	Experimental	Gerontology,	38,	725–730.	Perls,	T.	T.	&	Wood,	E.	R.	(1996).	Acute	care	costs	of	the	oldest	old:	They	cost	less,	their	care	THE	GROWTH	OF	SOCIAL	GERONTOLOGY	intensity	is	less,	and
they	go	to	nonteaching	hospitals.	Archives	of	Internal	Medicine,	156,	754–760.	Poon,	L.	W.,	Johnson,	M.	A.,	Davey,	A.,	Dawson,	D.	V.,	Siegler,	I.	C.,	&	Martin,	P.	(2000).	Psychosocial	predictors	of	survival	among	centenarians.	In	P.	Martin,	A.	Rott,	B.	Hagberg,	&	K.	Mongan	(Eds.).	Centenarians.	New	York:	Springer	Publishing.	Reville,	R.	T.	&	Schoeni,
R.	F.	(2003–2004).	The	fraction	of	disability	caused	at	work.	Social	Security	Bulletin,	65,	31–38.	Reynolds,	C.	(2004).	Boomers,	act	II.	American	Demographics,	26,	10–11.	Riley,	M.	W.	&	Riley,	J.	(1986).	Longevity	and	social	structure:	The	potential	of	the	added	years.	In	A.	Pifer	&	L.	Bronte	(Eds.).	Our	aging	society:	Paradox	and	promise.	New	York:
W.W.	Norton.	Samuelsson,	S.	M.,	Baur,	B.,	Hagberg,	B.,	Samuelsson,	G.,	Norbeck,	B.,	Brun,	A.,	et	al.	(1997).	The	Swedish	Centenarian	Study:	A	multidisciplinary	study	of	five	consecutive	cohorts	at	the	age	of	100.	International	Journal	of	Aging	and	Human	Development,	45,	223–253.	Schaie,	K.	W.	(1967).	Age	changes	and	age	differences.	The
Gerontologist,	7,	128–132.	Schaie,	K.	W.	(1973).	Methodological	problems	in	descriptive	developmental	research	on	adulthood	and	aging.	In	J.	R.	Nesselroade	&	H.	W.	Reese	(Eds.).	Lifespan	developmental	psychology:	Methodological	issues.	New	York:	Academic	Press.	Schaie,	K.	W.	(Ed.).	(1983).	Longitudinal	studies	of	adult	psychological
development.	New	York:	Guilford	Press.	Schaie,	K.	W.	(1996).	Intellectual	development	in	adulthood.	Cambridge:	Cambridge	University	Press.	Schaie,	K.	W.	(2005).	Developmental	influences	on	adult	intelligence:	The	Seattle	Longitudinal	Study.	New	York:	Oxford	University	Press.	Schoeni,	R.	V.,	Freedman,	V.	A.,	&	Martin,	L.	G.	(2008).	Why	is	late-life
disability	declining?	The	Milbank	Quarterly,	86,	47–69.	Silver,	M.	H.,	Newell,	K.,	Hyman,	B.,	Growdon,	J.,	Hedley,	E.	T.,	&	Perls,	T.	(1998).	Unraveling	the	mystery	of	cognitive	changes	in	old	age.	International	Psychogeriatrics,	10,	25–41.	Social	Security	Administration.	(2006).	Retrieved	October	2006,	from	TR06/V_demographic.html	Stepp,	D.	D.
(2007).	Directory	of	educational	programs	in	gerontology	and	geriatrics	(8th	ed.).	Washington	DC:	Association	for	Gerontology	in	Higher	Education.	Suzuki,	M.,	Willcox,	B.	J.,	&	Willcox,	D.	C.	(2001).	Implications	from	and	for	food	cultures	for	cardiovascular	disease.	Asia	Pacific	Journal	of	Clinical	Nutrition,	10,	165–171.	Terry,	D.	F.,	Sebastiani,	P.,
Andersen,	S.	L.,	&	Perls,	T.	T.	(2008).	Disentangling	the	roles	of	disability	and	morbidity	in	survival	to	exceptional	old	age.	Archives	of	Internal	Medicine,	168,	277–283.	Terry,	D.	F.,	Willcox,	M.	A.,	McCormick,	M.	A.,	&	Perls,	T.	T.	(2004).	Cardiovascular	disease	delay	in	centenarian	offspring.	Journal	of	Gerontology:	Medical	Sciences,	59A,	385–389.
U.S.	Census	Bureau.	(2006a).	Median	age	of	the	total	population:	2005.	Retrieved	October	2006,	from	U.S.	Census	Bureau.	(2006b)	Retrieved	October	2006,	from	www.census.gov/cgi-bin/ipc/idbagg	U.S.	Census	Bureau.	(2006c).	Population	Division,	Interim	Statistics.	Population	projections	by	age:	2005.	Retrieved	October	2006,	from
.census.gov/population/projections/SummaryTab	C1.pdf	U.S.	Census	Bureau.	(2007).	Population	Estimates	Program	(PEP).	Retrieved	November	2009,	from	U.S.	Census	Bureau.	(2009a).	Population	Division,	Interim	Statistics.	Population	projections	by	age,	sex	and	race	for	2008.	Retrieved	March	2009,	from	MainPageServlet?
program=PEP&Submenuid=&	lang=en&ts	U.S.	Census	Bureau.	(2009b).	Statistical	abstract	of	the	United	States:	2009.	Retrieved	2009,	from	http://	www.census.gov/compendia/statab/2009edition	.html	U.S.	Census	Bureau.	(2009c).	Facts	for	features.	Retrieved	April	2009,	from	.gov/Press-Release/ww/releases/archives/facts_for_	features	39	THE
GROWTH	OF	SOCIAL	GERONTOLOGY	Whitfield,	K.	E.	&	Hayward,	M.	(2003).	The	landscape	of	health	disparities	among	older	adults.	Public	Policy	and	Aging	Report,	13,	1–7.	Williams,	D.	(2005).	The	health	of	U.S.	racial	and	ethnic	populations.	Journals	of	Gerontology,	60B,	53–62.	Willcox,	D.	C.,	Willcox,	B.	J.,	Todoriki,	H.,	Curb,	J.	D.,	&	Suzuki,	M.
(2006a).	Caloric	restriction	and	human	longevity:	What	can	we	learn	from	the	Okinawans?	Biogerontology,	7,	173–177.	40	Willcox,	B.	J.,	Willcox,	D.	C.,	He,	Q.,	Curb,	J.	D.,	&	Suzuki,	M.	(2006b).	Siblings	of	Okinawan	centenarians	share	lifelong	mortality	advantages.	Journal	of	Gerontology:	Biological	Sciences,	61A,	345–354.	World	Health	Organization
(WHO).	(2002).	Active	Ageing:	A	Policy	Framework.	Geneva,	Switzerland:	WHO.	Zarit,	S.	H.	&	Pearlin,	L.	I.	(2005).	Special	issue	on	health	inequalities	across	the	life	course.	Journal	of	Gerontology:	Social	Sciences,	60B,	Special	Issue	II,	S5–S7.	Photodisc/Getty	Images	The	Social	Consequences	of	Physical	Aging	This	chapter	includes	•	Major	theories
of	biological	aging	•	Research	on	reversing	the	effects	of	biological	aging	•	Effects	of	aging	on	body	composition	•	Aging	in	different	organ	systems	and	the	impact	of	these	changes	on	normal	functions	•	The	implications	of	these	changes	for	older	people’s	functioning	and	ability	to	interact	with	their	social	and	physical	environments	•	Ways	in	which
the	environment	can	be	modified	to	help	accommodate	the	biological	changes	experienced	by	many	older	people	Most	people	define	aging	in	terms	of	its	most	visible	features—graying	or	balding,	hair,	sagging	and	wrinkled	skin,	stooped	shoulders,	and	a	slower	walk	or	shuffling	gait.	Although	these	are	the	most	visible	signs	of	old	age	among	humans,
numerous	other	alterations	occur	in	our	internal	organs—the	heart,	lungs,	kidneys,	stomach,	bladder,	and	central	nervous	system.	These	changes	are	not	as	easy	to	detect	because	they	are	not	visible.	In	fact,	x-rays	and	computer-assisted	images	of	organ	systems	are	not	very	useful	for	showing	most	changes	that	take	place.	It	is	primarily	by
measuring	the	functional	capacity	of	these	systems	(i.e.,	the	performance	ability	of	the	heart,	lungs,	kidneys,	and	other	organs)	that	their	relative	efficiency	across	the	life	span	can	be	determined.	Biological	aging,	or	senescence,	is	defined	as	the	normal	process	of	changes	over	time	in	the	body	and	its	components.	It	is	a	gradual	process	common	to	all
living	organisms	that	eventually	affects	an	individual’s	From	Chapter	3	of	Social	Gerontology:	A	Multidisciplinary	Perspective,	9/e.	Nancy	R.	Hooyman.	H.	Asuman	Kiyak.	Copyright	©	2011	by	Pearson	Education.	Published	by	Allyn	&	Bacon.	All	rights	reserved.	41	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	functioning	vis-à-vis	the
environment	but	does	not	necessarily	result	in	disease	or	death.	It	is	not,	in	itself,	a	disease.	But	aging	and	disease	are	often	linked	in	most	people’s	minds,	because	declines	in	organ	capacity	and	our	immune	system	make	us	more	vulnerable	to	sickness.	Because	certain	diseases	such	as	Alzheimer’s,	arthritis,	and	heart	conditions	have	a	higher
incidence	with	age,	we	may	erroneously	equate	age	with	disease.	However,	a	more	accurate	conception	of	the	aging	process	is	a	gradual	accumulation	of	irreversible	functional	losses	to	which	the	average	person	tries	to	accommodate.	People	can	still	maintain	an	active	lifestyle	as	they	experience	age-related	changes	in	their	biological	and
physiological	systems.	In	order	to	achieve	active	aging,	individuals	may	alter	their	physical	and	social	environments	by	reducing	the	demands	placed	on	their	remaining	functional	capacity	(e.g.,	relocating	to	a	one-story	home	or	apartment	to	avoid	stairs,	driving	only	during	the	day,	avoiding	crowds).	This	is	consistent	with	the	person–environment
model	of	aging;	as	their	physical	competence	declines,	older	people	may	simplify	their	physical	environment	to	reestablish	homeostasis	or	their	comfort	zone.	It	also	suggests	their	resilience	as	they	cope	effectively	with	changes.	Individual	differences	are	evident	in	the	rate	and	severity	of	physical	changes.	As	noted	in	the	introduction	to	this	chapter,
not	all	people	show	the	same	degree	of	change	in	any	given	organ	system,	nor	do	all	the	systems	decline	at	the	same	rate	and	at	the	same	time.	Individual	aging	depends	largely	on	genetic	inheritance,	nutrition	and	diet,	physical	activity,	and	environment.	Thus,	while	one	78-year-old	feels	“old”	because	of	aches	and	pains	due	to	arthritis	but	uses	her
excellent	cognitive	skills	at	work	every	day,	another	78-year-old	may	retain	her	physical	functioning	but	may	live	in	a	nursing	home	due	to	advanced	dementia.	One	way	of	understanding	these	variations	in	biological	aging	is	to	examine	the	major	theories	that	have	been	advanced	to	explain	the	changes	in	all	living	organisms	over	time.	42	Biological
Theories	of	Aging	Popular	culture,	as	reflected	in	books	and	magazines,	is	full	of	stories	about	“antiaging	therapies,”	“fighting	aging,”	and	“preventing	death.”	The	problem	with	these	optimistic	projections	is	that	no	single	scientific	theory	has	yet	been	able	to	explain	what	causes	aging	and	death.	Without	a	clear	understanding	of	this	process,	it	is
impossible	to	prevent,	or	certainly	to	stop	this	normal	mechanism	of	all	living	organisms.	The	process	of	aging	is	complex	and	multidimensional,	involving	significant	loss	and	decline	in	some	physiological	functions	and	minimal	change	in	others.	Scientists	have	long	attempted	to	find	the	causes	for	this	process.	Some	theories	posit	that	aging	is	a
process	that	is	programmed	into	the	genetic	structure	of	each	species.	Yet	genetic	heritability	within	a	species	accounts	for	only	35	percent	of	the	variance	in	life	span.	More	likely	it	is	the	rate	of	damage	to	DNA	and	its	ability	to	repair	itself	that	predicts	longevity	(Rattan	&	Clark,	2005).	Other	theories	state	that	aging	represents	an	accumulation	of
stimuli	from	the	environment	that	produce	stress	on	the	organism.	Any	theory	of	aging	must	be	based	on	the	scientific	method,	using	systematic	tests	of	hypotheses	and	empirical	observations.	It	is	generally	agreed	that	in	order	to	be	viable,	biological	theories	on	aging	must	meet	four	criteria:	1.	The	process	must	be	universal;	that	is,	all	members	of	a
species	must	experience	the	phenomenon.	2.	The	process	must	be	deleterious	or	result	in	physiological	decline.	3.	The	process	must	be	progressive;	that	is,	losses	must	be	gradual	over	time.	4.	Finally,	the	losses	must	be	intrinsic;	that	is,	they	cannot	be	corrected	by	the	organism.	These	guidelines	are	useful	for	excluding	biological	phenomena	that	are
different	from	aging	per	se.	For	example,	they	help	to	distinguish	disease	from	normal	aging.	While	diseases	are	often	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	deleterious,	progressive,	and	intrinsic,	they	are	not	universal	(e.g.,	not	all	older	adults	will	develop	arthritis	or	Alzheimer’s	disease).	Most	biological	theories	of	aging	have	one	of
two	general	orientations:	(1)	Aging	occurs	due	to	random	genetic	mutations	and	oxidative	stress,	or	(2)	aging	is	a	result	of	programmed	senescence	(Bengtson,	Gans,	Putney,	&	Silverstein,	2009).	Each	of	the	following	biological	theories	meets	these	criteria	for	viability.	Even	though	the	theories	advance	our	understanding	of	aging,	none	of	them	fully
explains	what	causes	aging.	The	theories	that	will	be	discussed	in	this	section	are	based	on	extensive	research	with	animals	and	humans.	•	•	•	•	•	•	Wear	and	tear	Cellular	aging	Immunological	theory	Cross-linkage	Free	radical	or	oxidative	stress	Mitochondrial	DNA	mutation	theory	One	of	the	earliest	theories	of	biological	aging,	the	wear-and-tear
theory,	suggests	that,	like	a	machine,	the	organism	simply	wears	out	over	time	(Wilson,	1974).	In	this	model,	aging	is	a	preprogrammed	process;	that	is,	each	species	has	a	biological	clock	that	determines	its	maximum	life	span	and	the	rate	at	which	each	organ	system	will	deteriorate.	For	example,	fruit	flies	(drosophilae)	have	a	natural	life	span	of	a
few	hours,	butterflies	a	few	weeks,	dogs	up	to	20	years,	and	humans	about	120	years.	This	process	is	compounded	by	the	effects	of	environmental	stress	on	the	organism	(e.g.,	nutritional	deficiencies).	Cells	continually	wear	out,	and	existing	cells	cannot	repair	damaged	components	within	themselves.	This	is	particularly	true	in	tissues	that	are	located
in	the	striated	skeletal	and	heart	muscles	and	throughout	the	nervous	system;	these	tissues	are	composed	of	cells	that	cannot	undergo	cell	division.	As	we	will	see	later,	these	systems	are	most	likely	to	experience	significant	decline	in	their	ability	to	function	effectively	with	age.	The	cellular	aging	theory	suggests	that	aging	occurs	as	cells	slow	their
number	of	replications.	Hayflick	and	Moorehead	(1961)	first	reported	that	cells	grown	in	culture	(i.e.,	in	controlled	laboratory	environments)	undergo	a	finite	number	of	replications,	approaching	50	doublings.	Cells	from	older	subjects	replicate	even	fewer	times,	as	do	cells	derived	from	individuals	with	progeria	and	Werner	syndrome—both	rare
genetic	anomalies	in	which	aging	is	accelerated	and	death	may	occur	by	age	15	to	20	in	the	former	and	by	40	to	50	in	the	latter	condition.	It	appears	that	cells	are	programmed	to	follow	a	biological	clock	and	stop	replicating	after	a	given	number	of	times.	The	number	of	divisions	a	normal	cell	undergoes	depends	on	the	specific	cell	type.	Telomeres	at
the	end	of	chromosomes	shorten	with	each	cell	division	and	keep	track	of	the	number	of	divisions	it	undergoes.	Once	the	telomere	shortens	to	a	critical	length,	the	cell	stops	replicating.	In	addition,	each	cell	has	a	given	level	of	DNA	that	is	eventually	depleted.	This	in	turn	reduces	the	production	of	RNA,	which	is	essential	for	producing	enzymes
necessary	for	cellular	functioning.	Hence,	the	loss	of	DNA	and	subsequent	reduction	of	RNA	eventually	result	in	cell	death.	Although	early	research	suggested	that	aging	at	the	level	of	cells	could	explain	aging	at	the	organ	level,	there	is	growing	evidence	that	cellular	senescence,	particularly	for	T-cells	that	are	critical	for	immune	function,	sets	the
stage	for	higherlevel	aging	processes	(Chang	&	Harley,	1995;	Dagarag,	Evazyan,	Rao,	&	Effros,	2004;	Effros,	2009a;	Hayflick,	2000).	The	immunological	theory	of	aging	makes	use	of	the	findings	of	cellular	aging	theory	in	its	observations	that	replicative	senescence	occurs	with	aging,	defined	as	the	declining	ability	of	T	cells	in	aging	organisms	to
replicate.	This	theory	posits	that	aging	is	a	function	of	the	body’s	immune	system	becoming	defective	over	time.	The	immune	system,	which	serves	as	an	important	protective	function	early	in	life,	becomes	less	efficient	and	impaired	in	making	the	body	resistant	to	pathogens	that	attack	and	interfere	with	normal	functioning.	According	to	this	theory,
failure	of	the	immune	system	reduces	the	organism’s	ability	to	fight	infections	in	the	later	years.	This	43	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	process	may	be	responsible	for	cardiovascular	disease,	Alzheimer’s	disease,	cancer,	diabetes,	and	inflammatory	diseases	that	are	associated	with	aging	and	in	many	cases	may	have	an
immunological	etiology	(Effros,	2001;	2009a;	Walford,	1969).	There	is	evidence	that	inflammatory	exposure	early	in	life	can	persist	throughout	adulthood;	low-grade	chronic	inflammation	may	even	predict	death	late	in	life	(Wikby	et	al.,	2006).	The	role	of	telomeres	in	explaining	the	aging	process	has	led	to	several	significant	research	findings	but	not



a	theory	of	aging.	As	noted	above,	telomeres	are	the	series	of	protective	DNA	structures	at	the	end	of	human	chromosomes.	These	structures	shorten	with	multiple	cell	divisions,	and	as	they	reach	very	short	lengths,	the	cell	cycle	ends.	Shortening	of	telomeres	may	be	a	biomarker	for	declining	health	status.	Researchers	have	found	that	people	with
telomeres	in	the	shortest	quartile	at	age	60	and	older	were	seven	to	eight	times	more	likely	to	die	of	infection	compared	with	elders	in	the	longest	telomere	quartile.	Shortened	telomeres	are	also	found	to	be	associated	with	ulcerative	colitis,	cirrhosis	of	the	liver,	and	colon	cancer.	A	study	of	healthy	centenarians	(i.e.,	free	of	hypertension,	heart
disease,	cancer,	stroke,	diabetes,	and	chronic	obstructive	pulmonary	disease)	identified	significantly	longer	telomeres	than	in	their	peers	who	had	two	or	more	of	these	conditions	(Cawthorn,	Smith,	O’Brien,	Silvatchenko,	&	Kerber,	2003;	Terry,	Nolan,	Andersen,	Perls,	&	Cawthon,	2008;	Effros,	2009b;	Rudolph	et	al.,	2000).	Recognizing	the	potential
role	of	telomere	shortening	on	aging	and	age-related	diseases,	researchers	have	focused	on	ways	to	maintain	the	length	of	telomeres	through	the	enzyme	telomerase.	Early	studies	introduced	a	gene	with	the	catalytic	component	of	human	telomerase	to	various	cell	types.	These	experiments	were	successful	in	stabilizing	the	length	of	telomeres,
normalizing	cell	function	and	replication,	and	not	causing	tumor	growth.	More	recent	studies	tested	a	chemical	telomerase	activator	on	cell	function.	This	intervention	also	enhanced	telomerase	44	activity,	prevented	loss	of	telomeres,	and	improved	antiviral	function.	These	findings	offer	promise	for	preventing	age-related	disease	and	some	forms	of
cancer,	and	also	for	HIV-AIDS	immunity	(Bodnar,	Kim,	Effros,	&	Chiu,	1996;	Bodnar	et	al.,	1998;	Effros,	2009b).	The	oxidative	stress	model	of	aging,	or	the	free	radical	theory,	as	it	was	first	proposed	(Finch	1990;	Hamilton	et	al.,	2000;	Harman,	1956,	1993),	states	that	the	progressive	and	irreversible	accumulation	of	oxidative	damage	to	cells	explains
the	age-related	loss	of	physiological	function.	Oxidative	stress	occurs	when	an	organism	cannot	easily	detoxify	or	repair	the	damage	caused	by	free	radicals	and	other	reactive	oxygens.	These	reactive	oxygens	are	formed	as	a	normal	by-product	of	oxygen	metabolism.	Although	people	are	exposed	to	oxidative	damage	from	birth,	the	process	accelerates
in	older	adults	and	leaves	them	vulnerable	to	degenerative,	agerelated	diseases.	This	may	occur	because	of	an	age-related	decline	in	the	organism’s	antioxidant	defenses	and	repair	systems.	Antioxidants	serve	the	function	of	fighting	off	attacks	on	DNA	by	free	radicals.	These	are	highly	reactive	molecules	that	break	off	in	cells	and	possess	an	unpaired
electron.	They	are	produced	normally	by	the	use	of	oxygen	within	the	cell	but	are	multiplied	by	smoking,	exposure	to	ultraviolet	radiation,	and	psychological	stress.	They	interact	with	other	cell	molecules	and	may	cause	DNA	mutations,	crosslinking	of	connective	tissue,	changes	in	protein	behavior,	and	other	damage.	Such	reactions	continue	until	one
free	radical	pairs	with	another	or	meets	an	antioxidant.	The	antioxidants	are	chemical	inhibitors	that	can	safely	absorb	the	extra	electron	and	prevent	oxygen	from	combining	with	susceptible	molecules	to	form	free	radicals	and	damage	DNA.	They	are	created	by	cells	in	the	body,	but	aging	results	in	slower	production	of	antioxidants	(Finch,	1990;
Thavanati,	Kanala,	de	Dios,	&	Garza,	2008).	Some	researchers	have	proposed	that	ingesting	antioxidants	such	as	vitamins	E	and	C,	beta	carotene,	and	selenium	can	inhibit	free	radical	damage;	this	can	then	slow	the	aging	process	by	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	delaying	the	loss	of	immune	function	and	reducing	the
incidence	of	many	diseases	associated	with	aging.	However,	more	research	is	needed	before	these	implications	can	be	drawn	(Aldwin	&	Gilmer,	2004;	Beckman	&	Ames,	1998;	Grune	&	Davies,	2001).	Nevertheless,	it	appears	that	free	radicals	are	not	totally	destroyed.	Those	that	survive	in	the	organism	damage	the	proteins	needed	to	make	cells	in
the	body	by	interacting	with	the	oxygen	used	to	produce	protein.	As	a	result,	free	radicals	may	destroy	the	fragile	process	of	building	cells	and	the	DNA	strands	that	transmit	messages	of	genes.	Some	argue	that	this	continuous	pounding	by	dangerous	oxidants	wears	down	the	organism	over	time,	not	just	by	interfering	with	cellbuilding,	but	also	by
requiring	antioxidants	to	be	ever-vigilant.	This	damage	to	cell	tissue	by	free	radicals	is	implicated	in	normal	aging,	as	well	as	in	the	development	of	some	cancers,	cardiovascular	disease,	Alzheimer’s	disease,	immune	system	disorders,	and	cataracts.	Molecular	biologists	have	explored	this	theory	further	by	splicing	genes	to	measure	the	cumulative
effects	of	free	radicals	in	cells,	with	the	goal	of	developing	ways	to	counter	the	effects.	It	may	be	that	synthetic	antioxidants	can	be	administered	to	older	people	as	the	body’s	natural	supply	is	depleted.	Animal	studies	show	dramatic	enhancements	of	memory	and	physical	activity	with	high	doses	of	antioxidants.	For	example,	two	drugs	containing	the
enzymes	superoxide	dismutase	and	catabase	(known	to	have	antioxidant	properties)	are	found	to	extend	the	life	span	of	worms	by	more	than	50	percent.	These	drugs	may	also	be	effective	in	reducing	the	damage	caused	by	strokes	or	Parkinson’s	disease	(Melov	et	al.,	2000).	Until	research	with	higher-level	animals	supports	the	promising	results
emerging	from	worm	studies,	it	is	difficult	to	predict	whether	humans	will	experience	similar	benefits.	The	mitochondrial	DNA	mutation	theory	of	aging	offers	another	perspective	on	the	biological	process	of	aging.	There	is	evidence	that	mutated	forms	of	mitochondrial	DNA	(mtDNA)	accumulate	in	the	body	with	aging.	However,	it	is	unclear	if	this	is	a
cause	or	a	byproduct	of	age-related	deterioration	and	death.	The	idea	of	mitochondrial	changes	playing	a	role	in	aging	was	first	proposed	by	Harman	(1972),	who	suggested	that	aging	is	caused	by	oxygen	species	that	are	normal	byproducts	of	cellular	function,	but	attack	the	mitochondria	and	thereby	damage	the	cell.	Subsequent	researchers	have
hypothesized	that	aging	may	be	due	to	errors	made	during	the	cell’s	attempt	to	repair	or	replicate	damaged	DNA	in	the	mitochondria	(Khrapko	&	Vijg,	2008;	Vijg,	2007).	Evidence	for	the	impact	of	mutated	mtDNA	on	aging	are	the	accumulations	observed	in	muscle	tissue,	which	undergoes	significant	loss	of	mass	by	age	80,	and	in	parts	of	the	brain
where	lesions	associated	with	Parkinson’s	disease	are	located.	But	researchers	have	not	yet	demonstrated	that	these	DNA	deficits	are	sufficient	to	cause	muscle	loss	and	Parkinson’s	disease.	Some	animal	studies	have	increased	mtDNA	mutation	rates	and	found	several	symptoms	of	aging.	Others	have	introduced	mtDNA	mutations	in	younger	mice;
their	life	spans	were	not	reduced	but	they	showed	signs	of	premature	aging.	Nevertheless,	one	cannot	assume	definitive	causal	links	between	mtDNA	mutations	and	the	aging	process	(Campisi	&	Vijg,	2009;	Kujoth	et	al,	2005;	Trifunovic	et	al,	2004).	It	should	not	be	presumed	that	the	step	from	understanding	to	reversing	the	process	of	aging	will	be
achieved	soon.	It	is	often	erroneously	assumed	that	scientific	discoveries	of	the	cause	of	a	particular	physiological	process	or	disease	can	immediately	lead	to	preventing	or	reversing	that	condition.	Unfortunately,	that	step	is	a	difficult	one	to	make,	as	evidenced	by	the	challenges	in	cancer	research.	Scientists	have	long	observed	the	structural	changes
in	cancer	cells,	but	the	reasons	for	these	changes	are	far	from	being	understood.	Without	a	clear	understanding	of	why	a	particular	biological	process	takes	place,	it	is	impossible	to	move	toward	reversing	or	delaying	that	process.	45	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	Can	Aging	Be	Reversed	or	Delayed?	Growth	Hormones	Genetic
researchers	have	made	great	strides	in	the	past	30	years	in	their	understanding	of	the	aging	process.	Indeed,	contrary	to	our	long-held	assumptions	about	aging,	many	scientists	are	convinced	that	aging	is	reversible.	New	research	on	telomeres	is	one	example	of	this	development.	Another	approach	is	the	possibility	of	introducing	new	hormones	into
the	body	to	replace	the	depleted	hormones	in	genes	that	serve	as	chemical	messengers.	Researchers	at	the	National	Institute	on	Aging,	Veterans	Administration	centers,	and	universities	around	the	country	are	testing	the	effects	of	injecting	growth	hormones	into	aging	animals	and	humans.	So	far,	many	startling	discoveries	have	occurred,	such	as
increased	lean	muscle	mass	and	vertebral	bone	density	and	reduced	fat	levels.	These	changes,	in	turn,	have	led	to	increased	activity	and	vigor.	While	these	effects	are	short-lived,	it	may	not	be	long	before	a	human	growth	hormone	is	marketed	that	can	safely	be	administered	on	a	regular	basis,	like	daily	doses	of	vitamins.	Some	researchers	have
tested	the	effects	of	the	hormone	dehydroepiandrosterone,	or	DHEA,	on	muscle	strength,	cardiovascular	formation,	and	bone	density.	This	hormone	is	secreted	by	the	adrenal	glands,	and	the	body	converts	it	into	testosterone	and	estrogen.	Production	of	DHEA	increases	from	age	7	to	30,	when	it	stabilizes,	then	begins	to	decline.	By	age	80,	the	body
has	less	than	5	percent	of	the	level	of	DHEA	it	POINTS	TO	PONDER	How	would	you	feel	if	your	aging	process	could	be	reversed?	What	might	happen	to	society	if	more	people	could	achieve	the	maximum	life	span	of	120	years?	What	are	some	of	the	ethical	and	resource	allocation	issues	raised	by	scientific	efforts	to	reverse	or	slow	the	aging	process?
46	produced	in	its	peak.	Animal	studies	have	shown	that	administering	DHEA	to	adult	mice	results	in	increased	activity	levels	and	learning	speed.	However,	research	evidence	with	humans	is	not	sufficient	to	recommend	the	regular,	long-term	use	of	DHEA.	One	of	the	few	long-term	clinical	trials	with	DHEA	gave	older	men	and	women	supplements	for
two	years.	Bone	mineral	density	improved	in	only	one	area	of	several	that	were	measured,	while	insulin	sensitivity,	muscle	strength,	and	quality	of	life	showed	no	gains.	The	authors	recommend	physical	exercise	instead	of	DHEA	to	improve	these	parameters	in	older	adults’	well-being	(Dhatariya	&	Nair,	2003;	Nair	et	al.,	2006).	Caloric	Restriction
Numerous	studies	using	animal	models	(mice,	fruit	flies,	fish)	have	demonstrated	that	reducing	caloric	intake	by	30	to	50	percent	increases	the	life	span	of	experimental	animals	by	as	much	as	50	percent,	because	it	delays	the	onset	of	pathology.	Dietary	restriction	does	not,	however,	include	limiting	nutrients.	Caloric	restriction	(CR)	that	is
accomplished	mostly	through	reducing	fat	intake	is	most	successful	in	extending	the	life	of	experimental	animals	without	causing	malnutrition.	Yet	it	is	evident	from	these	studies	that	the	restriction	of	fat,	protein,	or	carbohydrate	intake	alone	is	not	sufficient;	total	caloric	intake	must	also	be	reduced.	Nor	have	the	same	benefits	been	identified	from
merely	increasing	the	intake	of	antioxidants	or	specific	vitamins.	The	benefits	of	CR	are	greatest	when	it	is	initiated	soon	after	birth;	however,	even	when	mice	were	placed	on	such	diets	in	early	middle	age,	their	average	life	span	increased	by	10	to	20	percent.	This	does	not	mean	that	maximum	life	span	was	increased,	but	that	more	mice	on	CR	lived
longer	than	their	average	life	expectancy	compared	to	the	control	group.	Other	benefits	of	CR	in	studies	using	rodents	include	slowing	the	rate	of	aging,	lower	levels	of	cholesterol	and	fat	tissue,	higher	levels	of	lean	muscle	mass	as	the	animal	aged,	and	higher	levels	of	physical	performance.	In	fact,	CR	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL
AGING	ANTIAGING	AS	BIG	BUSINESS	The	promise	of	extending	the	human	life	span	beyond	the	currently	accepted	120	years	has	spawned	many	new	biotech	companies,	whose	primary	goal	is	to	find	the	ultimate	“antiaging	pill.”	Numerous	biotechnology	companies	are	conducting	research	on	antiaging	chemicals.	The	names	of	the	leading
companies	in	this	field	reflect	their	corporate	mission	and	include	Elixir,	LifeGen,	Longevity,	and	Chronogen.	SOURCE:	The	New	York	Times,	September	21,	2003,	Sect.	3,	pp.	1,	10.	has	even	been	found	to	extend	the	reproductive	capacity	of	female	mice	(McShane,	Wilson,	&	Wise,	1999;	Martini	et	al.,	2008;	You,	Sonntag,	Leng,	&	Carter,	2007).	Until
the	results	of	longitudinal	studies	with	primates	are	available,	these	conclusions	are	not	generalizable	to	humans.	The	first	such	major	study	of	CR	with	primates	is	ongoing	at	the	Baltimore	Longitudinal	Studies	of	the	Gerontology	Research	Center	(Ingram	et	al.,	2004;	Lane	et	al.,	2002;	Messaoudi	et	al.,	2006;	Roth,	Ingram,	&	Lane,	2001).	This	study
has	examined	the	effects	of	feeding	rhesus	monkeys	30	percent	less	than	their	normal	caloric	intake.	After	6	years	on	this	diet,	the	monkeys	showed	higher	activity	levels,	lower	body	temperature,	less	body	fat,	lower	fasting	glucose	and	insulin	levels,	and	a	slower	decline	in	DHEA	levels	produced	by	the	adrenal	glands	than	an	age-matched	control
group	of	monkeys	that	were	fed	freely,	with	no	CR.	Another	study	of	rhesus	monkeys	also	compared	a	group	that	was	fed	a	diet	of	less	than	30	percent	of	their	normal	intake,	enriched	with	vitamins	and	minerals,	with	an	agematched	group	that	was	fed	20	percent	more	than	their	average	intake.	These	animals	were	followed	from	age	6	to	17.	During
that	time,	more	of	the	control	group	monkeys	died;	additionally,	more	experienced	problems	with	glucose	regulation,	progressing	to	diabetes	in	two	animals.	In	general,	muscle	mass	declined	among	the	control	group	animals,	starting	at	age	10.	In	contrast,	CR	animals	retained	more	muscle	mass	even	beyond	age	14	as	they	reached	old	age	(Colman,
Beasley,	Allison,	&	Weindruch,	2008).	These	results	provide	the	first	evidence	in	primates	that	CR	may	delay	the	aging	process	by	slowing	down	metabolism,	thereby	reducing	the	number	of	free	radicals	created	in	the	organism.	Lower	caloric	intake	may	also	maintain	the	production	of	adrenal	steroids,	such	as	DHEA,	without	artificially	replacing
them.	CR	also	reduces	the	growth	of	tumors,	delays	declines	in	kidney	function,	decreases	the	loss	of	muscle	mass,	and	slows	other	age-related	changes	ordinarily	found	in	these	animals.	It	also	delays	the	onset	of	autoimmune	disease,	hypertension,	Type	II	diabetes,	cataracts,	glaucoma,	and	cancers	in	these	animals;	and	it	appears	to	improve	immune
response	and	wound	healing.	In	one	of	the	few	human	studies	of	CR,	18	middle-aged	adults	who	had	reduced	their	calorie	intake	for	an	average	of	6	years	showed	improved	cardiovascular	function	and	lower	blood	pressure,	triglycerides,	low-density	lipids,	glucose,	and	insulin	(Fontana	et	al.,	2004).	Similarly,	a	study	of	36	adults	who	restricted	their
calories	by	25	percent	for	6	months	found	significant	reductions	in	cardiovascular	disease	risk	whether	CR	was	combined	with	aerobic	exercise	or	not	(the	risk	declined	38	percent	and	29	percent,	respectively).	This	occurred	as	a	result	of	its	impact	on	blood	pressure	and	lipid	levels	(Lefevre	et	al.,	2009).	These	studies	offer	evidence	that	CR	may	help
humans	improve	their	active	life	expectancy,	but	further	research	is	needed	to	determine	the	relative	benefits	of	lifelong	CR	versus	starting	in	middle	age	or	later	(Holloszy	&	Fontana,	2007;	Masoro,	2001,	2003;	Mattison	et	al.,	2003;	Miller,	2009).	Antiaging	Compounds	Recent	studies	have	found	that	living	organisms	produce	specific	enzymes	that
can	be	boosted	to	survive	the	damage	caused	by	stressors	such	as	ionizing	radiation,	and	can	delay	cell	death.	Although	this	research	has	focused	on	simple	organisms	such	as	yeast,	fruit	flies,	and	worms	(specifically	the	47	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	nematode	Caenorhabditis	elegans	or	C.	elegans),	the	findings	provide
evidence	that	cellular	enzymes	can	be	boosted	by	compounds	such	as	resveratrol	(Howitz	et	al.,	2003).	Resveratrol	is	a	type	of	polyphenol,	a	chemical	that	is	found	in	red	wine,	and	seems	to	be	responsible	for	the	preventive	benefits	observed	in	red	wine	against	heart	disease.	In	laboratory	studies,	Howitz	and	colleagues	found	that	adding	these
enzyme	boosters	to	yeast	cells	increased	their	life	span	(that	is,	extended	their	length	of	life)	by	70	percent.	A	more	recent	study	by	researchers	at	the	National	Institute	on	Aging	compared	the	effects	of	resveratrol	with	caloric	restriction	on	age-related	changes	in	mice.	They	observed	a	reduction	in	total	cholesterol	and	reduced	inflammation	of	the
heart,	better	bone	health,	enhanced	balance	and	motor	coordination	in	both	groups	of	mice,	compared	with	a	control	group	that	remained	on	a	high-calorie	diet.	In	this	study,	the	lifespan	of	mice	on	resveratrol	did	not	increase	significantly	(Pearson,	et	al.,	2008).	These	findings	may	eventually	lead	to	important	discoveries	that	can	slow	the	aging
process	in	humans,	but	it	will	require	many	more	years	of	research	to	move	beyond	single	cells	and	simple	organisms	to	complex	mammals.	Researchers	with	the	Baltimore	Longitudinal	Studies	are	also	searching	for	a	medication	that	can	alter	cellular	metabolism	to	mimic	the	effects	of	caloric	restriction.	One	such	compound	is	2-deoxyD-glucose
(2DG),	which	is	found	to	reduce	insulin	levels	in	the	blood	and	slow	tumor	growth	in	rodents.	This	compound	causes	cells	to	produce	smaller	amounts	of	glucose	by-products	in	the	same	way	as	caloric	restriction,	and	in	turn	slow	the	formation	of	free	radicals.	Research	with	mice	demonstrates	significant	benefits	in	reducing	blood	glucose,	body
temperature,	and	damage	to	nerve	cells.	However,	the	NIA	researchers	have	also	found	that	2DG	can	have	toxic	effects	in	higher	doses	or	when	used	for	prolonged	periods.	This	may	limit	its	application	to	primates,	but	these	findings	may	open	the	door	to	testing	other	compounds	that	can	mimic	caloric	restriction	(Lane	et	al.,	2002).	Instead	of
“antiaging,”	biogerontologists	today	are	focused	on	prolongevity,	or	the	idea	that	48	PROMISING	RESEARCH	FOR	PROMOTING	HEALTHY	AGING	Resveratrol,	found	in	the	skin	of	grapes	and	in	red	wine,	has	been	offered	as	a	partial	explanation	for	the	“French	paradox,”	the	puzzling	fact	that	people	in	France	enjoy	a	high-fat	diet	yet	suffer	less	heart
disease	than	Americans.	Researchers	have	concluded	that	resveratrol	activates	a	protein,	sirtuin,	which	restores	chromosomes	in	genes,	protecting	them	against	the	effects	of	aging	and	extending	the	life	span,	even	neutralizing	the	risks	of	diabetes	from	an	unhealthy	diet.	While	viewed	as	a	major	landmark	on	the	molecular	genetics	of	aging,	the
findings	should	not	encourage	people	to	think	that	red	wine	could	reverse	the	effects	of	eating	badly.	In	fact,	a	person	would	have	to	drink	at	least	one	hundred	bottles	of	red	wine	a	day	or	take	megadoses	of	resveratrol	supplements	to	reach	the	levels	of	the	substance	given	to	mice.	Scientists	at	this	point	caution	against	taking	large	doses	of
resveratrol	nutritional	supplements	until	more	is	known	about	its	effects	in	humans	and	its	actions	on	genes.	Their	goal	is	to	develop	a	safe	and	effective	form	of	this	product	(Bauer	et	al.,	2006;	Oberdoerffer	et	al.,	2008).	the	length	of	healthy	life	can	be	extended	and	some	diseases	associated	with	aging	eliminated.	This	relates	to	healthy	life	span,	or
the	number	of	years	in	good	health	and	with	quality	of	life.	The	concept	of	prolongevity	does	not	change	the	fundamental	processes	of	aging,	but	may	provide	explanations	rather	than	simply	describing	the	processes	of	aging	(Fishman,	Binstock,	&	Lambrix,	2008;	Hayflick,	2004a,	2004b;	Kirkland	&	Peterson,	2009;	Miller,	2009;	Olshansky,	Hayflick,	&
Carnes,	2002;	Tatar,	2009).	Research	on	Physiological	Changes	with	Age	It	is	difficult	to	distinguish	normal,	age-related	changes	in	many	human	functions	from	changes	that	are	secondary	to	disease	or	other	factors.	Until	the	late	1950s,	much	of	our	knowledge	about	aging	came	from	cross-sectional	comparisons	of	healthy	young	persons	with	older
adults	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	who	had	multiple	chronic	diseases.	These	comparisons	led	to	the	not-surprising	conclusion	that	the	organ	systems	of	older	persons	function	less	efficiently	than	those	of	younger	persons.	Since	the	1950s,	a	series	of	longitudinal	studies	have	been	undertaken	with	healthy	younger	and
middle-aged	persons	to	determine	changes	in	various	physiological	parameters.	The	first	of	these	studies	began	in	1958	at	the	Gerontology	Research	Center	in	Baltimore	(Shock,	1962).	Many	of	the	people	in	the	original	sample	are	still	participating.	Other	researchers	around	the	country	are	examining	physiological	functions	longitudinally.	The
information	that	follows	is	derived	largely	from	their	work.	Aging	in	Body	Composition	In	this	section,	normal	changes	in	the	human	body—both	visible	and	invisible—are	reviewed.	These	include	alterations	in:	•	muscle	mass,	fat	tissue,	and	water	(body	composition)	•	skin	•	hair	Age	25	Although	individuals	vary	greatly	in	body	weight	and	composition,
the	proportion	of	body	weight	contributed	by	water	generally	declines	with	age	for	both	men	and	women:	on	average,	from	60	percent	to	54	percent	in	men,	and	from	52	percent	to	46	percent	in	women	(Blumberg,	1996).	Lean	body	mass	in	muscle	tissue	is	lost,	whereas	the	proportion	of	fat	increases	(see	Figure	1).	This	decline	in	muscle	mass	and
increase	in	fat	is	known	as	sarcopenia.	Because	of	an	increase	in	fibrous	material,	muscle	tissue	loses	its	elasticity	and	flexibility.	After	age	50,	the	number	of	muscle	fibers	steadily	decreases;	muscle	mass	typically	declines	by	40	percent	between	ages	30	and	80	(Rincon,	Muzumdar,	&	Barzilai,	2006).	However,	as	illustrated	by	master	athletes,	older
people	who	maintain	a	vigorous	exercise	program	can	prevent	a	significant	loss	of	muscle	tone.	The	loss	of	muscle	mass	and	water	and	increase	in	fat	tissue	all	have	significant	effects	on	older	adults’	ability	to	metabolize	many	medications,	which	can	lead	to	adverse	reactions	such	as	disorientation,	falls,	and	overmedication.	Some	drugs	are
processed	by	muscle	tissue,	some	in	fat,	and	some	in	water	CHANGES	IN	BODY	COMPOSITION	Age	75	15%	Fat	30%	17%	Tissue	6%	Bone	12%	5%	42%	Intracellular	water	33%	20%	Extracellular	water	20%	FIGURE	1	Distribution	of	Major	Body	Components	SOURCE:	Reprinted	with	permission	from	the	American	Geriatrics	Society.	R.	J.	Goldman,
Speculations	on	vascular	changes	with	age.	(Journal	of	the	American	Geriatrics	Society,	Vol.	18,	1970),	p.	766.	49	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	throughout	the	human	body.	With	the	changes	in	body	composition	described	here,	these	medications	may	remain	in	fat	tissue	longer	than	needed	or	may	be	too	concentrated	relative
to	the	available	water	and	muscle	volume.	These	changes	in	muscle	mass,	water,	and	fat	are	also	associated	with	weight	alterations—	from	increased	weight	for	some	people	in	the	middle	years,	until	after	age	75	when	there	is	a	tendency	toward	lower	weight	and	lower	calorie	intake.	This	is	why	we	rarely	see	people	in	their	80s	and	90s	who	are
obese,	but	at	the	same	time	it	is	rare	to	see	older	adults	with	excellent	muscle	tone.	The	balance	of	sodium	and	potassium	also	changes,	with	the	ratio	of	sodium	increasing	by	20	percent	between	ages	30	and	70,	which	has	implications	for	restricting	salt	intake.	The	changes	in	body	composition	that	we	have	described	have	numerous	implications	for
older	people’s	diets;	although	older	adults	generally	require	fewer	total	calories	per	day	than	active	younger	people,	they	need	to	consume	a	higher	proportion	of	protein,	calcium,	and	vitamin	D	to	offset	the	depletion	of	these	nutrients	and	to	ensure	that	they	obtain	nutrient-rich	calories	(Blumberg,	1996).	However,	many	older	individuals	do	not
change	their	diet	during	the	later	years	unless	advised	specifically	by	a	physician.	LEARNING	FROM	MASTER	ATHLETES	The	National	Senior	Games	Association,	committed	to	promoting	healthy	lifestyles	through	sports	and	fitness,	involves	thousands	of	participants	in	the	Senior	Olympics,	a	state	and	national	competitive	athletics	event.	Older
athletes	defy	expectations	about	inevitable	physiological	decline.	For	example,	an	88-year-old	shot-put	thrower	in	the	1999	Senior	Olympics	claimed	that	his	return	to	competitive	track	and	field	eliminated	his	migraine	headaches.	An	86-year-old	who	played	guard	for	an	NFL	team	in	the	1930s	broke	records	for	his	age	group.	Whether	they	have
maintained	their	physical	activity	levels	since	youth	or	begun	in	middle	or	old	age,	older	master	athletes	can	teach	gerontologists	about	the	effects	of	healthy	lifestyles	on	biological	aging.	50	Others,	especially	those	living	alone,	eat	poorly	balanced	meals.	This	combination	of	poor	nutrition	and	age-associated	changes	in	body	composition	are	found	to
be	linked	to	diabetes	and	cardiovascular	disease,	because	of	alterations	in	carbohydrate	metabolism	and	insulin	resistance	(Rincon	et	al.,	2006).	Changes	in	the	appearance	and	texture	of	skin	and	hair	are	often	the	most	visible	signs	of	aging.	These	also	tend	to	have	deleterious	consequences	on	how	older	people	view	themselves	and	are	perceived	by
others.	The	human	skin	is	unique	among	that	of	all	other	mammals	in	that	it	is	exposed	directly	to	the	elements,	with	no	protective	fur	or	feathers	to	shield	it	from	the	direct	effects	of	sunlight.	In	fact,	ultraviolet	light	from	the	sun,	which	damages	the	elastic	fibers	beneath	the	skin’s	surface,	is	primarily	responsible	for	the	wrinkled,	dried,	and	tougher
texture	of	older	people’s	skin—known	as	photoaging	or	extrinsic	aging.	Indeed,	UV	radiation	may	be	the	main	culprit	in	skin	aging,	suggesting	the	value	of	protecting	the	skin	throughout	the	life	course.	Human	skin	cells	collected	from	exposed	parts	of	the	body	grow	much	more	slowly	than	skin	from	areas	protected	from	the	sun	(e.g.,	underarms).
This	is	evident	when	one	compares	the	appearance	of	the	skin	of	two	75-year-olds:	one	a	retired	farmer	who	has	worked	under	the	sun	most	of	his	life,	the	other	a	retired	office	worker	who	has	spent	most	of	his	years	indoors.	The	farmer	generally	will	have	more	wrinkles,	darker	pigmentation	known	as	melanin	(which	has	been	produced	by	the	body
to	protect	it	from	ultraviolet	rays),	and	drier	skin	with	a	leathery	texture.	He	is	also	more	likely	to	have	so-called	age	spots	or	liver	spots—	harmless	from	a	health	standpoint	but	of	concern	sometimes	for	their	appearance.	As	one	might	expect,	people	who	spend	most	of	their	lives	in	sunny	climates	are	more	prone	to	these	changes.	Concern	about	the
negative	consequences	of	extensive	exposure	to	the	sun	is	more	prevalent	today,	and	people	of	all	ages	are	taking	more	precautions,	such	as	wearing	sunscreen	and	UV-protective	clothing	(Ramirez	&	Schneider,	2003).	CHANGES	IN	THE	SKIN	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	Besides	these	environmental	factors,	the	human
body	itself	is	responsible	for	some	of	the	changes	in	the	skin	with	age.	The	outermost	layer	of	skin,	the	epidermis,	constantly	replenishes	itself	by	shedding	dead	cells	and	replacing	them	with	new	cells.	As	an	individual	gets	older,	the	process	of	cell	replacement	is	slowed,	up	to	50	percent	between	ages	30	and	70.	More	importantly,	the	connective
tissue	that	makes	up	the	second	layer	of	skin,	the	dermis,	thins	because	the	number	of	dermal	cells	diminishes	and	makes	it	less	elastic	with	age.	These	changes	result	in	reduced	elasticity	and	thickness	of	the	outer	skin	layer,	longer	time	required	for	the	skin	to	spring	back	into	shape,	and	increased	sagging	and	wrinkling.	Sometimes	women	in	their
20s	and	30s	may	experience	these	problems	earlier	than	men.	This	is	because	women	tend	to	have	less	oil	in	the	sebaceous	glands.	However,	the	process	of	skin	aging	varies	widely,	depending	on	the	relative	amount	of	oil	in	the	glands,	exposure	to	the	sun,	and	heredity.	Despite	its	changing	appearance,	the	skin	can	still	perform	its	protective
function	throughout	old	age.	Wound	healing	is	also	slower	in	older	persons.	Thus,	people	over	age	65	require	more	time	than	those	under	age	35	to	form	blisters	as	a	means	of	closing	a	wound	and	then	to	grow	new	epithelial	tissue	to	replace	blistered	skin.	This	is	one	of	the	reasons	why	the	bedsores	of	bed-bound	elders	can	take	so	long	to	heal	and
may	prove	deadly.	The	sebaceous	and	sweat	glands,	located	in	the	dermis,	generally	deteriorate	with	age.	Changes	also	occur	in	the	deepest,	or	subcutaneous,	skin	layers,	which	tend	to	lose	fat	and	water.	The	alterations	in	subcutaneous	skin	are	compounded	by	a	reduction	in	the	skin’s	blood	circulation,	which	can	damage	the	effectiveness	of	the
skin’s	temperatureregulating	mechanism	and	make	older	people	more	sensitive	to	hot	and	cold	temperatures.	As	a	result,	an	older	person’s	comfort	zone	for	ambient	temperature	is	generally	three	to	five	degrees	warmer	than	that	for	a	younger	person.	It	also	takes	longer	for	an	older	person	to	adjust	after	being	exposed	to	either	hot	or	cold	extreme
temperatures.	This	leaves	the	older	individual	much	more	vulnerable	to	hypothermia	(low	body	temperature,	sometimes	resulting	in	brain	damage	and	death)	and	hyperthermia	(heat	stroke),	as	evidenced	by	reports	of	increased	accidental	deaths	among	older	adults	during	periods	of	extremely	cold	winter	weather	and	prolonged	heat	spells.	For
example,	the	long	heat	wave	in	Europe	during	August,	2003	claimed	over	15,000	lives	in	France	alone,	most	of	whom	were	older	people	who	lacked	adequate	ventilation	in	their	homes	and	apartments	(In	France,	nothing	gets	in	the	way	of	vacation,	2003).	A	similar	heat	wave	in	Europe	in	July,	2006	resulted	in	a	far	lower	death	rate,	with	only	112
French	elders	dying.	The	lower	death	rate	compared	to	2003	was	attributed	to	better	preparation	by	the	medical	community	and	public	service	announcements	reminding	people	to	stay	indoors	and	drink	plenty	of	water.	To	prevent	hypothermia,	it	is	recommended	that	indoor	temperatures	in	older	people’s	homes	be	set	above	68°F	during	winter
months	and	that	humidity	be	minimized.	Some	older	people	who	are	concerned	about	conserving	energy	and	money	may	set	their	thermostats	below	68°F	and	compensate	by	layering	their	clothes	to	keep	warm.	As	a	preventive	measure,	the	Department	of	Health	and	Human	Services,	as	well	as	many	local	governments,	offers	funds	to	help	low-
income	individuals	pay	for	heating	costs	(NIH,	2006).	CHANGES	IN	THE	HAIR	As	we	age,	the	appearance	and	texture	of	our	hair	changes.	Hair	is	thickest	in	early	adulthood	and	decreases	by	as	much	as	20	percent	in	diameter	by	age	70.	This	is	why	so	many	older	people	have	fine,	limp-looking	hair.	This	change	is	compounded	by	the	increased	loss	of
hair	with	age.	Although	up	to	60	strands	of	hair	are	lost	daily	during	youth	and	early	adulthood,	the	hair	is	replaced	regularly	through	the	action	of	estrogen	and	testosterone.	As	we	age,	however,	more	hairs	are	lost	than	replaced,	especially	in	men.	Some	men	experience	rapid	hair	loss,	leading	to	a	receding	hairline	or	even	complete	baldness	by
their	mid-40s.	Some	older	women	also	find	that	their	hair	thins	so	much	that	they	cannot	hide	bald	spots.	Reasons	for	the	observed	variation	in	hair	loss	are	not	clear,	but	genetic	factors	appear	to	play	a	role.	51	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	Gray	hair	results	from	pigment	loss	in	the	hair	follicles.	As	we	age,	less	pigment	is
produced	at	the	roots.	Eventually,	all	the	hair	becomes	colorless	or	white	in	appearance.	The	gray	color	of	some	people’s	hair	is	an	intermediate	stage	of	pigment	loss.	In	fact,	some	people	may	never	experience	a	total	loss	of	pigment	production	but	will	live	into	an	advanced	old	age	with	relatively	dark	hair.	Others	may	experience	graying	in	their	20s.
In	our	society,	the	graying	of	hair	tends	to	have	more	stigma	associated	with	it	for	women	than	for	men,	and	women	are	more	likely	to	tint	or	color	their	hair.	Changes	in	Organ	Systems	Although	some	change	occurs	with	age	in	all	organ	systems,	this	chapter	focuses	on	alterations	in	the:	•	•	•	•	•	•	•	musculoskeletal	and	kinesthetic	system	respiratory
system	cardiovascular	system	urinary	system	gastrointestinal	system	endocrine	system	nervous	system	CHANGES	IN	THE	MUSCULOSKELETAL	AND	KINESTHETIC	SYSTEM	Stature	or	height	declines	an	average	of	three	inches	with	age,	although	the	total	loss	varies	across	individuals	and	between	men	and	women.	Indeed,	the	Baltimore
Longitudinal	Studies	found	that	a	gradual	reduction	in	height	begins	around	age	30,	averaging	one-sixteenth	inch	per	year.	We	reach	our	maximum	size	and	strength	at	about	age	25,	after	which	our	cells	decrease	steadily	in	number	and	size.	This	decline	occurs	in	both	the	trunk	and	the	extremities,	and	may	be	attributable	to	the	loss	of	bone	mineral
density.	This	loss	is,	in	turn,	is	due	to	a	decline	in	estrogen	levels	with	menopause	in	women.	A	decline	in	testosterone	may	explain	the	similar,	but	less	dramatic,	loss	of	bone	mineral	in	older	men	(Rudman	et	al.,	1991).	The	spine	becomes	more	curved,	and	discs	in	the	vertebrae	become	compacted.	This	is	why	older	people	are	sometimes	described	as
literally	shrinking.	Such	loss	of	height	is	intensified	for	individuals	with	osteoporosis,	a	disease	that	makes	the	bones	less	dense,	more	porous,	and	hence	more	prone	to	fractures.	For	older	people	who	have	no	natural	teeth	remaining,	it	is	not	unusual	to	lose	a	considerable	volume	of	bone	in	the	jaw,	or	alveolar	bone.	This	results	in	a	poor	fit	of
dentures	and	a	painful	feeling	when	chewing	or	biting	with	dentures.	The	loss	of	bone	mass	characteristic	of	osteoporosis	is	INCONGRUENCE	BETWEEN	THE	ENVIRONMENT	AND	OLDER	ADULTS’	MOTOR	FUNCTIONING	AND	BALANCE	With	osteoporosis,	both	trabecular	and	cortical	bones	become	more	brittle	and	lace-like.	©	Nucleus	Medical
Art,	Inc./Alamy	52	Mrs.	Gutiérrez,	age	83,	lives	alone	and	is	determined	to	be	as	autonomous	as	possible.	Her	neighbors	watch	carefully,	however,	when	she	goes	out	to	walk	her	small	dog.	She	shuffles,	moves	very	slowly,	and	often	has	to	stop	and	grab	hold	of	something	to	avoid	falling.	When	her	son	and	daughter-in-law	visit,	they	shudder	when	she
climbs	on	a	stool	to	reach	a	can	or	bottle	on	the	upper	cabinet	shelves.	Her	son	has	tried	to	make	her	home	safer	by	moving	the	food	to	lower	shelves,	putting	grab	bars	in	the	bathroom,	and	removing	throw	rugs.	Such	changes	can	accommodate	normal	age-related	changes	in	her	kinesthetic	and	motor	functioning.	THE	SOCIAL	CONSEQUENCES	OF
PHYSICAL	AGING	not	a	normal	process	of	aging	but	a	disease	that	occurs	more	frequently	among	older	women.	Another	normal	change	with	aging	is	that	shoulder	width	decreases	as	a	result	of	bone	loss,	weakened	muscles,	and	loss	of	elasticity	in	the	ligaments.	This	results	in	reduced	range	of	motion,	making	it	difficult	for	some	older	people	to
reach	high	cupboards	or	turn	their	heads	to	see	cars	behind	them.	Regular	exercise	to	strengthen	shoulder	muscles	can	slow	such	loss	of	upper-body	mobility.	Crush	fractures	of	the	spine	cause	the	vertebrae	to	collapse,	to	such	an	extent	that	over	time,	some	older	people	(especially	women)	appear	to	be	stoopshouldered	or	hunched—a	condition
known	as	kyphosis.	Stiffness	in	the	joints	is	also	characteristic	of	old	age;	this	occurs	because	cartilage	between	the	joints	wears	thin,	and	fluid	that	lubricates	them	decreases.	Strength	and	stamina	also	decline	with	aging.	Maximum	strength	at	age	70	has	been	found	to	be	65	to	85	percent	of	the	maximum	capacity	of	a	25-year-old.	This	drops	to	50
percent	by	age	80,	although	older	persons	who	maintain	an	active	physical	fitness	program	show	much	less	decline	in	strength.	Grip	strength	declines	by	50	percent	in	men	between	age	30	and	75,	and	to	a	lesser	degree	in	women	(Frontera	et	al,	2008;	Jansen	et	al,	2008).	The	kinesthetic	system	lets	an	individual	know	his	or	her	position	in	space;
adjustments	in	body	position	become	known	through	kinesthetic	cues.	Because	of	age-related	changes	in	the	central	nervous	system—which	controls	the	kinesthetic	mechanism—as	well	as	muscle	weakness,	diminished	vision,	and	spinal	injury,	older	people	demonstrate	a	decreased	ability	to	orient	their	bodies	in	space	and	to	detect	externally	induced
changes	in	body	position.	Other	physiological	and	disease-related	changes,	such	as	damage	to	the	inner	ear,	may	exacerbate	this	problem.	Older	persons	need	more	external	cues	to	orient	themselves	in	space,	because	they	can	be	incorrect	by	5	to	20	degrees	in	estimating	their	position	compared	to	younger	people.	If	both	visual	and	surface	cues	of
position	are	lost,	older	people	experience	postural	sway	or	inability	to	maintain	a	vertical	stance.	This	is	why	healthy	older	adults	may	complain	that	“things	are	spinning.”	Not	surprisingly,	these	alterations	in	motor	functioning	and	in	the	kinesthetic	system	result	in	greater	caution	among	older	adults,	who	then	tend	to	take	slower,	shuffling,	and	more
deliberate	steps.	Older	people	are	more	likely	to	seek	external	spatial	cues	and	supports	while	walking.	As	a	result,	they	are	less	likely	to	go	outside	in	inclement	weather	for	fear	of	slipping	or	falling.	Some	may	complain	of	dizziness	and	vertigo.	These	normal,	age-related	changes	combined	with	the	problems	of	slower	reaction	time,	muscle	weakness,
and	reduced	visual	acuity	make	it	far	more	likely	that	older	people	will	fall	and	injure	themselves.	However,	attempts	to	improve	balance	through	general	and	aerobic	exercise,	lifting	weights,	yoga,	and	Tai	Chi,	and	systematic	programs	to	increase	visual	cues	are	effective	in	enhancing	the	postural	stability	of	healthy	older	persons	(Nikolaus	&	Bach,
2003;	Wolf	et	al.,	2003).	Somesthetic,	or	touch,	sensitivity	also	deteriorates	with	age.	This	is	partially	due	to	changes	in	the	skin	and	to	age-related	loss	in	the	number	of	nerve	endings.	Reduced	touch	sensitivity	is	especially	prevalent	in	the	fingertips,	palms,	and	lower	extremities.	Age	differences	in	touch	sensitivity	of	the	fingertips	are	much	more
dramatic	than	CHANGES	IN	THE	SENSE	OF	TOUCH	POINTS	TO	PONDER	Look	around	your	own	home	or	your	parents’	home.	What	physical	factors	can	you	identify	that	would	be	a	hazard	for	an	80-year-old	woman	living	there?	Think	about	lighting,	stairs,	floors,	cabinets,	and	so	on.	What	changes	could	make	the	home	congruent	with	an	older
person’s	needs?	53	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	those	in	the	forearm.	Using	two-point	discrimination	tests	(i.e.,	the	minimum	distance	at	which	the	subject	detects	the	two	points	of	a	caliper),	researchers	have	found	that	older	persons	need	two	to	four	times	the	separation	of	two	points	that	younger	persons	do.	This	has
significant	implications	for	daily	tasks	that	require	sensitivity	of	the	fingertips,	such	as	selecting	medications	from	a	pillbox.	Pain	perception	is	an	important	aspect	of	touch	sensitivity.	Older	adults	are	less	able	to	discriminate	among	levels	of	painful	stimuli	than	younger	persons.	One	reason	for	this	may	be	that	nerve	cells	in	the	skin	become	less
efficient	with	age.	As	a	result,	burns	are	often	more	serious	in	older	people	because	they	do	not	respond	to	the	heated	object	or	flame	until	it	is	too	late.	The	distinction	between	pain	perception	and	pain	behavior	is	a	critical	one.	Tolerance	for	pain	is	a	subjective	experience,	which	may	be	related	to	cultural,	gender,	and	personality	factors.	Increased
complaints	of	pain	may	be	a	function	of	depression	and	psychosomatic	needs	in	some	older	people.	On	the	other	hand,	some	individuals	may	attempt	to	minimize	their	pain	by	not	reporting	above-threshold	levels	of	unpleasant	stimuli.	This	is	consistent	with	a	frequently	observed	attitude	among	many	older	adults	that	pain,	illness,	and	discomfort	are
inevitable	corollaries	of	aging	and	“just	something	to	live	with.”	In	fact,	most	elders	probably	underreport	actual	pain	experienced.	For	example,	an	older	person	may	not	report	symptoms	of	a	heart	attack	unless	or	until	it	is	severe.	This	has	significant	implications	for	health-seeking	behaviors.	Almost	every	organ	system	shows	some	decline	in
functional	(or	reserve)	capacity	with	age,	as	illustrated	by	several	physiological	indices	in	Figure	2.	It	is	important	to	keep	in	mind	that	this	graph	is	based	on	cross-sectional	data	collected	from	healthy	men	in	these	age	groups;	CHANGES	IN	THE	RESPIRATORY	SYSTEM	54	results	from	the	Baltimore	Longitudinal	Studies	of	Aging	show	more
variability	when	longitudinal	data	for	each	cohort	are	examined.	On	average,	many	organ	systems	show	a	functional	decline	of	about	1	percent	per	year	after	age	30.	Complex	functions	that	require	the	integration	of	multiple	systems	experience	the	most	rapid	decline.	For	example,	maximum	breathing	capacity—which	requires	coordination	of	the
respiratory,	nervous,	and	muscular	systems—is	greatly	reduced.	Accordingly,	normal	changes	in	the	respiratory	and	cardiovascular	system	become	most	evident	with	age.	These	changes	are	responsible	for	an	individual’s	declining	ability	to	maintain	physical	activity	for	long	periods	and	the	increasing	tendency	to	fatigue	easily.	With	aging,	the
muscles	that	operate	the	lungs	lose	elasticity	so	that	respiratory	efficiency	is	reduced.	Gradual	declines	in	organ	function	are	caused	by	increasing	rates	of	cell	loss	and	the	inability	of	tissues	to	repair	themselves	with	aging,	resulting	in	impaired	replication	and	reserve	capacity	of	the	organ.	Indeed,	this	loss	of	reserve	capacity	with	aging	may	be
responsible	for	some	diseases	associated	with	aging	(Hornsby,	2001).	Nevertheless,	exercise	can	sometimes	slow	the	loss	of	reserve	capacity.	Vital	capacity,	or	the	maximum	amount	of	oxygen	that	can	be	brought	into	the	lungs	with	a	deep	breath,	declines	as	people	age.	The	average	decline	for	men	is	estimated	to	be	50	percent	between	ages	25	and
70,	or	a	decrease	from	six	quarts	of	air	to	three	quarts.	Breathing	may	become	more	difficult	after	exercise,	such	as	climbing	up	several	flights	of	stairs,	but	it	does	not	necessarily	impair	the	older	person’s	daily	functions.	It	may	simply	mean	that	the	person	has	to	move	more	slowly	or	rest	on	the	stairway	landing.	However,	the	rate	of	decline	in	vital
capacity	is	slower	in	physically	active	men	than	in	healthy	but	sedentary	men.	A	longitudinal	study	that	followed	well-trained	endurance	athletes	(average	age	62	at	baseline)	and	a	control	group	of	sedentary	men	(average	age	61	at	baseline)	over	8	years	suggests	that	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	FIGURE	2	Aging	in	Organ
Systems	SOURCE:	Courtesy	of	Dr.	Jeffrey	Metter,	National	Institute	on	Aging,	Baltimore	Longitudinal	Studies	on	Aging	2009.	aging	per	se	plays	only	a	small	role	in	the	decline	of	the	respiratory	system:	•	The	maximum	volume	of	oxygen	declined	in	master	athletes	by	5.5	percent	•	The	maximum	volume	of	oxygen	decreased	in	sedentary	men	by	12
percent	(Rogers	et	al.,	1990)	Of	all	the	organ	systems,	the	respiratory	system	suffers	the	most	punishment	from	environmental	pollutants	and	infections.	This	makes	it	difficult	to	distinguish	normal,	age-related	changes	from	pathological	or	environmentally	induced	diseases.	Cilia,	which	are	hairlike	structures	in	the	airways,	are	reduced	in	number
and	less	effective	in	removing	foreign	matter,	which	diminishes	the	amount	of	oxygen	available.	This	decline,	combined	with	reduced	muscle	strength	in	the	chest	that	impairs	cough	efficiency,	makes	older	adults	more	susceptible	to	chronic	bronchitis,	emphysema,	and	pneumonia.	Older	people	can	avoid	serious	loss	of	lung	function	by	remaining
active,	pacing	their	tasks,	taking	part	in	activities	that	do	not	demand	too	much	exertion,	and	avoiding	strenuous	physical	activity	on	days	when	the	air	quality	is	poor.	CARDIOVASCULAR	CHANGES	AND	THE	EFFECTS	OF	EXERCISE	Structural	changes	in	the	heart	and	blood	vessels	include	a	reduction	in	bulk,	a	replacement	of	heart	muscle	with	fat,
a	loss	of	elastic	tissue,	and	an	increase	in	collagen.	Within	the	muscle	fibers,	an	age	pigment	composed	of	fat	and	protein,	55	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	known	as	lipofuscin,	may	take	up	5	to	10	percent	of	the	fiber	structure.	These	changes	produce	a	loss	of	elasticity	in	the	arteries,	weakened	vessel	walls,	and	varicosities,
or	an	abnormal	swelling	in	veins	that	are	under	high	pressure	(e.g.,	in	the	legs).	In	addition	to	loss	of	elasticity,	the	arterial	and	vessel	walls	become	increasingly	lined	with	lipids	(fats),	creating	the	condition	of	atherosclerosis,	which	makes	it	more	difficult	for	blood	to	be	pumped	through	the	vessels	and	arteries.	This	buildup	of	fats	and	lipids	occurs
to	some	extent	with	normal	aging,	but	it	is	exacerbated	in	some	individuals	whose	diet	includes	large	quantities	of	saturated	fats.	Biking	can	help	maintain	respiratory	and	cardiovascular	function.	Photodisc/Getty	Images	56	Blood	pressure	is	expressed	as	the	ratio	of	systolic	to	diastolic	pressure.	The	former	refers	to	the	level	of	blood	pressure	(in
millimeters)	during	the	contraction	phase	(systole),	whereas	the	latter	refers	to	the	stage	when	the	chambers	of	the	heart	are	filling	with	blood.	For	example,	a	blood	pressure	of	120/80	indicates	that	the	pressure	created	by	the	heart	to	expel	blood	can	raise	a	column	of	mercury	120	millimeters.	During	diastole,	in	this	example,	the	pressure	produced
by	blood	rushing	into	the	heart	chambers	can	raise	a	column	of	mercury	80	millimeters.	In	normal	aging	(i.e.,	no	signs	of	cardiovascular	disease),	systolic	blood	pressure	increases	somewhat,	but	the	diastolic	blood	pressure	does	not	(see	Figure	3).	Extreme	elevation	of	blood	pressure	is	not	normal	and	is	associated	with	unhealthy	diet,	obesity,	and	an
inactive	lifestyle,	all	of	which	have	negative	cumulative	effects	over	the	years.	Heart	rate	varies	from	person	to	person,	remaining	relatively	high	in	physically	active	elders.	Resting	heart	rates	also	decrease	with	aging,	although	physically	well-conditioned	older	people	tend	to	have	heart	rates	more	similar	to	the	average	younger	person.	These
changes	in	the	heart	and	lungs	cause	them	to	be	less	efficient	in	utilizing	oxygen.	This,	in	turn,	reduces	an	individual’s	capacity	to	maintain	physical	activity	for	long	periods.	Nevertheless,	physical	training	for	older	persons	can	significantly	reduce	blood	pressure	and	increase	their	aerobic	capacity	(Vincent	et	al.,	2002).	Studies	of	master	athletes
show	that	physical	training	results	in	a	greater	volume	of	oxygen,	more	lean	body	weight,	reduced	levels	of	low	density	lipoprotein	(LDL)	cholesterol,	also	known	as	“bad	cholesterol,”	and	higher	levels	of	high-density	lipoprotein	(HDL),	or	good	cholesterol,	than	is	found	in	sedentary	older	persons.	However,	these	levels	in	master	athletes	are	worse
than	in	younger	athletes,	underscoring	the	reality	that	normal	changes	in	the	body’s	physiology	and	their	effects	on	its	operation	cannot	be	eliminated	completely.	For	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	Systolic	blood	pressure	(mmHg)	150	140	130	120	0	30	40	50	60	70	80	Age	(years)	FIGURE	3	Effect	of	Age	on	Systolic	Blood
Pressure	SOURCE:	J.	D.	Tobin,	Physiological	indices	of	aging.	In	D.	Danon,	N.	W.	Shock,	and	M.	Marois	(Eds.),	Aging:	A	challenge	in	science	and	society,	Vol.	1	(New	York:	Oxford	University	Press,	1981).	example,	world-class	sprinters	are	generally	in	their	late	teens	or	early	20s,	but	marathon	runners	are	normally	in	their	late	20s	or	early	30s,
because	strength	and	neuromuscular	coordination	peak	earlier	than	stamina.	After	age	30,	running	speed	declines	by	a	few	percent	each	year	(Hayflick,	1996).	Nevertheless,	moderate	exercise—such	as	a	brisk	walk	3	to	4	times	per	week,	yard	work,	or	even	housework—appears	to	slow	down	these	age-related	changes.	Aerobic	capacity,	as	measured
by	maximum	volume	of	oxygen	intake,	is	found	to	increase	significantly	among	older	persons	after	24	weeks	of	low-intensity	or	highintensity	training	(e.g.,	walking	vs.	jogging	for	30	minutes).	Both	low-	and	high-intensity	exercise	resulted	in	improved	aerobic	capacity	(Vincent	et	al.,	2002).	However,	high-intensity	training	can	also	lead	to	more
orthopedic	injuries	than	low-intensity	training.	For	this	reason,	walking	may	be	the	best	exercise	for	improving	aerobic	capacity	in	many	older	adults.	It	should	be	noted	that	exercise	by	itself	may	not	be	sufficient	for	reducing	LDL	cholesterol	levels	in	the	blood,	which	is	associated	with	heart	disease.	Instead,	reduced	intake	of	animal	fats,	tropical	oils,
transfats,	and	refined	carbohydrates	appears	to	be	essential	for	lowering	these	elements	in	the	blood.	Although	there	are	limitations,	such	findings	justify	optimism	that	physical	health	can	be	considerably	improved	through	lifestyle	changes,	even	after	age	65	and	well	into	one’s	80s.	Aerobic	exercise	and	a	healthy	lifestyle	can	significantly	HOW	TO
CALCULATE	MAXIMUM	ACHIEVABLE	HEART	RATE	The	maximum	heart	rate	achievable	by	sustained	exercise	is	directly	associated	with	age.	An	easy	way	to	calculate	this	is:	220	minus	age	in	years.	For	example:	•	For	a	25-year-old,	220	-	25		195	beats	per	minute	•	For	a	70-year-old,	220	-	70		150	beats	per	minute	57	THE	SOCIAL
CONSEQUENCES	OF	PHYSICAL	AGING	AN	OLDER	ADULT	CAN	IMPROVE	CARDIOVASCULAR	FUNCTION	AN	OLDER	WOMAN	WITH	BLADDER	CONTROL	PROBLEMS	Mrs.	Carson	had	gained	weight	after	retiring	at	age	66.	She	was	never	very	interested	in	exercise.	However,	a	medical	checkup	at	age	68	revealed	high	LDL	and	total	cholesterol,
as	well	as	marginally	high	blood	pressure.	She	began	an	exercise	program	of	walking	30	minutes,	five	times	weekly,	and	cut	down	her	intake	of	red	meat.	After	6	months	she	had	lost	10	pounds,	her	blood	lipids	were	in	the	normal	range,	and	her	blood	pressure	was	120/70,	ideal	for	a	woman	her	age.	Mrs.	RedHorse,	age	75,	has	experienced	increasing
problems	with	urinary	incontinence,	especially	since	she	began	using	diuretics	for	her	high	blood	pressure.	This	has	forced	her	to	curtail	many	of	her	favorite	activities,	such	as	her	daily	walks	with	her	dog,	overnight	visits	to	her	daughter’s	home,	shopping	trips	to	the	mall,	and	her	afternoon	tea	breaks.	She	feels	frustrated	and	is	too	embarrassed	to
talk	with	her	physician	or	daughter	about	this	problem.	increase	active	life	expectancy	by	postponing	and	shortening	the	period	of	morbidity	(e.g.,	days	of	sickness)	that	one	can	expect	in	the	later	years.	Both	kidney	and	bladder	functions	change	with	age.	The	kidneys	play	an	important	role	in	regulating	the	body’s	internal	chemistry	by	filtering	blood
and	urine	through	an	extraordinary	system	of	tubes	and	capillaries,	known	as	glomeruli.	As	blood	passes	through	these	filters,	it	is	cleaned,	and	the	necessary	balance	of	ions	and	minerals	is	restored.	In	the	process,	urea	(e.g.,	water	and	waste	materials)	is	collected	and	passed	through	the	ureter	and	the	bladder,	where	it	is	excreted	in	the	form	of
urine.	With	age,	the	kidneys	decrease	in	volume	and	weight,	and	the	total	number	of	glomeruli	correspondingly	decreases	by	30	percent	from	age	30	to	age	65.	The	kidneys	also	lose	their	capacity	to	absorb	glucose,	as	well	as	their	concentrating	and	diluting	ability.	This	contributes	to	increased	problems	with	dehydration	and	hyponatremia	(i.e.,	a	loss
of	salt	in	the	blood).	Of	all	organ	systems,	renal	function—	defined	by	the	rate	at	which	blood	is	filtered	through	the	kidneys—deteriorates	most	dramatically	with	age,	irrespective	of	disease.	These	changes	have	significant	implications	for	an	older	person’s	tolerance	for	certain	medications	CHANGES	IN	THE	URINARY	SYSTEM	58	such	as	penicillin,
tetracycline,	digoxin,	and	others	that	are	cleared	by	glomerular	filtration.	The	drugs	remain	active	longer	in	an	older	person’s	system	and	may	be	more	potent	than	in	a	younger	person,	indicating	a	need	to	reduce	drug	dosage	and	frequency	of	administration.	Compounding	this	problem,	bladder	function	also	deteriorates	with	age.	The	capacity	of	the
bladder	may	be	reduced	by	as	much	as	50	percent	in	some	older	persons.	At	the	same	time,	however,	the	sensation	of	needing	to	empty	the	bladder	is	delayed.	The	latter	condition	may	be	more	a	function	of	central	nervous	system	dysfunction	than	changes	in	the	bladder.	As	a	result,	urinary	incontinence	is	common	in	older	adults.	As	many	as	30
percent	of	older	people	living	in	the	community	and	at	least	50	percent	of	those	in	nursing	homes	suffer	from	difficulties	with	bladder	control.	The	problem	may	be	made	worse	by	a	stroke,	dementia,	or	other	diseases	associated	with	the	nervous	system,	such	as	Parkinson’s	(Pringle-Specht,	2005;	Thom	&	Brown,	1998).	Because	of	changes	in	the
kidney	and	the	bladder,	older	people	may	be	more	sensitive	to	the	effects	of	alcohol	and	caffeine.	Both	of	these	substances	inhibit	the	production	of	a	hormone	that	regulates	urine	production.	This	hormone,	known	as	antidiuretic	hormone	(ADH),	ordinarily	signals	to	the	kidneys	when	to	produce	urine	in	order	to	keep	the	body’s	chemistry	balanced.
When	it	is	temporarily	inhibited	by	the	consumption	of	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	alcohol,	coffee,	or	tea,	the	kidneys	no	longer	receive	messages	and,	as	a	result,	produce	urine	constantly.	This,	in	turn,	dehydrates	the	body.	It	appears	that	ADH	production	is	slowed	with	aging,	so	substances	that	inhibit	its	production
increase	the	load	on	the	kidneys	and	the	bladder.	These	changes	can	force	older	people	to	avoid	social	outings—even	a	trip	to	the	grocery	store—	out	of	fear	that	they	may	not	have	access	to	a	bathroom.	Unfortunately,	because	of	the	social	stigma	associated	with	incontinence,	older	adults	may	be	reticent	about	mentioning	such	problems	to	their
physician	or	family	members.	Relatives	may	be	puzzled	as	to	why	their	previously	active	elder	is	now	isolating	herself.	CHANGES	IN	THE	GASTROINTESTINAL	SYSTEM	The	gastrointestinal	system	includes	the	esophagus,	stomach,	intestines,	colon,	liver,	and	biliary	tract.	Although	the	esophagus	does	not	show	age-related	changes	in	appearance,
some	functions	show	alterations.	These	may	include	a	decrease	in	the	contraction	of	the	muscles	and	more	time	for	the	cardiac	sphincter	(a	valve-like	structure	that	allows	food	to	pass	into	the	stomach)	to	open,	thus	taking	more	time	for	food	to	be	transmitted	to	the	stomach.	The	result	of	these	changes	may	be	a	sensation	of	being	full	before	having
consumed	a	complete	meal.	This,	in	turn,	may	reduce	the	pleasure	a	person	derives	from	eating	and	result	in	inadequate	nutrient	intake.	The	sensation	also	explains	why	older	people	may	appear	to	eat	such	small	quantities	at	mealtimes.	Secretion	of	digestive	juices	in	the	stomach	apparently	diminishes	after	age	50,	especially	among	men.	As	a	result,
older	people	are	more	likely	to	experience	the	condition	of	atrophic	gastritis,	or	a	chronic	inflammation	of	the	stomach	lining.	Gastric	ulcers	are	more	likely	to	occur	in	middle	age	than	in	old	age,	but	older	people	are	at	greater	risk	for	colon	and	stomach	cancer.	Because	of	this	risk,	older	people	who	complain	of	gastrointestinal	discomfort	should	be
urged	to	seek	medical	attention	for	the	problem,	instead	of	relying	on	home	remedies	or	over-the-counter	medications	for	heartburn	or	digestive	problems.	As	with	many	other	organs	in	the	human	body,	the	small	and	large	intestines	decrease	in	weight	after	age	40.	There	are	also	functional	changes	in	the	small	intestine,	where	the	number	of
enzymes	is	reduced,	and	simple	sugars	are	absorbed	more	slowly,	resulting	in	diminished	efficiency	with	age.	The	smooth	muscle	content	and	tone	in	the	wall	of	the	colon	also	decrease.	Anatomical	changes	in	the	large	intestine	are	associated	with	the	increased	incidence	of	chronic	constipation	in	older	persons.	Behavioral	factors	are	probably	more
critical	than	organic	causes	of	constipation,	however.	Spasms	of	the	lower	intestinal	tract	are	an	example	of	the	interaction	of	physiological	with	behavioral	factors.	Although	they	may	occur	at	any	age,	such	spasms	are	more	common	among	older	persons.	These	spasms	are	a	form	of	functional	disorder—that	is,	a	condition	without	any	organic	basis,
often	due	to	psychological	factors.	Many	gastrointestinal	conditions	that	afflict	older	people	are	unrelated	to	the	anatomical	changes	described	previously.	Nevertheless,	they	are	very	real	problems	to	older	people	who	experience	them.	For	these	reasons,	many	physicians	routinely	do	a	complete	checkup,	including	a	colonoscopy,	of	the
gastrointestinal	system	in	their	patients	age	50	and	older,	every	2	to	3	years.	The	liver	also	grows	smaller	with	age,	by	about	20	percent,	although	this	does	not	appear	to	have	much	influence	on	its	functions.	However,	the	ability	to	process	medications	that	are	dependent	on	liver	function	does	deteriorate.	Jaundice	occurs	more	frequently	in	older
people	and	may	be	due	to	changes	in	the	liver	or	the	obstruction	of	bile	in	the	gall	bladder.	In	addition,	high	alcohol	consumption	may	put	excessive	strain	on	the	older	person’s	liver,	resulting	in	the	often-deadly	disease	of	cirrhosis	of	the	liver.	59	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	CHANGES	IN	THE	ENDOCRINE	SYSTEM	The
endocrine	system	is	made	up	of	cells	and	tissues	that	produce	a	variety	of	hormones.	One	of	the	most	obvious	age-related	changes	in	the	endocrine	system	is	menopause,	resulting	in	a	reduced	production	of	two	important	hormones	in	women—estrogen	and	progesterone.	Many	other	hormones	besides	estrogen	and	progesterone	also	decline	with
aging.	These	include	testosterone,	thyroid,	growth	hormones,	and	insulin.	Changes	in	insulin	levels	with	aging	may	affect	the	older	person’s	ability	to	efficiently	metabolize	glucose	in	the	diet,	resulting	in	high	blood	sugar	levels.	It	is	unclear	if	the	changes	in	hormone	production	are	a	cause	or	an	effect	of	aging.	Nevertheless,	much	of	the	research
aimed	at	reversing	or	delaying	aging	has	focused	on	replacing	other	hormones	whose	levels	decline	with	aging.	As	noted	earlier,	some	support	for	hormone	replacement	is	found	in	animal	studies;	for	example,	by	stimulating	the	hypothalamus	in	the	brain	(which	produces	growth	hormones)	of	old	female	rats,	researchers	activated	the	development	of
eggs	and	increased	protein	synthesis	in	these	animals.	Thyroid	hormones	administered	to	old	rats	have	been	found	to	increase	the	size	of	the	thyroid	and	the	efficiency	of	their	immune	systems	(Hayflick,	1996).	Many	complex	changes	occur	in	the	immune	system	with	aging.	The	concept	of	immunosenescence	implies	that	aging	results	in	a	significant
decline	of	the	immune	system,	increasing	the	older	person’s	susceptibility	to	infectious	disease	and	risk	of	death.	However,	recent	research	findings	contradict	the	prevailing	wisdom	that	the	aging	process	always	results	in	deterioration	or	immunodeficiency	(i.e.,	an	inadequate	response	to	infectious	organisms).	Studies	of	centenarians	show	highly
effective	immune	responses	when	compared	to	some	young-old	persons	(Effros,	2001;	Solana,	2003).	Nevertheless,	the	fact	that	most	deaths	in	people	age	80	and	older	are	caused	by	infections	implicates	failure	of	the	immune	system	in	these	cases.	This	may	be	because	of	the	lower	production	and	poorer	response	of	CHANGES	IN	THE	IMMUNE
SYSTEM	60	T-cells,	B-cells,	and	lymphocytes	with	aging.	Declines	in	these	critical	cells	for	creating	antibodies	to	infectious	organisms	are	aggravated	by	a	reduction	in	CD3,	CD4,	CD8,	and	CD28	molecules	that	are	critical	as	a	secondary	activator	signal	for	T-cells.	The	variation	across	organ	systems	in	cellular	composition	is	noteworthy.	Although
healthy	adults	show	declines	in	the	production	of	these	cells	in	blood,	T	cells	in	the	tonsils	and	spleen	actually	increase	with	age.	Based	on	studies	of	old	and	young	mice,	aging	appears	to	cause	a	qualitative	change	in	immune	responses.	The	quantity	of	antibody	production	may	be	high,	but	it	is	activated	more	slowly	and	less	efficiently	in	older
animals.	Age-related	changes	in	some	physiological	processes—such	as	a	decline	in	lipid	metabolism	and	pulmonary	function,	reduced	acid	secretion	in	the	gut,	and	delines	in	sex	hormones—may	all	influence	immune	function.	As	noted	in	the	description	of	biological	theories	of	aging,	altered	immune	function	is	linked	to	many	age-related	illnesses,
including	prostate	and	skin	cancers	as	well	as	cardiovascular	disease.	More	research	is	needed	with	long-lived	animals	such	as	rhesus	monkeys	to	test	interventions	against	these	diseases	and	pathogens	that	cause	infections	in	humans	(Swain	&	Nikolich-Zugich,	2009).	CHANGES	IN	THE	NERVOUS	SYSTEM	The	brain	is	composed	of	billions	of
neurons,	or	nerve	cells,	and	billions	of	glial	cells	that	support	these.	We	lose	some	of	both	types	of	cells	as	we	grow	older.	Neuronal	loss	begins	at	age	30,	well	before	the	period	termed	“old.”	It	is	compounded	by	alcohol	consumption,	cigarette	smoking,	and	breathing	polluted	air.	The	frontal	cortex	experiences	a	greater	loss	of	cells	than	other	parts	of
the	brain.	A	moderate	degree	of	neuronal	loss	does	not	create	a	major	decline	in	brain	function,	however.	In	fact,	contrary	to	popular	belief	and	common	jokes	about	neuronal	loss,	we	can	function	with	fewer	neurons	than	we	have,	so	their	loss	is	not	the	reason	for	mild	forgetfulness	in	old	age.	Even	in	the	case	of	Alzheimer’s	disease	and	other	THE
SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	dementias,	severe	loss	of	neurons	may	be	less	significant	than	changes	in	brain	tissue,	blood	flow,	and	receptor	organs	(Thomas	et	al.,	1996).	Other	aging-related	changes	in	the	brain	include	a	reduction	in	its	weight	by	10	percent,	an	accumulation	of	lipofuscin	(i.e.,	an	age	pigment	composed	of	fat
and	protein),	and	slower	transmission	of	information	from	one	neuron	to	another.	The	reduction	in	brain	mass	occurs	in	all	species	and	is	probably	due	to	loss	of	fluids.	The	gradual	buildup	of	lipofuscin,	which	has	a	yellowish	color,	causes	the	outer	cortex	of	the	brain	to	take	on	a	yellow-beige	color	with	age.	As	with	the	moderate	loss	of	neurons,	these
changes	do	not	appear	to	alter	brain	function	in	old	age.	That	is,	difficulties	in	solving	problems	or	remembering	dates	and	names	cannot	be	attributed	to	these	slight	alterations	in	the	size	and	appearance	of	the	brain.	Indeed,	research	comparing	age-related	changes	in	brain	structures	of	healthy	men	and	women	shows	that	men	experience	greater
loss	of	cerebrospinal	fluid	volume,	but	this	does	not	translate	to	any	greater	or	less	change	in	memory	or	learning	among	men	with	normal	aging	(Coffey	et	al.,	1998).	Age-related	changes	in	neurotransmitters	and	in	the	structure	of	the	synapse	(the	junction	between	any	two	neurons)	are	shown	to	impair	cognitive	and	motor	function.
Electroencephalograms,	or	readings	of	the	electrical	activity	of	the	brain,	demonstrate	a	slower	response	in	older	brains	than	in	the	young.	These	changes	may	be	at	least	partially	responsible	for	the	increase	in	reaction	time	with	age.	The	Baltimore	Longitudinal	Studies	of	Aging	found	that	reaction	time	declines	by	as	much	as	20	percent	between	age
20	and	60	(Hayflick,	1996).	Neuronal	loss	and	reduced	blood	flow	may	slow	reaction	time.	Reaction	time	is	a	complex	product	of	multiple	factors,	primarily	the	speed	of	conduction	and	motor	function,	both	of	which	are	slowed	by	the	increased	time	needed	to	transmit	messages	at	the	synapses.	The	reduced	speed	with	which	the	nervous	system	can
process	information	or	send	signals	for	action	is	a	fairly	widespread	concern,	even	in	middle	age	when	people	begin	to	notice	lagging	reflexes	and	reaction	time.	As	a	result,	such	tasks	as	responding	to	a	telephone	or	doorbell,	crossing	the	street,	completing	a	paper-and-pencil	test,	or	deciding	among	several	alternatives	generally	take	longer	for	older
people	than	for	the	young.	Most	people	adjust	to	these	changes	by	creatively	modifying	their	physical	environment	or	personal	habits,	such	as	allowing	more	time	to	do	a	task	and	avoiding	rush	situations;	for	example:	•	leaving	the	house	one	hour	before	an	appointment	instead	of	the	usual	15	minutes	•	shopping	for	groceries	in	smaller	stores	and
when	they	are	not	crowded	•	avoiding	freeway	driving	Such	person–environment	adaptations	are	perhaps	most	pronounced	in	the	tasks	associated	with	driving.	The	older	driver	tends	to	be	more	cautious,	to	slow	down	well	in	advance	of	a	traffic	signal,	to	stay	in	the	slower	lane,	and	to	avoid	driving	during	rush	hour.	Despite	this	increased	caution,
accident	rates	are	high	among	older	drivers,	as	discussed	in	the	next	chapter.	Changes	in	the	central	nervous	system	that	accompany	aging	also	affect	the	senses	of	hearing,	taste,	smell,	and	touch.	Despite	these	alterations,	intellectual	and	motor	function	does	not	appear	to	deteriorate	significantly	with	age.	The	brain	has	tremendous	reserve	capacity
that	takes	over	as	losses	begin.	It	is	only	when	neuronal	loss,	inadequate	function	of	neurotransmitters,	and	other	structural	changes	are	severe	that	the	older	person	experiences	significant	loss	of	function.	Changes	in	Sleep	Patterns	with	Aging	Older	people	often	complain	that	they	can	no	longer	sleep	well,	with	up	to	40	percent	in	community
surveys	complaining	of	sleep	problems.	These	complaints	have	a	basis	in	biological	changes	that	occur	with	aging.	Results	of	laboratory	studies	of	sleep-wake	patterns	of	adults	61	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	TIPS	FOR	IMPROVING	SLEEP	Sleep	disturbances	can	be	alleviated	by	improving	one’s	sleep	hygiene.	These	include:
•	increasing	physical	exercise	during	the	day	•	increasing	exposure	to	natural	light	during	the	day	•	reducing	the	intake	of	caffeine	and	other	stimulants	•	avoiding	napping	during	the	day	•	improving	the	sleeping	environment	(e.g.,	a	quieter	bedroom	with	heavy	curtains	to	block	out	the	light,	because	exposure	to	light	can	change	circadian	rhythms)
(Vitiello,	1996)	have	consistently	revealed	normal	age-related	changes	in	electroencephalogram	(EEG)	patterns,	sleep	stages,	total	sleep	time,	and	sleep	efficiency,	with	a	longer	time	to	fall	asleep	(latency)	and	increasing	episodes	of	waking	at	night	(Lesage	&	Scharf,	2007;	Ohayon	et	al.,	2004;	Vitiello,	Larsen,	&	Moe,	2004).	Sleep	progresses	over	five
stages:	•	non-REM	sleep;	i.e.,	no	rapid	eye	movements	during	sleep	(stages	1–4)	•	REM	(rapid	eye	movement)	sleep	(stage	5)	Sleep	stages	occur	in	a	linear	pattern	from	stage	1	through	stage	4,	then	REM	sleep	in	stage	5.	Stage	4	is	when	deep	sleep	takes	place.	Each	cycle	is	repeated	four	or	five	times	through	the	night.	Brain	wave	activity	differs	in	a
characteristic	pattern	for	each	stage.	Many	of	these	brain	waves	slow	down	with	aging,	and	the	length	of	time	in	each	stage	changes.	In	particular,	comparisons	of	studies	across	the	life	span	reveal	increased	time	in	stages	1	and	2,	when	sleep	is	lighter.	Time	spent	in	REM	sleep	declines	and	occurs	earlier	in	the	cycle.	During	these	stages,	older
people—more	so	than	the	young—are	easily	awakened,	often	by	environmental	stimuli,	such	as	a	honking	horn	or	a	train	passing	by,	that	might	not	disturb	a	younger	person	(Ohayon	et	al.,	2004).	62	Changes	in	circadian	rhythms,	or	the	individual’s	cycle	of	sleeping	and	waking	within	a	24-hour	period,	are	characterized	by	a	movement	from	a	two-
phase	pattern	of	sleep	(awake	during	the	day,	asleep	during	the	night)	to	a	multiphasic	rhythm	that	is	more	common	in	infants—daytime	napping	and	shorter	sleep	cycles	at	night.	These	changes	may	be	associated	with	alterations	in	core	body	temperatures	in	older	people,	discussed	earlier	in	this	chapter.	When	older	persons	compensate	by	taking
more	daytime	naps,	night	sleep	can	be	further	disrupted.	Most	often,	older	people	who	report	sleep	disturbances	to	their	primary	physician	are	prescribed	sleeping	pills	(sedative-hypnotic	medications);	this	age	group	represents	the	highest	users	of	such	medications,	receiving	almost	one-half	of	all	sedative-hypnotic	drugs	prescribed.	Yet	medications
do	not	necessarily	improve	their	sleep	patterns,	especially	if	used	long	term	(Vitiello,	2000).	Many	hypnotics,	if	used	for	a	long	time	to	treat	sleep	disorders,	can	instead	produce	a	paradoxical	effect	by	resulting	in	insomnia.	A	true	sleep	disturbance	is	one	that	interferes	with	daytime	activities.	Researchers	who	have	examined	older	people	with	sleep
complaints	have	found	that	chronic	diseases,	depression,	anxiety,	limited	mobility,	alcohol	and	prescription	drug	use	are	more	likely	to	cause	disturbed	sleep	in	this	population	than	aging	per	se.	These	conditions	are	more	common	among	nursing	home	residents	and	may	explain	why	sleep	disorders	occur	more	often	in	this	population	(Lesage	&
Scharf,	2007;	Ohayon,	2004).	In	a	study	of	community-dwelling	older	adults,	only	3.2	percent	in	one	group	and	1.4	in	another	could	be	classified	as	experiencing	a	significant	sleep	disorder,	after	excluding	all	persons	who	had	medical	or	psychiatric	conditions	that	could	affect	sleep	(Vitiello,	Moe,	&	Prinz,	2002).	A	larger	study	of	almost	12,000	people
(ages	15	and	older)	in	Canada	found	that	increased	age	was	not	significantly	related	to	insomnia,	but	life	stress,	smoking,	low	education	and	income,	multiple	health	problems,	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	and	activity	limitations	were	all	associated	with	insomnia	at	any	age	(Sutton,	Moldofsky,	and	Badley,	2001).	However,
some	true	disorders	of	sleep	can	occur	with	aging.	These	include	respiratory	problems	such	as	sleep	apnea	(defined	as	a	5-	to	10-second	cessation	of	breathing)	and	nocturnal	myoclonus,	or	periodic	limb	movement	disorder	(PLMD),	a	neuromuscular	disturbance	affecting	the	legs	during	sleep.	Generally,	these	conditions	are	treated	with	medications,
although	behavior	training	to	modify	sleeping	position,	weight	loss,	and	devices	to	improve	breathing	are	useful	for	sleep	apnea.	Sleep	disturbance	in	older	persons	with	dementia	is	not	uncommon	and	can	disrupt	both	the	elder’s	and	caregiver’s	quality	of	life.	This	often	leads	to	premature	nursing	home	placement	of	elders	with	dementia.	For	these
reasons,	many	families	seek	medical	help	for	their	relative’s	insomnia,	resulting	in	the	use	of	sedativehypnotic	medications	that	may	further	aggravate	the	elder’s	sleep	disturbance.	Medications	should	not	be	the	treatment	of	first	choice	for	this	population.	Instead,	nonpharmacological	therapies,	along	with	behavioral	and	environmental	interventions
(e.g.,	preventing	daytime	napping,	keeping	the	elder	physically	active	during	the	day),	should	be	used	to	treat	sleep	problems	in	dementia	patients.	One	study	tested	the	impact	of	nonpharmacological	interventions	with	nursing	home	residents.	This	included	increased	exposure	to	outdoor	light	and	physical	activity	during	the	day,	establishing	a
bedtime	routine,	and	reducing	light	and	noise	in	residents’	rooms	at	night.	Even	after	adjusting	for	cognitive	impairment,	medical	conditions,	behavioral	problems,	and	age,	the	researchers	found	that	nursing	home	residents	whose	sleep	hygiene	had	improved	also	showed	better	rest/activity	rhythms	compared	to	elders	who	maintained	their	usual
sleep	habits	(Martin,	Mailer,	Harker,	Josephson,	&	Alessi,	2007;	McCurry	et	al.,	2000;	Vitiello	&	Borson,	2001).	In	general,	sleep	disorders	in	older	persons	should	be	treated	because	they	can	increase	the	risk	of	stroke,	myocardial	infarction,	and	even	death.	In	a	large	study	of	community-dwelling	older	adults,	daytime	sleepiness	was	associated	with
increased	death	rates	in	men	and	women	(1.40	times	the	rate	for	men	with	normal	sleep	and	2.12	times	the	rate	for	women).	Frequent	or	early	morning	awakenings,	however,	had	no	discernible	effect	on	mortality	(Newman	et	al.,	2000).	Among	nursing	home	residents,	excess	daytime	sleep	is	associated	with	lower	survival	rates	(Endeshaw,
Ouslander,	Schnelle,	&	Bliwise,	2007).	Poor	sleep	quality	increases	the	risk	of	falls	among	older	adults	in	residential	care	facilities.	In	one	study,	elders	who	reported	sleep	disturbance	were	3.2	times	more	likely	to	have	fallen	in	the	past	year,	while	those	who	awoke	two	times	or	more	per	night	were	50	percent	more	likely	to	have	fallen.	This	high	risk
of	falls	was	unrelated	to	using	walking	aids	or	having	poor	vision	(Hill	et	al.,	2007).	Changes	in	Sensory	Functions	Our	ability	to	see,	hear,	touch,	taste,	and	smell	has	a	profound	influence	on	our	interactions	with	our	social	and	physical	environments	and	on	quality	of	life.	Given	this	importance	and	the	gradual	decline	in	our	sensory	abilities	with
aging,	it	is	critical	that	we	understand	these	changes	and	how	they	can	influence	our	competence	level	as	we	age.	A	popular	belief	is	that,	as	we	get	older,	we	cannot	see,	hear,	touch,	taste,	or	smell	as	well	as	we	did	when	we	were	younger.	This	appears	to	be	true.	The	decline	in	all	our	sensory	receptors	with	aging	is	normal;	in	fact,	it	begins
relatively	early.	We	reach	our	optimum	capacities	in	our	20s,	maintain	this	peak	for	a	few	years,	and	gradually	experience	a	decline,	with	a	more	rapid	rate	of	deterioration	after	the	ages	of	45	to	55.	Having	said	this,	we	should	note	that	there	is	tremendous	diversity	among	individuals	in	the	rate	and	severity	of	sensory	decline.	Some	older	persons
may	have	better	visual	acuity	than	most	25-year-olds;	many	75-year-olds	can	hear	better	than	most	younger	persons;	and	many	elders	have	a	more	intense	63	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	POINTS	TO	PONDER	Think	about	the	wine	taster	who,	in	old	age,	may	still	be	considered	the	master	of	his	trade,	performing	a	job	that
requires	excellent	taste	discrimination.	Perfume	developers	also	attain	their	expertise	over	many	years.	What	other	jobs	require	intrinsic	sensory	abilities	as	well	as	skills	that	take	years	to	master?	sense	of	smell	than	their	younger	counterparts.	Although	age	per	se	does	not	determine	deterioration	in	sensory	functioning,	it	is	clear	that	many	internal
changes	do	occur.	The	older	person	who	has	better	visual	or	hearing	acuity	than	a	25-year-old	probably	had	even	better	sensory	capacities	in	the	earlier	years.	When	studying	sensory	and	perceptual	functions,	it	is	important	to	focus	on	intraindividual	changes	with	age,	not	interindividual	differences.	Unfortunately,	most	of	the	research	on	sensory
changes	with	age	is	cross-sectional—that	is,	it	is	based	on	comparing	older	and	younger	persons,	so	that	only	age	differences,	not	changes,	can	be	obtained.	DISTINCTIONS	IN	TERMINOLOGY	RELATED	TO	SENSORY	FUNCTIONS	•	Sensation	is	the	process	of	taking	in	information	through	the	sense	organs.	•	Perception	is	a	higher	function	in	which



the	information	received	through	the	senses	is	processed	in	the	brain.	•	Sensory	threshold	is	the	minimum	intensity	of	a	stimulus	that	a	person	requires	in	order	to	detect	the	stimulus.	This	differs	for	each	sensory	system.	•	Recognition	threshold	is	the	intensity	of	a	stimulus	needed	in	order	for	an	individual	to	identify	or	recognize	it.	As	might	be
expected,	a	greater	intensity	of	a	stimulus	is	necessary	to	recognize	than	to	detect	it.	•	Sensory	discrimination	is	defined	as	the	minimum	difference	necessary	between	two	or	more	stimuli	in	order	for	a	person	to	distinguish	between	them.	64	Some	sensory	functions,	such	as	hearing,	may	show	an	early	decline,	yet	others,	such	as	taste	and	touch,
change	little	until	well	into	advanced	old	age.	Over	time,	however,	sensory	decrements	affect	an	older	person’s	social	functions.	Because	these	alterations	are	usually	gradual,	people	adapt	and	compensate	by	using	other,	still-intact	sensory	systems.	For	example,	they	may	draw	upon	the	following	person–environment	compensation	strategies	to
maintain	their	level	of	competence	by:	•	standing	closer	to	objects	and	persons	in	order	to	hear	or	see	•	using	nonverbal	cues	such	as	touch	and	different	body	orientations	•	utilizing	external	devices	such	as	bifocals	or	hearing	aids	•	reducing	the	level	of	excessive	stimulation	in	their	environment,	such	as	moving	to	a	quieter	table	in	a	restaurant	To
the	extent	that	people	can	alter	their	environment	to	conform	to	their	changing	needs,	sensory	decline	need	not	be	incapacitating.	It	becomes	more	difficult	for	individuals	to	use	compensatory	mechanisms	if	the	environment	does	not	allow	for	modification	to	suit	individual	needs,	if	the	decline	in	any	one	system	is	severe,	or	if	several	sensory	systems
deteriorate	at	the	same	time.	Such	multiple	problems	are	more	likely	to	occur	in	advanced	old	age.	This	is	because,	with	normal	aging,	sensory	and	recognition	thresholds	increase,	and	the	individual	needs	a	higher	level	of	the	stimulus	and	greater	distinctions	between	multiple	stimuli	in	order	to	distinguish	between	them.	Changes	in	Vision	Vision
impairments	increase	with	age.	When	55-	to	64-year-olds	are	compared	with	those	over	age	85,	the	prevalence	of	visual	problems	increases	fourfold	from	55	per	1,000	people	to	225	per	1,000.	As	a	result,	older	adults	are	more	likely	to	be	challenged	by	daily	tasks	that	require	good	visual	skills,	such	as	reading	small	print	or	signs	THE	SOCIAL
CONSEQUENCES	OF	PHYSICAL	AGING	on	moving	vehicles,	threading	a	needle,	or	adapting	to	sudden	changes	in	light	level	when	entering	a	dark	room	after	being	out	in	the	sun.	In	addition,	visual	impairments	can	cause	significant	problems	with	activities	of	daily	living,	increase	the	risk	of	falls	and	fractures,	and	result	in	depression.	Along	with	eye
charts,	a	widely	used	assessment	tool	is	the	Functional	Vision	Screening	Questionnaire	(Aldwin	&	Gilmer,	2004;	Desai	et	al.,	2001;	Stuen,	2006).	Most	age-related	impairments	in	vision	are	attributable	to	changes	in	parts	of	the	eye	(see	Figure	4).	However,	these	problems	are	aggravated	by	alterations	in	the	central	nervous	system	that	block	the
transmission	of	stimuli	from	the	sensory	organs.	Changes	in	the	visual	pathways	of	the	brain	and	in	the	visual	cortex	may	be	a	possible	source	of	some	of	the	alterations	in	visual	sensation	and	perception	with	age.	The	parts	of	the	eye	that	show	the	greatest	age-related	modifications	are:	EFFECTS	OF	STRUCTURAL	CHANGES	IN	THE	EYE	•	•	•	•	the
cornea	the	pupil	rods	and	cones	in	the	retina	the	lens	The	cornea	is	usually	the	first	part	of	the	eye	to	be	affected	by	age-related	changes.	The	surface	of	the	cornea	thickens	with	aging,	and	the	blood	vessels	become	more	prominent.	The	smooth,	rounded	surface	of	the	cornea	becomes	flatter	and	less	smooth,	and	may	take	on	an	irregular	shape.	The
older	person’s	eye	appears	to	lose	its	luster	and	is	less	translucent	than	it	was	in	youth.	In	some	cases,	a	fatty	yellow	ring,	known	as	the	arcus	senilis,	may	form	around	the	cornea.	But	this	is	not	a	sign	of	impending	vision	loss	and	has	no	impact	on	vision.	At	its	optimal	functioning,	the	pupil	is	sensitive	to	light	levels	in	the	environment,	widening	in
response	to	low-light	levels	and	contracting	when	light	levels	are	high.	With	aging,	the	pupil	appears	to	become	smaller	and	more	fixed	in	size.	The	opening	of	the	pupil	is	reduced	in	old	age,	commonly	to	about	two-thirds	its	original	maximum.	That	is,	the	older	person’s	pupil	is	less	able	to	respond	to	low	light	levels	by	dilating	or	opening	to	the	extent
needed.	The	eye	also	responds	more	slowly	to	alterations	in	light	conditions.	This	problem	is	compounded	by	a	slower	shift	from	cones	to	rods	under	low-light	conditions.	As	a	result,	older	individuals	may	have	considerable	difficulty	functioning	in	low-light	situations	Vitreous	body	Posterior	chamber	Anterior	chamber	(Aqueous	humour)	Optic	nerve
and	sheath	Fovea	Cornea	Lens	Macula	Iris	Retina	Canal	of	Schlemm	FIGURE	4	The	Eye	65	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	PROBLEMS	WITH	RESTAURANT	ENVIRONMENTS	Many	older	people	may	feel	frustrated	when	they	go	to	a	special	restaurant	for	an	evening	dinner,	only	to	find	that	the	tables	are	lit	by	candles.	This
makes	it	difficult	to	read	the	menu,	to	see	the	way	to	the	table,	and	even	to	have	eye	contact	with	companions.	Family	and	friends	may	be	frustrated	in	such	situations	if	they	do	not	understand	that	the	older	person’s	complaints	about	the	restaurant	stem	from	these	changes	in	vision,	not	from	a	lack	of	appreciation	for	their	efforts.	Some	older	people
cope	with	these	problems	by	avoiding	such	restaurants	altogether	or	going	there	only	during	daylight	hours.	It	is	important	for	restaurant	owners	to	provide	good	lighting	at	each	table	and	write	their	menus	in	large,	legible	print	against	a	white	background.	In	response	to	the	growing	number	of	baby	boomers	who	are	experiencing	problems	of	visual
accommodation,	some	restaurants	have	begun	to	stock	reading	glasses	with	different	levels	of	magnification	to	lend	to	their	customers!	or	adjusting	to	significant	changes	in	ambient	light.	In	fact,	older	people	may	need	three	times	more	light	than	younger	persons	to	function	effectively;	for	example,	highway	signs	must	be	65	to	75	percent	closer
than	for	younger	drivers	to	be	readable	at	night.	Illumination	levels	also	affect	older	people’s	ability	to	read	text	written	in	small	font	(such	as	a	menu	with	less	than	12-point	font	in	a	dimly	lit	restaurant)	and	with	low	contrast	between	text	and	background.	When	80-year-olds	were	compared	with	30-yearolds,	low	levels	of	illumination	(10-lux*)	caused
the	former	to	make	twice	as	many	errors	as	the	latter,	even	with	high	contrast	between	figure	and	ground.	However,	at	the	highest	illumination	levels	(1,000-lux),	older	adults	benefited	from	high	contrast	and	performed	as	well	as	young	adults.	Unfortunately,	most	homes	and	offices	do	not	provide	such	high	lighting	levels	(Fozard	&	Gordon-Salant,
2001).	*Lux	is	a	unit	of	measurement	for	illumination,	referring	to	the	amount	of	light	received	by	a	surface	at	a	distance	of	one	meter	from	a	light	source.	66	These	changes	may	also	reduce	the	older	person’s	ability	to	discern	images	in	conditions	of	poor	light	contrast	(e.g.,	driving	at	twilight	or	under	foggy	or	rainy	conditions)	and	to	detect	details	in
moving	objects.	Even	among	healthy	older	persons	who	are	still	driving,	age-related	visual	changes	may	significantly	alter	their	abilities	under	marginal	conditions.	For	these	reasons,	older	people	may	choose	to	avoid	such	activities,	especially	driving	among	fast-moving	traffic	on	freeways	at	night	when	bright	headlights	create	glare	against	asphalt
surfaces,	and	driving	in	rain.	Although	this	is	a	safe	method	of	coping	with	age-related	difficulties	in	low-light	situations,	it	can	restrict	the	older	person’s	social	activities.	In	such	instances,	families	and	professionals	may	have	to	encourage	older	people	to	use	other	forms	of	transportation,	such	as	buses,	light	rail	and	taxis,	thereby	avoiding	the
problem	of	too	little	environmental	stimulation	relative	to	the	person’s	competence.	More	often,	however,	older	people	want	to	keep	driving	as	long	as	possible,	even	when	they	experience	such	difficulties,	because	driving	is	linked	with	autonomy	and	control	in	their	daily	lives	(Horowitz	&	Higgins,	2000).	PROBLEMS	RELATED	TO	OXYGEN	AND
FLUID	LEVELS	Problems	in	rod	and	cone	function	may	be	related	to	a	reduced	supply	of	oxygen	to	the	retina.	This	may	be	due	to	a	deficiency	of	vitamin	A.	However,	there	is	little	research	evidence	to	suggest	that	increased	intake	of	vitamin	A	in	old	age	can	improve	visual	functioning	under	low-light	conditions.	Two	fluid-filled	chambers	are	in	the
eye:	aqueous	humour	fills	the	anterior,	or	front	portion	of	the	eye,	and	vitreous	humour	is	found	in	the	posterior	chamber,	behind	the	lens.	The	aqueous	humour	drains	through	the	canal	of	Schlemm.	In	the	disease	state	known	as	glaucoma,	drainage	is	less	efficient,	or	excess	production	of	the	aqueous	humour	occurs	and	causes	pressure	on	the	optic
nerve.	Glaucoma	is	not	a	normal	part	of	aging,	but	it	increases	in	frequency	with	age	and	can	be	managed	with	a	daily	routine	of	medications	if	it	is	caught	early.	Unfortunately,	it	is	an	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	insidious	disease	that	progresses	slowly	and	may	not	be	detected	until	it	is	more	advanced.	More	severe	cases
may	require	surgery	or,	more	recently,	laser	treatment.	In	its	later	stages,	glaucoma	may	result	in	tunnel	vision,	which	is	a	gradual	narrowing	of	an	individual’s	field	of	vision,	such	that	peripheral	vision	is	lost	and	the	individual	can	focus	only	in	the	center,	affecting	elders’	safe	mobility.	Untreated	glaucoma	is	the	second	leading	cause	of	blindness	in
the	U.S.	and	the	primary	cause	of	blindness	among	African	Americans.	It	is	more	prevalent	and	more	difficult	to	treat	in	African	Americans,	with	rates	of	15	percent	compared	to	7	percent	in	whites	age	70	and	older	(Braille	Institute,	2004;	Desai	et	al.,	2001;	Stuen,	2006).	EFFECTS	OF	AGING	ON	THE	LENS	Perhaps	the	greatest	age-related	changes
in	the	eye	occur	in	the	lens.	In	fact,	the	lens	is	a	model	system	for	studying	aging	because	it	contains	some	of	the	oldest	cells	in	the	body,	formed	during	the	earliest	stages	of	the	embryo’s	development.	Furthermore,	the	lens	is	a	relatively	simple	structure	biochemically;	all	of	its	cells	are	of	the	same	type	and	are	composed	of	protein.	Collagen	is	the
primary	protein	in	the	lens	and	thickens	and	hardens	with	age.	This	change	SUGGESTIONS	FOR	IMPROVING	PERSON–ENVIRONMENT	FIT	FOR	PEOPLE	EXPERIENCING	VISION	CHANGES	•	Use	widely	contrasting	colors	on	opposite	ends	of	the	color	spectrum,	such	as	red	and	yellow,	green	and	orange.	•	Clearly	define	edges	and	corners—such	as
stairs,	walls,	and	doors—with	color	or	texture.	•	Avoid	using	blue	and	green	together	to	define	adjoining	spaces	such	as	stairs	and	stair	landings,	floors	and	ramps,	and	curbs	and	curb	cuts,	especially	where	the	junction	represents	different	levels.	•	Avoid	shiny	floor	and	wall	surfaces	that	can	cause	glare.	•	Avoid	placing	a	single,	large	window	at	the
end	of	a	long,	dark	corridor.	in	collagen	makes	the	lens	less	elastic,	thereby	reducing	its	ability	to	alter	its	shape	(i.e.,	from	rounded	to	elongated	and	flat)	as	it	focuses	from	near	to	far.	Muscles	that	help	stretch	the	lens	also	deteriorate	with	age,	thereby	compounding	the	problem	of	changing	the	shape	of	the	lens.	This	process,	known	as
accommodation,	begins	to	deteriorate	in	middle	age	and	is	manifested	in	increasing	problems	with	close	vision.	By	the	time	many	people	reach	their	40s	and	50s,	they	need	to	hold	their	reading	material	at	arm’s	length	and	often	turn	to	reading	glasses	or	bifocals.	By	age	60,	accommodative	ability	is	significantly	deteriorated.	Decrements	in
accommodation	may	cause	difficulties	for	the	older	person	when	shifting	from	near	to	far	vision;	for	example,	looking	across	a	room,	walking	up	or	down	stairs,	reading	and	glancing	up,	and	writing	notes	while	looking	up	at	a	blackboard	or	a	lecturer.	The	hardening	of	the	lens	due	to	changes	in	collagen	tissue	does	not	occur	uniformly.	Rather,	there
is	differential	hardening,	with	some	surfaces	allowing	more	light	to	enter	than	others.	This	results	in	uneven	refraction	of	light	through	the	lens	and	onto	the	retina.	When	combined	with	the	poor	refraction	of	light	through	the	uneven,	flattened	surface	of	the	cornea,	extreme	sensitivity	to	glare	often	results.	This	problem	becomes	particularly	acute	in
environments	with	a	single	source	of	light	aimed	at	a	shiny	surface—such	as	a	large	window	at	the	end	of	a	long,	dark	corridor	with	highly	polished	floors;	streetlights	on	a	rain-slicked	highway;	or	a	bright,	single,	overhead	incandescent	light	shining	on	a	linoleum	floor.	These	conditions	may	contribute	to	older	people’s	greater	caution	and	anxiety
while	driving	or	walking.	From	childhood	through	early	adulthood,	the	lens	is	a	transparent	system	through	which	light	can	easily	enter.	With	normal	aging,	the	lens	becomes	more	opaque,	and	less	light	passes	through	it	(especially	shorter	wavelengths	of	light).	These	changes	compound	the	problems	of	poor	vision	in	low	light	that	were	described
earlier.	Some	older	persons	experience	a	more	severe	opacification	(clouding	of	the	lens),	to	67	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	the	point	that	the	lens	prevents	light	from	entering.	This	disease	condition,	known	as	an	agerelated	cataract	(ARC),	is	the	fourth	leading	cause	of	blindness	in	the	U.S.	and	the	primary	basis	for
blindness	worldwide	(Asbell	et	al.,	2005;	Braille	Institute,	2004).	Symptoms	of	ARC	include:	•	•	•	•	cloudy	or	fuzzy	vision	double	vision	problems	with	glare	from	bright	light	problems	with	color	discrimination	Researchers	in	the	Framingham	eye	study	examined	the	development	of	ARC	in	the	same	individuals	over	a	number	of	years.	In	a
reexamination	of	survivors	almost	14	years	later,	the	incidence	rate	was	50	percent	for	people	who	were	age	55	to	59	at	the	beginning	of	the	study.	It	jumped	to	80	percent	for	older	adults	who	had	been	age	70	to	74	at	the	start	(Milton	&	Sperduto,	1991).	In	other	words,	the	prevalence	of	ARC	increases	tenfold	between	ages	52	and	85.	There	is
strong	evidence	for	a	relationship	between	the	development	of	cataracts	with	age	combined	with	the	lack	of	antioxidants	(such	as	vitamins	A,	C,	and	E)	and	oxidative	damage	to	the	lens.	Both	the	frequency	and	amount	of	alcohol	consumed	are	associated	with	the	development	of	ARC,	as	are	a	history	of	gout,	excess	exposure	to	sunlight,	and	use	of
steroids	(Asbell	et	al.,	2005;	Robman	&	Taylor,	2005;	Stuen,	2006;	Truscott,	2005;	Zubenco,	Zubenco,	Maher,	&	Wolf,	2007).	A	cataract	may	occur	in	any	part	of	the	lens—in	the	center,	the	peripheral	regions,	or	scattered	throughout.	If	the	lens	becomes	totally	opaque,	cataract	surgery	may	be	required	to	extract	the	lens.	It	carries	relatively	little	risk,
even	for	very	old	persons,	and	can	significantly	enhance	quality	of	life.	Indeed,	this	is	the	most	frequent	outpatient	surgical	procedure	performed	on	people	over	age	65.	A	lens	implant	in	place	of	the	extracted	lens	capsule	is	the	most	common	treatment.	Almost	50	percent	of	people	85	years	and	older	in	a	U.S.	survey	reported	that	they	had	68
undergone	cataract	surgery,	compared	with	about	20	percent	at	age	70	to	74.	Older	women	were	more	likely	to	report	cataract	surgery	than	their	male	counterparts	(Desai	et	al.,	2001).	When	the	older	person	first	obtains	a	replacement	lens,	it	takes	some	time	to	adjust	to	performing	daily	activities.	Patients	who	receive	a	lens	implant	show
improvement	not	just	in	visual	function,	but	also	in	objective	assessments	of	activities	of	daily	living	and	manual	function	within	a	few	months.	In	addition	to	getting	harder	and	more	opaque,	the	lens	becomes	more	yellow	with	age,	especially	after	age	60.	The	increasingly	more	opaque	and	yellowing	lens	acts	as	a	filter	to	screen	out	wavelengths	of
light,	thus	reducing	the	individual’s	color	sensitivity	and	ability	to	discriminate	among	colors	that	are	close	together	in	the	blue-green	range.	Older	people	may	have	problems	selecting	clothing	in	this	color	range,	sometimes	resulting	in	poorly	coordinated	outfits.	Deterioration	in	color	discrimination	may	also	be	due	to	age-related	changes	in	the
visual	and	neural	pathways.	Depth	and	distance	perception	also	deteriorate	with	aging,	because	of	a	loss	of	convergence	of	images	formed	in	the	two	eyes.	This	is	caused	by	differential	rates	of	hardening	and	opacification	in	the	two	lenses,	uneven	refraction	of	light	onto	the	retina,	and	reduced	visual	acuity	in	aging	eyes.	As	a	result,	the	ability	to
judge	distances	and	depths	declines	rapidly	after	age	75,	particularly	in	low-light	situations	and	in	the	absence	of	orienting	cues,	such	as	stairs	with	no	color	distinctions	at	the	edges	and	pedestrian	ramps	or	curb	cuts	with	varying	slopes.	Narrower	peripheral	vision	(the	ability	to	see	on	either	side	without	moving	the	eyes	or	the	head)	is	another	age-
related	change.	Since	our	peripheral	vision	makes	us	aware	of	approaching	objects,	older	adults	can	be	startled	when	a	car,	bicycle	or	other	fast-moving	object	seems	to	appear	suddenly	out	of	nowhere.	This	problem	becomes	particularly	acute	when	driving;	for	OTHER	CHANGES	IN	VISION	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING
DIAGNOSING	MACULAR	DEGENERATION	Mr.	Lopez	has	noticed	over	the	past	five	years	that	objects	appear	blurry	when	he	looks	directly	at	them	but	sharper	as	he	glances	more	peripherally.	After	experiencing	more	problems	with	driving,	he	finally	went	for	an	eye	exam.	The	ophthalmologist	diagnosed	macular	degeneration	and	was	able	to	treat
it	with	Visudyne.	Mr.	Lopez	can	now	drive	safely	again	and	continue	to	play	bridge	and	participate	in	other	activities.	example,	an	older	person	may	not	see	cars	approaching	from	the	left	or	right	at	an	intersection	or	in	a	passing	situation.	Some	older	persons	experiencing	age-related	macular	degeneration	(AMD)	lose	acuity	in	the	center	of	their
visual	field.	The	macula	is	that	point	in	the	retina	with	the	best	visual	acuity,	especially	for	seeing	fine	detail.	Macular	degeneration	is	the	leading	cause	of	blindness	in	adults	in	the	U.S.	(Braille	Institute,	2004).	It	occurs	if	the	macula	receives	less	oxygen	than	it	needs,	resulting	in	destruction	of	the	existing	nerve	endings.	The	incidence	of	macular
degeneration	grows	with	age,	even	more	dramatically	than	cataracts.	Rates	of	AMD	increase	significantly	with	age,	from	18	percent	among	those	age	70	to	74,	to	47	percent	among	people	85	and	older	(Desai	et	al.,	2001).	The	condition	is	more	common	in	older	women	and	in	white	elders	than	in	men	and	African	Americans.	There	is	evidence	for	both
a	genetic	basis	and	environmental	risk	factors	for	AMD,	such	as	long-term	exposure	to	UV	light,	smoking,	and	lack	of	antioxidants.	Researchers	are	searching	for	the	specific	genes	responsible	for	AMD,	with	the	goal	of	developing	early	detection	and	prevention	programs.	By	studying	a	large	family	with	a	history	of	AMD,	geneticists	have	identified
Hemicentin-1	as	the	gene	where	a	mutation	occurs	in	people	with	AMD.	Future	research	will	lead	to	animal	models	where	the	mutation	can	be	created	and	treated,	with	the	eventual	goal	of	modifying	the	gene	in	humans	before	it	manifests	as	AMD	(Schultz	et	al.,	2003).	Studies	that	have	supplemented	older	people’s	diets	with	carotenoid-rich	foods	or
used	zinc	supplements	have	found	positive	effects	on	visual	activity	of	AMD	patients,	but	no	cure	for	AMD	currently	exists	(Allikmets	et	al.,	1997;	Stuen,	2006).	The	early	stages	of	macular	degeneration	typically	begin	with	a	loss	of	detail	vision;	then	central	vision	gradually	becomes	worse.	Total	blindness	rarely	occurs,	but	reading	and	driving	may
become	impossible.	Older	persons	with	this	condition	may	compensate	by	using	their	remaining	peripheral	vision.	They	may	then	appear	to	be	looking	at	the	shoulder	of	someone	they	are	addressing	while	actually	relying	on	peripheral	vision	to	see	the	person’s	face.	Laser	treatment	in	the	early	stages	of	this	disease	is	effective,	but	it	carries	a	risk	of
burning	away	the	center	of	the	retina	entirely.	A	new	form	of	therapy	combines	a	light-activated	drug	treatment	(Visudyne)	with	a	low-power	laser	light	to	activate	the	drug.	This	procedure	is	effective	in	destroying	the	abnormal	blood	vessels	and	scar	tissue	in	the	eye	without	damaging	the	retina.	Although	macular	degeneration	cannot	be	cured,	this
treatment	can	slow	retinal	damage	and	improve	central	vision.	Some	older	people,	most	often	postmenopausal	women,	experience	reduced	secretion	of	tears.	They	may	complain	of	“dry	eyes”	that	cause	irritation	and	discomfort.	Unfortunately,	this	condition	has	no	known	cure,	but	it	does	not	cause	blindness	and	can	be	managed	with	artificial	tears
to	prevent	redness	and	irritation.	The	muscles	that	support	the	eyes—similar	to	muscles	in	other	parts	of	the	body—	deteriorate	with	age.	In	particular,	two	key	muscles	atrophy.	These	are	the	elevator	muscles,	which	move	the	eyeball	up	and	down	within	its	socket,	and	the	ciliary	muscle,	which	aids	the	lens	in	changing	its	shape.	Deterioration	of	the
elevator	muscles	results	in	a	reduced	range	of	upward	gaze.	This	may	cause	problems	with	reading	overhead	signs	and	seeing	objects	that	are	placed	above	eye	level,	such	as	on	high	kitchen	shelves.	69	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	Assisting	Adaptation	and	Active	Aging	Through	Environmental	Modifications	As	suggested
above,	many	older	adults	as	a	result	of	vision	changes	report	modest	impairments	in	their	activities	of	daily	living,	including	reading	small	print,	adjusting	to	dimly	lit	environments,	tracking	moving	targets,	and	locating	a	sign	in	a	cluttered	background.	Family	and	friends	can	help	by	improving	the	physical	environment	in	ways,	such	as	replacing
existing	lightbulbs	with	higher	wattage,	installing	fluorescent	lighting	with	color	correction	and	three-way	bulbs,	moving	low	tables	and	footstools	outside	the	traffic	flow,	and	putting	large-print	labels	on	prescription	bottles,	spices,	and	cooking	supplies.	Older	people	can	also	benefit	from:	•	large-print	newspapers	and	books	•	audiotapes	of	books
that	are	available	in	community	libraries	and	bookstores	•	playing	cards	with	large	letters	•	larger	fonts	on	flat-screen	computer	monitors	that	are	designed	to	reduce	glare	•	voice-activated	computer	software	Local	agencies	serving	the	visually	impaired	often	provide	relatively	low-tech,	low-vision	aids	at	minimal	cost.	These	include:	•	needle
threaders	for	sewing	•	templates	for	rotary	telephones,	irons,	and	other	appliances	•	large-print	phone	books,	clocks,	and	calendars	•	magnifying	glasses	for	situations	where	large-print	substitutes	are	unavailable	Families	and	designers	can	help	make	the	home	and	work	environments	safer	for	elders	with	visual	impairments	by:	•	placing	contrasting
color	strips	on	stairs,	especially	on	carpeted	or	slippery	linoleum	stairs,	to	aid	the	older	person’s	depth	perception	•	coloring	and	light-coding	ramps	and	other	changes	in	elevation	70	•	clearly	marking	changes	in	floor	surfaces	such	as	door	sills	•	increasing	the	number	of	light	sources	•	installing	non-slip	and	non-glossy	floor	coverings	•	using	a	flat
paint	instead	of	glossy	finishes	to	reduce	the	problem	of	glare	on	walls	•	installing	venetian	and	vertical	blinds	to	control	glare	throughout	the	day	•	using	indirect	or	task	lighting	(e.g.,	reading	lamps,	countertop	lamps)	rather	than	ceiling	fixtures	•	adding	dimmer	switches	so	that	lighting	levels	can	be	adjusted	Other	environmental	modifications	may
be	more	costly	or	require	a	professional	architect	or	designer.	In	summary,	age-related	vision	changes	need	not	disadvantage	people	if	they	can	be	encouraged	and	provided	with	options	to	adapt	their	activities	and	environment	to	fit	their	level	of	visual	functioning	with	their	needs.	An	older	adult	who	is	having	difficulty	adjusting	to	vision-related
losses	may	initially	resist	such	modifications.	One	way	to	address	this	resistance	is	to	involve	the	older	person	in	decisions	about	such	changes	to	provide	a	sense	of	control	and	choice.	Changes	in	Hearing	Vision	and	hearing	are	perhaps	our	most	critical	links	to	the	world.	Although	vision	is	important	for	negotiating	the	physical	environment,	hearing
is	vital	for	interpersonal	communication.	Because	hearing	is	closely	associated	with	speech,	its	loss	disrupts	a	person’s	understanding	of	others	and	even	the	recognition	of	one’s	own	speech.	An	older	person	who	is	experiencing	hearing	declines	learns	to	make	changes	in	behavior	and	social	interactions,	so	as	to	reduce	the	detrimental	social	impact
of	such	loss.	Many	younger	hearing-impaired	persons	learn	sign	language	or	lip-reading.	Because	these	are	complex	skills	requiring	extensive	training	and	practice,	they	are	less	likely	to	be	mastered	by	older	adults.	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	POINTS	TO	PONDER	Consider	some	ways	in	which	we	rely	on	our	hearing
ability	in	everyday	life:	in	conversations	with	family,	friends,	and	coworkers;	in	localizing	the	sound	of	approaching	vehicles	as	we	cross	the	street	or	drive;	and	in	interpreting	other	people’s	emotions	through	their	tone	of	voice	and	use	of	language.	How	does	a	person	function	if	these	abilities	gradually	deteriorate?	It	is	useful	to	review	the	anatomy	of
the	ear	to	understand	where	and	how	auditory	function	deteriorates	with	age.	The	auditory	system	has	three	components,	as	illustrated	in	Figure	5.	The	outer	ear	begins	at	the	pinna,	the	visible	portion	that	is	identified	as	the	ear.	The	auditory	canal	is	also	part	of	the	outer	ear.	Note	the	shape	of	the	pinna	and	auditory	canal;	it	is	a	most	efficient
design	for	localizing	sounds.	The	eardrum,	or	tympanic	membrane,	is	a	thin	membrane	that	separates	the	outer	ear	from	the	middle	ear.	This	membrane	is	sensitive	to	air	pressure	of	varying	degrees	and	vibrates	in	response	to	a	range	of	loud	and	soft	sounds.	Three	bones,	or	ossicles—the	malleus,	incus,	and	stapes—that	transfer	sound	waves	to	the
inner	ear	are	located	in	the	middle	ear.	These	very	THE	ANATOMY	AND	PHYSIOLOGY	OF	THE	EAR	Middle	ear	chamber	Malleus	(hammer)	finely	positioned	and	interrelated	bones	carry	sound	vibrations	from	the	middle	ear	to	the	inner	ear—that	snail-shaped	circular	structure	called	the	cochlea.	Amplified	sounds	are	converted	in	the	cochlea	to
nerve	impulses.	These	are	then	sent	through	the	internal	auditory	canal	and	the	cochlear	nerve	to	the	brain,	where	they	are	translated	into	meaningful	sounds.	The	cochlea	is	a	fluid-filled	chamber	with	thousands	of	hair	cells	that	vibrate	two	parallel	membranes	to	move	sound	waves.	The	vibration	of	these	hair	cells	is	one	of	several	factors	involved	in
perceiving	the	pitch	(or	frequency)	and	loudness	(intensity)	of	a	sound.	The	pinna	appears	somewhat	elongated	and	rigid	in	some	older	adults.	These	changes	in	the	outer	ear,	however,	have	no	impact	on	hearing	acuity.	The	supporting	walls	of	the	external	auditory	canals	also	deteriorate	with	age,	as	is	true	for	many	muscular	structures.	Arthritic
conditions	may	affect	the	joints	between	the	malleus	and	stapes,	making	it	more	difficult	for	these	bones	to	perform	their	vibratory	function.	This	is	compounded	by	stiffening	of	the	tympanic	membrane,	which	also	becomes	thinner	and	less	vascular	with	age.	Otosclerosis	is	a	condition	in	which	the	stapes	becomes	fixed	and	cannot	vibrate.	It	is	most
likely	to	affect	older	persons.	AGE-RELATED	CHANGES	Incus	(anvil)	Semicircular	canal	Stapes	(stirrup)	Cochlea	(inner	ear)	Pinna	Round	window	Auditory	canal	Tympanic	membrane	(eardrum)	Eustachian	tube	FIGURE	5	The	Ear	71	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	The	greatest	decline	with	age	occurs	in	the	cochlea,	where
structural	changes	result	in	presbycusis,	or	sensorineural	loss	that	accompanies	aging.	Changes	in	auditory	thresholds	can	be	detected	by	age	30,	or	even	younger,	but	the	degeneration	of	hair	cells	and	membranes	in	the	cochlea	is	not	observed	until	much	later.	Agerelated	declines	in	the	middle	ear	include:	•	•	•	•	•	atrophy	of	hair	cells	vascular
changes	changes	in	the	cochlear	duct	loss	of	auditory	neurons	deterioration	of	neural	pathways	between	the	ear	and	brain	(Rees,	2000)	These	alterations	affect	the	older	person’s	ability	to	detect	and	localize	sounds,	especially	at	lower	volume	and	very	high	pitch	or	frequency.	Tests	of	pure-tone	thresholds	(i.e.,	the	level	at	which	a	tone	of	a	single
frequency	can	be	detected)	reveal	a	steady	decline	after	age	60.	Changes	in	the	high-frequency	range	are	about	1	dB	per	year.	In	the	range	of	speech,	changes	are	slow	until	age	60,	then	they	accelerate	to	a	rate	of	1.3	dB	per	year	after	age	80	(Schneider	&	Pichora-Fuller,	2000).	Estimates	of	the	prevalence	of	hearing	loss	vary—in	the	range	of
speech,	in	the	high-frequency	range,	and	at	the	level	of	complete	presbycusis—depending	on	tests	used	and	whether	self-reports	or	audiometric	tests	are	used	to	assess	hearing	loss.	Estimates	range	from	13	to	34	percent	of	people	age	65	and	older.	In	another	epidemiological	study,	17	percent	of	people	85	and	older	were	deaf,	compared	with	5
percent	of	their	peers	age	70	to	74	(Desai	et	al.,	2001;	Stuen,	2006;	Weinstein,	2000).	More	recently,	a	2008	report	of	audiometric	tests	of	adults	age	20-69	in	the	National	Health	and	Nutrition	Examination	Study	(NHANES)	found	surprisingly	high	rates	of	hearing	loss	in	the	high	frequency	range,	slightly	lower	in	the	range	of	speech.	Hearing	loss	is
more	prevalent	among	men	than	women	(approximately	5.5	times	higher),	more	among	whites	than	blacks	(almost	twice	as	much),	and	among	heavy	smokers,	adults	with	hypertension	or	72	diabetes,	who	experience	more	hearing	loss	by	age	40–49	than	their	peers	without	these	risk	factors	(Agarwal,	Platz,	&	Niparko,	2008).	Hearing	loss	in	the	high
frequency	range	and	in	the	range	of	speech	were	recorded	among:	•	8.5	percent	and	3.1	percent	of	adults	respectively	age	20–29;	•	34	percent	and	15	percent	of	adults	age	40–49	respectively;	•	77	percent	and	49	percent	of	adults	age	60–69	respectively;	High	frequency	hearing	loss	was	found	in	93	percent	of	this	oldest	group	of	white	men	and	65
percent	of	white	women,	compared	with	74	percent	of	African	American	men	and	46	percent	of	their	female	counterparts.	These	findings	provide	new	insights	into	risk	factors	for	hearing	loss,	and	possible	environmental,	gender,	and	race	factors	that	affect	rates	of	hearing	loss.	In	addition,	they	point	to	the	importance	of	conducting	audiometric	tests
to	assess	hearing	loss	rather	than	relying	on	self-reports	as	many	earlier	national	studies	have	done	(Agarwal,	et	al.,	2008).	As	with	studies	regarding	visual	changes,	some	age-related	alterations	in	the	brain	are	responsible	for	the	deterioration	in	auditory	functioning.	These	alterations	may	include	cellular	deterioration	and	vascular	changes	in	the
major	auditory	pathways	to	the	brain.	Researchers	have	also	found	that	genetic	factors	account	for	loss	of	hearing	acuity	in	the	middle-to-high	frequency	range.	To	illustrate,	monozygotic	twins	are	more	similar	in	their	hearing	loss	patterns	than	dizygotic	twins.	However,	aging	and	disease-related	pathological	changes	can	aggravate	auditory
problems.	Together	with	exposure	to	environmental	noise	over	a	lifetime,	this	range	of	factors	can	cause	presbycusis	(Wingfield	et	al.,	2007).	In	contrast	to	visual	changes,	hearing	loss	appears	to	be	significantly	affected	by	environmental	causes.	People	who	have	been	exposed	to	high-volume	and	high-frequency	noise	throughout	their	lives	(e.g.,
urban	dwellers,	construction	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	workers	who	use	jack	hammers	and	other	power	tools,	and	factory	workers)	experience	more	hearing	decrements	in	middle	and	old	age	than	do	those	from	rural,	low-noise	environments.	Some	diseases	and	medications	can	also	impair	hearing	acuity	in	middle-aged
and	older	adults.	As	shown	in	Figure	6,	women	generally	show	less	decline	than	men.	Gender	differences	in	hearing	loss	occur	across	the	life	course).	Over	the	last	four	decades,	hearing	loss	among	people	age	dB	Male	0	Frequency	Hearing	level	20	1	KHz	2	KHz	40	4	KHz	60	8	KHz	80	30	40	50	60	70	80	90	Age	(years)	dB	Female	0	Hearing	level
Frequency	20	1	KHz	2	KHz	40	4	KHz	60	8	KHz	80	30	40	50	60	70	80	90	Age	(years)	FIGURE	6	Gender	Differences	in	Hearing	Thresholds	SOURCE:	J.	M.	Ordy,	K.	R.	Brizzee,	T.	Beavers,	and	Medart,	P,	Age	differences	in	the	functional	and	structural	organization	of	the	auditory	system	in	man.	In	J.	M.	Ordy	and	K.	R.	Brizzee	(Eds.),	Sensory	systems
and	communication	in	the	elderly	(New	York:	Raven	Press,	1979),	p.	156.	Reprinted	with	permission	of	the	author	and	publisher.	73	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	18	to	44	has	increased	significantly.	Given	this	pattern	earlier	in	life,	future	cohorts	are	expected	to	include	more	elders	with	hearing	loss	that	was	environmentally
induced	earlier	in	their	lives—	perhaps	from	listening	to	loud	music	on	MP3	players	in	adolescence	and	young	adulthood!	Tinnitus,	a	high-pitched	“ringing,”	is	another	problem	that	affects	hearing	in	old	age,	although	it	can	also	occur	earlier	in	life.	It	may	occur	bilaterally	or	in	one	ear	only.	The	incidence	increases	threefold	between	youth	and	middle
age,	and	fourfold	between	youth	and	old	age,	and	may	be	aggravated	by	other	types	of	hearing	loss.	Tinnitus	may	be	related	to	occupational	noise	exposure;	for	example,	men	with	tinnitus	are	more	likely	to	have	had	exposure	to	noisy	work	environments.	It	cannot	be	cured,	but	people	suffering	from	tinnitus	can	generally	learn	to	manage	it	or	try
alternative	approaches	such	as	acupuncture	(Micozzi,	1997).	As	noted	above,	hearing	loss	can	be	of	several	types,	involving	limited	volume	and	range	or	distortion	of	sounds	perceived.	Regardless	of	type,	hearing	loss	results	in	some	incongruence	between	the	person	and	his	or	her	environment.	Older	persons	who	have	lost	hearing	acuity	in	the	range
of	speech	(500–3000	Hz)	have	particular	difficulties	distinguishing	the	sibilants	or	high-frequency	consonants	such	as	z,	s,	sh,	f,	p,	k,	t,	and	g.	Their	speech	comprehension	deteriorates	as	a	result,	which	may	be	the	first	sign	of	hearing	loss.	In	contrast,	lowfrequency	hearing	loss	has	minimal	impact	on	speech	comprehension.	As	Figure	6	illustrates,
higher-frequency	sounds	can	be	heard	better	by	raising	the	intensity.	The	recognition	of	some	consonants	such	as	(p,	t,	k,	b,	d,	g)	can	be	increased	by	50	to	90	percent	among	older	persons	simply	by	raising	their	volume.	An	individual	may	compensate	by	raising	the	volume	of	the	TV	and	radio,	moving	closer	to	the	TV,	or	listening	to	other	types	of
music	made	by	lower-pitched	instruments,	such	as	an	organ.	When	an	older	adult	starts	raising	the	volume	of	the	TV	or	radio,	or	increasingly	asks	people	to	repeat	what	they	said,	it	is	imperative	to	determine	RELUCTANCE	TO	USE	HEARING	AIDS	The	social	stigma	associated	with	wearing	a	hearing	aid	is	greater	than	with	wearing	glasses.	These
are	undoubtedly	some	of	the	reasons	why	very	few	older	people	with	hearing	loss	use	them.	After	President	Clinton	was	fitted	with	a	new	digital	hearing	aid	in	1997,	there	was	a	dramatic	increase	in	the	number	of	hearing	aids	sold.	Sales	jumped	by	25	percent	between	1996	and	1997;	many	of	these	consumers	were	baby	boomers	like	President
Clinton	who	purchased	a	hearing	aid	for	the	first	time.	Nevertheless,	a	survey	conducted	in	1998	found	that	only	15	percent	of	older	adults	with	hearing	loss	in	the	range	of	speech	were	using	a	hearing	aid,	and	a	2003	study	found	rates	lower	than	12	percent	(Crews	&	Campbell,	2004;	National	Academy,	1999;	Popelka,	Cruickshank,	&	Wiley,	1998).
What	might	be	some	factors	that	would	explain	this	slight	decline	in	use	of	hearing	aids,	even	though	rates	of	hearing	loss	have	increased?	COMPENSATION	AND	ADAPTATION	74	whether	a	hearing	loss	exists,	to	identify	the	cause,	and	to	fit	the	individual	with	an	appropriate	hearing	aid,	if	affordable.	A	major	difficulty	with	some	of	the	less	expensive
types	of	hearing	aids	is	that	they	merely	raise	the	volume,	so	the	volume	of	background	noises	is	also	raised.	This	may	compensate	for	loss	of	higher-frequency	sounds,	but	it	cannot	completely	obliterate	the	problem	of	presbycusis.	In	fact,	hearing	aids	may	result	in	such	major	adaptation	problems	that	older	persons	stop	wearing	them	after	several
months,	often	to	the	frustration	of	their	family	members.	Fortunately,	digital	hearing	aids	are	now	available,	which	have	tiny	computer	chips	that	filter	sounds	to	match	each	user’s	hearing	loss	profile,	without	amplifying	background	noises.	These	newer	designs	are	also	less	obtrusive	and	fit	well	inside	the	ear.	However,	they	can	cost	about	twice	as
much	as	conventional	hearing	aids	and	are	not	covered	by	Medicare	or	by	most	private	health	insurance	plans.	The	cost,	stigma,	and	adjustment	problems	with	hearing	aids	may	explain	why	proportionately	so	few	older	adults	with	reported	hearing	loss	use	a	hearing	aid.	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	Other	means	of
compensating	for	hearing	loss	are	to	design	environments	that	dampen	background	noises	or	to	select	such	settings	for	communicating	with	older	persons.	Sound	levels	should	not	exceed	80	decibels.	Soundproof	rooms,	while	costly,	are	beneficial,	particularly	if	housing	for	older	people	is	built	on	busy	streets	or	near	freeways.	Offices	of	health
professionals	should	have	at	least	one	quiet	area	without	the	distraction	of	background	noises.	Older	people	with	hearing	impairments	can	also	benefit	from	new	designs	in	telephones	with	volume	adjusters	and	lights	that	blink	when	the	phone	rings.	When	conversing	with	people	who	are	experiencing	age-related	hearing	loss,	the	following	hints	can
help	both	younger	and	older	persons	enjoy	their	communication:	•	Face	an	older	person	directly	and	maintain	eye	contact.	•	Sit	somewhat	close	(3	feet	away)	and	at	eye	level	with	the	older	person.	•	Do	not	cover	your	face	with	hands	or	objects	when	speaking.	•	Speak	slowly	and	clearly,	but	without	exaggerating	speech.	•	Do	not	shout.	•	Avoid
distracting	background	noises	by	selecting	a	quiet,	relaxing	place	away	from	other	people,	machines,	and	traffic	sounds.	•	Speak	in	a	lower,	but	not	monotonic,	tone	of	voice.	•	Repeat	key	points	in	different	ways	and	with	different	words.	•	If	specific	information	is	to	be	transmitted	(e.g.,	how	to	take	medications),	structure	the	message	in	a	clear,
systematic	manner	(Kawamoto	&	Kiyak,	2009;	NIA,	2005).	Helping	older	people	with	hearing	impairment	compensate	for	this	loss	is	essential	to	avoid	harmful	effects	on	interpersonal	relationships,	social	engagement,	and	self-esteem.	For	some	older	adults,	increasing	levels	of	hearing	impairment	can	disrupt	functional	abilities,	resulting	in	social
withdrawal	and	even	clinical	depression	(Dalton	et	al.,	2003;	Strawbridge	et	al.,	2000).	Older	persons	with	significant	hearing	loss	may	also	be	at	greater	risk	for	falls.	A	study	of	423	women	age	63	to	76	measured	their	hearing	threshold	and	postural	stability	(with	eyes	open),	then	followed	them	for	12	months	to	determine	if	and	under	what
conditions	they	fell.	Almost	half	experienced	a	fall.	After	adjusting	for	age,	elders	in	the	poorest-hearing	quartile	were	3.4	times	more	likely	to	fall	as	those	in	the	besthearing	quartile.	The	researchers	concluded	that	this	higher	risk	for	falls	among	elders	with	impaired	hearing	acuity	may	be	related	to	their	poorer	postural	stability,	not	their	hearing
loss	per	se	(Viljanen	et	al.,	2009).	The	simultaneous	deterioration	of	both	hearing	and	vision	can	be	particularly	frustrating.	Although	it	is	relatively	rare	for	both	functions	to	decline	significantly	with	age,	family,	friends,	and	professionals	must	learn	to	be	versatile	in	using	appropriate	communication	techniques,	including	those	suggested	earlier.	For
example,	when	talking	with	an	older	person	who	is	impaired	in	both	hearing	and	vision,	touching	a	hand,	arm,	or	shoulder	may	aid	communication.	Sense	Changes	in	Taste	and	Smell	Although	older	people	may	complain	that	food	does	not	taste	as	good	as	it	once	did,	these	complaints	are	probably	not	due	to	an	age-associated	generalized	loss	of	taste
sensitivity.	It	was	once	thought	that	age	brought	dramatic	decreases	in	the	number	of	taste	buds	on	the	tongue,	that	such	loss	of	receptor	elements	led	to	functional	loss,	which	was	experienced	as	a	dulling	of	taste	sensation,	and	that	these	changes	accounted	for	older	people’s	reduced	enjoyment	of	food.	Subsequent	studies,	however,	have	challenged
each	link	in	this	chain	of	reasoning.	Aging	does	appear	to	cause	some	loss	of	taste	buds,	but	this	does	not	affect	taste	thresholds.	Furthermore,	threshold	loss	almost	never	involves	more	than	one	of	the	four	basic	taste	qualities	(Cowart,	1989).	The	notion	that	various	functions	decline	differentially	has	replaced	the	belief	that	older	people	75	THE
SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	Cooking	with	spices	can	enhance	olfactory	and	taste	sensitivity.	Michael	Newman/PhotoEdit	experience	a	generalized	taste	loss.	The	research	task	now	is	to	specify	which	aspects	of	taste	function	remain	intact	and	which	decline	with	normal	aging	or	with	disease.	Although	older	people’s	taste
function	does	not	undergo	a	general	decline	in	strength,	it	demonstrates	specific	changes.	For	example,	while	the	relationship	between	taste	intensity	and	stimulus	strength	is	age-stable,	older	adults	have	more	difficulty	than	younger	people	in	discriminating	between	varying	intensities	of	a	flavor	(tested	by	increasing	the	level	of	bitterness	in	coffee,
the	saltiness	of	food);	however,	discrimination	occurs	less	often	with	a	stimulus	that	varies	in	its	sweetness.	These	differences	have	been	observed	across	age	groups,	from	teens	to	people	in	their	80s.	It	is	also	important	to	note	that	in	76	studies	where	older	individuals’	average	taste	performance	is	poorer	than	that	of	younger	adults,	some	perform	as
well	as,	or	better	than,	many	younger	persons.	Appreciation	of	food	does	not	depend	on	taste	alone.	The	sense	of	smell	clearly	is	involved.	We	have	all	experienced	changes	in	the	way	food	“tastes”	while	ill	with	a	head	cold	and	a	stuffy	nose	or	suffering	from	allergies.	These	changes	suggest	that	sensitivity	to	airborne	stimuli	plays	a	key	role	in	the
smell	and	taste	of	foods.	Older	people	perceive	airborne	stimuli	as	less	intense	than	younger	persons,	and	they	do	less	well	on	odor	identification.	External	factors	such	as	smoking	and	medications	contribute	to	these	differences,	but	even	after	accounting	for	these	variables,	age	differences	in	odor	identification	and	discriminations	are	dominant
(Markovic	et	al.,	2007;	Stuen,	2006;	Tuorila,	Niskanen,	&	Maunuksela,	2001).	When	parallel	assessments	are	made	in	the	same	subject,	age-related	declines	for	smell	are	greater	than	for	taste.	This	suggests	that	one	way	to	increase	older	people’s	enjoyment	of	eating	is	to	provide	them	with	enhanced	food	odors	or	opportunities	for	olfactory	hedonic
experiences.	Hedonic	evaluation	of	odor	stimuli	is	generally	an	emotional,	not	an	analytic,	task.	Research	comparing	young,	middle-aged,	and	older	persons’	hedonic	evaluations	shows	that	ratings	of	the	pleasantness	of	food	odors	increase	after	age	40.	Research	volunteers	age	19	to	39	were	significantly	more	negative	in	their	ratings	of	lemon,	garlic,
and	fish	than	those	age	40	to	59	and	those	60	and	older	(Dijksterhuis	et	al.,	2002;	Markovic	et	al.,	2007).	Classes	in	cooking	with	herbs	and	spices	can	be	valuable	for	older	people	who	are	experiencing	changes	in	their	taste	and	olfactory	abilities.	These	activities	can	also	help	older	people	in	sharpening	their	sensitivity	to	tastes	and	odors,	improving
the	palatability	and	intake	of	food,	increasing	salivary	flow	and	immunity,	and	ultimately	enhancing	their	quality	of	life	(Schiffman	&	Graham,	2000).	Losing	the	ability	to	smell	and	taste	is	not	just	a	matter	of	reduced	enjoyment,	but	can	foster	risks	such	as	unhealthy	eating	habits,	social	isolation,	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING
and	being	unable	to	smell	dangers	like	smoke	or	leaking	gas.	We	have	all	known	elders	who	keep	adding	salt	and	sugar	to	their	food	to	enhance	the	taste,	often	doing	the	exact	opposite	of	what	their	doctor	recommends.	Finding	healthier	ways	to	enhance	the	aroma	and	flavor	of	foods	is	important	for	both	elders’	nutrition	and	social	engagement.	In
addition	to	cooking	with	herbs	and	spices,	adding	even	a	tablespoon	of	gravy	or	olive	oil	to	food	can	dramatically	improve	its	enjoyment	by	making	the	aroma	and	flavor	chemicals	more	available	to	the	taste	buds	without	increasing	fat	content	significantly.	This	is	because	fat	in	food	is	essential	to	flavor.	Color	in	food	also	affects	the	perceived	intensity
of	flavor,	which	suggests	the	importance	of	not	overcooking	food	and	attending	to	the	visual	presentation	of	a	meal.	As	with	all	the	age-associated	sensory	changes,	families	and	health	care	providers	need	to	be	creative	in	modifying	the	environment	and	recommending	appropriate	tests.	In	fact,	olfactory	testing	not	only	determines	the	level	and	type
of	loss	in	an	elder’s	ability	to	taste	and	smell;	it	can	also	help	with	early	diagnosis	of	neurodegenerative	diseases	such	as	Parkinson’s	and	Alzheimer’s	(Muller,	Mungersdorf,	Reichan,	Strehle,	&	Hummel,	2002;	Peters	et	al.,	2003).	Implications	for	the	Future	New	discoveries	in	genetics,	pharmacology,	biomedical	technology,	and	surgical	techniques
hold	great	possibilities	for	enhancing	the	quality	of	life	and	extending	the	human	life	span.	Today,	scientists	can	already	place	embryonic	stem	cells	in	culture	at	an	early	stage	and	watch	them	maintain	telomerase	activity	and	indefinite	replication.	In	the	future,	they	will	be	able	to	transplant	stem	cells	to	human	organs	in	a	successful	attempt	to
reverse	the	decline	or	disease	processes	in	these	organs.	Someday,	people	will	know	their	predisposition	to	a	wider	array	of	genetically	linked	conditions,	beyond	a	few	that	are	currently	predictable	with	genetic	testing,	such	as	Huntington’s	disease.	The	long-term	impact	of	caloric	restriction	and	the	use	of	enzyme	boosters	and	antioxidants
throughout	adulthood	on	pathogenic	conditions	in	old	age—as	well	as	folic	acid	on	atherosclerosis	and	heart	disease—will	become	clearer.	We	will	also	learn	the	long-term	effects	of	pharmacological	and	exercise	interventions	to	prevent	insulin	resistance	and	coronary	artery	disease,	osteopenia,	and	functional	decline.	Drug	dosing	will	become	more
individualized	so	that	physicians	can	assess	each	elder’s	ability	to	metabolize	and	excrete	drugs	before	prescribing	a	particular	medication	at	specific	doses.	In	many	ways,	biological	aging	in	the	twenty-first	century	will	move	away	from	the	treatment	of	disease	and	genetic	disorders	to	their	prevention.	Trends	in	microbiological	research	suggest	that
an	important	focus	will	be	on	ways	to	extend	the	average	length	of	life	such	as	maintaining	active	lifestyles.	Developments	in	technology	and	robotics	will	help	older	people	remain	in	their	own	homes,	with	computers	that	monitor	their	activities	(such	as	medication	use)	and	robots	that	serve	as	“personal	aides”	if	their	mobility,	vision,	and	hearing
decline	significantly.	Both	scientific	and	technological	advances	in	this	field	will	result	in	the	need	for	more	skilled	professionals	to	assist	the	aging	population.	These	include	scientists,	such	as	microbiologists	and	geneticists,	who	focus	on	the	basic	mechanisms	and	genetics	of	aging,	and	researchers	in	computer	sciences	and	engineering	who	can
design	external	aids	to	reduce	environmental	press.	Vision	rehabilitation	therapists	are	needed	who	can	orient	and	help	keep	visually	impaired	elders	active.	It	will	also	be	important	to	encourage	professionals	such	as	occupational	and	physical	therapists,	as	well	as	audiologists,	to	specialize	in	aging.	These	clinicians	can	test	the	aging	individual	and
prescribe	activities	to	maintain	function.	Health	care	providers	must	understand	what	is	normal	age-associated	decline	and	what	is	disease,	in	order	to	help	older	adults	who	are	experiencing	significant	loss	of	physiological	functions.	These	experts	also	need	skills	to	modify	the	environment	and	enhance	elders’	competence	to	accommodate	such
physiological	changes.	A	significant	barrier	to	the	expansion	of	this	necessary	77	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	pool	of	professionals	is	that	Medicare	and	many	other	health	insurance	policies	do	not	reimburse	for	such	specialized	services	to	older	adults.	Summary	As	shown	by	this	review	of	physiological	systems,	the	aging
process	is	gradual,	beginning	in	some	organ	systems	as	early	as	the	20s	and	30s	and	progressing	more	rapidly	after	age	70,	or	even	80,	in	others.	Even	with	50	percent	deterioration	in	many	organ	systems,	an	individual	can	still	function	adequately.	The	ability	of	human	beings	to	compensate	for	age-related	changes	attests	to	their	significant	amount
of	excess	reserve	capacity.	In	most	instances,	the	normal	physical	changes	of	aging	need	not	diminish	a	person’s	quality	of	life	if	person–environment	congruence	can	be	maintained.	Since	many	of	the	decrements	are	gradual	and	slight,	older	people	can	learn	to	modify	their	activities	to	adapt	to	their	environments—for	example,	by	pacing	the	amount
of	physical	exertion	throughout	the	day.	Family	members	and	professionals	can	be	supportive	by	encouraging	home	modifications,	such	as	minimizing	the	use	of	stairs,	moving	the	older	person’s	daily	activities	to	the	main	floor	of	the	home,	and	reinforcing	their	efforts	to	cope	creatively	with	common	vision	or	hearing	impairments.	The	rate	and
severity	of	decline	in	various	organ	systems	vary	substantially,	with	the	greatest	deterioration	in	functions	that	require	coordination	among	multiple	systems,	muscles,	and	nerves.	Similarly,	wide	variations	across	individuals	in	the	aging	process	spring	from	differences	in	heredity,	diet,	exercise,	culture,	and	living	conditions.	Many	of	the	physiological
functions	that	were	once	assumed	to	deteriorate	and	to	be	irreversible	with	normal	aging	are	being	reevaluated	by	researchers	in	basic	and	clinical	physiology	as	well	as	by	health	educators.	Examples	of	master	athletes	who	continue	their	swimming,	running,	and	other	competitive	physical	activities	throughout	life	show	that	age-related	declines	are
not	always	dramatic.	Even	people	78	who	begin	a	regular	exercise	program	late	in	life	have	experienced	significant	improvements	in	their	heart	and	lung	capacity.	Sleep	patterns	change	with	normal	aging.	Lab	studies	reveal	changes	in	EEG	patterns,	sleep	stages,	and	circadian	rhythms	with	advancing	years.	However,	true	sleep	disturbances	are
associated	with	physical	and	psychological	disorders;	with	some	medications	used	to	treat	these	conditions;	they	are	not	due	to	aging	per	se.	Sedativehypnotic	drugs	are	widely	used	by	older	people	who	complain	of	sleep	disturbance.	However,	improving	sleep	hygiene	by	increasing	daytime	physical	exercise	and	exposure	to	light;	reducing	daytime
naps	and	the	intake	of	alcohol,	caffeine,	and	some	medications;	and	modifying	the	sleep	environment	are	generally	more	effective	in	the	long-term	than	pharmacological	approaches.	This	is	particularly	true	for	older	persons	with	dementia.	Medications	are	useful	only	in	the	case	of	true	sleep	disorders,	such	as	sleep	apnea	and	twitching	legs	during
sleep.	Changes	in	sensory	function	with	age	do	not	occur	at	a	consistent	rate	in	all	senses	and	for	all	people.	Some	people	show	rapid	declines	in	vision	while	maintaining	their	hearing	and	other	sensory	abilities.	Others	experience	an	early	deterioration	in	olfactory	sensation	but	not	in	other	areas.	All	of	us	experience	some	loss	in	these	functions	with
age,	but	interindividual	differences	are	quite	pronounced.	Normal	age-related	declines	in	vision	reduce	the	ability	to	respond	to	differing	light	levels;	function	in	low-light	situations;	see	in	places	with	high	levels	of	glare;	discern	color	tones,	especially	in	the	green-blue-violet	range;	and	judge	distances	and	depth.	Peripheral	vision	becomes	somewhat
narrowed	with	age,	as	does	upward	and	downward	gaze.	Older	people	have	more	diseases	of	the	eye,	including	glaucoma,	cataracts,	and	macular	degeneration;	if	these	diseases	are	not	treated,	blindness	can	result.	Older	persons	who	experience	significant	age-related	declines	in	visual	function	can	generally	maintain	former	levels	of	activity	if	THE
SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	they	adapt	the	environment	to	fit	changing	needs	or	substitute	new	activities	for	those	that	have	become	more	difficult.	Unfortunately,	some	older	people	prefer	to	withdraw	from	previous	activities,	thereby	becoming	more	isolated	and	at	risk	of	depression	and	deteriorating	quality	of	life.	Decline	in
auditory	function	generally	starts	earlier	than	visual	problems	and	affects	more	people.	Significant	impairments	in	speech	comprehension	often	result.	Although	hearing	aids	can	frequently	improve	hearing	by	raising	the	intensity	of	speech	that	is	in	the	high-frequency	range,	they	require	time	for	the	elder	to	adapt	and	to	distinguish	the	focal	sound
from	background	noises	that	are	also	increased	by	the	hearing	aid;	additionally,	many	older	people	feel	uncomfortable	and	even	stigmatized	when	using	them.	Hence,	the	solutions	for	communicating	with	hearing-impaired	elders	may	lie	mostly	in	the	environment,	not	within	older	persons	themselves.	These	include	changes	in	communication	styles,
such	as	speaking	directly	at	an	older	person	in	a	clear	voice	but	not	shouting;	talking	in	a	lower	tone;	repeating	key	points;	and	sitting	closer	to	a	hearing-impaired	person.	Environmental	aids	such	as	soundproof	or	quiet	rooms	and	modified	telephones	can	also	be	invaluable	for	older	people	with	significant	hearing	deterioration.	Although	many	older
people	complain	that	food	does	not	taste	as	good	as	it	once	did,	changes	with	age	in	taste	acuity	are	minimal,	whereas	the	hedonic	evaluation	of	food	is	more	emotional	and	unrelated	to	threshold	detection	and	discrimination.	The	decline	in	olfactory	receptors	with	age	is	more	significant	than	in	taste	receptors,	and	may	be	responsible	for	the
perception	of	reduced	taste	acuity.	These	changes	are	more	pronounced	in	people	who	smoke	or	drink	heavily,	but	the	use	of	medications	has	only	modest	effects.	There	is	less	change	in	people	who	have	sharpened	their	taste	and	olfactory	sensitivity,	such	as	professional	winemakers	and	perfumers.	This	pattern	emphasizes	the	importance	of
participating	in	activities	that	enhance	elders’	taste	and	olfactory	functions.	As	we	learn	more	from	studies	of	normal	physiological	changes	with	aging,	reports	that	once	appeared	definitive	are	found	to	be	less	so,	and	a	complete	understanding	of	some	changes	is	shown	to	be	lacking.	This	is	particularly	true	in	the	areas	of	taste,	smell,	and	pain
perception.	Research	is	needed	to	distinguish	normal	changes	in	these	areas	from	those	that	are	related	to	disease	and	those	that	can	be	prevented.	Longitudinal	research	would	help	to	answer	many	of	these	questions.	Finally,	research	that	examines	the	impact	of	sensory	deterioration	on	the	older	person’s	interactions	with	the	environment	is	also
needed.	GLOSSARY	accommodation	ability	of	the	lens	of	the	eye	to	change	shape	from	rounded	to	flat	in	order	to	see	objects	that	are	closer	or	farther	from	the	lens	age-related	cataract	clouding	of	the	lens	of	the	eye,	reducing	sight	and	sometimes	leading	to	blindness;	requires	surgical	extraction	of	the	lens	age-related	macular	degeneration	(AMD)
loss	of	vision	in	the	center	of	the	visual	field	caused	by	insufficient	oxygen	reaching	the	macula	atherosclerosis	accumulation	of	fats	in	the	arteries	and	veins,	blocking	circulation	of	the	blood	atrophic	gastritis	chronic	inflammation	of	the	stomach	lining	cellular	aging	theory	the	hypothesis	that	aging	occurs	as	cells	slow	their	number	of	replications,
based	on	the	observation	that	cells	grown	in	controlled	laboratory	environments	are	able	to	replicate	only	a	finite	number	of	times	dementia	diminished	ability	to	remember,	make	accurate	judgments,	etc.	diastolic	blood	pressure	the	level	of	blood	pressure	during	the	time	when	the	chambers	of	the	heart	are	filling	with	blood	estrogen	a	female	sex
hormone	that	declines	significantly	with	aging;	can	be	replaced	alone	(estrogen	replacement	therapy)	or	in	combination	with	progesterone,	another	female	sex	hormone	(hormone	replacement	therapy)	free	radical	theory	a	special	case	of	the	cross-linkage	theory	of	aging	that	posits	that	free	radicals	(highly	reactive	molecules)	may	produce	DNA
mutations	79	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	functional	(or	reserve)	capacity	the	ability	of	a	given	organ	to	perform	its	normal	function,	compared	with	its	function	under	conditions	of	illness,	disability,	and	aging	glaucoma	a	disease	in	which	there	is	insufficient	drainage	or	excessive	production	of	aqueous	humor,	the	fluid	in	the
front	portion	of	the	eye	glucose	a	type	of	sugar	found	in	plants	and	animals,	serves	as	a	major	energy	source	and	circulates	in	blood	prolongevity	research	aimed	at	increasing	average	life	expectancy	by	reducing	the	burden	of	disease	but	not	disrupting	fundamental	aging	processes	renal	function	kidney	function,	defined	by	the	rate	at	which	blood	is
filtered	through	the	kidneys	healthy	life	span	the	number	of	years	in	good	health	and	with	quality	of	life	senescence	biological	aging;	i.e.,	the	gradual	accumulation	of	irreversible	functional	losses	to	which	the	average	person	tries	to	accommodate	in	some	socially	acceptable	way	hyperthermia	body	temperatures	several	degrees	above	normal	for
prolonged	periods	sleep	apnea	5-	to	10-second	cessation	of	breathing,	which	disturbs	sleep	in	some	older	persons	hypothermia	body	temperatures	several	degrees	below	normal	for	prolonged	periods	sleep	hygiene	behaviors	associated	with	sleep—e.g.,	location,	lighting,	regular	versus	irregular	bedtime,	use	of	drugs	that	promote	or	hinder	sleep
immunological	theory	focuses	on	the	deteriorating	efficiency	of	the	immune	system	as	the	cause	of	many	normal	age-related	declines	and	chronic	diseases	associated	with	aging	kinesthetic	system	the	body	system	that	signals	one’s	position	in	space	kyphosis	stoop-shouldered	or	hunched	condition	caused	by	collapsed	vertebrae	as	bone	mass	is	lost
master	athletes	individuals	who	have	continued	to	participate	in	competitive,	aerobic	exercise	into	the	later	years	melanin	skin	pigmentation	menopause	one	event	during	the	climacteric	in	a	woman’s	life	when	there	is	a	gradual	cessation	of	the	menstrual	cycle,	which	is	related	to	the	loss	of	ovarian	function;	considered	to	have	occurred	after	12
consecutive	months	without	a	menstrual	period	mitochondrial	DNA	mutation	theory	the	hypothesis	that	aging	is	caused	by	damage	or	mutation	of	DNA	in	the	mitochondria	of	cells.	neurons	nerve	cells	in	the	brain	systolic	blood	pressure	the	level	of	blood	pressure	during	the	contraction	phase	of	the	heart	telomerase	the	enzyme	responsible	for
rebuilding	telomeres	telomeres	protective	DNA	structures	at	ends	of	each	chromosome,	lost	as	cells	replicate	tinnitus	high-pitched	ringing	in	the	ear	urinary	incontinence	diminished	ability	to	retain	urine;	loss	of	bladder	control	varicosities	abnormal	swelling	in	the	veins,	especially	the	legs	vital	capacity	the	maximum	volume	of	oxygen	intake	through
the	lungs	with	a	single	breath	wear	and	tear	theory	one	of	the	biological	theories	of	aging;	states	that	aging	occurs	because	of	the	system	simply	wearing	out	over	time	RESOURCES	orthopedic	injuries	injuries	to	the	bones,	muscles,	and	joints	Log	on	to	MySocKit	(www.mysockit.com)	for	information	about	the	following:	osteoporosis	a	dramatic	loss	in
calcium	and	bone	mass	resulting	in	increased	brittleness	of	the	bones	and	increased	risk	of	fracture,	more	frequently	found	in	white,	small-stature	women	•	AARP	Andrus	Foundation	publication,	“Lighting	the	Way”	(2002)	otosclerosis	loss	of	hearing	caused	by	hardening	of	the	stapes	and	its	inability	to	vibrate;	not	normal	aging	periodic	limb
movement	disorder	(PLMD)	neuromuscular	disturbance	resulting	in	uncontrolled	movement	of	legs	during	sleep	(also	known	as	nocturnal	myoclonus)	80	presbycusis	age-related	hearing	loss	•	American	Foundation	for	the	Blind,	Unit	on	Aging	•	American	Printing	House	for	the	Blind	•	American	Speech-Language-Hearing	Association	•	Better	Hearing
Institute	•	International	Hearing	Aid	Helpline	of	the	International	Hearing	Society	THE	SOCIAL	CONSEQUENCES	OF	PHYSICAL	AGING	•	International	Longevity	Center	•	Library	of	Congress,	Blind	and	Physically	Handicapped	Division	•	National	Association	for	Continence	•	National	Sleep	Foundation	•	Self-Help	for	Hard	of	Hearing	People	(SHHH)
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disability,	frailty,	and	comorbidity	•	Socioeconomic	and	psychological	factors	that	affect	perceptions	of	health	and	use	of	health	services	•	Distinctions	among	chronic	diseases	that	occur	most	frequently	in	older	adults	•	Obesity	as	a	risk	factor	for	many	chronic	diseases	and	poor	quality	of	life	in	the	later	years	•	HIV/AIDS	as	a	chronic	condition	in
older	adults	•	Risk	factors	including	age,	race,	ethnicity,	gender,	sexual	orientation,	and	social	class	that	result	in	health	disparities	in	old	age	•	Accidents	among	older	people	and	prevention	of	driving	fatalities	and	falls	•	Use	of	health	services,	including	prescription	drugs	•	Health	promotion	programs	for	older	adults	and	their	benefits	No	aspect	of
old	age	is	more	alarming	to	many	of	us	than	the	thought	of	losing	our	health.	Our	fears	center	not	only	on	the	pain	and	inconvenience	of	illness,	but	also	on	its	social-psychological	consequences,	such	as	loss	of	personal	autonomy	and	economic	security.	Poor	health,	more	than	other	changes	commonly	associated	with	aging,	can	reduce	a	person’s
competence	in	mastering	his	or	her	environment.	Defining	Health	Good	health	is	more	than	merely	the	absence	of	disease	or	disability.	As	defined	by	the	World	Health	Organization,	good	health	is	a	state	of	complete	physical,	mental,	and	social	well-being.	The	concept	of	health	implies	an	From	Chapter	4	of	Social	Gerontology:	A	Multidiscipl	inary
Perspective,	9/e.	Nancy	R.	Hooyman.	H.	Asuman	Kiyak.	Copyright	©	2011	by	Pearson	Education.	Published	by	Allyn	&	Bacon.	All	rights	reserved.	87	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	interaction	and	integration	of	body,	mind,	and	spirit—a	perspective	that	is	reflected	in	the	growth	of	health	promotion
programs	and	alternative	medicine,	and	one	that	is	congruent	with	the	concept	of	active	aging	highlighted	throughout	this	text.	As	used	by	health	care	providers	and	researchers,	the	term	health	status	refers	to:	(1)	the	presence	or	absence	of	disease,	and	(2)	the	degree	of	disability	in	an	individual’s	level	of	functioning.	Thus,	activities	that	older
people	can	do,	or	think	they	can	do,	are	useful	indicators	of	both	how	healthy	they	are	and	the	services	and	environmental	changes	needed	to	cope	with	their	impairments.	Older	people’s	ability	to	function	as	independently	as	possible	is	of	primary	concern.	The	concepts	that	capture	this	functional	ability—Activities	of	Daily	Living	(ADLs)	and
Instrumental	Activities	of	Daily	Living	(IADLs)—are	described	on	the	following	page.	The	World	Health	Organization	(2002)	defines	disability	as	impairments	in	the	ability	to	complete	multiple	daily	tasks.	About	18	percent	of	older	people	are	estimated	to	have	a	mild	degree	of	disability	in	their	ADLs,	but	only	2.5	percent	are	so	disabled	that	they	need
help	with	five	or	more	ADLs	(Federal	Interagency	Forum,	2008).	Older	adults	who	are	disabled	report	limitations	in	multiple	types	of	major	activities	and	mobility,	such	as	eating,	dressing,	bathing,	or	toiletry,	and	they	require	assistance	from	family	or	paid	caregivers.	Generally,	the	level	of	disability	an	older	person	experiences	depends	on	whether
they	exercise,	smoke,	and	maintain	average	weight	(CDC	&	Merck	Foundation,	2007;	Christ	&	Divan,	2009).	The	extent	of	disabilities	and	need	for	help	in	personal	care	activities	increase	with	age	and	differ	by	gender,	race,	and	poverty	status,	as	shown	in	Figure	1.	Because	of	their	greater	likelihood	of	coping	with	multiple	chronic	conditions,	the	old-
old	report	more	problems	in	performing	ADLs,	three	times	as	many	as	the	young-old.	Women	age	90	and	older	are	twice	as	likely	to	be	disabled	and	to	require	assistance	than	those	age	70	to	74.	Even	though	women	on	average	live	longer	than	men,	men	in	both	age	groups	are	less	likely	to	have	IADL	and	ADL	limits	and	show	a	smaller	increase	in
disability	with	age.	For	example,	only	about	half	as	many	community-dwelling	men	over	age	65	report	ADL	limitations	as	their	female	counterparts.	This	may	be	because	men	25	ADL	Limitation	IADL	Limitation	20.9	Percent	with	Limitation	20	18.9	15.2	15	9.8	10	9.6	9.5	7.8	7.0	6.0	5.1	4.7	5	FIGURE	1	Comparing	ADL	and	IADL	Limitations,	2002:	Age,
Gender,	Poverty	Status	2.7	0	65–74	88	75+	Male	Female	Non-Poor	Poor	SOURCE:	Health,	United	States,	2004a.	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	who	survive	to	this	age	have	a	genetic	advantage	and	are	hardier	than	men	who	die	at	a	younger	age.	African	Americans	are	almost	twice	as	likely	as	whites
to	report	problems	with	ADLs	and	IADLs,	and	they	have	higher	rates	of	disability,	especially	among	low-income	and	less-educated	elders	(Federal	Interagency	Forum,	2008;	Ferraro	&	Kelley-Moore,	2005;	Kelley-Moore	&	Ferraro,	2004;	NCHHHS,	2007).	Although	disablity	rates	increase	among	some	groups	of	older	adults,	overall	they	have	declined
in	the	population	age	65	and	older,	especially	among	the	oldest-old.	The	proportion	of	older	adults	who	report	any	problems	with	IADLs	or	ADLs,	has	dropped	from	14	percent	and	20	percent,	respectively,	in	1992	to	12	percent	and	18	percent	in	2006.	These	figures	reflect	a	decline	in	functional	problems	among	successive	cohorts	of	elders.	They
suggest	that	ASSESSING	FUNCTIONAL	HEALTH	The	most	commonly	used	measure	of	functional	health,	termed	the	Activities	of	Daily	Living	(ADLs),	summarizes	an	individual’s	ability	to	perform	basic	personal	care	tasks	such	as:	•	•	•	•	•	•	•	eating	bathing	dressing	using	the	toilet	getting	in	or	out	of	a	bed	or	chair	caring	for	a	bowel-control	device
walking	(the	most	common	ADL	limitation	for	older	adults)	Instrumental	Activities	of	Daily	Living	(IADL)	summarize	an	individual’s	ability	to	perform	more	complex,	multidimensional	activities	and	interact	effectively	with	the	environment:	•	•	•	•	•	home	management	managing	money	meal	preparation	making	a	phone	call	grocery	shopping	(the	most
common	IADL	problem)	people	are	not	only	living	longer	today	but	they	are	more	likely	to	manage	their	chronic	diseases	without	resulting	in	frailty	or	physical	disability.	These	trends	also	reflect	the	growing	emphasis	on	prevention	and	health	promotion.	Reductions	in	smoking,	effective	treatment	of	major	circulatory	diseases,	and	advances	in
chemotherapy	are	all	health	improvements	that	have	reduced	disability	rates	(AARP,	2003;	AOA,	2008;	Federal	Interagency	Forum,	2008;	Manton,	Gu	&	Lamb,	2006;	Manton,	Gu	&	Lowrimore,	2008).	Frailty	is	one	way	of	describing	such	severe	limitations	in	ADL.	It	generally	includes	problems	in	five	areas	(a	person	must	exhibit	at	least	three	of
these	to	be	defined	as	frail):	unintended	weight	loss,	slow	walking	speed,	low	physical	activity	levels,	weak	grip	strength,	and	chronic	exhaustion.	In	many	instances,	frailty	is	complicated	by	comorbidity,	defined	as	the	coexistence	of	two	or	more	chronic	systemic	or	psychiatric	conditions.	For	example,	an	older	person’s	physical	strength	may	be
impaired	by	heart	disease	and	the	effects	compounded	by	diabetes,	depression,	or	arthritis.	Frailty	and	comorbidity	increase	the	risk	of	hospitalization,	nursing	home	placement,	and	falls	(Fried	et	al.,	2001;	Levers,	Estabrooks,	Ross-Kerr,	2006).	Quality	of	Life	in	Health	and	Illness	The	concept	of	active	aging	implies	that	aging	need	not	be	a	time	of
decline	or	dependency.	For	most	older	adults,	being	able	to	do	the	things	that	they	want	at	home	and	in	the	community	is	a	primary	component	of	active	aging	(Menec,	2003;	Phelan	et	al.,	2004).	Even	those	who	experience	chronic	diseases	can	usually	maintain	some	degree	of	autonomy	and	avoid	disability	that	impedes	their	daily	functioning.	As	we
will	illustrate	in	this	chapter,	social	and	health	behaviors	throughout	life—such	as	diet,	smoking,	alcohol	consumption,	and	physical	activity,	as	well	as	the	physical	89	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	environment	where	we	live	and	work—all	play	a	role	in	the	development	and	progression	of	chronic
diseases.	Health	and	wellness	include	a	range	of	factors,	such	as	health	behaviors,	social	contributions,	and	access	to	health	care	(Putnam	et	al.,	2003).	To	the	extent	that	people	practice	health-enhancing	habits	and	an	active	lifestyle	in	their	younger	years,	many	chronic	conditions	can	be	prevented,	while	others	can	be	managed	so	they	do	not	result
in	a	severe	disability	that	prevents	active	aging.	However,	medical	care	for	chronic	diseases	results	in	high	costs	for	society.	Almost	95	percent	of	health	care	expenditures	for	older	adults	are	spent	on	managing	chronic	diseases.	Those	with	five	or	more	chronic	conditions	(23	percent	of	all	Medicare	beneficiaries)	account	for	68	percent	of	all
Medicare	expenditures,	a	disproportionate	rate	that	highlights	the	Regular	swimming	can	relieve	the	pain	of	arthritis.	Photodisc/Getty	Images	90	importance	of	self-care	through	health	promotion	programs	(Anderson,	2005;	CDC	&	Merck	Foundation,	2007;	Lawlor,	2008).	Even	though	disability	rates	are	declining,	chronic	illnesses	often	accompany
old	age,	and	societal	values	affect	our	attitudes	toward	loss	of	health.	The	importance	placed	by	our	culture	on	being	independent	and	highly	active	may	underlie	our	relative	inability	to	accept	illness	graciously.	It	may	also	help	account	for	the	relatively	high	rates	of	depression	experienced	by	elders	with	chronic	illnesses,	especially	those	with
cardiovascular	disease	and	diabetes.	American	values	of	independence	may	also	partially	explain	why	healthy	older	people	often	do	not	want	to	share	housing	or	recreational	activities	with	those	who	have	mental	or	physical	disabilities.	A	reliable	evaluation	of	health	takes	into	account	not	only	a	physician’s	assessment	of	an	older	person’s	physical
condition,	but	also	elders’	self-perceptions,	observable	behaviors,	and	life	circumstances.	Quality	of	life	may	be	defined	as	this	combination	of	an	individual’s	functional	health,	feelings	of	competence,	autonomy	in	performing	ADLs,	and	satisfaction	with	one’s	social	circumstances.	Most	older	people	appear	to	adjust	their	perceptions	of	their	health	in
response	to	the	aging	process.	In	the	2004–2006	National	Health	Interview	Survey	(NHIS),	76	percent	of	nonHispanic	whites,	60	percent	of	African	Americans,	and	63	percent	of	Latinos	age	65	and	older	rated	their	health	as	good	to	excellent.	Self-ratings	were	slightly	lower	among	those	85	and	older;	in	this	survey,	67	percent	of	whites,	54	percent	of
African	Americans,	and	47	percent	of	Latinos	gave	high	self-ratings	(Figure	2).	Not	surprisingly,	higher	household	income	is	also	associated	with	positive	self-assessments	of	good	health.	Self-ratings	are	less	positive	among	those	with	severe	disability	(AOA,	2008;	Federal	Interagency	Forum,	2008;	NCHS,	2009).	More	objective	assessments	by	family
and	health	care	providers	may	differ	from	the	elder’s	self-assessment	of	health.	Even	older	persons	in	nursing	homes	tend	to	rate	their	health	positively;	often	because	they	compare	themselves	to	others	who	are	more	impaired	than	they	are.	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	90	65–74	years	80	85	years
and	older	70	Percent	POINTS	TO	PONDER	75–84	years	60	50	Think	about	you	perceive	your	own	health.	To	what	extent	do	you	compare	your	health	to	others	of	your	age	or	gender?	How	does	your	ability	to	perform	various	ADLs	affect	your	health	perceptions?	How	does	your	day-to-day	health	affect	your	overall	quality	of	life?	40	30	20	10	0	White,
non-Hispanic	Black,	non-Hispanic	Hispanic	FIGURE	2	Good	to	Excellent	Health	Among	Noninstitutionalized	Persons	65	and	Older,	by	Age,	Race,	and	Hispanic	Origin:	United	States,	2004–2006	SOURCE:	Federal	Interagency	Forum	on	Aging-Related	Statistics.	Older	Americans	Update	2008:	Key	Indicators	of	Well-Being.	Federal	Interagency	Forum	on
Aging-Related	Statistics.	Washington,	DC:	U.S.	Government	Printing	Office,	March	2008.	Older	people	who	must	take	multiple	medications,	experience	chronic	pain,	struggle	with	depression,	or	have	financial	and	ADL	limitations	are	most	likely	to	report	lower	quality	of	life	(Merck	Institute,	2004).	On	the	other	hand,	those	who	have	recently	had	a
successful	medical	or	surgical	intervention	to	alleviate	the	symptoms	of	their	chronic	conditions	are	more	likely	to	report	improved	quality	of	life	than	elders	who	have	not	undergone	successful	health	interventions.	It	is	noteworthy	that	physicians	rate	the	quality	of	life	of	older	persons	with	diabetes,	arthritis,	or	even	ischemic	heart	disease	lower	than
do	the	elders	themselves.	This	may	indicate	patients’	greater	adaptation	to	disabling	conditions	than	physicians	expect,	or	that	medical	professionals’	definitions	of	quality	of	life	are	more	constrained	by	objective	health	factors	than	are	patients’	own	perceptions.	The	concept	of	resilience	may	also	help	explain	the	generally	positive	evaluations	of	their
health	by	many	older	adults	with	chronic	illness	and	disabilities.	In	general,	older	women	rate	their	health	more	positively	than	men,	even	though	they	have	more	chronic	diseases	and	are	more	likely	to	live	in	long-term	care	facilities	(Federal	Interagency	Forum,	2008).	The	reasons	for	such	gender	differences	are	unclear.	Perceptions	of	good	health
are	generally	associated	with	other	measures	of	well-being—	particularly	life	satisfaction.	Older	persons	who	view	themselves	as	reasonably	healthy	tend	to	be	happier,	more	satisfied,	more	involved	in	social	activities,	and	less	lonely.	In	turn,	lower-life	satisfaction	is	associated	with	lower	levels	of	self-perceived	health.	It	has	also	been	found	that	self-
ratings	of	health	are	correlated	with	mortality.	That	is,	older	people	who	report	poorer	health,	especially	poorer	functional	abilities,	are	more	likely	to	die	in	the	next	three	years	than	those	who	perceive	their	functional	health	to	be	good	(Benyamini,	Blumstein,	Lusky,	&	Modan,	2003).	WHY	OLDER	ADULTS	RATE	THEIR	HEALTH	POSITIVELY	•	They
compare	themselves	with	peers.	•	They	have	a	sense	of	accomplishment	from	having	survived	to	old	age.	•	They	perceive	themselves	competent	to	meet	environmental	demands.	•	They	define	quality	of	life	broadly,	to	include	meaning	and	life	satisfaction,	not	just	physical	activity.	91	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING
IN	OLD	AGE	Chronic	and	Acute	Diseases	The	risk	of	disease	and	impairment	increases	with	age.	However,	the	extreme	variability	observed	in	older	people’s	health	status	suggests	that	poor	health	does	not	always	accompany	aging.	The	incidence	of	acute	(or	temporary)	conditions,	such	as	infections	or	the	common	cold,	actually	decreases	with	age.
Those	acute	conditions	that	do	occur,	however,	are	more	debilitating	and	require	more	care,	especially	for	older	women.	•	The	average	number	of	days	of	restricted	activity	due	to	acute	conditions	is	nearly	three	times	greater	for	people	age	65	and	older	than	it	is	for	those	17–44	years	old.	•	Older	people	report,	on	average,	33	days	per	year	of
restricted	activity,	of	which	14	are	spent	in	bed	(NCHS,	2003).	An	older	person	who	gets	a	cold,	for	example,	faces	a	greater	risk	of	pneumonia	or	bronchitis	because	of	changes	in	organ	systems	that	reduce	his	or	her	resistance	and	recuperative	capacities.	Thus,	older	people	are	more	likely	than	their	younger	counterparts	to	suffer	restricted	social
activities	as	a	result	of	temporary	health	problems.	In	some	cases,	an	acute	condition	that	merely	inconveniences	a	younger	person	may	result	in	death	for	an	older	person.	For	example,	respiratory	infection	rates	are	similar	in	young	and	old,	but	people	age	65	and	older	account	for	90	percent	of	all	deaths	due	to	pneumonia	and	influenza.
Hospitalization	for	influenza-associated	respiratory	problems	occurs	much	more	frequently	for	older	adults,	increasing	from	less	than	100	per	100,000	at	age	50	to	64,	to	more	than	400	at	age	75	to	79,	and	1,200	per	100,000	among	those	85	and	older	(Thompson	et	al.,	2004).	This	is	why	it	is	important	for	older	people	to	be	vaccinated	against
pneumonia	and	influenza.	These	vaccines	can	reduce	the	risk	of	pneumonia	by	67	percent	and	of	flu	by	50	percent	among	older	people,	saving	medical	costs	and	increasing	days	of	healthy	living.	Even	if	older	adults	develop	pneumonia	92	after	receiving	a	vaccine,	the	consequences	are	less	severe.	For	example,	their	hospital	stays	are	shorter,	they
are	one-third	less	likely	to	have	respiratory	failure,	and	they	are	half	as	likely	to	die	during	hospitalization	than	elders	who	do	not	obtain	the	pneumococcal	vaccine	(Fisman	et	al.,	2006).	The	proportion	of	older	adults	who	obtained	a	pneumonia	vaccine	(57	percent)	and	flu	vaccine	(64	percent)	in	2006	increased	from	less	than	50	percent	and	63
percent,	respectively,	in	1999.	Rates	are	lower	for	African	Americans	and	Latinos	than	for	whites:	47	percent,	45	percent,	and	67	percent,	respectively,	received	flu	vaccines	in	2006;	comparable	figures	for	pneumonia	vaccines	were	36	percent,	33	percent,	and	62	percent,	respectively	(Federal	Interagency	Forum,	2008).	Even	though	Medicare	Part	B
reimburses	for	these	vaccines,	older	adults	who	rely	only	on	Medicare	for	their	health	insurance	are	less	likely	to	obtain	flu	shots	than	those	with	private	insurance.	What	is	of	greatest	concern	in	terms	of	quality	of	life	is	that	older	people	are	much	more	likely	than	the	young	to	suffer	from	chronic	conditions.	Chronic	health	conditions	are:	•	long-term
(more	than	3	months)	•	often	permanent,	leaving	a	residual	disability	that	may	require	long-term	management	or	care	rather	than	a	cure	More	than	80	percent	of	persons	age	70	and	over	have	at	least	one	chronic	condition,	with	multiple	health	problems	occurring	in	50	percent	of	the	older	population.	Chronic	problems	are	often	accompanied	by
continuous	pain	and/or	distress.	At	the	very	least,	the	individual	is	inconvenienced	by	the	need	to	monitor	health	and	daily	activities,	although	ADLs	may	not	always	be	limited.	About	37	percent	of	older	persons	with	chronic	diseases	report	limitations	in	their	ability	to	perform	basic	ADLs.	Only	about	2	percent	of	those	age	65	and	over	are	confined	to
bed	by	their	chronic	illness	or	disability,	and	most	older	people	with	chronic	conditions	are	not	dependent	on	others	for	managing	their	daily	routines	(AOA,	2008).	On	the	other	hand,	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	CHRONIC	DISEASES	AMONG	ELDERS	OF	COLOR	Among	those	70	and	older:	•
African	American	and	Latino	elders	are	more	likely	to	suffer	from	diabetes	than	non-Hispanic	whites.	•	Diabetes	is	twice	as	common	among	women	of	color	as	in	white	women.	•	Hypertension	is	1.5	times	more	likely	in	African	Americans	than	in	whites.	•	Rates	of	stroke	are	also	higher	among	the	former	groups,	but	only	when	comparing	black	versus
white	women.	•	In	contrast,	white	men	age	70	and	older	are	more	likely	to	report	heart	disease	than	their	Latino	or	African	American	counterparts	(Federal	Interagency	Forum,	2008).	the	small	percentage	who	do	need	assistance	with	care	have	placed	enormous	pressures	on	health	and	long-term	care	services	as	well	as	on	informal	caregivers.
Although	one	can	live	a	satisfying	life	with	multiple	chronic	conditions,	these	diseases	may	influence	the	decision	to	continue	working	or	to	retire.	In	a	2005	national	survey,	25	percent	of	retirees	ages	50	to	58,	and	35	percent	of	those	ages	59	to	61,	cited	chronic	health	problems	as	their	reason	for	retiring.	This	varied	by	type	of	disease,	and	heart
conditions	were	mentioned	most	frequently	(He	et	al.,	2005).	Early	retirement	because	of	poor	health	can	profoundly	affect	economic	well-being	in	old	age.	The	most	frequently	reported	chronic	conditions	causing	limitation	of	activity	in	persons	age	65	and	over	are	shown	in	Figure	3.	Hypertension,	arthritis,	and	heart	disease	are	the	leading	chronic
diseases,	but	older	women	are	less	likely	to	suffer	from	heart	disease	than	older	men;	however	their	rates	of	heart	disease	are	increasing	dramatically,	especially	among	the	oldest-old,	and	approximating	rates	for	men.	The	most	common	heart	condition	for	both	men	and	women	is	ischemic	heart	disease.	Older	women	are	more	likely	than	men	to
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Related	Statistics,	2008.	93	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	report	arthritis	and	hypertension.	Not	surprisingly,	most	chronic	conditions	increase	in	prevalence	with	age.	For	example,	almost	twice	as	many	people	age	65	and	older	report	that	they	have	arthritis	as	those	aged	45	to	64.	The	oldest-old
suffer	more	than	twice	the	strokes	and	one-third	more	heart	attacks	and	heart	disease	than	the	young-old	(CDC,	2009;	Federal	Interagency	Forum,	2008).	Disabling	chronic	diseases	tend	to	occur	earlier	among	African	Americans,	Latinos,	and	American	Indians	than	among	whites.	In	the	2001–2002	National	Health	Interview	Survey,	66	percent	of
African	Americans	age	65	and	older	had	hypertension,	compared	with	48.5	percent	of	whites,	and	48	percent	of	Latinos.	Diabetes	rates	also	varied	by	race	and	ethnicity:	23	percent	of	blacks,	14	percent	of	whites,	and	24	percent	of	Latinos.	These	conditions	result	in	higher	rates	of	hospitalization,	longer	hospital	stays,	and	shorter	life	expectancy.
Therefore,	it	is	not	surprising	that	older	persons	of	color	with	chronic	conditions	are	less	likely	to	describe	their	health	as	good	or	excellent	than	whites	in	every	age	group	after	age	65,	as	shown	in	Figure	2	(Federal	Interagency	Forum,	2008).	Health	disparities,	such	as	poorer	self-assessments	of	health	and	lower	life	expectancies,	are	due,	in	part,	to
discriminatory	policies	and	practices	earlier	in	life,	causing	nonwhites	to	have	lower	incomes	and	inadequate	nutrition	across	the	life	course.	An	additional	factor	is	that	elders	of	color,	because	of	past	negative	experiences	with	and	distrust	of	formal	services,	may	be	less	likely	to	utilize	the	health	care	system.	As	noted	above,	comorbidity,	or	the
problem	of	coping	with	two	or	more	chronic	conditions,	is	another	concept	central	to	understanding	health	status	and	its	secondary	consequences,	such	as	depression,	anxiety,	and	social	isolation.	Comorbidity	is	more	common	in	older	women	than	in	men.	Among	women	age	65	and	older,	50	percent	have	at	least	two	chronic	diseases,	and	25	percent
have	three	or	more	such	conditions.	Older	women	of	color,	especially	in	the	lower	socioeconomic	range,	have	a	higher	prevalence	of	multiple	chronic	illnesses,	functional	limits	on	94	their	ADLs,	and	disability,	which	reflects	a	lifetime	of	health	and	economic	disparities	(Clancey	&	Bierman,	2000).	Interactive	Effects	Even	though	the	majority	of	chronic
conditions	are	not	severely	limiting,	they	can	nevertheless	make	life	difficult	and	lower	older	people’s	resistance	to	other	illnesses.	As	noted	earlier,	the	functional	limits	imposed	by	a	chronic	illness	interact	with	the	social	constraints	set	by	others’	perceptions	of	illness	to	influence	an	older	person’s	daily	functioning	and	quality	of	life.	Therefore,	it	is
important	to	look	beyond	the	statistics	on	the	frequency	of	chronic	conditions	to	the	nature	of	chronic	illness,	the	interaction	of	physical	changes	with	emotional	and	sociocultural	factors,	and	the	physiological	differences	between	young	and	old	that	may	make	the	older	person	more	susceptible	to	health	problems.	Certain	types	of	chronic	diseases
(e.g.,	cancer,	anemia,	and	toxic	conditions)	may	be	related	to	older	people’s	declining	immunity:	that	is,	reduced	resistance	to	environmental	carcinogens,	viruses,	and	bacteria.	In	fact,	the	immunological	theory	of	aging	is	based	on	the	premise	that	declines	in	immunity	are	responsible	for	the	normal	physiological	decrements	with	age.	The
accumulation	of	long-term,	degenerative	diseases	may	mean	that	a	chronic	condition,	such	as	bronchitis,	can	have	different	and	more	negative	complications	than	the	same	disease	would	have	in	a	younger	person.	With	reduced	resistance	to	physical	stress,	an	older	individual	may	be	less	able	to	respond	to	treatment	for	any	acute	disease,	such	as	a
cold	or	flu,	than	a	younger	person	would.	The	cumulative	effect	of	chronic	illness	with	an	acute	condition	may	become	the	crisis	point	at	which	the	older	person	becomes	dependent	on	others	for	care.	The	impact	of	any	chronic	condition	appears	to	be	mediated	by	the	physiological	changes	that	occur	with	age,	the	sociocultural	context,	and	the
person’s	mental	and	emotional	outlook.	This	represents	varying	levels	of	P–E	fit.	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	In	sum,	disabling	health	changes	occur	at	different	rates	in	different	individuals	and	are	not	inevitable	with	age.	We	turn	now	to	an	examination	of	the	chronic	conditions	that	are	the	most
common	causes	of	death	in	older	people.	Causes	of	Death	in	Old	Age	Heart	disease,	cancer,	and	strokes	accounted	for	62	percent	of	all	deaths	among	people	age	65	and	older	in	2004	(Federal	Interagency	Forum,	2008).	Declines	in	elders’	deaths	due	to	diseases	of	the	heart	since	1981—from	2,600	per	100,000	to	about	1,500	per	100,000	in	2003—
demonstrate	progress	in	this	area	over	the	past	30	years	(Hayflick,	1996;	NCHS,	2003).	Even	so,	heart	disease	remains	the	major	cause	of	death	among	both	men	and	women,	killing	35	percent	more	people	than	all	forms	of	cancer	combined	and	resulting	in	20	percent	of	adult	disabilities.	Heart	disease	accounts	for	18	percent	of	hospital	admissions
and	33	percent	of	deaths	that	occur	among	older	people,	with	the	highest	rates	among	the	oldest-old	and	among	African	Americans	(American	Heart	Association,	2005;	OMHRC,	2006).	While	stroke	is	also	decreasing	as	a	leading	cause	of	death	among	the	oldest-old;	it	is	still	the	third	leading	cause	for	women	over	age	65	and	fourth	for	men.	This	is
slightly	less	than	chronic	obstructive	pulmonary	diseases	(COPD)	such	as	asthma	and	emphysema.	Dramatic	differences	in	the	rates	of	death	due	to	heart	disease	and	stroke	are	found	across	ethnic	and	racial	groups	and	by	gender.	Overall	death	rates	are	significantly	higher	among	African	Americans	than	whites	until	age	64	(by	80	percent),	but	lower
among	Latinos	(by	20	percent)	and	Asian-Pacific	Islanders	(by	50	percent).	These	differences	are	less	dramatic	after	age	75	(Williams,	2005).	As	Figure	4	demonstrates	for	55-	to	64-year-olds,	African	American	men	are	at	highest	risk	for	death	due	to	heart	disease	and	cerebrovascular	accidents	(CVAs).	Among	women,	African	Americans	are	most
likely	to	die	of	heart	disease	and	CVAs,	but	have	about	the	same	death	rates	as	Latinas	for	cancer.	Lower	death	rates	among	whites	are	attributable	to	greater	access	to	quality	health	care	across	the	life	course,	which	allows	early	detection	and	management	of	these	conditions	so	that	they	become	chronic	diseases	among	whites	rather	than	causes	of
death.	Likewise,	Asian	American	adults	are	more	likely	to	survive	strokes	and	cancer,	because	these	conditions	are	detected	earlier	than	among	African	Americans,	Latinos,	and	American	Indians.	Asian	Americans	also	have	the	lowest	incidence	of	heart	diseases	(NCHS,	2003).	For	older	African	American	women	and	Latinas	diabetes	is	the	fourth
major	cause	of	death.	It	accounts	for	more	than	twice	the	rate	of	deaths	as	COPD,	which	is	sixth	in	this	population	group	(NCHS,	2003).	Educational	achievement	moderates	the	effect	of	race	on	chronic	disease	and	disability,	especially	among	older	women.	While	African	American	women	who	have	completed	0	to	8	years	of	school	can	expect	18.4
years	of	unhealthy	life,	their	counterparts	with	13	or	more	years	of	school	can	anticipate	12.9	years.	Among	white	women,	the	difference	is	17.5	versus	11.8	years	of	unhealthy	life,	respectively.	Variations	between	more-	and	less-educated	men	are	less	dramatic;	African	American	men	with	0	to	8	years	of	education	can	expect	13.4	years	of	unhealthy
life	versus	9.0	for	those	with	13	or	more	years	of	education.	The	patterns	for	white	men	are	comparable:	14.1	versus	10.0	years.	Thus,	education	benefits	people	into	old	age,	especially	women,	by	enhancing	their	awareness	of	and	access	to	preventive	health	services	(Crimmins	&	Saito,	2001).	Men	have	higher	rates	of	heart	disease	and	cancer	than
women.	In	fact,	gender	differences	in	mortality	are	due	mainly	to	the	greater	incidence	of	the	principal	fatal	chronic	diseases	among	men.	However,	women	experience	more	nonfatal	chronic	conditions,	including	arthritis,	incontinence,	osteoarthritis,	osteoporosis,	and	cataracts	than	do	men.	These	diseases	are	less	likely	to	result	in	death	than	cancer
and	heart	disease,	but	they	may	lead	to	nearly	as	many	days	spent	in	bed.	In	95	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	Men	700	600	African	American	500	White	400	Latino	American	Indian	300	Asian	American	200	100	0	Heart	disease	CVA	Cancer	Women	400	350	300	250	200	150	100	50	0	Heart	disease
CVA	Cancer	other	words,	older	women	are	more	likely	to	be	bothered	by	chronic	conditions,	many	of	which	can	cause	functional	disability	and	impair	their	quality	of	life	and	daily	interactions.	However,	they	are	less	likely	to	die	of	such	chronic	conditions	than	are	older	men.	When	examining	rates	of	chronic	diseases	among	low-income	persons	and
elders	of	color,	a	life	course	perspective	highlights	the	interplay	96	FIGURE	4	Death	Rates	for	Selected	Diseases	at	Age	55	to	64	(per	100,000)	SOURCE:	NCHS,	2003b.	among	generational	influences	and	economic	and	health	inequalities.	For	example,	in	both	developing	and	developed	countries,	chronic	diseases	are	linked	to	poor	health	status	and
lower	levels	of	quality	of	life.	Poor	people	of	all	ages	face	an	increased	risk	of	health	problems	and	disabilities.	Although	the	likelihood	of	chronic	illness	increases	with	age,	research	increasingly	shows	that	the	origins	of	risk	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	for	chronic	health	conditions	begin	in	early
childhood.	The	intergenerational	transmission	of	specific	health-risk	behaviors	and	lifestyles,	including	eating	behaviors,	depression,	and	family	functioning,	has	been	identified	(Jacob	&	Johnson,	2001;	Lawson	&	Brossart,	2001).	Furthermore,	risk	continues	to	be	influenced	by	factors	such	as	socioeconomic	status	across	the	life	course.	For	example,
childhood	conditions	explain	a	substantial	portion	of	the	difference	in	men’s	mortality	by	race,	operating	indirectly	through	adult	socioeconomic	achievement	(Warner	&	Hayward,	2002).	At	the	same	time,	however,	improvements	in	socioeconomic	status	help	people	live	longer	and	healthier	lives	(Lynch	et	al.,	2000;	Whitfield	&	Hayward,	2003).	Thus,
any	analysis	of	chronic	conditions	in	old	age	needs	to	consider	the	role	of	racial,	gender,	and	class	inequities	across	the	life	course.	We	turn	next	to	describing	more	fully	the	most	common	chronic	illnesses	and	conditions	in	old	age.	Common	Chronic	Conditions	Heart	Disease	and	the	Cardiovascular	System	As	noted	above,	cardiovascular	diseases
(CVD),	which	include	coronary	heart	disease	(CHD)	and	stroke,	are	the	leading	cause	of	death	among	older	adults.	Each	year,	CVD	claims	as	many	lives	as	the	next	five	leading	causes	of	death	combined	(Ai	&	Carrigan,	2006).	Coronary	heart	disease	is	a	condition	in	which	blood	to	the	heart	is	deficient	because	of	a	narrowing	or	constricting	of	the
cardiac	vessels	that	supply	it.	This	narrowing	may	be	due	to	atherosclerosis,*	in	which	fatty	deposits	(plaque	formation)	begin	early	in	life	and	accumulate	to	reduce	the	size	of	the	passageway	of	the	large	arteries.	People	in	industrialized	nations	have	higher	levels	of	atherosclerosis	than	those	in	developing	countries,	which	may	be	due	to	differences
in	diet	and	lifestyle.	However,	this	pattern	is	shifting	with	globalization,	with	the	incidence	HEART	DISEASE	AS	A	CHRONIC	CONDITION	The	dramatic	decline	in	deaths	due	to	heart	attacks	and	strokes	in	the	United	States	became	front-page	news	in	The	New	York	Times	in	2003:	“The	stereotypical	heart	attack	patient	is	no	longer	a	man	in	his	50s
who	suddenly	falls	dead.	Instead,	the	typical	patient	is	a	man	or	woman	of	70	or	older	who	survives.”	The	article	addressed	the	growing	challenge	of	maintaining	heart	attack	survivors	who	must	cope	with	chronic	heart	disease,	including	congestive	heart	failure,	that	can	impair	functional	health.	SOURCE:	The	New	York	Times,	January	19,	2003,	pp.
1,	16.	of	cardiovascular	disease	higher	in	India	and	China	than	in	all	developed	countries	combined	(American	Heart	Association,	2003).	HEALTH	AND	BEHAVIORAL	FACTORS	THAT	INCREASE	THE	RISK	OF	ATHEROSCLEROSIS	•	hypertension	or	high	blood	pressure	•	elevated	blood	lipids	(resulting	from	a	dietary	intake	of	animal	products	high	in
cholesterol)	•	cigarette	smoking	•	diabetes	mellitus	•	obesity	•	inactivity	•	stress	•	family	history	of	heart	attack	*The	terms	atherosclerosis	and	arteriosclerosis	are	often	used	interchangeably,	causing	confusion	regarding	their	distinction.	Arteriosclerosis,	a	generic	term,	sometimes	called	hardening	of	the	arteries,	refers	to	the	loss	of	elasticity	of	the
arterial	walls.	This	condition	occurs	in	all	populations	and	can	contribute	to	reduced	blood	flow	to	an	area.	In	atherosclerosis,	the	passageways	of	the	large	arteries	narrow	as	a	result	of	the	development	of	plaques	on	their	interior	walls;	atherosclerosis	has	been	found	to	be	age-related	and	has	a	higher	incidence	in	industrialized	populations.
Arteriosclerosis	and	atherosclerosis	can	be	superimposed,	but	there	is	not	a	causative	relationship	between	the	degree	of	atherosclerosis	and	the	loss	of	elasticity	(arteriosclerosis).	97	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	As	the	reduced	blood	flow	caused	by	atherosclerosis	becomes	significant,	angina
pectoris	may	result.	The	symptoms	of	angina	are	shortness	of	breath	and	pain	from	beneath	the	breastbone,	in	the	neck,	and	down	the	left	arm.	For	older	individuals,	these	symptoms	may	be	absent	or	may	be	confused	with	signs	of	other	disorders,	such	as	indigestion	or	gallbladder	diseases.	In	such	instances,	elders	may	delay	seeking	timely	medical
care.	Treatment	includes	rest	and	nitroglycerine,	which	serves	to	dilate	the	blood	vessels.	If	deficient	blood	supply	to	the	heart	persists,	heart	tissue	will	die,	producing	a	dead	area	known	as	an	infarct.	In	other	words,	coronary	artery	disease	can	lead	to	a	myocardial	infarction	(MI),	or	heart	attack.	The	average	age	of	a	person	experiencing	a	heart
attack	is	65.8	for	men	and	70.4	for	women.	After	suffering	an	MI,	25	percent	of	men	and	38	percent	of	women	will	die	within	a	year.	African	American	elders	are	more	likely	to	die	of	heart	disease	than	their	white	counterparts,	a	difference	that	is	increasing.	Among	survivors,	nearly	22	percent	of	men	and	46	percent	of	women	will	be	disabled	within	6
years.	Accordingly,	about	50	percent	of	older	adults	with	heart	disease	report	limitations	in	their	ADLs,	compared	with	26	percent	of	their	age	peers	who	do	not	have	this	condition	(American	Heart	Association,	2005).	Acute	myocardial	infarction	results	from	blockage	of	an	artery	supplying	blood	to	a	portion	of	the	heart	muscle.	The	extent	of	heart
tissue	involved	determines	the	severity	of	the	episode.	Heart	attacks	may	be	more	difficult	to	diagnose	in	older	people,	because	their	symptoms	are	often	different	from	those	in	younger	victims.	These	include:	•	•	•	•	a	generalized	state	of	weakness	dizziness	confusion	shortness	of	breath	These	are	dissimilar	from	the	chest	and	back	pain	or	numbness
in	the	arms	that	characterizes	heart	98	attacks	in	younger	people.	Symptoms	in	older	people	may	also	merge	with	other	problems,	so	that	a	heart	attack	may	not	be	reported	or	treated	until	it	is	too	late	for	effective	help.	The	term	congestive	heart	failure,	or	heart	failure,	indicates	a	set	of	symptoms	related	to	the	impaired	pumping	performance	of	the
heart,	so	that	one	or	more	chambers	of	the	heart	do	not	empty	adequately	during	the	heart’s	contractions.	Heart	failure	does	not	mean	that	the	heart	has	stopped	beating.	But	decreased	pumping	efficiency	results	in	shortness	of	breath,	reduced	blood	flow	to	vital	body	parts	(including	the	kidneys),	and	a	greater	volume	of	blood	accumulating	in	the
body	tissues,	causing	edema	(swelling).	Treatment	involves	drugs,	dietary	modifications	(e.g.,	salt	reduction),	and	rest.	Depression	is	a	common	complication	of	coronary	heart	disease	and	can	affect	the	outcomes	of	cardiac	surgery;	this	points	to	the	importance	of	health	care	providers	also	treating	depression	(Ai	Carrigan,	2006).	Most	cardiovascular
problems	are	treatable	and	preventable	through	diet,	exercise,	and	medications.	In	fact,	preventive	steps	are	essential	for	most	chronic	diseases.	For	example,	hypertension,	or	high	blood	pressure	(defined	as	levels	higher	than	140	mm	Hg	for	PREVENTIVE	MEASURES	TO	REDUCE	CARDIOVASCULAR	DISEASE	RISK	•	•	•	•	•	•	•	•	•	•	control	weight
engage	in	daily	physical	activity	manage	diabetes	reduce	intake	of	salt,	saturated	fat,	processed	carbohydrates	increase	intake	of	fruits	rich	in	potassium	(e.g.,	bananas,	oranges)	and	vegetables	rich	in	magnesium	increase	intake	of	foods	high	in	calcium	replace	animal	fat	with	olive	oil	avoid	partially	hydrogenated	oils	prevent	cigarette	smoking	avoid
excessive	alcohol	intake	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	systolic	or	90	mm	Hg	for	diastolic	pressure)	is	the	major	risk	factor	in	the	development	of	cardiovascular	complications	and	can	be	prevented,	as	illustrated	in	the	box	on	the	previous	page.	As	shown	in	Figure	3,	the	risk	of	hypertension	is	greater
for	women	than	men	after	age	65	(Federal	Interagency	Forum,	2008).	This	may	partially	explain	why	the	incidence	of	coronary	heart	disease	and	strokes	increases	with	age	among	women,	although	women	with	these	conditions,	on	average,	live	longer	than	men.	Older	adults	with	the	preventable	conditions	of	hypertension	and	high	cholesterol,	and
who	are	obese	(body	mass	index	greater	than	30)	are	at	greatest	risk	of	coronary	heart	disease	and	stroke	(NCHS,	2005).	These	modifiable	lifestyle	risk	factors	are	more	common	among	low-income	individuals.	The	prevalence	of	hypertension	is	significantly	higher	among	older	African	Americans	than	whites	(66	percent	vs.	48.5	percent,	respectively),
but	whether	this	difference	is	due	to	lifestyle	or	genetic	factors	is	unclear.	Significant	increases	in	blood	pressure	should	never	be	considered	normal.	For	example,	in	some	isolated	primitive	populations,	a	rise	in	blood	pressure	with	age	does	not	occur.	Although	genetic	factors	may	come	into	play,	this	difference	suggests	that	lifestyle	can	affect
vulnerability	to	high	blood	pressure.	Poverty	is	one	risk	factor	associated	with	this	condition;	50	percent	of	older	adults	with	private	insurance	have	hypertension,	compared	with	63	percent	who	are	on	Medicaid,	a	government-paid	insurance	plan	for	very	low-income	persons	(Merck	Institute,	2004;	Schoenborn	et	al.,	2006).	Most	people	can	control
their	hypertension	by	improving	health	habits,	although	some	must	also	use	antihypertensive	medications.	Older	adults	who	have	been	prescribed	an	antihypertensive	must	continue	using	it	consistently	and	correctly.	Because	hypertension	is	not	easily	recognized	by	laypersons,	older	people	may	stop	taking	their	medications	if	symptoms	such	as
dizziness	and	headaches	disappear.	Some	older	adults	discontinue	their	antihypertensive	medications	because	they	cannot	afford	the	cost.	This	COMMONLY	PRESCRIBED	CLASSES	OF	MEDICATIONS	TO	CONTROL	HYPERTENSION	•	diuretics	(also	known	as	“water	pills”),	which	reduce	excess	water	•	beta	blockers,	which	reduce	heart	rate	•	ACE
inhibitors,	which	block	an	enzyme	that	constricts	blood	vessels	•	calcium	channel	blockers,	which	work	by	preventing	calcium	from	causing	muscle	contractions	in	the	heart	and	inside	blood	vessels	can	lead	to	significant	elevations	in	blood	pressure,	as	well	as	strokes	or	aneurysms.	Another	cardiovascular	problem,	which	is	less	frequently	addressed
than	hypertension,	is	hypotension,	or	low	blood	pressure.	Yet	hypotension,	characterized	by	dizziness	and	faintness	from	exertion	after	a	period	of	inactivity	and	frequently	related	to	anemia,	is	actually	very	common	among	older	adults.	Problems	with	hypotension	may	be	more	pronounced	after	sitting	or	lying	down	(postural	hypotension)	or	suddenly
standing,	after	which	a	person	may	appear	to	lose	balance	and	sway.	Hypotension	is	not	dangerous	in	itself,	but	can	increase	the	risk	of	falls.	Older	people	who	have	a	history	of	low	blood	pressure	or	who	are	taking	some	types	of	antihypertensive	medications	need	to	change	positions	slowly.	Strokes	and	Other	Cerebrovascular	Problems	We	have	seen
how	heart	tissue	can	be	denied	adequate	nourishment	because	of	changes	in	the	blood	vessels	that	supply	it.	Similarly,	arteriosclerotic	and	atherosclerotic	changes	in	blood	vessels	that	serve	the	brain	can	reduce	its	nourishment	and	result	in	the	disruption	of	blood	flow	to	brain	tissue	and	malfunction	or	death	of	brain	cells.	This	impaired	brain	tissue
circulation	is	called	cerebrovascular	disease.	When	a	portion	of	the	brain	is	completely	denied	blood,	a	cerebrovascular	accident	(CVA),	or	stroke,	occurs.	The	severity	of	the	stroke	depends	on	the	particular	areas	as	well	as	the	total	amount	of	brain	99	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	tissue	involved.
Many	older	adults	who	have	heart	problems	are	also	at	risk	for	strokes.	CVAs	represent	one	of	the	top	four	causes	of	death	and	the	primary	cause	of	disability	for	older	men	and	women.	Of	the	nearly	150,000	deaths	from	strokes	in	2005,	about	75	percent	occurred	among	persons	age	65	and	older.	African	American	elders	and	men	in	general	are	at
greater	risk	of	experiencing	strokes	than	whites	or	other	populations	of	color	in	the	middle	years,	but	after	age	75,	the	incidence	is	higher	among	women	across	all	races	(CDC,	2009).	African	American	men	and	women	have	almost	twice	the	incidence	of	strokes	as	white	men	and	women,	and	they	are	more	likely	to	die	of	stroke.	In	2005,	strokes
accounted	for	70.5	deaths	per	100,000	among	black	men	vs.	44.7	for	white	men;	60.7	deaths	per	100,000	for	black	women	vs.	44	for	white	women.	Death	rates	due	to	stroke	are	slightly	lower	for	Latino	and	Asian	American	elders	than	for	whites	(NCHS,	2007).	The	rate	of	CVA	incidents,	disability,	and	deaths	increases	with	age.	The	young-old	stroke
victim	is	twice	as	likely	as	the	oldest-old	to	be	discharged	to	home	after	recovery	(63	percent	and	32	percent,	respectively).	Conversely,	the	oldest-old	stroke	victim	is	twice	as	likely	to	die	as	the	youngold	(12.5	percent	and	6.4	percent,	respectively)	(CDC,	2003a).	Atherosclerotic	changes,	in	which	fatty	deposits	gradually	obstruct	an	artery	in	the	brain
or	neck,	are	a	common	underlying	condition.	The	most	frequent	cause	of	strokes	in	older	persons	is	cerebral	thrombosis,	a	blood	clot	that	either	diminishes	or	closes	off	the	blood	flow	in	an	artery	of	the	brain	or	neck.	Cerebral	hemorrhage,	in	which	a	weak	spot	in	a	blood	vessel	of	the	brain	bursts,	is	another	cause	of	strokes.	Although	less	common	in
older	adults,	it	is	more	likely	to	cause	death	when	it	does	occur.	The	risk	of	stroke	appears	to	be	related	most	prominently	to	hypertension,	but	also	to	social	and	personal	factors:	•	•	•	•	100	age	previous	lifestyle	diet	exercise	patterns	•	socioeconomic	status	•	access	to	and	utilization	of	health	care	Regular	sustained	exercise	and	low-fat	diets	are
associated	with	the	reduction	of	fatty	particles	that	clog	the	bloodstream.	The	use	of	such	over-the-counter	drugs	as	aspirin	and	warfarin	in	preventing	blood	clots	also	reduces	the	risk	of	strokes.	Indeed,	the	death	rate	from	strokes	has	dropped	by	30	percent	in	the	past	10	years,	especially	among	the	older	population,	because	of	these	preventive
measures	and	improved	and	immediate	treatment	(AHA,	2009).	The	area	of	the	brain	that	is	damaged	by	a	stroke	dictates	which	body	functions	may	be	affected.	Results	of	stroke	can	include:	•	aphasia,	or	inability	of	the	stroke	victim	to	speak	or	understand	speech	if	the	speech	center	of	the	brain	dies	•	hemiplegia,	or	paralysis	of	one	side	of	the	body
•	heminanopsia,	or	blindness	in	half	of	the	victim’s	visual	field	The	treatment	for	stroke	is	similar	to	that	for	heart	attack	and	hypertension:	modulated	activity	and	supervised	schedules	of	exercise	and	drugs,	along	with	interventions	to	address	depression.	The	FDA	has	approved	new	drugs	to	dissolve	blood	clots	within	three	hours	of	the	stroke.
However,	many	victims	do	not	receive	this	treatment	because	it	generally	takes	longer	than	three	hours	to	reach	a	diagnosis	of	the	stroke	and	the	location	of	the	clot.	An	alternative	method	is	to	deliver	the	clot-dissolving	drug	directly	with	a	long,	fine	tube	through	the	artery;	this	can	be	effective	within	six	hours	after	symptoms	begin.	These	newer
techniques	offer	great	hope	for	patients	and	their	families,	but	do	not	entirely	prevent	the	neurological	losses	caused	by	a	stroke.	Stroke	survivors	often	require	physical,	occupational,	and	speech	therapies,	and	the	recovery	process	can	be	slow,	frustrating,	and	emotionally	draining	for	the	patient	and	family.	It	is	important	MANAGING	CHRONIC
DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	to	carefully	assess	the	effects	of	a	stroke	and	determine	what	functions	can	be	relearned.	Newer,	more	aggressive	and	immediate	rehabilitation	methods	are	effective	in	reducing	the	rates	of	residual	impairments	following	a	stroke.	Within	a	year,	about	50	percent	of	stroke	victims	have
regained	most	of	their	motor	function,	but	many	report	residual	non-motor	impairments	such	as	problems	with	vision,	speech,	cognitive	abilities,	memory,	and	balance	that	can	result	in	placement	in	a	long-term	care	facility	(Gubrium	et	al.,	2003;	Kugler	et	al.,	2003;	Mauk,	2006).	Rehabilitation	must	address	not	only	physical	conditions	but	also	mental
health	issues	such	as	depression,	anxiety,	and	the	psychosocial	needs	for	support	and	respite	of	their	family	caregivers.	The	recognition	of	this	wider	range	of	rehabilitation	has	led	to	the	creation	of	stroke	support	groups	and	Internet	sites	for	both	the	survivor	and	family	members.	Cancer	Almost	60	percent	of	all	new	cancers	and	70	percent	of
cancer-related	deaths	occur	in	people	age	65	and	older.	For	that	reason,	cancer	is	often	described	as	a	disease	of	older	adults	(Christ,	2009;	Marimaldi	&	Lee,	2006).	Among	those	65	and	over,	about	22	percent	of	deaths	are	due	to	cancer,	especially	cancers	of	the	lungs,	breast,	colon,	and	pancreas.	In	fact,	these	malignancies	in	old	age	are	the
leading	cause	of	death	among	women	age	65	to	74	and	are	roughly	equal	to	heart	disease	among	men.	However,	the	incidence	of	cancer	decreases	among	those	who	reach	age	90	(Masoro,	2006).	In	2001,	3.5	percent	of	the	U.S.	adult	population	was	a	survivor	of	cancer;	among	these,	14	percent	had	survived	for	20	years	or	longer.	For	those	who
survive	into	old	age,	cancer	takes	on	the	dimensions	of	a	chronic	disease	rather	than	a	life-threatening	one	(Institute	of	Medicine,	2007).	Breast	cancer	is	the	most	common	malignancy	in	older	women,	as	is	prostate	cancer	among	older	men.	Lung	cancer	has	its	highest	incidence	in	men	age	65	and	older,	but	appears	to	be	associated	more	with
smoking	than	with	age.	Cancer	of	the	colon	is	more	common	in	women,	whereas	colorectal	cancer	is	more	frequent	in	men.	Breast	cancer	is	the	second	leading	cause	of	cancer	death	in	women	age	65	and	older,	who	account	for	as	much	as	67	percent	of	breast	cancer	mortality	(Ershler,	2003).	Both	the	incidence	and	mortality	rates	due	to	cervical	and
breast	cancer	are	greater	in	older	African	American	women	than	in	older	white	women,	primarily	because	of	lower	use	of	cancer	screening	services	(SEER,	2004).	However,	when	screenings	are	regularly	performed	and	the	time	between	screening	and	diagnosis	is	minimized,	both	groups	experience	a	similarly	favorable	prognosis	(ACS,	2001).	The
greater	risk	of	cancer	with	age	may	be	due	to	a	number	of	factors:	•	the	effects	of	a	slow-acting	carcinogen	•	prolonged	development	time	necessary	for	growth	to	be	observable	•	extended	pre-exposure	time	•	failing	immune	capacity	that	is	characteristic	of	increased	age	•	an	accumulation	of	senescent	cells	with	aging	(Campisi,	2005)	Some	cancers
that	have	a	high	prevalence	in	the	middle	years	and	again	in	old	age	may	have	a	different	etiology	with	age.	For	example,	breast	cancer	in	premenopausal	women	appears	to	have	a	genetic	basis	and	is	related	to	family	history,	while	it	may	have	external	or	environmental	causes	in	postmenopausal	women.	Certain	dietary	and	lifestyle	factors	along
with	socioeconomic	status	and	where	one	lives	may	also	be	related	to	cancer	in	older	people.	Diagnosing	cancer	in	old	age	is	often	more	difficult	than	at	earlier	life	stages	because	of	the	existence	of	other	chronic	diseases	and	because	symptoms	of	cancer,	such	as	weight	loss,	weakness,	or	fatigue,	may	be	inaccurately	attributed	to	aging,	depression,
or	dementia.	In	addition,	some	older	people	may	not	get	regular	cancer	screenings.	Because	of	racial	differences	in	screening	and	early	diagnosis,	described	previously,	cancer	is	more	likely	to	be	a	chronic	disease	in	101	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	whites	age	70	and	older	(21	percent)	than	among
Latinos	(10.5	percent)	and	African	Americans	(9.1	percent)	(Merck	Institute,	2004).	Although	future	cohorts	are	more	likely	to	participate	in	cancer	screening	as	well	as	preventive	measures,	the	numbers	of	people	with	cancer	will	continue	to	increase	simply	because	of	the	higher	incidence	of	cancer	among	the	rapidly	growing	population	of	older
adults	(Marimaldi	Lee,	2006).	Nevertheless,	many	older	adults	today	are	cancer	survivors	and	report	cancer	as	a	chronic	rather	than	a	life-threatening	condition.	Arthritis	Although	not	a	leading	cause	of	death,	arthritis	is	the	second	most	common	chronic	condition	affecting	older	people	after	hypertension	and	is	a	major	cause	of	limited	activity.	In
fact,	50	percent	of	those	over	age	65	and	58	percent	over	70	report	this	problem	(Federal	Interagency	Forum,	2008).	Because	arthritis	is	so	common	and	the	symptoms	are	so	closely	identified	with	the	normal	aging	process,	older	people	may	accept	arthritis	as	inevitable.	If	so,	they	may	fail	to	seek	treatment	or	to	learn	strategies	to	reduce	pain	and
support	their	autonomous	functioning.	Although	many	treatments	are	used	to	control	arthritic	symptoms,	little	is	known	about	ways	to	postpone	or	eliminate	these	disorders.	Arthritis	is	not	a	single	entity,	but	includes	over	100	different	conditions	of	inflammations	and	degenerative	changes	of	bones	and	joints.	Rheumatoid	arthritis,	a	chronic
inflammation	of	the	membranes	lining	joints	and	tendons,	is	characterized	by	pain,	swelling,	bone	dislocation,	and	limited	range	of	motion.	It	afflicts	two	to	three	times	more	women	than	men	and	can	cause	severe	crippling.	Rheumatoid	arthritis	is	not	associated	with	aging	per	se;	many	young	people	also	have	this	condition,	with	initial	symptoms
most	commonly	appearing	between	20	and	50	years	of	age.	Rheumatoid	arthritis	is	characterized	by	acute	episodes	followed	by	periods	of	relative	inactivity.	Its	cause	is	unknown;	treatment	includes	102	a	combination	of	rest,	exercise,	and	use	of	aspirin,	which	provides	relief	from	pain,	fever,	and	inflammation.	Use	of	other	anti-inflammatory	agents,
antimalarials,	and	corticosteroids,	as	well	as	surgical	procedures	to	repair	joints	and	correct	various	deformities,	are	effective	for	some	people.	There	are	extensive	new	developments	in	drug	therapy	for	rheumatoid	arthritis.	Osteoarthritis,	which	is	presumed	to	be	a	universal	corollary	of	aging,	is	a	gradual	degeneration	of	the	joints	that	are	most
subject	to	stress—those	of	the	hands,	knees,	hips,	and	shoulders.	Pain	and	disfigurement	in	the	fingers	are	manifestations	of	osteoarthritis	but	are	generally	not	disabling.	Osteoarthritis	of	the	lower	limbs,	however,	can	limit	mobility,	reduce	social	activities,	and	increase	the	need	for	long-term	care.	Heredity	as	well	as	environmental	or	lifestyle	factors
are	identified	as	causes	of	osteoarthritis,	particularly:	•	obesity	•	occupational	stresses	•	wear	and	tear	on	the	joints	Because	of	the	increasing	prevalence	of	obesity	among	U.S.	adults,	arthritis	is	expected	to	be	more	common	among	future	cohorts	of	elders.	Women	are	more	likely	to	be	affected	by	arthritis,	especially	after	age	65.	The	condition	is
most	prevalent	among	women	age	85	and	older	(60	percent	vs.	44	percent	of	their	male	counterparts).	Compared	to	their	male	counterparts,	this	group	reports	more	limitations	in	their	ADLs,	more	SYMPTOMS	OF	RHEUMATOID	ARTHRITIS	•	•	•	•	•	•	•	•	malaise	fatigue	loss	of	weight	fever	joint	pain	redness	swelling	stiffness	affecting	many	joints
MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	THERAPIES	FOR	OSTEOARTHRITIS	•	•	•	•	•	anti-inflammatory	drugs	steroids	regular	exercise	heat	and	cold	reducing	strain	on	weight-bearing	joints	through	weight	loss	and	the	use	of	weightbearing	appliances	•	surgical	procedures	that	restore	function	to	the	hips
and	knees	psychological	distress,	and	more	joint	pain	than	any	other	age	group	(CDC,	2008;	Freedman,	Hootman,	&	Helmick,	2007;	Theist,	Helmick,	&	Hootman,	2007).	Some	progress	has	been	made	in	minimizing	inflammation	and	pain	through	the	use	of	several	types	of	therapy.	A	natural	supplement	(chondroitin	sulfate,	or	CS)	is	effective	in
managing	the	pain	associated	with	osteoarthritis	without	significant	side	effects	(Leeb	et	al.,	2000).	Unfortunately,	however,	none	of	these	techniques	can	reverse	or	cure	the	disease.	An	estimated	50	percent	of	adults	age	70	and	older	who	have	arthritis	need	help	with	ADLs,	compared	with	23	percent	of	their	peers	without	arthritis.	Not	surprisingly,
the	former	group	uses	health	services	(physicians,	hospitals,	medications,	physical	therapy,	and	nursing	homes)	and	social	services	at	a	higher	rate	than	the	latter.	Even	though	African	Americans	experience	more	limitations	in	activity,	they	are	less	likely	to	use	medical	services	and	physical	or	occupational	therapy	(Mikuls	et	al.,	2003).	Because	of	the
constant	pain	and	discomfort	experienced	by	elders	with	arthritis,	it	is	highly	associated	with	selfreports	of	poor	health.	To	illustrate,	correlates	of	poor	subjective	health	among	people	in	their	60s	include:	•	arthritis	•	poor	vision	•	few	social	resources	Among	people	in	their	80s,	subjective	reports	of	poor	health	are	associated	with:	•	•	•	•	arthritis
heart	disease	low	education	poor	mental	health	(Quinn	et	al.,	1999)	It	is	noteworthy	that	arthritis	is	the	only	variable	that	appears	as	a	central	component	of	subjective	health	for	both	age	groups.	The	prime	danger	for	people	with	arthritis	is	reducing	their	physical	activity	in	response	to	pain.	The	adage	“use	it	or	lose	it”	has	special	meaning	to	a
person	with	arthritis.	Movement	stimulates	the	secretion	of	synovial	fluid,	the	substance	that	lubricates	the	surfaces	between	joints	and	increases	blood	flow	to	joint	areas.	Movement	also	tones	the	muscles	that	hold	joints	in	place	and	that	shield	joints	from	excessive	stress.	When	someone	tries	to	avoid	pain	by	sitting	still	as	much	as	possible,	the
losses	in	lubricating	fluid	and	muscular	protection	make	movement	even	more	painful.	Eventually,	the	muscles	surrounding	immobilized	areas	lose	their	flexibility,	and	affected	joints	freeze	into	rigid	positions	called	contractures.	For	these	reasons,	older	people	need	to	be	encouraged	to	maintain	physical	activity	in	spite	of	pain.	Researchers	who
tested	a	6-month	physical	activity	program	for	older	adults	with	osteoarthritis	in	the	knee	and	hip	joints	demonstrated	significant	improvements	in	lower	extremity	stiffness,	pain,	and	walking	speed	(Hughes	et	al.,	2004).	Tai	Chi,	aerobics,	and	resistance	training	and	fitness	walking	all	show	promise	in	decreasing	the	pain	and	stiffness	associated	with
arthritis.	The	Centers	for	Disease	Control	and	Prevention	(CDC)	recommends	several	programs	that	focus	on	educating	patients	on	selfmanagement,	education,	and	physical	activity	programs	on	its	website.	Many	of	these	are	coordinated	by	the	National	Arthritis	Foundation	and	its	state	chapters.	Despite	the	proven	effectiveness	of	these	programs
for	relieving	pain	and	improving	ADLs,	only	about	11	percent	of	people	with	arthritis	participate	(CDC,	2008;	Gallagher	et	al.,	2003;	Hughes	et	al.,	2004;	Rizzo,	2009).	103	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	The	pervasive	and	unpredictable	nature	of	the	pain	of	arthritis	can	also	result	in	social	isolation
and	depression.	A	program	to	teach	African	American	elders	about	managing	their	arthritis	pain	resulted	in	fewer	symptoms	of	depression	up	to	two	years	later	than	in	elders	who	received	no	training	(Phillips,	2000).	Conversely,	treating	depression	can	reduce	symptoms	associated	with	arthritis.	In	a	study	testing	antidepressant	medications	and
psychotherapy	with	depressed	older	adults,	56	percent	reported	arthritis	as	a	coexisting	medical	condition.	Elders	in	the	treatment	group	experienced	a	significant	reduction	in	pain	intensity	and	interference	with	ADLs	due	to	arthritis	compared	with	those	not	receiving	any	treatment.	They	also	gave	higher	subjective	ratings	of	health	and	quality	of
life.	These	indirect	benefits	of	treating	depression	illustrate	the	importance	of	psychological	factors	in	a	systemic	condition	like	arthritis	(Lin	et	al.,	2003).	Congruent	with	the	person–environment	perspective	and	the	concept	of	active	aging,	the	environment	may	need	to	be	restructured	so	that	a	person	with	arthritis	is	able	to	walk	around	and	keep	up
with	daily	activities	but	is	not	burdened	by	extreme	press	or	demands.	For	example,	a	smaller	home	on	one	level	can	reduce	environmental	press.	Despite	the	relatively	low	cost	of	physically	modifying	private	homes,	this	is	not	widely	done.	A	national	survey	revealed	that	only	17	percent	of	women	and	12	percent	of	men	age	70	and	older	have
installed	railings;	13	percent	and	11	percent,	respectively,	have	built	ramps	in	their	homes.	Even	the	most	frequently	reported	home	modification—bathroom	bars	and	shower	seats—were	made	by	only	43	percent	of	women	and	36	percent	of	men	(National	Academy,	2000).	Families	and	health	care	providers	can	be	instrumental	in	recommending	such
modifications	and	helping	elders	locate	programs,	such	as	minor	home	repair,	to	reduce	costs.	dramatic	loss	in	bone	mass.	The	increased	brittleness	of	the	bones	associated	with	this	condition	can	result	in	diminished	height,	slumped	posture,	backache,	and	a	reduction	in	the	structural	strength	of	bones,	making	them	susceptible	to	fracture.
Compressed	or	collapsed	vertebrae	are	the	major	cause	of	kyphosis,	or	“dowager’s	hump,”	the	stooped	look	that	many	of	us	associate	with	the	oldest-old.	Osteoporosis,	together	with	its	less	serious	counterpart,	osteopenia	(a	significant	loss	of	calcium	and	reduced	bone	density	but	without	the	risk	of	fractures),	affects	about	25	million	Americans,	80
percent	of	whom	are	women.	Caucasian	and	Asian	American	women	are	more	likely	to	develop	it	than	African	American	women;	estimates	are	that	20	percent	of	white	and	Asian	women	age	50	and	older	have	this	condition,	compared	with	5	percent	of	African	American	and	10	percent	of	Latina	women	Osteoporosis	The	human	body	is	constantly
forming	and	losing	bone	through	the	metabolism	of	calcium.	Osteoporosis	involves	a	more	104	Even	severe	osteoporosis	does	not	inevitably	limit	elders’	mobility.	Bill	Aron/PhotoEdit	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	(NIA,	2008).	The	causes	of	osteoporosis	are	unclear,	although	risk	factors	include:	•
small	stature	and	low	body	weight	•	loss	of	calcium	and	estrogen	in	menopausal	women	•	sedentary	lifestyle	•	cigarette	smoking	•	excessive	alcohol	and	caffeine	consumption	•	long-term	dieting	or	fasting	•	inadequate	fluoride	intake	•	genetic	factors	that	determine	bone	density	•	family	history	of	a	hip	fracture	in	a	close	relative	(e.g.,	mother	or
sister)	The	primary	risk	posed	by	osteoporosis	is	a	fracture	of	the	neck	of	the	femur,	or	thigh.	Many	of	the	falls	and	associated	hip	fractures	of	old	age	actually	represent	an	osteoporotic	femoral	neck	that	broke	from	bearing	weight,	causing	the	individual	to	fall.	Many	older	people	have	undiagnosed	osteoporosis,	often	showing	no	symptoms	until	a	fall
or	fracture	occurs.	Typically,	no	immediate	precipitating	event	can	be	identified	as	the	cause	of	the	fracture.	Those	at	greatest	risk	for	hip	fractures	are	white	women,	the	oldest-old	who	have	functional	health	problems,	diabetics,	and	elders	with	a	history	of	hip	fractures	or	stroke	(Braithwaite,	Col,	Wong,	2003).	Osteoporosis	results	in	1.5	million
fractures	per	year;	one	in	two	women	will	have	an	osteoporosis-related	fracture	in	their	lifetime.	Some	20	percent	of	white	women	experience	fractures	by	age	65,	increasing	to	more	than	30	percent	by	age	90.	Although	both	men	and	women	lose	bone	mass	at	the	same	rate	after	age	65,	men	rarely	develop	symptomatic	osteoporosis	before	age	70.
White	men	are	far	less	likely	than	white	women	to	experience	hip	fractures;	African	American	men	and	women	have	even	lower	rates	of	fractures	than	white	men	(Penrod	et	al.,	2008).	Gains	in	life	expectancy	are	expected	to	double	the	number	of	hip	fractures	within	the	next	50	years.	The	most	common	sites	of	fractures	are:	•	20	percent	hip	•	47
percent	vertebrae	•	17	percent	wrist	•	16	percent	other	sites	(NIH,	2003)	Hip	fractures	are	of	great	concern	because	of	their	impact	on	morbidity	and	mortality;	about	24	percent	of	elders	die	within	a	year	after	a	hip	fracture.	Even	when	death	does	not	occur,	falls	can	cause	long-term	disability	and	are	responsible	for	more	days	of	restricted	activity
than	any	other	health	problem.	Those	at	greatest	risk	of	dying	within	6	months	of	a	hip	fracture	are	elders	with	dementia,	stroke,	Parkinson’s,	COPD,	and	congestive	heart	failure.	The	costs	to	society	are	also	high	because	of	hospitalizations	and	long-term	care;	in	2006,	the	cost	of	treating	elders	with	hip	fractures	was	$20	billion.	With	the	growth	of
the	older	population	and	inflation	in	health-care	costs,	some	estimate	annual	costs	as	high	as	$47	billion	to	care	for	victims	of	hip	fractures	by	2040.	Therefore,	it	is	not	surprising	that	one	of	the	health	goals	for	older	adults	in	the	Surgeon	General’s	report,	Healthy	People	2010,	is	to	reduce	annual	hip	fracture	rates	from	2006	rates	of	11.1	per
thousand	to	4.2	among	women,	and	from	5.6	per	thousand	to	4.7	among	men.	(Healthy	People	2010;	Wolinsky	et	al.,	2009)	Not	all	falls	and	fractures	among	older	people	result	from	osteoporosis,	however.	Cardiovascular	disease	underlies	approximately	50	percent	of	them.	Others	are	due	to	a	decline	in	postural	control,	produced	by	impairments	of
the	senses	and	the	central	nervous	system.	Table	1	list	some	of	these	risk	factors.	PREVENTING	OSTEOPOROSIS:	THE	CASE	FOR	AND	AGAINST	ESTROGEN	Osteoporosis	starts	well	before	old	age,	perhaps	as	young	as	age	35.	In	the	years	immediately	following	menopause,	the	rate	of	bone	loss	can	be	as	high	as	5	percent,	compared	to	a	normal
rate	of	1	or	2	percent.	Reduced	estrogen—not	calcium—is	the	primary	cause	of	bone	loss	in	the	first	5	years	after	menopause.	The	goal	in	treating	osteoporosis	is	to	prevent	further	bone	loss.	Hormone	replacement	therapy	(HRT),	combining	105	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	TABLE	1	Risk	Factors
for	Falls	RISK	FACTOR	Body	mass	index*	less	than	23.1	(i.e.,	a	thin	frame)	Daily	alcohol	consumption	per	day	greater	than	27	grams	No	load-bearing	exercise	No	vigorous	exercise	in	young	adulthood	Two	or	more	falls	in	past	12	months	History	of	stroke	Cigarette	smoker	(current	or	past)	Regularly	uses	sedatives	Regularly	uses	thyroid	drugs
RELATIVE	RISK**	FOR	WOMEN	FOR	MEN	2.0	2.9	2.0	7.2	3.0	3.8	1.5	2.5	7.1	1.5	1.9	3.4	2.4	3.4	3.6	not	tested	3.0	11.8	*Body	mass	index	(BMI)	is	calculated	by	dividing	weight	(in	kilograms)	by	height	(in	meters)	squared:	kg/m2.	To	calculate	your	own	BMI,	check	the	website:	www.nhlbi.nih.gov/guidelines/obesity/bmi_tbl.htm.	**Increased	risk	relative
to	elders	without	these	conditions	SOURCE:	Lau	et	al.,	2001.	estrogen	with	progesterone,	or	using	estrogen	alone	(ERT),	had	been	used	for	many	years	to	prevent	osteoporosis	and	bone	fractures.	This	was	because	both	HRT	and	ERT	can	decrease	the	risk	of	hip	fractures	and	of	spinal	crush	fractures.	Since	estrogen	blocks	the	process	of	bone
reabsorption,	it	can	help	the	bones	absorb	dietary	calcium	and	thereby	increase	bone	mineral	density	(BMD)	3	to	5	percent.	However,	the	effects	may	not	be	permanent,	and	benefits	may	be	lost	after	discontinuing	HRT.	Findings	from	the	Women’s	Health	Initiative	(WHI)	raised	serious	questions	about	the	risks	of	HRT	and	resulted	in	fewer	women
using	HRT.	As	part	of	this	large	(more	than	100,000	women	age	65	and	older)	national	randomized	controlled	trial	of	exercise,	diet,	and	HRT	for	preventing	osteoporosis,	heart	disease,	and	cancer,	one	arm	of	the	study	tested	the	effects	of	a	combined	estrogen	with	progesterone	intervention	(HRT)	against	a	placebo	pill.	Women	enrolled	in	this	arm
did	not	know	which	drug	they	were	using.	Although	the	study	was	designed	to	measure	health	outcomes	after	8.5	years	of	HRT	or	placebo	use,	it	was	stopped	in	2002	after	5.6	years.	This	was	because	the	106	research	team	found	no	benefits	of	HRT	on	their	primary	outcomes,	and	in	fact	showed	that	HRT	had	several	adverse	effects.	The	relative	risk
of	coronary	heart	disease,	breast	cancer,	and	stroke	was	higher	among	women	in	the	HRT	group	compared	to	those	in	the	placebo	condition,	although	this	translated	to	a	slightly	higher	absolute	risk	(i.e.,	the	number	of	women	who	actually	developed	these	conditions).	It	should	be	noted	that	women	using	HRT	were	at	much	lower	relative	risk	of
developing	colorectal	cancer	and	hip	fractures.	In	fact,	their	total	bone	and	mineral	density	in	the	hip	increased	by	3.7	percent.	These	relative	and	absolute	risks	are	shown	in	Table	2	(Cauley	et	al.,	2003;	WHI,	2002).	A	SUMMARY	OF	PREVENTIVE	STRATEGIES	AGAINST	OSTEOPOROSIS	•	increased	intake	of	calcium	and	vitamin	D	daily	•	moderate
weight-bearing	exercise	such	as	vigorous	walking	and	strength	training	•	possibly	fluoride	•	possibly	natural	estrogens	(phytoestrogens)	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	TABLE	2	Risks	and	Benefits	of	Combined	Estrogen	Plus	Progestin	for	Some	Diseases	COMPARED	TO	PLACEBO	RELATIVE	RISK
ABSOLUTE	RISK	Blood	clot	Stroke	Heart	attack	Breast	cancer	Colorectal	cancer	Hip	fractures	111%	increase	41%	increase	29%	increase	26%	increase	37%	decrease	33%	decrease	18	more	cases	per	10,000	women	8	more	cases	7	more	cases	8	more	cases	6	fewer	cases	5	fewer	cases	SOURCE:	WHI,	2002.	On	the	basis	of	these	findings,	most
physicians	today	do	not	recommend	using	HRT	to	prevent	chronic	diseases,	especially	coronary	heart	disease.	In	early	2004,	the	WHI	director	instructed	all	participants	in	the	estrogen-only	(ERT)	arm	of	this	clinical	trial	to	stop	using	their	pills	as	well.	After	6.8	years,	women	using	estrogen	had	a	higher	incidence	of	strokes	than	women	on	a	placebo



(12	more	per	10,000).	No	differences	were	found	in	heart	disease	incidence	or	in	breast	or	colorectal	cancers.	However,	ERT	did	reduce	the	risk	of	hip	fractures	by	6	cases	per	10,000	(WHI,	2003).	Women	coping	with	menopausal	symptoms	and	attempting	to	prevent	osteoporosis	need	to	weigh	the	risks	and	benefits	of	HRT	and	ERT	for	their	own
health	profile.	Table	3	summarizes	these	findings.	TABLE	3	As	a	result	of	these	warnings,	more	women	and	health	care	providers	are	turning	to	natural	remedies	during	menopause,	such	as	soy	or	red	clover	iofavone	extracts,	or	to	nonhormonal	prescription	drugs,	including	antidepressants.	However,	an	analysis	of	several	clinical	trials	found	that
none	of	the	nonhormonal	therapies	used	to	relieve	hot	flashes	were	as	effective	as	estrogen	or	progesterone.	The	researchers	concluded	that	the	lowest	effective	dose	of	hormones	for	the	shortest	time	possible	should	be	used	by	women	whose	menopausal	symptoms	interfere	with	functioning	(Nelson	et	al.,	2006).	For	women	who	cannot	or	choose	not
to	use	ERT	or	HRT,	and	because	of	their	potential	risks,	new	drugs	such	as	Fosamax	are	approved	by	the	Food	and	Drug	Administration	(FDA).	Some	of	Risks	and	Benefits	of	HRT	ADVANTAGES	DISADVANTAGES	COMBINED	HRT	COMBINED	HRT	•	can	reduce	risk	of	osteoporosis	and	hip	fractures	•	can	increase	bone	mineral	density	•	can	relieve
hot	flashes	and	night	sweats	•	can	relieve	vaginal	dryness	•	can	improve	cholesterol	levels	•	can	reduce	risk	of	colon	cancer	•	can	increase	risk	of	blood	clots	•	can	increase	heart	attack	and	stroke	risk	•	can	increase	risk	of	breast	cancer	•	may	contribute	to	gallbladder	disease	(pill	form	only)	Estrogen	Only	•	can	reduce	risk	of	hip	fractures	Estrogen
Only	•	can	increase	risk	of	strokes	SOURCES:	NIA,	2001;	WHI,	2002.	107	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	these	drugs	can	slow	the	rate	of	bone	loss	and	prevent	vertebral	fractures.	These	medications	may	also	cause	adverse	effects	such	as	osteonecrosis	(or	bone	death)	of	the	jaw	bone	in	some
women,	which	can	complicate	tooth	extractions	in	older	women	who	are	using	these	drugs	but	need	to	have	a	tooth	removed.	None	of	these	medications	eliminates	the	need	for	increased	intake	of	calcium	and	vitamin	D	among	older	women.	Combinations	of	fluoride	and	calcium	treatments	are	sometimes	given,	but	these	may	have	negative	side
effects	of	gastrointestinal	and	rheumatic	complaints.	Researchers	are	also	testing	the	effectiveness	of	phytoestrogenic	or	“natural”	estrogens	that	are	found	in	some	foods	such	as	wild	yams.	Scientists	are	working	on	new	forms	of	estrogen	that	will	have	the	benefits	of	current	forms	without	the	risks.	These	“designer	estrogens,”	or	selective	estrogen
receptor	modulators,	appear	to	improve	bone	density	and	reduce	levels	of	lowdensity	lipoprotein	(LDL)	(bad)	cholesterol	while	increasing	the	levels	of	high-density	lipoprotein	(HDL)	(good)	cholesterol.	They	do	not	have	the	adverse	effects	associated	with	HRT.	Other	researchers	are	exploring	the	effects	of	parathyroid	hormone	on	advanced
osteoporosis.	CALCIUM	AND	EXERCISE	TO	PREVENT	OSTEOPOROSIS	Certain	dietary	and	exercise	habits	may	help	prevent	osteoporosis,	especially	increasing	the	amount	of	one’s	calcium	intake	after	age	50.	The	National	Institute	on	Aging	(2008)	recommends	that	women	over	age	50	consume	1,200	to	1,500	mg	of	calcium	daily.	This	is	higher	than
what	was	previously	recommended;	1,500	mg	of	calcium	is	equivalent	to	five	8-ounce	glasses	of	milk	daily,	far	more	than	most	women	are	accustomed	to	taking.	In	fact,	some	studies	have	recommended	doses	as	high	as	2,000	mg	per	day	for	older	postmenopausal	women.	Given	the	difficulty	of	obtaining	this	much	calcium	from	dietary	sources,
supplements	are	often	the	most	effective	way	to	increase	calcium	levels.	Despite	concerns	about	side	effects	related	to	high	intake,	such	as	kidney	stones,	there	is	little	evidence	that	such	supplementation	harms	older	women.	108	Calcium	is	absorbed	better	when	combined	with	vitamin	D.	For	this	reason,	milk	in	the	U.S.	is	fortified	with	vitamin	D.
Yet	many	older	women	do	not	consume	enough	milk	or	milk	products	to	obtain	vitamin	D	in	that	manner.	It	is	also	produced	by	the	human	body	after	15	to	20	minutes	of	exposure	to	sunlight	each	day,	but	many	older	women	use	sun	screen,	avoid	the	sun	or	are	unable	to	get	outside	every	day,	especially	in	the	winter	or	in	cloudy	climates.	Older
women	who	do	not	obtain	an	adequate	intake	of	fortified	milk	or	exposure	to	sunshine	should	take	daily	multivitamins	with	at	least	400	international	units	(IUs)	of	vitamin	D	(600	IUs	for	those	over	age	70)	(NIA,	2008).	It	is	noteworthy	that	regular	intake	of	calcium	and	vitamin	D	supplements	(at	least	4	days	per	week)	has	been	found	to	reduce	hip
fractures	by	29	percent	(WHI,	2003).	Although	increased	calcium	appears	to	be	an	essential	preventive	measure,	low	dietary	calcium	may	be	only	partly	responsible	for	osteoporosis.	Therefore,	increasing	calcium	intake	may	not	prevent	fracturing	after	bone	loss	has	occurred.	One	reason	is	that	an	estimated	40	percent	of	osteoporotic	women	have	a
deficiency	of	the	enzyme	that	is	needed	to	metabolize	calcium	(lactose),	thus	making	it	difficult	for	them	to	absorb	calcium.	An	additional	problem	is	that	once	one	fracture	is	present,	an	individual	has	a	70	to	80	percent	chance	of	developing	another.	A	combination	of	calcium	and	exercise	(both	aerobic	and	weight-bearing)	appears	to	prevent	bone
loss.	Researchers	found	that	simple,	vigorous	walking	on	a	daily	basis	for	one	year	prevents	bone	loss	in	older	women	with	osteopenia	and	osteoporosis.	However,	they	concluded	that	this	daily	exercise	program	must	continue	longer	to	improve	bone	mineral	density	(BMD)	levels	(Yamazaki	et	al.,	2004).	On	the	other	hand,	new	forms	of	exercise	are
found	to	increase	BMD	in	the	hip	after	just	8	months	(Gusi,	Raimundo,	&	Leal,	2006).	Because	of	the	increased	attention	to	osteoporosis	today,	many	entrepreneurial	clinics	are	offering	bone-density	testing	to	postmenopausal	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	women.	The	small,	portable	machines
generally	used	test	bone	density	only	at	the	wrist	or	ankle.	This	makes	them	less	reliable	and	accurate	than	the	large	whole-body	machines	known	as	DEXA.	Tests	with	portable	machines	show	the	obvious	results:	that	most	women	over	50	have	less	bone	mass	than	younger	women.	A	major	limitation	is	that	such	tests	do	not	provide	a	comparison	with
any	baseline	data	for	a	specific	individual.	Women	should	have	a	comprehensive	baseline	bone-density	test	before	they	undergo	menopause	and	then	be	retested	when	they	are	in	their	60s,	70s,	and	80s.	In	fact,	a	committee	of	osteoporosis	experts,	convened	by	the	U.S.	Preventive	Services	Task	Force	in	2002,	concluded	that	DEXA	bone-density
testing	should	be	targeted	at	the	hip	where	many	fractures	occur,	and	primarily	for	women	65	years	and	older,	as	well	as	women	over	60	who	weigh	less	than	127	pounds.	These	recommendations	and	other	preventive	suggestions	can	be	found	at	.	Chronic	Obstructive	Pulmonary	Disease	or	Respiratory	Problems	Chronic	bronchitis,	fibrosis,	asthma,
and	emphysema	are	manifestations	of	chronic	obstructive	pulmonary	diseases	(COPD)	that	damage	lung	tissue.	They	increase	with	age,	develop	slowly	and	insidiously,	and	are	progressive	and	debilitating,	often	resulting	in	frequent	hospitalizations,	major	lifestyle	changes,	and	death.	In	fact,	by	age	90,	most	people	are	likely	to	have	some	signs	of
emphysema,	with	shortness	of	breath	and	prolonged	and	difficult	exhalation.	Getting	through	daily	activities	can	be	extremely	exhausting	under	such	conditions.	Causes	of	COPD	are	both	genetic	and	environmental,	especially	prolonged	exposure	to	various	dusts,	fumes,	or	cigarette	smoke.	Three	to	four	times	as	many	men	as	women	have	these
diseases,	probably	due	to	a	combination	of	normal	age	changes	in	the	lung	and	a	greater	likelihood	of	smoking	and	exposure	to	airborne	pollutants.	This	is	especially	true	in	cohorts	age	85	and	older;	men	in	the	oldest-old	group	are	three	times	more	likely	to	die	of	COPD	than	their	female	counterparts.	This	pattern	may	shift	over	time	with	more
women	exposed	to	pollutants.	Treatment	is	usually	continuous	and	includes:	•	•	•	•	drugs	respiratory	therapy	breathing	exercises	to	compensate	for	damage	avoidance	of	respiratory	infections,	smoking,	pollution,	and	other	irritants	Allergic	reactions	to	bacterial	products,	drugs,	pollutants,	and	even	foods	increase	with	age.	The	greater	incidence	of
drug	allergies	may	be	a	function	of	decreases	in	physiological	capacities	and	the	increased	use	of	many	drugs,	such	as	sedatives,	tranquilizers,	antidepressants,	and	antibiotics.	Diabetes	Compared	with	other	systems	of	the	body,	the	endocrine	glands	do	not	show	consistent	and	predictable	age-related	changes,	other	than	the	gradual	slowing	of
functioning.	However,	insufficient	insulin,	produced	and	secreted	by	the	pancreas,	can	lead	to	diabetes	mellitus.	Diabetes	mellitus	is	characterized	by	hyperglycemia	or	above-normal	amounts	of	glucose	(sugar)	in	the	blood	and	urine,	resulting	from	an	inability	to	use	carbohydrates.	Diabetics	may	go	into	a	coma	when	their	blood	glucose	levels	get
very	high.	Low	blood	glucose	(hypoglycemia)	can	also	lead	to	unconsciousness.	Older	diabetics	include	people	who:	SYMPTOMS	OF	DIABETES	•	•	•	•	•	•	•	•	•	excessive	thirst	increased	appetite	more	frequent	urination	fatigue	weakness	loss	of	weight	slower	wound	healing	blurred	vision	irritability	109	MANAGING	CHRONIC	DISEASES	AND
PROMOTING	WELL-BEING	IN	OLD	AGE	•	have	had	the	disease	since	youth	or	had	juvenile	onset	diabetes	(Type	I);	•	develop	it	in	middle	age	(adult	onset	diabetes)—most	often	between	40	and	50—	and	incur	related	cardiovascular	problems	(Type	II)	•	develop	it	late	in	life	and	generally	show	mild	pathologic	conditions	(Type	II)	Type	II	diabetes	is
most	common	in	older	adults,	accounting	for	90	to	95	percent	of	all	diagnosed	cases,	and	can	generally	be	managed	without	insulin	through	careful	diet	and	a	strict	exercise	regimen	(ADA,	2009).	Although	diabetes	can	occur	at	any	age,	diabetic	problems	related	to	the	body’s	lessened	capability	to	metabolize	carbohydrates	can	be	particularly	severe
in	older	adults.	Older	age,	obesity,	and	race	are	among	the	most	significant	risk	factors	for	Type	II	diabetes	(ADA,	2004).	Obesity	is	a	primary	risk	factor	due	to	changes	in	fat/muscle	ratio	and	slower	metabolism	with	aging.	This	is	especially	the	case	among	older	African	American,	American	Indian,	and	Latina	women,	who	have	a	higher	rate	of	obesity
and	diabetes	than	do	older	white	women.	On	average,	African	Americans,	Latinos,	and	American	Indians	are	1.6,	1.5,	and	2.2	times	more	likely,	respectively,	to	have	diabetes	than	non-Hispanic	whites,	14	percent	of	whom	have	this	condition	(CDC,	2003b;	OMHRC,	2006;	Schoenborn	et	al.,	2006).	Glucose	tolerance	and	the	action	of	insulin	are	often
compromised	by	poor	diet,	physical	inactivity,	and	coexistent	diseases,	placing	the	individual	at	greater	risk	of	diabetes.	Poorly	controlled	diabetes	can	result	in	kidney	failure	and	diabetic	retinopathy,	a	disease	that	can	cause	blindness	through	lack	of	oxygen	to	the	retina.	These	conditions	are	more	common	among	African	Americans	with	diabetes
than	among	their	white	counterparts.	The	prevalence	of	diabetes	has	increased	dramatically	among	all	age	groups,	from	just	under	6	million	in	1980	to	18	million	in	2005.	Among	adults	age	60	and	older,	21.2	percent	have	diabetes	(National	Institute	of	Diabetes,	Digestive	and	Kidney	Disease,	2007).	However,	the	greatest	increase	is	among	30-	to	39-
year-olds,	which	has	110	disturbing	implications	for	future	cohorts	of	older	adults.	By	2050,	diabetes	prevalence	is	expected	to	increase	three-fold	among	today’s	middle-aged	adults	who	will	then	be	75	years	or	older.	It	is	estimated	that	4	million	in	this	age	group	will	have	diabetes	in	2050,	compared	with	1	million	today	(CDC,	2003b;	Francoeur	&
Elkins,	2006).	When	rates	are	compared	across	racial	groups	in	this	middle-aged	population,	Latinos	show	the	greatest	increase	in	diabetes	prevalence,	followed	by	whites	and	African	Americans.	These	increases	in	rates	of	diabetes	over	a	20-year	period	are	attributed	to	a	rise	in	obesity	during	this	same	interval,	from	12	to	20	percent.	As	noted
earlier,	this	growing	rate	of	obesity,	which	is	associated	with	low	income,	raises	concerns	about	health	risks	for	future	cohorts	of	elders.	The	symptoms	of	diabetes	shown	in	the	box	above	may	not	be	present	in	older	people,	however.	Instead,	diabetes	among	the	older	population	is	generally	detected	incidentally	through	eye	examinations,
hospitalization,	and	testing	for	other	disorders.	Older	people	may	experience	fatigue,	a	sign	of	this	disease,	but	attribute	it	to	a	slowing	down	often	assumed	to	be	normal	with	aging.	Since	blood	glucose	may	be	temporarily	elevated	under	the	stress	of	illnesses	such	as	stroke,	myocardial	infarction,	or	infection,	people	should	not	be	labeled	as	diabetic
unless	the	high	glucose	level	persists	under	conditions	of	reduced	stress.	The	cumulative	effect	of	high	blood	glucose	levels	can	lead	to	complications	for	some	diabetics,	especially	if	they	cannot	control	their	glucose	levels.	These	complications	include:	•	•	•	•	•	•	•	•	•	•	high	blood	pressure	infections	painful	nerves	in	the	feet,	legs,	and	hands
blindness	associated	with	diabetic	retinopathy	kidney	disease	or	failure	stroke	cognitive	impairment	harm	to	the	coronary	arteries	skin	problems	poor	circulation	in	the	extremities,	leading	to	gangrene	and	amputations	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	Comorbidity	of	diabetes	with	other	agerelated
physical	problems	such	as	hypertension	can	result	in	serious	health	difficulties,	ADL	and	IADL	limitations,	and	if	left	undetected	or	untreated	can	have	life-threatening	consequences.	Approximately	2	out	of	every	3	people	with	diabetes	die	from	heart	disease	or	stroke	associated	with	their	diabetic	condition	(CDC,	2003b;	NIDDK,	2007).	Because	they
are	more	susceptible	to	most	illnesses	such	as	influenza	or	pneumonia,	diabetics	are	more	likely	to	die	than	are	nondiabetics.	Recent	research	suggests	a	possible	link	between	diabetes	and	Alzheimer’s	disease,	another	leading	cause	of	death	among	older	adults	(ADA,	2009b).	Depression	also	appears	to	be	associated	with	the	development	of	Type	II
diabetes,	but	the	direction	of	causality	remains	unclear	(Golden	et	al.,	2008).	On	average,	life	expectancy	among	diabetics	is	15	years	less	than	in	the	population	without	diabetes.	Even	when	not	life-threatening,	adults	age	60	and	older	who	have	diabetes	are	two	to	three	times	more	likely	to	report	an	inability	to	walk	a	quarter	of	a	mile,	climb	stairs,
do	housework,	or	use	a	mobility	aid	compared	with	their	age	peers	without	diabetes	(NIDDK,	2007).	Diabetes	cannot	be	cured,	but	it	can	generally	be	managed	at	home	primarily	through	changes	in	lifestyle	and	health	behaviors.	These	include:	•	•	•	•	a	diet	of	reduced	carbohydrates	and	calories	regular	exercise	proper	care	of	feet,	skin,	teeth,	and
gums	monitored	insulin	intake	for	those	who	require	it	Several	studies	in	the	U.S.	and	Europe	have	tested	the	impact	of	diet	and	exercise	among	middle-aged	adults	at	risk	for	diabetes	(i.e.	overweight	or	obese,	with	impaired	glucose	tolerance).	Reducing	fat	intake	and	calories,	dietary	counseling,	increasing	physical	activity	to	30	minutes	per	day	for
five	days	per	week	in	combination	can	reduce	the	development	of	diabetes	by	lowering	weight	and	improving	glucose	levels,	especially	among	those	age	60	and	older.	These	beneficial	effects	of	improved	diet	and	exercise	are	found	in	as	little	as	six	months	(Palmer,	2009).	To	minimize	forgetfulness	and	treatment	errors,	older	people,	especially	those
who	acquire	diabetes	late	in	life,	may	need	reminders	from	health	care	providers	and	family	members	regarding:	•	•	•	•	the	importance	of	diet	daily	examination	of	their	skin	urine	testing	the	correct	dosage	of	insulin	or	other	drugs	Obesity	Although	we	generally	hear	about	the	health	impact	of	obesity	on	middle-aged	persons,	the	problem	is	also
increasing	among	older	adults.	For	most	adults,	weight	increases	until	about	age	60,	then	gradually	decreases.	However,	an	estimated	40	percent	of	adults	age	60–69	and	30	percent	of	those	70–79	are	obese.	As	noted	earlier,	this	puts	them	at	greater	risk	for	disability	and	chronic	diseases	such	as	type	II	diabetes,	heart	disease,	stroke,	hypertension,
osteoarthritis,	sleep	apnea,	and	some	forms	of	cancer.	Weight	loss	programs	that	minimize	muscle	and	bone	loss	are	important	for	older	persons	because	aging	itself	is	associated	with	a	decline	in	muscle	mass	and	an	increase	in	fat	mass.	For	this	reason,	one	of	the	goals	for	older	adults’	health	in	Healthy	People	2010	is	to	reduce	their	rate	of	obesity
to	15	percent	(Alley	et	al,	2008;	CDC	&	Merck	Foundation,	2008;	Elder	obesity,	2009;	NCHS	Dataline,	2008;	Villareal,	Apovian,	Kushner	&	Klein,	2005).	Problems	with	the	Kidneys	and	Urinary	Tract	The	various	diseases	and	disorders	of	the	urinary	system	characteristic	of	old	age	tend	to	be	either	acute	infections	or	chronic	problems	resulting	from
the	gradual	deterioration	of	the	structure	and	function	of	the	excretory	system	with	age.	The	kidneys	shrink	in	size,	and	their	capacity	to	perform	basic	filtration	tasks	declines,	leading	to	a	higher	probability	of	disease	or	infection.	One	of	the	most	common	111	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	age-
related	problems	for	women	is	the	inability	of	the	bladder	to	empty	completely.	This	often	results	in	cystitis,	an	acute	inflammatory	state	accompanied	by	pain	and	irritation	that	can	generally	be	treated	with	antibiotics.	Older	men	face	an	increased	risk	of	diseases	of	the	prostate	gland,	with	cancer	of	the	prostate	being	the	most	frequent	malignancy;
After	age	40,	the	risk	doubles	every	decade,	and	the	mortality	rate	among	men	age	65	and	older	is	100	times	greater	than	for	those	under	age	65;	African	American	men	have	the	highest	rate	(Coleman,	Hutchins,	&	Goodwin,	2004,	SEER,	2004).	For	these	reasons,	the	American	Cancer	Society	and	the	American	Urological	Association	recommend
annual	prostate	evaluations	for	men	age	50	and	older	by	both	a	digital	rectal	exam	and	a	test	to	determine	levels	of	prostate-specific	antigen	(PSA)	in	the	blood.	Cancer	of	the	prostate	frequently	spreads	to	the	bones,	but	surgery	is	rarely	recommended	for	men	over	age	70	because	the	disease	usually	progresses	slowly	in	this	age	group.	Instead,	more
conservative	treatment,	such	as	hormonal	therapy	and	more	frequent	monitoring	are	usually	recommended.	A	more	common	problem	for	older	men	is	benign	prostatic	hypertrophy,	a	condition	in	which	the	prostate	gland	becomes	enlarged	and	causes	discomfort,	but	is	not	associated	with	prostate	cancer.	Incontinence,	or	the	inability	to	control	urine
or	feces,	is	a	chronic	urinary	problem	that	can	profoundly	alter	an	older	person’s	social	and	living	situations.	It	has	been	estimated	to	occur	in	at	least	17	percent	of	men	and	more	than	35	percent	of	women	over	age	65	and	living	in	the	community	(Thom,	Nygaard,	Calhoun,	2005;	Stothers,	Thom,	Calhoun,	2005).	Because	older	people	and	their
families	often	consider	incontinence	a	taboo	topic,	they	tend	to	be	unaware	of	methods	to	treat	it.	Older	adults	generally	do	not	discuss	the	problem	with	their	doctors,	and	only	a	small	percentage	use	any	INCONTINENCE	112	protective	devices,	such	as	absorbent	pads	that	can	be	purchased	in	drug	stores.	Many	health	care	providers,	in	turn,	do	not
ask	their	older	patients	about	incontinence.	This	widespread	reluctance	to	acknowledge	incontinence	as	a	problem	can	have	serious	psychological	and	social	implications,	especialy	when	precipitating	the	decision	for	nursing	home	placement.	For	many	families,	frequent	incontinence	is	often	the	“breaking	point”	in	their	ability	to	provide	in-home	care.
As	a	result,	up	to	10	percent	of	nursing	home	admissions	are	attributed	to	incontinence.	This	has	significant	cost	and	quality-of-life	implications	(Morrison	&	Levy,	2006).	There	are	two	primary	types	of	incontinence:	•	urge	incontinence,	where	the	person	has	a	strong	urge	to	urinate	due	to	irregular	bladder	contractions	and	is	unable	to	hold	urine
long	enough	to	reach	a	toilet	•	stress	incontinence,	where	leakage	occurs	during	physical	exertion	or	when	sneezing	or	coughing	because	of	weakened	pelvic	floor	muscles.	This	phenomenon	can	also	occur	among	younger	women	Many	cases	of	incontinence	represent	a	combination	of	these	two	types,	referred	to	as	mixed	incontinence.	Incontinence
sometimes	results	from	a	specific	precipitating	factor,	such	as	acute	illness,	infection,	or	even	a	change	in	residence.	It	can	be	treated	if	the	cause	is	known.	For	example,	temporary	incontinence	can	be	caused	by	bladder	or	urinary	tract	infections,	which	may	be	treated	with	antibiotics.	Prescribed	medications	can	also	cause	urgent	and	frequent
urination.	If	informed	of	the	detrimental	effects	of	medication,	a	physician	may	reduce	the	drug	dosage.	With	age,	the	bladder	and	urethra	in	women	commonly	descend,	resulting	in	stress	incontinence;	leaking	then	occurs	with	the	increased	abdominal	pressure	brought	on	by	coughing,	sneezing,	laughing,	lifting,	or	physical	exercise.	Another	type	of
incontinence,	known	as	functional	incontinence,	often	results	from	neurological	changes	and	accompanies	other	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	health	problems,	such	as	Parkinson’s	disease	and	dementia.	Other	physical	causes	that	should	be	investigated	medically	are	prostate	problems,	pernicious
anemia,	diabetic	neuropathy,	and	various	cancers.	Because	the	types	and	causes	of	incontinence	vary	widely,	thorough	diagnosis	and	individualized	treatment	programs	are	critical.	Even	habitual	incontinence	should	not	be	assumed	to	be	irreversible.	Although	some	physicians	prescribe	medications	to	increase	bladder	capacity	or	reduce	urine
production,	these	often	have	unpleasant	side	effects	such	as	blurred	vision	and	dry	mouth.	Noninvasive	behavioral	management	techniques,	such	as	frequent	access	to	toilet	facilities,	restriction	of	fluid	intake	before	bedtime,	and	systematic	exercise	of	the	pelvic	muscle,	are	often	just	as	effective.	Even	incurable	problems	can	be	managed	through
protective	products	(e.g.,	absorbent	pads)	and	catheters	(tubes	draining	the	bladder)	to	reduce	complications,	anxiety,	and	embarrassment.	Only	a	small	proportion	of	older	persons	with	incontinence,	however,	are	so	severely	disabled	that	they	are	unlikely	to	regain	continence	and	require	a	catheter	or	other	external	appliances	to	cope	with	the
conditions.	Physical	exercise,	known	as	Kegels,	designed	to	promote	and	maintain	sphincter	muscle	tone,	can	also	prevent	or	reduce	age-related	incontinence,	particularly	among	older	women.	All	possible	treatments,	especially	behavioral	techniques,	exercise,	and	biofeedback,	MANAGEMENT	OF	INCONTINENCE	•	•	•	•	•	medications	to	increase
bladder	capacity	surgery	dietary	changes	Kegel	exercises	(at	least	100	times	per	day)	behavioral	management	techniques,	such	as	reducing	fluid	intake	when	bathroom	access	is	limited	•	reduction	in	the	intake	of	caffeine	(e.g.,	coffee,	tea,	cola,	even	chocolate)	can	prevent	the	stimulation	of	the	kidneys	to	excrete	fluids	•	weight	loss	can	also	help,	as
obesity	is	found	to	cause	urine	leakage	should	be	explored,	because	older	people’s	embarrassment	and	humiliation	may	result	in	their	avoiding	social	gatherings	out	of	fear	of	having	their	incontinence	detected.	Support	groups,	such	as	those	sponsored	by	the	National	Association	for	Incontinence,	exist	nationwide.	Problems	with	the	Intestinal	System
Many	older	people	experience	problems	in	digestion	and	continuing	gastrointestinal	distress,	due	particularly	to	age-related	slowing	down	of	the	digestive	process.	Most	intestinal	difficulties	are,	in	fact,	related	to	unbalanced	diets	or	diets	with	limited	fiber	content.	Diverticulitis	is	one	of	the	most	common	problems,	affecting	as	many	as	two-thirds	of
the	oldest-old,	especially	women	(Korzenik,	2006).	It	is	a	condition	in	which	pouches	or	sacs	(diverticula)	in	the	intestines	(especially	in	the	colon)	result	from	weakness	of	the	intestinal	wall;	these	sacs	become	inflamed	and	infected,	leading	to	symptoms	of	nausea,	abdominal	discomfort,	bleeding,	and	changes	in	bowel	function.	Diverticulitis,	which	is
increasing	in	industrialized	nations,	may	be	associated	with	a	highly	refined	diet	lacking	in	fiber.	Self-management	includes	a	high-fiber	diet	and	antibiotic	therapy.	Many	older	people	worry	about	constipation,	but	this	is	not	an	inevitable	outcome	of	aging.	It	is	more	prevalent	among	elders	in	long-term	care	facilities	but	is	also	reported	by
approximately	26	percent	of	communitydwelling	elders	and	ac-counts	for	about	2.5	million	physician	visits	annually	(Hsieh,	2005).	Constipation	may	be	a	symptom	of	an	underlying	disease	or	obstruction.	If	this	is	not	the	case,	treatment	commonly	includes:	•	•	•	•	•	•	physical	activity	increased	fiber	intake	increased	fluid	intake	bowel	training
biofeedback	laxatives	and	stool	softeners	113	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	Oral	Diseases	CAUSES	OF	CONSTIPATION	•	•	•	•	•	overuse	of	cathartics	lack	of	exercise	psychological	stress	gastrointestinal	disease	an	unbalanced	diet	with	respect	to	bulk	Because	many	older	people	are	overly
concerned	about	having	regular	bowel	movements,	they	may	become	dependent	on	laxatives.	Data	from	more	than	5,000	white	and	African	American	elders	found	that	10.2	percent	of	both	groups	used	laxatives,	with	higher	use	among	women,	those	taking	four	or	more	prescriptions,	those	with	four	or	more	physician	visits	per	year,	and	those	with
ADL	problems	(Ruby	et	al.,	2003).	Over	time,	laxatives	can	cause	other	health	problems,	such	as	irritating	the	colon	and	decreasing	the	absorption	of	certain	vitamins.	Hiatus	hernia	appears	to	be	increasing	in	incidence,	especially	among	obese	women;	this	occurs	when	a	small	portion	of	the	stomach	slides	up	through	the	diaphragm.	Symptoms
include	indigestion,	difficulty	in	swallowing,	and	chest	pain	that	may	be	confused	with	a	heart	attack.	Medical	management	includes	weight	reduction,	elevation	of	the	upper	body	when	sleeping,	changes	in	the	size	and	frequency	of	meals,	and	medication.	Although	hiatus	hernia	in	itself	is	not	especially	severe,	it	may	mask	the	symptoms	of	more
serious	intestinal	disorders,	such	as	stomach	cancer.	The	incidence	of	gallbladder	disease,	especially	gallstones,	also	increases	with	age	and	is	indicated	by	pain,	nausea,	and	vomiting,	with	attacks	increasing	in	number	and	severity.	Most	cases	in	older	adults	are	asymptomatic,	and	physicians	debate	whether	to	perform	surgery	or	follow	a	more
conservative	course	of	medical	management.	Medical	treatment	usually	involves	a	combination	of	weight	loss,	avoiding	high-fat	foods,	and	using	antacids	as	needed.	114	Because	of	developments	in	preventive	dentistry,	newer	cohorts	of	older	people	have	better	oral	health	than	any	preceding	cohort.	Only	27	percent	of	adults	over	age	65	today	are
completely	edentulous	(i.e.,	no	natural	teeth	remaining).	As	one	might	expect,	edentulism	increases	with	age.	•	24	percent	of	the	young-old	are	edentulous	•	39	percent	of	the	oldest-old	are	edentulous	(Schoenborn	et	al.,	2006)	This	change	is	due	entirely	to	historical	differences	in	dental	care	delivery;	not	because	of	the	aging	process.	The	common
problems	of	tooth	decay	and	periodontal	diseases	also	appear	to	increase	with	age,	although	the	evidence	is	limited	and	less	clear.	In	national	epidemiological	surveys	such	as	the	National	Health	and	Nutrition	Examination	Survey	(NHANES	III),	the	rate	of	root	caries	(cavities	that	develop	on	exposed	root	surfaces)	was	found	to	be	more	than	three
times	greater	among	people	over	age	65	than	in	those	under	age	45.	Rates	of	decay	on	the	enamel	surfaces	of	teeth,	however,	are	not	much	higher	among	65to	74-year-olds	compared	with	35-	to	44-yearolds.	Differences	are	much	greater	when	the	older	group	is	compared	with	people	age	18	to	24,	who	have	only	about	10	percent	of	their	tooth
surfaces	decayed	or	filled	compared	with	31	percent	of	people	age	65	to	74	(Lamster	&	Northridge,	2008).	These	differences	reflect	changes	over	time	in	preventive	dental	care,	such	as	the	widespread	use	of	water	fluoridation.	NHANES	III	also	found	an	age-related	increase	in	the	incidence	of	periodontitis	or	gum	disease,	especially	after	age	45.	As
a	result,	25	percent	of	older	adults	have	poor	bone	support	of	existing	teeth	(CDC,	2005;	Lamster	&	Northridge,	2008).	Data	from	the	Baltimore	Longitudinal	Study	showed	that	older	adults	who	are	edentulous	or	have	fewer	than	20	teeth	are	more	likely	to	die	within	a	15-year	period—	independent	of	age,	systemic	health,	and	MANAGING	CHRONIC
DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	smoking—compared	with	elders	who	have	more	teeth.	These	higher	death	rates	may	be	associated	with	periodontal	disease,	which	is	a	major	cause	of	tooth	loss	but	also	impairs	the	immune	system,	or	with	poor	nutrition	caused	by	tooth	loss	(Padilla	et	al.,	2008).	Cancers	of	the	lip,	tongue,
mouth,	gum,	pharynx,	and	salivary	glands	increase	with	advanced	age.	In	North	America	and	Western	Europe,	cancer	of	the	lip	is	the	most	frequent	type	of	oral	cancer	and	has	a	high	survival	rate	(between	65	and	90	percent	over	a	five-year	period).	Smoking	and	heavy	alcohol	use	are	strongly	linked	to	oral	cancer	(USDHHS,	2000).	HIV/AIDS	in	the
Older	Population	While	it	cannot	be	classified	as	a	chronic	disease	in	the	same	way	as	diabetes	or	chronic	obstructive	pulmonary	disease,	the	growing	number	of	older	adults	with	HIV	(human	immunodeficiency	virus)	or	AIDS	(acquired	immune	deficiency	syndrome)	and	the	increasing	time	between	infection,	diagnosis,	and	death	make	this	an
important	public	health	issue	in	gerontology.	In	years	to	come,	HIV/AIDS	will	place	greater	demands	on	long-term	care,	especially	on	home-based	services	and	informal	caregiving	networks.	Since	it	is	mandatory	to	report	AIDS	cases,	the	Centers	for	Disease	Control	and	Prevention	(CDC)	receive	reports	from	all	state	and	territorial	health
departments	on	all	diagnosed	cases	of	AIDS.	Because	of	stereotypes	that	AIDS	only	affects	younger	populations	and	that	older	people	are	not	sexually	active,	many	physicians	and	HIV-testing	programs	do	not	routinely	test	older	adults	for	HIV/AIDS.	Cases	often	go	undiagnosed	because	older	people	do	not	report	symptoms,	or	symptoms	such	as	nerve
pain	and	vision	problems	are	simply	attributed	to	aging.	Almost	one	million	Americans	are	living	with	HIV/AIDS.	Although	it	is	difficult	to	guess	the	actual	prevalence,	including	undiagnosed	cases,	24	percent	of	people	with	HIV/AIDS	are	estimated	to	be	age	50	and	older	(considered	“older	adults”	by	the	CDC).	Additionally,	persons	age	50	and	older
account	for	15	percent	of	new	HIV/AIDS	diagnoses.	Because	medical	interventions	have	extended	the	lives	of	those	with	HIV/AIDS,	this	age	group	is	predicted	to	account	for	50	percent	of	all	HIV/AIDS	cases	by	2015.	This	will	include	people	who	were	diagnosed	earlier	in	life	but	have	survived	because	of	medical	interventions,	as	well	as	those	who
contract	the	disease	in	old	age.	Men	are	at	far	higher	risk	than	women,	ranging	from	86	percent	of	diagnosed	AIDS	cases	among	50-	to	54-year-olds	to	79	percent	among	those	65	and	older.	More	than	half	of	all	cases	among	the	population	50	and	older	are	African	Americans	and	Latinos	(52	percent).	Rates	among	persons	age	50	and	older	are	12
times	as	high	among	blacks	and	five	times	as	high	among	Latinos	compared	with	whites.	Women	of	color	are	at	greater	risk	than	their	white	counterparts	in	this	age	group,	representing	70	percent	of	women	living	with	HIV/	AIDS.	The	number	of	new	HIV/AIDS	cases	in	older	women	has	risen	sharply	by	40	percent,	due	primarily	to	women	becoming
infected	through	unprotected	sex	with	infected	male	partners.	Approximately	17	percent	obtained	the	virus	by	sharing	needles	for	drug	use.	In	2005,	66	percent	of	all	women	diagnosed	with	AIDS	had	been	exposed	to	the	virus	through	heterosexual	contact,	and	only	33	percent	through	intravenous	drug	use.	The	risk	of	exposure	through	unprotected
sex	is	greatest	for	older	women	of	color	(CDC,	2008;	HRSA,	2001;	Nguyen	&	Holodniy,	2008;	Stark,	2006;	Vosvick	et	al.,	2003;	Zablotsky	&	Kennedy,	2003).	These	prevalence	rates	may	be	underestimates	because	older	adults	are	not	routinely	tested	for	HIV/AIDS.	Physicians	are	often	uncomfortable	discussing	sexuality	with	their	older	patients,	and
HIV/AIDS	prevention	programs	for	older	adults	are	rare.	Similarly,	older	people	do	not	seek	medical	attention	during	the	early	stages	of	this	disease	because	they	assume	many	of	the	symptoms	are	merely	signs	of	normal	aging	or	chronic	diseases	that	they	are	already	managing.	These	symptoms	include:	•	general	aches	and	pains	•	headache	•
chronic	cough	115	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	•	lack	of	energy	•	loss	of	appetite	and	weight	•	problems	with	short-term	memory	Because	of	such	misunderstandings,	older	people	who	become	infected	with	the	HIV/AIDS	virus	are	often	unaware	that	they	are	at	risk	and	may	not	suspect	their	sexual
partners.	Detection	may	be	even	more	difficult	because	conditions	such	as	arthritis	and	dementia	can	also	be	caused	by	HIV,	and	they	may	not	seem	unusual	in	older	adults.	One	reason	for	the	significant	rise	of	this	disease	among	older	women	is	that,	after	menopause,	they	may	assume	that	they	do	not	need	to	have	their	male	partner	use	a	condom
and	practice	safe	sex	because	they	need	not	fear	pregnancy.	Menopause	can	also	cause	vaginal	dryness	and	thinning	of	the	vaginal	lining.	This	may	result	in	small	abrasions	and	tears	in	the	vaginal	walls	where	the	virus	can	penetrate.	Older	men	may	be	at	risk	because	of	unprotected	sex	with	male	partners	and	paid	sex	workers.	The	latter	may	be
male	or	female,	and	some	may	use	injected	heroin	or	crack	cocaine	with	shared	needles.	The	growing	rates	of	divorce	among	older	adults	have	increased	the	numbers	of	newly	single	people	engaging	in	unsafe	sex.	In	fact,	38	percent	of	sexually	active	older	adults	infected	with	HIV	are	estimated	to	have	unprotected	sex,	which	highlights	the
importance	of	targeted	prevention	initiatives	(Barrow,	2008;	CDC,	2008;	HRSA,	2001;	Radda	et	al.,	2003;	Science	Daily,	2007).	Older	adults	may	also	be	at	greater	risk	because	already-low	levels	of	T	cells,	part	of	the	immune	system,	are	lost	more	rapidly	in	older	people	with	this	infection.	In	elders	with	compromised	immune	systems,	the	HIV	virus	is
more	likely	to	attack	than	in	younger	people	or	in	other	older	people	who	have	a	fully	functioning	immune	system.	This	may	also	explain	why	the	incubation	period	for	HIV	is	shorter	in	older	adults,	an	average	of	5.7	years	versus	7.3	years	in	people	under	age	50.	Poorer	immune	reactions	may	also	account	for	the	shorter	time	116	Grace	was	a	happily
married	woman	with	a	family	and	a	career	until	her	husband	of	30	years	left	her.	After	her	divorce,	she	began	dating	George,	a	close	family	friend	she	had	known	for	many	years.	Because	she	was	beyond	childbearing	years,	she	was	not	worried	about	pregnancy	and	never	thought	about	using	condoms.	And	because	she	knew	George,	it	did	not	occur
to	her	to	ask	about	his	sexual	history	or	if	he	had	been	tested	for	HIV.	At	age	55,	she	had	a	routine	checkup.	Her	blood	tested	positive	for	HIV.	George	had	infected	her.	She	will	spend	the	rest	of	her	life	worrying	that	the	virus	might	develop	into	life-threatening	AIDS,	that	any	cough,	sneeze,	rash	or	flu	could	indicate	AIDS	and	perhaps	the	beginning
of	the	end	of	her	life	(NIA,	2009).	between	diagnosis	and	death	for	people	over	age	50,	although	this	may	also	result	from	their	being	infected	for	years	before	being	tested	for	the	virus	(Emlet	&	Farkas,	2002).	HIV/AIDS	is	not	a	major	cause	of	death	for	older	people	compared	to	heart	disease,	cancer,	stroke,	and	diabetes.	Nevertheless,	it	accounted
for	2.2	per	100,000	deaths	among	people	age	65	to	74	and	0.7	per	100,000	for	those	age	75	to	84.	As	with	younger	populations,	the	availability	of	antiretroviral	drugs	has	reduced	death	rates	due	to	HIV/AIDS	among	older	populations	from	a	high	of	3.6	per	100,000	in	1995	to	2.2	in	2000,	which	results	in	all	age	groups	living	longer	with	HIV/AIDS	as	a
chronic	rather	than	terminal	illness.	Most	older	adults	take	their	antiretroviral	medications	more	regularly	and	adhere	better	to	treatment	regimens	than	younger	patients	(CDC,	2008;	NCHS,	2003).	Researchers	question	whether	older	adults	with	HIV/AIDS	are	more	or	less	likely	than	younger	people	to	use	health	services.	An	analysis	of	571	cases	in
California	compared	63	AIDS	patients	who	were	age	60	and	older	with	190	age	50	to	59	and	318	age	30	to	49.	In	addition	to	age,	functional	status	and	diagnosis	were	hypothesized	to	be	predictors	of	inpatient	and	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	outpatient	medical	care,	in-home	services,	and	mental
health	services.	Age	was	not	associated	with	functional	health	or	service	utilization.	Both	younger	and	older	patients	were	more	likely	to	use	all	types	of	services	as	their	ADL	limitations	increased.	Among	all	types	of	health	care,	mental	health	services	were	least	likely	to	be	used	by	all	age	groups	(Emlet	&	Farkas,	2002).	These	findings	demonstrate
that	older	adults	with	HIV/AIDS	do	not	seek	health	services	at	a	higher	rate	than	younger	patients	unless	their	functional	health	has	deteriorated	significantly.	However,	another	study	identified	age	differences	in	perceptions	of	the	importance	of	community-based	services.	Older	patients	age	50	and	over	rated	home-delivered	meals,	adult	day	care,
homechore	services,	and	physical	therapy	as	more	important	than	did	their	younger	counterparts	(20	to	39	years).	Both	groups	rated	drug	programs	to	treat	HIV/AIDS	plus	dental	and	primary	medical	care	as	a	priority.	These	results	suggest	that	older	HIV/AIDS	patients	highly	value	long-term	care	services	to	improve	their	quality	of	life	(Emlet	&
Berghuis,	2002).	Recent	federal	and	state	budget	cuts,	however,	are	limiting	the	availability	of	prevention	initiatives	and	community-based	and	home-care	services.	Some	long-term	care	facilities	still	deny	that	any	of	their	residents	may	have	HIV/AIDS.	In	addition,	older	HIV-positive	persons	may	not	seek	services	because	of	real	or	perceived
homophobia,	HIV-associated	stigma,	and	ageism,	which	create	feelings	of	embarrassment,	shame,	and	rejection	(Emlet,	2006).	Unfortunately,	many	older	persons	with	HIV/AIDS	do	not	have	an	adequate	social	safety	net	to	replace	these	needed	community	services.	One	survey	of	adults	age	50	to	68	living	with	HIV/AIDS	in	New	York	City	found	that	42
percent	perceived	a	lack	of	emotional	support	and	27	percent	reported	inadequate	practical	assistance.	Those	with	a	more	advanced	stage	of	the	disease,	who	should	have	had	more	support,	actually	reported	less	emotional	and	practical	help	in	coping	with	their	activities	of	daily	living	(Schrimshaw	&	Siegel,	2003).	In	another	survey	of	older	adults
with	HIV/AIDS	in	New	York,	71	WHEN	SHOULD	OLDER	ADULTS	BE	TESTED	FOR	HIV/AIDS?	•	If	sexually	active	and	not	using	a	male	latex	condom	•	If	unaware	of	partner’s	sexual	and	drug	use	history	•	If	they	inject	drugs	or	share	needles	and	syringes	with	other	people	(drug	users	are	not	the	only	people	who	share	needles—for	example,	those
with	diabetes	may	share	needles)	•	If	they	have	had	a	blood	transfusion	between	1978	and	1985	when	blood	was	not	tested	for	HIV	in	the	U.S.,	or	if	they	had	surgery	in	a	developing	country	at	any	time	percent	lived	alone	and	only	about	33	percent	had	a	partner.	Most	had	lost	contact	with	their	families	(Shippy	&	Karpiak,	2005).	In	general,	older
HIV-positive	persons	are	more	likely	to	be	socially	isolated	and	to	suffer	from	depression	than	their	younger	counterparts,	which	has	implications	for	their	caregiving	and	service	needs	to	manage	their	condition	(CDC,	2008;	Poindexter	&	Emlet,	2006).	For	all	the	reasons	just	described,	it	is	essential	to	educate	older	adults	about	their	risk	for
HIV/AIDS.	Even	those	who	know	something	about	this	disease	may	feel	that	it	cannot	affect	them	if	they	are	not	engaging	in	homosexual	activity	or	intravenous	drug	use.	Many	older	people	have	relied	on	the	media	for	their	knowledge	in	this	area.	If	they	were	monogamous	earlier	in	life,	they	may	have	ignored	HIV	prevention	messages	as	irrelevant
to	them.	Unfortunately,	the	media	rarely	reports	on	older	adults	contracting	AIDS	through	heterosexual	intercourse	or	blood	transfusions.	It	is	therefore	not	surprising	that	many	older	people	are	unaware	that	they	may	be	infected.	They	are	also	less	willing	to	be	tested	for	the	virus,	and	once	diagnosed,	are	less	likely	to	seek	out	AIDS	support	groups
or	other	forms	of	emotional	support.	At	the	same	time,	ageist	attitudes	may	prevent	health	providers	from	offering	prevention	programs	for	older	adults,	117	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	encouraging	sexually	active	elders	to	use	condoms	or	be	tested	for	this	virus,	or	even	asking	questions	about
their	sexual	history	as	part	of	a	routine	health	screening	(Jacquescoley,	2008).	Accidents	Among	Older	People	Although	mortality	statistics	suggest	that	older	people	are	less	likely	than	the	young	to	die	of	accidents	(only	7	per	10,000	deaths	compared	with	10	per	10,000	among	people	21	and	younger),	these	numbers	mask	the	true	incidence	of	deaths
due	to	accident-related	injuries.	For	example,	if	an	older	person	breaks	a	hip	after	falling	down	a	flight	of	stairs	or	fractures	a	leg	in	an	auto	accident,	she	enters	a	hospital,	often	is	discharged	to	a	nursing	home,	and	soon	after	may	die	from	pneumonia.	Pneumonia	is	then	listed	as	the	cause	of	death,	when	in	fact	this	acute	condition	was	brought	on	by
the	patient’s	problems	in	recovering	from	the	accident.	Despite	this	underestimate,	the	risk	of	death	from	physical	injuries	is	about	four	times	greater	for	80-year-olds	than	for	20-year-olds.	Older	Drivers	Almost	90	percent	of	people	who	are	age	65	and	older	continue	to	drive.	These	numbers	will	grow	as	baby	boomers	age	and	more	people	live	into
their	80s	and	90s	and	want	to	continue	driving.	Between	2000	and	2020,	the	proportion	of	people	age	65	and	over	who	continue	to	drive	will	double.	Many	older	people	view	driving	as	an	important	part	of	maintaining	their	autonomy	and	active	aging.	Loss	of	this	ability	often	results	in	a	decreased	sense	of	control	and	can	worsen	preexisting
symptoms	of	depression.	Older	drivers’	reluctance	to	give	up	the	car	keys	can	have	profound	repercussions,	because	they	have	more	accidents	per	mile	driven.	Older	drivers	and	passengers	are	now	three	times	more	likely	to	die	than	younger	people	following	an	auto	crash.	They	made	up	10	percent	of	all	auto	fatalities	in	1975,	17	percent	in	1998,
and	are	projected	to	represent	27	percent	of	auto	fatalities	in	2015	as	more	baby	boomers	reach	old	age	(Ackerman	et	al.,	2008;	NHTSA,	2001;	Windsor	118	et	al.,	2007).	A	U-shaped	pattern	of	fatal	crashes	has	been	observed,	from	a	high	rate	among	17-year-olds	to	a	low	at	ages	30	to	64	to	an	increased	rate	among	75-year-olds.	For	drivers	age	65	to
74,	motor	vehicle	accidents	are	the	leading	cause	of	injury-related	deaths.	For	those	age	74	to	84,	this	is	the	second	leading	cause	of	injuryrelated	deaths	after	falls	(Arfin,	2006).	Given	these	statistics,	it	is	not	surprising	that	many	elders	take	refresher	courses	offered	by	AARP	(“55	Alive	Driver	Safety	Program”)	and	the	Automobile	Association	of
America	(“Safe	Driving	for	Mature	Operators”).	Increasingly,	insurance	companies	are	requiring	drivers	over	age	80	to	take	driving	courses	and	tests.	The	higher	rate	of	accidents	and	fatalities	in	older	drivers	may	be	attributed	to:	•	changes	in	eye-hand	coordination	•	slower	reaction	time	•	impaired	vision	(especially	diminished	night	vision,
sensitivity	to	glare,	and	poor	peripheral	vision)	•	hearing	impairments	•	slower	information	processing	and	declining	attention	skills,	especially	divided	attention	•	problems	with	visual-spatial	skills	•	declines	in	physical	strength,	resulting	in	greater	physical	vulnerability	Even	though	most	accidents	by	older	drivers	occur	at	low	speeds,	age-related
declines	in	organ	systems	and	brittle	bones	make	the	older	person	more	vulnerable	to	injuries	and	death.	Older	drivers	are	more	likely	to	sustain	rib	and	pelvic	fractures	and	thoracic	injuries	but	fewer	head	and	brain	injuries	in	an	auto	accident.	Regardless	of	their	injuries,	older	adults,	especially	those	age	75	and	older,	have	longer	hospital	stays,
more	pulmonary,	cardiovascular,	and	renal	complications,	and	greater	need	for	rehabilitation	services	following	trauma.	Some	medications,	especially	those	given	for	insomnia	or	anxiety	that	have	a	long	half-life	in	the	bloodstream,	increase	the	risk	of	motor	vehicle	crashes	in	older	adults	by	as	much	as	45	percent	(Li,	Braver,	&	Chen,	2003;	Salen	et
al.,	2003).	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	RETRAINING	OLDER	DRIVERS	It	may	be	useful	for	state	licensing	departments	to	test	all	adults	annually	on	some	of	the	relevant	physiological	and	cognitive	abilities	and	to	retrain	older	drivers	who	are	experiencing	significant	declines	in	these	areas.	The
AARP,	National	Safety	Council,	and	the	Automobile	Association	of	America	(AAA)	have	developed	such	courses.	For	example,	AARP	estimates	that	some	500,000	older	drivers	enroll	in	their	“Mature	Driver	Safety”	program	each	year.	This	8-hour	course	is	offered	through	retirement	homes,	senior	centers,	shopping	malls,	libraries,	and	religious
institutions.	Older	persons	can	obtain	discounts	of	5	to	10	percent	on	their	auto	insurance	in	many	states	after	completing	such	courses.	A	driver	retraining	program	with	8	hours	of	classroom	and	2	hours	of	on-road	instruction	significantly	improved	driving	performance	and	knowledge	of	adults	with	a	mean	age	of	80	(Marottoli,	et	al.,	2007).	A	tragic
accident	in	July	2003	attracted	national	attention	to	the	issues	raised	by	older	drivers.	In	that	accident,	an	86-year-old	driver	in	California	mistakenly	stepped	on	the	accelerator	instead	of	the	brake,	causing	the	deaths	of	10	people	and	many	injuries	in	a	crowded	market	area.	This	unfortunate	event	raised	many	questions	about	the	need	for	mandatory
tests	and	restrictions	on	driving	after	a	certain	age.	A	growing	number	of	states	have	special	license	requirements	for	older	drivers.	Some	include:	1.	Cannot	renew	licenses	by	mail	after	age	70:	Alaska,	California,	and	Louisiana	2.	More	frequent	renewals	(hence,	more	regular	testing)	required	for	older	people	than	for	younger	drivers:	Arizona,
Colorado,	Hawaii,	Idaho,	Illinois,	Indiana,	Iowa,	Kansas,	Maine,	Missouri,	Montana,	New	Mexico,	and	Rhode	Island	3.	More	frequent	vision	tests	for	older	drivers:	Arizona,	Florida,	Maine,	Oregon,	and	Utah	4.	A	required	road	test	for	older	drivers	before	they	can	renew	their	license:	Illinois	and	New	Hampshire	5.	Medical	report	required	for	drivers	70
and	older:	Nevada	Older	drivers	are	less	likely	to	drive	in	bad	weather,	at	night,	in	freeway	traffic,	or	during	rush	hour.	They	generally	select	familiar	routes	of	travel	and	drive	fewer	miles	per	year	than	younger	drivers.	They	are	also	less	prone	to	speeding	or	to	driving	while	drunk	than	younger	age	groups.	Older	adults	diagnosed	with	Alzheimer’s
disease	or	other	dementias	on	average	drive	2.5	years	after	diagnosis.	In	fact,	almost	4	percent	of	American	men	age	75	and	older	who	drive	have	dementia	(Foley	et	al.,	2000;	Kennard,	2006).	Many	older	adults	with	cognitive	impairments	restrict	their	driving	to	the	communities	where	they	reside.	However,	city	driving	may	actually	pose	more
hazards	than	highways	because	of	multiple	intersections,	traffic	congestion,	and	other	driving	demands	that	require	rapid	information	processing	and	reaction	time.	A	national	survey	of	more	than	5,000	older	men	and	women	revealed	that	75.6	percent	of	women	with	cognitive	impairment	do	not	drive	compared	to	43	percent	of	their	male
counterparts,	which	may	reflect	traditional	gender	roles	characteristic	of	the	cohort	age	75	and	older	where	driving	has	been	associated	with	masculinity.	Men	with	mild	and	severe	cognitive	impairments	apparently	cope	by	avoiding	long-distance	driving.	As	one	might	expect,	both	men	and	women	with	dementia	who	have	another	driver	in	their
household	are	more	likely	to	stop	driving	themselves.	In	this	same	survey,	elders	with	impaired	vision	(including	poor	night	vision,	sensitivity	to	glare,	glaucoma,	and	macular	degeneration)	and	limitations	in	their	ADLs	were	less	likely	to	drive,	but	having	heart	disease,	diabetes,	or	arthritis	did	not	cause	them	to	restrict	their	driving.	Reduced
cognitive	processing	speed,	problems	performing	some	IADLs	that	require	cognitive	processing,	and	poor	119	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	balance	increase	the	likelihood	that	elders	will	stop	driving	but	also	predict	the	possibility	of	car	accidents	caused	by	older	adults	(Ackerman	et	al.,	2005;
Freund	&	Szinovacz,	2002;	Ross	et	al.,	2009).	Improved	environmental	design	can	help	some	older	drivers.	For	example,	older	people	have	more	accidents	while	making	left	turns;	these	could	be	avoided	by	designing	better	leftturn	intersections	with	special	lanes	and	left	arrow	lights.	Road	signs	that	are	clearer	and	well	lighted	could	reduce	the	high
number	of	violations	received	by	older	drivers	for	improperly	changing	lanes	or	entering	and	exiting	highways.	For	drivers	who	are	prone	to	falling	asleep	at	the	wheel,	a	device	inserted	behind	their	ears	could	sound	an	alarm	if	they	start	to	drift	off.	Another	approach	to	reducing	person–	environment	discrepancies	for	older	drivers	is	to	install	in	cars
air	bags	that	have	lower	power;	of	68	adults	killed	by	air	bags	between	1991	and	2000,	40	percent	were	age	70	or	older.	The	Ford	Motor	Company	has	installed	“force	limiters”	in	some	models.	These	are	part	of	a	personal	safety	system	using	sensors	to	adjust	air	bags	and	seatbelts	according	to	the	weight	of	the	driver	and	passenger	and	according	to
how	close	the	driver	is	to	the	steering	wheel.	Other	design	options	to	modify	the	environment	are	summarized	in	the	box	below.	No	matter	how	much	automobile	designs	are	modified	and	alarms	added,	however,	families	sometimes	must	initiate	a	difficult	conversation	about	stopping	driving,	especially	if	DESIGN	CHANGES	THAT	COULD	HELP
OLDER	DRIVERS	•	•	•	•	wider	rearview	mirrors	pedal	extensions	less	complicated	and	legible	instrument	panels	electronic	detectors	in	front	and	back	that	signal	when	the	car	is	too	close	to	other	cars	•	better	protection	on	doors	•	booster	cushions	for	shorter-stature	drivers	120	they	notice	that	their	older	relative	is	experiencing	increasing
problems	with	vision,	cognitive	speed,	reaction	time,	and	has	difficulty	performing	ADLs	and	IADLs.	Falls	and	Their	Prevention	As	noted	earlier,	older	people	are	at	a	greater	risk	of	falls	than	the	young.	Falls	are	the	leading	cause	of	injuries	and	injury-related	deaths	for	people	over	age	65	in	the	U.S.	and	account	for	95	percent	of	all	hip	fractures.
Young	people	who	fall	can	generally	catch	themselves	and,	at	worst,	break	a	wrist	when	they	fall.	But	older	adults’	slower	reaction	time	and	reduced	upper-body	strength	cause	them	to	fall	more	on	their	hips,	often	resulting	in	fractures	among	those	with	osteoporosis.	Up	to	30	percent	of	older	adults	in	the	community,	and	even	more	in	long-term	care
settings,	experience	a	fall	in	a	given	year.	Many	older	people	who	fall	become	more	fearful	of	falling	and	therefore	restrict	their	activity	levels	(Fletcher	&	Hirdes,	2004;	NCHS,	2009).	They	may	also	become	more	rigid	or	overly	cautious	in	walking.	This	may,	in	turn,	increase	the	likelihood	of	subsequent	falls.	In	fact,	65	percent	of	those	who	fall	do	so
again	within	6	months	(CDC	2006c).	The	majority	of	elders	who	experience	fall-related	fractures	have	not	recovered	their	pre-fall	functional	level	one	year	later.	Therefore,	it	is	important	to	identify	risk	factors	for	falls	and	try	to	prevent	them.	The	most	common	risk	factors	are	lack	of	balance	control,	impaired	gait,	arthritis,	cognitive	impairment,
increased	age,	use	of	four	or	more	medications	that	cause	blood	pressure	to	drop	or	affect	balance,	use	of	multiple	drugs	that	affect	the	central	nervous	system	(including	drugs	for	sleep	and	anxiety	disorders,	depression,	and	pain—taking	3	or	more	increase	their	risk	threefold),	visual	impairment,	and	sarcopenia	(Hanlon	et	al.,	2009;	Huang	et	al.,
2003;	Moreland	et	al.,	2004).	Sarcopenia	refers	to	the	atrophy	of	muscles	and	can	affect	all	muscle	groups,	weakening	the	upper	body	and	arms.	It	can	impair	balance	and	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	RISK	FACTORS	FOR	FALLS	•	inactivity	that	weakens	muscles	and	reduces	leg	and	upper-body
strength	•	visual	impairment	•	fear	of	falling	and	lack	of	confidence	•	gait	disorders	•	poor	balance	when	standing	•	multiple	diseases	•	medications	used	for	cardiac	conditions	and	others	that	cause	postural	hypotension	•	Use	of	multiple	medications	that	affect	the	central	nervous	system	(e.g.	for	sleep,	anxiety,	depression)	•	low	lighting	levels	•
hazards	in	the	environment	such	as	slippery	floors,	loose	area	rugs,	poorly	demarcated	stairs,	and	slick	surfaces	in	showers	and	tubs	•	unfamiliar	environments	cause	difficulties	in	rising	from	a	chair,	bathtub,	or	toilet	and	in	maintaining	elders’	functional	ability.	Both	men	and	women	are	at	increased	risk	for	sarcopenia	after	age	75,	especially	if	they
do	not	exercise.	Despite	national	and	local	public	health	efforts	to	prevent	falls	among	older	people,	fallrelated	deaths	and	hip	fractures	due	to	falls	have	not	declined	dramatically,	and	falls	continue	to	be	the	leading	cause	of	accident	mortality	(Miltiades	&	Kaye,	2006).	Between	1993	and	2003,	there	was	an	increase	in	the	rate	of	deaths	caused	by
falls,	from	24	to	37	per	100,000.	In	fact,	both	hip	fractures	and	fall-related	deaths	have	actually	increased	since	1990,	in	contrast	to	other	health	problems	that	have	shown	a	gradual	decline	(CDC,	2006;	Merck	Institute,	2004).	The	high	medical	cost	of	falls—$19	billion	annually	in	the	U.S.—is	one	reason	why	states	and	the	federal	government
promote	fall	prevention	efforts.	Most	falls	are	preventable.	As	noted	above,	education	and	exercise	training	for	older	adults	and	their	caregivers	along	with	preventive	medications	and	environmental	interventions	are	needed	to	reduce	the	risk	of	falls	(see	examples	of	intervention	recommendations	in	the	box	above).	New	drugs	can	prevent	fractures
by	strengthening	bone.	For	example,	alendronate	(brand	name,	Fosamax)	was	found	to	be	effective	in	reducing	fractures	of	the	spine	and	femoral	neck	by	50	percent	in	one	study	and	44	percent	in	another.	Other	effective	medications	are	risedronate	(brand	name,	Actonel)	and	raloxifene	(brand	name,	Evista);	the	latter	drug	has	been	particularly
useful	in	preventing	spinal	fractures	(Cranney	et	al.,	2002).	Findings	from	a	study	in	the	Netherlands	suggest	that	thiazide	diuretics	used	to	treat	hypertension	may	indirectly	prevent	bone	loss.	Older	adults	using	any	one	of	many	brands	of	thiazide	diuretics	for	their	hypertension	for	more	than	1	year	also	lowered	their	risk	for	hip	fractures	by	50
percent,	but	the	benefits	diminished	within	4	months	of	discontinuing	the	drug	(Schoofs	et	al.,	2003).	Informal	social	support,	especially	family	networks	and	friendly	visiting	by	volunteers,	are	also	associated	with	reducing	the	risks	of	falling	(Fletcher	&	Hirdes,	2004).	In	addition	to	the	guidelines	for	fall	prevention	established	by	the	American
Geriatrics	Society	(2001),	comprehensive	checklists	and	measures	of	physical	ability	are	available	to	assess	the	risk	of	falls.	The	Get	Up	and	Go	Test	is	recommended	as	an	initial	INTERVENTIONS	TO	PREVENT	FALLS	•	Environmental	modifications	of	the	homes	of	older	people	who	have	experienced	multiple	falls	in	the	past	can	significantly	decrease
falls.	•	An	investment	in	home	modifications	and	assistive	devices	saves	health	care	costs	for	an	older	person.	•	Training	older	women	how	to	control	their	balance	can	prevent	falls.	•	Exercise,	such	as	Tai	Chi,	that	promotes	balance	stability	and	postural	control	provide	core	body	strength.	•	Modifications	to	the	physical	environment	of	nursing	homes
along	with	wheelchair	safety,	and	careful	use	of	psychotropic	medications.	121	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	assessment	tool;	older	adults	are	asked	by	a	health	care	provider	to	get	up	from	a	chair,	walk	10	meters,	return,	and	sit	down	in	the	chair.	Creating	a	slip-free,	clutter-free	home	environment
can	also	reduce	falls.	The	Home	Fall	Hazard	Assessment	Tool	evaluates	environmental	conditions	in	the	home	that	could	contribute	to	falls	(Wolf	et	al.,	2003).	Use	of	Physician	Services	by	Older	People	The	increased	incidence	of	many	chronic	diseases	among	the	older	population	would	seem	to	predict	a	striking	growth	with	age	in	the	use	of	health
care	services.	There	is	some	support	for	a	differential	pattern	of	utilization	among	age	groups.	The	probability	of	seeing	a	doctor	at	least	once	in	the	previous	year	increases	slightly	with	age.	For	example,	91	percent	of	55-	to	64year-old	women	reported	visiting	a	physician	in	the	past	12	months	in	the	2002	NHIS,	compared	with	94	percent	of	those
age	65	to	74,	95	percent	at	age	75	to	84,	and	95.5	percent	of	those	85	and	older	(Schoenborn	et	al.,	2006).	However,	the	major	variation	across	age	groups	is	in	frequency	of	use	annually:	•	1.3	physician	visits	per	person	among	those	25	to	44	•	7.3	visits	for	people	45	to	64	•	11.4	visits	for	people	65	to	84	•	15.0	visits	for	those	85	and	older	•	On
average,	13	visits	per	person	among	all	persons	65	and	older	(Federal	Interagency	Forum,	2008).	Both	younger	and	older	people	who	visit	physicians	do	so	primarily	for	acute	symptoms	and	to	receive	diagnostic	and	therapeutic	services.	However,	the	larger	number	of	yearly	visits	by	older	persons	may	indicate	that	they	are	also	seeking	care	for
chronic	conditions.	It	is	noteworthy	that	only	a	small	proportion	of	older	122	adults	are	high	users	of	all	health	services.	Low	use,	however,	does	not	necessarily	mean	that	all	health	needs	are	being	met.	For	example,	even	with	Medicare,	low-income	older	adults	report	more	unmet	health	needs	than	middle-	or	highincome	elders,	even	though	they	pay
more	outof-pocket	for	health	care	compared	to	their	higher	income	peers	(29	percent	compared	to	8	percent)	(Federal	Interagency	Forum,	2008).	Despite	paying	from	their	personal	funds	for	care,	low-income	elders,	especially	elders	of	color,	identify	more	unmet	health	needs.	African	American	elders	report	more	outpatient	visits	than	whites	but	are
also	less	likely	to	follow	treatment	recommendations,	including	medication	use.	As	baby	boomers	reach	old	age,	health	care	spending	in	the	U.S.	could	reach	$4.4	trillion	by	2018,	or	20.3	percent	of	the	nation’s	gross	domestic	product,	compared	with	17.6	percent	in	2009	(CMS,	2009).	This	is	based	on	projections	from	the	current	cohort	of	persons	65
and	older,	who	on	average	have	three	times	as	many	hospital	days	as	younger	persons.	Because	62	percent	of	the	current	cohort	age	50	to	64	have	at	least	one	chronic	disease	described	in	this	chapter,	many	will	develop	other	conditions,	and	many	will	survive	longer.	As	a	result,	health	care	spending	by	state	and	federal	governments	for	Medicaid
and	Medicare	and	by	older	persons	themselves	will	escalate	in	the	future.	The	problem	will	be	compounded	by	the	growing	number	of	employers	who	are	reducing	health	care	benefits	to	their	retirees	(Medical	News	Today,	2008;	Pathman,	Fowler-Brown,	&	Corbie-Smith,	2006).	Use	of	Other	Health	Services	HOSPITALS	Hospital	utilization	may
reflect	older	people’s	need	for	health	care	more	accurately	than	do	elective	visits	to	physicians’	offices.	Older	people	on	average	have	three	times	as	many	hospital	days	and	for	longer	periods	of	time	than	younger	populations,	accounting	for	about	38	percent	of	all	short-stay	hospital	days	of	care.	Although	the	rate	of	hospitalizations	has	declined
MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	among	younger	populations,	it	has	increased	steadily	since	the	1980s	for	older	adults,	especially	those	75	and	older	(DeFrancis,	Lucas,	Buie,	Golosinskiy,	2008).	However,	the	average	length	of	stay	for	all	age	groups	has	become	shorter	since	the	introduction	of
diagnosis-related	groupings	(DRGs)	for	Medicare	patients	in	1983,	which	have	resulted	in	earlier	discharge	from	inpatient	hospitals	to	outpatient	settings	such	as	rehabilitation	facilities	and	home	care.	In	addition,	hospital	utilization	may	be	declining	because	of	the	growing	number	of	procedures	that	are	performed	in	community-based	settings.
Hospital	emergency	rooms	(ERs)	are	used	for	medical	care	more	often	among	low-income	populations.	In	the	2002	NHIS,	29	percent	of	elders	classified	as	poor	reported	ER	use	in	the	past	12	months,	compared	with	22	percent	of	the	nonpoor	(Schoenborn	et	al.,	2006).	ER	users	tend	to	be	people	without	a	regular	physician	and	private	health
insurance.	Regardless	of	income,	however,	the	use	of	hospital	emergency	rooms	as	the	entry	to	health	care	is	expanding	as	a	result	of	the	global	economic	crisis	and	the	growing	numbers	of	middle-aged	and	young	old	adults	who	lack	health	insurance.	MEDICATION	USE	The	use	of	prescription	and	nonprescription	medications,	including	vitamins	and
Older	adults	use	more	medications	than	other	age	groups.	Photodisc/Getty	Images	mineral	supplements,	reflect	the	growth	of	pharmacotherapy	for	older	adults’	health	conditions.	Although	they	represent	just	under	13	percent	of	the	population,	older	adults	use	34	percent	of	all	prescriptions	and	30	percent	of	all	nonprescription	medications	(NIDA,
2007).	In	a	national	survey	of	2,590	adults	conducted	in	2001,	94	percent	of	older	women	and	90	percent	of	older	men	reported	taking	at	least	one	medication;	57	percent	of	the	former	took	five	or	more.	Prescription	drugs	represented	25	percent	of	these.	Older	women,	especially	white	women,	were	most	likely	to	report	using	both	prescription	and
nonprescription	drugs,	Asians	and	Pacific	Islanders	least	likely.	The	most	common	prescription	medications	used	by	older	and	middle-aged	respondents	were	antihypertensives,	heart	medications,	and	diuretics	(reflecting	the	high	prevalence	of	hypertension	and	heart	disease	that	these	drugs	are	intended	to	treat).	Aspirin	was	the	most	commonly
used	over-the-counter	(OTC)	drug,	reported	by	58	percent	of	older	men	and	51	percent	of	older	women	who	took	it	to	prevent	heart	attacks.	Older	adults	were	second	only	to	middle-aged	adults	in	their	use	of	multivitamins	and	some	nutritional	supplements,	including	herbal	alternatives.	An	analysis	of	national	data	concluded	that	25	percent	of	Asian
and	Latino	elders	used	herbal	remedies,	compared	with	10	percent	of	white	and	African	American	elders	(Alcury	et	al.,	2007;	Kaufman	et	al.,	2002).	An	average	older	person	living	in	the	community	takes	5.3	prescription	medicines	per	day	(Gurnack,	Atkinson,	&	Osgood,	2002).	Some	older	people	take	as	many	as	12	to	15	different	medications
(prescription	and	nonprescription)	simultane-	ously.	The	financial	burden	falls	especially	hard	on	older	women,	who	are	most	likely	to	experience	chronic	diseases	and	have	the	lowest	incomes.	Average	costs	for	prescription	drugs	nearly	tripled	between	1994	and	2004	(Federal	Interagency	Forum,	2008).	Although	Prescription	Drug	Reform	in	2003
expanded	drug	coverage	for	older	adults,	drug	costs	have	continued	to	grow	dramatically.	Not	123	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	surprisingly,	nursing	home	residents	take	more	prescription	drugs	than	do	community-dwelling	elders.	It	is	estimated	that	the	average	nursing	home	resident	uses	8.8
medications	per	day,	and	32	percent	use	nine	or	more	(Doshi,	Shaffer,	Briesacher,	2005).	Accordingly,	adverse	drug	reactions	are	common	among	nursing	home	residents	(Handler	et	al.,	2006).	Many	older	people	take	either	too	many	medications	or	inappropriate	drugs,	making	medication	misuse,	whether	intentional	or	not,	a	primary	concern.	This	is
risky	because	the	lessefficient	excretion	of	drugs	by	the	kidney	and	liver	and	the	changing	proportions	of	fat	and	muscle	tissue	may	prolong	the	effects	of	some	drugs.	Furthermore,	combinations	of	medications	can	cause	adverse	drug	reactions.	Numerous	hospital	admissions	of	older	people	result	from	such	adverse	reactions,	and	many	falls	and
sudden	impairments	in	cognitive	function	may	be	due	to	inappropriate	medication	use	or	overmedication.	Older	people	who	are	discharged	from	hospitals	with	a	large	number	of	medications	are	more	likely	to	be	rehospitalized	because	of	drug	complications,	especially	if	they	are	using	seven	or	more	medications.	This	pattern	occurs	independent	of
the	elder’s	diagnosis	and	type	of	medication.	In	a	study	of	almost	400	elders,	average	age	79,	as	many	as	32	percent	of	this	group	discharged	from	a	hospital	experienced	adverse	drug	reactions.	Elders	on	multiple	medications	prior	to	their	hospitalization	were	at	greater	risk	for	such	complications	(Page	Ruscin,	2006).	The	higher	rate	of	medication
use	among	older	adults	may	also	result	in	reporting	errors	and	incorrect	use.	Older	people	admitted	to	a	hospital	often	give	inconsistent	medication	reports.	In	some	instances,	older	adults	may	deliberately	misuse	medications	by	“doctor	shopping”	or	stockpiling	medications,	but	this	abuse	is	qualitatively	and	quantitatively	different	from	that	among
younger	adults	(Bartels,	Brockman,	&	Van	Critters,	2006).	Given	the	complexities	surrounding	medication	use,	health	and	social	service	providers	must	exercise	caution	in	relying	on	elders’	self-reports	of	124	medication	use,	perform	a	careful	home-based	medication	review	(including	assessment	of	the	elder’s	ability	to	use	medications),	and	identify
strategies	to	ensure	medication	adherence.	Any	interventions	must	take	into	account	elders’	language	skills	and	health	literacy.	Not	surprisingly,	family	members	often	find	that	their	loved	ones’	medication	misuse	becomes	a	reason	for	in-home	help	or	a	move	to	a	long-term	facility	where	medications	can	be	monitored.	Fortunately,	increasing
empirical	evidence	indicates	that	most	medication-related	problems	are	predictable	and	thus	potentially	preventable.	Interventions	identified	as	effective	include	home	visit	teaching	sessions,	computer-based	reminder	systems,	electronic	monitoring	instructions	organized	in	lists	rather	than	paragraphs	with	pictorial	icons,	and	use	of	calendar	blister
packs	compared	to	a	standard	bottle.	For	example,	the	Self-Medication	Program	(SMP)	gives	patients	increasing	responsibility	for	administering	their	own	medications	while	in	the	hospital;	this	results	in	fewer	medication	errors	and	improved	compliance.	Such	interventions,	however,	do	not	substantially	reduce	morbidity,	mortality	and	health	care
costs	(Blow	et	al.,	2006).	The	use	of	professional	dental	services	is	an	area	of	elective	health	care	that	is	ignored	even	more	than	routine	medical	care.	Although	the	rate	of	preventive	dental	service	utilization	has	risen	significantly	over	the	past	20	years	among	younger	cohorts,	the	utilization	of	dental	services	by	older	adults	has	increased	only
slightly.	In	the	latest	National	Health	Interview	Survey,	older	persons	continued	to	be	the	lowest	users	of	professional	dental	care;	44	percent	had	not	seen	a	dentist	in	the	past	year	and	33	percent	had	not	obtained	care	in	the	past	5	years.	Elders	of	color	are	far	less	likely	to	visit	a	dentist;	65	percent	of	African	Americans	and	57	percent	of	Latino
elders	reported	that	they	had	not	seen	a	dentist	in	2004,	compared	with	40	percent	of	whites	(NHIS,	2006;	Schoenborn	et	al.,	2006).	This	rate	is	incongruent	with	the	level	of	oral	diseases	that	require	professional	attention.	DENTAL	SERVICES	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	Yet	once	older	adults
enter	the	dental	care	system,	their	average	number	of	visits	is	similar	to	that	of	younger	people.	The	current	state	of	Medicare	reimbursement,	where	physician	visits	are	covered	but	dental	care	is	not,	plays	an	important	role	in	this	differential	pattern	of	utilization.	Therefore,	it	is	not	surprising	that	older	adults	who	are	not	poor	are	twice	as	likely	to
make	preventive	dental	visits	as	those	who	are	poor	(67	percent	vs.	32	percent,	respectively).	Elders	with	private	health	insurance	that	covers	dental	care	are	also	twice	as	likely	to	make	annual	dental	visits	than	those	on	Medicare	only	(Kiyak	&	Reichmuth,	2005;	Schoenborn	et	al.,	2006).	Health	Promotion	with	Older	People	Health	promotion	is
defined	as	a	combination	of	health	education	and	related	organizational,	political,	and	economic	changes	aimed	at	enhancing	an	individual’s	control	over	and	ability	to	improve	their	health,	not	just	manage	their	diseases.	Some	programs	emphasize	the	“health	enhancement”	or	“wellness”	aspects	of	their	health	promotion	efforts.	This	contrasts	with
disease	prevention,	which	is	focused	on	avoiding	diseases	that	can	result	in	impairment	and	disability.	Health	promotion	encompasses	a	variety	of	interventions,	recognizing	the	complex	social,	biological,	cultural,	and	economic	factors	that	influence	health	and	health	behavior.	Accordingly,	this	definition	includes	altering	individual	health	practices
such	as	diet	and	exercise,	as	well	as	creating	healthier	environments	and	changing	cultural	attitudes	and	expectations	about	health.	Health	promotion	represents	a	shift	from	a	biomedical	model,	where	the	physician	is	responsible	to	treat	disease,	to	a	model	that	emphasizes	responsibility	for	one’s	health	in	an	effort	to	improve	physical	well-being	and
quality	of	life.	Health	promotion	thus	makes	explicit	the	importance	of	people’s	environments	and	lifestyles	as	determinants	of	good	health.	The	primary	rationale	for	health	promotion	programs	for	older	adults	is	to	reduce	the	incidence	Frequent	blood	pressure	checks	are	essential	preventive	behaviors	into	advanced	old	age.	Frank	Siteman/Index
Stock	of	disabling	chronic	diseases.	This	can	enhance	the	older	person’s	functional	ability	and	overall	quality	of	life,	not	merely	prolong	life.	Health	promotion	also	recognizes	that	chronic	conditions	cannot	be	cured	but	can	be	prevented	from	causing	functional	disability.	As	suggested	in	our	earlier	discussion	of	disease,	as	many	as	80	percent	of	the
chronic	illnesses	that	afflict	older	individuals	may	be	related	to	social,	environmental,	and	behavioral	factors,	particularly	poor	exercise	and	nutritional	habits.	In	addition,	90	percent	of	fatal	and	nearfatal	episodes	of	strokes	and	heart	attacks	are	believed	to	be	preventable.	A	viable	health	care	goal	is	compression	of	morbidity,	delaying	the	age	at
which	chronic	illness	and	possible	disabilities	begin	(Fries,	1980,	2003).	This	goal	of	delaying	the	onset	of	serious	chronic	diseases	seems	feasible.	Longitudinal	studies	identify	several	healthy	behaviors	that	increase	chances	of	living	longer	than	statistically	expected.	A	study	of	older	adults	age	70	to	90	found	that	those	who	consumed	a	healthy	diet,
exercised	30	minutes	daily,	avoided	smoking,	and	consumed	125	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	alcohol	in	moderation	were	50	percent	less	likely	to	die	within	the	next	10	years	than	elders	who	did	not	practice	these	health-promoting	lifestyles	(Knoops	et	al.,	2004).	Research	with	older	runners
provides	further	evidence	on	the	effectiveness	of	health	promotion	in	delaying	the	onset	of	chronic	disease	and	mortality.	A	21-year	longitudinal	study	compared	runners	and	nonrunners	(average	age	58	at	the	start)	on	rates	of	disability	and	death.	Non-runners	did	worse	on	every	annual	assessment	of	functional	disability,	and	group	differences
increased	over	time.	Runners	remained	lean,	were	less	likely	to	smoke,	and	were	more	likely	to	participate	in	other	exercises.	They	were	also	less	likely	to	die	over	this	period	than	non-runners	(15	percent	vs.	34	percent,	respectively),	not	only	from	cardiovascular	causes	but	from	cancer	and	neurological	disorders	(Chakravarty,	Hubert,	Lingala,	&
Fries,	2008).	Even	moderate	exercise	performed	regularly,	together	with	healthy	eating	and	not	smoking,	can	delay	the	onset	of	disability	by	as	much	as	10	years	(CDC,	2008;	Stepnick	&	Whitelaw,	2006).	Preventive	health	behaviors	can	save	the	individual	and	society	significant	amounts	of	money	for	treating	more	advanced	disease.	For	example,
influenza	vaccines	can	save	$118	in	treatment	costs	per	$1.50	spent	on	the	vaccine	itself	(Rothberg,	Ballantonio,	&	Rose,	2003).	As	another	example,	health	care	costs	can	be	significantly	reduced	by	increasing	physical	activity	levels	from	sedentary	to	participation	in	30	minutes	of	exercise,	even	for	2	days	per	week.	In	a	study	of	more	than	2,000
adults	whose	average	age	was	63,	the	greatest	decline	($2,200)	was	identified	for	elders	who	increased	their	physical	activity	levels	to	3	or	more	days	per	week	from	none	or	once	a	week,	a	relatively	minor	change	(Martinson	et	al.,	2003).	Despite	the	fiscal	savings	provided	by	health	promotion,	only	a	small	percentage	of	national	health	care	dollars
are	spent	on	prevention,	early	detection,	and	wellness	services.	Medicare	and	many	private	health	insurance	plans	do	not	typically	pay	for	prevention	services.	An	126	HEALTH	PROMOTION	CAN	REDUCE	HEALTH	CARE	COSTS	Several	health	promotion	programs	have	concluded	that	healthy	lifestyles	can	reduce	health	care	costs.	•	A	community-
based,	peer-led	program	for	elders	with	chronic	disease	found	that	exercise	and	dietary	interventions	resulted	in	fewer	hospitalizations	and	in	health	care	savings	up	to	$520	over	2	years.	•	An	individualized	intervention	program	to	reduce	risks	for	falls	resulted	in	a	$2,000	reduction	in	health	care	costs	among	participants	compared	to	elders	in	the



control	group	(Stepnick	&	Whitelaw,	2006).	encouraging	sign,	however,	is	the	increasing	number	of	hospitals,	health	care	clinics,	universities,	local	governments,	and	corporations	that	offer	health	promotion	programs.	For	example,	some	county	governments	offer	insurance	incentives	for	people	who	engage	in	healthy	behaviors,	while	those	who
choose	not	to	participate	pay	higher	premiums.	Many	of	these	programs	HEALTHY	PEOPLE	2010	Two	major	goals	of	Healthy	People	2010,	prepared	by	the	Secretary	of	Health	and	Human	Services,	are:	•	to	increase	quality	and	years	of	healthy	life	for	all	Americans	•	to	eliminate	health	disparities	among	segments	of	the	U.S.	population	Although	the
26	focus	areas	of	Healthy	People	2010	do	not	specifically	address	elders	or	any	particular	age	group,	the	health	topics	are	relevant	for	current	cohorts	of	older	adults,	as	well	as	younger	and	middle-aged	people	today,	who	could	improve	their	quality	of	life	as	they	live	longer.	For	example,	by	promoting	healthy	behaviors	such	as	increasing	levels	of
physical	activity	and	fitness,	improving	nutrition,	and	reducing	tobacco	use	(focus	areas	#1–3),	future	cohorts	will	not	only	increase	their	life	expectancy	but	will	improve	the	quality	of	those	years.	SOURCE:	Healthy	People	2010	(	,	2000).	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	have	been	carried	into	senior
centers,	adult	day	health	care	sites,	and	assisted	living,	retirement,	and	nursing	homes.	The	dramatic	impact	of	self-care	behaviors	on	reducing	health	care	costs	and	hospital	and	physician	use	is	a	primary	indicator	of	the	benefits	for	both	individuals	and	society	of	a	healthy	lifestyle	in	the	later	years.	Fortunately,	a	growing	number	of	older	adults	now
obtain	preventive	services,	in	some	cases	higher	than	targets	set	by	Healthy	People	2010.	The	Relationship	Between	Health	Practices	and	Health	Outcomes	Considerable	research	demonstrates	the	relationship	of	personal	health	habits	to	active	aging	or	aging	well.	Factors	that	are	related	to	good	health	outcomes	encompass:	•	consuming	more
vegetables	and	fruits,	less	saturated	fats	and	refined	carbohydrates	•	maintaining	a	regular	exercise	schedule	•	not	smoking	•	limiting	alcohol	consumption	•	maintaining	one’s	weight	in	the	ideal	range	•	sleeping	7	to	8	hours	per	night	The	relationship	between	these	behaviors	and	healthy	aging	appear	to	be	cumulative	and	independent	of	age,	sex,
race,	and	socioeconomic	status.	Additional	epidemiological	evidence	demonstrates	links	between	specific	health	habits	and	decreased	longevity	and	increased	health	risks.	These	specific	lifestyle	factors,	discussed	briefly	below,	include	POINTS	TO	PONDER	Identify	healthy	and	unhealthy	behaviors	in	your	lifestyle.	Have	you	ever	tried	to	modify	these
behaviors?	If	so,	what	techniques	worked	for	you?	What	were	some	obstacles?	To	what	extent	do	you	think	that	lifestyle	changes	after	age	65	can	overcome	the	effects	of	poor	health	habits	acquired	earlier	in	life?	alcohol	consumption,	cigarette	smoking,	diet,	and	exercise.	ALCOHOL	The	relationship	between	drinking	alcohol	and	physical	health	in
old	age	is	U-shaped;	the	least	healthy	are	those	who	drink	heavily	and	those	who	abstain,	although	abstainers	may	include	former	heavy	drinkers	who	have	damaged	their	systems.	Excessive	drinking	(five	or	more	drinks	at	a	single	sitting)	contributes	to	poor	physical	health,	more	frequent	hospitalizations,	decreased	cognitive	function,	poorer
metabolism	of	prescription	medications,	and	premature	death.	While	excessive	alcohol	use	can	cause	significant	health	problems,	moderate	use	is	shown	to	have	beneficial	effects	for	cardiovascular	functioning.	Consuming	one	to	two	servings	of	red	wine	with	dinner	two	to	four	times	per	week	appears	to	increase	levels	of	HDL,	the	“good”	cholesterol,
in	the	blood	while	preventing	oxidation	of	LDL.	Polyphenols	found	in	abundance	in	red	wine	(and	less	so	in	white	wine)	also	reduce	blood	clotting	and	may	lower	the	incidence	of	heart	attacks.	It	is	important	to	note	that	all	these	benefits	derive	from	moderate,	not	excessive,	consumption	of	wine	(Bauer,	et	al,	2006).	SMOKING	The	effects	of	cigarette
smoking,	especially	in	interaction	with	other	risk	factors,	on	heart	disease,	emphysema,	and	lung	cancer	are	extensively	documented	and	widely	recognized.	Smokers	who	use	oral	contraceptives,	are	exposed	to	asbestos,	have	excessive	alcohol	consumption,	or	are	at	risk	for	hypertension	have	a	greater	chance	of	experiencing	a	nonfatal	myocardial
infarction	and	are	at	significant	risk	for	cancers	of	the	oral	cavity	and	lung.	Smoking	can	reduce	bone	density	and	musculoskeletal	strength	and	interfere	with	the	absorption	of	some	medications.	The	longer	one	is	exposed	to	tobacco,	the	greater	these	risks.	However,	quitting	smoking	can	gradually	reduce	some	of	these	health	risks.	For	example,
people	who	quit	smoking	5	or	more	years	earlier	can	reduce	their	risk	of	stroke	to	the	same	level	as	those	who	never	smoked,	and	127	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	15	years	after	quitting,	they	have	the	same	life	expectancy	as	their	age	peers	who	never	smoked	(Ostbyte	&	Taylor,	2004).	Poor	diet	is
related	to	obesity,	cancer,	and	heart	disease,	among	other	conditions.	Clinical	studies	have	identified	the	effects	of	specific	dietary	behaviors	on	health	outcomes.	A	moderate	reduction	in	dietary	fat	consumption,	to	26	percent	of	total	calories,	may	be	more	beneficial	than	a	severe	reduction	(18	percent	fat)	in	reducing	cholesterol	levels.	Indeed,
among	men	with	high	levels	of	LDL	(bad	cholesterol)	and	triglycerides	(a	type	of	fat	found	in	blood),	those	who	reduced	their	fat	intake	to	26	percent	while	maintaining	their	HDL	(good	cholesterol)	levels	showed	the	greatest	reduction	in	LDL	and	triglycerides.	When	fat	intake	decreases	to	18	percent	or	less,	HDL	levels	also	decline	(Stone,	2006).	In
another	study,	50-	to	89-year-old	adults	who	modified	their	fat	intake	to	include	two-thirds	from	vegetable	sources	and	only	one-third	from	animal	fats	demonstrated	a	decrease	in	cholesterol	and	a	reduction	in	risk	of	death	from	coronary	heart	disease	(Chernoff,	2001).	Insufficient	intake	of	certain	nutrients	is	another	problem	of	older	adults.	As	many
as	40	percent	of	older	people	have	diets	that	are	deficient	in	three	or	more	nutrients.	Up	to	15	percent	may	have	vitamin	B12	deficiency.	DIET	Vitamin	B12	is	necessary	for	the	production	of	blood	cells	and	healthy	functioning	of	the	nervous	system.	These	deficiencies	are	in	part	due	to	inadequate	intake	of	milk,	eggs,	vegetables,	fruit,	and	other
sources	of	nutrients.	They	may	also	result	from	poorer	absorption	of	nutrients	by	the	gastrointestinal	(GI)	system	in	older	adults,	especially	in	those	on	multiple	medications	that	affect	GI	absorption.	By	following	the	National	Cancer	Institute’s	“Five-a-Day”	campaign	to	consume	at	least	five	servings	of	fruits	and	vegetables	per	day,	older	adults	can
reduce	their	chances	of	developing	colon	and	other	types	of	cancer.	In	fact,	Healthy	People	2010	and	MyPyramid.gov	recommend	even	higher	intakes—seven	to	nine	servings	per	day—for	older	adults.	Consumption	studies	show	that	older	people	generally	eat	more	fruits	and	vegetables	than	younger	persons—on	average	3.5	to	four	servings	per	day,
with	about	37	percent	of	women	75	and	older	eating	five	servings	per	day.	However,	it	is	difficult	for	many	to	exceed	higher	levels	because	of	barriers	such	as	the	cost	of	fresh	fruits	and	vegetables,	medication	regimens,	and	the	need	to	manage	multiple	chronic	diseases	that	take	their	focus	off	of	preparing	healthy	meals	(CDC	&	Merck,	2007;	Gray	et
al.,	2003;	Greeene	et	al.,	2008;	USDA,	2008).	Exercise	as	Central	to	Health	Promotion	BENEFITS	OF	ANTIOXIDANTS	IN	THE	DIET	Antioxidants	bind	with	free	radicals	and	prevent	them	from	damaging	cells.	They	are	abundant	in	fruits	and	vegetables	that	are	colorful,	such	as	blueberries,	cherries,	grapes,	cranberries,	broccoli,	kale,	and	spinach.
These	foods	are	high	in	vitamins	A,	C,	and	E	and	in	zinc	and	selenium.	Dark	chocolate	and	red	wine	are	also	high	in	antioxidants.	Antioxidants	are	shown	to	improve	brain	function	because	free	radicals	cause	so	much	damage	in	this	organ.	Rats	fed	a	diet	rich	in	antioxidants	show	significant	improvement	in	their	learning	ability	and	observable
changes	in	neuronal	function	(Wang	et	al.,	2005).	128	Up	to	50	percent	of	physical	changes	in	older	people	that	are	mistakenly	attributed	to	aging	may	be	due	to	being	physically	unfit.	Physically	inactive	people	age	faster	and	look	older	than	physically	fit	persons	of	the	same	age,	in	part	because	of	what	has	been	termed	hypokinesia,	a	disease	of
“disuse,”	or	the	degeneration	and	functional	loss	of	muscle	and	bone	tissue.	Exercise	can	slow	this	loss	of	muscle	mass	or	lean	body	mass.	Older	people	who	participate	in	high-intensity	resistance	training	30	minutes	per	day	can	improve	muscle	mass	and	strength.	Strength-training	programs	have	been	successful	even	with	the	oldest-old	in	nursing
homes,	improving	their	muscle	strength,	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	gait	velocity	(walking	speed),	and	stair-climbing	ability	after	just	8	to	12	weeks	(DiPietro,	2001;	Haber,	2003;	Hewitt,	2003).	Moderate	exercise	is	found	to	increase	life	expectancy	by	1.3	to	3.7	years	longer	than	for	those	who	do
not	exercise.	Rigorous	exercise,	equivalent	to	running	30	minutes	per	day	5	days	a	week,	extended	life	by	3.5	to	3.7	years,	based	on	adults	examined	in	the	Framingham	Heart	Study	over	40	years	(Franco	et	al.,	2005).	Researchers	note	that	exercise	efficiency	and	capacity	can	be	improved	in	older	adults	through	regularly	occurring	physical	training.
Older	adults	(ages	65	to	79)	had	lower	exercise	capacity	and	cardiovascular	efficiency	than	20-	to	30-year-olds	before	training,	but	3	to	6	months	of	aerobic	training	resulted	in	greater	improvements	on	indicators	of	exercise	efficiency	among	older	adults	than	among	the	young	(Woo	et	al.,	2006).	Regardless	of	the	types	of	chronic	illness,	most	older
adults	experience	health	benefits	from	exercise.	There	is	also	considerable	evidence	of	the	relationship	between	regular,	vigorous	exercise	Older	people	with	all	levels	of	ability	can	benefit	from	physical	exercise.	Photodisc/Getty	Images	and	the	reduction	in	a	person’s	chances	of	dying	from	heart	disease	and	cancer,	as	well	as	lower	hospital
admissions	for	serious	illness	(Manini	et	al.,	2006;	Lee,	Sheso,	Ogumi,	and	Paffenbarger,	2004).	People	diagnosed	with	heart	disease	who	participate	in	a	regular,	moderate	exercise	program	can	reduce	their	risk	of	cardiac	death	by	20	to	25	percent,	as	well	as	the	possibility	of	disability.	Both	low-	and	high-intensity	exercise	programs	can	improve
aerobic	capacity	and	physical	strength	among	the	oldest-old.	They	can	alleviate	the	problem	of	“stiff	joints”	and	lower	back	pain	by	improving	elders’	flexibility	and	range	of	motion.	Aerobic	exercise	and	strength	training	are	also	shown	to	enhance	the	functional	health	of	older	adults	with	Type	II	diabetes.	Physical	activity	can	even	reduce	the	risk	of
falls	among	older	people,	thereby	preventing	disability	and	the	high	costs	of	treatment	and	long-term	care	associated	with	falls.	Regular	exercise	also	reduces	or	slows	the	development	of	frailty;	elders	(average	age	73.6	at	the	start)	who	participated	in	regular	moderate	physical	activity	were	almost	three	times	less	likely	to	show	signs	of	frailty	five
years	after	beginning	the	exercise	regimen	than	those	who	were	sedentary	or	only	reported	some	household	activities	as	their	exercise	(Peterson	et	al.,	2009;	Vincent	et	al.,	2002;	Wolf	et	al.,	2003).	Some	older	adults	choose	Tai	Chi	or	yoga	or	pilates	as	a	gentler	form	of	exercise	that	strengthens	muscles	without	injuring	joints.	These	mind-body
therapies	reduce	chronic	pain	associated	with	arthritis	and	improve	leg	and	core	body	strength,	flexibility,	balance,	and	stability	while	walking,	thereby	diminishing	the	risk	of	falls	and	providing	overall	exercise	(Morone	and	Greco,	2007;	Reid	et	al.,	2008).	Regular	exercise	may	also	reduce	the	risk	of	breast	cancer.	A	study	of	almost	75,000	women
age	50	to	79	who	were	enrolled	in	the	Women’s	Health	Initiative	(described	earlier)	compared	women	who	walked	at	least	10	hours	per	week	with	their	counterparts	who	were	sedentary.	The	former	lowered	their	risk	of	developing	breast	cancer	by	30	percent	over	the	sedentary	group.	The	greatest	benefit	was	obtained	by	lighter-weight	women,
followed	by	women	of	normal	weight	and	129	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	EXERCISE	AND	HEALTHY	AGING	Researchers	report	that	strength-training	exercises	20	minutes	a	day	for	just	two	to	three	times	per	week	can	help	older	adults	gain	three	pounds	of	muscle	and	replace	fat	in	just	10	to	12
weeks.	Increased	muscle	tissue	level	improves	metabolism	and	efficient	use	of	glucose,	reduces	blood	pressure,	increases	bone	mass,	and	helps	the	gastrointestinal	system	function	more	efficiently	(Crandell,	2006).	those	who	were	slightly	overweight.	No	racial	or	age	differences	emerged	in	the	benefits	of	exercise.	No	additional	gains	were	accrued
from	more	vigorous	exercise	such	as	jogging	or	tennis,	suggesting	that	a	simple	but	regular	routine	of	walking	daily	can	play	an	important	role	in	preventing	breast	cancer	(McTiernan	et	al.,	2003).	The	box	above	summarizes	some	of	the	health	benefits	of	a	regular	walking	regimen,	but	it	should	be	noted	that	the	gains	are	greatest	if	people	begin	this
exercise	habit	during	young	adulthood	or	middle	age	and	not	wait	until	their	60s	or	70s.	Nevertheless,	initiating	regular	exercise	at	any	age,	even	after	age	80,	has	beneficial	effects	(CDC	&	Merck,	2007).	Exercise	needs	to	occur	regularly,	not	just	once	a	week	or	less.	For	example,	in	the	Physicians’	Health	Study	with	21,481	men,	those	who	exercised
less	than	once	a	week	were	74	times	more	likely	to	die	during	exertion	than	men	who	exercised	five	or	more	times	per	week.	This	study	concluded	that	exercise	should	be	vigorous	and	last	at	least	30	to	60	minutes	each	time	(Albert	et	al.,	2000).	National	objectives	for	regular	exercise	state	that	adults	and	children	over	age	six	should	engage	in
moderate	physical	activity	at	least	30	minutes	each	day	(Healthy	People	2010).	Such	national	recommendations	have	made	only	a	modest	impact	on	older	people.	Despite	the	known	benefits	of	exercise,	only	about	22	percent	of	older	Americans	participate	in	regular	physical	activity	(defined	as	30	minutes	or	more	at	least	five	times	per	week).	In	the
2003–2004	National	Health	Interview	Survey,	27.5	percent	of	those	age	65	to	74	reported	participating	in	regular	physical	activities,	130	BENEFITS	OF	A	DAILY,	BRISK,	30-MINUTE	WALK	FOR	OLDER	ADULTS	•	•	•	•	•	•	•	•	•	•	•	avoids	obesity	controls	blood	pressure	boosts	HDL	cholesterol	in	blood	boosts	metabolic	rate	reduces	body	fat,	improves
lean	muscle	mass	reduces	risk	of	blood	clots,	heart	attacks,	strokes	helps	manage	Type	II	diabetes	reduces	risk	of	osteoporosis	improves	long-term	recovery	from	depression	improves	balance	and	prevents	falls	increases	joint	mobility	for	people	with	osteoarthritis	compared	with	19.4	percent	of	the	old-old	and	8.4	percent	of	the	oldest-old.	Even	fewer
—12	percent—engaged	in	strength	training	exercises.	Older	non-Hispanic	whites	are	more	likely	to	report	regular	physical	activity	(23	percent)	than	are	African	American	(13	percent)	and	Latino	(14	percent)	elders.	In	contrast,	47	percent	of	older	white	women	and	61	percent	of	older	African	American	women	report	that	they	do	not	engage	in	any
physical	activity.	A	national	survey	conducted	in	2002	found	that	the	average	proportion	of	a	day	spent	on	any	form	of	exercise	was	only	4	percent	among	the	young-old	and	only	2	percent	among	respondents	age	75	and	older.	For	some	older	people,	a	typical	day	consists	of	sitting	for	hours	and	even	avoiding	daily	physical	activities.	Such	extreme
sedentary	habits	can	result	in	deteriorating	skin	and	muscle,	blood	volume,	and	metabolic	rates.	A	longitudinal	study	of	community-dwelling	elders	(age	80-98)	found	the	lowest	activity	levels	among	men	and	both	genders	in	the	oldest	group.	Death	rates	were	highest	for	the	least	active	elders;	sedentary	men	were	more	likely	to	die	than	sedentary
women	(29	percent	vs.	10.5	percent),	even	after	controlling	for	age	and	health	status	(CDC,	2004b;	Chipperfield,	2008;	Federal	Interagency	Forum,	2008).	A	significant	barrier	to	exercise	participation	may	be	attitudinal.	Elders	who	have	low	expectations	about	health-related	quality	of	life	in	old	age	MANAGING	CHRONIC	DISEASES	AND
PROMOTING	WELL-BEING	IN	OLD	AGE	are	less	likely	to	value	exercise	and	do	not	believe	it	can	help	them.	Elders	with	high	expectations	are	more	likely	to	engage	in	moderate	to	vigorous	exercise	than	those	with	low	expectations	(Sarkinsian	et	al.,	2005).	Other	barriers	may	be	low	income,	living	in	communities	that	lack	elder-friendly	and
affordable	exercise	opportunities	(e.g.,	safe	places	to	walk,	low-cost	gyms),	limited	encouragement	from	informal	social	networks,	misinformation	about	exercise	programs,	and	lack	of	time	because	of	caregiving	or	employment	demands.	Successful	strategies	to	increase	physical	activity	include	goal-setting,	self-monitoring,	ongoing	reminders	and
group	support,	regular	telephone	counseling	with	individualized	motivational	messages,	and	support	of	home-based	activity	programs.	Some	research	suggests	that	older	adults	adhere	better	to	individualized	home-based	exercise	programs	than	to	classes,	while	other	studies	point	to	the	advantages	of	peer	social	interaction	with	other	elders.
Programs	organized	by	Parks	and	Recreation	departments	are	an	example	of	accessible,	low-cost	exercise	programs	that	build	on	peer	support	(Castro	&	King,	2002;	Cattan,	White,	Bond,	and	Learmouth,	2005;	Center	for	the	Advancement	of	Health,	2006;	Stepnick	&	Whitelaw,	2006).	SUSTAINING	THE	MOTIVATION	TO	CHANGE	HEALTH
BEHAVIORS	Motivating	adults	of	any	age	to	make	and	sustain	changes	in	their	health	behaviors	is	a	challenge.	One	program	for	older	adults,	Enhance	Wellness,	focuses	on	motivation	first.	A	team	of	two	professionals,	typically	a	nurse	and	social	worker,	assess	an	individual’s	strengths	and	risks,	then	develops	a	plan	in	which	the	participant,	not	the
professional,	chooses	the	health	behaviors	they	want	to	work	on.	As	participants	implement	their	individualized	plan,	a	volunteer	health	mentor	offers	ongoing	encouragement,	feedback,	and	monitoring.	Allowing	elders	to	set	their	own	goals	and	providing	peer	support	are	vital	components	of	this	program.	It	has	reduced	length	of	hospital	stays,
lowered	medication	use,	alleviated	symptoms	of	mood	disorders,	and	enhanced	elders’	sense	of	self-efficacy.	The	Enhanced	Fitness	programs,	part	of	Project	Enhance,	provides	low-cost,	evidence-based	exercise	programs	that	focus	on	stretching,	flexibility,	balance,	lowimpact	aerobics,	and	strength-training	exercises	under	the	direction	of	a	certified
fitness	instructor.	Implemented	at	more	than	200	sites	nationwide,	Enhanced	Fitness	provides	a	structured	exercise	program	without	requiring	expensive	equipment	or	a	large	space	(Enhance	Fitness,	2009).	Improving	the	Impact	of	Health	Promotion	Programs	BABY	BOOMERS:	THE	MARATHON	GENERATION	Future	cohorts	of	older	adults	will
include	a	growing	number	who	participate	in	strenuous	exercise.	For	example,	in	the	United	States,	43	percent	of	all	marathoners	in	2004	were	age	40	and	older,	compared	with	26	percent	in	1980.	In	2005,	the	average	age	of	marathon	runners	was	36	for	women	and	40.5	for	men.	In	the	2005	New	York	City	Marathon,	which	requires	minimum	times
to	qualify,	several	participants	were	in	their	70s.	Among	finishers,	16	percent	were	age	50	and	older,	compared	with	4	percent	in	1976.	In	the	Boston	Marathon	that	same	year,	20	percent	were	over	age	50.	SOURCE:	Based	on	Kadlec,	D.,	Time,	June	26,	2006.	Modest	gains	have	been	made	in	reducing	unhealthy	behaviors	among	middle-aged	and
older	adults.	For	example,	smoking	rates	among	older	white	and	African	American	women	have	declined	to	less	than	8	percent,	and	for	white	men	to	9.4	percent.	However,	older	African	American	men	still	exceed	the	target	set	by	Healthy	People	2010;	19.4	percent	are	current	smokers	(CDC,	2004a;	NCHS,	2003).	In	contrast	to	gains	in	smoking
reduction,	nutritional	and	exercise	habits	have	not	improved	to	levels	envisioned	by	Healthy	People	2000,	so	the	same	goals	set	in	that	document	are	specified	in	Healthy	People	2010.	Some	healthier	nutritional	patterns	are	reflected	in	the	decreased	consumption	131	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE
POINTS	TO	PONDER	Think	about	people	you	know	who	are	between	ages	75	to	85.	What	makes	some	of	them	look	older,	while	others	look	younger	than	their	chronological	age?	Compare	their	diets,	smoking	history,	and	exercise	habits.	Are	there	differences	in	their	diets?	Are	any	of	them	currently	smokers,	or	have	they	smoked	in	the	past?	What
physical	activities	are	they	participating	in,	and	what	did	they	do	in	the	past?	of	saturated	and	trans-fats	and	increased	intake	of	vegetables,	fruits,	and	complex	carbohydrates	during	the	past	decade,	particularly	among	middleand	upper-income	older	adults.	Although	32	percent	of	older	adults	have	improved	their	nutritional	intake,	this	is
considerably	lower	than	the	target	of	50	percent	set	by	Healthy	People	2010.	Similarly,	activity	levels	among	older	adults	are	so	low	that	meeting	the	Healthy	People	2010	objectives	will	require	significant	behavioral	changes	among	at	least	59	percent	of	people	65	and	older	(Stepnick	&	Whitelaw,	2006).	Although	obesity	is	less	common	among	older
Americans	than	in	other	age	groups,	rates	have	increased	among	older	adults,	even	among	the	old-old	(Cole	&	Fox,	2004;	Villareal	et	al.,	2005).	Older	people	most	likely	to	participate	in	organized	health	promotion	are	those	with	a	preventive	attitude	(i.e.,	regular	users	of	physicians	and	dentists	for	checkups,	nonsmokers,	exercisers,	and	users	of	seat
belts	and	smoke	alarms)	and	those	with	higher	participation	rates	in	community	activities	generally.	Other	factors	that	can	enhance	the	effectiveness	of	health	promotion	programs	include:	•	utilizing	social	support,	such	as	exercise	groups	or	buddies,	and	neighborhood	walking	programs	•	opportunities	for	intergenerational	activities	(e.g.,	healthy
eating	programs	for	grandparents	and	grandchildren)	•	utilization	of	available	resources	such	as	outdoor	paths	or	malls	for	walking	programs	132	•	culturally	competent	nutritional	and	exercise	interventions	with	written	and	oral	materials	in	the	elders’	native	language	•	outreach	to	older	adults	through	senior	centers,	religious	institutions,	and
doctor’s	offices	•	availability	and	affordability	of	fresh	produce	in	local	grocery	stores.	For	example,	some	inner	city	areas	lack	affordable	food	markets	to	purchase	healthy	food	Overall,	health	promotion	programs	must	be	designed	to	take	account	of	structural	factors	such	as	income,	living	arrangements,	social	supports	and	cultural	values	of	older
adults	who	are	the	targets	of	such	efforts.	Limitations	of	Health	Promotion	Health	promotion	programs	are	sometimes	criticized	for	their	emphasis	on	individual	responsibility	for	change,	which	minimizes	the	societal	health	and	economic	disparities	(such	as	poverty)	that	underlie	individual	health	practices.	Communityand	organizational-level	changes
are	needed	that	consider	the	roles	of	policy	makers,	health	care	providers,	food	manufacturers,	and	the	mass	media	in	creating	social	and	economic	environments	that	may	counter	health	promotion	interventions.	In	addition	to	educating	individuals	to	adopt	healthy	habits,	the	broader	physical	and	social	environments	must	be	changed	to	support
health	promotion	activities.	For	example,	encouraging	older	adults	to	exercise	may	be	counterproductive	if	they	live	in	cities	with	high	levels	of	pollution	or	near	industrial	sites	contaminated	by	toxic	waste.	Another	limitation	is	that	although	the	value	of	health	promotion	is	widely	publicized,	individuals	often	do	not	act	on	this	information	to	change
their	behavior.	Think	about	the	number	of	people	who	continue	to	smoke	despite	the	empirical	evidence	linking	smoking	to	lung	cancer,	or	the	fact	that	33	percent	of	white	women	and	50	percent	of	women	of	color	do	not	get	regular	mammograms	(Federal	Interagency	Forum,	2008).	In	general,	MANAGING	CHRONIC	DISEASES	AND	PROMOTING
WELL-BEING	IN	OLD	AGE	LIFESTYLE	AND	LONGEVITY	Arthur	is	a	97-year-old	who	may	be	described	as	a	“paragon	of	good	living.”	He	has	never	smoked	and	has	maintained	his	ideal	body	weight	throughout	adulthood—mostly	by	eating	a	diet	rich	in	vegetables,	fruit,	and	nuts	and	by	walking	two	miles	daily	in	his	hilly	neighborhood.	Arthur	has	no
chronic	diseases.	Although	he	still	grieves	over	the	death	of	his	wife	of	60	years	5	years	ago,	Arthur’s	spiritual	beliefs	and	strong	family	network	of	children,	grandchildren,	and	great	grandchildren	who	live	nearby	have	all	helped	him	cope	with	his	loss.	His	lifestyle	exemplifies	the	link	between	longevity	and	healthy	habits	(maintaining	an	ideal	weight,
eating	a	healthy	diet,	not	smoking,	regular	exercise,	strong	support	network,	and	spiritual	values).	Many	of	these	individual	behaviors	were	also	found	to	predict	survival	in	a	40-year	study	of	Japanese	men	(Willcox	et	al.,	2006).	organized	health	promotion	programs	have	difficulty	recruiting	more	than	50	percent	of	the	target	population.	This	is	true
even	for	programs	focused	on	people	with	a	potentially	deadly	condition,	such	as	post-myocardial	infarct	patients	and	those	with	high	blood	pressure.	Attrition	is	also	high,	with	rates	of	30	to	60	percent.	The	gap	between	health	knowledge	and	health	practices	can	be	very	wide.	Even	when	individual	behavior	change	is	a	legitimate	goal,	sustaining
health	practices	over	time	is	difficult	in	the	face	of	years	of	habit.	More	longitudinal	research	is	needed	to	assess	the	longrange	(10	years	or	more)	consequences	of	health	promotion	interventions	for	individuals	and	for	health	care	costs,	especially	because	programs	may	POINTS	TO	PONDER	Think	about	a	health	habit	that	you	have	tried	to	change,
such	as	increasing	your	daily	exercise	and	intake	of	fruits	and	vegetables.	What	difficulties	did	you	face	in	making	the	desired	changes?	What	are	some	strategies	that	worked	for	you?	Could	these	same	methods	be	used	to	help	older	adults	change	lifelong	habits?	initially	be	very	costly	before	significant	savings	emerge	(Christ	&	Diwan,	2009).	Health
promotion	is	clearly	a	growing	area,	especially	with	the	current	focus	on	reducing	rising	health	care	costs	for	older	adults.	However,	it	requires	collaboration	among	individuals	and	local,	state,	and	federal	organizations	and	governments.	In	2001,	55	national	organizations	such	as	AARP,	the	American	Geriatrics	Society,	and	the	National	Council	on
the	Aging	joined	forces	with	government	agencies	(including	the	CDC	and	NIA)	and	with	foundations	concerned	about	health	care	and	aging.	They	developed	The	National	Blueprint:	Increasing	Physical	Activity	Among	Adults	Age	50	and	Older,	with	18	priority	areas	that	recommended	strategies	at	the	individual,	community,	and	policy	levels.
Community	efforts	included	developing	exercise	programs	in	neighborhoods	with	large	populations	of	color	and	building	safe	walking	trails.	This	partnership	also	promoted	efforts	to	provide	low-income	elders	with	low-cost,	healthy	meals	and	fresh	produce	(Active	Aging	Partnership,	2006).	Building	Healthy	Communities	for	Active	Aging,	designed	by
the	Environmental	Protection	Agency	(EPA),	is	another	example	of	an	effective	community-level	program.	Ten	strategies	at	both	the	macro	and	individual	level	help	communities	implement	community-wide	changes	that	effectively	support	older	adults	becoming	more	physically	active.	These	include	strategies	to	identify	community-wide	health
indicators,	strengths-based	approaches	to	motivate	change,	public	campaigns	and	special	promotions,	working	with	mass	media,	offering	both	structured	programs	and	self-directed	activities	such	as	fitness	trails	and	ongoing	evaluation	(EPA,	2007).	The	Administration	on	Aging	created	a	national	campaign,	You	Can!	Steps	to	Healthier	Aging,	which
enlists	hosptials,	area	agencies	on	aging,	parks	departments	and	faithbased	groups	nationwide	to	provide	information	and	activities	that	promote	physical	activity	and	healthy	nutritional	decisions	(Loughrey,	2004).	These	research	and	demonstration	programs	provide	ample	evidence	for	the	effectiveness	of	133	MANAGING	CHRONIC	DISEASES	AND
PROMOTING	WELL-BEING	IN	OLD	AGE	such	a	multi-pronged	approach	to	health	promotion	in	delaying	the	onset	of	chronic	diseases,	reducing	disability	and	health	care	costs,	and	even	extending	life	expectancy.	Implications	for	the	Future	As	baby	boomers	age,	several	trends	may	emerge.	First,	this	cohort	includes	more	informed,	healthconscious
consumers	than	their	predecessors.	As	a	result,	they	will	make	more	demands	on	the	health	care	system,	not	just	for	themselves	but	for	those	for	whom	they	are	caregivers.	A	greater	proportion	than	among	previous	cohorts	will	continue	their	self-care	and	wellness	focus.	Many	will	attain	Healthy	People	2010	objectives	that	their	parents	have	not
been	able	to	achieve.	At	the	same	time,	however,	a	significant	minority	of	baby	boomers,	particularly	smokers	and	those	who	have	lived	a	lifetime	in	poverty	with	little	access	to	preventive	services,	will	cope	with	multiple	chronic	diseases	as	their	life	expectancy	increases.	HEALTHY	AGING	AMONG	BABY	BOOMERS	“Healthy	aging”	has	become	a
goal	of	many	middleaged	adults	today.	As	noted	in	this	and	previous	chapters,	newer	cohorts	of	adults	are	avoiding	smoking,	watching	their	weight,	eating	a	healthy	diet,	and	increasing	their	exercise	frequency	and	level.	It	is	no	longer	surprising	to	see	midlife	and	young-old	men	and	women	competing	in	marathons	and	race	walks.	A	popular	phrase
is	“age	60	today	is	the	old	50,”	with	many	60	and	older	taking	on	new	challenges.	Some	examples	of	baby	boomers	who	have	made	the	most	of	turning	60:	•	A	businessman	who	recently	became	a	part-time	certified	meditation	teacher	•	A	pilot	and	motorcycle	rider	who	celebrated	his	60th	birthday	by	riding	his	motorcycle	4,000	miles	from	Seattle,
Washington	to	North	Carolina	•	An	educator	who	assumed	the	position	of	vice	president	for	a	Fortune	500	company	at	age	60	SOURCE:	134	Seattle	Times,	2005.	Changes	in	the	health	care	system	will	also	influence	future	cohorts’	access	to	and	use	of	health	services.	For	example,	because	of	increased	cost	containment	efforts,	more	adults	are
enrolled—	often	not	by	choice—in	managed	care	for	their	health	care.	To	the	extent	that	these	health	care	systems	are	focused	on	maintaining	and	enhancing	health	behaviors,	elders	will	have	opportunities	to	participate	in	health	promotion	activities.	However,	if	services	are	limited	and	preventive	programs	such	as	exercise,	smoking	cessation,	and
nutritional	counseling	are	not	offered,	future	cohorts	of	elders	will	not	have	ready	access	to	healthenhancement	programs.	The	growth	of	health	technology—including	telemedicine	and	homebased	medication	dispensers	that	prevent	undermedication	or	overmedication—education	about	health	literacy	can	help	future	elders	manage	their	own	health.
Because	of	improved	health	status	and	survival	with	multiple	chronic	diseases	among	the	older	population,	there	is	a	critical	need	for	health	care	providers	trained	in	gerontology	and	clinical	geriatrics	who	can	communicate	successfully	with	an	increasingly	diverse	older	population.	Geriatricians	(physicians	who	specialize	in	geriatric	medicine)—as
well	as	dentists,	pharmacists,	nurses	and	nurse	practitioners,	social	workers,	health	educators,	physical	therapists,	and	occu-pational	therapists	who	have	been	trained	in	geriatrics	and	gerontology—are	critical	to	helping	future	cohorts	of	elders	manage	their	chronic	conditions	and	maximize	their	functional	abilities.	The	shortage	of	physicians	and
pharmacists	trained	in	geriatrics	is	one	reason	why	many	older	Americans	experience	adverse	reactions	to	medications	and	high	rates	of	emergency	room	and	inpatient	hospital	visits.	Health	care	providers	who	are	trained	in	geriatrics	are	more	likely	to	encourage	exercise	programs,	smoking	cessation,	and	dietary	interventions	for	older	people	and
less	likely	to	endorse	stereotypes	of	aging	as	a	time	of	decline.	Indeed,	there	is	evidence	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	for	better	health	outcomes	for	older	adults	who	receive	specialized	geriatric	nursing	and	physician	care	(Kovner,	Mezey,	Harrington,	2002).	The	increasing	need	for	geriatric	nurse
specialists	comes	at	a	time	when	the	nursing	profession	is	experiencing	a	shortage	in	all	specialties	and	the	median	age	of	nurses	today,	45,	is	higher	than	in	all	other	health	professions.	Over	1	million	new	and	replacement	nurses	will	be	needed	by	2012	(Rieder,	2006).	These	trends	do	not	bode	well	for	the	field	of	geriatric	nursing	care.	Only	about
10,000	of	the	2.56	million	registered	nurses	are	certified	in	gerontological	nursing,	while	only	3	percent	of	the	111,000	advanced	practice	nurses	are	certified	in	geriatrics	(American	Association	of	Colleges	of	Nursing,	2004).	Likewise,	the	number	of	physicians	specializing	in	geriatrics	is	far	from	adequate.	In	2005,	there	was	one	geriatrician	for	every
5,000	adults	age	65	and	older.	This	is	less	than	half	the	projected	need	for	the	current	patient	pool,	and	only	one-fourth	of	the	number	needed	by	2030.	A	primary	reason	for	this	gap	in	workforce	needs	is	that	only	9	of	the	145	medical	schools	in	the	United	States	have	departments	of	geriatrics,	few	schools	require	geriatric	courses,	and	teaching
hospitals	graduate	internists	with	as	little	as	6	hours	of	geriatric	training	(Gross,	2006).	The	situation	in	pharmacy	is	especially	dire,	with	only	720	of	200,000	pharmacists	who	have	received	certification	in	geriatrics	(Alliance	for	Aging	Research,	2002;	Scharlach,	Simon,	Dal	Santo,	2002).	Social	workers,	who	are	key	members	of	interdisciplinary
health	care	teams,	are	not	yet	prepared	to	meet	the	growing	demand	for	geriatric	social	work.	The	National	Institute	on	Aging	has	projected	a	need	for	60,000	to	70,000	geriatric	social	workers	by	2020.	In	2001,	only	3	percent	of	the	150,000	members	of	the	National	Association	of	Social	Workers	(NASW)	identified	their	primary	area	of	social	work
practice	as	geriatric.	By	2005,	this	had	increased	somewhat	to	9	percent	of	a	sample	of	licensed	NASW	members	who	identified	aging	as	their	specific	field	of	practice.	Among	these,	fewer	than	5	percent	had	received	training	in	gerontological	social	work	(Bureau	of	Labor	Statistics,	2004;	NASW,	2005;	Rosen,	Zlotnik,	&	Singer,	2002;	Whitaker,
Weismuller,	&	Clark,	2006).	Unless	health	professions	schools	become	more	proactive	in	recruiting	faculty	to	develop	geriatric	curricula	and	in	encouraging	students	to	specialize	in	geriatrics	or	gerontology,	the	current	situation	will	grow	into	a	crisis.	The	federal	government	took	an	important	first	step	by	passing	the	Geriatric	Care	Act	in	2001,
aimed	at	improving	Medicare	reimbursement	for	geriatric	care	and	offering	incentives	for	health	professionals	to	obtain	training	in	this	field.	In	addition,	the	John	A.	Hartford	Foundation	in	New	York	City	remains	the	primary	source	of	funding	for	professional	development	and	mentoring	in	geriatric	medicine,	nursing,	and	social	work.	Summary
Although	older	adults	are	at	risk	for	more	diseases	than	younger	people,	most	rate	their	own	health	as	satisfactory.	Health	status	refers	not	only	to	an	individual’s	physical	condition,	but	also	to	her	or	his	functional	ability	in	various	social	and	psychological	domains.	It	is	affected	by	a	person’s	social	surroundings,	especially	the	degree	of
environmental	stress	and	available	social	support.	Although	stress	increases	the	risk	of	certain	illnesses	such	as	cardiovascular	disease,	older	people	are	generally	less	negatively	affected	by	it;	this	may	reflect	maturity,	resiliency,	self-control,	or	a	lifetime	of	developing	coping	skills.	Older	people	have	lower	rates	of	acute	conditions	as	younger	people
but	are	more	likely	to	suffer	from	chronic	or	long-term	diseases.	The	majority	of	older	persons,	however,	are	not	limited	in	their	daily	activities	by	chronic	conditions.	The	impact	of	such	conditions	apparently	varies	with	the	physiological	changes	that	occur	with	age,	the	individual’s	adaptive	resources,	135	MANAGING	CHRONIC	DISEASES	AND
PROMOTING	WELL-BEING	IN	OLD	AGE	and	his	or	her	gender,	race,	ethnicity,	and	mental	and	emotional	perspective.	The	type	and	incidence	of	chronic	illnesses	also	vary	by	gender,	and	socioeconomic	status.	The	leading	causes	of	death	among	persons	over	age	65	are	heart	disease,	cancer,	stroke,	and	accidents.	Diseases	of	the	heart	and	blood
vessels	are	the	most	prevalent.	Because	hypertension	(or	high	blood	pressure)	is	a	major	risk	in	the	development	of	cardiovascular	problems,	preventive	actions	are	critical,	especially	weight	control,	dietary	changes,	appropriate	exercise,	and	avoidance	of	cigarette	smoking.	Cancers—especially	lung,	bowel,	breast	and	colon	cancers—are	the	second
most	frequent	cause	of	death	among	older	people;	the	risk	of	cancer	increases	with	age.	Cerebrovascular	accident,	or	stroke,	is	the	third	leading	cause	of	death	among	older	persons.	It	may	be	caused	by	cerebral	thrombosis,	or	blood	clots,	and	by	cerebral	hemorrhage.	Healthy	lifestyle	practices	are	important	in	preventing	these	deaths.	Indeed,	death
rates	due	to	heart	disease	and	stroke	have	declined	for	older	adults,	while	deaths	attributable	to	cancer	have	declined	among	middle-aged	adults.	This	is	because	of	more	preventive	health	care	and	early	detection	of	cancer	in	the	middle	years.	Similarly,	accidents,	particularly	those	associated	with	driving	and	falls,	are	often	preventable	through
changes	in	environmental	design	as	well	as	exercise.	Arthritis,	although	not	fatal,	is	a	major	cause	of	limited	daily	activity	and,	to	some	extent,	affects	most	older	persons.	Osteoporosis,	or	loss	of	bone	mass	and	the	resultant	increased	brittleness	of	the	bones,	is	most	common	among	older	women	and	may	result	in	fractures	of	the	hip,	spine,	and	wrist.
New	research	supports	the	benefits	of	physical	exercise	for	preventing	fractures	and	falls	and	managing	arthritis.	Chronic	respiratory	problems,	particularly	emphysema,	increase	with	age,	especially	among	men.	Diabetes	mellitus	is	a	frequent	problem	in	old	age	and	is	particularly	troubling	because	of	136	comorbidity	or	the	many	related	illnesses
that	may	result.	Problems	with	the	intestinal	tract	include	diverticulitis,	constipation,	and	hiatus	hernia.	Cystitis	and	incontinence	are	frequently	occurring	problems	of	the	kidneys	and	urinary	system,	especially	among	older	women.	Although	the	majority	of	older	persons	have	some	type	of	incontinence,	most	kinds	can	be	treated	and	controlled.	The
growth	of	the	older	population,	combined	with	the	increase	in	major	chronic	illnesses,	has	placed	greater	demands	on	the	health	care	system.	Nevertheless,	older	people	seek	outpatient	medical,	dental,	and	mental	health	services	at	a	slightly	lower	rate	than	their	incidence	of	chronic	illnesses	would	predict.	Like	younger	people,	the	older	population
is	most	likely	to	seek	health	services	for	acute	problems,	not	for	checkups	on	chronic	conditions	or	for	preventive	care.	Perceptions	that	physicians,	dentists,	and	mental	health	professionals	cannot	cure	their	chronic	problems	may	deter	many	older	people	from	seeking	needed	care.	The	problem	may	be	compounded	by	ageist	beliefs	of	some	health
care	providers	and	by	cultural	and	linguistic	barriers	that	result	in	health	care	disparities	among	historically	underserved	groups.	More	training	in	geriatrics	and	gerontology	is	needed	for	health	care	providers	in	order	to	improve	their	attitudes	toward	and	competencies	for	working	with	older	people	and	their	families.	Health	promotion	is	effective	in
improving	the	well-being	and	enhancing	the	quality	of	life	of	older	people.	The	elimination	or	postponement	of	the	chronic	diseases	that	are	associated	with	old	age	is	a	major	goal	for	specialists	in	wellness	and	health	enhancement,	as	well	as	biomedical	researchers	interested	in	delaying	the	aging	process.	Treatment	methods	for	all	these	diseases	are
changing	rapidly	with	the	growth	in	medical	technology	and	the	increasing	recognition	given	to	such	environmental	factors	as	stress,	nutrition,	and	exercise	in	disease	prevention.	If	health	promotion	MANAGING	CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	efforts	to	modify	lifestyles	are	successful,	and	if	aging	research
progresses	substantially,	the	chronic	illnesses	that	we	have	discussed	will	undoubtedly	be	postponed,	and	disability	or	loss	of	functional	status	may	rarely	happen	to	future	cohorts.	disability	an	impairment	in	the	ability	to	complete	multiple	daily	tasks	diverticulitis	a	condition	in	which	pouches	or	sacs	(diverticula)	in	the	intestinal	wall	become	inflamed
and	infected	edentulous	the	absence	of	natural	teeth	frailty	severe	limitations	in	ADL	GLOSSARY	good	health	more	than	the	mere	absence	of	infirmity,	a	state	of	complete	physical,	mental,	and	social	well-being	Activities	of	Daily	Living	(ADLs)	summarize	an	individual’s	performance	in	personal	care	tasks	such	as	bathing	or	dressing,	as	well	as	such
home-management	activities	such	as	shopping,	meal	preparation,	and	taking	medications	health	promotion	a	model	in	which	individuals	are	responsible	for	and	in	control	of	their	own	health,	combined	with	health	education	and	related	organizational,	political,	and	economic	changes	conducive	to	health	acute	condition	short-term	disease	or	infection,
often	debilitating	to	older	than	younger	persons	health	status	the	presence	or	absence	of	disease,	as	well	as	the	degree	of	disability	in	an	individual’s	level	of	functioning	acute	myocardial	infarction	loss	of	blood	flow	to	a	specific	region	of	the	heart,	resulting	in	damage	of	the	myocardium	arteriosclerosis	loss	of	elasticity	of	the	arterial	walls	because	of
fatty	deposits	atherosclerosis	narrowing	of	large	arteries	because	of	plague	deposits	benign	prostatic	hypertrophy	(BPH)	enlargement	of	the	prostate	gland	in	older	men,	without	signs	of	cancer	or	other	serious	disease;	may	cause	discomfort	chronic	condition	long-term	(more	than	three	months),	often	permanent,	and	leaving	a	residual	disability	that
may	require	long-term	management	or	care	rather	than	cure	comorbidity	simultaneously	experiencing	multiple	health	problems,	both	acute	and	chronic	hiatus	hernia	a	condition	in	which	a	small	portion	of	the	stomach	slides	up	through	the	diaphragm	hypokinesia	the	degeneration	and	functional	loss	of	muscle	and	bone	due	to	physical	inactivity
immunity	ability	of	the	organism	to	resist	pathogens	(viruses	and	bacteria)	Instrumental	Activities	of	Daily	Living	(IADLs)	summarize	an	individual’s	ability	to	interact	in	complex,	multidimensional	ways	with	the	environment	daily	activities	involving	use	of	the	environment	incontinence	the	inability	to	control	urine	and	feces.	Of	two	types:	urge
incontinence,	where	a	person	is	not	able	to	hold	urine	long	enough	to	reach	a	toilet,	and	stress	incontinence,	where	leakage	occurs	during	physical	exertion,	laughing,	sneezing,	or	coughing	diabetes	mellitus	a	disease	that	impairs	the	ability	of	the	pancreas	to	produce	insulin,	a	hormone	that	enables	glucose	from	the	blood	to	cells	and	accumulates	in
the	blood	(type	II	is	most	common	among	adults,	associated	with	obesity)	osteoarthritis	gradual	degeneration	of	joints	that	are	subject	to	physical	stress	diagnosis-related	groups	(DRGs)	a	system	of	classifying	medical	cases	for	payment	on	the	basis	of	diagnoses;	used	under	Medicare’s	prospective	payment	system	(PPS)	for	inpatient	hospital	services
quality	of	life	going	beyond	health	status	alone,	this	concept	considers	the	individual’s	sense	of	competence,	ability	to	perform	activities	of	daily	living,	and	satisfaction	with	social	interactions	in	addition	to	functional	health	osteopenia	a	significant	loss	of	calcium	and	reduced	bone	density	not	associated	with	increased	risk	of	fractures	137	MANAGING
CHRONIC	DISEASES	AND	PROMOTING	WELL-BEING	IN	OLD	AGE	rheumatoid	arthritis	a	chronic	inflammation	of	the	membranes	lining	joints	and	tendons,	characterized	by	pain,	swelling,	bone	dislocation,	and	limited	range	of	motion;	can	occur	at	any	age	sarcopenia	atrophy	of	skeletal	muscle	mass,	generally	resulting	from	a	sedentary	lifestyle	and
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initiation	of	safer	sexual	practices.	Journal	of	Acquired	Immune	Deficiency	Syndrome,	33,	Supplement	#2,	S122–S130.	Courtesy	of	H.	Asuman	Kiyak	Cognitive	Changes	with	Aging	This	chapter	discusses	•	Research	on	cognitive	functions	with	normal	aging	•	Measurement	of	intelligence	in	older	adults	•	Individual	and	environmental	factors	that
influence	intelligence	•	How	we	learn,	and	how	aging	affects	the	learning	process	•	The	importance	of	learning	and	memory	for	everyday	life	•	Attention	and	its	centrality	for	learning	•	Individual	and	environmental	factors	that	affect	how	older	people	learn	•	Tip-of-the-tongue	states	as	an	example	of	difficulty	in	retrieval	•	Cognitive	retraining	and
other	ways	to	help	older	adults	improve	their	learning	and	memory	skills	•	What	is	required	to	achieve	wisdom	and	creativity	in	old	age	One	of	the	most	important	and	most	studied	aspects	of	aging	is	cognitive	functioning;	that	is,	intelligence,	learning,	and	memory.	These	are	critical	to	an	individual’s	performance	in	every	aspect	of	life,	including
work	and	leisure	activities,	social	relationships,	and	productive	roles.	Older	people	who	have	problems	in	cognitive	functioning	will	eventually	experience	stress	in	these	other	areas	as	well,	along	with	an	increasing	incongruence	between	their	competence	levels	and	the	demands	of	the	environment.	Researchers	have	attempted	to	determine	whether
normal	aging	is	associated	with	a	decline	in	the	three	areas	of	cognitive	functioning	and,	if	so,	to	what	extent	such	a	decline	is	due	to	age-related	physiological	changes.	Much	of	the	research	on	these	issues	has	evolved	from	studies	of	cognitive	development	across	the	life	course.	Other	studies	have	been	undertaken	in	response	to	concerns	expressed
by	older	persons	or	their	families	that	they	cannot	learn	as	From	Chapter	5	of	Social	Gerontology:	A	Multidisciplinary	Perspective,	9/e.	Nancy	R.	Hooyman.	H.	Asuman	Kiyak.	Copyright	©	2011	by	Pearson	Education.	Published	by	Allyn	&	Bacon.	All	rights	reserved.	147	COGNITIVE	CHANGES	WITH	AGING	easily	as	they	used	to	or	that	they	have	more
trouble	remembering	names,	dates,	and	places	than	previously.	Intelligence	and	Aging	•	number	or	mathematical	reasoning	•	word	fluency,	or	the	ability	to	use	appropriate	words	to	describe	the	world	•	verbal	meaning	or	vocabulary	level	•	inductive	reasoning,	or	the	ability	to	generalize	from	specific	facts	to	concepts	•	spatial	relations,	or	the
capacity	to	orient	oneself	in	a	three-dimensional	space	•	verbal	memory,	or	the	ability	to	retain	and	recall	words,	sentences,	and	passages	from	readings	•	perceptual	speed	Intelligence	is	difficult	to	both	define	and	to	measure.	Of	all	the	elements	of	cognition,	it	is	the	least	verifiable.	We	can	only	infer	its	existence	and	can	only	indirectly	measure
individual	levels.	Intelligence	is	generally	defined	as	the	“theoretical	limit	of	an	individual’s	performance”	(Jones,	1959,	p.	700).	While	the	limit	is	determined	by	biological	and	genetic	factors,	the	ability	to	achieve	this	limit	is	influenced	by	environmental	opportunities	such	as	challenging	learning	experiences	as	well	as	by	environmental	constraints
(e.g.,	the	absence	of	books	or	other	intellectual	stimulation).	Intelligence	encompasses	a	range	of	capabilities,	including	the	ability	to	deal	with	symbols	and	abstractions,	acquire	and	comprehend	new	information,	adapt	to	new	situations,	and	understand	and	create	new	ideas.	Alfred	Binet,	who	developed	the	first	test	of	intelligence,	emphasized	the
operational	aspects	of	intelligence:	“to	judge	well,	to	comprehend	well,	to	reason	well,	these	are	the	essentials	of	intel-ligence”	(Binet	&	Simon,	1905,	p.	106).	In	general,	both	experts	and	laypersons	agree	that	intelligence	consists	of	three	major	sets	of	abilities:	problem-solving,	verbal,	and	social	competence	(Cavanaugh	&	Blanchard-Fields,	2006).
Intelligence	quotient	(IQ)	refers	to	an	individual’s	relative	abilities	in	some	of	these	areas	compared	to	other	people	of	the	same	chronological	age.	A	useful	distinction	is	made	between	fluid	intelligence	and	crystallized	intelligence	(Cattell,	1963;	Horn,	1970,	1982;	Horn	&	Donaldson,	1980).	These	two	types	of	intelligence	include	some	of	the	primary
mental	abilities	described	above.	Fluid	intelligence	consists	of	skills	that	are	biologically	determined,	independent	of	experience	or	learning,	and	may	be	similar	to	what	is	popularly	called	“native	intelligence.”	It	involves	processing	information	that	is	not	embedded	in	a	context	of	existing	information	for	the	individual	and	thus	requires	flexibility	in
thinking.	Crystallized	intelligence	refers	to	the	knowledge	and	abilities	that	the	individual	acquires	through	education	and	lifelong	experiences.	It	includes	social	judgment	and	the	ability	to	understand	subtle	meanings	in	verbal	communication.	These	two	types	of	intelligence	show	different	patterns	with	aging,	as	discussed	in	the	next	section.
MEASURES	OF	FLUID	INTELLIGENCE	MEASURES	OF	CRYSTALLIZED	INTELLIGENCE	•	•	•	•	148	A	multidimensional	structure	of	intelligence	is	assumed	by	most	contemporary	tests.	Such	tests	measure	a	subset	of	intellectual	skills	known	as	primary	mental	abilities	(PMAs),	which	include:	spatial	orientation	abstract	reasoning	word	fluency
inductive	reasoning	•	•	•	•	verbal	meaning	word	association	social	judgment	number	skills	COGNITIVE	CHANGES	WITH	AGING	There	has	been	considerable	controversy	regarding	intelligence	in	the	later	years.	Many	researchers	have	identified	significant	differences	between	young	and	old	persons	on	intelligence	tests	in	cross-sectional	studies,
with	older	persons	performing	at	a	much	lower	level.	Even	when	the	same	cohort	is	followed	longitudinally,	there	is	a	decline	in	some	intelligence	tests	that	is	independent	of	generational	differences	(Schaie,	1996a,	1996b).	Others	conclude	that	aging	is	not	really	associated	with	decrements	in	intelligence.	However,	standardized	IQ	tests	and	the
time	limits	on	test-takers	may	be	more	detrimental	to	older	persons	than	to	the	young.	Many	older	persons	are	concerned	that	their	intelligence	has	declined.	This	concern	may	loom	so	large	for	them	that	merely	taking	part	in	a	study	intended	to	“test	their	intelligence”	may	provoke	sufficient	anxiety	to	affect	their	performance.	Such	anxieties	may
also	influence	daily	functioning.	Older	people	who	are	told	by	friends,	family,	test-givers,	or	society	in	general	that	they	should	not	expect	to	perform	as	well	on	intellectual	tasks	because	aging	causes	a	decline	in	intelligence	may,	in	fact,	perform	more	poorly.	The	most	widely	used	measure	of	adult	intelligence	is	the	Wechsler	Adult	Intelligence	Scale
(WAIS).	It	consists	of	11	subtests,	6	of	which	are	Verbal	Scales	(which	measure,	to	some	extent,	crystallized	intelligence)	and	5	are	Performance	Scales	(providing	some	indication	of	fluid	intelligence).	The	performance	tests	on	the	WAIS	are	generally	timed;	the	verbal	tests	are	not.	Verbal	scores	are	obtained	by	measuring	an	individual’s	ability	to:	•
define	the	meaning	of	words	•	interpret	proverbs	•	explain	similarities	between	words	and	concepts	In	this	way,	accumulated	knowledge	and	abstract	reasoning	can	be	tested.	Performance	tests	focus	on	an	individual’s	ability	to	manipulate	unfamiliar	objects	and	words,	often	in	unusual	ways:	•	•	•	•	•	tests	of	spatial	relations	abstract	reasoning
putting	puzzles	together	to	match	a	picture	matching	pictures	with	symbols	or	numbers	arranging	pictures	in	a	particular	pattern	Both	psychomotor	and	perceptual	skills	are	needed	in	performing	these	tasks.	A	consistent	pattern	of	scores	on	these	two	components	of	the	WAIS	is	labeled	the	Classic	Aging	Pattern.	People	age	65	and	older	in	some
studies,	and	even	earlier	in	others,	perform	significantly	worse	on	Performance	Scales	(i.e.,	fluid	intelligence),	but	their	scores	on	Verbal	Scales	(i.e.,	crystallized	intelligence)	remain	stable.	This	tendency	to	do	worse	on	performance	tasks	may	reflect	age-related	changes	in	noncognitive	functions,	such	as	sensory	and	perceptual	abilities,	and	in
psychomotor	skills.	These	changes,	in	turn,	may	make	the	older	person	more	susceptible	to	interference	during	the	learning	or	performance	process	(Hasher	et	al.,	2002).	Aging	results	in	a	slowing	of	the	neural	pathways	and	of	the	visual	and	auditory	functions.	This	slower	reaction	time,	and	the	delay	in	receiving	and	transmitting	messages	through
the	sense	organs,	explains	poorer	performance	on	subtests	requiring	such	capabilities.	Some	researchers	therefore	argue	for	the	elimination	of	time	constraints	in	performance	tasks.	Studies	that	have	not	measured	speed	of	performance	have	still	found	significant	age	differences	in	these	subtests,	however	(Salthouse,	1996).	Performance-related
aspects	of	intellectual	function	appear	to	decline	independent	of	psychomotor	or	sensory	factors.	Speed	of	cognitive	processing,	such	as	the	time	to	perform	simple	math	problems,	also	declines	with	age	and,	in	turn,	slows	an	individual’s	responses	on	tests	of	performance.	Turning	to	verbal	skills,	the	Classic	Aging	Pattern	suggests	that	the	ability	to
recall	stored	149	COGNITIVE	CHANGES	WITH	AGING	SUMMARY	OF	AGE-RELATED	CHANGES	IN	INTELLIGENCE	•	Peak	performance	varies	by	test,	usually	between	the	late	30s	and	early	40s.	•	Performance	on	timed	tests	declines	more	than	on	non-timed	tests.	•	Performance	on	non-timed	tests	remains	stable	until	the	80s.	•	People	rarely
decline	in	all	five	PMAs.	•	High	scorers	continue	to	do	well	even	among	the	oldest-old.	•	Declines	in	tests	of	fluid	intelligence	begin	earlier	than	in	crystallized	intelligence	(“classic	aging	pattern”).	verbal	information	and	to	use	abstract	reasoning	tends	to	remain	constant	throughout	life.	Declines,	where	they	exist,	typically	do	not	show	up	until
advanced	old	age,	or,	in	the	case	of	cognitive	impairment	such	as	the	dementias,	they	tend	to	begin	early	in	the	course	of	the	disease.	Problems	in	the	Measurement	of	Cognitive	Function	A	major	shortcoming	of	many	studies	of	intelligence	in	aging	is	their	use	of	cross-sectional	research	designs	rather	than	longitudinal	approaches.	Age	differences
that	are	obtained	in	cross-sectional	studies	may	reflect	cohort	or	generational	differences	rather	than	actual	age	changes.	In	particular,	modifications	in	educational	systems,	increasing	levels	of	education,	and	the	widespread	access	to	the	Internet	and	digital	media	have	profoundly	influenced	the	experiences	of	today’s	youth	when	compared	with
those	of	people	who	grew	up	in	the	early	to	mid-twentieth	century.	These	cohort	and	historical	factors	may	then	have	a	greater	effect	on	intelligence	scores	than	age	per	se	(Schaie,	2005).	Subject	attrition,	or	dropout	from	longitudinal	studies	of	intelligence,	is	another	problem.	There	is	a	pattern	of	selective	attrition,	whereby	the	people	150	who	drop
out	tend	to	be	those	who	have	performed	less	well,	who	perceive	their	performance	to	be	poor,	or	whose	health	status	and	functional	abilities	are	worse	than	average.	The	people	who	remain	in	the	study	(i.e.,	“the	survivors”)	performed	better	in	the	initial	tests	than	did	dropouts.	This	is	consistent	with	our	earlier	observation	that	older	persons	often
become	unduly	anxious	about	poor	performance	on	tests	of	intellectual	function.	Hence,	the	results	become	biased	in	favor	of	the	superior	performers,	indicating	stability	or	improvement	over	time.	They	do	not	represent	the	wider	population	of	older	adults,	whose	performance	might	have	shown	a	decline	in	intelligence	(Schaie,	1996a,	2005).
Longitudinal	Studies	of	Intelligence	Several	major	classic	longitudinal	studies	have	examined	changes	in	intellectual	function	from	youth	to	old	age.	Perhaps	the	best	known	and	longest-lasting	of	these	is	the	Seattle	Longitudinal	Study	(SLS),	which	began	in	1956	and	has	collected	data	on	Thurstone’s	primary	mental	abilities	every	7	years	for	more
than	50	years	(Schaie,	1996a,	1996b,	2005).	At	each	follow-up	assessment,	individuals	who	are	still	available	from	the	original	sample	are	retested,	along	with	a	new,	randomly	selected	sample	Intellectual	stimulation	can	help	sustain	higher-level	cognitive	skills.	lisafx/iStockPhoto	COGNITIVE	CHANGES	WITH	AGING	from	the	same	population.	This
study	has	provided	the	basis	for	the	development	of	sequential	research	models.	Peak	performance	varies	across	tests	and	between	men	and	women,	ranging	from	age	32	on	the	test	of	numbers	for	men	and	age	39	on	the	test	of	reasoning	for	women.	Age	decrements	that	become	progressively	worse	in	later	years	are	observed	after	age	60	on	tests	of
word	fluency,	numbers,	and	spatial	orientation.	Tests	of	spatial	orientation	and	inductive	reasoning—both	indicators	of	fluid	intelligence—show	greater	decline	with	age.	Men	experience	earlier	declines	in	spatial	abilities	than	in	other	tests,	whereas	women	slow	down	earlier	on	tests	of	word	fluency	than	in	other	areas.	However,	other	primary	mental
abilities,	such	as	verbal	meaning	and	numerical	skills,	show	only	minimal	declines	until	the	mid-70s.	These	results	are	supported	by	other,	shorter	longitudinal	studies	that	have	found	little	change	over	three	years	(Christensen	et	al.,	1999;	Zelinski,	Gilewski,	and	Schaie,	1993).	To	60	yrs	To	67	yrs	The	findings	suggest	that	the	Classic	Aging	Pattern
holds	up	in	both	cross-sectional	and	longitudinal	studies,	and	that	some	performance	aspects	of	intelligence	may	begin	to	deteriorate	after	age	60,	although	substantial	changes	are	generally	rare	until	the	80s	(Schaie,	2005,	2006).	In	all	these	studies,	most	of	the	significant	declines	occur	in	intellectual	abilities	that	are	less	practiced	and	require
speed.	Schaie	(1996a,	1996b,	2005)	concludes	that	the	changes	observed	in	the	SLS	indicate	a	normative	developmental	transition	from	stability	in	general	intelligence	in	the	middle	years	to	a	gradual	decline	that	begins	around	age	60.	Most	people	in	the	SLS	maintained	their	abilities	in	one	or	more	areas	well	into	their	advanced	years,	as	shown	in
Figure	1.	Only	about	33	percent	of	participants	showed	decrements	between	ages	60	and	67.	About	40	percent	declined	between	ages	67	and	74,	and	even	between	ages	74	and	81	only	50	percent	experienced	significant	diminishment.	Notably,	Schaie	and	his	colleagues	found	no	linear	decline	in	all	To	74	yrs	To	81	yrs	Percentage	maintenance	over	7
years	100	80	60	40	20	0	All	4+	3+	Total	mental	abilities	2+	1+	FIGURE	1	Proportion	of	Individuals	Who	Maintain	Scores	on	Multiple	Abilities	SOURCE:	K.	W.	Schaie,	The	hazards	of	cognitive	aging,	The	Gerontologist	29	(1989):	484–493.	Copyright	1989	by	Oxford	University	Press–Journals.	Reproduced	with	permission	of	Oxford	University	Press–
Journals	in	the	format	textbook	and	other	book	via	Copyright	Clearance	Center.	151	COGNITIVE	CHANGES	WITH	AGING	five	primary	mental	abilities	for	any	participants	as	old	as	age	88.	Declines	during	the	middle	years	(ages	46–60)	on	delayed	recall	and	word	fluency	tests	and	on	tests	of	psychomotor	speed	may	predict	cognitive	impairment	in	old
age	(Schaie,	1996a,	1996b,	2005,	2006).	Factors	That	May	Influence	Intelligence	in	Adulthood	Researchers	who	have	compared	intelligence	test	scores	of	older	and	younger	persons	have	found	wide	variations	in	the	scores	of	both	groups.	Older	test-takers	generally	obtain	poorer	scores,	but	age	per	se	is	only	one	factor	in	explaining	differences.
There	is	also	a	biological	factor	in	intelligence,	such	that	some	people	are	innately	more	intelligent	than	others.	However,	it	is	difficult	to	determine	the	relative	influence	of	biological	factors,	because	it	is	impossible	to	measure	the	specific	mechanisms	of	the	brain	that	account	for	intelligence.	Structural	changes	in	the	brain	and	in	neural	pathways
occur	with	aging.	These	changes,	however,	are	generally	diffused	and	not	focused	in	a	particular	region	of	the	brain.	It	is	therefore	impossible	to	determine	what	specific	changes	in	the	brain	and	its	pathways	may	account	for	the	age-related	deterioration	that	is	observed.	Other	variables	that	have	been	examined	are	educational	attainment,
involvement	in	complex	versus	mechanistic	work,	cardiovascular	disease,	hypertension,	and	sensory	deficits.	Some	studies	have	found	cohort	differences	on	tests	of	intelligence,	with	newer	cohorts	of	older	people	performing	better	than	previous	cohorts	who	took	the	same	test	at	about	the	same	age.	These	variations	emerge	primarily	on	tests	of
crystallized	and	less	on	fluid	intelligence	and	psychomotor	speed,	even	when	comparing	adult	children	their	parents	(Schaie	et	al.,	1992;	Schaie	&	Willis,	1995;	Willis	&	Schaie,	2006).	Newer	cohorts’	advantage	has	been	attributed	to	higher	educational	152	attainment.	Therefore,	it	is	important	to	control	statistically	for	educational	differences	when
analyzing	the	relationship	between	age	and	intelligence.	Significant	positive	effects	of	education	were	found	on	all	tests	of	cognitive	function	when	comparing	healthy	adults	age	70	to	79	with	different	educational	levels.	In	particular,	participants	with	the	highest	level	of	education	(12⫹	years)	did	three	times	better	on	a	test	of	abstract	thinking	than
did	people	with	7	or	fewer	years	of	education	(Inouye	et	al.,	1993).	Occupational	level,	which	is	generally	associated	with	education,	also	influences	intelligence	test	scores.	Older	people	who	still	use	their	cognitive	abilities	in	jobs	or	activities	that	require	thinking	and	problem-solving	show	less	decline	on	cognitive	tests	than	those	who	do	not	use
these	skills.	This	is	because	most	of	the	observed	decrements	in	intellectual	abilities	occur	in	highly	challenging,	complex	tasks.	In	addition,	people	whose	occupations	demand	more	verbal	skills	(e.g.,	lawyers	and	teachers)	may	continue	to	perform	very	well	on	these	aspects	of	intelligence	tests.	Those	who	use	more	abstract	and	INTELLECTUALLY
ACTIVE	ELDERS	Increasingly,	more	older	adults	continue	to	participate	in	intellectually	challenging	jobs	well	beyond	their	60s	and	70s.	For	example,	college	campuses	are	full	of	retired	faculty	who	retain	emeritus	status	and	who	continue	to	teach	or	conduct	research	well	into	their	80s.	One	of	the	Poet	Laureates	of	the	United	States	was	Stanley
Kunitz,	appointed	at	age	95.	He	continued	to	write	poetry	in	his	90s	and	died	at	age	100.	Another	active	nanogenarian	is	Dr.	Hilary	Koprowski,	whose	research	in	1948	led	to	the	widespread	adoption	of	a	live	vaccine	to	immunize	children	against	polio.	Koprowski,	now	age	93,	continues	to	conduct	medical	research	at	Thomas	Jefferson	University	in
Philadelphia	and	is	a	linguist	and	an	active	music	composer.	Likewise,	James	Wiggins	continued	to	edit	a	weekly	newspaper	in	Ellsworth,	Maine	well	into	his	90s.	COGNITIVE	CHANGES	WITH	AGING	fluid	skills	in	their	occupations	(e.g.,	architects	and	engineers)	are	more	likely	to	do	well	on	the	performance	tests	of	the	WAIS	well	into	their	70s	and
80s.	In	general,	older	people	who	do	not	participate	in	any	intellectual	pursuits	perform	worse	on	intelligence	tests	than	do	their	peers	who	are	“cognitively	engaged.”	The	nature	of	intellectual	activities	is	also	important;	those	who	participate	in	complex	work	and	leisure	activities	with	more	opportunities	for	self-direction	show	consistently	higher
scores,	even	among	the	oldest-old	(Mackinnon	et	al.,	2003;	Schooler	&	Mulatu,	2001;	Schooler,	Mulatu,	Oates,	2004).	The	effects	of	declining	physical	health	and	sensory	losses	on	intelligence	become	more	severe	in	the	later	years	and	may	displace	any	positive	influence	due	to	education	and	occupation	for	people	who	are	75	years	and	older.	Several
studies	have	identified	poorer	performance	on	intelligence	tests	by	older	people	with	conditions	such	as	diabetes,	hypertension,	and	cardiovascular	disease,	particularly	in	tests	that	demand	psychomotor	speed	(Elias	et	al.,	2004;	Hassing	et	al.,	2004;	Knopman	et	al.,	2000;	Rosnick	et	al.,	2004).	In	the	Seattle	Longitudinal	Study,	participants	with
cardiovascular	disease	declined	at	younger	ages	on	all	tests	of	mental	abilities	than	did	those	with	no	disease	(Schaie,	1996a,	2006).	Participants	in	the	Baltimore	Longitudinal	Study	were	tested	on	working	memory,	nonverbal	memory,	and	naming	tests.	Cognitive	decline	was	greatest	in	people	with	higher	systolic	blood	pressure,	but	even	more
among	less	educated	volunteers	(i.e.,	12	years	of	education	or	less).	Research	examining	how	day-to-day	changes	in	blood	pressure	affect	cognitive	functioning	showed	that	older	adults	with	high	blood	pressure	perform	worse	on	tests	of	verbal	learning	and	numerical	skills	when	their	blood	pressure	exceeds	their	personal	average.	Use	of
antihypertensive	medications	to	control	high	blood	pressure	attenuates	this	decline	(Gamaldo,	Weatherbee,	&	Allaire,	2008;	Murray	et	al.,	2002;	Waldstein,	Giggey,	Thayer,	&	Zonderman,	2005).	Nutritional	deficits	may	also	impair	an	older	person’s	cognitive	functioning.	One	study	of	community-dwelling,	healthy	older	persons	(ages	66–90)	examined
their	performance	on	multiple	tests	of	cognitive	functioning	and	nutritional	status	longitudinally.	Older	people	with	low	intake	of	vitamins	E,	A,	B6,	and	B12	at	baseline	performed	worse	on	visiospatial	and	abstraction	tasks	six	years	later;	those	who	used	vitamin	supplements	did	better	(Larue	et	al.,	1997).	These	findings	reinforce	the	results	of
research	on	the	impact	of	nutritional	deficiencies	on	physical	performance.	Hearing	loss	is	common	in	older	persons,	especially	in	the	lower	frequency	range,	so	that	it	affects	their	ability	to	comprehend	speech.	Visual	deficits	become	more	severe	in	advanced	old	age.	Poorer	performance	by	some	test-takers	who	are	very	old	may	be	due	primarily	to
these	sensory	losses,	not	to	a	central	cognitive	decline.	Older	persons	with	hearing	or	vision	loss	do	especially	poorly	on	tests	of	verbal	meaning	and	spatial	relations	(Lindenberger	&	Baltes,	1994).	An	apparent	and	rapid	decline	in	cognitive	function	within	five	years	of	death	is	another	physical	health	factor	that	appears	to	be	related	to	intelligence
test	scores.	This	phenomenon	is	known	as	the	terminal	drop,	or	terminal	decline	hypothesis,	first	tested	by	Kleemeier	(1962).	In	longitudinal	studies	of	intelligence,	older	subjects	who	decline	more	sharply	are	found	to	die	sooner	than	good	performers.	This	has	been	observed	on	many	different	tests,	especially	in	verbal	meaning,	spatial	and	reasoning
ability,	and	psychomotor	speed	(Bosworth	et	al.,	1999).	This	suggests	that	the	time	elapsed	since	birth	(i.e.,	age)	is	not	as	significant	in	intellectual	decline	as	is	proximity	to	death.	Finally,	anxiety	may	negatively	affect	older	people’s	intelligence	test	scores.	As	noted	earlier,	older	test-takers	are	more	likely	than	the	young	to	express	high	test	anxiety
and	cautiousness	in	responding.	These	same	reactions	may	occur	in	older	people	taking	intelligence	tests,	especially	if	they	think	that	the	test	really	measures	how	153	COGNITIVE	CHANGES	WITH	AGING	HEALTH	CONDITI	ONS	THAT	AFFECT	PERFORMANCE	•	•	•	•	•	•	cardiovascular	disease	hypertension	nutritional	deficits	depression	hearing
loss	terminal	drop	“intelligent”	they	are.	Anxieties	about	cognitive	decline	and	concerns	about	dementia	may	make	older	people	even	more	cautious,	and	hence	result	in	poorer	performance	on	intelligence	tests.	The	Process	of	Learning	and	Memory	Learning	and	memory	are	two	cognitive	processes	that	must	be	considered	together.	That	is,	learning
is	assumed	to	occur	when	an	individual	is	able	to	retrieve	information	accurately	from	his	or	her	memory	store.	Conversely,	if	an	individual	cannot	retrieve	information	from	memory,	it	is	presumed	that	learning	has	not	adequately	taken	place.	Thus,	learning	is	the	process	by	which	new	information	(verbal	or	nonverbal)	or	skills	are	encoded,	or	put
into	one’s	memory.	The	specific	parts	of	the	brain	involved	in	this	process	are	the	hippocampus,	which	first	receives	and	processes	new	stimuli,	and	the	cerebral	cortex,	where	memories	are	stored.	Some	of	the	most	exciting	research	in	this	field	is	focused	on	the	process	of	neuronal	development	as	learning	occurs.	Memory	is	the	process	of	retrieving
or	recalling	the	information	that	was	once	stored;	it	also	refers	to	a	part	of	the	brain	that	retains	what	has	been	learned	throughout	a	person’s	lifetime.	Researchers	distinguish	three	separate	types	of	memory:	sensory,	primary	or	short-term,	and	secondary	or	long-term.	Sensory	memory,	as	its	name	implies,	is	the	first	step	in	receiving	information
through	the	sense	organs	and	passing	it	on	to	primary	or	154	secondary	memory.	It	is	stored	for	only	a	few	tenths	of	a	second,	although	there	is	some	evidence	that	it	lasts	longer	in	older	persons	because	of	the	slower	reaction	times	of	the	senses.	Sensory	memory	is	further	subdivided	into	iconic	(or	visual)	and	echoic	(or	auditory)	memory.	Examples
of	iconic	memory	are:	•	words	or	letters	that	we	see	•	faces	of	people	with	whom	we	have	contact	•	landscapes	that	we	experience	through	our	eyes	Of	course,	words	can	be	received	through	echoic	memory	as	well,	such	as	when	we	hear	others	say	a	specific	word	or	when	we	repeat	words	aloud	to	ourselves.	A	landscape	can	also	enter	our	sensory
memory	through	our	ears	(e.g.,	the	sound	of	the	ocean),	our	skin	(the	feel	of	a	cold	spray	from	the	ocean),	and	our	nose	(the	smell	of	salt	water).	To	the	extent	that	we	focus	on	or	rehearse	information	that	we	receive	from	our	sense	organs,	it	is	more	likely	to	be	passed	into	our	primary	and	secondary	memories.	Despite	significant	changes	in	the
visual	system	with	aging,	studies	of	iconic	memory	find	only	small	age	differences	in	the	ability	to	identify	stimuli	presented	briefly.	Such	modest	declines	in	iconic	memory	would	not	be	expected	to	influence	observed	decrements	in	secondary,	or	long-term,	memory.	Although	research	on	iconic	memory	is	limited,	there	has	been	even	less	with	echoic
memory	and	less	still	that	has	compared	older	persons	with	younger.	We	have	all	experienced	the	long-term	storage	of	memories	gained	through	touch,	taste,	or	smell.	For	example,	the	aroma	of	freshly	baked	bread	often	evokes	memories	of	early	childhood.	However,	these	sensory	memories	are	more	difficult	to	test.	As	a	result,	very	little	is	known
about	changes	with	other	modes	of	sensory	memory.	Working,	or	primary	memory	is	a	temporary	stage	of	holding,	processing,	and	organizing	information	and	does	not	necessarily	refer	to	a	COGNITIVE	CHANGES	WITH	AGING	storage	area	in	the	brain.	Despite	its	temporary	nature,	working	memory	is	critical	for	our	ability	to	process	new
information.	We	all	experience	situations	where	we	hear	or	read	a	bit	of	information	such	as	a	phone	number	or	someone’s	name,	use	that	name	or	number	immediately,	then	forget	it.	In	fact,	most	adults	can	recall	seven,	plus	or	minus	two	pieces,	of	information	(e.g.,	digits,	letters,	or	words)	for	60	seconds	or	less.	It	is	not	surprising,	therefore,	that
local	phone	numbers	in	most	countries	are	seven	digits	or	fewer,	although	the	addition	of	area	codes	for	local	dialing	makes	it	more	difficult	to	retain	this	information	in	our	permanent	memory	store	(secondary,	or	long-term,	memory).	In	order	to	retrieve	information	later,	it	must	first	be	rehearsed	or	“processed”	actively.	This	is	why	primary	memory
is	described	as	a	form	of	“working	memory”	that	decides	what	information	should	be	attended	to	or	ignored—which	is	most	important—and	how	best	to	store	it.	If	we	are	distracted	while	trying	to	retain	the	information	for	the	60	seconds	that	it	is	stored	in	short-term	memory,	we	immediately	forget	it,	even	if	it	consists	of	only	two	or	three	bits	of
information.	This	happens	because	the	rehearsal	of	such	material	is	interrupted	by	the	reception	of	newer	information	in	our	sensory	memory.	Most	studies	of	primary	memory	have	found	minimal	age	differences	in	its	storage	capacity,	but	the	encoding	process	which	occurs	in	primary	memory	declines.	This	requires	some	organization	or	elaboration
of	the	information	received.	Older	persons	are	less	likely	than	young	people	to	process	new	information	in	this	manner.	Indeed,	some	argue	that	aging	leads	to	a	decline	in	“attentional	resources,”	or	mental	energy,	to	organize	and	elaborate	newly	acquired	information	in	order	to	retain	it	in	secondary	memory	(Bopp	&	Verhagen,	2005;	Zacks,	Hasher,
&	Li,	2000).	In	fact,	many	of	the	age-related	changes	observed	in	different	components	of	attention	may	explain	these	problems	with	working	memory.	RETRIEVING	OLD	MEMORIES	A	person	may	have	learned	many	years	ago	how	to	ride	a	bicycle.	If	this	skill	has	been	encoded	well	through	practice,	the	person	can	retrieve	it	many	years	later	from
his	or	her	memory	store,	even	if	he	or	she	has	not	ridden	a	bicycle	in	years.	This	applies	to	many	other	skills	learned	early	in	life,	from	remembering	childhood	prayers	to	diapering	a	baby.	Another	explanation	for	this	slowing	process	is	that	perceptual	speed—the	time	required	to	recognize	a	stimulus	and	respond	to	it—deteriorates	with	aging.
According	to	this	theory,	older	people	have	more	problems	holding	information	in	their	working	memory	while	receiving	new	stimuli	through	sensory	memory	(“simultaneity”).	This	is	compounded	by	the	possibility	that	it	takes	longer	for	older	people	to	ignore	irrelevant	stimuli	and	complete	working	memory	tasks	(Salthouse,	1996).	For	example,	if	an
older	driver	is	trying	to	locate	a	street	address	that	was	just	given	but	is	also	listening	to	news	on	the	radio,	the	driver	is	less	likely	to	remember	the	street	address	than	would	a	younger	driver	in	the	same	situation.	True	learning	implies	that	the	material	we	acquire	through	our	sensory	and	primary	memories	has	been	stored	in	“secondary	memory.”
For	example,	looking	up	a	telephone	number	and	immediately	dialing	it	does	not	guarantee	that	the	number	will	be	learned.	In	fact,	only	with	considerable	rehearsal	can	information	from	primary	memory	be	passed	into	secondary	memory.	Secondary	memory	is	the	part	of	the	memory	store	in	which	everything	we	have	learned	throughout	our	lives	is
kept;	unlike	primary	memory,	it	has	an	unlimited	capacity.	The	different	components	of	secondary	memory	are	described	in	Table	1.	Researchers	have	demonstrated	significant	declines	in	some	components,	but	very	little	or	no	change	in	others.	155	COGNITIVE	CHANGES	WITH	AGING	TABLE	1	Types	of	Secondary	Memory	It	is	important	to
recognize	that	secondary	memory	is	not	unilateral	but	has	several	components.	The	types	of	memory	listed	here	(and	many	others)	appear	to	be	influenced	differently	by	the	aging	process.	MEMORY	TYPE	DESCRIPTION	Episodic	memory	Consciously	recalling	specific	events	or	episodes	Explicit	memory	Consciously	attempting	to	keep	a	stimulus	in
one’s	mind,	in	a	specific	order	(e.g.,	a	poem,	a	mental	“to	do”	list)	Flashbulb	memory	Remembering	specific	events	that	have	personal	relevance,	and	the	emotions	triggered	by	the	events	(e.g.,	remembering	where	one	was	and	how	one	reacted	to	the	September	11,	2001,	terrorist	attacks	on	the	World	Trade	Center)	Implicit	memory	Unintentionally
remembering	stimuli	that	were	acquired	without	paying	attention	(e.g.,	words	or	music	to	an	old	song	that	one	did	not	even	realize	one	knew)	Procedural	memory	Often	nonverbal,	this	type	of	memory	relies	on	motor	functions,	such	as	riding	a	bike	or	playing	a	piece	on	the	piano	without	reading	the	music.	Semantic	memory	The	storehouse	of	words
and	facts	that	have	accumulated	over	one’s	lifetime	Source	memory	Remembering	where	one	saw	or	heard	a	new	piece	of	information	(e.g.,	source	of	an	article	read	on	healthy	aging)	Prospective	memory	The	task	of	remembering	to	do	something	in	the	future	(e.g.,	remembering	to	keep	a	medical	appointment)	Older	adults	consistently	recall	less
information	than	younger	people	in	paired-associates	tests	with	retention	intervals	as	brief	as	one	hour	or	as	long	as	eight	months.	Age	differences	in	secondary	memory	appear	to	be	more	pronounced	than	in	sensory	or	primary	memory	and	are	often	frustrating	to	older	people	and	their	families.	Indeed,	middle-aged	and	older	people	are	frequently
concerned	that	they	cannot	remember	and	retrieve	information	from	secondary	memory.	The	perception	of	oneself	as	having	a	poor	memory	can	seriously	harm	older	adults’	self-concept	and	performance	on	many	tasks,	and	may	even	result	in	depression.	Such	concern,	growing	out	of	a	fear	of	dementia,	is	generally	out	of	proportion	to	the	actual
level	of	decline	(Pearman	&	Storandt,	2004;	Verhaeghen,	Geraerts,	&	Marcoen,	2000).	Older	individuals	can	benefit	significantly	from	methods	to	help	organize	their	learning,	such	as	imagery	and	the	use	of	mnemonics.	Examples	of	such	techniques	to	improve	learning	and	memory	are	discussed	later	in	this	chapter.	156	The	Information-Processing
Model	The	information-processing	model	of	memory	is	presented	in	Figure	2.	As	a	conceptual	model,	it	provides	a	framework	for	understanding	how	the	processes	of	learning	and	memory	take	place.	It	is	not	necessarily	what	goes	on	in	the	neural	pathways	between	the	sense	organs	and	the	secondary	memory	store.	Having	described	each	of	the
components	in	this	model,	we	next	review	the	steps	involved	in	processing	some	information	that	we	want	to	retain.	One	example	is	the	experience	of	learning	new	names	at	a	social	gathering.	Sensory	memory	aids	in	hearing	the	name	spoken,	preferably	several	times	by	other	people,	and	seeing	the	face	that	is	associated	with	that	name.	Primary
memory	is	used	to	store	the	information	temporarily	so	that	a	person	can	speak	to	others	and	address	them	by	name	(an	excellent	method	of	rehearsing	this	information),	or	manipulate	the	information	in	order	to	pass	it	on	to	secondary	memory.	This	may	include	repeating	the	name	COGNITIVE	CHANGES	WITH	AGING	Stimulus	Sensory	organ
Sensory	memory	Central	processing	unit	Primary	memory	Learning	Preattentive	stage	Secondary	memory	Response	Recall	Attentive	stage	FIGURE	2	Schematic	Representation	of	the	Information-Processing	Model	several	times,	trying	to	isolate	some	aspect	of	the	person’s	physical	features	and	relate	it	to	the	name,	and	associating	the	name	with
other	people	one	has	known	in	the	past	who	have	similar	names.	In	the	last	type	of	mental	manipulation,	information	from	secondary	memory	(i.e.,	names	of	other	people)	is	linked	with	the	new	information.	This	is	a	useful	method	because	the	material	in	secondary	memory	is	permanent,	and	associating	the	new	information	with	well-learned
information	aids	in	its	storage	and	subsequent	recall.	During	any	stage	of	this	cognitive	processing,	the	newly	obtained	information	can	be	lost.	This	may	occur	if	the	sensory	memory	is	flooded	with	similar	information;	in	this	case,	if	a	person	is	being	introduced	to	multiple	new	names	and	faces	at	a	party,	it	is	almost	impossible	to	distinguish	the
names	or	to	associate	each	name	with	a	face.	Information	may	also	be	lost	during	the	primary	memory	stage.	In	our	example,	if	a	person	is	trying	to	use	a	newly	heard	name	and	is	distracted	by	other	names	and	faces	or	receives	unrelated	information	(e.g.,	a	telephone	call)	while	rehearsing	the	new	name,	the	name	has	not	been	sufficiently	processed
in	working	memory	to	pass	into	secondary	memory.	The	learning	process	may	also	be	disrupted	because	of	the	inability	to	retrieve	information	efficiently	from	secondary	memory.	For	example,	a	person	may	associate	the	newly	heard	name	with	someone	known	in	the	past;	if	he	or	she	has	difficulty	retrieving	the	stored	name	from	secondary	memory,
however,	this	may	be	so	frustrating	as	to	redirect	the	individual’s	attention	from	the	new	name	to	the	old	name.	How	often	have	you	ignored	everything	around	you	to	concentrate	on	remembering	a	name	that	is	“on	the	tip	of	the	tongue”	(i.e.,	in	secondary	memory)	but	not	easily	retrievable?	As	noted	above,	aging	appears	to	reduce	the	efficiency	of
processing	information	in	sensory	and	primary	memory	(i.e.	encoding),	and	has	less	effect	on	retrieval	from	secondary	memory.	It	does	not	influence	the	storage	capacity	of	primary	or	secondary	memories.	That	is,	contrary	to	popular	opinion,	these	memory	stores	are	not	physical	spaces	that	become	overloaded	with	information	as	we	age.	Table	1
lists	some	key	types	of	secondary	memories.	Although	researchers	have	linked	some	types	of	memory	to	specific	regions	of	the	brain	(e.g.,	episodic	memory	occurs	in	the	medial	temporal	lobe,	while	procedural	memory	takes	place	in	the	striatum),	this	does	not	mean	that	they	take	up	physical	space	in	these	areas.	Episodic	memory	has	been	shown	to
decline	the	most	with	aging,	especially	after	age	60.	Nevertheless,	more	educated	older	adults	and	those	given	more	practice	opportunities	during	the	learning	process	show	less	deterioration.	These	advantages	have	been	demonstrated	for	157	COGNITIVE	CHANGES	WITH	AGING	AIDS	TO	WORKING	MEMORY	The	popularity	of	phones	with	digital
memory	for	storing	multiple	phone	numbers	attests	to	the	problem	that	people	of	all	ages	have	with	primary	memory.	Rather	than	looking	up	important	phone	numbers	or	attempting	to	memorize	them,	we	can	store	these	in	the	phone	and	retrieve	them	with	the	push	of	one	or	two	buttons.	Another	technological	development	that	can	help	reduce	the
information	we	must	store	in	our	minds	is	the	personal	digital	assistant	(PDA).	These	handheld	devices	are	useful	for	storing	phone	numbers,	addresses,	and	memos	and	even	helping	with	orientation	to	physical	space	via	a	global	positioning	system	(GPS).	As	older	adults	become	more	comfortable	with	these	new	technologies,	they	may	experience	less
stress	about	retaining	newly	acquired	information.	both	episodic	and	semantic	memory	(Hoyer	&	Verhaeghen,	2006;	Rönnlund	et	al.,	2005).	Not	surprisingly,	semantic	memory	shows	the	least	decline	with	aging	because	it	is	stimulated	by	words	and	concepts	learned	throughout	one’s	lifetime.	Procedural	memory	is	also	retained	into	advanced	old
age;	even	people	who	have	not	ridden	a	bike	in	50	years	can	get	on	and	start	pedaling,	albeit,	perhaps,	somewhat	wobbly	at	first.	Some	age-related	decline	occurs	in	procedural	memory	where	the	elder	is	asked	to	remember	a	future	event	or	time,	but	the	effect	is	less	dramatic	than	for	episodic	memory.	Some	researchers	have	demonstrated	that
source	memory	is	not	independent,	but	a	component	of	episodic	memory	(Hoyer	&	Verhaeghen,	2006;	Johnson,	2005;	Siedlecki,	Salthouse,	&	Berish,	2005).	The	Importance	of	Learning	and	Memory	in	Everyday	Life	As	noted	above,	one	of	older	adults’	most	common	complaints	is	their	difficulty	when	attempting	to	learn	and	remember	new	names.
Researchers	find	that	older	learners	have	more	158	problems	than	young	adults	in	experiments	of	face	and	name	learning	tests.	Even	among	younger	people,	recalling	a	person’s	name	is	more	difficult	than	remembering	their	occupation.	This	is	because	information	about	an	occupation	is	meaningful	(e.g.,	we	can	visualize	a	person	“doing”	or
“performing”	a	job	or	relate	it	to	our	own	work),	but	names	often	do	not	have	a	semantic	association	to	help	process	the	new	information	(Fraas	et	al.,	2002;	Reese	&	Cherry,	2004;	Rendell,	Castel,	&	Craik,	2005).	The	best	learning	of	new	names	occurs	when	older	adults	are	told	they	will	be	asked	to	recall	the	names	later.	Information	about	the	name
to	be	recalled	(e.g.,	facial	features,	a	link	between	face	and	name)	can	help	older	learners,	whether	they	are	given	this	information	or	they	generate	the	descriptors	themselves	(Troyer	et	al.,	2006).	Executive	Function	in	Older	Adults	An	important	component	of	learning	is	executive	function,	which	is	the	ability	to	organize	one’s	learning.	It	includes
planning,	decision-making,	avoiding	interference	or	distraction	from	other	stimuli	while	using	one’s	working	memory	and	learning	new	content,	and	the	ability	to	shift	attention	from	one	task	to	another	and	to	modify	cognitive	and	spatial	sets	as	new	information	is	received.	Normal	aging	is	associated	with	mild	declines	in	executive	function,	but	older
adults	with	dementia—as	well	as	younger	and	older	adults	with	depression	or	obsessive	compulsive	disorders—experience	significant	impairment	in	this	ability	to	organize	their	learning	(Brooks,	Weaver,	&	Scialfa,	2006;	Gunstad	et	al.,	2006;	Watkins	et	al.,	2005).	Elders	who	exhibit	decrements	in	executive	function	over	time	also	show	signs	of
decline	in	instrumental	activities	of	daily	living	(IADL),	described	as	the	functional	ability	to	perform	daily	self-care	activities	(Royall	et	al.,	2004).	Problems	with	executive	function	and	working	memory	may	predict	difficulties	an	elder	will	have	with	medication	adherence.	Scores	on	executive	function	and	working	memory	ex-	COGNITIVE	CHANGES
WITH	AGING	plained	more	variance	in	elders’	ability	to	take	their	drugs	as	prescribed	than	did	their	age,	level	of	education,	or	illness	severity.	Executive	function	was	even	better	than	total	memory	scores	in	predicting	medication	adherence	(Insel	et	al.,	2006).	Can	executive	function	be	improved?	Recent	studies	suggest	that	this	may	be	possible
with	intensive	cognitive	intervention.	An	innovative	study	examined	elders	in	Experience	Corps,	a	high-intensity	volunteer	program	that	assigns	older	adults	to	work	with	schoolchildren.	Elders	who	were	trained	to	help	primary	schoolchildren	with	reading,	behavior	management,	and	in	parent	outreach	were	compared	with	their	counterparts	who	did
not	receive	any	training.	After	4	to	8	weeks	of	involvement	in	this	program,	elders	who	were	trained	scored	higher	on	tests	of	executive	function	and	memory	compared	to	their	baseline	scores	and	compared	with	control	group	elders.	Improvements	by	44	to	51	percent	were	particularly	dramatic	for	older	adults	with	impaired	executive	function	at
baseline.	In	contrast,	elders	in	the	control	group	with	impaired	executive	function	showed	a	decline	from	baseline	levels	to	followup.	The	researchers	attribute	these	gains	in	executive	function	among	volunteers	to	the	complex	environment	of	schools,	with	their	cognitive	challenges	and	diverse	stimuli	that	Executive	Corps	volunteers	must	master
(Carlson	et	al.,	2008).	Factors	That	Affect	Learning	in	Old	Age	The	Importance	of	Attention	Attention	is	a	critical	component	of	cognition,	especially	in	the	learning	process.	Researchers	address	three	components	of	attention	as	central	to	people’s	ability	to	perform	many	different	functions,	including	learning	new	skills	and	facts.	These	include
selection,	vigilance	(or	sustained	attention),	and	attentional	control	under	conditions	of	divided	attention	(Parasuraman,	1998).	Selective	attention	requires	both	conscious	and	unconscious	skills;	the	learner	must	be	able	to	select	information	relevant	to	a	task	while	ignoring	irrelevant	information.	Researchers	who	have	tested	age	differences	in
selective	attention	have	used	visual	search	tasks,	in	which	subjects	must	search	for	a	target	item	in	an	array	of	items	shown	under	different	conditions.	Older	people	do	somewhat	worse	than	young	research	subjects	in	such	studies,	but	only	under	more	complex	conditions.	Vigilance,	or	sustained	attention,	requires	the	individual	to	look	out	for	a
specific	stimulus	over	time.	This	is	the	type	of	attention	that	air	traffic	controllers	must	use	when	watching	for	blips	(each	one	representing	an	airplane)	on	a	radar	screen.	In	complex	tasks	in	which	each	signal	requires	some	decision	(e.g.,	directing	a	plane	to	change	its	flight	course	upon	seeing	the	blip),	older	people	do	worse	than	young	adults.
However,	few	differences	between	young	and	old	are	found	when	the	task	is	simple	or	does	not	place	significant	demands	on	memory,	or	when	participants	have	had	practice	with	that	type	of	vigilance	or	are	told	to	ignore	irrelevant	information.	Age	effects	emerge	when	an	event	to	be	attended	to	shows	up	in	an	unpredictable	pattern	(Einstein,
Earles,	&	Collins,	2002;	Rogers	&	Fisk,	2001).	Attentional	control	is	the	individual’s	ability	to	determine	how	much	attention	should	be	directed	at	specific	stimuli	and	when	to	shift	focus	to	other	stimuli.	This	is	particularly	important	under	conditions	of	divided	attention.	In	such	cases,	the	individual	attempts	to	perform	multiple	tasks	at	the	same	time,
such	as	listening	to	the	radio	or	conversing	on	a	cell	phone	when	driving,	or	speaking	on	the	phone	in	the	kitchen	while	cooking	a	multicourse	dinner.	Experiments	with	divided	attention	tasks	have	used	stimuli	in	the	same	sensory	mode	(e.g.,	listening	to	two	channels	of	music	or	words	simultaneously)	or	different	sensory	systems	(e.g.,	listening	to
spoken	words	while	reading	a	different	set	of	words).	As	with	the	other	two	159	COGNITIVE	CHANGES	WITH	AGING	components	of	attention,	age	differences	are	not	as	dramatic	as	once	thought.	If	the	older	person	has	had	practice	with	managing	multiple	tasks	(e.g.,	an	experienced	cook	who	can	prepare	multiple	dishes	simultaneously),	it	is	just	as
easy	for	old	and	young	subjects	to	shift	their	attention.	To	the	extent	that	a	task	becomes	practiced	or	“automatic,”	even	if	these	skills	were	developed	many	years	ago,	an	older	person	can	perform	them	without	any	more	attentional	control	than	a	young	person.	However,	the	more	complex	the	activities	demanded	by	each	task,	the	more	it	affects	an
older	person’s	ability	to	perform	the	tasks	simultaneously.	Furthermore,	if	the	individual	is	anxious	while	taking	tests	that	require	divided	attention,	older	adults	do	worse	than	do	younger	test-takers	(Hogan,	2003;	Whiting,	2003).	Practical	Implications	of	Attention	Changes	with	Aging	A	better	understanding	of	what	causes	age-related	changes	in
attention	and	the	nature	of	such	changes	can	improve	the	person–environment	(P–E)	interface	and	competence	for	older	people	and	their	responses	for	maintaining	active	aging.	For	example,	by	examining	each	step	of	the	task	of	driving	under	different	conditions,	researchers	can	focus	on	specific	elements	of	selective	attention,	vigilance,	and
attentional	control.	Drivers	must	attend	to	important	cues	such	as	changes	in	traffic	signals,	traffic	flow,	and	the	speed	of	other	cars.	Vigilance	plays	an	important	role	in	longdistance	driving,	especially	on	monotonous	stretches	of	interstate	highways.	By	breaking	down	each	component	of	driving	and	determining	which	conditions	help	or	hinder	older
drivers,	designers	of	traffic	systems	can	place	warning	signs	or	traffic	lights	in	the	most	complex	locations	in	order	to	prevent	accidents.	Concurrently,	classes	aimed	at	older	drivers	can	take	advantage	of	this	knowledge	to	improve	students’	selective	attention	and	vigilance	skills	under	diverse	driving	conditions.	Older	adults	are	disproportionately
involved	in	motor	vehicle	accidents.	160	A	better	understanding	of	age-related	attention	changes	can	reduce	their	high	accident	rates.	Environmental	and	Personal	Factors	One	problem	with	assessing	learning	ability	is	that	it	is	not	possible	to	measure	the	process	that	occurs	in	the	brain	while	an	individual	is	acquiring	new	information.	Instead,	we
must	rely	on	an	individual’s	performance	on	tests	that	presumably	measure	what	was	learned.	This	may	be	particularly	disadvantageous	to	older	persons,	whose	performance	on	a	test	of	learning	may	be	poor	because	of	inadequate	or	inappropriate	conditions	for	expressing	what	was	learned	(Hess,	Rosenberg,	&	Waters,	2001).	For	example,	an	older
person	may	in	fact	have	learned	many	new	concepts	in	reading	a	passage	from	a	novel,	but	not	necessarily	the	specific	concepts	that	are	called	for	on	a	test	of	learning.	Certain	physical	conditions	may	affect	performance	and	thus	lead	to	underestimates	of	what	the	older	person	has	actually	learned.	These	include:	•	an	unfamiliar	learning
environment	•	poor	lighting	levels	and	small	font	size	•	tone	and	volume	of	the	test-giver’s	voice	in	an	oral	exam	•	time	constraints	placed	on	the	test-taker	The	learning	environment	can	be	improved,	however.	Some	ways	to	do	this	include:	•	•	•	•	•	glare-free	and	direct	lighting	lettering	of	good	quality	larger	fonts	color	contrast	a	comfortable	test-
taking	situation	with	minimal	background	noise	•	a	relaxed	and	articulate	test-giver	As	noted	above,	time	constraints	are	particularly	detrimental	to	older	people.	Although	the	ability	to	encode	new	information	quickly	is	a	sign	of	learning	ability,	it	is	difficult	to	measure.	Instead,	response	time	is	generally	measured.	As	we	have	already	seen,
psychomotor	and	sensory	slowing	with	COGNITIVE	CHANGES	WITH	AGING	Computers	provide	elders	with	intellectual	and	social	opportunities.	Courtesy	of	H.	Asuman	Kiyak	age	has	a	significant	impact	on	elders’	response	speed.	Declines	in	perceptual	speed,	which	can	be	measured	separately	from	memory	skills	per	se,	may	be	a	major	reason	why
older	people	do	worse	on	memory	tests.	Researchers	have	shown	that	perceptual	speed	accounts	for	a	significant	part	of	the	observed	age-related	variance	in	memory	performance.	Even	when	older	research	subjects	are	given	more	time	to	complete	tests	of	memory,	their	perceptual	speed	still	plays	a	significant	role	in	their	performance	(Ratcliff,
Spieler,	&	McKoon,	2000;	Salthouse,	1996).	The	general	slowing	hypothesis	proposed	by	Salthouse	(1996)	suggests	that	processing	of	information	slows	down	in	the	nervous	system	with	aging.	This	results	in	more	problems	with	responding	to	complex	tasks,	with	older	subjects	doing	worse	on	tests	involving	more	decisions	than	do	younger	people.
This	hypothesis	also	implies	that	older	people	perform	worse	under	multitasking	conditions	(e.g.,	working	on	a	computer	while	speaking	on	the	phone	and	listening	to	the	radio)	than	do	younger	people.	Research	on	paired-associates	tasks	has	demonstrated	that	older	persons	make	more	errors	of	omission	than	errors	of	commission.	That	is,	older
persons	are	more	likely	not	to	give	an	answer	than	to	guess	and	risk	being	wrong.	This	phenomenon	was	first	recognized	in	middle-aged	and	older	adults	in	tests	of	psychomotor	functioning.	The	older	the	respondent,	the	more	likely	that	the	person	has	to	work	for	accuracy	at	the	expense	of	speed.	This	occurs	even	when	the	older	learner	is
encouraged	to	guess	and	is	told	that	it	is	acceptable	to	give	wrong	answers	(i.e.,	commission	errors).	Conditions	of	uncertainty	and	high	risk	are	particularly	difficult	for	older	persons,	where	they	are	far	more	cautious	than	the	young.	Low-risk	situations	elicit	less	caution	from	older	adults	and	greater	willingness	to	give	responses	in	a	learning	task.
The	aging	process	may	create	an	increased	need	to	review	multiple	aspects	of	a	problem,	probably	because	of	past	experiences	with	similar	dilemmas.	Errors	of	omission	may	be	reduced	somewhat	by	giving	rewards	for	both	right	and	wrong	answers,	thereby	forcing	an	answer.	Verbal	ability	and	educational	level	are	important	factors	in	learning
verbal	information.	Studies	that	entail	learning	prose	passages	show	age	deficits	among	those	with	average	vocabulary	abilities	and	minimal	or	no	college	education.	In	contrast,	older	persons	with	high	verbal	ability	and	a	college	education	perform	as	well	as	younger	subjects	in	such	experiments.	This	may	be	due	to	greater	practice	and	facility	with
such	tasks	on	the	part	of	more	educated	persons	and	those	with	good	vocabulary	skills.	It	may	also	reflect	differences	in	the	ability	to	organize	new	information,	a	skill	that	is	honed	through	years	of	education	and	one	that	assists	in	the	learning	of	large	quantities	of	new	material.	Stability	in	performing	familiar	perceptualmotor	tasks	may	also	occur
because	the	accomplished	performer	of	a	specific	task	makes	more	efficient	moves	than	does	a	less-skilled	person.	Such	differences	are	evident	in	many	areas	demanding	skill,	from	typing	and	driving	to	playing	a	musical	instrument	or	operating	a	lathe.	Therefore,	older	workers	can	overcome	the	effects	of	slower	psychomotor	speed	and	declines	in
learning	skills	by	their	greater	experience	in	most	occupations.	As	described	above	with	respect	to	divided	attention,	older	people	who	are	experienced	in	performing	specific	tasks	show	no	age	decrements	in	these	activities.	161	COGNITIVE	CHANGES	WITH	AGING	The	conditions	under	which	learning	takes	place	affect	the	old	more	than	the	young,
just	as	test	conditions	are	more	critical.	Older	persons	respond	differently	to	varied	testing	situations;	people	tested	under	challenging	conditions	(“this	is	a	test	of	your	intelligence”)	are	likely	to	do	worse	than	those	in	supportive	conditions	(“the	researcher	needs	your	help”).	Positive	feedback	appears	to	be	a	valuable	tool	for	eliciting	responses	from
older	adults	in	both	learning	and	test	situations.	Fatigue	may	also	play	a	role.	Older	adults	perform	better	on	tests	of	working	memory	in	the	morning	when	they	are	more	alert.	They	perform	worse	than	young	adults	on	these	same	tasks	in	the	evening	(West	et	al.,	2002).	Pacing	the	rate	of	information	flow	makes	it	suitable	to	learners	of	any	age	and
gives	them	opportunities	to	practice	the	new	information	(e.g.,	writing	down	or	spelling	aloud	newly	learned	words).	Self-pacing	is	most	beneficial	for	older	learners,	followed	by	a	moderate	pace	set	by	the	test-giver.	Older	adults	do	much	worse	than	younger	adults	when	information	is	presented	in	a	fast-paced	manner.	Another	condition	that
supports	learning	is	the	presentation	of	familiar	and	relevant	material	compared	to	information	perceived	by	the	older	learner	to	be	unimportant.	Older	people	do	worse	in	recalling	recently	acquired	information	than	do	younger	people	when	the	new	material	is	unfamiliar	or	confusing.	Age	differences	also	emerge	when	the	material	to	be	learned	has
low	meaning	and	personal	significance	to	the	learner.	Laboratory	studies	of	cognitive	functioning	often	seem	artificial	and	meaningless	to	older	adults	who	are	unaccustomed	to	such	research	methods,	and	even	more	so	to	those	with	little	academic	experience.	Many	people	will	complain	that	such	tests	are	trivial,	nonsense,	or	that	the	tasks	have	no
connection	to	the	“real	world.”	Spatial	memory—that	is,	the	ability	to	recall	where	objects	are	in	relationship	to	each	other	in	space	(e.g.,	using	a	map	or	finding	one’s	way	back	to	where	the	car	is	parked)—also	appears	to	decline	with	aging.	It	is	unclear,	however,	if	older	people	do	worse	than	the	young	because	162	they	have	difficulty	encoding	and
processing	the	information	or	if	the	problem	is	in	retrieval.	It	appears	that	there	is	an	age-related	decline	in	encoding	ability	for	spatial	information.	Older	people	have	more	difficulty	than	younger	persons	in	reading	maps	that	are	misaligned	relative	to	the	user.	For	example,	when	older	people	stand	in	front	of	a	“You	are	here”	map	that	is	aligned	180
degrees	away	from	their	orientation,	they	take	up	to	50	percent	more	time	and	make	30	percent	more	errors	than	younger	persons	in	the	same	condition.	However,	when	the	map	is	aligned	directly	with	the	user,	no	age	differences	are	observed.	This	may	be	attributable	to	increased	problems	with	mental	rotation	of	external	images	and	with
perspective-taking	as	we	age.	Older	adults	also	perform	less	well	than	younger	people	when	they	are	shown	a	set	of	items	in	a	certain	arrangement,	then	the	items	are	removed,	and	they	are	asked	to	reconstruct	the	objects	in	the	same	arrangement	(Aubrey,	Li,	&	Dobbs,	1994;	Das	&	Agarwai,	2000).	Age-Related	Changes	in	Memory	As	we	have	seen,
learning	involves	encoding	information	and	storing	it	into	secondary	or	longterm	memory	so	that	it	can	be	retrieved	and	used	later.	Studies	of	this	process	have	focused	on	two	EXAMPLES	OF	RETRIEVAL	Recall	Free	recall	“List	the	capitals	of	each	state.”	“Describe	how	to	repair	a	bicycle	tire.”	Cued	recall	“The	capital	of	New	York	begins	with	the
letter	‘A’;	what	is	it?”	Recognition	“Which	of	these	three	cities	is	the	capital	of	New	York?”	“All	but	one	of	the	following	is	a	type	of	memory.	Select	the	one	that	is	not.”	COGNITIVE	CHANGES	WITH	AGING	types	of	retrieval:	recall	and	recognition.	Recall	is	the	process	of	searching	through	the	vast	store	of	information	in	secondary	memory,	perhaps
with	a	cue	or	a	specific,	orienting	question.	Recognition	requires	less	search.	The	information	in	secondary	memory	must	be	matched	with	the	stimulus	information	in	the	environment.	Recall	is	demanded	in	essay	exams,	recognition	in	multiple-choice	tests.	Not	surprisingly,	most	researchers	identify	age-related	deficiencies	in	recall	but	few
differences	in	recognition.	This	may	be	due	to	the	context	in	which	multiple	stimuli	are	presented,	triggering	cues	for	the	test-taker.	Recall	tasks	have	been	further	divided	into	free	recall	and	cued	recall	situations.	In	the	former,	no	aids	or	hints	are	provided	for	retrieving	information	from	secondary	memory.	In	the	latter	case,	the	individual	is	given
some	information	to	aid	in	the	search	(e.g.,	category	labels	and	the	first	letter	of	a	word).	Older	people	tend	to	do	less	well	than	the	young	in	tests	of	free	recall	but	are	aided	significantly	by	cueing.	In	particular,	use	of	category	labels	(semantic	cues)	at	the	learning	stage	is	found	to	be	more	helpful	to	older	persons	than	the	use	of	structural	cues—for
example,	giving	the	respondent	the	first	letter	of	a	word	to	be	recalled.	However,	cued	recall	tests	are	not	as	helpful	as	recognition	tests	for	older	learners.	The	question	of	whether	older	people	have	better	recall	of	events	that	occurred	in	the	distant	past	than	recent	situations	is	unclear.	Many	events	are	firmly	embedded	in	secondary	memory
because	they	are	unique	or	so	important	that	subsequent	experiences	do	not	interfere	with	the	ability	to	recall	them.	The	birth	of	a	child,	one’s	wedding	ceremony,	or	the	death	of	a	parent,	partner,	or	sibling	are	events	that	most	people	can	recall	in	detail	40	or	more	years	later.	This	may	be	because	the	situation	had	great	personal	significance	or—in
the	case	of	world	events,	such	as	the	bombing	of	Hiroshima	or	the	terrorist	attacks	of	9/11/01—had	a	profound	impact	on	world	history.	Some	distant	events	may	be	better	recalled	because	they	have	greater	personal	relevance	for	the	individual’s	social	development	than	recent	experiences,	or	because	they	have	been	rehearsed	or	thought	about
more.	Another	possibility	is	that	cues	that	helped	the	older	person	recall	events	in	the	past	are	less	effective	with	recalling	recent	occasions	because	of	“cue-overload.”	That	is,	the	same	cues	that	were	once	helpful	in	remembering	certain	information	are	also	used	to	recall	many	recent	events,	but	the	cues	are	so	strongly	associated	with	one’s	earlier
life	experiences	that	the	newer	information	becomes	more	difficult	to	retrieve.	For	example,	older	people	may	have	difficulty	memorizing	new	phone	numbers	because	the	cues	that	helped	them	recall	phone	numbers	in	the	past	may	be	so	closely	associated	with	previous	ones	that	they	confuse	recent	phone	numbers	with	old	ones.	One	problem	in
determining	whether	recall	of	distant	situations	is	really	better	than	recall	of	recent	events	is	the	difficulty	in	validating	an	older	person’s	memories.	In	many	cases,	there	are	no	sources	that	can	be	checked	to	determine	the	accuracy	of	such	recollections.	We	can	all	identify	with	the	process	of	asking	an	old	friend	or	family	member	“Do	you	remember
the	time	when	.	.	.?”	If	others	have	no	recollection	of	the	event,	it	may	make	us	wonder	if	the	situation	really	took	place,	or	it	may	mean	that	the	event	was	so	obscure	that	it	made	no	impact	on	other	people.	Hence,	such	memories	are	difficult	to	measure	accurately.	Several	theories	are	offered	to	explain	why	older	people	may	have	problems	with
retrieving	information	from	secondary	memory.	One	explanation	is	that	not	using	the	information	results	in	its	loss	(the	disuse	theory).	This	theory	suggests	that	information	can	fade	away	or	decay	unless	it	is	exercised,	as	in	the	adage	“use	it	or	lose	it.”	However,	this	explanation	fails	to	account	for	the	many	facts	that	are	deeply	embedded	in	a
person’s	memory	store	and	that	can	be	retrieved	even	after	years	of	disuse.	A	more	widely	accepted	explanation	is	that	new	information	interferes	with	the	material	that	has	been	stored	over	many	years.	As	we	have	noted	earlier,	interference	is	a	problem	in	the	learning	or	encoding	stage.	When	the	older	person	is	distracted	while	trying	to	learn	new
information,	this	information	does	not	become	stored	163	COGNITIVE	CHANGES	WITH	AGING	in	memory.	Poor	retrieval	may	be	due	to	a	combination	of	such	distraction	during	the	learning	stage	and	interference	by	similar	or	new	information	with	the	material	being	searched	in	the	retrieval	stage.	Although	researchers	in	this	area	have	not
conclusively	agreed	on	any	of	these	explanations,	the	interference	theory	appears	to	hold	more	promise	than	others	for	explaining	observed	problems	with	retrieval.	Tip-of-the-Tongue	States	Tip-of-the-tongue	states	(TOTs)	represent	a	specific	type	of	difficulty	in	retrieval.	We	all	experience	situations	when	we	know	the	name	of	a	place	or	person	but
cannot	immediately	recall	it.	This	might	be	the	name	of	a	favorite	restaurant	or	park	or	a	famous	actor,	character	in	a	story,	or	an	acquaintance	we	have	not	seen	in	many	years.	Features	of	TOTs	are	that	the	target	word	is	familiar	and	will	be	recalled	by	searching	through	one’s	memory,	drawing	associations	from	similar	names,	or	mentally	focusing
on	an	image	of	the	place	or	person.	TOTs	are	also	distinguished	by	a	feeling	of	imminence—the	sense	that	one	can	“almost”	remember	it	or	that	it	is	on	the	“tip	of	one’s	tongue”	(Schwartz,	2002).	Although	all	people	experience	TOTs,	both	anecdotal	evidence	and	cross-sectional	studies	show	that	TOTs	increase	with	age.	Two	different	theories	have
been	offered	to	explain	this.	The	decrement	model	suggests	that	memory	networks	deteriorate	with	aging	and	TOTs	are	a	manifestation	of	these	impaired	networks	(Brown	&	Nix,	1996).	The	second	model	focuses	on	incremental	knowledge	gain	with	aging,	whereby	the	cumulative	knowledge	and	vocabulary	of	older	adults	can	cause	more	names	in
secondary	memory	to	interfere	with	the	name	to	be	recalled	(Dahlgren,	1998).	When	we	experience	a	TOT,	most	of	us	can	rely	on:	1.	spontaneous	retrieval	of	the	name	(i.e.,	letting	it	pop	into	our	primary	memory	later,	when	we	are	removed	from	the	immediate	pressure	to	remember	the	words),	164	2.	using	specific	search	strategies	such	as	cues
(e.g.,	listing	similar	names	or	going	through	the	alphabet),	or	3.	using	other	sources	to	aid	recall,	such	as	asking	another	person	or	looking	in	a	dictionary	or	thesaurus.	Older	people	seem	to	utilize	spontaneous	recall	more	often	and	search	strategies	of	any	type	less	often	than	young	adults.	These	differences	may	be	explained	by	the	decrement	model
and	incremental	knowledge	model.	The	former	would	posit	that	aging	causes	deterioration	in	one’s	efficient	use	of	cues;	the	latter	attributes	it	to	a	larger	bank	of	names	in	one’s	memory	that	makes	it	difficult	to	search	for	a	specific	word	(Schwartz,	2002).	The	Positivity	Effect	in	Information-Processing	Recent	studies	have	pointed	to	a	“positivity
effect”	in	older	adults’	attention	skills	and	their	learning	and	memory	processes.	Comparisons	between	older	and	younger	adults	show	that	the	former	recall	twice	as	much	information	with	positive	emotional	content	than	negative	or	neutral	information.	In	contrast,	younger	adults	recall	positive	and	negative	information	equally	well.	Using	functional
magnetic	resonance	imaging	(fMRI),	researchers	have	observed	this	process	by	noting	areas	activated	in	the	brain	when	attending	to	various	stimuli.	The	amygdala	is	active	when	older	adults	respond	to	positive	stimuli	but	not	when	faced	with	negative	stimuli.	Younger	persons’	amygdala	is	activated	under	both	conditions.	The	same	pattern	appears
when	testing	attention	speed:	older	adults	respond	faster	to	positive	images	than	to	negative,	whereas	younger	adults	attend	at	the	same	speed	to	negative	and	positive	images.	These	findings	demonstrate	a	“positivity	bias”	with	aging,	such	that	older	adults	tend	to	regulate	their	emotional	experience	by	focusing	on	positive	information.	The	aging
process	may	slow	some	learning	and	memory	skills,	but	the	type	of	information	to	be	COGNITIVE	CHANGES	WITH	AGING	attended	to,	learned,	and	retained	in	memory	affects	the	level	of	decline	(Carstensen,	2007).	However,	one	downside	to	this	process	is	that	older	adults	are	less	likely	to	detect	deception	and	lying	by	others	because	their
positivity	bias	results	in	an	expectation	that	most	people	are	honest.	This	may	be	a	factor	in	how	often	older	adults	are	victims	of	scams	and	financial	exploitation	(Blanchard-Fields	&	Kalinauskas,	2009;	Stanley	&	Blanchard-Fields,	2008).	Improving	Cognitive	Abilities	in	Old	Age	Cognitive	Retraining	In	the	Seattle	Longitudinal	Study	(SLS)	described
earlier	in	this	chapter,	the	researchers	tested	the	effects	of	cognitive	retraining—teaching	research	participants	how	to	use	various	techniques	to	keep	their	minds	active	and	maintain	good	memory	skills.	This	approach	to	retraining	is	based	on	the	premise	of	maximizing	one’s	remaining	potential,	a	widely	accepted	concept	in	physical	aging	but	only
recently	applied	to	cognitive	aging.	In	the	SLS,	cognitive	retraining	resulted	in	a	reversal	of	declines	that	had	been	observed	over	the	preceding	14	years	in	40	percent	of	research	participants.	Many	elders	maintained	these	gains	over	the	next	testing	period,	and	up	to	five	years	in	some	retraining	experiments	(Willis,	2001;	Willis	et	al,	2006).
However,	cognitive	training	in	some	areas	may	be	more	effective	than	others.	Elders	in	the	SLS	trained	in	reasoning	ability	demonstrated	more	long-term	gains	than	those	trained	in	spatial	orientation,	especially	14	years	later	(Boron,	Willis,	&	Schaie,	2007).	Teaching	older	adults	strategies	for	remembering	lists	of	words,	themes,	and	details	in
stories	by	using	practice	and	performance	feedback	can	significantly	improve	their	memory.	In	one	large-scale	study,	a	10-session	memory-training	intervention	resulted	in	26	percent	of	elders	improving	their	memory	immediately	after	the	intervention,	and	the	effects	continued	for	2	years	(Ball	et	al.,	2002).	This	same	study	assessed	the	impact	of
memory	retraining	on	IADLs	up	to	5	years	later.	Elders	who	received	inductive	reasoning	training	showed	the	greatest	improvement	in	IADLs	such	as	reading	road	signs,	following	directions	on	a	medication	bottle,	and	looking	up	telephone	numbers.	Booster	sessions	at	11	and	35	months	improved	skills	even	more.	Training	in	memorization	and	speed
of	processing	was	less	beneficial	(Willis	et	al.,	2006).	Most	cognitive	retraining	programs	focus	on	specific	areas	of	cognition—including	memory,	speed	of	processing,	and	reasoning—because	these	functions	all	show	some	declines	with	aging.	In	the	ACTIVE	trial	(Advanced	Cognitive	Training	for	Independent	and	Vital	Elderly),	older	adults	were
randomly	assigned	to	complete	cognitive	training	in	three	areas	simultaneously:	memory,	inductive	reasoning	and	speed	of	processing,	or	to	a	control	group	with	no	interventions.	More	than	90	percent	of	the	elders	who	completed	memory	training	improved	on	at	least	one	test	of	memory,	regardless	of	the	specific	strategies	they	chose	to	help	them
remember.	Those	with	a	college	degree	or	higher	performed	best,	followed	by	elders	who	had	completed	high	school.	Young-old	and	old-old	learners	improved	much	more	than	the	oldest-old	(Langbaum	et	al.,	2009).	In	another	study	that	compared	learners	age	70–79	with	those	80–90	on	tests	of	perceptual-motor	speed,	reasoning	and	visual	attention,
the	former	group	generally	performed	better,	but	both	age	groups	retained	50	percent	of	what	they	had	learned	in	the	original	retraining	program	eight	months	earlier	(Yang	&	Krampe,	2009).	Besides	age	and	educational	level,	the	effectiveness	of	cognitive	retraining	programs	depends	on	the	mental	status	and	physical	health	of	participating	elders
(Nyberg,	2005).	There	has	been	considerable	experimentation	with	chemical	interventions	to	improve	memory.	Researchers	have	tested	products	that	enhance	the	chemical	messengers	in	neurons	or	improve	the	function	of	neural	receptors.	A	natural	extract	derived	from	leaves	of	the	ginkgo	165	COGNITIVE	CHANGES	WITH	AGING	LIFELONG
LEARNING	Continuing	education	is	an	excellent	way	to	maintain	intellectual	skills	in	old	age.	Elderhostel	is	a	popular	international	program	that	offers	older	adults	learning	options	located	on	college	campuses	and	through	tours	to	educational	and	historic	sites.	“Summer	College	for	Seniors”	is	a	program	offered	by	Shoreline	Community	College	in
Seattle.	Each	summer,	more	than	100	elders	participate	in	week-long	college	classes	on	topics	as	wide-ranging	as	constitutional	law	and	classical	music.	College	faculty	who	teach	these	older	students	enjoy	the	perspectives	they	bring	and	praise	their	maturity,	both	intellectually	and	emotionally.	As	one	65-yearold	Summer	College	student	noted,	“The
people	here	may	be	gray	on	top,	but	they’re	not	dull	between	the	ears.”	Another	participant,	age	75,	added,	“I	think,	as	a	senior,	mental	stimulation	is	as	important	as	physical	exercise.”	SOURCE:	Seattle	Times,	July	25,	2000,	p.	B1	(F.	Vinluan,	staff	reporter).	biloba	or	maidenhair	tree	has	received	attention	because	it	seems	to	improve	memory	by
improving	circulation	in	the	brain.	Systematic	research	on	the	effects	of	ginkgo	biloba	for	mild	memory	loss,	as	well	as	for	people	with	Alzheimer’s	disease,	has	not	shown	significant	benefits,	however	(van	Dongen	et	al.,	2003).	Vitamin	E	is	an	antioxidant	that	may	help	enhance	memory	by	reducing	oxidative	damage	resulting	from	normal	aging.	No
long-term	human	studies	are	yet	available	to	support	these	claims	for	the	benefits	of	vitamin	E	or	other	possible	supplements	such	as	lecithin,	vitamin	B12,	and	folic	acid.	It	is	also	important	to	recognize	that	therapeutic	doses	of	these	and	other	supplements	(i.e.,	levels	that	are	high	enough	to	show	improved	memory	function)	can	cause	harmful	side
effects	such	as	internal	bleeding,	and	mega-	doses	may	even	increase	mortality	(Bjelakovic,	et	al.,	2007).	Other	research	has	examined	the	benefits	of	practical	memory-enhancing	methods,	such	as	cognitive	aids.	Although	useful	at	any	age,	cognitive	aids	may	be	particularly	helpful	for	an	older	person	166	who	is	experiencing	increased	problems	with
realworld	cognitive	abilities,	such	as	recalling	names,	words,	phone	numbers,	and	daily	chores.	However,	elders	are	more	likely	to	use	external	aids	such	as	notes	and	lists	than	cognitive	aids.	That	is,	they	are	more	likely	to	reduce	environmental	press	to	enhance	their	competence	in	learning	as	a	means	of	improving	P–E	congruence.	One	way	of
improving	personal	competence	may	be	to	enhance	cardiovascular	fitness.	An	intervention	to	increase	physical	activity	among	sedentary	elders	found	that	improving	physical	performance,	gait,	speed,	and	balance	resulted	in	higher	scores	on	a	test	of	working	memory	and	psychomotor	speed.	This	finding	suggests	that,	by	steadily	increasing	the
physical	activity	levels	of	sedentary	elders,	their	cognitive	skills	can	also	be	improved	(Williamson	et	al.,	2009).	One	explanation	for	the	positive	effects	of	cardiovascular	fitness	on	learning	and	memory	may	be	that	exercise	improves	blood	flow	to	the	brain.	Another	factor	may	be	that	synaptic	connections	in	the	frontal	lobes	increase	with
cardiovascular	activity	(Colcombe	&	Kramer,	2003;	Kramer,	Erickson,	&	Colcombe,	2006).	DIET	AND	COGNITIVE	CHANGE	The	results	of	a	large	cohort	study	of	almost	4,000	community-dwelling	elders	found	that	vegetable	consumption	may	reduce	the	rate	of	cognitive	decline	with	aging.	Older	adults	who	averaged	2.8	servings	per	day	of
vegetables	(especially	leafy	greens,	broccoli,	squash,	and	collards)	had	a	40	percent	slower	decline	over	6	years	on	tests	of	immediate	and	delayed	recall,	perceptual	speed,	attention,	and	short-term	memory	than	did	elders	who	consumed	an	average	of	0.9	servings	per	day.	High	levels	of	fruit	intake	or	use	of	vitamin	supplements	did	not	affect
cognitive	scores	over	time.	The	benefits	of	higher	vegetable	intake	were	greater	for	the	old-old	in	this	study.	These	results	support	the	findings	of	a	national	study	of	women	(the	Nurses	Study),	which	showed	that	high	intake	of	vegetables,	but	not	fruit,	slowed	cognitive	decline	(Kang,	Ascherio,	and	Grodstein,	2005;	Morris	et	al.,	2006).	COGNITIVE
CHANGES	WITH	AGING	Older	adults	who	are	most	concerned	about	declining	memory	use	external	and	cognitive	aids	as	a	way	of	coping	with	the	problem.	This	is	particularly	true	for	elders	with	a	strong	internal	locus	of	control—that	is,	a	belief	that	they	have	control	over	their	well-being	rather	than	attributing	their	problems	to	external	forces
(Verhaeghen	et	al.,	2000).	Similarly,	older	adults	who	believe	they	have	good	memory	actually	do	better	on	tests	of	memory	than	their	peers	who	lack	confidence	in	their	memory	skills	(Zelinski	&	Gilewski,	2004).	Recognizing	that	low	self-efficacy	can	affect	older	people’s	learning	ability,	researchers	have	used	cognitive	restructuring	techniques	to



convince	older	learners	to	change	their	views	of	aging	and	memory.	By	focusing	on	their	strengths	and	believing	that	they	could	control	how	much	they	retain	of	newly	acquired	information,	elders	in	one	study	improved	their	scores	on	memory	tests	more	than	their	counterparts	who	did	not	receive	self-efficacy	training	(Caprio-Prevette	&	Fry,	1996).
Memory	Mediators	Most	memory	improvement	techniques	are	based	on	the	concept	of	mediators,	that	is,	the	use	of	visual	and	verbal	links	between	information	to	be	encoded	and	information	that	is	already	in	secondary	memory.	Mediators	may	be	visual	(e.g.,	the	method	of	locations)	or	verbal	(e.g.	the	use	of	mnemonics).	Visual	mediators—in
particular,	the	method	of	locations	(or	loci)—are	useful	for	learning	a	list	of	new	words,	names,	or	concepts.	Each	word	is	associated	with	a	specific	location	in	a	familiar	environment.	For	example,	the	individual	is	instructed	to	“walk	through”	his	or	her	own	home	mentally.	As	the	person	walks	through	the	rooms	in	succession,	each	item	on	the	list	is
associated	with	a	particular	space	along	the	way.	Older	persons	using	this	technique	are	found	to	recall	more	words	on	a	list	than	when	they	use	no	mediators.	One	advantage	of	the	method	of	loci	is	that	learners	can	visualize	the	new	information	within	a	familiar	setting	and	can	decide	for	themselves	what	new	concept	should	be	linked	with	what
specific	part	of	the	environment.	Imaging	is	a	useful	technique	in	everyday	recall	situations	as	well.	For	example,	an	older	person	can	remember	what	he	or	she	needs	to	buy	at	the	grocery	store	by	visualizing	using	these	items	in	preparing	dinner.	Another	example	of	visual	mediators	is	the	use	of	visual	images	to	recall	names	(e.g.	recalling	the	name
“John	Doe”	by	visualizing	him	as	making	dough).	This	type	of	exercise	to	strengthen	memory	in	one	task	can	help	improve	performance	on	other	memory	tasks	(Colcombe	&	Kramer,	2003).	Another	way	of	organizing	material	to	be	learned	and	to	ensure	its	storage	in	secondary	memory	is	to	use	mnemonics,	or	verbal	riddles,	rhymes,	and	codes
associated	with	the	new	information.	Many	teachers	use	such	rhymes	to	teach	their	students	multiplication,	spelling	(e.g.,	“i	before	e	except	after	c”),	and	the	calendar	(“30	days	hath	September,	April,	June,	and	November	.	.	.”).	Many	other	mnemonics	are	acquired	through	experience	as	well	as	our	own	efforts	to	devise	ways	to	learn	a	new	concept
(e.g.,	making	up	a	word	to	remember	the	three	components	of	cognition—intelligence,	learning,	memory—might	become	“IntLeMe”).	These	can	assist	older	people	to	learn	more	efficiently,	especially	if	the	mnemonics	are	specific	to	the	memory	task	at	hand.	Older	people	with	mild	or	moderate	dementia	can	also	benefit	from	visual	methods	of	recall
but	less	from	listmaking.	Whatever	method	is	used,	however,	it	is	important	to	train	the	older	adult	in	the	use	of	a	specific	mnemonic	and	to	provide	easy	strategies	to	help	the	person	apply	these	techniques	to	everyday	learning	events.	In	one	study,	researchers	provided	half	the	sample	with	a	“memory	handbook”	and	30	minutes	of	practical
instruction;	the	other	half	were	given	just	a	pamphlet	that	provided	examples	of	useful	mnemonics	(but	no	face-to-face	instruction	in	their	use).	The	former	group	demonstrated	significant	improvements	in	two	subsequent	memory	tests;	the	pamphlet	group	did	not	167	COGNITIVE	CHANGES	WITH	AGING	(Andrewes,	Kinsella,	Murphy,	1996).	Other
mediators	to	aid	memory	include:	1.	using	the	new	word	or	concept	in	a	sentence,	2.	associating	the	digits	in	a	phone	number	with	symbols	or	putting	them	into	a	mathematical	formula	(e.g.,	“the	first	digit	is	4,	the	second	and	third	are	multiplied	to	produce	the	first”),	3.	placing	the	information	into	categories,	4.	using	multiple	sensory	memories,	and
5.	combining	sensory	with	motor	function.	In	this	last	technique,	one	can	write	the	word	(iconic	memory),	repeat	it	aloud	to	oneself	(echoic	memory),	or	“feel”	the	letters	or	digits	by	outlining	them	with	one’s	hand.	Unfortunately,	many	older	persons	do	not	practice	the	use	of	newly	learned	memory	mediators.	They	may	not	be	motivated	to	use	the
techniques,	which	often	LOOK,	SNAP,	AND	CONNECT	A	practical	method	for	retaining	information	efficiently	in	order	to	recall	it	later	is	the	“Look,	Snap	and	Connect”	technique,	recommended	by	Small	(2002),	who	suggests	that	we	can	improve	our	memory	at	every	age	by	using	an	encoding	and	retrieval	system	that	is	personally	meaningful.	The
components	of	this	method	are:	Look:	Actively	focus	on	what	you	want	to	learn	in	order	to	take	in	the	information,	and	record	the	information	received	through	multiple	senses.	Snap:	Create	a	mental	snapshot	or	image	of	the	object	or	person	or	word(s)	to	be	remembered;	the	more	bizarre	or	unusual	the	image,	the	better	it	will	be	recalled	(e.g.,
remembering	Mr.	Brown’s	name	by	visualizing	him	covered	with	brown	paint).	Connect:	Visualize	a	link	to	associate	the	images	created	through	mental	snapshots,	thereby	retaining	the	information	through	its	link	with	existing	memories	(e.g.,	remembering	a	grocery	list	by	connecting	items	together,	such	as	flour	poured	over	apples	that	are
swimming	in	a	bowl	of	milk).	SOURCE:	From	G.	Small,	The	memory	bible,	New	York:	Hyperion,	2002.	168	seem	awkward,	or	they	may	forget	and	need	to	be	reminded.	Perhaps	the	major	problem	is	that	these	are	unfamiliar	approaches	to	the	current	cohort	of	older	adults.	As	future	cohorts	become	more	practiced	in	these	memory	techniques	through
their	educational	experiences,	the	use	of	such	strategies	in	old	age	may	increase.	The	most	important	aspect	of	memory	enhancement	may	be	the	ability	to	relax	and	to	avoid	feeling	anxious	or	stressed	during	the	learning	stage.	As	noted	earlier,	many	older	people	become	overly	concerned	about	occasional	memory	lapses,	viewing	them	as	a	sign	of
deterioration	and	possible	onset	of	dementia.	Thus,	a	young	person	may	be	annoyed	when	a	familiar	name	is	forgotten,	but	will	probably	not	interpret	the	memory	lapse	as	loss	of	cognitive	function	as	an	older	person	is	likely	to	do.	Unfortunately,	society	reinforces	this	belief.	How	often	are	we	told	that	we	are	“getting	old”	when	we	forget	a	trivial
matter?	How	often	do	adult	children	become	concerned	that	their	parent	sometimes	forgets	to	turn	off	the	stove,	when	in	fact	they	may	frequently	do	so	themselves?	Chronic	stress	can	also	impair	older	people’s	memory	performance.	Research	with	animals	and	humans	has	shown	that	some	hormones	released	under	high-stress	conditions	(e.g.,
cortisol	and	corticosterone)	cause	the	subject	to	make	more	errors	in	memory	tests	(McGaugh,	2000).	In	addition	to	mediators,	external	aids	or	devices	are	often	used	by	older	people	to	keep	track	of	the	time	or	dates,	or	to	remember	to	turn	the	stove	on	or	off.	Simple	methods	such	as	list-making	can	significantly	improve	an	older	person’s	recall	and
recognition	memory,	even	if	the	list	is	not	used	subsequently.	A	list	that	is	organized	by	topic	or	type	of	item	(e.g.,	a	chronological	“to-do”	list	or	a	grocery	list	that	groups	produce,	meats,	and	dry	goods)	is	also	found	to	aid	older	people’s	memory	significantly.	Older	adults	with	higher	educational	attainment	and	better	vocabulary	skills—which	will	be
true	of	baby	boomers	compared	to	the	current	cohort	of	elders—benefit	even	more	from	list-making	methods	(Burack	&	Lackman,	1996).	Older	people	can	develop	the	habit	of	associating	COGNITIVE	CHANGES	WITH	AGING	A	MEMORY	EXERCISE	Use	the	method	of	loci	to	help	you	remember	seven	items	that	you	need	to	buy	at	the	grocery	store.
Go	to	the	store	without	a	list,	but	imagine	yourself	walking	through	the	kitchen	at	home	after	your	trip	to	the	grocery	store,	placing	each	of	the	seven	items	in	a	specific	location.	medication	regimens	with	specific	activities	of	daily	living,	such	as	using	marked	pill	boxes	and	taking	the	first	pill	in	the	morning	before	their	daily	shower	or	just	before	or
after	breakfast,	taking	the	second	pill	with	lunch	or	before	their	noontime	walk,	and	so	on.	These	behaviors	need	to	be	associated	with	activities	that	occur	every	day	at	a	particular	time	so	that	the	pill-taking	becomes	linked	with	that	routine.	Charts	listing	an	individual’s	daily	or	weekly	routine	can	be	posted	throughout	the	house.	Alarm	clocks	and
kitchen	timers	also	can	be	placed	near	an	older	person	while	the	oven	or	stove	is	in	operation.	This	will	help	in	remembering	that	the	appliance	is	on	without	the	person’s	needing	to	stay	in	the	kitchen.	With	the	increased	availability	of	home	computers,	daily	activities	and	prescription	reminders	can	be	programmed	into	an	older	person’s	computer.
Finally,	for	older	people	who	have	serious	memory	problems	and	a	tendency	to	get	lost	while	walking	outdoors,	a	bracelet	or	necklace	imprinted	with	the	person’s	name,	address,	phone	number,	and	relevant	medical	information	can	be	a	lifesaver.	Cognitive	and	Neural	Plasticity	Although	most	reviews	of	change	in	cognitive	abilities	focus	on	declines
with	aging,	there	is	growing	evidence	that	gains	also	occur.	The	theory	of	Selection,	Optimization,	and	Compensation	(SOC)	focuses	on	adapting	and	regulating	individual	resources,	including	cognitive	abilities.	The	individual	may	select	specific	cognitive	domains	in	which	to	adapt.	However,	because	of	age-related	loss	in	some	domains,	older	adults
are	more	restricted	in	their	selections.	Optimization	involves	maximizing	one’s	abilities	in	these	selected	areas,	whereas	compensation	occurs	when	losses	in	some	areas	require	the	enhancement	of	skills	in	other	areas,	or	acquiring	new	behaviors	or	knowledge	to	make	up	for	lost	abilities.	Cognitive	plasticity	refers	to	the	ability	to	accomplish	these
three	mechanisms	of	SOC	and	to	recognize	where	one	must	compensate	for	these	deficits	in	cognitive	abilities.	For	example,	an	older	woman	who	acknowledges	that	she	no	longer	has	the	executive	function	to	organize	a	large	family	holiday	party	as	she	has	done	for	many	years	utilizes	her	cognitive	plasticity	by	inviting	everyone	from	her	invitation
list	to	a	dinner	at	a	local	restaurant.	Older	adults	who	cope	best	appear	to	have	the	most	cognitive	plasticity,	perhaps	indicating	an	ability	to	read	their	environment	and	adapt	to	its	changing	demands.	Prior	learning	experiences	can	help	this	process,	while	stimulating	environments	and	activities	are	useful	for	enhancing	cognitive	plasticity.	The	social
context	is	also	important	in	assisting	or	hindering	this	ability.	Memory	retraining	studies	appear	to	enhance	cognitive	plasticity	in	older	adults,	even	among	the	very	old,	with	long-term	success	in	using	newly	acquired	skills	to	achieve	SOC	(Kramer	et	al,	2004;	Willis,	Schaie,	&	Martin,	2009;	Yang	&	Kraspe,	2009).	Part	of	the	process	of	cognitive
plasticity	is	neural	plasticity,	or	changes	in	brain	structure	and	function	that	occur	as	a	result	of	the	addition	of	new	neurons	and	synaptic	connections	between	neurons,	activating	specific	regions	of	the	brain.	For	example,	the	brains	of	professional	musicians	have	more	gray	matter	in	the	areas	of	the	brain	responsible	for	finger	movements,	while
athletes’	brains	have	more	neuronal	density	in	areas	where	eye–hand	coordination	is	controlled.	A	growing	body	of	research	with	computer	and	Internet	users	suggests	that	regular	use	of	the	Internet	activates	more	brain	regions,	especially	where	decision	making	and	complex	reasoning	occur.	People	who	are	tech-savvy	may	develop	a	stronger
working	memory	(i.e.,	they	can	store	and	retrieve	more	information	for	immediate	169	COGNITIVE	CHANGES	WITH	AGING	PLAYING	BRIDGE	TO	KEEP	THE	MIND	ACTIVE	The	90+	Study,	conducted	by	researchers	at	USC	and	UC-Davis,	has	examined	longitudinally	more	than	1,000	people	age	90	and	older.	Their	behavioral,	cognitive,	and	blood
tests	show	that	the	oldest-old	who	spend	several	hours	each	day	engrossed	in	mentally	challenging	activities	such	as	puzzles	and	games	are	more	likely	to	maintain	their	cognitive	abilities	than	their	less	engaged	peers.	However,	social	connectedness	is	an	important	component.	Those	who	play	contact	bridge	and	other	activities	in	a	group	are	most
successful	in	retaining	high	levels	of	cognitive	functioning	well	into	their	90s.	SOURCE:	Corey,	The	New	York	Times,	May	2009.	processing).	Research	with	middle-aged	and	older	Internet	users	shows	promise	for	aging	computer	users	who	learned	to	use	the	Internet	earlier	in	their	lives.	Young	adults	today	who	grew	up	with	e-mail,	text	messaging,
and	video	games	may	show	even	greater	neural	plasticity	as	they	age	(Small,	Moody,	Siddarth,	&	Bookheimer,	2009;	Small	&	Vorgan,	2008).	Although	neural	plasticity	continues	throughout	life,	it	is	less	efficient	in	old	age,	and	the	link	between	these	changes	and	cognitive	plasticity	is	unclear.	Benefits	of	Computers	and	the	Internet	for	Older	Adults
The	use	of	computers	and	the	Internet	can	improve	older	persons’	cognitive	functions	and	ability	to	maintain	active	aging.	It	can	encourage	learning	and	give	them	information	about	their	health	and	their	social	and	health	care	providers	in	the	community,	thereby	enhancing	autonomy	and	self-efficacy.	As	part	of	a	“brain	fitness”	movement,	a	variety
of	electronic	brain	games	are	targeted	to	middle-aged	and	older	adults,	including	those	on	Nintendo	such	as	Wii	(Cohen,	2009).	Several	cognitive	and	demographic	variables	affect	older	adults’	performance	on	the	computer.	Crystallized	intelligence,	visual	memory,	and	perceptual	speed,	as	well	as	age	and	educational	level,	are	important	predictors	of
older	170	adults’	ability	to	complete	computer-related	tasks	and	train	for	jobs	using	the	computer	(Czaja	et	al.,	2001;	Ownby,	Czaja,	Loewenstein,	&	Ruipert,	2008).	Use	of	the	computer	and	the	Internet	may	also	facilitate	social	interactions	and	communication.	Although	access	to	computers	and	the	Internet	enhances	elders’	sense	of	mastery	and
control	over	their	environment,	it	does	not	necessarily	improve	their	quality	of	life	(Czaja	&	Lee,	2001;	2003;	Slegers,	van	Boxtel,	&	Jolles,	2008).	However,	given	the	significant	growth	in	the	number	of	older	adults	learning	to	use	the	computer	and	the	Internet,	it	behooves	Web	designers	to	consider	older	users’	special	needs	(Mead,	Lamson,	Rogers,
2002;	Morrell,	Mayhorn,	Bennett,	2000).	In	addition	to	the	changes	in	attention	processes,	Web	and	software	designers	must	recognize	that	many	older	people	experience	problems	with	language	comprehension,	fine	motor	movement,	and	reading	small	print.	Some	suggestions	for	Web	designers	are	presented	in	the	following	box.	IMPROVING	WEB
PAGES	FOR	OLDER	USERS	•	Avoid	a	patterned	background	behind	text	material.	•	Use	dark	type	or	graphics	against	a	light	background.	•	Avoid	excess	graphics	and	animation.	•	Avoid	pop-up	menus	that	can	confuse	the	main	text.	•	Use	a	consistent	layout	in	different	sections	of	the	website.	•	Limit	how	much	information	is	presented	on	each	page.
•	Distinctly	identify	all	links	with	a	specific	convention,	such	as	underlining	or	a	unique	graphic.	•	Clearly	identify	the	content	that	is	included	under	each	heading.	•	If	animation	or	video	is	used,	select	short	segments	to	reduce	download	time.	•	Provide	a	telephone	number	and	e-mail	address	for	users	who	want	direct	contact.	SOURCES:	Adapted
from	Mead,	Lamson,	and	Rogers,	2002,	and	National	Library	of	Medicine,	2002.	COGNITIVE	CHANGES	WITH	AGING	Wisdom	and	Creativity	Wisdom	and	creativity	are	difficult	to	define	and	measure,	even	though	most	people	have	an	image	of	what	it	means	to	be	wise	or	creative.	Wisdom	seems	to	require	the	cognitive	development	and	self-
knowledge	that	come	with	age	(Cohen,	2005;	Levitt,	1999).	Wisdom	is	a	combination	of	experience,	introspection,	reflection,	intuition,	and	empathy;	these	are	qualities	that	are	honed	over	many	years	and	that	can	be	integrated	through	people’s	interactions	with	their	environments.	Thus,	younger	people	may	have	any	one	of	these	skills	individually,
but	their	integration	requires	more	maturity.	Based	on	research	with	older	adults	who	had	been	nominated	as	“wise”	by	other	people,	the	following	five	criteria	can	be	used	to	assess	if	the	indivi-dual	demonstrates	wise	behavior	(Baltes	&	Kunzmann,	2003;	Baltes	&	Staudinger,	2000;	Staudinger,	1999):	•	Factual	knowledge—possessing	both	general
and	specific	information	about	life	conditions	and	relevant	issues	•	Procedural	knowledge—using	decision-making	strategies,	planning,	and	interpretation	of	life	experiences	to	a	given	situation	•	Life-span	contextualism—considering	the	context	in	which	events	are	occurring	and	the	relationship	among	them	•	Value	relativism—considering	and
respecting	values	and	priorities	brought	to	the	situation	by	other	participants	•	Managing	uncertainty—developing	backup	plans	or	alternative	strategies	if	one’s	performance	is	hampered	by	external	factors.	Wisdom	is	achieved	by	transcending	the	limitations	of	basic	needs	such	as	health,	income,	and	housing	but	is	not	limited	to	those	with	social
and	economic	resources.	Regardless	of	class	or	educational	level,	an	individual	who	has	continued	opportunities	for	growth	and	creativity	can	develop	wisdom	(Ardelt,	1997).	Wisdom	implies	that	the	individual	does	not	act	impulsively,	has	good	insights,	and	can	reflect	on	all	aspects	of	a	given	situation	objectively.	This	makes	the	wise	older	person
better	at	conflict	resolution.	In	many	cultures,	older	persons	are	respected	for	their	years	of	experience	and	ability	to	mediate	conflicts,	and	the	role	of	“wise	elder”	is	a	desired	status.	One	perspective	on	wisdom	is	that	it	requires	such	lifelong	experiences,	insights,	and	emotional	maturity	in	order	to	impart	to	younger	generations	skills,	family	and
cultural	values,	and	community	traditions	(Cohen,	2000,	2005).	This	approach	combines	the	focus	on	emotional	maturity	and	regulation	of	feelings	that	is	typical	of	Eastern	concepts	of	wisdom	with	the	emphasis	on	cognitive	maturity	that	is	characteristic	of	Western	perspectives,	as	shown	by	the	five	criteria	in	the	previous	column	(Takahashi	&
Overton,	2002).	The	balance	theory	of	wisdom	suggests	that	a	wise	individual	is	one	who	can	balance	different	components	of	intelligence—	practical,	analytical,	and	creative—and	use	them	to	solve	problems	that	will	benefit	society,	rather	than	focusing	on	using	one’s	intelligence	for	personal	gain.	Developmental	intelligence	manifests	as	wisdom,
with	emotional	and	social	intelligence,	cognition,	life	experience,	and	spirituality	becoming	better	integrated	with	age	and	favoring	positive	emotions	(Cohen,	2009;	Sternberg	&	Lubart,	2001).	Younger	generations	can	benefit	from	the	wisdom	of	elder	scholars.	©	Bill	Aron/PhotoEdit	171	COGNITIVE	CHANGES	WITH	AGING	Not	all	older	people
achieve	wisdom,	however.	Wisdom	suggests	the	ability	to	interpret	knowledge	or	to	understand	the	world	in	a	deeper	and	more	profound	manner.	Such	reflectiveness	and	the	reduced	self-centeredness	that	this	requires	allow	older	people	to	take	charge	of	their	lives	and	become	more	accepting	of	their	own	and	others’	weaknesses.	Indeed,	among
older	men	and	women	in	the	Berkeley	Guidance	Study,	those	who	scored	high	on	the	three	components	of	wisdom	(cognitive,	reflective,	affective	thinking)	also	ranked	high	on	a	measure	of	life	satisfaction	(Ardelt,	1997).	This	suggests	that	active	aging	is	enhanced	when	wisdom	has	been	attained.	Older	people	who	have	achieved	this	level	of	wisdom
can	play	productive	roles	in	many	settings,	where	their	years	of	experience	and	ability	to	move	beyond	the	constraints	presumed	by	others	could	help	such	organizations.	Creativity	refers	to	the	ability	to	bring	something	new	into	existence	that	is	valued,	such	as	applying	unique	and	feasible	solutions	to	new	situations	and	coming	up	with	original
ideas	or	material	products;	this	occurs	because	of	changes	in	the	aging	brain,	not	despite	them.	We	generally	think	of	creativity	in	terms	of	extraordinary	products	that	have	been	created	(e.g.,	public	creativity	by	composers	or	artists).	However,	people	who	come	up	with	unique	but	smaller-scale	products	(e.g.,	personal	creativity,	such	as	an	attractive
garden,	beautiful	quilts	or	a	delicious	meal)	are	also	displaying	their	creativity	(Cohen,	2000,	2005,	2009).	A	person	may	be	creative	in	science,	the	arts,	or	technology.	Although	we	can	point	to	well-known	creative	people	in	each	of	these	areas	(e.g.,	Albert	Einstein	in	science,	Wolfgang	Amadeus	Mozart	and	Georgia	O’Keeffe	in	the	arts,	and	Thomas
Edison	in	technology),	it	is	difficult	to	determine	the	specific	characteristics	that	make	such	persons	creative.	As	with	intelligence	in	general,	creativity	is	inferred	from	the	individual’s	output	but	cannot	really	be	quantified	or	predicted.	One	measure	of	creativity	is	a	test	of	divergent	thinking,	which	is	part	of	Guilford’s	(1967)	structural	model	of
intelligence.	This	is	172	measured	by	asking	a	person	to	devise	multiple	solutions	to	an	unfamiliar	mental	task	(e.g.,	naming	some	different	uses	for	a	flower).	Later	still,	Torrance	(1988)	developed	a	test	of	creativity	that	also	measures	divergent	thinking.	Children	who	scored	high	on	this	test	were	found	to	be	creative	achievers	as	young	adults	(i.e.,
the	test	has	good	predictive	and	construct	validity),	but	the	test	has	not	been	used	to	predict	changes	in	creativity	across	the	life	course.	Divergent	thinking	may	be	only	one	component	of	creativity,	however.	A	creative	person	must	also	know	a	great	deal	about	a	particular	body	of	knowledge,	such	as	music	or	art,	before	he	or	she	can	make	creative
contributions	to	it.	However,	this	neglects	the	contributions	to	scientific	problem	solving	or	the	arts	by	people	who	may	have	expertise	in	one	area	and	bring	a	fresh	perspective	to	a	different	field.	To	date,	there	have	been	no	systematic	studies	of	divergent	thinking	among	people	who	are	generally	considered	to	be	creative.	Much	of	the	research	on
creativity	has	been	performed	as	analyses	of	the	products	of	artists	and	writers,	not	on	their	creative	process	directly.	Indeed,	no	studies	have	compared	the	cognitive	functioning	of	artists,	scientists,	technologists,	and	others	who	are	widely	regarded	as	creative	with	that	of	persons	not	similarly	endowed.	Researchers	who	have	examined	the	quantity
of	creative	output	by	artists,	poets,	and	scientists	have	identified	that	the	average	rate	of	output	at	age	70	to	80	drops	to	approximately	half	that	of	age	30	to	40.	However,	a	secondary	peak	of	productivity	often	occurs	in	the	60s,	although	not	as	high	as	the	first	peak.	The	second	peak	of	creativity	may	produce	even	better	works.	Indeed,	Simonton’s
analysis	of	the	last	works	of	172	classical	composers	in	their	final	years	revealed	compositions	that	were	judged	highly	by	musicologists	in	terms	of	aesthetics,	melody,	and	comprehensibility	(Simonton,	1989,	1991,	1999).	Some	have	suggested	that	creativity	actually	increases	with	age	because	the	individual	becomes	more	self-confident,	experienced,
and	free	from	social	constraints—what	Cohen	refers	to	as	COGNITIVE	CHANGES	WITH	AGING	CREATIVITY	IN	LATE	LIFE	In	his	insightful	book,	The	Creative	Age,	Dr.	Gene	Cohen	examines	how	creativity	and	creative	expression	can	expand	with	aging.	He	provides	numerous	examples	of	scientists,	artists,	writers,	and	composers	who	produced	their
most	innovative	works	in	their	later	years.	These	include:	•	Sir	Isaac	Newton	(1642–1727),	the	father	of	calculus,	revised	his	influential	book	describing	the	three	laws	of	motion	at	age	71	and	again	at	age	84.	•	The	German	mathematician	Carl	Friedrich	Gauss	(1777–1855)	made	many	discoveries	well	into	old	age.	He	updated	his	fundamental	theory
of	algebra	at	age	71.	•	The	Renaissance	painter	Titian	painted	several	masterpieces	between	age	78	and	83,	and	began	experimenting	with	an	impressionistic	style	in	his	later	years.	•	Hanya	Holm	(1893–1992)	choreographed	popular	Broadway	plays	in	her	young-old	stage,	including	My	Fair	Lady	when	she	was	63	and	Camelot	at	age	67.	•	Three
early	leaders	of	the	women’s	rights	movement	started	the	six-volume	History	of	Women’s	Suffrage	in	1875.	Elizabeth	Cady	Stanton	was	72,	Susan	B.	Anthony	was	67,	and	Matilda	Gage	was	61	when	the	book	was	published.	the	“liberation	phase”	of	psychological	growth	(2009).	This	results	in	the	ability	to	make	novel	decisions	to	solve	problems.
Indeed,	older	adults	with	high	physical	and	cognitive	functioning	are	found	to	use	both	hemispheres	of	the	brain	more	equally	than	do	younger	adults	(operating	in	“all-wheel	drive”),	and	have	a	greater	density	of	synapses	accruing	from	a	lifetime	of	learning	and	experiences.	As	a	result	of	this	increased	capacity	of	the	brain,	combined	with	a	feeling	of
being	liberated	from	the	commitments	and	expectations	of	younger	years,	older	adults	can	explore	and	express	their	creativity	in	multiple	ways.	These	have	been	categorized	as	continuing	creativity	with	aging,	changing	creativity	with	age,	commencing	creativity,	and	creativity	in	connection	with	loss.	In	fact,	Cohen	(2009)	argues	that	the	term
“senior	moment”	should	be	used	to	refer	to	creative	moments	that	increase	with	age,	not	to	forgetfulness	that	adults	of	all	ages	experience	(Cabeza	et	al.,	2002;	Cohen,	2000,	2005,	2009).	Opportunities	for	creative	expression	can	have	other	significant	benefits,	as	illustrated	by	a	study	of	the	impact	of	a	structured	and	sustained	arts	program	on
elders’	physical	and	emotional	well-being.	Older	adults	were	randomly	assigned	to	a	35-week	arts	education	and	activity	program	or	to	a	control	condition.	When	these	elders	were	assessed	again	one	year	later,	those	in	the	arts	and	activity	program	had	made	fewer	physician	visits,	used	fewer	medications,	scored	lower	on	a	measure	of	depression,
and	experienced	higher	morale	than	did	elders	in	the	control	group	(Cohen,	2005).	This	suggests	the	value	of	encouraging	elders’	creativity	in	a	wide	range	of	forms.	Implications	for	the	Future	Advances	in	neuroscience	will	eventually	uncover	the	specific	changes	in	the	brain	that	account	for	age-related	changes	in	memory,	attention,	and	learning
ability.	New	techniques	of	brain	research	are	evolving	with	the	use	of	functional	magnetic	resonance	imaging	(fMRI)	and	positron	emission	tomography	(PET)	that	can	determine	which	areas	of	the	brain	are	responsible	for	different	types	of	attention,	learning,	and	memory.	These	noninvasive	techniques	adopted	from	the	medical	diagnostic	field	are
already	being	used	to	study	differences	in	attention	tasks	between	young	and	old	subjects,	and	between	older	persons	with	different	types	of	dementia.	As	described	in	this	chapter,	fMRI	can	even	be	used	to	ascertain	which	parts	of	the	brain	are	activated	when	an	individual	is	told	to	attend	to	specific	stimuli	and	under	different	learning	conditions.
PET	scans	can	reveal	differences	in	brain	activity	among	people	with	varying	educational	levels	and	in	the	early	stages	of	Alzheimer’s	disease	(Carstensen,	2007;	Greenwood	&	Parasuraman,	1999;	Parasuraman	&	173	COGNITIVE	CHANGES	WITH	AGING	Greenwood,	1998;	Silverman,	Small,	Chang,	&	2001;	Small,	1999).	From	a	practical	or
diagnostic	perspective,	however,	these	high-tech	methods	to	detect	cognitive	impairment	may	not	be	accessible	to	all	people	as	they	age	because	of	their	high	cost.	Without	insurance	coverage,	these	techniques	will	be	limited	to	research	and	diagnosis	tests	for	older	adults	who	can	afford	to	pay	for	them.	This	is	true	for	other	computer-assisted
devices	and	systems	that	can	be	used	in	older	adults’	homes	to	help	them	maintain	person–environment	competence,	as	well	as	electronic	games	to	stimulate	memory.	Many	career	opportunities	are	emerging	for	students	interested	in	the	interface	of	cognitive	psychology,	education,	technology,	and	gerontology.	Especially	among	future	cohorts,	older
adults	will	increasingly	search	for	opportunities	to	learn	and	become	retrained,	using	computer	and	digital	technology.	With	the	extension	of	life	expectancy	and	changes	in	retirement	patterns,	many	people	will	seek	second	and	third	careers	that	will	require	new	cognitive	and	motor	skills.	Educators	and	software	designers	can	apply	the	concepts
presented	in	this	chapter	to	respond	to	the	needs	of	older	learners,	whether	focused	on	creative	aging	or	computer	games.	Summary	This	chapter	presented	an	overview	of	major	longitudinal	studies	of	cognitive	functioning.	Researchers	have	examined	age-related	changes	in	intelligence,	learning,	and	memory	and	what	factors	in	the	individual	and
the	environment	affect	the	degree	of	change	in	these	three	areas	of	cognitive	functioning.	Of	all	the	cognitive	functions,	intelligence	in	older	adults	has	received	the	greatest	attention	and	is	most	controversial.	It	is	also	the	area	of	most	concern	for	many	older	persons.	One	problem	with	this	area	of	research	is	the	difficulty	of	defining	and	measuring
what	is	174	generally	agreed	to	be	intelligence.	In	examining	the	components	of	intelligence	measured	by	the	Wechsler	Adult	Intelligence	Scale	(WAIS),	fluid	intelligence	(as	measured	by	performance	scales)	has	been	shown	to	decline	more	with	aging	than	verbal,	or	crystallized,	intelligence.	This	may	be	due	partly	to	the	fact	that	the	former	tests	are
generally	timed,	while	the	latter	are	not.	However,	age	differences	emerge	even	when	tests	are	not	timed	and	when	variations	in	motor	and	sensory	function	are	taken	into	account.	This	decline	in	fluid	intelligence	and	maintenance	of	verbal	intelligence	is	known	as	the	Classic	Aging	Pattern.	To	the	extent	that	older	persons	practice	their	fluid
intelligence	by	using	their	problem-solving	skills,	they	will	experience	fewer	decrements	in	this	area.	In	contrast,	aging	does	not	appear	to	impair	the	ability	for	remembering	word	and	symbol	meanings.	This	does	not	imply	that	the	ability	to	recall	words	is	unimpaired,	but	when	asked	for	definitions	of	words,	older	people	can	remember	their
meanings	quite	readily.	One	problem	with	studying	intelligence	in	aging	is	that	of	distinguishing	age	changes	from	age	differences.	To	determine	changes	with	age,	people	must	be	examined	longitudinally.	The	problems	of	selective	attrition	and	terminal	drop	make	it	difficult	to	interpret	the	findings	of	longitudinal	studies	of	intelligence.	These	factors
may	result	in	an	underestimate	of	the	decline	in	intelligence	with	aging.	The	problem	of	cross-sectional	studies	of	intelligence	is	primarily	that	of	cohort	differences.	Even	if	subjects	are	matched	on	educational	level,	older	persons	have	not	had	the	exposure	to	computers	and	early	childhood	learning	opportunities	that	are	available	to	recent	cohorts.
The	Seattle	Longitudinal	Study,	which	initiated	the	approach	of	testing	multiple	cohorts	longitudinally,	provides	valuable	insights	into	the	impact	of	cohort	differences	in	education	and	health	on	intelligence.	This	study	also	determined	that	changes	on	some	tests	of	cognitive	function	in	the	middle	years	can	predict	cognitive	impairment	in	the	later
years.	Occupation,	educational	achievement,	sensory	decline,	poor	physical	health,	and	COGNITIVE	CHANGES	WITH	AGING	uncontrolled	hypertension	may	also	have	a	significant	impact	on	intelligence	test	scores.	Learning	and	memory	are	cognitive	functions	that	are	usually	examined	because	tests	of	memory	are	actually	tests	of	what	a	person	has
learned.	According	to	the	information-processing	model,	learning	begins	when	information	reaches	sensory	memory	and	then	is	directed	via	one	or	more	sensory	stores	to	primary	memory.	It	is	in	primary	memory	that	information	must	be	organized	and	processed	if	it	is	to	be	retained	and	passed	into	secondary	memory.	Information	is	permanently
stored	in	this	latter	region.	Studies	of	recall	and	recognition	provide	evidence	that	aging	does	not	affect	the	capacity	of	either	primary	or	secondary	memory.	Instead,	it	appears	that	the	aging	process	makes	us	less	efficient	in	“reaching	into”	our	secondary	memory	and	retrieving	material	that	was	stored	years	ago.	Tipof-the-tongue	states	are	an
example	of	problems	in	remembering	familiar	names	and	words,	and	the	role	of	stress	in	the	retrieval	process.	Recognition	tasks,	in	which	a	person	is	provided	with	a	cue	to	associate	with	an	item	in	secondary	memory,	are	easier	than	pure	recall	for	most	people,	especially	those	who	are	older.	Some	types	of	memory,	such	as	semantic	and	procedural
memory,	are	retained	into	advanced	old	age.	Others,	like	episodic	memory,	show	significant	age-related	decrements.	There	appears	to	be	a	“positivity	effect”	in	older	adults’	ability	to	attend	to,	learn,	and	retain	new	information.	They	can	recall	twice	as	much	information	with	positive	emotional	content	than	negative	or	neutral	information,	compared
with	younger	adults	who	can	recall	positive	and	negative	information	equally	well.	The	learning	process	can	be	enhanced	for	older	people	by	reducing	time	constraints,	making	the	learning	task	more	relevant	for	them,	improving	the	physical	conditions	by	using	bright	but	glare-free	lights	and	large	letters,	and	providing	visual	and	verbal	mediators	for
learning	new	information.	Helping	the	older	learner	to	relax	and	not	feel	threatened	by	the	learning	task	also	ensures	better	learning.	Such	modifications	are	consistent	with	the	goal	of	achieving	greater	congruence	between	older	people	and	their	environment.	Significant	age-related	declines	in	intelligence,	learning,	and	memory	are	not	inevitable.
Older	people	who	continue	to	perform	well	on	tests	of	intelligence,	learning,	and	memory	are	characterized	by	higher	levels	of	education,	good	sensory	functioning,	maintenance	of	physical	activities	and	good	nutrition,	and	employment	and	leisure	activities	that	require	complex	problem-solving	skills.	People	who	do	not	have	serious	cardiovascular
disease	or	severe	hypertension	also	perform	well,	although	there	is	some	slowing	of	cognitive	processing	and	response	speed.	Even	such	slowing	is	not	a	problem	for	older	people	whose	crystallized	knowledge	in	the	targeted	area	is	high.	Older	adults	should	be	cautious,	however,	of	taking	natural	products	and	vitamins	that	may	improve	memory	in
older	people	but	whose	benefits	are	not	proven.	Although	most	reviews	of	change	in	cognitive	abilities	focus	on	declines	with	aging,	there	is	growing	evidence	of	gains	as	well.	Cognitive	plasticity	refers	to	the	ability	to	select,	optimize,	and	compensate	for	lost	skills.	Older	adults	who	cope	best	appear	to	have	the	most	cognitive	plasticity,	perhaps
indicating	an	ability	to	read	their	environment	and	adapt	to	its	changing	demands.	Memory	retraining	studies	may	be	effective	in	improving	cognitive	plasticity	in	older	adults.	A	growing	body	of	research	with	computer	and	Internet	users	suggests	that	regular	use	of	the	Internet	activates	more	brain	regions,	especially	where	decision	making	and
complex	reasoning	occurs.	Computer	and	Internet	use	can	enhance	cognitive	processes	in	older	persons,	thereby	improving	their	autonomy	and	sense	of	control	over	their	environment.	Although	wisdom	and	creativity	appear	to	be	enhanced	by	changes	in	the	aging	brain,	there	has	been	less	research	emphasis	in	these	areas.	Indeed,	these	concepts
are	more	difficult	to	measure	in	young	and	old	persons.	These	and	other	issues	in	cognition	must	be	studied	more	fully	with	measures	that	have	good	construct	validity	175	COGNITIVE	CHANGES	WITH	AGING	before	gerontologists	can	describe	with	certainty	positive	cognitive	changes	that	are	attributable	to	normal	aging.	GLOSSARY	attentional
control	ability	to	allocate	one’s	attention	among	multiple	stimuli	simultaneously	Classic	Aging	Pattern	the	decline	observed	with	aging	on	some	performance	scales	of	intelligence	tests	versus	consistency	on	verbal	scales	of	the	same	tests	cognitive	plasticity	ability	to	compensate	for	declines	in	cognitive	abilities	by	selecting	areas	of	deficits,	making
accommodations	to	optimize	one’s	remaining	capacities	as	needed	cognitive	retraining	teaching	research	participants	how	to	use	various	techniques	to	keep	their	minds	active	and	maintain	good	memory	skills	crystallized	intelligence	knowledge	and	abilities	one	gains	through	education	and	experience	disuse	theory	the	view	that	memory	fades	or	is
lost	because	one	fails	to	use	the	information	divided	attention	ability	to	focus	on	multiple	stimuli	simultaneously	intelligence	quotient	(IQ)	an	individual’s	abilities	relative	to	population	standards	in	making	judgments,	in	comprehension,	and	in	reasoning	interference	theory	the	view	that	memory	fades	or	is	lost	because	of	distractions	experienced
during	learning	or	interference	from	similar	or	new	information	to	the	item	to	be	recalled	mediators	visual	and	verbal	links	between	information	to	be	memorized	and	information	that	is	already	in	secondary	memory	mnemonics	the	method	of	using	verbal	cues	such	as	riddles	or	rhymes	as	aids	to	memory	neural	plasticity	physical	changes	in	brain
structure	in	the	form	of	more	neurons	and	synaptic	connections	between	neurons	as	a	result	of	practice	and	activation	of	specific	regions	of	the	brain	perceptual	speed	time,	in	milliseconds,	required	to	perceive	and	react	to	a	stimulus	positivity	effect	Process	whereby	older	adults	attend	to,	learn	from,	and	retain	positive	information	better	than
neutral	or	negative	stimuli,	because	it	helps	them	regulate	emotional	experiences	by	focusing	on	positive	information	echoic	memory	auditory	memory;	a	brief	period	when	new	information	received	through	the	ears	is	stored	primary	mental	abilities	(PMAs)	the	basic	set	of	intellectual	skills,	including	mathematical	reasoning,	word	fluency,	verbal
meaning,	inductive	reasoning,	and	spatial	orientation	executive	function	cognitive	skills	required	to	organize	one’s	learning	function	recall	the	process	of	searching	through	secondary	memory	in	response	to	a	specific	external	cue	external	aids	simple	devices	such	as	list-making	used	by	older	people	to	keep	track	of	the	time,	dates,	etc.	recognition
matching	information	in	memory	with	the	stimulus	information	fluid	intelligence	skills	that	are	biologically	determined,	independent	of	experience	or	learning;	similar	to	“native	intelligence,”	requiring	flexibility	in	thinking	general	slowing	hypothesis	physiological	changes	that	cause	slower	transmission	of	information	through	the	nervous	system	with
aging	iconic	memory	visual	memory;	a	brief	period	when	new	information	received	through	the	eyes	is	stored	information-processing	model	a	conceptual	model	of	how	learning	and	memory	take	place	176	intelligence	the	theoretical	limit	of	an	individual’s	performance	secondary	secondary	(long-term)	memory	permanent	memory	store;	requires
processing	of	new	information	to	be	stored	and	cues	to	retrieve	stored	information	selective	attention	being	able	to	focus	on	information	relevant	to	a	task	while	ignoring	irrelevant	information	selection,	optimization,	and	compensation	(SOC)	a	theory	that	focuses	on	elders’	ability	to	adapt	and	regulate	one’s	cognitive	resources	by	selecting	cognitive
domains	to	improve,	optimizing	one’s	abilities	in	these	areas	and	compensating	when	losses	in	those	areas	require	enhancement	of	other	skills	or	acquiring	new	behaviors	or	knowledge	to	make	up	for	these	lost	abilities	COGNITIVE	CHANGES	WITH	AGING	sensory	memory	the	first	step	in	receiving	information	through	the	sense	organs	and	passing
it	on	to	primary	or	secondary	memory	spatial	memory	the	ability	to	recall	where	objects	are	in	relationship	to	each	other	in	space	terminal	decline	hypothesis	the	hypothesis	that	persons	close	to	death	decline	in	cognitive	abilities	tip-of-the-tongue	states	(TOTs)	difficulty	retrieving	names	from	secondary	memory	but	often	spontaneously	recalled	later
vigilance	(sustained	attention)	keeping	alert	to	focus	on	a	specific	stimulus	over	time	visual	mediators	use	of	visual	images	to	assist	recall	working	(primary)	memory	holding	newly	acquired	information	in	storage;	a	maximum	of	7		2	stimuli	before	processing	into	secondary	memory	or	discarding	REFERENCES	Andrewes,	D.	G.,	Kinsella,	G.,	&	Murphy,
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the	life	course	•	Stage	and	trait	theories	of	personality	that	describe	change	or	stability	with	aging	•	Person–environment	interactions	that	affect	personality	development	•	Emotional	expression	and	regulation	in	older	and	younger	adults	•	Stability	versus	change	in	self-concept	and	self-esteem	with	aging	•	Evolution	and	critique	of	successful	aging
theories	•	Active	or	robust	aging/resilience	•	Major	mental	disorders	in	old	age:	Depression,	anxiety,	schizophrenia,	and	paranoia	Alzheimer’s	disease	and	other	dementias	•	Successful	psychotherapeutic	approaches	with	older	persons	•	Older	people’s	use	of	mental	health	services	We	have	all	had	the	experience	of	watching	different	people	respond
to	the	same	event	in	varied	ways.	For	example,	you	probably	know	some	students	who	are	extremely	anxious	about	completing	papers	and	exams,	while	others	spend	very	little	time	and	energy	on	assignments;	and	some	students	who	express	their	opinions	strongly	and	confidently,	while	others	rarely	speak	in	class	at	all.	All	these	characteristics	are
part	of	an	individual’s	personality.	Defining	Personality	Personality	can	be	defined	as	a	unique	pattern	of	innate	and	learned	behaviors,	thoughts,	and	emotions	that	influence	how	each	person	responds	and	interacts	with	the	environment.	An	individual	may	be	described	in	terms	of	several	personality	traits,	such	as	passive	or	aggressive,	introverted	or
extroverted,	independent	or	dependent.	Personality	can	From	Chapter	6	of	Social	Gerontology:	A	Multidisciplinary	Perspective,	9/e.	Nancy	R.	Hooyman.	H.	Asuman	Kiyak.	Copyright	©	2011	by	Pearson	Education.	Published	by	Allyn	&	Bacon.	All	rights	reserved.	183	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	be	evaluated	with	regard	to
particular	standards	of	behavior;	for	example,	an	individual	may	be	described	as	being	adapted	or	maladapted,	resilient	or	feeling	hopeless.	Personality	styles	influence	how	we	cope	with	and	adapt	to	the	changes	that	occur	as	we	age.	The	process	of	aging	generally	involves	some	stressful	life	experiences.	How	an	older	person	attempts	to	alleviate
such	stress	has	an	influence	on	that	individual’s	long-term	well-being.	The	person–environment	congruence	model	suggests	that	our	behavior	is	influenced	and	modified	by	the	environment	in	interaction	with	our	competence	in	multiple	areas,	and	that	we	shape	the	environment	around	us.	An	individual’s	behavior	is	often	quite	different	from	one
situation	to	another,	and	depends	both	on	each	situation’s	social	norms	and	expectations	as	well	as	on	that	person’s	needs	and	motives.	Although	personality	remains	relatively	stable	with	normal	aging,	some	older	people	who	showed	no	signs	of	psychopathology	earlier	in	their	lives	may	experience	some	types	of	mental	disorders	in	late	life.	For	other
older	people,	psychiatric	disorders	experienced	in	their	younger	years	may	continue	or	reemerge.	In	some	individuals,	the	stresses	of	old	age	may	compound	any	existing	predisposition	to	psychological	disorders.	These	stresses	may	be	internal	(resulting	from	physiological	and	cognitive	changes)	or	external	(a	function	of	role	losses	and	the	deaths	of
partners,	friends,	or	children).	Such	conditions	may	significantly	impair	older	people’s	competence,	so	that	they	become	more	vulnerable	to	environmental	press	and	less	able	to	function	at	an	optimal	level.	it	is	important	to	avoid	the	image	of	rigid,	immutable	stages	and	inevitable	transitions	with	no	room	for	individual	differences.	In	fact,	people	do
make	choices	regarding	their	specific	responses	to	common	life	changes.	This	results	in	diverse	expressions	of	behavior	under	similar	life	experiences	such	as	adolescence,	parenting,	midlife	caregiving,	retirement,	and	even	the	management	of	chronic	diseases.	There	has	been	disagreement	about	whether	this	pattern	of	development	continues
through	adulthood.	Sigmund	Freud’s	focus	on	psychosexual	stages	of	development	through	adolescence	has	had	a	major	influence	on	developmental	psychology.	In	most	of	his	writings,	Freud	suggests	that	personality	achieves	stability	by	adolescence.	Accordingly,	Freud	views	adult	behavior	as	a	reflection	of	unconscious	motives	and	unsuccessful
resolution	of	early	childhood	stages.	Freud’s	work	subsequently	shaped	the	stage	theories	of	personality	developed	by	Jung	and	Erikson	in	the	mid-twentieth	century.	Jung’s	Psychoanalytic	Perspective	Carl	Jung’s	model	of	personality	assumes	changes	throughout	life,	as	expressed	in	the	following	statement	from	one	of	his	early	writings:	We	cannot
live	the	afternoon	of	life	according	to	the	program	of	life’s	morning,	for	what	was	great	in	the	morning	will	be	little	at	evening,	and	what	in	the	morning	was	true	will	at	evening	have	become	a	lie	(1933,	p.	108).	Jung	suggests	that	the	ego	moves	from	extraversion—or	a	focus	on	the	external	world	in	youth	Stage	Theories	of	Personality	Most	theories	of
personality	emphasize	the	developmental	stages	(or	phases)	of	personality	and	posit	that	the	social	environment	influences	development.	We	review	these	stages	of	adult	development	because	of	the	significant	impact	that	many	of	these	classic	theories	have	had	on	old	age	and	programs	for	older	adults.	However,	184	JUNG’S	PERSPECTIVE	ON
INTROVERSION	WITH	AGING	In	contrast	to	the	young,	older	persons	have:	a	duty	and	a	necessity	to	devote	serious	attention	to	(themselves).	After	having	lavished	its	light	upon	the	world,	the	sun	withdraws	its	rays	in	order	to	illuminate	itself	SOURCE:	(Jung,	1933,	p.	109).	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	and	middle	age	when
the	individual	progresses	through	school,	work,	and	marriage—to	introversion,	a	focus	on	one’s	inner	world	in	old	age.	Like	Erikson,	described	below,	Jung	examined	the	individual’s	confrontation	with	death	in	the	last	stage	of	life.	He	suggested	that	life	for	the	aging	person	must	naturally	contract,	and	that	the	individual	in	this	stage	must	find
meaning	in	inner	exploration	and	an	afterlife.	Jung	(1959)	also	focused	on	changes	in	archetypes	with	age.	That	is,	according	to	Jung,	all	humans	have	both	a	feminine	and	a	masculine	side.	An	archetype	is	the	feminine	side	of	a	man’s	personality	(the	anima)	and	the	masculine	side	of	a	woman’s	personality	(the	animus).	As	they	age,	people	begin	to
adopt	psychological	traits	more	commonly	associated	with	the	opposite	sex.	For	example,	older	men	may	show	more	signs	of	passivity	and	nurturance,	while	women	may	become	more	assertive	as	they	age.	This	allows	the	individual	to	express	oneself	more	fully	and	to	satisfy	their	personal	needs	rather	than	being	constrained	by	society’s	stereotypes
of	masculine	versus	feminine	qualities.	These	concepts	have	influenced	subsequent	theories	of	personality	development.	Erikson’s	Psychosocial	Model	Although	trained	in	psychoanalytic	theory,	Erikson	moved	away	from	this	approach	and	focused	on	psychosocial	development	throughout	the	life	cycle.	According	to	his	model	(Erikson,	1963,	1968,
1982,	1997;	Erikson,	Erikson,	&	Kivnick,	1986),	the	individual	undergoes	eight	stages	of	development,	with	the	unconscious	goal	of	achieving	ego	identity.	Three	of	these	stages	are	beyond	adolescence,	with	the	final	one	occurring	in	mature	adulthood.	At	each	stage,	the	individual	experiences	a	major	task	to	be	accomplished	and	a	conflict	to	be
resolved;	the	conflicts	of	each	stage	of	development	are	the	foundations	of	successive	stages.	Depending	on	the	outcome	of	the	crisis	associated	with	a	particular	stage,	the	individual	proceeds	to	the	next	stage	of	development	in	alternative	ways.	Erikson	also	emphasized	the	interactions	between	genetics	and	the	environment	in	determining
personality	development.	His	concept	of	the	epigenetic	principle	assumed	an	innate	plan	of	development	in	which	people	proceed	through	stages	as	they	become	cognitively	and	emotionally	more	capable	of	interacting	within	a	wider	social	radius.	Hence,	each	subsequent	stage	requires	additional	cognitive	and	emotional	development	before	it	can	be
experienced.	The	individual	in	the	last	stage	of	life	is	confronted	with	the	task	of	ego	integrity	versus	despair.	According	to	Erikson,	the	individual	accepts	the	inevitability	of	mortality	and	achieves	wisdom	and	perspective,	or	despairs	because	he	or	she	has	not	come	to	grips	with	death	and	lacks	ego	integrity.	A	major	task	associated	with	this	last
stage	is	to	look	inward	in	order	to	integrate	the	experiences	of	earlier	stages	and	to	realize	that	one’s	life	has	had	meaning,	whether	or	not	it	was	“successful”	in	the	traditional	sense.	Older	people	who	achieve	ego	integrity	feel	a	sense	of	connectedness	with	younger	generations,	and	share	their	experiences	and	wisdom	with	them.	In	fact,
generativity,	or	the	desire	to	help	and	mentor	younger	persons,	may	be	the	most	critical	variable	for	achieving	ego	integrity.	The	commitment	to	mentor	and	nurture	younger	generations	continues	well	into	old	age	(Chang,	2009;	James	&	Zarrett,	2006;	Sheldon	&	Kasser,	2001).	Generativity	may	take	the	form	of:	•	•	•	•	•	•	•	•	informal	visiting
counseling	mentoring	sponsoring	an	individual	or	group	of	younger	people	focusing	on	one’s	legacy	writing	memoirs	or	letters	or	sharing	oral	traditions	assuming	a	leadership	role	in	one’s	community	conducting	life	review	The	process	of	sharing	one’s	memories	and	experiences	with	others	(orally	or	written)	is	described	as	life	review,	and	it	is	a
useful	form	of	185	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	ERIKSON’S	PSYCHOSOCIAL	STAGES	Stage	I	Basic	trust	vs.	mistrust	Goal	To	establish	basic	trust	in	the	world	through	trust	in	the	parent	II	Autonomy	vs.	shame	and	doubt	To	establish	a	sense	of	autonomy	and	self	as	distinct	from	the	parent;	to	establish	self-control	vs.	doubt	in
one’s	abilities	III	Initiative	vs.	guilt	To	establish	a	sense	of	initiative	within	parental	limits	without	feeling	guilty	about	emotional	needs	IV	Industry	vs.	inferiority	To	establish	a	sense	of	industry	within	the	school	setting;	to	learn	necessary	skills	without	feelings	of	inferiority	or	fear	of	failure	Ego	identity	vs.	role	diffusion	To	establish	identity,	self-
concept,	and	role	within	the	larger	community	without	confusion	about	the	self	and	about	social	roles.	V	VI	Intimacy	vs.	isolation	VII	Generativity	vs.	stagnation	VIII	Ego	integrity	vs.	despair	To	establish	intimacy	and	affiliation	with	one	or	more	others	without	fearing	loss	of	identity	in	the	process	that	may	result	in	isolation	To	establish	a	sense	of	care
and	concern	for	the	well-being	of	future	generations;	to	look	toward	the	future	and	not	stagnate	in	the	past	To	establish	a	sense	of	meaning	in	one’s	life	rather	than	feeling	despair	or	bitterness	that	life	was	wasted;	to	accept	oneself	and	one’s	life	without	despair	psychotherapy	with	older	adults.	Life	satisfaction,	or	the	feeling	that	life	is	worth	living,
may	be	achieved	through	these	tasks	of	adopting	a	wider	historical	perspective	on	one’s	life,	accepting	one’s	mortality,	sharing	experiences	with	the	young,	and	leaving	a	legacy	to	future	generations.	Erikson’s	theory	is	a	widely	accepted	framework	for	studying	personality	in	late	life	because	it	suggests	that	personality	is	dynamic	throughout	the	life
cycle.	Indeed,	this	theory	fits	the	person–	environment	model;	we	interact	with	a	variety	of	other	people	in	different	settings,	and	our	personality	is	affected	accordingly.	Both	longitudinal	and	sequential	research	methods	support	the	developmental	stages	postulated	by	Erikson.	Standardized	measures	of	personality	demonstrate	developmental	growth
in	self-confidence,	dependability,	identity,	and	generativity	(Ryff,	Kwan,	&	Singer,	2001).	Jane	Loevinger	extended	Erikson’s	theory	by	expanding	the	stages	of	ego	development	in	adulthood	(1976,	1997,	1998).	According	to	her	theory,	186	one’s	interactions	with	the	environment	shape	one’s	thoughts	and	values.	Instead	of	two	stages	occurring	in
adulthood,	as	Erikson’s	model	proposes,	Loevinger	describes	six.	The	individual	must	successfully	progress	through	the	preceding	one	to	reach	the	next	one,	although	most	people	remain	at	the	second	one.	These	stages	are:	•	•	•	•	•	•	conformist	conscientious	conformist	conscientious	individualistic	autonomous	integrated	Each	stage	requires	a
transition	in	several	domains,	including	the	individual’s	personal	standards	and	life	goals,	interpersonal	style,	primary	preoccupations	in	life,	and	cognitive	style.	Loevinger’s	last	stage,	labeled	integrated,	resembles	that	of	Erikson,	because	in	both	cases,	individuals	integrate	their	identity,	personal	conflicts,	and	values.	PERSONALITY	AND	MENTAL
HEALTH	IN	OLD	AGE	Qualitative	research	with	older	adults	reveals	that	progress	from	one	stage	to	another	is	not	always	linear	and	that	phases	may	be	a	term	that	better	captures	this	process	than	stages	(Cohen,	2005,	2009).	Interviews	with	older	people	demonstrate	that	many	have	experienced	setbacks	in	some	aspects	of	their	lives	while	moving
forward	in	others.	For	example,	some	elders	may	have	achieved	integrity	of	their	intellectual	and	spiritual	selves,	but	may	not	have	been	successful	with	the	generativity	stage.	Cohen	suggests	that	these	older	adults	can	resolve	the	conflicts	of	an	earlier	stage	even	as	they	proceed	through	subsequent	phases	of	development.	Empirical	Testing	of
These	Perspectives	In	testing	the	validity	of	stage	theories,	subsequent	research	has	contributed	to	our	understanding	of	personality	development	in	late	adulthood.	Many	of	these	studies	are	cross-sectional;	that	is,	they	derive	information	on	age	differences,	not	age	changes.	There	are	notable	exceptions	to	this	approach,	including	the	Baltimore
Longitudinal	Studies	and	the	Kansas	City	Studies,	which	examined	changes	in	physiological,	cognitive,	and	personality	functions	in	the	same	individuals	over	a	period	of	several	years.	Research	on	personality	characteristics	in	the	Baltimore	Longitudinal	Studies	is	related	to	Erikson’s	work,	because	it	identifies	changes	in	adjustment	with	age	but
stability	in	specific	traits	(described	later	in	this	chapter).	Cross-sectional	studies	by	De	St.	Aubin	and	McAdams	(1995)	and	by	Peterson	and	Klohnen	(1995)	examined	age	differences	in	generativity,	Erikson’s	seventh	stage.	These	researchers	consistently	found	that	middle-aged	and	older	adults	express	more	generative	concerns	(i.e.,	attribute	more



importance	to	the	care	of	younger	generations	than	to	self-development)	than	young	adults.	“Generative	adults”	exhibit	concerns	not	just	toward	their	own	children,	but	toward	the	younger	population	in	general.	The	Grant	Study	of	Harvard	University	Graduates	is	a	longitudinal	investigation	that	followed	268	men,	beginning	in	1938	when	they	were
students,	through	age	65	when	173	of	the	men	were	still	available	to	take	part	in	these	life	reviews	and	qualitative	interviews.	This	unique	research	has	identified	support	for	stage	theories	of	personality	(Vaillant,	1977,	1994,	2002).	The	men	who	remained	for	long-term	follow-ups	were	observed	to	follow	a	common	pattern	of	stages:	•	having
establishment	of	a	professional	identity	in	their	20s	and	30s	•	begin	career	consolidation	in	their	40s	•	exploration	of	their	inner	worlds	in	midlife	(a	major	transition	similar	to	the	stage	of	ego	integrity	versus	despair	that	Erikson	described	as	occurring	in	late	life)	Men	who	were	most	emotionally	stable	and	well	adjusted	in	their	50s	and	60s	were
characterized	as:	•	having	higher	levels	of	generativity	(i.e.,	responsibility	for	and	care	of	coworkers,	children,	charity)	•	being	less	gender	stereotyped	in	their	social	inter-	actions	•	more	nurturant	and	expressive	These	changes	observed	in	men	as	they	moved	from	youth	to	middle	age	to	old	age	have	implications	for	contemporary	family	care
responsibilities.	POINTS	TO	PONDER	Think	about	an	older	person	you	know	who	appears	to	have	achieved	the	stage	of	ego	integrity.	What	adjectives	would	you	use	to	describe	this	individual?	How	would	you	describe	your	interactions	with	this	person?	187	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	LEVINSON’S	“SEASONS”	OF	LIFE	Era
I	Preadulthood	(Age	0–22)	(An	era	when	the	family	provides	protection,	socialization,	and	support	of	personal	growth)	Early	Adult	Transition	(Age	17–22)*	Era	II	Early	Adulthood	(Age	17–45)	(An	era	of	peak	biological	functioning,	development	of	adult	identity)	Entering	the	adult	world,	entry	life	structure	for	early	adulthood	Age	30	transition*	Settling
down,	culminating	life	structure	for	early	adulthood	Mid-Life	Transition	(Age	40–45)*	Era	III	Middle	Adulthood	(Age	40–65)	(Goals	become	more	other-oriented,	compassionate	roles,	mentor	roles	assumed;	peak	effectiveness	as	a	leader)	Entering	life	structure	for	middle	adulthood	Age	50	transition*	Culmination	of	middle	adulthood	Late	Adulthood
Transition	(Age	60–65)*	Era	IV	Late	Adulthood	(Age	60+)	(An	era	when	declining	capacities	are	recognized;	anxieties	about	aging,	loss	of	power	and	status	begin)	Acceptance	of	death’s	inevitability	*Indicates	major	transitions	to	a	new	developmental	era.	SOURCE:	D.	Levinson,	C.	M.	Darrow,	E.	B.	Klein,	M.	H.	Levinson,	&	B.	McKee,	The	seasons	of	a
man’s	life	(New	York:	Alfred	A.	Knopf,	1978).	Reprinted	with	permission	of	the	author	and	publisher.	Dialectical	Models	of	Adult	Personality	In	contrast	to	Erikson’s	focus	on	stages	of	ego	development,	Levinson	and	colleagues	(1977,	1978,	1986,	1996)	have	examined	developmental	stages	in	terms	of	life	structures,	or	the	underlying	characteristics	of
a	person’s	life	at	a	particular	period	of	time.	Of	all	stage	theories	of	adult	development,	this	model	is	the	most	explicit	in	linking	each	stage	with	a	specific	range	of	chronological	age.	Each	period	in	the	life	structure	(defined	as	four	“eras”	by	Levinson)	represents	developmental	stages,	each	one	lasting	about	20	years.	These	are	separated	by
transitions	of	about	5	years,	each	of	which	generally	occurs	as	the	individual	perceives	changes	in	the	self,	or	as	external	events	such	as	childbirth	and	retirement	create	new	demands	on	one’s	social	relationships	with	others	(see	the	box	above).	Levinson’s	model	represents	an	example	of	a	dialectical	approach	to	personality	development	that	is
consistent	with	the	person–environment	model;	it	proposes	that	growth	occurs	because	of	interactions	between	a	person	who	is	changing	188	biologically	and	psychologically,	and	a	dynamic	environment.	To	the	extent	that	an	individual	is	sensitive	to	the	changing	self,	he	or	she	can	respond	to	shifting	external	conditions	by	altering	something	within
the	self	or	by	modifying	environmental	expectations.	This	process	thereby	reestablishes	equilibrium	with	the	environment.	For	example,	an	older	person	experiencing	normal	declines	in	cardiovascular	function	that	is	aggravated	by	heart	disease	may	decide	to	shift	from	downhill	to	cross-country	skiing	while	still	maintaining	her	role	as	mentor	to
young	skiers.	In	this	manner,	she	can	modify	her	lifestyle	to	meet	her	declining	health	without	giving	up	her	need	for	generativity.	Trait	Theories	of	Personality	Another	approach	to	studying	personality	is	to	examine	characteristic	behaviors	specific	within	individuals	that	reflect	trait	theories.	Traits	are	relatively	stable	personality	dispositions;
together	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	Maintaining	an	active	lifestyle	can	enhance	an	older	person’s	self-esteem.	Photodisc/Getty	Images	they	make	up	a	constellation	that	distinguishes	each	individual.	For	example,	we	can	describe	people	along	a	continuum	of	personality	attributes	such	as	extroverted	to	introverted,	passive	to
aggressive,	and	optimistic	to	pessimistic,	as	well	as	high	or	low	on	need	for	achievement	and	affiliation.	Most	personality	theorists	agree	that	traits	do	not	change	unless	the	individual	makes	a	conscious	effort	to	do	so—for	example,	undergoing	psychological	counseling	to	become	more	nurturant	or	more	assertive.	This	assumption	of	stability	has	led
trait	researchers	to	examine	personality	traits	longitudinally	in	the	middle	and	later	years.	Proponents	of	this	approach	are	McCrae	(2002)	and	Costa	(1997,	2003),	who	measured	specific	traits	of	participants	in	the	Baltimore	Longitudinal	Studies.	They	propose	a	five-factor	model	of	personality	traits,	consisting	of	five	primary,	independent
dimensions:	•	•	•	•	•	neuroticism	extraversion	openness	to	experience	agreeableness	conscientiousness	Within	each	component	are	six	facets,	or	subcategories,	of	traits	listed	above;	people	who	score	high	on	the	primary	trait	would	demonstrate	higher	tendencies	toward	these	behaviors	and	emotions.	Standardized	tests	such	as	the
GuilfordZimmerman	Temperament	Survey	(GZTS)	are	used	to	compare	individuals	with	population	norms	on	these	traits.	By	administering	the	GZTS	to	the	same	research	subjects	three	times	over	12	years	in	the	Baltimore	Longitudinal	Studies,	researchers	found	stability	in	the	five	traits	described	above,	independent	of	environmental	influences.
Using	a	cross-sectional	approach,	they	also	identified	consistency	in	these	traits	in	middle-aged	and	older	adults.	Both	groups	differed	from	young	adults	on	some	personality	factors,	especially	in	neuroticism,	extraversion,	and	openness	to	experience.	Their	research	supports	the	idea	of	lifelong	stability,	and	even	heritability,	of	some	personality	traits.
Subsequent	studies	by	McCrae	and	Costa	(with	collaborators	from	diverse	countries)	demonstrate	universal	patterns	of	linear	declines	with	age	in	neuroticism,	extraversion,	and	openness,	and	an	increase	in	agreeableness	and	conscientiousness.	Although	not	all	age	differences	were	significant,	the	greatest	difference	was	consistently	between	the
youngest	and	oldest	cohorts	(Costa	&	McCrae,	1994,	1995;	McCrae	et	al.,	1999,	2000;	McCrae	&	Terracciano,	2005;	McCrae	et	al.,	2004).	Life	events	play	an	important	role	in	the	pattern	of	these	changes	in	personality	traits.	Negative	life	events	occurring	in	the	late	70s	are	associated	with	significant	declines	in	extraversion	and	an	increase	in
neuroticism.	On	the	other	hand,	positive	life	events	such	as	remarriage	after	age	70	are	followed	by	increased	extraversion	(Maiden	et	al.,	2003;	Mroczek	&	Spiro,	2003;	Mroczek,	Spiro,	&	Griffin,	2006).	When	the	Baltimore	Longitudinal	Studies	tracked	personality	scores	for	as	long	as	42	years,	the	pattern	of	decline	in	neuroticism,	extraversion,	and
openness	and	the	increase	in	agreeableness	and	conscientiousness	observed	in	cross-sectional	and	shorter	longitudinal	observations	was	supported.	189	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	However,	the	researchers	also	identified	significant	individual	variability	in	these	changes	as	well	as	in	specific	facets	of	the	extraversion	factor
(Terracciano,	McCrae,	&	Costa,	2006).	Cohort	and	cultural	influences	on	some	personality	traits	have	also	been	identified.	Using	a	cross-sequential	research	design,	Schaie	and	Willis	(1991)	found	few	changes	in	specific	traits	of	the	same	individuals	over	7	years	in	the	Seattle	Longitudinal	Study,	but	they	did	find	cohort	differences.	That	is,	the	oldest
participants	in	the	first	wave	were	less	flexible	and	adaptable	than	were	persons	of	the	same	age	in	the	second	wave	of	testing	7	years	later.	Cultural	factors	may	also	play	a	role	in	the	development	of	certain	traits.	For	example,	traditional	societies,	including	the	United	States	before	the	feminist	movement	of	the	1960s,	reinforced	“agreeableness”	as
a	trait	in	women.	Several	facets	of	this	trait—such	as	altruism,	compliance,	modesty,	and	tendermindedness—are	viewed	in	traditional	societies	as	important	“feminine”	traits.	However,	as	women	have	moved	into	more	diverse	roles	and	entered	occupations	that	were	once	considered	“masculine,”	there	is	less	gender	stereotyping	of	traits,	although
women	may	still	be	expected	to	perform	traditional	caring	roles.	Emotional	Expression	and	Regulation	Basic	emotions	such	as	fear,	anger,	happiness,	and	shame	are	hardwired,	or	part	of	the	core	personality	of	every	human	being.	However,	as	the	individual	matures,	feelings	may	become	more	cognitively	complex	and	expressed	differently.	For
example,	a	young	child	often	expresses	any	emotion	under	any	circumstance,	but	with	socialization	and	a	lifetime	of	interpersonal	experiences,	older	adults	know	how	to	regulate	their	emotional	expression,	including	not	expressing	feelings	like	anger	or	fear.	Studies	reveal	that	negative	affect	declines	and	positive	affect	increases	or	remains	stable
over	the	life	course.	Experiences	throughout	life	also	help	adults	anticipate	others’	emotional	responses.	190	Some	personality	theorists	have	suggested	that	emotion	regulation	and	social	expertise	help	elders	achieve	and	sustain	meaningful	interpersonal	relationships	and	minimize	conflict.	This	allows	them	to	maintain	a	positive	emotional	state	by
refocusing	their	negative	or	angry	feelings	(Carstensen,	Mikels,	&	Mather,	2006;	Charles	&	Cartensen,	2007;	Phillips	et	al.,	2008).	However,	older	adults	show	greater	emotional	reactivity	than	younger	persons	when	viewing	acts	of	injustice,	suffering,	and	loss	(Birditt,	Fingerman,	&	Almeida,	2005;	Charles,	2005;	Kliegel,	Jager,	&	Phillips,	2007;
Kunzmann	&	Gruhn,	2005).	Overall,	healthy	emotional	aging—characterized	by	an	overall	enhancement	of	emotional	experience	across	the	life	course—is	part	of	normal	human	development	(Kryla-Lighthall	&	Mather,	2009;	Zarit,	2009).	The	role	of	family	and	culture	on	emotional	expression	and	regulation	has	also	been	examined.	People	in	the	same
age	cohort	may	differ	in	their	ability	to	express	or	deny	emotions,	based	on	the	social	conditioning	they	received	from	their	parents	and	the	cultural	milieu	regarding	how,	when,	and	where	emotions	can	be	expressed.	Parents	who	discourage	their	children	from	crying	in	public	or	verbally	expressing	anger	often	set	the	stage	for	a	lifetime	of
controlling	one’s	emotions.	Thus,	emotional	development	depends	not	just	on	physiological	and	cognitive	maturation,	but	also	on	familial	and	cultural	influences	(Magai,	2001;	Magai	et	al.,	2001).	These	early	familial	and	cultural	expectations	that	can	influence	emotional	expression	across	the	life	course	remain	powerful	messages	in	old	age	and	need
to	be	considered	by	social	and	health	care	providers	working	with	older	adults.	Self-Concept	and	Self-Esteem	A	major	adjustment	required	in	old	age	is	the	ability	to	redefine	one’s	self-concept,	or	one’s	cognitive	image	of	the	self,	as	some	previous	social	roles	shift	and	as	new	roles	are	assumed.	Our	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD
AGE	PERSONALITY	FACTORS	IMPORTANT	FOR	MAINTAINING	SELF-ESTEEM	•	Reinterpretation	of	the	meaning	of	self,	such	that	an	individual’s	self-concept	and	self-worth	are	independent	of	any	roles	he	or	she	has	played	(“I	am	a	unique	individual”	rather	than	“I	am	a	doctor/teacher/wife”).	•	Acceptance	of	the	aging	process,	its	limitations,	and
possibilities.	That	is,	individuals	who	realize	that	they	have	less	energy	and	respond	more	slowly	than	in	the	past,	but	that	they	can	still	participate	in	life,	will	adapt	more	readily	to	the	social	and	health	losses	of	old	age.	•	Reevaluation	of	one’s	goals	and	expectations	throughout	life.	Too	often	people	establish	life	goals	at	an	early	age	and	are
constantly	disappointed	as	circumstances	change.	The	capacity	to	respond	to	internal	and	external	pressures	by	modifying	life	goals	appropriately	reflects	flexibility	and	harmony	with	one’s	environment.	•	The	ability	to	look	back	objectively	on	one’s	past	and	to	review	one’s	failures	and	successes.	Life	review	entails	an	objective	review	and	evaluation
of	one’s	life.	An	older	person	who	has	this	capability	to	reminisce	about	past	experiences	and	how	these	have	influenced	subsequent	personality	development,	behavior,	and	interpersonal	relationships	can	call	upon	coping	strategies	that	have	been	effective	in	the	past	and	adapt	them	to	changed	circumstances.	As	noted	above,	life	review	can	also	help
the	older	person	come	to	terms	with	unresolved	conflicts	from	one’s	past,	resulting	in	greater	ego	integrity.	self-concept	emerges	from	our	interactions	with	the	social	environment,	our	social	roles,	and	our	accomplishments.	Through	continuous	interactions	with	the	environment,	people	can	confirm	or	revise	these	self-images.	They	do	so	either	by:	•
assimilating	new	experiences	into	their	selfconcept,	or	•	accommodating	or	adjusting	their	self-concept	to	fit	the	new	reality.	Accommodation	is	more	difficult	and	requires	greater	adaptive	skills	(Whitbourne	&	Primus,	1996).	For	example,	how	does	a	retired	teacher	identify	himself	or	herself	after	giving	up	the	work	that	has	been	that	individual’s
central	focus	for	the	past	40	or	50	years?	How	does	a	woman	whose	self-concept	is	closely	associated	with	her	role	as	a	wife	express	her	identity	after	her	husband	dies?	Many	older	persons	continue	to	identify	with	the	role	that	they	have	lost	(think	of	those	who	continue	to	introduce	themselves	as	a	“teacher”	or	“doctor”	long	after	retiring	from	those
careers).	This	would	represent	a	type	of	identity	assimilation.	Others	experience	role	confusion,	particularly	in	the	early	stages	of	retirement,	when	cues	from	other	people	are	inconsistent	with	an	individual’s	self-concept.	This	may	require	identity	accommodation.	Still	others	may	undergo	a	period	of	depression	and	major	readjustment	to	the	changes
associated	with	role	loss.	To	the	extent	that	a	person’s	self-concept	is	defined	independently	of	particular	social	roles,	one	adapts	more	readily	to	the	role	losses	that	may	accompany	old	age.	Both	assimilation	of	new	social	roles	to	a	stable	selfconcept	and	some	accommodation	to	changing	realities	are	indicators	of	successful	adaptation	of	one’s	self-
concept.	Older	adults	who	have	not	been	able	to	develop	a	sense	of	self	as	differentiated	from	their	past	roles	are	more	likely	to	experience	negative	outcomes.	However,	research	with	the	oldest-old	demonstrates	that	self-concept	remains	essentially	unchanged	among	most	elders.	Even	with	declining	health	and	loss	of	significant	others,	those	who
survive	to	advanced	old	age	generally	maintain	their	long-held	identity	(Diehl,	Hastings,	&	Stanton,	2001).	For	an	older	person	whose	self-concept	is	based	on	social	roles	and	others’	expectations,	role	losses	have	a	particularly	significant	impact	on	that	individual’s	self-esteem—defined	as	an	evaluation	or	feeling	about	his	or	her	identity	relative	to
some	ideal	or	standard.	191	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	•	Self-concept	is	the	cognitive	definition	or	self-perception	of	one’s	identity.	•	Self-esteem	is	based	on	an	emotional	assessment	of	the	self.	The	affective	quality	of	self-esteem	makes	it	more	dynamic	and	more	easily	influenced	by	such	external	forces	as	retirement,
widowhood,	poverty,	health	status,	and	both	positive	and	negative	reinforcements	from	others	(e.g.,	respect,	deference,	or	ostracism—treating	the	person	as	invisible).	Social	roles	integrate	the	individual	into	society	and	add	meaning	to	one’s	life.	As	a	result,	alterations	in	social	roles	and	the	loss	of	status	that	accompanies	some	of	these	changes
often	have	a	negative	impact	on	an	older	person’s	self-esteem.	Think,	for	example,	of	an	older	woman	whose	social	roles	have	emphasized	that	of	caregiver	to	her	family.	If	she	herself	becomes	dependent	on	others	for	care	because	of	a	major	debilitating	illness	such	as	a	stroke	or	dementia,	she	is	unwittingly	robbed	of	this	“ideal	self,”	and	her	self-
esteem	may	suffer.	An	individual	who	experiences	multiple	role	losses	must	not	only	adapt	to	the	lifestyle	changes	associated	with	aging	(e.g.,	financial	insecurity	or	shrinking	social	networks),	but	also	must	integrate	the	new	roles	with	his	or	her	“ideal	self”	or	learn	to	modify	this	definition	of	“ideal.”	Older	persons	who	experience	major	physical	and
cognitive	disabilities	simultaneously	with	role	losses—or	worse	yet,	whose	role	losses	are	precipitated	by	an	illness	(e.g.,	early	retirement	due	to	stroke	or	nursing	home	placement	because	of	Alzheimer’s)—	must	cope	with	multiple	challenges	at	a	time	in	their	lives	when	they	have	the	fewest	resources	to	resolve	them	successfully.	Grief	and
depression	are	common	reactions	to	such	losses.	Some	studies	have	shown	a	generalized	decrease	in	self-esteem	from	age	50	to	80,	although	many	others	have	found	improvement	from	adolescence	through	the	young-old	period.	These	varied	findings	may	be	attributed	to	the	crosssectional	nature	of	research	on	self-esteem	and	age.	An	analysis	of	50
published	studies	of	selfesteem	among	people	ranging	in	age	from	6	to	83	found	a	common	pattern	of	stability	in	self-esteem	192	between	midlife	and	old	age.	This	pattern	resembles	the	stability	of	personality	traits	described	earlier	in	this	chapter	(Trzesniewski,	Donallen,	&	Robins,	2003).	Stressful	life	events	and	disabilities,	such	as	severe	hearing
loss,	can	impair	older	adults’	self-esteem.	For	example,	older	people	who	are	socially	isolated	and	have	significant	physical	disabilities	often	have	the	poorest	self-esteem.	In	contrast,	those	who	practice	active	aging	by	maintaining	a	strong	social	network	and	participating	in	volunteer	or	civic	activities	tend	to	do	better	psychologically,	experiencing	a
sense	of	personal	competence	(Ryff,	Kwan,	&	Singer,	2001;	Windsor,	Anstey,	&	Rogers,	2008).	Successful	Aging	Early	gerontological	studies	focused	on	quality	of	life	and	subjective	well-being,	concepts	that	no	longer	dominate	gerontological	research.	Instead,	researchers	and	clinicians	are	increasingly	interested	in	the	concepts	of	successful,	robust,
vital,	or	positive	aging	and	resilience,	with	the	most	attention	given	to	defining	and	measuring	successful	aging	(Danner,	Snowden,	&	Friesen,	2001;	George,	2006;	Hendricks	&	Hatch,	2006;	Rowe	&	Kahn,	1987,	1997,	1998).	This	interest	has	been	sparked	by	the	growing	number	of	older	people	who	have	avoided	disabling	chronic	health	problems
and	declining	cognitive	skills	and	have	managed	to	cope	effectively	in	their	daily	lives.	What	are	the	characteristics	of	such	elders	who	age	successfully	that	distinguish	them	from	their	less	hardy	peers?	Successful	aging	is	defined	as	a	combination	of:	•	physical	and	functional	health	•	high	cognitive	functioning	•	active	involvement	with	society	This
definition	implies	that	the	successful	older	person	has	low	risk	of	disease	and	disability	(i.e.,	healthy	lifestyle	factors	such	as	good	nutrition,	not	smoking,	physical	activity);	is	actively	using	problem-solving,	conceptualization,	and	language	skills	to	ensure	mental	stimulation;	is	maintaining	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE
meaningful	social	contacts;	exhibits	emotional	optimism;	and	is	participating	in	activities	that	contribute	to	society	(e.g.,	volunteering,	paid	or	unpaid	work).	Consistent	with	the	person–	environment	model,	individuals	who	age	successfully	are	choosing	and	seeking	positive	social	experiences	and	relationships,	and	improving	the	fit	of	their	social
environment	(Rohr	&	Lang,	2009).	The	concept	of	personal	agency—individual	choices	and	behaviors—is	also	central.	The	model	of	successful	aging	proposed	by	Rowe	and	Kahn	(1997,	1998),	shown	in	Figure	1,	integrates	these	components.	The	MacArthur	Studies	of	Successful	Aging,	on	which	this	model	is	based,	examined	longitudinally	a	cohort	of
men	and	women	(aged	70–79	at	baseline)	in	three	East	Coast	communities.	They	were	selected	because	they	represented	the	top	third	of	their	age	group	in	cognitive	and	physical	functioning.	Within	this	selective	group	of	“robust”	older	persons,	more	specific	tests	of	cognitive	and	physical	abilities,	as	well	as	physiological	parameters,	were	conducted
in	1988	and	1991.	Those	with	the	highest	performance	scores	in	this	group	at	follow-up	and	those	who	survived	3	years	Intergenerational	celebrations	provide	opportunities	for	social	engagement.	Photodisc/Getty	Images	Avoidance	of	disease	and	disability	Involvement	in	society	High	cognitive	and	physical	function	Successful	aging	FIGURE	1	A
Model	of	Successful	Aging	This	model	assumes	that	all	three	components	must	exist	for	successful	aging	to	occur.	SOURCE:	Successful	Aging	in	The	Gerontologist	by	Rowe,	J.	W.	and	Kahn,	R.	L.	Copyright	1997	by	Oxford	University	Press—Journals.	Reproduced	with	permission	of	Oxford	University	Press—Journals	in	the	format	textbook	and	other
book	via	Copyright	Clearance	Center.	later	had	fewer	chronic	conditions	(especially	cardiovascular	diseases),	better	self-rated	health,	and	higher	educational	and	income	levels.	The	majority	of	these	robust	older	adults	reported	no	problems	with	daily	physical	activities	such	as	walking,	crouching,	and	stooping	without	help,	and	55	percent	maintained
their	baseline	performance	levels	after	3	years.	Although	23	percent	showed	a	decline	on	the	performance	tests,	22	percent	actually	improved.	Those	who	declined	or	died	in	the	interim	had	greater	weekly	variability	in	their	physical	performance,	blood	pressure,	balance,	and	gait,	and	had	entered	the	study	with	some	chronic	diseases.	Participants	in
the	MacArthur	Studies	were	also	assessed	on	their	physical	functioning	over	7	years.	Those	with	a	strong	support	system	showed	less	deterioration	in	their	functional	health	than	elders	without	positive	networks.	193	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	Such	social	supports	were	particularly	valuable	for	men	and	those	who	had
poorer	physical	health	at	baseline.	Based	on	these	findings,	the	MacArthur	Studies	researchers	recommend	that	people	remain	actively	engaged	with	life	and	connected	to	others	as	they	age.	Successful	aging	also	implies	maintenance	of	cognitive	functioning.	In	the	MacArthur	Studies,	educational	level	was	the	best	predictor	of	continued	high	levels
of	cognitive	ability.	Rather	than	innate	intelligence,	higher	educational	achievement	in	those	who	aged	successfully	was	most	likely	due	to	lifelong	interest	in	intellectual	activities	as	well	as	a	beneficial	effect	of	education	on	the	development	of	complex	networks	in	the	brain.	Other	predictors	of	maintaining	cognitive	abilities	were	involvement	in
strenuous	physical	activity.	A	higher	level	of	self-efficacy,	that	is,	a	feeling	of	competence	in	one’s	ability	to	deal	with	new	situations,	was	also	a	significant	predictor	of	high	physical	and	cognitive	functioning	at	follow-up	(Seeman	et	al.,	1999).	A	later	review	of	28	studies	that	examined	correlates	of	successful	aging	confirmed	that	cognitive	activity,
absence	of	disability,	more	physical	activity,	not	smoking,	and	absence	of	depression,	diabetes,	and	debilitating	arthritis	were	significantly	correlated	with	objective	measures	of	this	concept	(Depp	&	Jeste,	2006;	Depp,	Ipsit,	&	Jeste,	2007).	The	concept	of	“robust	aging”	represents	a	broader	perspective	on	successful	aging,	one	that	considers
exceptional	functioning	on	measures	of	physical	health,	cognitive	abilities,	and	emotional	well-being	even	among	the	oldest-old	(Garfein	&	Herzog,	1995).	Instead	of	focusing	on	decline,	the	emphasis	is	on	trying	to	promote	optimal	aging	in	which	emotional	well-being	is	maintained	or	even	enhanced	(Kryla-Lighthall	&	Mather,	2009).	Four	important
characteristics	distinguish	robust	older	adults	from	their	less-robust	peers:	•	productive	involvement	(defined	as	1,500	hours	or	more	of	paid	or	unpaid	work,	home	maintenance,	or	volunteer	activity	in	the	past	year)	194	•	absence	of	depressive	symptoms	(i.e.,	high	affective	well-being)	•	high	physical	functioning	•	no	cognitive	impairment	(Garfein	&
Herzog,	1995)	Robust	elders	reported	more	social	contacts,	better	physical	health	and	vision,	and	fewer	significant	life	events	(e.g.,	death	of	partner,	child,	close	friend)	in	the	past	3	years	than	did	poorly	functioning	elders.	For	the	oldest-old,	robust	aging	also	implies	the	ability	to	perform	basic	activities	of	daily	living,	higher-level	work,	and	leisure
and	social	activities	(Horgas,	Wilms,	&	Baltes,	1998).	A	related	concept	is	resilience,	or	the	ability	to	thrive	under	adversity	or	multiple	life	challenges,	turning	adversity	into	a	catalyst	for	growth	and	development.	The	concept	of	resilience	takes	account	of	background	characteristics	(e.g.,	gender,	social	class,	race,	sexual	orientation,	and	age)	and
personal,	family,	cultural,	and	community	capacities	that	can	protect	against	or	moderate	adversity	and	influence	meaning	and	well-being	in	later	life.	For	example,	people	who	have	positive	interpersonal	relationships,	strong	cultural	values,	and	a	supportive	community	can	enhance	their	resilience	even	in	the	face	of	chronic	health	problems	and
economic	adversity.	Paradoxically,	older	adults	have	lower	rates	of	mental	disorders	than	other	adult	age-groups	and	generally	report	higher	emotional	well-being	and	positive	affect	(Kahn,	2003;	Neimeyer,	2001;	Ryff	&	Singer,	2009;	Ryff	et	al.,	2001;	Zarit,	2009).	A	comparison	of	three	large	longitudinal	studies	provides	insights	into	personality	and
coping	styles	that	result	in	what	some	researchers	call	“positive	aging”	(i.e.,	actively	responding	to	changes	in	one’s	health	and	interpersonal	relations).	The	Grant	Study	of	Harvard	Graduates	studied	a	cohort	of	men	born	in	the	1920s	from	their	student	days	through	old	age.	The	Glueck	Study	of	Inner	City	Adolescent	Boys	followed	a	cohort	born	in
the	1930s,	while	the	Terman	Study	of	Gifted	Children	examined	both	males	and	females	starting	in	1922.	Vaillant	continued	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	to	interview	survivors	of	these	three	groups	during	their	middle	and	older	years,	starting	with	the	Grant	sample	in	1967,	the	Glueck	men	in	1970,	and	the	surviving	90
women	in	the	Terman	study	after	1987	(Vaillant,	1977,	1994,	2002).	Important	commonalities	were	identified	across	these	diverse	samples	of	men	and	women,	despite	their	different	childhood	and	family	experiences	and	socioeconomic	status	during	their	youth	and	middle	years.	Vaillant	concluded	from	these	studies	that:	•	personality	and	coping
strategies	in	youth	and	during	college	years	predict	adaptive	ability	in	old	age	if	the	person	does	not	have	a	psychological	disorder	•	childhood	social	class	and	parental	problems	had	little	impact	on	outcomes	during	these	participants’	old	age	•	self-confidence	evolves	with	age	Vaillant	observed	that	those	who	had	aged	“positively”	shared	the	quality
of	resilience,	which	he	defined	as	adaptability	and	taking	life	in	stride.	This	trait	was	expressed	by	one	of	the	Grant	study	subjects	whose	closest	friends	and	relatives	had	died:	“Life	is	like	a	book	filled	with	many	chapters.	When	one	chapter	is	finished,	you	must	go	on	to	the	next	chapter”	(Vaillant,	2002,	p.	9).	Based	on	his	analysis	of	the	early
childhood	and	young	adulthood	experiences	of	surviving	elders,	Vaillant	summarized	qualities	that	predicted	positive	aging:	1.	long-term	“healing	relationships”	in	which	elders	help	others	and	accept	help	from	close	friends	and	family	members	2.	a	supportive	marriage	or	long-term	partnership	3.	continued	involvement	with	life,	making	new	friends
to	replace	those	lost	through	death	or	relocation,	as	well	as	the	ability	to	accept	the	inevitability	of	death	4.	mature	defense	mechanisms	and	active	coping	responses	rather	than	passive	acceptance	when	faced	with	crises	in	health	and	interpersonal	relations	(Vaillant,	2002)	Other	researchers	emphasize	that	a	sense	of	purpose,	meaning,	or
contribution	to	society	is	a	critical	element	of	successful	aging.	This	sense	of	purpose	is	more	than	reflection,	acceptance,	and	ego	integrity	(as	Erikson	describes	in	his	eighth	stage	of	adult	development).	It	requires	that	older	persons	continue	giving	back	to	society,	often	through	volunteering,	which	is	the	hallmark	of	the	seventh	stage—generativity.
For	example,	participants	in	the	Foster	Grandparents	Program	believe	they	have	achieved	higherorder	needs	(such	as	helping	children),	are	making	a	difference	in	others’	lives,	and	that	their	lives	have	a	purpose.	These	are	elements	of	both	generativity	and	ego	integrity,	and	support	the	importance	of	both	types	of	developmental	tasks	for	successful
aging.	Older	adults	who	volunteer	generally	experience	greater	life	satisfaction	than	their	peers	who	do	not,	a	pattern	that	underlies	the	current	emphasis	on	civic	engagement	(Hudson,	2006).	Even	elders	who	do	not	volunteer	but	maintain	social	ties	can	increase	their	chances	of	life	satisfaction	in	old	age.	In	a	study	of	community-dwelling	older
adults,	greater	activity	levels,	resilience,	and	the	number	of	close	friends	were	all	associated	with	subjective	reports	of	successful	aging,	but	having	multiple	chronic	illnesses	or	a	disability	was	not	(Montross	et	al.,	2006).	A	Critique	of	the	Successful	Aging	Paradigm	One	of	the	challenges	in	research	on	successful	aging	is	the	wide	variation	in	defining
and	measuring	successful	aging,	with	one	critical	review	noting	29	different	definitions	of	successful	aging,	several	of	which	include	disability	and	mental	disorders	(Depp	&	Jeste,	2006).	The	concept	of	successful	aging	has	also	been	widely	critiqued	for	conveying	a	white,	middle-aged,	middle-class	norm	of	remaining	active	as	a	way	to	show	that	one
is	an	exception	to	their	age	peers—that	is,	“not	really	old,	not	aging.”	195	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	The	unspecified	but	clearly	preferred	method	of	successful	aging	is,	by	most	accounts,	not	to	age	at	all,	or	at	least	to	minimize	the	extent	to	which	it	is	apparent	that	one	is	ageing,	both	internally	and	externally.	(Andrews,
1999,	p.	305)	Since	normal	physical	decrements	do	occur	with	age,	an	implicit	message	of	successful	aging	is	to	develop	strategies	(or	“lifestyle	industries”)	to	preserve	“youthfulness”	in	order	not	to	be	seen	as	old.	The	focus	on	physical	and	mental	activity	is	reinforced	by	mass	marketing	and	advertising	of	exceptionally	fit	and	physically	attractive
older	adults	who	have	the	resources	to	slow	decline	(Hendricks	&	Hatch,	2006;	Katz,	2000;	McHugh,	2000).	In	such	instances,	successful	aging	assumes	that	everyone	has	autonomy	and	lifestyle	options.	But	such	opportunities	across	the	life	course	may	not	be	available	to	lowincome	and	historically	underserved	elders	who	lack	the	resources	or
supports	to	engage	in	the	lifestyle	associated	with	successful	aging.	Instead,	assumptions	about	appropriate	lifestyles	for	happiness	and	successful	aging	are	often	class-based	and	may	unintentionally	overlook	or	blame	older	adults	who	have	not	had	such	lifestyle	and	genetic	advantages	(Wray,	2003).	The	concept	of	successful	aging	also	minimizes
the	extent	to	which	physical	and	social	environments	are	structured	to	limit	choices	to	engage	in	an	active	lifestyle	(Hendricks	&	Hatch,	2006;	Holstein	&	Minkler,	2003).	Admonitions	to	choose	healthy	lifestyles	do	not	generally	resonate	with	lowincome	elders	who	are	preoccupied	with	having	enough	to	eat	(Grzywacz	&	Marks,	2001).	Based	on	these
concerns,	the	MacArthur	Studies	researchers	later	emphasized	the	importance	of	structural	factors	and	altering	policies	(e.g.,	funding	prevention	under	Medicare)	and	environments	(e.g.,	free	public	exercise	areas)	to	increase	opportunities	to	age	successfully	(Hendricks	&	Hatch,	2006;	Kahn,	2003).	Another	limitation	of	the	successful	aging	model	is
its	emphasis	on	activity	and	productivity	characteristics	of	mainstream	Western	culture.	This	overlooks	elders—often	from	other	cultures—who	are	contemplative	and	engage	in	spiritual	activities	196	and	may	experience	a	high	degree	of	subjective	well-being.	Others	have	questioned	the	assumption	that	health	is	a	necessary	component	of	successful
aging,	because	many	older	adults	with	chronic	illness	remain	productive	(Zarit,	2009).	Similarly,	some	studies	suggest	that	cognitive	and	emotional	health	are	more	important	components	of	successful	aging	than	physical	well-being	(Depp	et	al.,	2007).	A	narrow	definition	of	successful	aging	can	also	be	stigmatizing	to	older	adults	with	chronic
illnesses	who	develop	strategies	to	compensate	for	their	functional	disabilities	and	are	able	to	experience	a	high	level	of	a	subjective	well-being	or	quality	of	life	even	though	they	do	not	fit	“successful	aging”	in	terms	of	Rowe	and	Kahn’s	criteria	(Minkler	&	Fadem,	2002;	Moody,	2005).	Instead,	the	focus	might	be	on	how	to	create	conditions	that	allow
elders	to	enjoy	a	good	quality	of	life	even	if	they	have	a	chronic	illness	(Zarit,	2009).	In	effect,	the	concept	of	successful	aging	is	an	ambiguous	and	controversial	one.	As	such,	it	raises	questions	about	whose	standards	define	“success,”	and	overlooks	the	fact	that	older	adults	may	perceive	their	quality	of	life	to	be	high,	even	though	they	would	not	be
classified	as	such	by	the	theoretical	models	of	successful	aging	(George,	2006).	Indeed,	in	a	study	of	867	community-dwelling	elders,	50.3	percent	rated	themselves	as	aging	successfully,	but	when	objectively	assessed	with	Rowe	and	Kahn’s	three	criteria,	only	18.8	percent	were	classified	in	this	manner	(Strawbridge,	Wallhagen,	&	Cohen,	2002).
Similarly,	a	study	of	low-income	older	women	found	that	they	developed	strategies	to	remain	involved	in	personally	meaningful	activities	and	to	experience	quality	of	life	even	though	their	lives	did	not	fit	the	prevailing	models	of	successful	aging	(Wray,	2003).	It	is	important	to	note	that	“success”	in	the	Rowe	and	Kahn	model	should	not	be	viewed	as	a
dichotomous	state,	but	rather	a	continuous	variable	where	elders	may	be	more	successful	in	one	of	the	three	criteria	than	in	others	and	still	be	viewed	as	having	aged	well	(Kahn,	2003).	Nevertheless,	because	of	some	of	the	class,	race,	and	gender	biases	implicit	in	successful	aging	and	the	role	of	social	and	economic	structures	in	PERSONALITY	AND
MENTAL	HEALTH	IN	OLD	AGE	limiting	opportunities	for	successful	aging,	the	concept	of	active	aging	or	resilience	may	be	more	applicable	to	historically	underserved	populations	that	display	remarkable	strengths	despite	adversities	in	their	lives.	Their	strengths	may	derive	from	internal	resources	(e.g.,	spirituality,	religiosity,	self-concept,	and	sense
of	mastery)	and	from	social	and	cultural	resources	(e.g.,	social	supports,	community	resources,	and	cultural	values).	Resilience	was	described	earlier	in	our	review	of	longitudinal	studies	of	personality	and	adaptability	across	the	life	course	(Vaillant,	2002).	Mental	Disorders	Among	Older	Persons	Normal	psychological	development	with	aging	includes
some	changes	in	cognitive	processes	as	well	as	maturation	of	coping	responses,	stability	in	personality	traits,	and	a	natural	progression	through	different	stages	of	personality	development.	The	majority	of	older	adults	experience	such	changes	without	major	disruptions	in	their	behavior	or	mental	health.	In	fact,	older	adults	have	a	lower	prevalence	of
mental	disorders	than	do	young	and	middleaged	adults,	and	most	of	these	are	chronic	and	recurring	conditions	across	the	life	course—not	due	to	aging	(Zarit,	2009).	However,	some	older	people	experience	more	severe	problems	in	cognitive	function,	coping	ability,	emotional	stability,	or	interpersonal	behavior.	In	such	instances	of	psychiatric	or
mental	disorders,	the	individual’s	interpersonal	and	self-care	behaviors	are	impaired	and	often	result	in	feelings	of	distress	and	loss	of	autonomy.	These	conditions	are	not	unique	to	older	adults	and	are	found	across	the	life	course.	However,	they	may	be	more	difficult	to	diagnose	among	older	people	due	to	comorbidities	such	as	chronic	systemic
diseases	and	impaired	sensory	function.	The	major	forms	of	mental	disorders	in	older	adults	include	mood	disorders,	particularly	depression;	anxiety	disorders	(including	phobias	and	panic	disorders);	schizophrenia;	and	substance	abuse.	Depression,	one	of	the	primary	mood	disorders	of	old	age,	often	coexists	with	other	diseases,	and	accounts	for	a
significant	number	of	suicides,	especially	among	older	men.	Anxiety,	paranoid	disorders,	and	schizophrenia	are	conditions	that	are	typically	first	diagnosed	in	youth	or	middle	age.	Alcoholism	and	drug	abuse	is	less	common	in	older	individuals,	although	their	effect	on	older	people’s	physical	health	and	cognitive	functioning	is	more	detrimental	than	on
younger	persons.	Alzheimer’s	disease	and	other	dementias	are	cognitive	disorders	that	are	more	likely	to	affect	the	oldest-old.	Each	of	these	conditions	is	reviewed	in	the	following	sections.	The	prevalence	of	mental	disorders	among	older	persons	who	are	living	in	the	community	ranges	from	15	to	25	percent,	depending	on	the	population	studied	and
the	categories	of	disorders	examined.	Although	the	rates	among	community-dwelling	elders	are	generally	lower	than	other	adult	groups,	higher	rates	are	found	in	long-term	care	settings,	with	estimates	of	10	to	40	percent	of	older	residents	who	have	mildto-moderate	impairments,	and	an	additional	5	to	10	percent	with	significant	disorders.	Twenty
percent	of	all	first	admissions	to	psychiatric	hospitals	are	persons	over	age	65.	Older	psychiatric	patients	are	more	likely	to	have	chronic	conditions	and	to	require	longer	periods	of	inpatient	treatment	than	are	younger	patients,	as	evidenced	by	the	fact	that	25	percent	of	all	beds	in	these	hospitals	are	occupied	by	older	persons,	even	though	older
adults	comprise	just	over	12	percent	of	the	U.S.	population.	However,	most	older	patients	with	chronic	psychiatric	conditions	live	in	the	community;	fewer	live	in	nursing	homes	or	psychiatric	institutions.	Overall,	less	than	25	percent	of	older	adults	who	need	mental	health	services	ever	receive	treatment,	a	pattern	that	is	true	across	all	service	areas.
Older	patients	comprise	only	4	percent	of	outpatient	197	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	clients	of	mental	health	centers,	and	less	than	2	percent	of	those	served	by	private	practitioners.	A	major	barrier	to	treatment	is	a	shortage	of	geriatric	mental	health	professionals	and	adequate	reimbursement	for	mental	health	services
(Gatz	&	Smyer,	2001;	Kaskie	&	Estes,	2001;	Rosen,	2006).	One	problem	with	describing	the	prevalence	of	mental	disorders	of	older	people	is	the	lack	of	criteria	distinguishing	conditions	that	emerge	in	old	age	from	those	that	continue	throughout	adulthood.	In	fact,	the	major	classification	system	for	psychiatric	disorders	according	to	the	Diagnostic
and	Statistical	Manual	of	Mental	Disorders,	fourth	edition	with	text	revisions	(DSM-IV-TR	2000)	makes	such	a	distinction	only	for	dementias	that	begin	in	late	life.	No	other	mental	disorders	are	differentiated	for	old	age,	although	other	diagnostic	categories	are	described	specifically	for	adulthood	as	separate	from	childhood	or	adolescence.	The
problem	of	inadequate	criteria	for	late-life	psychological	disorders	is	compounded	by	the	lack	of	age-appropriate	psychological	tests	for	diagnosing	these	conditions.	However,	an	increasing	number	of	tests	are	being	developed,	especially	for	diagnosing	depression	and	dementia	in	older	people.	For	example,	it	is	recommended	that	screening
instruments,	such	the	Cornell	Scale	for	Depression	in	Dementia	(CSDD)	or	the	Short	Geriatric	Depression	Scale	(GDS-15	item),	be	implemented	every	6	months.	cannot	cope.	For	example,	physical	illness	and	the	loss	of	loved	ones	through	death	and	relocation	may	trigger	depressive	reactions	in	older	people.	Bipolar	disorders	are	rare,	with	major
depressive	disorders	more	common.	Psychiatric	symptoms	that	persist	beyond	6	months	in	older	persons	may	indicate	the	development	of	a	major	depressive	episode.	The	vegetative	signs,	suicidal	thoughts,	weight	loss,	and	mood	variations	from	morning	to	night	that	are	observed	in	major	depression	are	not	found	in	minor	depression.	Studies	of
older	individuals	in	community	settings	and	in	nursing	homes	suggest	that	the	prevalence	of	major	depression	is	generally	lower	than	the	rates	of	minor	or	reactive	depression.	Dysthymic	disorder	is	a	less	acute	type	of	Depression	Depression,	anxiety,	and	personality	disorders,	such	as,	paranoia	are	the	three	most	prevalent	forms	of	late-life	mental
disorders.	Of	these,	depression	is	the	most	common.	It	is	important	to	distinguish	unipolar	depression	from	bipolar	disorders	(that	is,	ranging	from	a	depressed	to	a	manic	state),	as	well	as	from	sadness,	grief	reactions,	and	other	types	of	affective	disorders.	Most	of	the	depressions	of	old	age	are	unipolar;	of	these,	most	are	minor	or	reactive
depressions,	which	arise	in	response	to	a	significant	life	event	with	which	an	individual	198	Untreated	depression	in	older	men	is	a	risk	factor	for	suicide.	YazolinoGirl/iStockPhoto	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	depression	but	with	symptoms	that	last	longer	than	major	depression.	Estimates	of	depression	for	communitydwelling
elders	are:	•	•	•	•	10–30	percent	for	minor	depression	1–4	percent	for	major	depression	2	percent	for	dysthymic	disorder	0.1	percent	for	bipolar	disorder	(Blazer,	2002;	Hybels	&	Blazer,	2003;	Kessler,	Berglund,	Demler,	Jin,	et	al.,	2003;	Zalaquett	&	Stens,	2006;	Zarit,	2009)	Rates	are	even	higher	for	older	persons	with	serious	chronic	diseases	(10	to
12	percent	are	estimated	to	have	major	depression,	10	to	43	percent	display	depressive	symptoms)	and	those	receiving	home	health	care	(13.5	percent	are	estimated	to	have	major	depression,	27.5	percent	with	significant	symptoms).	These	higher	rates	may	be	attributable	to	factors	such	as	social	isolation	and	co-occurring	medical	conditions	and
disability.	Depression	in	hospital	patients	and	nursing	home	residents	is	often	misdiagnosed.	Rates	for	minor	depression	and	dysthymia	as	high	as	20	to	50	percent	and	for	major	depression	of	6	to	24	percent	have	been	found	among	nursing	home	residents.	Rates	of	major	depression	among	hospital	inpatients	range	from	6	to	44	percent,	depending	on
the	individual’s	medical	condition	(Gellis,	2006;	Gellis	&	McCracken,	2008;	Harralson	et	al.,	2002;	Jones,	Marcantonio,	&	Rabinowitz,	2003;	Zarit,	2009).	Moderate	(30	percent)	to	high	(96	percent)	rates	of	depressive	symptoms	are	found	among	persons	with	dementia.	The	occurrence	of	depression	in	persons	with	dementia	is	associated	with
increased	general	severity	of	cognitive	deficits	and	risk	of	death	(Armore,	Tagariello,	Laterza,	&	Savoia,	2007).	Since	symptoms	of	depression	may	overlap	with	those	of	dementia,	detection	and	assessment	can	be	challenging.	In	fact,	some	studies	suggest	that	depression	may	be	a	predictor	or	risk	factor	for	dementia	(Gellis	&	McCracken,	2008).
Relatively	slight	variations	by	race	and	gender	have	been	identified.	Clinically	relevant	depressive	symptoms	are	more	common	among	women	younger	than	85	and	among	both	men	and	women	85	and	older	(19	percent)	compared	with	men	and	women	ages	65	to	74	(10	percent	and	16	percent,	respectively)	(Health	and	Retirement	Study,	2008).
These	rates	are	about	the	same	for	whites	and	African	Americans.	However,	depression	is	more	likely	to	be	undetected	or	misdiagnosed	in	elders	of	color,	in	part	because	of	cultural	barriers	to	diagnosis	and	treatment	(Das,	Olfson,	McCurtis,	&	Weissman,	2006;	Larson,	Belue,	Schlundt,	&	McClellan,	2006a;	Lincoln,	2003).	Asian	American	elders,	for
example,	attach	a	strong	stigma	to	mental	illness,	which	can	result	in	an	underdiagnosis	(Surgeon	General,	2001).	Rates	of	depression	among	Latinos	tend	to	be	higher	than	among	whites,	especially	among	Mexican	Americans	(25.6	percent).	This	is	explained	partially	by	the	following	sociodemographic	and	health-related	correlates	of	depression:	lack
of	insurance,	financial	strain,	low	locus	of	control	regarding	health,	and	co-occurrence	of	chronic	health	conditions	and	functional	disability.	In	addition,	cultural	factors—such	as	immigrant	status,	recency	of	immigration,	and	low	levels	of	acculturation—are	all	associated	with	increased	risk	of	depressive	symptomatology	(Aranda,	Lee,	&	Wilson,	2001;
Mui	&	Kang,	2006).	Health	care	providers	need	to	recognize	such	risk	factors	and	be	sensitive	to	cultural	variations	in	order	to	diagnose	accurately	and	treat	depression	effectively.	Despite	these	risk	factors,	differences	by	race	or	ethnicity	in	prevalence	rates	for	depression	are	not	statistically	significant	(Zalaquett	&	Stens,	2006;	Zarit	&	McCracken,
2008).	As	noted	earlier	in	this	chapter,	most	role	gains	(e.g.,	paid	worker,	driver,	voter,	partner,	or	parent)	occur	in	the	earlier	years,	whereas	role	losses	may	multiply	in	the	later	years.	As	we	have	seen,	loss	of	social	roles	may	be	compounded	by	decrements	in	sensory	abilities,	physical	strength,	and	health.	These	role	losses	often	result	in	grief,
which	may	be	misdiagnosed	as	depression	or	may	be	discounted	by	health	care	providers	as	a	normal	part	of	old	age.	Although	depression	usually	does	not	result	from	any	one	of	these	losses	199	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	alone,	the	combination	of	several	losses	in	close	sequence	may	trigger	a	reactive	depressive	episode.
This	may	be	due	to	changes	in	the	brain	caused	by	multiple	stressors	that	affect	the	production	of	mood-regulating	chemicals.	Physical	limitations	in	performing	activities	of	daily	living	may	also	trigger	symptoms	of	depression,	possibly	because	of	pain	and	perceived	discrimination	among	elders	experiencing	significant	difficulties	with	ADLs	(Gayman,
Turner,	&	Cui,	2008).	It	appears	that	acute	life	events	can	lead	to	a	recurrence	of	major	depression,	but	do	not	necessarily	trigger	its	initial	onset.	Instead,	major	depressive	disorders	are	likely	to	have	originated	earlier	in	life	(Kessler	et	al.,	2003;	Zarit,	2009).	Older	people	with	chronic	illnesses	such	as	stroke,	cancer,	diabetes,	or	chronic	pain	and
those	who	do	not	have	a	supportive	social	network	are	at	greatest	risk.	In	addition,	older	persons	who	have	experienced	depression	in	the	past	are	at	greater	risk	for	a	recurrence	than	those	whose	first	episode	occurs	in	old	age,	especially	if	the	depression	is	triggered	by	a	major	life	event	(Mitchell	&	Subramaniam,	2005;	Zarit,	2009).	Risk	factors	for
depression	in	older	adults	include:	•	•	•	•	•	•	female	gender	unmarried	comorbidity	(i.e.,	multiple	chronic	diseases)	chronic	financial	strain/poverty	family	history	of	depressive	illness	lack	of	social	support	(Aranda	et	al.,	2001;	Zarit,	2009)	The	Diagnostic	and	Statistical	Manual	(DSM-IV-R)	of	the	American	Psychiatric	Association	(2000)	lists	the
following	criteria	for	major	depression:	1.	depressed	mood	most	of	day,	nearly	every	day	2.	markedly	diminished	interest	or	pleasure	in	activities,	apathy	3.	significant	weight	loss	or	weight	gain,	or	appetite	change	4.	sleep	disturbance	(insomnia	or	hypersomnia)	nearly	every	day	200	5.	6.	7.	8.	9.	agitation	or	lack	of	activity	nearly	every	day	low	energy
level	or	fatigue	nearly	every	day	self-blame,	guilt,	worthlessness	poor	concentration,	indecisiveness	recurrent	thoughts	of	death,	suicide	At	least	five	of	these	symptoms	are	present	during	the	same	two-week	period	and	represent	a	change	from	a	previous	function.	Among	these,	number	1	or	2	on	the	list	should	be	at	least	one	of	the	symptoms.*	Below
are	some	symptoms	of	depression	that	may	be	confused	with	normal	aging	and	therefore	be	overlooked	by	health	care	providers:	•	reports	or	evidence	of	sadness	•	feelings	of	emptiness	or	detachment	with	no	precipitating	major	life	event,	such	as	bereavement	•	expressions	of	anxiety	or	panic	for	no	apparent	cause	•	loss	of	interest	in	the
environment	•	neglect	of	self-care	•	changes	in	eating	and	sleeping	patterns	The	depressed	person	may	complain	of	vague	aches	and	pains,	either	generally	or	in	a	specific	part	of	the	body.	Occasional	symptoms	or	symptoms	associated	with	a	specific	medication,	physical	illness,	or	alcoholism	need	to	be	distinguished	from	the	somatic	complaints
associated	with	depression.	When	multiple	symptoms	appear	together	and	persist	for	at	least	two	weeks,	an	elder	and	his	or	her	family	should	suspect	major	depression,	especially	if	an	older	person	speaks	frequently	of	death	or	suicide.	One	obstacle	to	detecting	depression	in	older	people	is	that	they	may	be	more	successful	than	their	younger
counterparts	at	masking	or	hiding	symptoms.	In	fact,	many	cases	of	depression	in	older	persons	are	not	diagnosed	because	*Reprinted	with	permission	from	the	Diagnostic	and	Statistical	Manual	of	Mental	Disorders,	Text	Revision,	Fourth	Edition,	(Copyright	2000).	American	Psychiatric	Association.	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD
AGE	the	individual	either	does	not	express	changes	in	mood	or	denies	them	in	the	clinical	interview.	A	masked	depression	is	one	in	which	few	mood	changes	are	reported.	Instead,	the	patient	complains	of	a	vague	pain,	bodily	discomfort,	and	sleep	disturbance;	reports	problems	with	memory;	is	apathetic;	and	withdraws	from	others.	These	symptoms
may	be	mistaken	for	typical	physical	and	functional	health	problems	associated	with	aging,	making	it	more	difficult	to	diagnose	the	depression	(Blazer,	2003;	Dunlop	et	al.,	2005).	This	is	a	common	condition	in	current	cohorts	of	elders,	especially	Asian	immigrants,	because	many	of	them	were	raised	in	environments	that	discouraged	open	expression
of	feelings.	Health	care	professionals	and	family	members	must	distinguish	depression	from	medical	conditions	and	changes	due	to	normal	aging	or	from	grief.	For	example,	an	older	woman	with	arthritis	who	complains	of	increasing	pain	may	actually	be	seeking	a	reason	for	vague	physical	discomfort	that	is	related	to	a	depressive	episode.	People
with	masked	depression	are	more	likely	to	complain	of	problems	with	memory	or	problem	solving.	Their	denial	or	masking	of	symptoms	may	lead	the	physician	to	assume	that	the	individual	is	experiencing	dementia,	a	condition	that	is	generally	irreversible.	It	is	for	this	reason	that	depression	in	older	persons	is	often	labeled	pseudodementia.	Because
of	such	likelihood	of	denial,	a	physician’s	first	goal	with	an	older	patient	who	has	vague	somatic	and	memory	complaints	should	be	to	conduct	a	thorough	physical	exam	and	lab	tests.	This	is	important	in	order	to	determine	if	an	individual	is	depressed	or	has	a	physical	disorder	or	symptoms	of	dementia.	Standardized	rating	scales	for	assessing	the
presence	and	severity	of	depression,	especially	in	long-term	care	settings,	include	the	Geriatric	Depression	Scale	(GDS),	Beck	Depression	Inventory	(BDI),	the	Hamilton	Rating	Scale	for	Depression	(HAM-D),	and	the	Cornell	Scale	for	Depression	in	Dementia	(CSDD).	If	the	cognitive	dysfunction	is	due	to	depression,	it	will	improve	when	the	depression
is	treated.	On	the	other	hand,	some	medical	conditions	may	produce	depressive	symptoms.	These	include:	•	•	•	•	Parkinson’s	disease	rheumatoid	arthritis	thyroid	dysfunction	diseases	of	the	adrenal	glands	As	noted	earlier,	depression	can	coexist	with	medical	conditions	such	as	heart	disease,	stroke,	arthritis,	cancer,	diabetes,	chronic	lung	disease,
and	Alzheimer’s	disease,	compounding	the	dysfunction	associated	with	these	medical	problems	and	delaying	the	recovery	process.	Certain	medications	may	also	lead	to	feelings	of	depression.	In	fact,	any	medication	that	has	a	depressant	effect	on	the	central	nervous	system	can	produce	depressive	symptoms,	specifically	lethargy	and	loss	of	interest	in
the	environment.	For	these	reasons,	older	adults	with	depressive	symptoms	should	be	examined	thoroughly	for	underlying	physical	illness,	hypothyroidism,	vitamin	deficiencies,	chronic	infections,	and	reactions	to	medications.	Physicians	must	frequently	conduct	medication	reviews	to	determine	if	their	older	patients	begin	to	show	side	effects	to	a
drug,	even	after	using	it	for	several	months	or	years.	Death	rates	are	higher	among	older	persons	with	a	diagnosis	of	depression,	almost	twice	that	for	nondepressed	people	within	1	year	of	diagnosis.	Depressed	older	adults,	especially	if	they	have	cognitive	impairment,	have	a	significantly	higher	mortality	risk.	The	more	severe	a	patient’s	depressive
symptoms,	the	greater	their	risk	of	MEDICATIONS	THAT	MAY	PRODUCE	SYMPTOMS	OF	DEPRESSION	•	antihypertensives	•	digoxin	(used	for	some	heart	conditions)	•	corticosteroids	(used	for	preventing	joint	inflammation)	•	estrogen	•	some	antipsychotic	drugs	•	anti-Parkinson’s	drugs	such	as	L-dopa	201	PERSONALITY	AND	MENTAL	HEALTH
IN	OLD	AGE	premature	death	(Blazer,	Hybels,	&	Pieper,	2001;	Schulz	et	al.,	2000;	Unutzer	et	al.,	2003).	Medical	hospital	stays	are	often	twice	as	long	and	health	care	costs	in	general	are	higher	for	those	with	depression.	In	addition,	depressed	older	adults	take	longer	to	recover	from	a	hip	fracture	or	stroke,	or	from	a	cardiovascular	disease	episode
(Ai	&	Carrigan,	2006;	Chiles,	Lambert,	&	Hatch,	1999).	This	may	occur	because	older	persons	with	depression	are	more	apathetic,	less	motivated	to	improve	their	health,	and	more	likely	to	entertain	thoughts	of	suicide	than	younger	depressives.	Late-life	depression	is	costly	not	just	for	the	individual’s	well-being,	but	it	also	exacts	a	large	economic
toll.	The	interaction	of	symptoms	of	depression	with	many	somatic	conditions	results	in	more	visits	to	primary	care	physicians	and	emergency	rooms	as	well	as	longer	hospital	stays	for	older	adults.	Because	elders	with	depression	are	most	likely	to	be	seen	in	these	settings	than	in	community	mental	health	clinics,	primary	care	physicians	and
emergency	room	personnel	should	be	trained	to	detect	signs	of	depression	(Unutzer	et	al.,	2003).	THERAPEUTIC	INTERVENTIONS	Consistent	with	the	approach	of	person–environment	fit,	environmental	and	social	interventions,	as	well	as	psychotherapy,	are	more	effective	than	antidepressant	medications	for	minor	depression.	However,	medications
and	sometimes	electroconvulsive	therapy	are	necessary	to	treat	major	depression	and	prevent	suicide,	as	described	later	in	this	chapter.	It	is	important	to	treat	both	major	and	secondary	depressions	upon	diagnosis,	because	the	older	depressed	person	is	at	higher	risk	of	self-destructive	behavior	and	suicide.	Older	adults	are	more	likely	to	seek	help
for	depressive	symptoms	from	their	family	doctor	than	from	mental	health	professionals.	Primary	care	physicians	who	diagnose	depression	in	an	older	person	must	provide	psychological	support	for	acute	symptoms,	including	empathy,	attentive	listening,	and	encouragement	of	active	coping	skills	and	problem	solving.	For	patients	with	minor
depression,	this	may	help	to	decrease	202	symptoms.	For	more	severely	depressed	elders,	alternative	therapies	may	be	required,	as	described	below.	There	is	some	disagreement,	however,	about	the	efficacy	of	such	therapies.	Although	short-term	improvements	may	be	achieved	through	treatment,	the	long-range	prognosis	is	not	always	successful,
and	some	older	people	will	experience	a	relapse	(Mitchell	&	Subramaniam,	2005).	The	most	common	therapeutic	intervention	with	depressed	older	individuals	is	pharmacological	(pharmacotherapy	or	use	of	medications	to	treat	the	condition),	which	is	particularly	useful	for	those	experiencing	a	major	depression	or	bipolar	depression	(Frazer,
Christensen,	&	Griffiths,	2005;	Wilson	et	al.,	2004).	Among	communitydwelling	older	adults,	antidepressant	use	increased	from	9	percent	in	1997	to	13	percent	in	2002	(Stagnitti,	2005).	Therapy	with	antidepressants	is	generally	long-term	because	the	higher	doses	used	during	the	acute	episode	must	be	followed	by	a	maintenance	dose	in	order	to
reduce	the	risk	of	relapse.	Although	antidepressants	work	well	for	some	older	persons,	many	cannot	use	these	drugs	because	of	other	medications	they	are	taking,	such	as	antihypertensives,	or	because	the	side	effects	are	more	detrimental	than	the	depression	itself.	These	effects	include	postural	hypotension	(i.e.,	a	sudden	drop	in	blood	pressure
when	rising	from	a	prone	position),	increased	vulnerability	to	falls	and	fractures,	cardiac	arrhythmias,	urinary	retention,	constipation,	disorientation,	skin	rash,	and	dry	mouth	(Ensrud	et	al.,	2003;	Richards	et	al.,	2007).	Because	of	these	potentially	dangerous	reactions,	it	is	important	to	start	antidepressant	therapy	at	a	much	lower	dose	(perhaps	50
percent	lower)	in	older	than	in	younger	patients	and	to	monitor	its	effects	regularly.	Many	older	persons	who	turn	to	their	primary	care	provider	for	treatment	often	receive	antidepressants	as	a	first	line	of	attack	rather	than	psychotherapy.	As	many	as	10	percent	of	older	patients	in	primary	care	practices	suffer	from	depression.	However,	these
settings	do	not	have	the	necessary	experts	or	time	to	provide	lengthy	psychotherapy	(Arean	&	Unutzer,	2003;	Mojtabi	&	Olfson,	2004).	One	effective	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	COMBINED	THERAPIES	MAY	BE	MOST	EFFECTIVE	WITH	OLDER	ADULTS	In	the	6	months	since	the	death	of	his	wife	of	52	years,	Mr.	Simon	has
lost	interest	in	all	the	activities	that	he	and	his	wife	enjoyed	together.	He	has	lost	weight	and	sleeps	irregularly.	His	complaints	of	poor	memory	and	loss	of	energy	have	alarmed	his	adult	children,	who	insisted	he	see	his	family	physician.	The	doctor	prescribed	an	antidepressant	upon	recognizing	the	symptoms	of	depression.	However,	Mr.	Simon
stopped	taking	these	medications	after	2	weeks	because	they	made	him	feel	dizzy	and	caused	dry	mouth.	The	physician	spent	time	discussing	the	immediate	benefits	from	medications,	but	also	arranged	for	Mr.	Simon	to	participate	in	one-on-one	psychotherapy	sessions	with	an	expert	in	geriatric	psychotherapy.	After	2	months,	Mr.	Simon	has	already
seen	the	benefits	of	combining	these	two	therapies	for	his	condition.	He	now	attends	a	local	senior	center	daily	and	has	begun	a	regular	exercise	program	of	walking	for	one	hour	every	day.	solution	is	problem-solving	therapy	for	primary	care	(PST-PC),	a	psychotherapeutic	intervention	created	specifically	for	primary	care	settings.	It	consists	of	four	to
eight	sessions	that	can	be	administered	by	health	care	providers	without	mental	health	training.	Older	adults	receiving	PST-PC	were	compared	with	elders	receiving	usual	forms	of	psychotherapy.	Those	treated	with	PST-PC	had	more	depression-free	days	and	better	functioning	at	the	12-month	follow-up;	benefits	of	PST-PC	were	even	greater	for
elders	on	antidepressant	medications.	At	24	months,	the	PST-PC	and	usual	therapy	groups	did	not	differ	on	depression	or	functional	health	status	scores,	but	the	former	experienced	several	more	months	of	depression-free	days,	especially	if	they	also	took	antidepressants.	The	number	of	sessions	and	participation/nonparticipation	in	a	monthly	group
therapy	session	did	not	alter	the	benefit	of	PST-PC	(Arean	et	al.,	2008).	PST	has	also	been	tested	with	depressed	elders	in	home	care.	Significant	reductions	in	depression	scores	were	achieved	three	months	and	six	months	later	when	the	therapy	ended,	compared	with	a	usual	care	group.	Quality	of	life	and	problem-solving	skills	also	improved	with
PST	(Gellis	et	al.,	2007).	Another	experimental	intervention	testing	treatment	in	primary	care	settings,	the	PROSPECT	study	(Prevention	of	Suicide	in	Primary	Care	Elderly	Collaborative	Trial)	demonstrated	that	older	adults	who	were	treated	by	depression	care	managers	had	fewer	depressive	symptoms	and	greater	remission	rates	at	4-,	8-,	and	12-
month	follow-ups	than	did	elders	who	received	“usual	care”	from	their	primary	care	providers	(Bruce	et	al.,	2004;	Alexopoulos	et	al.,	2005).	A	combination	of	well-monitored	pharmacotherapy	and	counseling	has	been	found	to	reduce	symptoms	in	up	to	80	percent	of	older	adults	with	chronic	depression,	even	in	the	oldest-old	(Blazer,	2003;	Gellis	&
McCracken,	2008).	Older	adults	with	clinically	diagnosed	major	depression	showed	the	least	recurrence	of	symptoms	if	they	were	treated	with	an	antidepressant	and	psychotherapy	(35	percent	recurrence)	rather	than	medication	alone	(37	percent	recurrence)	or	psychotherapy	alone	(68	percent	recurrence).	Recurrence	was	2.4	times	more	likely
among	those	given	a	placebo	rather	than	an	antidepressant	(Reynolds	et	al.,	2006).	Therapy	lasting	at	least	one	year	has	also	been	shown	to	stabilize	bouts	of	mania	and	depression	in	adults	with	bipolar	disorder.	This	suggests	that	patients	with	major	depression	can	benefit	from	combined	therapeutic	interventions.	Furthermore,	older	adults	rate	the
combination	of	cognitive	therapy	(a	form	of	psychotherapy)	and	antidepressants	more	acceptable	for	treating	depression	than	either	method	alone.	This	may	be	because	they	recognize	the	benefits	of	antidepressants	for	providing	quick	relief	of	symptoms,	combined	with	gaining	skills	via	cognitive	therapy	to	fight	depression	(Hanson	&	Scogin,	2008;
Keller	et	al.,	2000).	Older	people	are	just	as	likely	as	younger	persons	to	benefit	from	the	insight	and	empathy	provided	by	a	therapist	trained	in	geriatric	psychotherapy.	In	particular,	secondary	depression	responds	well	to	supportive	therapy	that	allows	203	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	the	patient	to	review	and	come	to	terms
with	the	stresses	of	late	life	and	reestablish	control.	Depressed	elders	appear	to	benefit	from	shortterm,	client-centered,	problem-solving	directive	therapy	more	than	from	therapy	that	is	nondirective	or	uses	free	association	to	uncover	longstanding	personality	conflicts.	Reminiscence	therapy	allows	older	people	with	depression	to	work	through
difficult	memories	and	process	their	loss	and	grief,	but	requires	more	sessions	than	other	forms	of	psychotherapy	with	a	cognitive	orientation	(Bohlmeijer,	Smit,	&	Cuijpers,	2003;	Cully,	LaVoie,	&	Gfeller,	2001;	Zarit,	2009).	Cognitive-behavioral	interventions	(CBI)	use	active,	time-limited	approaches	to	change	the	thinking	and	behavior	that	affect
depression,	such	as	self-monitoring	of	moods	and	negative	thoughts	about	oneself,	and	increased	participation	in	pleasant	events	for	depressed	elders	who	are	caring	for	a	frail	spouse	or	partner.	CBI	is	more	effective	than	pharmacotherapy	only	and	other	therapies	such	as	reminiscence	(Frazer,	Christensen,	&	Griffiths,	2005;	Zalaquett	&	Stens,
2006).	Problem-solving	therapy,	which	is	one	type	of	cognitive	behavioral	therapy,	teaches	patients	effective	techniques	for	coping	with	their	concerns	related	to	their	depression,	and	has	been	found	to	be	especially	effective	among	men	and	women	of	color	(Gellis	&	McCracken,	2008;	Gellis,	Mcginty,	Horowitz	et	al.,	2007).	In	a	systematic	testing	of
this	approach	in	elders	with	minor	depression	or	dysthymia,	researchers	combined	problem-solving	therapy	with	social	and	physical	activities,	and	antidepressants	as	needed.	Elders	in	the	intervention,	Program	to	Encourage	Active,	Rewarding	Lives	for	Seniors	(PEARLS),	described	in	the	following	box,	experienced	a	50	percent	reduction	in
depressive	symptoms	and	better	quality	of	life	than	those	treated	by	more	conventional	methods	(Ciechanowski	et	al.,	2004).	Despite	these	benefits	of	some	forms	of	psychosocial	treatment	for	older	adults	with	depression,	primary	care	physicians	are	more	likely	to	prescribe	antidepressants	and	less	likely	to	refer	elders	for	counseling.	In	many	cases,
they	receive	only	limited	204	EVIDENCE-BASED	THERAPY	FOR	MINOR	DEPRESSION	The	Program	to	Encourage	Active,	Rewarding	Lives	for	Seniors	(PEARLS)	is	an	innovative	and	effective	therapy	for	minor	depression.	It	was	developed	by	researchers	at	the	University	of	Washington	Health	Promotion	Center	with	funds	from	the	CDC.	It	consists	of
eight	in-home	visits	by	a	counselor	over	8	months.	Older	adults	diagnosed	with	minor	depression	(characterized	by	loss	of	interest,	feelings	of	sadness,	or	hopelessness)	are	helped	by	this	structured	behavior	therapy	and	positive	event	scheduling.	Together	with	their	counselors,	PEARLS	clients	develop	and	evaluate	solutions	to	their	depression.	This
technique	has	been	found	to	be	effective	in	eliminating	depression	completely	for	about	a	third	of	elders	and	reduced	depressive	symptoms	by	half	in	another	43	percent.	PEARLS	also	lowers	hospitalization	rates	compared	to	a	control	group	(	).	counseling	sessions	because	of	the	cost;	this	is	especially	the	case	among	older	men,	Latinos,	and	African
Americans	(Unutzer	et	al.,	2003).	Because	older	adults	with	depression	are	more	likely	to	be	seen	in	hospital	settings	than	community	mental	health	centers,	hospitalbased	interventions	need	to	be	developed.	One	such	intervention—Improving	MoodPromoting	Access	to	Collaborative	Treatment	for	Late-Life	Depression	(IMPACT)	in	SUMMARY	OF
THERAPEUTIC	INTERVENTIONS	FOR	OLDER	ADULTS	WITH	DEPRESSION	Pharmacotherapy	(antidepressants)	Electroconvulsive	therapy	Psychotherapy	•	supportive	•	directive	•	cognitive-behavioral	•	problem-solving	Combination	of	therapies	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	Washington	State—designed	a	model	of	care
coordination	for	patients	with	concurrent	depression	and	mental	illness.	A	depression	care	manager	(who	is	a	psychologist,	psychiatric	nurse,	or	social	worker)	provides	patient	education	in	the	hospital	with	follow-up,	treatment	support,	and	brief	psychotherapy	after	discharge.	In	a	randomized	control	of	400	providers	and	1,802	patients,	those
receiving	the	IMPACT	intervention	showed	a	greater	reduction	in	depression	and	more	depressionfree	days	than	those	receiving	usual	care.	Reengineering	Systems	for	Primary	Care	Treatment	(RESPECT)	in	Colorado	uses	a	similar	coordinated	care	intervention	involving	patient	and	provider	education,	and	close	collaboration	with	the	primary	care
physician.	Patients	with	the	care	coordination	intervention	showed	significant	improvements	in	depres-	sion	symptoms.	Both	care	coordination	models	have	been	implemented	in	hospitals	across	the	country	(Capers,	2004).	As	noted	above,	therapy	must	be	accompanied	by	pharmacotherapy	or	electroconvulsive	therapy	for	elders	with	major
depression.	Despite	past	controversy	about	its	use,	electroconvulsive,	or	electroshock,	therapy	(ECT)	is	sometimes	used	in	cases	of	severe	depression.	Delivering	a	brief	electric	current	to	the	brain	can	be	a	quick	and	effective	method,	even	in	patients	age	80	and	older,	for	treating	major	depression	in	patients	who:	•	•	•	•	•	•	have	not	responded	to
medications	have	a	higher	risk	of	suicide	refuse	to	eat	are	severely	agitated	show	vegetative	symptoms	express	feelings	of	hopelessness,	helplessness,	or	worthlessness	•	have	experienced	delusions	•	cannot	tolerate	or	are	unresponsive	to	medication	Unilateral	nondominant	hemisphere	ECT	is	often	preferred	because	it	is	capable	of	alleviating
depression	without	impairing	cognitive	functioning.	In	fact,	for	some	older	adults,	ECT	can	improve	cognitive	dysfunction	associated	with	the	depression.	However,	older	adults	with	a	recent	history	of	a	myocardial	infarct,	irregular	heartbeat,	or	other	heart	conditions	must	be	treated	with	caution	because	ECT	can	place	a	significant	load	on	the
cardiovascular	system.	Maintenance	treatment	with	ECT	may	be	necessary	for	older	depressed	persons	(as	often	as	once	a	month).	In	some	cases,	antidepressants	are	used	after	a	course	of	ECT	to	prevent	relapse.	ECT	remains	a	major	form	of	treatment	for	severe	depression,	but	not	as	commonly	used	as	pharmacotherapy	(Bosboom	&	Deijen,	2006;
Rapaport,	Mamdani,	&	Herrman,	2006;	van	der	Wurff	et	al.,	2004).	Depression	in	Nursing	Homes	The	2004	Nursing	Home	Survey	revealed	that	psychiatric	disorders	are	the	second	most	prevalent	diagnosis	among	nursing	home	residents,	increasing	from	18	percent	in	1999	to	22	percent	in	2004	(NCHS,	2009).	Estimates	for	depression	range	from	6
percent	to	24	percent	for	major	depression,	and	30–50	percent	for	dysthymia	and	minor	depression	(Blazer,	2002;	Hyer	et	al,	2005).	Antidepressant	medications	are	the	most	common	treatment;	approximately	43	percent	of	residents	in	an	average	facility	take	antidepressants	(American	Society	of	Consulting	Pharmacists,	2006).	In	general,	depression
is	inadequately	treated	in	nursing	homes	(Brown,	Lapane	&	Luisi,	2002).	However,	an	innovative	psychotherapeutic	approach	–	Behavioral	Activities	Intervention	(BE-ACTIV)	has	demonstrated	success	with	depressed	nursing	home	residents.	It	includes	weekly	meetings	between	the	depressed	resident	and	a	mental	health	consultant,	training	staff	to
work	with	depressed	elders,	increasing	the	number	of	pleasant	events,	and	removing	barriers	to	residents’	activities.	After	completing	10	sessions,	depression	scores,	positive	affect,	and	observed	activity	levels	improved	significantly	(Meeks,	Looney,	Van	Haitsma	&	Teri,	2008).	205	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	Suicide	Among
Older	People	Older	people	are	at	greater	risk	of	suicide	than	any	other	age	group,	often	because	of	depression.	It	has	been	estimated	that	17	to	20	percent	of	all	completed	suicides	occur	in	persons	aged	65	and	older.	In	2003,	the	national	rate	was	11.0	suicides	per	100,000	population.	The	rate	increased	from	13.5	per	100,000	for	persons	65	and
older	to	18	per	100,000	among	those	over	age	85	(CDC,	2006a,	2006b).	The	highest	suicide	rates	are	among	white	males	age	85	and	older.	The	prevalence	of	suicide	in	this	group,	51.6	per	100,000,	is	more	than:	•	twice	the	rate	for	white	men	age	65	to	74	(23.1	per	100,000)	•	6	times	the	rate	for	white	women	age	85	and	older	•	4.5	times	the	rate	for
African	American	men	age	85	and	older	(Gellis	&	McCracken,	2008;	Hoyert,	Kung,	&	Smith,	2005).	Note	that	these	statistics	reflect	direct	or	clearly	identifiable	suicides.	There	are	probably	a	significant	number	of	indirect	suicides	that	appear	to	be	accidents	or	natural	deaths	(e.g.,	starvation	or	gas	poisoning),	and	cases	where	family	members	and
physicians	do	not	list	suicide	as	the	cause	of	death;	therefore,	these	rates	may	underrepresent	the	actual	incidence	of	suicides.	One	explanation	for	the	higher	rates	of	suicide	among	older	white	males	is	that	they	generally	experience	the	greatest	incongruence	between	their	ideal	self-image	(that	of	worker,	decision	maker,	or	holder	of	relatively	high
status)	and	the	realities	of	advancing	age.	With	age,	the	role	of	paid	worker	is	generally	lost,	chronic	illness	may	diminish	one’s	sense	of	control,	and	an	individual	may	feel	a	loss	of	status.	Social	isolation	also	appears	to	be	a	salient	factor;	suicide	rates	among	older	widowed	men	are	more	than	five	times	greater	than	for	married	men,	but	no
differences	are	found	between	married	and	widowed	women.	This	is	because	older	widowed	Caucasian	men	206	are	most	likely	to	lack	strong	social	support	networks.	In	contrast,	African	American,	Latino,	and	Chinese	men	are	less	likely	to	commit	suicide	because	of	more	extensive	family	support	systems,	spiritual	beliefs,	and	the	importance	of
religious	institutions	in	their	lives.	In	fact,	suicide	rates	peak	for	African	Americans	in	young	adulthood,	with	a	slight	rise	at	ages	50	to	55,	then	decline	significantly	(Oquendo,	2001).	Suicide	risk	is	greatest	among	white	males	who	are	widowed,	age	85	and	older,	with	recurrent	major	depression,	and	with	chronic	pain,	cardiopulmonary	diseases,	and
cancer	who	are	socially	isolated	and	sometimes	abusing	drugs	and	alcohol	(Gellis	&	McCracken,	2008).	However,	contrary	to	popular	belief,	older	suicide	victims	are	no	more	likely	than	other	older	people	to	have	been	diagnosed	with	a	terminal	illness	prior	to	the	suicide	(Joe,	et	al.,	2006;	Yin,	2006).	There	are	fewer	nonfatal	suicide	attempts	in	older
men	compared	to	their	younger	counterparts.	That	is,	the	rate	of	completed	suicides	is	far	greater	among	older	men—one	for	every	eight	attempts,	compared	with	one	completed	suicide	for	every	100	to	200	attempts	by	the	young.	This	difference	may	be	due	to	the	use	of	more	lethal	methods	of	suicide,	such	as	shotguns.	Firearms	were	used	in	73
percent	of	suicides	committed	by	older	adults,	compared	with	54	percent	of	suicides	committed	by	RISK	FACTORS	FOR	SUICIDE	IN	OLDER	ADULTS	•	•	•	•	•	a	serious	physical	illness	with	severe	pain	the	sudden	death	of	a	loved	one	a	major	loss	of	autonomy	financial	instability	statements	that	indicate	frustration	with	life	and	a	desire	to	end	it	•	a
sudden	decision	to	give	away	one’s	most	important	possessions	•	a	general	loss	of	interest	in	one’s	social	and	physical	environment	•	isolation	and	a	feeling	of	being	cut	off	from	others	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	15-	to	24-year-olds	(Anderson	&	Smith,	2003;	CDC,	2006a).	Because	attempts	at	suicide	are	likely	to	end	in	death
for	older	white	men,	family	members	and	health	care	providers	need	to	be	sensitive	to	clues	of	an	impending	suicide.	Approximately	70	percent	of	older	persons	who	commit	suicide	had	seen	a	primary	care	physician	in	the	preceding	month,	but	their	psychological	disturbances	had	not	been	detected	or	were	inadequately	treated.	In	most	cases,	these
older	persons	had	not	sought	psychiatric	care	(NIMH,	2006).	For	these	reasons,	the	Surgeon	General	in	1999	issued	a	“Call	to	Action	to	Prevent	Suicide.”	This	effort,	aimed	at	mental	health	providers	and	the	older	population	directly,	focused	on	increasing	awareness	of	depression,	its	symptoms,	and	potential	outcomes.	However,	it	is	crucial	for
primary	care	physicians	to	recognize	symptoms	of	depression	in	their	older	patients	and	know	how	to	refer	them	to	mental	health	professionals	before	the	older	person	demonstrates	suicidal	intentions	(Surgeon	General,	1999).	Unfortunately,	this	rarely	happens	because	the	average	visit	to	a	primary	care	physician	is	only	17	minutes,	providing	little



time	for	elders	to	express	their	concerns	about	depression	(Heisel	&	Duberstein,	2005).	Watching	for	subtle	cues	is	also	important,	because	older	people	are	less	likely	to	make	threats	or	to	announce	their	intentions	to	commit	suicide	than	are	young	people.	Clearly,	not	all	older	people	displaying	such	symptoms	will	attempt	suicide,	but	recognizing
changes	in	an	older	family	member’s	or	client’s	behavior	and	moods	can	alleviate	a	potential	disaster.	Anxiety	Anxiety	disorders—another	type	of	psychological	disorder	with	no	obvious	physiologic	cause—are	almost	as	common	in	later	life	as	depression,	but	have	received	comparatively	little	attention.	About	10	to	15	percent	of	older	adults	are	coping
with	at	least	one	anxiety	disorder,	with	9	percent	suffering	from	significant	levels	of	anxiety.	Generalized	anxiety	disorders	and	phobias	account	for	most	anxiety	disorders	in	later	life	(Gellis	&	McCracken,	2008;	Kessler	et	al.,	2005;	Zarit,	2009).	•	phobias	in	0.7	percent	to	12.0	percent	•	obsessive-compulsive	disorder	in	0.1	percent	to	1.5	percent	•
panic	disorders	in	up	to	0.3	percent	of	elders	(Krasucki,	Howard,	&	Mann,	1998)	Although	more	common	than	schizophrenia	and	paranoid	disorders,	anxiety	disorders	are	not	diagnosed	as	frequently	in	older	populations	as	they	are	in	the	young.	This	may	be	because	the	older	person	develops	more	tolerance	and	better	ability	to	manage	stressful
events.	More	likely,	however,	it	may	be	that	clinicians	cannot	diagnose	anxiety	disorders	as	accurately	in	older	adults	because	they	are	often	masked	by	physical	health	complaints,	behavior	changes	such	as	aggression,	other	medical	conditions	such	as	dementia,	or	symptoms	of	depression	(Gellis	&	McCracken,	2008).	Anxiety	often	coexists	with
depression.	Up	to	25	percent	of	older	adults	with	anxiety	also	have	major	depression,	with	rates	of	anxiety	increasing	for	elders	with	bipolar	disorder	(Gellis	&	McCracken,	2008).	In	one	study	of	182	older	adults	who	had	been	diagnosed	with	depression,	35	percent	had	also	been	diagnosed	with	an	anxiety	disorder	at	some	point	in	their	lives.	A
significant	proportion	(23	percent)	had	a	current	diagnosis	of	panic	disorder	or	specific	phobias	(Lenze	et	al.,	2000).	Anxiety	more	often	precedes	depression	than	vise	versa.	Comorbid	anxiety	in	late	life	depression	is	of	concern	because	of	its	association	with	poor	treatment	response,	worsened	medical	conditions	and	rates	of	disability,	suicidality,
reduced	social	supports,	and	lower	life	satisfaction	(Gellis	&	McCracken,	2008;	Jeste,	Hays,	&	Steffens,	2006;	Lenze,	et	al.,	2005).	Older	adults	tend	to	minimize	or	underreport	anxiety	symptoms.	As	with	other	mental	health	disorders	that	can	be	masked	by	physical	207	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	symptoms	or	somatic
symptoms	with	no	medical	cause,	primary	care	providers	must	probe	further	when	older	patients	complain	of	diffuse	pain,	fast	or	irregular	heart	rate,	fatigue,	sleep	disturbance,	and	restlessness.	Once	anxiety	is	diagnosed,	older	people	can	benefit	from	cognitive-behavioral	therapy,	relaxation	training,	psychosocial	support,	and	in	some	cases,
pharmacotherapy.	More	older	than	younger	adults	take	benzodiazepines	for	anxiety,	but	there	are	increased	risks	of	accidents	and	negative	side	effects	associated	with	this	drug.	Cognitivebehavioral	therapy—such	as	problem-solving	skills,	behavioral	activation,	and	memory	aids	that	challenge	the	elder’s	dysfunctional	beliefs	and	maladaptive
behaviors—is	found	to	be	more	effective	in	reducing	anxiety	symptoms	than	supportive	counseling	and	medication	(Barrowclough	et	al.,	2001;	Gellis	2006;	Gellis	&	McCracken,	2008).	Paranoid	Disorders	and	Schizophrenia	Paranoia,	defined	as	an	irrational	suspiciousness	of	other	people,	takes	several	forms.	It	may	result	from:	•	•	•	•	social	isolation	a
sense	of	powerlessness	progressive	sensory	decline	problems	with	the	normal	“checks	and	balances”	of	daily	life	Still	other	changes	in	the	aging	individual,	such	as	memory	loss,	may	result	in	paranoid	reactions.	Some	suspicious	attitudes	of	older	persons,	however,	represent	accurate	readings	of	their	experiences.	For	example,	an	older	person’s
children	may	in	fact	be	trying	to	institutionalize	him	or	her	in	order	to	take	over	an	estate;	a	nurse’s	aide	may	really	be	stealing	from	an	older	patient;	and	neighborhood	children	may	be	making	fun	of	the	older	adult.	It	is	therefore	important	to	distinguish	actual	threats	to	the	individual	from	unfounded	suspicions.	To	the	extent	that	the	individual	has
some	control	over	his	or	her	208	environment,	the	older	person’s	perception	of	a	threatening	situation	is	reduced.	The	diagnosis	of	paranoid	disorders	in	older	people	is	similar	to	that	in	younger	patients;	the	symptoms	should	have	a	duration	of	at	least	one	week,	with	no	signs	of	schizophrenia,	no	prominent	hallucinations,	and	no	association	with
signs	of	dementia	(APA,	2000).	As	with	depression,	counseling	can	be	useful	for	paranoid	older	persons.	In	particular,	cognitive	behavioral	approaches,	in	which	an	individual	focuses	on	changing	negative,	selfdefeating	beliefs	or	misconceptions,	may	be	useful	in	treating	paranoid	older	adults	who	often	attribute	causality	to	external	factors	(e.g.,	the
belief	that	someone	took	their	pocketbook,	that	they	themselves	did	not	misplace	it).	Therapy	with	paranoid	older	persons	may	be	effective	in	redirecting	beliefs	about	causality	to	the	individuals	themselves.	Schizophrenia	is	considerably	less	prevalent	than	depression	or	dementia	in	old	age.	It	is	highest	among	adults	age	18	to	54,	declining	to	an
estimated	1	percent	in	people	age	65	and	older.	Alternatively,	about	13.6	percent	of	adults	with	schizophrenia	are	age	65	or	older	(Cohen,	2003;	Gellis	&	McCracken,	2008).	Most	older	persons	with	this	condition	were	first	diagnosed	in	adolescence	or	middle	age	and	continue	to	display	behavior	symptomatic	of	schizophrenia.	However,	the	severity	of
symptoms	appears	to	decrease	and	to	change	with	age.	Older	schizophrenics	are	less	likely	to	manifest	thought	disorders,	loss	of	emotional	expression,	and	problems	with	learning	and	abstraction;	and	more	likely	than	younger	schizophrenics	to	experience	cognitive	decline,	depression,	and	social	isolation.	They	also	require	lower	doses	of
antipsychotic	medications	to	manage	their	symptoms	(Harvey,	2005).	Schizophrenics	of	any	age,	but	especially	older	patients,	need	monitoring	of	their	medication	regimens	and	structured	living	arrangements.	This	is	because	pharmacotherapy	with	antipsychotic	medications	is	the	most	effective	treatment	for	older	schizophrenic	patients.	However,
many	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	are	unable	to	manage	their	medications	or	choose	to	discontinue	them	because	of	adverse	side	effects.	This	often	results	in	repeated	hospitalizations	and	ER	visits.	Elders	of	color,	especially	those	with	limited	English	proficiency,	have	even	more	problems	with	medication	adherence;	as	many
as	60	percent	do	not	adhere	to	their	medication	regimens	(Gilmer	et	al.,	2009).	Many	older	schizophrenics	have	lost	contact	with	family	and	lack	a	social	support	system.	Although	less	is	known	about	the	effectiveness	of	psychosocial	interventions,	cognitive	behavioral	treatment,	social	skills	training,	combined	skills	training	and	health	management
interventions	are	found	to	reduce	symptoms	and	depression	and	improve	social	functioning	and	independent	living	skills.	Training	in	the	use	of	public	transportation	and	individual	placement	and	support	(IPS)	are	identified	as	effective	in	supporting	paid	and	volunteer	work	among	older	veterans	with	schizophrenia.	Overall,	older	adults	with
schizophrenia	are	able	to	learn	to	control	symptoms,	manage	medications,	and	learn	independent	living	skills	(Gellis	&	McCracken,	2008;	Patterson,	et	al.,	2005;	Van	Citters,	Pratt,	Bartels,	&	Jeste,	2005).	Older	Adults	Who	Are	Chronically	Mentally	Ill	The	plight	of	older	persons	who	are	chronically	mentally	ill	has	not	been	addressed	widely	by	mental
health	providers	and	advocates.	This	population	is	defined	as	people	who	suffer	mental	or	emotional	disorders	throughout	life	that	impair	their	ADL	performance,	self-direction,	interpersonal	relations,	social	interactions,	and	learning.	Many	have	been	in	and	out	of	hospitals	as	their	conditions	have	become	exacerbated.	They	have	survived	major
upheavals	and	social	neglect	in	their	lives	under	marginally	functional	conditions.	About	half	have	substance	abuse	problems	(Drake	et	al.,	2002).	The	social	disruption	and	years	of	treatment	with	psychotropic	drugs	have	taken	their	toll;	many	are	physiologically	old	in	their	50s	and	60s.	Their	average	life	expectancy	is	25	years	less	than	their	healthy
peers.	The	cause	of	death	is	often	cardiovascular	and	other	systemic	diseases	that	are	not	treated	in	a	timely	manner;	and	poor	compliance	with	treatment	regimens	for	these	chronic	conditions	(O’Connell,	2005).	Obtaining	medical	care	for	purely	physical	symptoms	may	be	difficult	because	health	care	providers	may	attribute	these	to	the	patient’s
psychiatric	disorder.	Health	professionals	in	this	situation	need	to	perform	a	thorough	exam	to	exclude	conditions	caused	by	the	mental	disorder	or	by	aging	per	se,	and	to	treat	any	systemic	diseases	that	are	diagnosed.	Dementia	Normal	aging	does	not	result	in	significant	declines	in	intelligence,	memory,	and	learning	ability.	Mild	impairments	do	not
necessarily	signal	a	major	loss,	but	often	represent	a	mild	form	of	memory	dysfunction	known	as	mild	cognitive	impairment	(MCI).	Some	people	with	MCI	eventually	develop	dementia;	the	majority	do	not.	Only	in	the	case	of	the	diseases	known	collectively	as	the	dementias	does	cognitive	function	show	marked	deterioration.	Dementia	includes	a
variety	of	conditions	that	are	caused	by	or	associated	with	damage	of	brain	tissue,	resulting	in	impaired	memory	and	at	least	one	of	the	following	abilities:	•	producing	coherent	speech	or	understanding	language	•	recognizing	or	identifying	objects	•	executing	and	comprehending	motor	tasks	•	thinking	abstractly	and	performing	executive	functions
(Alzheimer’s	Association,	2009)	In	more	advanced	stages,	behavior	and	personality	are	also	impaired.	Such	changes	in	the	brain	result	in	progressive	deterioration	of	an	individual’s	ability	to	learn	and	recall	items	from	the	past.	Previously,	it	was	assumed	that	all	these	syndromes	were	associated	with	cerebral	209	PERSONALITY	AND	MENTAL
HEALTH	IN	OLD	AGE	DEMENTIA	AS	A	WORLDWIDE	EPIDEMIC	A	2009	report	by	Alzheimer’s	Disease	International	estimates	a	dementia	prevalence	rate	of	35.6	million	people	worldwide,	and	projects	the	rate	to	nearly	double	every	20	years.	Thus,	65.7	million	elders	with	this	condition	are	predicted	by	2030,	115.4	million	by	2050.	They	attribute
much	of	this	increase	to	improved	recognition	and	diagnosis	of	dementia	in	low-	and	middle-income	countries,	as	well	as	significant	growth	in	their	oldest	old	populations	(200	percent	between	1990	and	2020	vs.	68	percent	in	higher	income	countries).	The	prevalence	of	dementia	is	estimated	to	increase	by	44	percent	in	Western	Europe	and	63
percent	in	North	America	between	2010	and	2030,	compared	with	114	percent	in	Southeast	Asia	and	125	percent	in	North	Africa	and	the	Middle	East.	This	report	raises	concerns	about	the	imperative	for	more	gerontological	health	care	providers	with	expertise	in	dementia	in	developing	countries	(Alzheimer’s	Disease	International,	2009).
arteriosclerosis	(“hardening	of	the	arteries”).	In	fact,	we	now	know	that	a	number	of	these	conditions	occur	independently	of	arteriosclerosis.	Some	features	are	unique	to	each	type	of	dementia,	but	all	dementias	have	the	following	characteristics:	•	a	change	in	an	individual’s	ability	to	recall	events	in	recent	memory	•	problems	with	comprehension,
attention	span,	and	judgment	•	disorientation	to	time,	place,	and	person	The	individual	with	dementia	may	have	problems	in	understanding	abstract	thought	or	symbolic	language	(e.g.,	be	unable	to	interpret	a	proverb),	particularly	in	the	later	stages	of	the	disease.	Although	not	part	of	normal	aging,	the	likelihood	of	experiencing	dementia	does
increase	with	advancing	age.	It	is	estimated	that	as	many	as	7	million	Americans	over	age	85	have	some	type	of	dementia;	almost	2	million	have	severe	dementia,	and	up	to	5	million	are	mildly	to	moderately	210	impaired.	Based	on	the	1999–2001	National	Health	Interview	Survey	(NHIS)	and	the	2004	National	Nursing	Home	Survey	(NNHS),	1
percent	of	the	population	age	65	to	84	and	9	percent	of	those	age	85	and	older	are	estimated	to	have	memory	loss	that	can	be	categorized	as	dementia.	These	national	surveys	suggest	that	2.3	million	elders	have	problems	with	ADLs	due	to	dementia.	Rates	are	even	higher	in	nursing	home	populations;	according	to	the	NNHS,	almost	30	percent	of
residents	age	65	to	74	and	45	percent	of	those	age	85	and	older	have	dementia	(NCHS,	2009).	Because	of	problems	in	differentially	diagnosis	and	variations	in	the	criteria	used	by	available	tests	and	classification	systems,	prevalence	rates	are	only	estimates.	Nevertheless,	there	is	general	agreement	among	epidemiological	studies	that	the	incidence
of	dementias	increases	with	age,	especially	between	ages	75	and	90.	For	example,	it	is	estimated	that:	•	12	percent	of	the	75-to-79	age	group	have	some	dementia	•	54	percent	of	85-	to	89-year-olds	have	signs	of	dementia	•	84	percent	of	people	over	age	90	have	some	symptoms	(Kukull	et	al.,	2002)	However,	rates	of	dementia	among	“hardy”
centenarians	may	actually	be	lower	than	among	85to	90-year-olds	because	of	genetic	advantages	experienced	by	those	who	live	to	age	100	and	beyond.	Recent	data	from	the	Health	and	Retirement	Study	identify	a	decline	in	the	prevalence	of	dementia,	from	12.2	percent	of	adults	age	70	and	older	in	1993	to	8.7	percent	in	the	2002	survey	(Langa	et
al.,	2008).	This	large	sample	of	more	than	7,000	older	adults	representing	diverse	populations	included	more	elders	with	a	high	school	diploma	and	more	with	a	college	degree	than	the	1990	Health	and	Retirement	Study.	The	researchers	attribute	these	lower	rates	of	dementia	in	the	recent	survey	to	the	benefits	of	higher	education	levels.	Higher
education	is	associated	with	greater	brain	development	and	mental	stimulation,	better	control	of	cardiovascular	and	cerebrovascular	risk	factors,	and	more	access	to	health	care.	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	ACTIVE	AGING	MAY	WARD	OFF	DEMENTIA	Eighty-seven-year-old	Mr.	Lawton	is	a	retired	engineer	who	still	skis	in
the	winter	and	hikes	in	the	summer	with	his	dog.	He	continues	to	run	a	small	business	and	maintains	a	healthy	diet	and	average	weight.	The	only	medication	he	takes	is	baby	aspirin	to	prevent	a	heart	attack.	He	attributes	his	excellent	cognitive	skills	and	mental	health	to	his	work,	volunteer	activities,	physically	active	lifestyle,	and	being	responsible
for	a	pet.	The	major	types	of	dementias	are	shown	below.	Note	the	distinction	between	reversible	and	irreversible	dementias.	REVERSIBLE	IRREVERSIBLE	Drugs	Alzheimer’s	Alcohol	Vascular	Nutritional	deficiencies	Lewy	body	Normal	pressure	Huntington’s	hydrocephalus	Pick’s	disease	Brain	tumors	Creutzfeldt-Jacob	Hypothyroidism	Kuru
Hyperthyroidism	Korsakoff	Neurosyphilis	Depression	(pseudodementia)	The	first	category	refers	to	cognitive	decline	that	may	be	caused	by	drug	toxicity,	hormonal	or	nutritional	disorders,	and	other	diseases	that	may	be	reversible.	Sources	of	potentially	reversible	dementias	include	tumors	in	and	trauma	to	the	brain,	toxins,	metabolic	disorders	such
as	hypothyroidism	or	hyperthyroidism,	diabetes,	hypocalcemia	or	hypercalcemia,	infections,	vascular	lesions,	and	hydrocephalus.	Severe	depression	may	produce	confusion	and	memory	problems	in	some	older	people.	Some	medications	may	also	cause	dementia-like	symptoms.	This	problem	is	aggravated	if	the	individual	is	taking	multiple	medications
or	is	on	a	dosage	that	is	higher	than	can	be	metabolized	by	the	older	kidney	or	liver.	An	individual	who	appears	to	be	suffering	from	such	reactions	should	be	referred	promptly	for	medical	screening.	Irreversible	dementias	are	those	that	have	no	discernible	environmental	cause	and	cannot	yet	be	cured.	Although	there	is	considerable	research	on	the
causes	and	treatments	for	these	conditions,	they	must	be	labeled	irreversible	at	the	present	time.	Some	of	these	are	more	common	than	others;	some	have	identifiable	causes,	while	others	do	not.	Pick’s	disease	is	one	of	the	rarest;	in	this	type,	the	frontal	and	temporal	lobes	of	the	brain	atrophy.	Of	all	the	dementias,	it	is	most	likely	to	occur	in	younger
persons	(age	of	onset	is	usually	40–50),	and	to	result	in	significant	personality	changes.	Creutzfeldt-Jacob	and	Kuru	diseases	have	been	traced	to	a	slow-acting	virus	that	can	strike	at	any	age.	In	the	former	type	of	dementia,	decline	in	memory	and	coordination	occurs	quite	rapidly,	as	seen	in	the	epidemics	of	“mad	cow	disease”	in	the	past	15	years
that	were	attributed	to	consuming	tainted	beef	in	Great	Britain,	Europe,	and	the	U.S.	Kuru	disease	is	quite	rare.	Huntington’s	disease	is	a	genetically	transmitted	condition	that	usually	appears	in	people	in	their	30s	and	40s.	It	results	in	more	neuromuscular	changes	than	do	the	other	dementias.	Attention	and	judgment	declines	in	the	earlier	stages,
but	memory	remains	intact	until	the	later	stages	when	dementia	symptoms	become	more	severe.	Korsakoff	syndrome	is	associated	with	long-term	alcoholism	and	a	deficiency	of	vitamin	B1.	This	form	of	dementia	results	in	severe	loss	of	memory.	Vascular	dementia	is	the	second	most	common	form	of	irreversible	dementias.	In	the	past	it	was	labeled
“multi-infarct	dementia.”	In	this	type,	blood	vessels	leading	to	the	brain	become	occluded,	with	the	result	that	several	areas	of	the	brain	show	infarcts,	or	small	strokes.	The	primary	risk	factor	for	vascular	dementia	is	the	same	as	for	strokes—that	is,	hypertension.	Because	of	this,	vascular	dementia	may	be	prevented	by	controlling	hypertension.
Nevertheless,	once	it	occurs,	211	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	this	type	of	dementia	is	irreversible.	Recent	research	suggests	that	the	onset	of	vascular	dementia	may	be	predicted	by	abnormal	walking	patterns	or	gaits.	In	fact,	elders	with	one	of	three	types	of	abnormal	gaits	were	3.5	times	more	likely	to	develop	vascular
dementia	(but	no	other	type	of	dementia)	in	one	study.	Older	people	who	walked	with	their	legs	swinging	outward	in	a	semicircle,	took	short	steps	with	minimal	lifting	of	their	feet,	or	had	an	unsteady,	swaying	gait	and	no	physical	condition	that	would	have	caused	this	problem	were	eventually	found	to	have	vascular	dementia.	These	movement
patterns	may	reflect	changes	in	the	brain	that	trigger	this	condition	(Verghese	et	al.,	2002).	Lewy	body	dementia	is	often	confused	with	Alzheimer’s	disease	because	of	similar	patterns	of	decline,	including	impaired	memory	and	judgment.	In	later	stages,	behavior	also	changes.	However,	it	differs	from	Alzheimer’s	in	its	greater	fluctuations	in	cognitive
symptoms	and	alertness.	Neuromuscular	changes	such	as	muscle	rigidity	and	tremors	occur	in	those	with	Lewy	body	dementias,	but	not	in	Alzheimer’s.	Brain	changes	include	distinctive	protein	deposits	inside	nerve	cells,	known	as	Lewy	bodies.	Delirium	Delirium	is	a	reversible	dementia	that	has	a	more	rapid	onset	than	other	types	of	dementia.	Signs
of	delirium	are:	•	abrupt	changes	in	behavior	•	fluctuations	in	behavior	throughout	the	day	•	worse	symptoms	at	night	and	when	first	awake	•	inability	to	focus	attention	on	a	task	•	problems	with	short-term	memory	•	hallucinations	•	speech	that	makes	no	sense	or	is	irrational	•	disturbance	in	sleep	patterns	Delirium	is	usually	caused	by	some
external	variables	such	as	a	reaction	to	an	injury	(especially	head	injury)	or	infection,	malnutrition,	reaction	to	alcohol	or	prescription	medications,	high	fever,	or	212	even	a	fecal	impaction	or	urinary	problems.	Up	to	50	percent	of	older	adults	show	symptoms	of	delirium	after	major	surgery,	possibly	due	to	general	anesthesia.	A	thorough	medical
assessment	can	help	diagnose	and	reverse	delirium	and	its	symptoms	by	determining	its	causes.	The	condition	generally	resolves	within	2	weeks,	but	those	who	take	longer	than	2	weeks	and	never	return	to	predelirium	functioning	are	elders	who	had	more	cognitive	impairment,	more	comorbid	conditions,	and	lower	functional	ability	before	the	onset
of	delirium	(Kiely	et	al.,	2006;	Speciale	et	al.,	2007).	Alzheimer	’s	Disease	Alzheimer’s	disease	(AD)	is	the	most	common	irreversible	dementia	in	late	life,	accounting	for	60	to	80	percent	of	all	dementias.	Prevalence	rates	are	difficult	to	obtain,	but	it	is	estimated	that	about	5.3	million	Americans,	or	14	percent	of	all	persons	age	65	and	over	and	29
percent	of	those	age	85	and	older,	have	clinical	symptoms	of	AD	(Alzheimer’s	Association,	2009;	Hebert	et	al.,	2003).	With	the	increased	survival	of	older	adults	beyond	age	85,	it	is	estimated	that	as	many	as	11	to	16	million	Americans	will	be	diagnosed	with	AD	by	2050.	Although	the	prevalence	rates	may	decline,	as	noted	above	from	the	Health	and
Retirement	Study,	the	sheer	increase	in	the	population	age	65	and	over	accounts	for	this	increase	in	the	U.S.	and	for	most	regions	of	the	world.	For	example,	in	China	and	India,	the	number	of	elders	with	dementia	is	expected	to	double	between	2005	and	2025,	and	to	triple	by	2050	(Alzheimer’s	Disease	International,	2006).	The	dramatic	rise	in
projected	rates	of	AD	underlies	much	of	the	research	focus	on	the	causes	of	and	therapies	for	AD.	This	may	also	explain	why	the	general	public	is	more	aware	of	Alzheimer’s	disease,	its	signs	and	symptoms,	but	knows	very	little	about	other	irreversible	dementias.	Although	most	surveys	have	found	awareness	among	the	public	about	this	specific	form
of	dementia,	there	is	limited	information	about	progress	in	Alzheimer’s	disease	research	and	current	treatments	(Anderson,	Day,	Beard,	Reed	&	Wu,	2009).	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	Although	a	distinction	was	made	in	the	past	between	pre-senile	(i.e.,	before	age	65)	and	senile	dementia,	there	is	now	agreement	that	these
are	the	same	disease.	Researchers	do,	however,	make	a	distinction	between	the	more	common,	late-onset	form	of	AD	and	a	rarer,	early-onset	form	that	appears	in	multiple	generations	of	the	same	family,	usually	when	the	individual	is	in	middle	age	(40s,	even	30s).	This	is	known	as	“familial	AD.”	The	rate	of	decline	for	those	who	are	diagnosed	with
early-onset	AD	is	faster	and	their	lives	often	more	severely	affected	than	for	the	late-onset	form,	but	it	represents	a	very	small	proportion	of	all	AD	cases.	POTENTIAL	CAUSES	OF	AND	RISK	FACTORS	FOR	ALZHEIMER’S	DISEASE	AND	OTHER	DEMENTIAS	Several	hypotheses	are	proposed	to	explain	the	causes	of	Alzheimer’s	disease.	Case	control
studies	that	ALZHEIMER’S	DISEASE	VERSUS	NORMAL	CHANGES	IN	MEMORY	Many	people	in	middle	and	old	age	become	alarmed	that	they	may	have	Alzheimer’s	disease	at	the	first	signs	of	forgetting.	Here	are	some	distinctions	between	normal,	age-related	changes	in	memory	and	AD:	Normal	Aging	•	Forgetting	to	set	the	alarm	clock	•
Forgetting	someone’s	name	and	remembering	it	later	•	Forgetting	where	you	left	your	keys	and	finding	them	after	searching	•	Having	to	retrace	steps	to	remember	a	task	•	Forgetting	where	you	parked	your	car	Possible	AD	•	Forgetting	how	to	set	the	alarm	clock	•	Forgetting	a	name	and	never	remembering	it,	even	when	told	•	Forgetting	places
where	you	might	find	your	keys	•	Forgetting	how	you	came	to	be	at	a	particular	location	•	Forgetting	that	you	drove	and	parked	car	The	dark	patches	in	this	brain	section	are	neuritic	plaques	with	a	core	of	amyloid	protein,	characteristic	of	Alzheimer’s	disease.	Dr.	Cecil	H.	Fox/Photo	Researchers,	Inc.	focused	on	the	incidence	or	development	of	AD
have	not	found	support	for	environmental	hypotheses,	such	as	a	previous	head	injury,	thyroid	disease,	exposure	to	therapeutic	radiation,	anesthesia,	or	the	accumulation	of	metals	such	as	aluminum	in	the	brain.	Researchers	have	examined	the	impact	of	activity	patterns	during	ages	20	to	60	among	193	older	persons	with	AD	and	358	healthy	controls
in	their	60s	and	70s.	These	activities	included	nonoccupational	pastimes	that	could	be	classified	as	intellectual,	physical,	or	passive.	Elders	with	no	signs	of	dementia	had	participated	in	more	intellectual	and	physical	recreational	activities	during	their	middle	years	than	did	those	with	AD.	The	greatest	effect	was	for	intellectual	pastimes	such	as
learning	a	new	language,	taking	challenging	courses,	or	learning	a	new	activity;	the	more	such	activities	an	individual	participated	in,	the	lower	the	probability	of	AD.	This	was	true	regardless	of	educational	level,	gender,	and	current	age.	Although	the	findings	must	be	interpreted	with	some	caution,	the	dramatic	differences	observed	suggest	that
participation	in	intellectual	activities	may	have	a	protective	effect	against	AD	(Friedland	et	al.,	2000).	Another	research	group	tracked	the	physical	activity	levels	of	1,740	older	adults	for	6	years	who	had	no	signs	of	dementia	at	the	start	of	the	213	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	THE	EXPERIENCE	OF	DEMENTIA	Thomas
DeBaggio,	a	writer,	describes	what	it	feels	like	to	experience	Alzheimer’s	disease	firsthand:	I	thought	I	was	breaking	into	pieces.	Shards	of	memory	kept	disappearing.	When,	after	the	tests,	the	doctor	told	me	I	had	Alzheimer’s	disease,	the	statement	exploded	in	my	head.	There	was	no	cure,	only	the	hope	that	my	brain’s	eager	course	of	self-
destruction	could	be	slowed	for	awhile.	.	.	.	Now	writing	is	like	walking	through	a	dark	room.	Sometimes	I	have	to	get	down	on	my	knees	and	crawl.	Words	slice	through	my	mind	so	fast	that	I	cannot	catch	them.	I	will	soon	be	stripped	of	language	and	memory.	I	am	on	the	cusp	of	a	new	world,	a	place	I	will	be	unable	to	describe.	It	is	the	last	hidden
place,	and	marked	with	a	headstone	(DeBaggio,	2002)	A	daughter	writes	about	her	father’s	experiences	with	dementia:	His	memory	is	blank;	words	float	by	him	in	a	soup.	He	can’t	button	a	shirt	or	negotiate	a	toilet.	Yet	when	I	look	at	him—at	his	body,	his	face—I	see	.	.	.	him.	Warm,	enraged,	rejecting,	beseeching,	profane,	silly;	much	of	his	mind	is
gone,	but	his	self	is	still	there.	.	..	There	may	be	no	drug	(yet)	to	cure	Alzheimer’s	but	relationships	are	always	possible,	as	long	as	the	person	of	sounder	mind	holds	up	his	or	her	end	(Levine,	2004).	study.	During	this	period,	almost	10	percent	began	to	show	symptoms	of	dementia.	The	incidence	rate	of	dementia	for	people	who	exercised	three	or
more	times	per	week	(including	walking,	swimming,	weight	training,	and	stretching)	was	13.0	per	1,000	person–years,	compared	with	19.7	per	1,000	person–years	among	elders	who	developed	dementia.	The	researchers	suggest	that	regular	exercise	may	delay	or	prevent	dementia	by	stimulating	blood	flow	to	the	brain	(Larson	et	al.,	2006b).	These
findings	are	consistent	with	earlier	studies	that	found	that	regular	exercise	can	decrease	the	risk	for	AD	214	(50	percent)	and	any	dementia	(36	percent),	and	more	varied	physical	activities	further	reduce	the	risk	(Laurin	et	al.,	2001;	Podewils	et	al.,	2005).	This	same	longitudinal	study	also	found	that	participants	with	poor	physical	functioning	(poor
standing	balance,	slower	walking	speed,	and	weak	handgrip)	were	three	times	more	likely	to	develop	dementia,	including	Alzheimer’s	disease,	than	elders	with	good	physical	functioning.	Regular	physical	activity	can	improve	these	functions.	Walking	speed	may	also	be	a	good	predictor	of	cognitive	decline.	In	a	study	of	over	3,000	elders,	volunteers
were	asked	to	walk	at	their	usual	pace	and	at	a	rapid	pace.	Cognitive	functioning	scores	were	worst	among	elders	in	the	lowest	quartile	of	rapid-paced	walking.	They	were	twice	as	likely	to	have	a	poor	score	on	the	cognitive	test	as	elders	who	were	in	the	fastest	quartile	of	rapid-paced	walking.	Those	whose	usual-paced	walking	was	in	the	lowest
quartile	scored	somewhat	lower,	but	the	differences	were	less	dramatic	(Fitzpatrick	et	al.,	2007;	Larson	et	al.,	2006b).	A	unique	opportunity	to	test	the	impact	of	physical	activity	at	midlife	and	its	association	with	dementia	3	decades	later	was	presented	by	the	Swedish	Twin	Registry.	This	population-based	study	has	tracked	health	and	activity	levels
for	numerous	cohorts	of	twins	since	1967.	A	comparison	of	participants	over	age	70	with	and	without	dementia	30	years	later	revealed	that	light	exercise	and	participation	in	sports	during	middle	age	were	associated	with	significantly	lower	rates	of	dementia	in	old	age	(Andel	et	al.,	2008).	The	Nun	Study	offers	insights	into	the	association	between
education,	lifestyle,	and	cognitive	and	physical	aging	without	the	bias	of	socioeconomic	status,	diet,	and	health	care	that	is	a	problem	with	many	other	studies	of	aging	among	the	general	population.	The	678	members	of	the	School	Sisters	of	Notre	Dame	who	participated	in	this	longitudinal	study,	including	the	analysis	of	their	brains	at	autopsy,
shared	an	adulthood	of	identical	lifestyles.	Therefore,	the	differences	seen	among	the	nuns	are	attributable	primarily	to	their	educational	levels	and	intellectual	and	physical	activities	throughout	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	their	lives.	By	analyzing	the	autobiographies	these	nuns	had	written	at	age	22,	researchers	found	an
association	between	linguistic	skills	in	youth	and	the	risk	of	dementia	50	to	70	years	later.	Greater	atrophy	and	more	plaques	and	tangles	were	found	in	the	brains	of	women	whose	writings	during	their	youth	had	fewer	complex	ideas,	a	simpler	vocabulary,	and	lower	“idea	density”	(Riley	et	al.,	2005;	Snowdon,	Greiner,	&	Markesbery,	2000).	The
emotional	content	of	these	early	autobiographies	was	also	examined	for	their	positive,	negative,	or	neutral	tone.	By	adjusting	statistically	for	age	and	education,	the	researchers	found	a	significant	link	between	positive	emotions	and	mortality;	those	in	the	highest	quartile	of	positive	emotional	content	in	their	early	writings	decreased	their	risk	of	death
in	old	age	by	a	factor	of	2.5	compared	with	nuns	whose	writings	lacked	much	positive	expression.	This	may	be	because	positive	emotions	triggered	a	lifetime	of	positive	behaviors	in	the	survivors.	In	addition,	early	samples	of	written	language	appear	to	be	better	than	oral	samples	at	distinguishing	between	high	and	low	functioning	(Danner,	Snowdon,
&	Friesen,	2001;	Mitzner	&	Kemper,	2003).	The	Nun	Study	also	demonstrated	that	clinical	manifestations	of	dementia	may	not	always	parallel	the	neuropathological	changes	experienced	in	these	conditions.	That	is,	many	of	the	nuns	at	autopsy	had	the	hallmarks	of	advanced	dementia	in	their	brain	samples	(e.g.,	neurofibrillary	tangles	in	the
neocortex),	but	they	did	not	demonstrate	any	clinical	symptoms	of	dementia	before	their	death	(e.g.,	disorientation	to	time,	place,	person)	(Snowdon,	2001,	2003).	Physical	health	may	also	be	related	to	AD.	A	recent	study	points	to	obesity	as	a	risk	factor	for	AD	in	women	but	not	in	men.	Women	who	were	overweight	at	age	70,	75,	and	79	were	more
likely	to	develop	dementia	by	age	88.	The	researchers	suggest	that	being	overweight	may	raise	blood	pressure	and	restrict	blood	flow	to	the	brain,	thereby	indirectly	increasing	women’s	risk	for	AD,	although	a	parallel	effect	was	not	observed	in	men	(Gustafson	et	al.,	2004).	Experiencing	a	stroke	may	also	increase	an	elder’s	risk	for	AD,	and	having	a
stroke	during	the	course	of	AD	can	accelerate	the	decline	of	cognitive	function	in	AD	patients	(DeCarli,	2006).	There	is	some	evidence	that	a	severe	head	injury	during	one’s	younger	years	(resulting	in	unconsciousness	lasting	more	than	24	hours)	can	increase	the	risk	of	AD	in	old	age.	A	study	of	more	than	2000	veterans	of	World	War	II	with
documented	head	injuries	revealed	a	four	times	greater	likelihood	of	AD	in	severe	head	injury	victims,	and	twice	the	risk	in	victims	of	a	moderate	head	injury	(Plassman	et	al.,	2000).	Lack	of	estrogen	is	another	potential	risk	factor	that	has	drawn	research	interest.	As	estrogen	secretion	declines	with	aging,	proteins	associated	with	neuronal	growth
decrease,	resulting	in	the	synaptic	impairments	typical	of	AD.	However,	estrogen	replacement	therapy	(ERT)	does	not	appear	to	be	an	effective	treatment	or	preventive	mechanism	against	AD.	The	Women’s	Health	Initiative	Memory	Study	(ancillary	to	the	WHI	Study)	found	that,	among	more	than	4,500	women	who	were	placed	on	a	combination	of
estrogen	and	progestin	or	a	placebo	for	5	years,	there	was	no	difference	in	the	rates	of	developing	mild	cognitive	impairment.	In	fact,	twice	as	many	women	using	the	combination	hormone	developed	dementia—	40	versus	21—in	this	large	sample	(Shumaker	et	al.,	2003).	The	brains	of	AD	patients	experience	a	reduction	in	the	number	of	cholinergic
nerve	cells	(up	to	80	percent	loss	in	some	key	areas).	These	brain	cells	are	important	for	learning	and	memory	because	they	release	an	important	chemical	“messenger,”	acetylcholine,	that	transfers	information	from	one	cell	to	another	(i.e.,	neurotransmitters).	Their	loss	reduces	the	acetylcholine	available	for	this	important	function.	The
noradrenergic	system	is	another	chemical	messenger	system	that	becomes	impaired	with	AD,	further	complicating	our	understanding	of	why	and	how	these	neurochemical	systems	appear	to	break	down	in	this	disease.	Still	another	neurochemical	change	observed	in	Alzheimer’s	brains	is	the	accumulation	of	amyloid,	a	protein.	It	appears	that	there
may	be	a	genetic	defect	in	one	of	the	normal	proteins	located	in	brain	regions	responsible	for	memory,	emotions,	and	thinking.	Amyloid	is	actually	a	group	of	215	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	proteins	found	in	the	neurofibrillary	tangles	that	characterize	an	Alzheimer’s	brain.	The	precursor	protein	to	amyloid,	beta-amyloid,	is
coded	by	a	gene	located	in	chromosome	21,	which	is	also	the	chromosome	responsible	for	Down	syndrome.	This	may	explain	why	AD	appears	with	greater	frequency	in	families	with	a	member	who	has	Down	syndrome.	Deposits	of	amyloid	or	its	precursor	beta-amyloid	have	been	found	in	the	brains	of	Down	patients	as	young	as	age	8	and	in	those	who
die	later	with	AD.	Beta-amyloid	may	be	responsible	for	the	death	of	brain	cells	in	these	patients.	In	fact,	many	Down	patients	have	the	characteristic	brain	changes	of	AD,	but	not	the	clinical	symptoms.	As	with	other	changes	observed	in	the	brains	of	AD	patients,	it	is	not	yet	clear	whether	these	beta-amyloid	deposits	are	the	cause	of	AD	or	secondary
to	other	structural	or	biochemical	changes	(Mrak	&	Griffin,	2004).	Genes	on	at	least	four	different	chromosomes	may	be	involved	in	the	development	of	AD.	In	addition	to	mutations	of	the	gene-encoding	amyloid	precursor	protein	on	chromosome	21,	presenilin	1	on	chromosome	14,	presenilin	2	on	chromosome	1,	and	the	apolipoprotein	E	gene	on
chromosome	19	have	been	implicated	in	this	disease.	While	the	mutations	on	chromosomes	1,	14,	and	21	are	associated	with	familial	or	early-onset	AD,	the	more	common	late-onset	form	of	AD	appears	to	be	linked	to	a	genetic	mutation	on	chromosome	19.	Subsequent	researchers	have	focused	on	a	protein	called	apolipoprotein,	or	APOE,	on	this
chromosome.	APOE	is	responsible	for	transporting	cholesterol	in	the	blood	and	beta-amyloid	in	the	brain.	There	are	three	genes	associated	with	APOE:	E2,	E3,	E4.	The	risk	for	Alzheimer’s	disease	is	associated	with	the	E4	gene;	people	who	inherit	this	gene	from	one	parent	have	three	times	the	risk	of	developing	AD,	and	those	who	inherit	one	from
each	parent	have	eight	times	the	risk	(Olichney,	1997).	Characteristics	of	Alzheimer’s	Disease	Alzheimer’s	disease	is	characterized	by	deficits	in	attention,	learning,	memory,	language	skills,	and—in	some	instances—problems	in	judgment,	216	abstraction,	and	orientation.	Early	stages	are	marked	by	difficulty	in	remembering	new	information,
confusion,	problems	in	expressing	themselves,	and	thinking	clearly.	Disorientation	to	time,	place,	and	person	occurs	in	the	intermediate	stages	of	AD.	These	changes	in	cognitive	function	appear	to	be	related	to	structural	changes	in	the	brain.	They	include:	•	a	premature	loss	of	nerve	cells	in	some	areas	of	the	brain	•	a	loss	of	synapses	•	deterioration
of	the	free	radical	metabolism	process	•	impaired	neurotransmitter	function	such	as	the	cholinergic	system,	resulting	in	plaques	and	tangles	throughout	these	areas	The	hippocampus	is	a	region	in	the	limbic	system	deep	inside	the	brain	that	is	involved	in	learning	new	information	and	retrieving	old	information.	It	is	one	of	the	first	regions	where
plaques	and	tangles	occur,	so	it	is	not	surprising	that	patients	in	the	earlier	stages	of	the	disease	often	have	difficulties	with	verbal	memory,	attention	span,	and	orientation	to	the	environment,	as	well	as	increased	anxiety,	restlessness,	and	unpredictable	changes	in	mood.	Researchers	examined	the	volume	of	the	hippocampus	and	severity	of
neurofibrillary	tangles	at	autopsy	of	56	women	in	the	Nun	Study.	Those	with	the	greatest	hippocampal	atrophy	and	the	most	tangles	had	performed	worse	on	a	test	of	delayed	verbal	recall	1	year	before	death	(Mortimer	et	al.,	2004).	Family	members	may	complain	about	personality	changes	such	as	the	older	person	becoming	more	aggressive	or,	in
some	cases,	more	passive	than	in	the	past.	Depression	may	set	in	as	the	individual	realizes	that	he	or	she	is	experiencing	these	problems.	In	the	more	advanced	stages	of	the	disease,	as	it	spreads	to	the	neocortex,	which	controls	higher-level	brain	functions	and	links	new	stimuli	with	information	stored	in	the	brain,	the	elder	may	experience	problems
recalling	appropriate	words	and	labels,	perseveration	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	(i.e.,	continually	repeating	the	same	phrase	and	thoughts),	apathy,	and	problems	with	comprehension.	Alzheimer’s	victims	at	this	stage	may	not	recognize	their	partners,	children,	and	longtime	friends.	However,	some	patients	in	the
intermediate	stages	of	AD	may	describe	quite	articulately	and	vividly	events	that	took	place	many	years	ago.	In	the	advanced	phases,	as	the	neurons	in	the	motor	cortex	die,	the	patient	may	need	assistance	with	bodily	functions	such	as	eating	and	toileting.	At	autopsy,	there	is	a	generalized	deterioration	of	cortical	tissue,	which	appears	to	be	tangled
and	covered	with	plaque.	These	plaques	and	tangles	appear	first	in	a	region	near	the	base	of	the	skull	(entorhinal	cortex),	and	move	higher	and	deeper	to	the	hippocampus	and	eventually	to	the	neocortex	as	the	disease	advances	(Snowdon,	2001).	DESCRIBING	STAGES	OF	ALZHEIMER’S	DISEASE	There	have	been	some	attempts	to	determine	if	AD
proceeds	through	a	series	of	stages,	such	that	symptoms	become	more	prevalent	and	severe	over	time.	This	is	a	difficult	task,	because	the	course	of	AD	varies	so	widely.	Some	patients	may	experience	a	rapid	decline	in	memory,	while	their	orientation	to	time,	place,	and	people	may	remain	relatively	intact.	Other	patients	may	experience	mood	and
personality	changes	early,	whereas	still	others	maintain	their	pre-morbid	personality	for	many	years	after	the	symptoms	first	appear.	A	broad	distinction	is	often	made	among	early,	middle,	and	advanced	stages	of	AD.	These	categories	are	based	on	the	patient’s	levels	of	decline	in	memory,	orientation,	and	activities	of	daily	living.	Frequently	used
assessment	tools,	such	as,	the	Mini-Mental	Status	Exam	(MMSE)	and	the	Dementia	Rating	Scale	(DRS)	can	help	in	categorizing	levels	of	decline,	although	they	contain	an	education/language	bias	(Brodaty,	Withall,	Altendorf,	&	Sachdev,	2007;	Folstein,	Folstein,	&	McHugh,	1975;	Mattis,	1976).	These	give	clues	to	the	patients’	levels	of	deterioration
on	the	basis	of	their	test	scores,	but	are	too	long	to	be	administered	in	primary	care	settings.	The	Mini-Cog	(Borson	et	al.,	2000)	can	be	administered	in	under	GLOBAL	DETERIORATION	SCALE	Stage	1:	No	cognitive	or	functional	decrements	Stage	2:	Complaints	of	very	mild	forgetfulness	and	some	work	difficulties	Stage	3:	Mild	cognitive	impairment
on	cognitive	battery;	concentration	problems;	some	difficulty	at	work	and	in	traveling	alone	Stage	4:	Late	confusional	stage;	increased	problems	in	planning,	handling	finances;	increased	denial	of	symptoms;	withdrawal	Stage	5:	Poor	recall	of	recent	events;	may	need	to	be	reminded	about	proper	clothing	and	bathing	Stage	6:	More	advanced	memory
orientation	problems;	need	assistance	with	activities	of	daily	living;	more	personality	changes	Stage	7:	Late	dementia	with	loss	of	verbal	abilities;	incontinence,	loss	of	ability	to	walk;	may	become	comatose	SOURCE:	B.	Reisberg,	S.	H.	Ferris,	M.	J.	De	Leon,	&	T.	Crook.	(1982).	The	Global	Deterioration	Scale	for	assessment	of	primary	degenerative
dementia,	American	Journal	of	Psychiatry	139.	1136–1139.	Copyright	©	1982,	American	Psychiatric	Association.	Reprinted	by	permission.	five	minutes	and	is	often	used	in	primary	care	settings.	The	widely	used	Global	Deterioration	Scale	delineates	seven	stages	of	the	disease,	as	shown	in	the	box	above	(Agronin,	2008;	Reisberg	et	al.,	1982).	Because
of	attention	on	Alzheimer’s	disease	by	the	media	and	by	researchers,	there	is	some	tendency	to	overestimate	its	occurrence	and	to	assume	that	it	is	the	cause	of	all	dementias.	In	many	ways,	it	has	replaced	vascular	dementia	as	a	label	given	without	a	thorough	diagnosis.	The	most	confirmatory	diagnosis	of	Alzheimer’s	disease	today	can	still	be	made
only	at	autopsy,	when	the	areas	and	nature	of	damaged	brain	tissue	can	be	identified.	However,	psychological	measures	of	cognitive	functioning	such	as	the	MMSE	and	DRS	and	a	thorough	physical	exam	can	provide	clues	to	its	existence	in	the	earlier	stages.	Or	they	may	indicate	that	the	observed	changes	in	behavior	217	PERSONALITY	AND
MENTAL	HEALTH	IN	OLD	AGE	DIAGNOSING	ALZHEIMER’S	DISEASE	•	•	•	•	a	medical	and	nutritional	history	laboratory	tests	of	blood,	urine,	and	stool	tests	for	thyroid	function	a	thorough	physical	and	psychological	examination	•	in	some	cases,	a	CT	(computerized	tomography)	scan,	a	PET	(positron	emission	tomography)	scan,	or	MRI	(magnetic
resonance	imaging)	in	order	to	detect	any	tumors,	strokes,	blood	clots,	or	hydrocephalus,	and	to	test	the	response	of	specific	areas	of	the	brain	and/or	personality	are	due	to	a	reversible	condition.	Early	diagnosis	can	be	made	with	some	certainty	after	an	extensive	patient	workup.	In	fact,	it	is	primarily	through	a	process	of	elimination	of	other
conditions	that	some	dementias	such	as	AD	may	be	diagnosed.	In	such	diagnoses,	it	is	particularly	important	to	rule	out	depression,	prolonged	grief,	drug	toxicity,	and	nutritional	deficiencies	because,	as	stated	earlier,	these	conditions	may	be	reversed.	Recent	findings	using	protein	biomarkers	in	cerebrospinal	fluid	show	that	these	new	techniques
may	be	useful	in	diagnosing	and	distinguishing	between	Alzheimer’s,	Parkinson’s,	and	Lewy	body	dementia	(Zhang,	Goodlett,	&	Montine,	2005).	THERAPY	FOR	PATIENTS	WITH	ALZHEIMER’S	DISEASE	Unfortunately,	no	completely	successful	treatment	for	AD	is	yet	available.	If	the	evidence	for	high	levels	of	certain	abnormal	proteins	in	Alzheimer’s
brains	proves	correct,	future	treatment	might	involve	the	use	of	drugs	that	interrupt	the	production	of	those	proteins	and	their	precursors	so	they	cannot	accumulate	in	brain	tissue.	Some	researchers	have	focused	on	a	nerve	growth	factor,	a	naturally	occurring	protein	that	replenishes	and	maintains	the	health	of	nerve	cells.	Animal	studies	show
remarkable	success	in	repairing	damaged	brain	cells.	Currently,	only	a	few	drugs	are	approved	for	treating	AD.	Other	medications	in	the	testing	218	phase	include	some	drugs	that	restore	the	activity	of	neurotransmitters	in	the	brain	and	some	that	even	replace	lost	neurochemicals.	In	the	last	several	years,	one	drug	has	been	found	to	slow	the
decline	of	memory	loss	by	about	5	percent	in	the	early-to-moderate	stages	of	AD.	This	medication,	donepezil	(marketed	as	Aricept),	is	a	cholinesterase	inhibitor	and	slows	the	loss	of	acetylcholine	in	the	brains	of	AD	patients.	More	recently,	two	other	cholinesterase	inhibitors,	rivastigmine	(marketed	as	Exelon)	and	galantamine	(Razadyne),	were
approved	for	use	in	AD.	These	drugs	also	prevent	the	breakdown	of	acetylcholine	and	slow	the	decline	in	cognitive	ability,	ADLs,	and	normal	behavior;	some	studies	have	found	modest	improvements	for	up	to	36	months	(Feldman,	2002;	Raskind	et	al.,	2004;	Seltzer,	2006).	Another	drug	used	to	manage	symptoms	of	AD	is	memantine	(Namenda).	This
drug	is	designed	to	treat	patients	in	the	moderate-to-severe	stages	of	AD.	It	works	by	lowering	levels	of	the	neurotransmitter	glutamate,	which	can	damage	neurons	at	high	levels	(Reisberg	et	al.,	2003;	Tariot	et	al.,	2004).	However,	none	of	these	drugs	reverses	the	destruction	of	brain	tissue	by	plaques	and	tangles.	They	must	be	used	with	caution,	or
avoided	altogether,	in	patients	with	liver	disease,	peptic	ulcers,	severe	COPD,	and	bradycardia.	Some	researchers	are	exploring	the	possibility	that	AD	may	be	related	to	inflammation	of	brain	tissue.	This	has	led	to	the	hypothesis	that	nonsteroidal	anti-inflammatory	drugs	(NSAIDs),	such	as	ibuprofen,	can	prevent	or	delay	the	onset	of	AD.	Although
many	older	people	currently	use	low	doses	of	NSAIDs	to	prevent	heart	attacks,	few	controlled	clinical	trials	have	tested	whether	NSAIDs	have	similar	benefits	for	AD.	A	review	of	studies	that	followed	NSAID	users	found	that	regular	use	for	2	or	more	years	reduces	the	risk	of	AD	by	40	to	50	percent	(Szekely	et	al.,	2004).	Animal	studies	demonstrate
that	a	daily	dose	of	ibuprofen	reduced	inflammation	in	the	brain,	and	resulted	in	about	half	the	number	of	plaques	and	half	the	amyloid	deposits	as	in	the	mice	that	were	not	given	NSAIDs	(Lim	et	al.,	2000).	The	drug	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	may	act	as	a	preventive	by	improving	the	production	of	chemicals	that	control
amyloid	buildup	or	by	clearing	amyloid	more	efficiently.	Another	promising	pharmacotherapy	for	AD	may	be	a	combination	of	vitamin	E	(described	as	an	antioxidant	that	appears	to	prevent	or	reduce	the	symptoms	of	other	chronic	diseases)	and	selegiline	hydrochloride	(marketed	as	Eldepryl	and	generally	prescribed	for	Parkinson’s	disease).	In	one
clinical	trial,	patients	in	the	moderate	stage	of	AD	who	were	given	this	combination	did	not	decline	as	rapidly	as	those	given	a	placebo	(Sano	et	al.,	1997).	Vitamin	E	may	also	be	effective	in	reducing	the	risk	of	AD.	In	one	study	that	examined	almost	5,000	older	adults	for	5	years,	the	incidence	of	AD	was	lower	among	elders	who	used	vitamin	E
supplements	in	combination	with	vitamin	C	than	among	those	who	did	not	use	any	vitamin	supplements	or	only	one	of	these	vitamins	alone	HEALTH	CARE	COSTS	OF	DEMENTIA	Health	care	costs	for	patients	with	AD	and	other	dementias	are	much	higher	than	for	adults	in	the	same	age	range	without	dementia.	Average	annual	costs	for	AD	patients
were	almost	$8,000	in	2004,	and	for	those	with	vascular	dementia	almost	$14,000.	Medicare	payments	for	AD	patients’	health	and	longterm	care	are	almost	three	times	higher	than	for	elders	without	dementia;	Medicaid	payments	are	nine	times	higher	(Alzheimer’s	Association,	2009;	Hill	et	al.,	2005).	These	higher	costs	are	partly	due	to	comorbidity,
or	the	presence	of	other	medical	problems	along	with	dementia.	One	study	found	that	35	percent	of	AD	patients	also	had	cardiovascular	disease,	compared	with	10	percent	of	a	control	group	of	elders	without	AD;	25	percent	had	congestive	heart	failure,	compared	with	15	percent	of	controls.	This	results	in	greater	expenditures	for	visits	to	physicians’
offices	and	for	hospital	and	home	health	care,	but	the	greatest	difference	between	AD	patients	and	controls	is	for	skilled	nursing	care	at	three	times	the	rate	for	controls	(Fillit	et	al.,	2002).	By	preventing	AD	and	other	dementias,	researchers	can	help	to	improve	the	quality	of	life	for	older	adults	and	their	families	while	reducing	these	skyrocketing
health	and	long-term	care	costs.	(Zandi	et	al.,	2004).	However,	it	is	important	to	review	AD	patients’	medications	with	their	physicians	to	confirm	that	vitamin	E	will	not	interact	with	their	other	medications,	in	particular	with	blood	thinners.	Some	families	report	that	regular	use	of	an	extract	from	the	dried	leaves	of	the	ginkgo	biloba	or	maidenhair
tree	improves	the	memory	of	AD	patients	in	the	early-to-intermediate	stages.	However,	a	study	in	the	Netherlands	casts	some	doubt	on	the	benefits	of	this	treatment.	Researchers	studied	214	nursing	home	residents	with	mild-to-moderate	AD	or	vascular	dementia.	Each	person	was	given	a	usual	dose	of	ginkgo	biloba	(84	elders)	or	an	elevated	dose
(82	elders),	and	compared	with	a	group	(48	elders)	that	used	a	placebo	over	24	weeks.	No	effects	were	observed	on	tests	of	memory	or	depression,	but	those	using	ginkgo	performed	slightly	better	on	self-reported	ADLs	(van	Dongen	et	al.,	2000).	Researchers	have	made	dramatic	strides	toward	understanding	the	neurochemical	basis	of	this	disease
and	are	rapidly	moving	toward	its	treatment.	There	is	even	some	promise	of	a	vaccine	that	can	help	the	immune	system	produce	antibodies	against	amyloid	proteins	and	clear	amyloid	deposits	from	the	brain.	Successful	research	with	mice	gives	scientists	hope	that	such	a	vaccine	may	be	effective	with	humans	(Schenk	et	al.,	1999).	Medications	are
often	prescribed	to	manage	behavioral	problems	in	some	AD	patients,	including	agitation,	hallucinations,	physical	aggressiveness,	and	wandering.	In	particular,	risperidone,	a	drug	used	to	treat	psychotic	symptoms	in	schizophrenic	patients,	appears	to	calm	aggressive,	delusional	behaviors	in	a	significant	segment	of	this	population	(Goldberg	&
Goldberg,	1997).	Because	of	their	potential	side	effects,	however,	it	is	important	to	weigh	the	harm	caused	by	these	patient	behaviors	against	the	possible	side	effects	of	medications.	Furthermore,	the	prescribing	physician	must	regularly	reevaluate	the	need	to	continue	or	reduce	the	dosage	of	any	drugs	used	for	behavior	management,	perhaps	as
frequently	as	every	3	to	4	months.	219	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	Behavioral	Treatment	and	Environmental	Interventions	As	noted	earlier,	new	medications	that	are	being	approved	by	the	FDA	show	some	promise	of	slowing	the	rate	of	decline	with	AD.	To	date,	however,	neither	these	medications	nor	psychotherapy	can
restore	the	cognitive	functions	lost	with	most	irreversible	forms	of	dementia.	Nevertheless,	many	older	persons	can	benefit	from	behavioral	and	exercise	therapies,	and	from	some	environmental	modifications.	For	example,	exercise	training	combined	with	behavioral	management	training	for	family	caregivers	can	help	both	the	AD	patient	CARING
FOR	AD	PATIENTS	AT	EACH	STAGE	OF	THE	DISEASE	Depending	on	the	stage	of	the	disease,	caregivers	of	elders	with	AD	can	help	them	in	different	ways.	Using	the	Global	Deterioration	Scale,	families	can	try	the	following	ways	of	helping	the	patient:	Stages	1–3	(Mild	dementia)	•	Set	up	an	orientation	area	in	the	home	where	the	patient’s	critical
items	(e.g.,	wallet,	keys,	glasses)	can	always	be	found.	•	Watch	for	signs	of	driving	problems.	•	Encourage	physical	and	social	activities.	Stages	4–5	(Moderate	dementia)	•	Make	changes	in	home	environment	to	assure	safety	and	autonomy,	but	maintain	familiarity	(e.g.,	improved,	constant	light	levels).	•	Put	labels	on	important	doors	(e.g.,	patient’s
bedroom,	bathroom)	and	drawers.	•	Keep	in	visible	areas	photos	of	family	and	close	friends	taken	with	patient,	with	names	clearly	written	on	photos.	Stages	6–7	(Advanced	dementia)	•	Visit	alternative	long-term	care	facilities	that	fit	P–E	needs	of	the	particular	patient.	•	Simplify	daily	routines	but	still	encourage	some	physical	activity	(e.g.,	walks	in
fenced-in	yard).	•	Try	alternative	means	of	communication	(e.g.,	touch,	sharing	old	family	photos).	220	and	their	caregivers.	One	study	tested	the	effects	of	a	3-month	exercise	program	for	AD	patients,	together	with	teaching	behavioral	management	to	their	caregivers.	Compared	with	AD	patients	who	received	only	routine	medical	care,	those	in	the
exercise	program	had	significantly	fewer	days	of	restricted	activity,	lower	scores	on	a	measure	of	depression,	and	less	likelihood	of	nursing	home	placement	up	to	2	years	later	(Teri	et	al.,	2003).	Individual	competence	can	be	enhanced	somewhat	and	the	social	and	home	environments	simplified	considerably	in	an	effort	to	maintain	P–E	congruence
and	maintain	some	independent	functioning.	Simple	changes,	such	as	removing	sources	of	glare	and	making	lighting	levels	consistent	throughout	the	house,	can	prevent	confusion	and	“sundowning,”	a	condition	that	affects	some	AD	patients	as	natural	light	levels	change	and	they	become	more	fatigued	later	in	the	day.	It	is	important	to	maintain	a
regular	schedule,	to	keep	the	patient	moderately	active,	and	to	prevent	withdrawal	from	daily	interactions.	Written	schedules	of	activities,	simplified	routes	from	room	to	room,	and	written	directions	for	cooking,	bathing,	and	taking	medications	can	aid	a	person	in	finding	his	or	her	way	around	and	prevent	the	frustration	of	getting	lost	or	not
recognizing	once-familiar	people	and	places.	AD	patients	can	be	encouraged	to	perform	more	ADLs	if	their	grooming	supplies	(e.g.,	toothbrush,	toothpaste,	comb)	are	kept	visible	and	in	a	familiar	sequence	of	use.	These	items	can	also	help	AD	patients	recognize	their	own	bathroom	or	bedroom	as	the	disease	progresses.	A	useful	device	for	some
patients	in	the	intermediate	stages	of	Alzheimer’s	is	a	“memory	box”	that	contains	photos	from	the	individual’s	past	on	the	outside	and	mementos	on	the	inside,	placed	on	his	or	her	door	to	identify	the	bedroom.	Physical	activity	during	the	day	can	also	help	the	patient	sleep	better	through	the	night.	Productive	activities	such	as	setting	the	table,
folding	laundry,	and	raking	leaves	in	a	secure	backyard	can	also	help	patients	maintain	a	sense	of	continuity	with	their	past	lives	and	use	their	excess	energy.	However,	the	frequency	and	intensity	of	such	activities	should	not	overwhelm	or	confuse	the	patient.	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	Wandering	is	another	problem	that
can	be	prevented	with	some	environmental	changes.	These	can	be	restrictive,	such	as	locking	all	exterior	doors,	or	more	protective,	such	as	providing	a	safe	backyard	or	garden	area	for	the	AD	patient	to	explore,	within	easy	sight	of	the	home’s	windows	and	doors	to	orient	the	patient.	ID	bracelets	with	silent	or	audible	alarms	that	can	help	locate	the
AD	patient	are	becoming	more	common	for	use	in	the	home,	given	their	demonstrated	benefits	in	nursing	homes.	One	company	has	even	developed	a	model	where	family	or	close	friends	can	record	a	message	on	a	tape	attached	to	the	bracelet	to	guide	the	wandering	person	back	home.	Some	local	chapters	of	the	Alzheimer’s	Association	offer	the	“safe
return”	program,	which	provides	ID	bracelets	for	AD	patients,	maintains	records,	and	assists	emergency	teams	in	locating,	identifying,	and	returning	the	AD	patient	who	becomes	lost	in	the	community.	Agitation	may	also	accompany	AD;	elders	may	display	irritable	behavior,	pacing,	restlessness,	and	general	expressions	of	distress.	These	behaviors
are	not	a	normal	outcome	of	AD	but	are	triggered	by	environmental	changes,	fear,	fatigue,	loss	of	control,	or	medical	conditions	such	as	infections	or	adverse	reactions	to	medications.	The	patient	displaying	signs	of	agitation	should	first	be	evaluated	and	treated	for	possible	underlying	medical	conditions.	If	no	systemic	conditions	are	found,
behavioral	and	environmental	interventions	can	be	used,	such	as	NEW	WAYS	OF	HELPING	AD	PATIENTS	Until	a	few	years	ago,	reality	orientation	was	a	popular	therapeutic	method	that	was	used	in	nursing	homes	and	by	many	families	caring	for	AD	patients.	The	emphasis	was	on	reorienting	confused	older	adults	to	the	present	and	correcting	them
when	they	referred	to	a	dead	partner	as	being	alive	now	or	talked	about	getting	to	work	despite	being	retired	for	over	20	years.	However,	these	techniques	can	frustrate	and	agitate	the	patient.	Most	experts	today	agree	that	it	is	better	to	acknowledge	the	patient’s	memories	of	the	past	and	not	argue	with	them	about	the	accuracy	of	these	memories.
adapting	the	home	environment	to	the	older	person’s	needs	and	providing	stability	in	ADLs.	Ultimately,	the	goal	of	managing	these	dementias	is	to	slow	the	rate	of	deterioration	and	to	prevent	nursing	home	placement	for	as	long	as	possible.	For	the	AD	patient	who	does	enter	a	nursing	home,	it	is	important	to	find	a	facility	that	can	maximize	the
individual’s	remaining	abilities	as	the	disease	progresses	(i.e.,	environments	that	can	maintain	the	patient’s	P–E	congruence).	During	the	1990s,	the	number	of	special	care	units	(SCUs)	in	nursing	homes	grew.	These	units	are	generally	designed	for	residents	with	advanced	dementia,	especially	AD,	and	staffed	by	nurses	and	therapists	with	special
training	in	this	field.	Many	provide	a	higher	staff-to-resident	ratio,	a	safe	environment	where	patients	can	move	about	without	getting	lost,	and	special	services	aimed	at	maintaining	the	patients’	remaining	cognitive	capacities.	They	are	less	likely	to	use	chemical	and	physical	restraints	with	disruptive	residents.	However,	because	there	are	no	national
licensing	regulations	for	SCUs,	the	nature	of	services	and	quality	of	care	provided	vary	widely.	That	is,	the	designation	of	a	nursing	home	unit	as	a	SCU	does	not	necessarily	imply	richer	or	more	tailored	services	than	non-SCU	units	that	also	house	AD	and	other	dementia	patients	(Day,	Carreon,	&	Stump,	2000).	Newer	options	include	assisted	living
facilities,	adult	family	homes,	and	adult	day	care.	However,	like	SCUs,	families	must	determine	if	these	alternative	housing	options	can	provide	a	safe	and	supportive	environment	for	AD	patients,	especially	as	the	disease	progresses.	CAREGIVER	NEEDS	One	of	the	most	important	considerations	with	Alzheimer’s	disease	and	other	dementias	is	to
provide	social	and	emotional	support	to	the	family	as	well	as	the	patient.	It	is	estimated	that	about	70	percent	of	all	people	with	AD	are	cared	for	by	family.	In	fact,	about	19	million	family	caregivers	provide	basic	instrumental	ADLs	for	their	relatives	with	AD.	It	has	been	estimated	that	these	informal	caregivers	provide	as	much	as	$94	billion	in	care.
The	typical	221	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	caregiver	of	an	AD	patient	is	a	46-year-old	woman,	employed	full-time,	and	caring	for	a	77-year-old	mother.	On	average,	they	provide	care	for	4.5	years	(Alzheimer’s	Association,	2009;	Bloom,	de	Pouvourville,	&	Straus,	2003).	These	caregivers	face	challenges	as	they	balance	the
role	of	caregiver	to	their	loved	ones	with	the	need	to	maintain	their	jobs,	family,	and	personal	life.	Parkinson’s	Disease	Parkinson’s	is	a	neurodegenerative	disorder	that	begins	as	a	loss	of	muscle	control,	impaired	balance,	and	coordination,	with	tremors	in	the	feet	and	hands,	gradually	progressing	to	slow	and	limited	movements.	Speech	can	become
impaired,	muscles	become	rigid,	and	the	person	moves	more	slowly	and	with	a	shuffling	gait.	In	its	later	stages,	Parkinson’s	can	manifest	dementia-like	symptoms.	Today,	about	one	million	Americans	have	this	condition,	projected	to	double	by	2040	as	the	older	population	increases.	It	usually	strikes	people	over	age	60,	although	some	people—such	as
the	actor	Michael	J.	Fox—are	first	diagnosed	in	their	30s.	Parkinson’s	differs	from	AD	in	many	ways.	First,	the	degeneration	and	loss	of	cells	in	the	brain	occurs	mostly	in	the	substantia	nigra,	located	in	the	center	of	the	brain.	This	is	the	region	where	dopamine	is	produced,	the	brain	chemical	responsible	for	initiating	voluntary	movement.	This	is	why
Levodopa	(L-dopa)	is	the	drug	of	choice	for	most	people	with	Parkinson’s,	as	a	way	of	replacing	dopamine.	However,	in	some	people,	L-dopa	can	cause	such	side	effects	as	hallucinations,	agitation,	and	uncontrollable	movement.	Newer	drugs	known	as	dopamine	agonists	have	been	developed	as	an	alternative	for	such	patients.	Deep-brain	stimulation
helps	some	Parkinson’s	patients.	Neurosurgeons	place	an	electrode	in	the	brain,	which	receives	pulses	from	a	pacemaker	implanted	in	the	chest.	Electrical	stimulation	produced	by	the	pacemaker	reduces	the	tremor	and	rigidity	of	Parkinson’s	so	that	many	patients	can	reduce	the	dosage	of	their	medications	or	discontinue	222	it	altogether.	However,
deep-brain	stimulation	cannot	prevent	the	progress	of	Parkinson’s	(Lozano	&	Kalia,	2005).	One	of	the	most	exciting	research	developments	in	this	area	is	the	possibility	of	implanting	stem	cells	into	the	brain	of	Parkinson’s	patients.	These	cells	appear	to	revitalize	damaged	regions	and	resume	production	of	dopamine	in	the	substantia	nigra.	The
Parkinson’s	Association	has	actively	lobbied	for	the	harvesting	of	stem	cells.	Behavioral	techniques	such	as	meditation,	biofeedback,	and	dietary	modification	are	also	recommended.	The	Parkinson’s	Association	provides	etutorials	on	the	Internet	about	the	characteristics	and	stages	of	this	disease,	advances	in	treatment,	mobility	and	safety,	digestion
and	bladder	problems,	communication,	sleep,	and	mood	changes.	Gender	differences	have	been	found	in	how	patients	cope	with	Parkinson’s.	Older	women	focus	on	how	it	affects	their	ability	to	organize	and	maintain	relationships,	while	men	are	more	concerned	with	its	impact	on	their	physical	strength	and	appearance	(Solimeo,	2008).	Alcoholism
For	most	older	people,	alcohol	use	is	associated	with	socializing	and	occurs	in	moderation	(i.e.,	less	than	once	a	week,	and	no	more	than	two	drinks	each	time).	Moderate	alcohol	consumption	(averaging	one	glass	per	day)	can	have	cardiovascular	health	benefits.	Using	data	from	a	national	survey	of	almost	7,000	adults	age	65	and	older,	researchers
found	that	older	women	who	are	current	drinkers	(defined	as	consuming	at	least	12	drinks	in	the	past	year)	reported	better	general	and	cardiovascular	health	and	had	fewer	hospitalizations	and	ER	visits	than	women	who	were	former	drinkers	and	lifelong	abstainers.	These	differences	were	less	evident	among	older	men.	Note	that	these	findings	are
based	on	selfreports,	not	on	hospital	or	physician	records	(Balsa	et	al.,	2008).	Unhealthy	drinking	patterns	are	defined	as	four	or	more	drinks	in	any	single	day	during	a	typical	month	(Merrick,	et	al.,	2008).	Older	adults	who	consume	four	or	more	drinks	per	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	occasion	and	do	so	frequently	and
routinely	are	more	likely	to	use	alcohol	as	a	way	to	cope	with	stressful	life	events	and	to	relax,	although	stresses	per	se	are	not	necessarily	triggers	for	late-onset	alcoholism	(Gomberg,	2003).	Obtaining	accurate	statistics	on	the	prevalence	of	alcoholism	in	older	adults	is	difficult	because	of	the	stigma	associated	with	this	condition	among	older
cohorts.	Additionally,	most	statistics	on	alcohol	use	are	for	adults	age	50	and	older,	and	definitions	of	alcohol	abuse	vary.	Estimates	of	problem	drinking	among	community-dwelling	older	adults	vary	from	1	to	over	15	percent	(Farkas	&	Drabble,	2008;	Project	Mainstream,	2005).	In	general,	alcohol	consumption	declines	sharply	with	age,	from	63.5
percent	among	26-	to	29-year-olds	(2.9	drinks	per	day	among	men,	1.5	among	women)	to	48	percent	among	those	60	to	64	years	old,	to	28.4	percent	among	adults	age	65	and	older	(1.02	drinks	per	day	among	men	and	0.5	drinks	among	women)	(Chan	et	al.,	2007;	Farkas	&	Drabble,	2008;	SAMHSA,	2006).	This	means	that	about	40	percent	of	the
current	cohort	of	older	adults	is	abstinent,	and	older	adults	have	lower	rates	of	heavy	alcohol	use	than	any	other	age-group,	even	when	compared	with	middleaged	adults	(DHHS,	2005;	Hasin	&	Grant,	2005).	The	expected	increase	in	alcohol	dependence	among	baby	boomers	is	of	concern,	however.	Researchers	from	the	Substance	Abuse	and	Mental
Health	Services	Administration	(SAMHSA,	2001)	estimate	a	50	percent	increase	in	the	number	of	older	adults	with	substance	abuse	problems	(both	alcohol	and	drugs)	and	a	70	percent	increase	in	the	rate	of	treatment	need	among	older	adults	between	2001	and	2020.	One	indicator	of	this	trend	is	the	growing	numbers	of	older	patients	in	methadone
treatment	programs	(Bartels,	2006;	Bartels	et	al.,	2006;	Farkas	&	Drabble,	2008;	Office	of	Applied	Studies,	2008;	Rosen,	Smith,	&	Reynolds,	2008).	Alcoholism	in	older	adults	is	accompanied	by	depression	in	30	percent	of	cases	and	by	dementia	in	20	percent,	although	the	direction	of	causality	is	not	always	clear.	Alcohol	can	exacerbate	depression,
and	depression	can	exacerbate	alcohol	use,	creating	a	complex	assessment	process	(Bartels	et	al.,	2006;	Blow,	Serras,	&	Barry,	2007;	Conway	et	al.,	2006).	Those	at	greatest	risk	are	widowers	and	well-educated	white	men	who	have	never	married.	Older	men	are	four	times	more	likely	to	have	alcohol	problems	than	are	older	women.	Women	at
greatest	risk	of	alcohol	abuse	are	those	who	are	smokers,	not	married,	not	religious,	and	with	little	social	support.	Findings	on	the	extent	of	alcohol	abuse	among	elders	of	color	are	mixed,	with	some	studies	noting	no	differences	by	race	and	others	identifying	higher	prevalence	rates	for	African	American	and	Native	American	elders	than	for
Caucasians.	The	lowest	rates	for	alcohol	abuse	are	found	in	older	Latina	women	(Cummings,	Bride,	&	Rawlins-Shaw,	2006;	Gurnack	&	Johnson-Wendell,	2002;	Hasin	&	Grant,	2004).	Although	general	population	studies	do	not	differentiate	by	sexual	orientation,	studies	among	gay	populations	have	found	that	rates	do	not	decline	with	age	and,	in	fact,
tend	to	be	higher	than	for	heterosexual	men	(Drabble,	Trocki,	&	Midanik,	2005).	It	is	important	to	distinguish	lifelong	abusers	of	alcohol	from	those	who	began	drinking	later	in	life.	Alcoholics	are	less	likely	to	be	found	among	the	ranks	of	persons	over	age	65	because	of	higher	alcohol-related	death	rates	at	a	young	age.	Those	who	continue	to	drink	in
old	age	tend	to	decrease	their	consumption.	Some	studies	identified	increased	rates	of	concurrent	mental	health	disorders	with	early-onset	drinking	(Farkas	and	Drabble,	2008).	Surveys	of	alcoholism	rates	among	older	persons	have	revealed	that	approximately	two-thirds	began	to	drink	heavily	before	age	40	(Shibusawa,	2006).	Some	older	persons
who	are	diagnosed	as	alcoholics	have	had	this	problem	since	middle	age,	but	increasing	age	may	exacerbate	the	condition	for	two	reasons:	•	The	central	nervous	system	(CNS),	liver,	and	kidneys	become	less	tolerant	of	alcohol	with	age	because	of	the	physiological	changes	223	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	(e.g.,	loss	of	muscle
tissue,	reduction	in	body	mass,	and	decreased	efficiency	of	liver	and	kidney	functions).	For	this	reason,	a	smaller	dose	of	alcohol	can	be	more	deleterious	in	the	later	years.	In	fact,	current	thinking	is	that	people	age	60	and	older	who	drink	should	consume	about	half	the	amount	acceptable	for	younger	persons;	that	is,	about	one	four-ounce	glass	of
alcoholic	beverage	per	day	for	men	and	somewhat	less	for	women.	•	An	individual	who	has	been	drinking	heavily	for	many	years	has	already	produced	irreversible	damage	to	the	CNS,	liver,	and	kidneys,	creating	more	problems	than	those	due	to	normal	aging	alone.	Chronic	diseases	common	in	older	adults	and	the	medications	used	to	manage	them
can	exaggerate	the	effects	of	alcohol.	Bone	density	is	lower	in	older	alcoholics	than	in	their	non-drinking	peers,	while	sleep	disorders,	dementia,	and	(liver	and	GI)	conditions	are	more	common	(Yuan	et	al,	2001;	Onen	et	al,	2005).	Perhaps	because	of	the	damage	to	their	central	nervous	system,	men	who	drank	heavily	before	age	40	are	more	likely	to
experience	depression,	restlessness,	sleeplessness,	and	tension	than	those	who	started	later.	It	is	difficult	to	determine	the	incidence	of	alcoholism	among	older	persons	who	have	no	previous	history	of	this	disease.	Physiological	evidence	is	lacking,	and	drinking	is	often	hidden	from	friends,	relatives,	and	physicians.	The	older	person	may	justify
overconsumption	of	alcohol	on	the	grounds	that	it	relieves	sadness	and	isolation.	Even	when	family	members	are	aware	of	the	situation,	they	may	rationalize	that	alcohol	is	one	of	the	older	person’s	few	remaining	pleasures.	Denial	is	a	common	problem	among	many	alcoholics,	young	or	old;	some	older	people	may	feel	that	they	should	be	able	to	cope
with	their	alcoholism	on	their	own	and	not	have	to	rely	on	health	professionals	or	even	on	support	groups	such	as	Alcoholics	Anonymous.	224	Physicians	may	overlook	the	possibility	that	alcohol	is	creating	a	health	problem,	because	the	adverse	effects	of	alcohol	resemble	some	physical	diseases	or	psychiatric	and	cognitive	disorders	that	are
associated	with	old	age.	For	example,	older	alcoholics	may	complain	of	confusion,	disorientation,	irritability,	insomnia	or	restless	sleep	patterns,	heart	palpitations,	weight	loss,	depression,	or	a	dry	cough.	Beliefs	held	by	health	care	providers	that	alcoholism	rarely	occurs	in	older	people	may	also	prevent	its	detection.	Because	of	the	problems	caused
by	heavy	alcohol	use	in	old	age,	primary	care	physicians	must	screen	their	older	patients	by	asking	questions	about	the	quantity,	frequency,	and	context	of	drinking.	This	can	help	in	the	diagnosis	and	referral	of	older	alcoholics	to	treatment	programs,	which	currently	are	underutilized	by	older	adults.	This	can	also	reduce	the	emotional,	physical,	and
cognitive	deterioration	caused	by	alcoholism	in	older	people	and	the	subsequent	hospitalizations	and	use	of	emergency	medical	services	for	conditions	that	are	secondary	to	heavy	alcohol	consumption	(Shibusawa,	2006).	The	Screening,	Brief	Intervention	and	Referral	to	Treatment	initiative	of	SAMHSA	is	found	to	be	a	useful	approach;	even	10–15
minute	educational	interventions	by	health	care	providers	may	be	effective	in	reducing	alcohol	consumption.	The	Michigan	Alcoholism	Screening	Test-Geriatric	Version	(MAST-G)	is	a	screening	tool	developed	specifically	for	use	with	older	adults	(Farkas	&	Drabble,	2008).	Treatment	for	older	alcoholics	has	generally	not	been	differentiated	from	that
for	younger	alcoholics,	and	findings	are	mixed	about	the	benefits	of	age-specific	compared	to	age-integrated	programs.	However,	it	is	probably	more	important	to	focus	on	older	alcoholics’	medical	conditions	because	of	physical	declines	that	make	them	more	vulnerable	to	the	secondary	effects	of	alcohol.	As	with	younger	alcoholics,	counseling	and
occupational	and	recreational	therapy	are	important	for	treating	older	people	experiencing	alcoholism.	Motivational	interviewing	strategies	as	part	of	a	multidimensional	treatment	and	casemanagement	approach	are	found	to	be	effective	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	(D’Agostino	et	al.,	2006;	Zanjani	et	al.,	2006).	Recovery
rates	for	older	alcoholics	are	as	high	as	for	younger	alcoholics,	especially	if	the	problem	began	in	late	life,	and	women	tend	to	have	more	favorable	outcomes	than	men.	More	research	on	gender	and	racial	differences	in	substance	use,	on	the	relationship	between	alcohol	consumption	and	disability	risk,	and	on	treatment	outcomes	for	older	adults	are
needed,	however	(Cummins,	Bride,	&	Rawlins-Shaw,	2006;	Farkas	&	Drabble,	2008;	Lang	et	al.,	2007).	Prevention	initiatives	as	part	of	health	promotion	programs	are	also	critical,	given	the	projected	alcohol	use	of	baby	boomers.	Drug	Abuse	Older	persons	use	a	disproportionately	large	number	of	prescription	and	over-the-counter	(OTC)	drugs,
representing	approximately	36	percent	of	outpatient	prescription	drug	expenditures	(Sambamoorthi,	Shea,	&	Crystal,	2003;	National	Institute	on	Drug	Abuse,	2007).	In	particular,	older	adults	are	more	likely	than	the	young	to	use	tranquilizers,	sedatives,	and	hypnotics,	all	of	which	have	potentially	dangerous	side	effects.	They	also	are	at	risk	of
abusing	aspirin	compounds,	laxatives,	and	sleeping	pills,	often	because	of	misinformation	about	the	adverse	effects	of	too	high	a	dosage	or	too	many	pills.	It	is	not	unusual	to	hear	older	patients	state	that	they	took	two	or	three	times	as	much	aspirin	as	they	were	prescribed	because	they	did	not	feel	that	their	pain	was	being	alleviated	with	the	lower
dose.	Yet	changes	in	body	composition	and	renal	and	liver	functions	that	occur	with	age,	combined	with	the	use	of	multiple	medications	make	older	persons	more	likely	to	experience	adverse	drug	reactions.	Noncompliance	with	therapeutic	drug	regimens	is	often	unintentional;	older	patients	may	take	too	much	or	too	little	of	a	drug	because	of
nonspecific	or	complicated	instructions	by	the	physician,	and	they	may	use	OTC	drugs	without	reading	warning	labels	about	side	effects	and	interactions	with	other	drugs	they	are	using.	Intentional	noncompliance	generally	takes	the	form	of	older	patients	deciding	that	they	no	longer	need	the	medication	or	that	it	is	not	working	for	them.	Such
noncompliance	is	a	major	cause	of	ER	visits	among	elders.	Assessment	for	medication	misuse	often	begins	with	the	“Brown	Bag	review,”	where	an	older	adult	is	asked	to	bring	all	medications,	including	over-the-counter	ones,	in	their	original	containers,	in	a	bag,	for	a	health	care	provider	to	review	(Meadows,	2008).	Both	health	care	providers	and
older	people	themselves	are	more	aware	of	the	effects	of	“polypharmacy”	today,	although	research	on	illicit	drug	use	is	limited	and	no	tools	have	been	designed	to	assess	drug	abuse	specifically	among	older	adults	(Zarowitz,	2006).	Older	persons	do	not	abuse	drugs	to	the	extent	that	younger	populations	do,	nor	are	they	as	likely	to	use	illicit	drugs
such	as	heroin,	cocaine,	and	marijuana.	Among	adults	age	50	to	59,	use	of	illegal	drugs	increased	between	2002	and	2005,	but	remained	unchanged	in	2006,	with	1.8	percent	of	older	adults	having	used	an	illicit	drug	in	the	past	month.	Marijuana	was	the	most	commonly	used	illicit	drug,	followed	by	nonmedical	use	of	prescription	MEDICATION
MISMANAGEMENT	CAN	THREATEN	ELDERS’	AUTONOMY	Inability	to	manage	their	medications	can	be	a	threat	to	older	people’s	autonomy.	Families	often	cannot	be	present	at	every	medication	administration,	and	neighbors	may	help	only	intermittently.	Even	assisted	living	facilities	cannot	provide	the	daily	help	with	medications	that	is	needed,



unless	the	older	adult	pays	an	additional	fee.	Some	elders	use	plastic	pillboxes	with	the	days	of	the	week	printed	on	each	section,	or	egg	cartons	or	other	small	cups	that	the	family	has	labeled	with	instructions.	However,	these	devices	cannot	help	an	older	person	remember	the	time	of	day	he	or	she	must	take	the	medication	and	are	not	effective	at	all
for	someone	with	dementia.	Newer	systems	using	digital	technology	that	remind	users	when	they	must	take	their	medications	and	that	dispose	the	correct	dose	as	needed	have	been	developed	and	are	still	being	tested.	225	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	drugs	and	cocaine.	Older	adults	also	are	far	less	likely	to	use
hallucinogens,	amphetamines,	or	mood-enhancing	inhalants.	However,	it	is	expected	that	the	rate	of	drug	abuse	will	increase	by	50	percent	between	2001	and	2020.	These	patterns	reflect	the	aging	of	the	baby	boomers	whose	illicit	drug	use	throughout	their	lives—especially	marijuana—is	higher	than	those	of	earlier	cohorts	(NSDUH,	2006;	SAMHSA,
2006).	Illicit	drug	use	is	greater	among	LGBT	adults	and	Native	Americans,	African	Americans,	Puerto	Ricans,	and	Mexicans	than	among	white	heterosexual	populations	(Cochran,	et	al.,	2004;	Gurnack	&	Johnson-Weendell,	2002).	It	is	recommended	that	health	care	providers	ask	questions	about	previous	drug	use	because	of	the	strong	correlation	of
current	use	with	lifetime	patterns	of	use	(SimonyWastila	&	Yang,	2006).	Psychotherapy	with	Older	Persons	Despite	early	doubts	by	Freud	(1924)	and	others	about	the	value	of	psychotherapy	for	older	patients,	many	researchers	and	therapists	have	developed	and	tested	psychotherapeutic	interventions	specifically	for	this	population	or	have	modified
existing	approaches.	One	challenge	in	working	with	older	individuals	is	to	overcome	misconceptions	about	psychotherapy.	For	this	reason,	short-term,	goal-oriented	therapies	may	be	most	effective	with	older	patients	because	they	can	begin	to	experience	benefits	immediately.	Several	different	types	of	therapy	have	been	explored	with	this	population.
As	noted	earlier,	life	review	is	one	therapeutic	approach	that	has	been	successfully	used	with	older	adults.	Such	therapy	encourages	introspection	through	active	reminiscence	of	past	achievements	and	failures,	and	may	reestablish	ego	integrity	in	depressed	older	persons.	This	method	may	also	be	used	effectively	by	social	service	providers	without
extensive	training	in	psychotherapy.	Life	review	can	reduce	symptoms	of	depression	and	increase	life	satisfaction	and	self-esteem	in	nursing	226	home	residents	(Haight,	Michel,	&	Hendrix,	2000).	An	alternative	form	of	life	review,	known	as	reminiscence	therapy,	has	short-term	benefits	for	depressed	older	people	(Cully	et	al.,	2001).	Group	therapy	is
often	advocated	for	older	persons	experiencing	psychiatric	disorders.	Groups	offer	the	opportunity	for	peer	support,	social	interaction,	and	role	modeling.	Life	review	may	be	used	effectively	as	part	of	group	therapy.	The	opportunity	to	share	life	experiences	and	to	learn	that	others	have	had	similar	challenges	in	their	lives	seems	to	enhance	insight,
self-esteem,	and	a	feeling	of	catharsis.	Cognitive-behavioral	(i.e.,	active,	structured,	and	time-limited	therapy)	and	brief	psychodynamic	therapy	(i.e.,	helping	the	patient	develop	ego	strength	and	feelings	of	control)	both	appear	to	be	equally	effective	in	alleviating	minor	depression,	even	up	to	12	months	following	treatment.	Psychodynamic	therapy
uses	psychoanalytic	concepts	such	as	insight,	transference,	and	the	unconscious	to	relieve	symptoms	of	depression	and	to	prevent	its	recurrence	by	attempting	to	understand	why	the	individual	behaves	in	self-defeating	ways.	Remotivation	therapy	has	been	used	successfully	with	older	persons	who	have	some	cognitive	impairment	and	are	withdrawn
from	social	activities.	They	meet	under	the	guidance	of	a	trained	group	leader,	discussing	current	events	and	experiences	by	bringing	all	group	members	into	the	discussion,	emphasizing	the	event’s	relevance	for	each	member,	and	encouraging	them	to	share	what	they	have	gained	from	the	session.	This	approach	is	found	to	be	effective	in	psychiatric
hospitals	and	nursing	homes	as	well	as	in	adult	day	health	centers.	Despite	these	positive	reports	about	the	benefits	of	psychotherapy	with	older	adults,	they	are	more	likely	to	relapse	if	treatment	is	discontinued	or	no	booster	sessions	are	offered.	Relapse,	or	at	least	fading	of	treatment	effects,	is	observed	6	to	12	months	after	these	therapeutic
interventions	are	discontinued	(Reynolds	et	al.,	2006).	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	Use	of	Mental	Health	Services	Older	persons	use	physician	services	and	inpatient	hospital	care	more	than	do	young	adults.	In	contrast,	mental	health	services	are	significantly	underutilized	by	older	people,	especially	elders	of	color	and	those
who	are	low-income.	Community-based	mental	health	services	are	used	by	older	people	at	a	lower	rate	than	inpatient	hospital	treatment,	far	below	their	representation	in	the	U.S.	population	and	less	than	the	estimated	prevalence	of	mental	disorders	in	this	group.	In	fact,	fewer	than	25	percent	of	older	adults	who	need	mental	health	care	ever	receive
treatment;	in	addition,	this	lack	of	treatment	provision	to	older	adults	is	found	across	all	service	settings—community-based,	inpatient	hospitals,	residential	care,	and	nursing	facilities	(Kaskie	&	Estes,	2001).	One	major	barrier	to	treatment	is	a	serious	shortage	of	mental	health	professionals	with	adequate	training	to	meet	the	mental	health,	substance
abuse,	and	psychosocial	needs	of	older	adults	and	their	family	caregivers	(Rosen,	2006).	As	noted	above	for	depression,	older	persons	may	be	more	likely	to	seek	help	for	psychiatric	problems	from	their	primary	care	providers.	This	may	be	because	medical	care	does	not	carry	the	stigma	of	mental	health	services,	especially	for	older	adults	of	color.
For	example,	Asians	and	Pacific	Islanders	tend	to	view	psychiatric	disorders	with	shame.	A	disproportionate	number	of	older	persons	represent	the	population	of	patients	in	state	mental	hospitals	that	house	the	chronically	mentally	ill.	Despite	the	deinstitutionalization	movement	of	the	1960s,	the	great	majority	of	all	psychiatric	services	to	older
people	are	in	hospital	settings.	BARRIERS	TO	OLDER	PERSONS’	USE	OF	MENTAL	HEALTH	SERVICES	Older	adults	are	generally	unwilling	to	interpret	their	problems	as	psychological,	preferring	instead	to	attribute	them	to	physical	or	social	conditions	or	to	normal	aging.	In	addition,	many	older	adults	have	limited	knowledge	about	mental
disorders	and	lack	confidence	in	mental	health	workers.	This	requires	a	good	“psychological	ear”	on	the	part	of	the	older	person’s	health	and	social	services	providers.	Therefore,	these	professionals	must	be	attuned	to	the	underlying	emotional	distress	of	the	physical	symptoms	presented	by	their	older	clients.	Accessibility	is	perhaps	the	greatest
barrier	to	older	individuals	obtaining	mental	health	services.	In	addition	to	physical	access	issues,	there	are	significant	problems	of	fragmented	services	and	older	people’s	lack	of	knowledge	about	seeking	mental	health	services	on	their	own	or	obtaining	appropriate	referrals	from	physicians	and	social	service	providers.	Cultural	barriers,	including
communication	problems,	underlie	the	low	utilization	rates	OVERCOMING	BARRIERS	TO	USING	MENTAL	HEALTH	SERVICES	•	Home	visits	by	a	psychiatrist,	social	worker,	and	a	nurse	are	made	to	low-income,	isolated	older	people	in	Baltimore	through	the	Psychogeriatric	Assessment	and	Treatment	in	City	Housing	(or	PATCH)	program.	•	Rural
elders	in	Iowa	are	served	by	mental	health	professionals	through	the	Elderly	Outreach	Program	(or	EOP)	of	the	community	mental	health	system.	•	The	Family	Services	Program	of	greater	Boston	offers	a	community	mental	health	program	aimed	especially	at	elders	of	color,	entitled	Services	for	Older	People	(or	SOP).	•	In	Seattle,	a	mental	health
team	from	the	community	mental	health	network	provides	on-site	evaluation	and	therapy	to	area	nursing	homes	on	a	regular	basis.	•	In	many	communities,	“gatekeepers”	(nontraditional	referral	sources	such	as	meter	readers,	postal	carriers,	and	apartment	and	mobile	home	managers	who	have	contact	with	isolated	older	people	in	the	community)
are	trained	to	identify	older	persons	who	may	require	psychiatric	care.	These	isolated	older	adults	are	typically	chronically	mentally	ill.	227	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	of	mental	health	services	by	elders	of	color.	Fortunately,	many	innovative	programs	have	arisen	to	overcome	these	barriers	and	respond	to	the	mental	health
needs	of	older	adults,	as	highlighted	in	the	box	on	the	previous	page.	For	example,	many	senior	centers	employ	social	workers	trained	in	geriatrics	to	conduct	support	groups,	education	programs,	and	individualized	counseling	sessions	on	coping	with	grief,	loss,	and	loneliness,	and	on	methods	to	improve	memory.	Such	programs	reduce	the	stigma	of
psychotherapy	by	their	informal	structure	in	a	familiar	environment.	Reimbursement	for	psychological	services	is	a	major	barrier.	For	example,	Medicare	Part	A	pays	for	no	outpatient	mental	health	expenditures,	and	only	for	a	limited	number	of	days	for	inpatient	treatment.	Furthermore,	copayment	by	the	subscriber	for	mental	health	services	is
greater	than	for	physical	health	services.	It	should	be	noted	that	this	lack	of	parity	for	mental	health	services	occurs	in	many	health	insurance	programs	used	by	younger	persons	as	well.	However,	elders’	attitudes	toward	psychiatric	disorders	translate	into	these	reimbursement	issues	being	greater	barriers	to	older	persons’	use	of	mental	health
services	than	they	are	for	the	young.	In	contrast,	baby	boomers	may	be	more	likely	to	seek	such	services	in	community	mental	health	centers	because	of	their	increased	awareness	of	mental	disorders	and	treatment	modalities.	Implications	for	the	Future	During	the	past	25	years,	there	has	been	more	research	emphasis	on	normal,	age-related	changes
in	personality,	as	well	as	psychological	disorders	such	as	depression	and	dementia.	Larger,	crossnational,	and	longitudinal	studies	are	providing	insights	into	the	universality	of	stability	in	some	personality	traits	and	change	in	others.	The	inclusion	of	larger	samples	of	women	and	persons	of	color	in	more	recent	studies	offers	valuable	information	on
gender	and	racial	differences	in	psychological	processes	with	aging.	Researchers	have	228	identified	slight	differences	in	rates	and	symptoms	of	some	psychiatric	disorders	by	gender	and	race.	This	information	can	help	health	and	social	service	providers	who	work	with	older	adults	recognize	signs	of	depression,	anxiety	disorders,	dementia,	and	other
conditions	and	help	elders	obtain	the	treatment	they	need.	With	the	growth	of	the	older	population	and	increased	numbers	of	elders	who	live	well	beyond	age	80,	the	sheer	numbers	of	people	with	psychological	disorders	will	expand	over	the	next	30	years.	Additionally,	with	the	aging	of	the	baby	boomers,	more	older	adults	are	likely	to	have	been
lifelong	users	of	alcohol	and	illicit	drugs.	More	emphasis	will	be	placed	on	alternatives	to	medications	to	treat	these	conditions,	as	well	as	culturally	competent	methods	of	psychotherapy,	such	as	problem-solving	and	cognitive-behavioral	interventions	and	communication	with	older	adults	and	their	families.	Support	groups	for	elders	and	their	families
who	are	coping	with	psychological	disorders	will	continue	to	grow.	New	research	on	the	biochemistry	of	Alzheimer’s	disease	and	Parkinson’s	may	offer	hope	for	victims	of	these	diseases,	including	early	diagnosis	and,	potentially,	stem	cell	transplants	to	repair	affected	areas	of	the	brain.	The	Internet	has	already	proven	to	be	a	valuable	resource	for
older	adults	and	their	families	as	a	means	of	learning	more	about	their	medical	diagnoses,	and	even	offers	possibilities	for	group	support	and	counseling	by	mental	health	professionals.	The	discussion	of	normal	personality	development	with	aging	and	psychological	disorders	in	this	chapter	should	encourage	students	interested	in	pursuing
psychological	research	and	clinical	careers.	There	is	a	great	need	for	evidence-based	psychosocial	care	by	psychologists,	social	workers,	psychiatrists,	and	nurses	to	work	in	direct	mental	health	services	with	older	adults	and,	in	the	case	of	elders	with	dementia,	to	provide	therapeutic	services	to	their	caregivers.	Geriatricians	are	needed	who	can
understand	the	difference	between	normal	and	abnormal	psychological	functioning	in	older	adults,	and	who	can	distinguish	dementia	and	depression	from	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	adverse	reactions	to	medications	and	from	grief	responses	to	losses	associated	with	aging.	Even	nurses	and	physicians	who	elect	to	go	into
primary	care	should	develop	these	skills;	as	seen	from	the	research	described	in	this	chapter,	many	older	people	with	mood	disorders	and	dementia	seek	a	diagnosis	and	treatment	for	these	conditions	from	their	primary	care	provider,	not	from	a	mental	health	specialist.	Prevention	initiatives	are	also	critical	to	promoting	successful,	robust—	or	active
—aging.	There	is	also	a	need	for	more	researchers	in	gerontology	who	can	advance	the	field	of	basic	personality	development	and	geriatric	mental	health.	Whether	you	are	interested	in	social	or	behavioral,	biological,	pharmacology,	or	technology	sciences,	there	are	many	opportunities	to	test	interventions	to	improve	older	persons’	quality	of	life,	both
those	who	are	healthy	and	those	experiencing	psychological	disorders.	In	an	era	of	limited	resources	for	mental	health	services,	it	is	essential	to	know	what	interventions	are	most	effective	with	different	groups	of	older	adults.	Summary	Personality	development	in	adulthood	and	old	age	has	received	increasing	attention	over	the	past	25	years.	Earlier
theories	of	personality	suggested	that	development	takes	place	only	during	childhood	and	adolescence,	and	stabilizes	by	early	adulthood.	Beginning	with	Erik	Erikson,	however,	several	theorists	have	suggested	that	personality	continues	to	change	and	evolve	into	old	age.	According	to	Erikson’s	theory	of	psychosocial	development,	the	individual
experiences	crises	or	conflicts	at	each	stage	of	development,	and	the	outcome	of	each	has	an	impact	on	ego	development	in	the	next	stage.	The	seventh	stage,	generativity	versus	stagnation,	takes	place	mostly	during	the	middle	years,	but	researchers	increasingly	find	that	continued	generativity	in	old	age	is	important	for	active	aging.	Programs	such
as	Foster	Grandparents	encourage	older	people	to	experience	ongoing	generativity,	or	giving	back	to	society	by	working	with	young	children.	The	eighth	and	last	stage	of	personality	development	occurs	in	old	age	and	poses	the	conflict	of	ego	integrity	versus	despair	in	dealing	with	one’s	impending	death.	Both	cross-sectional	and	longitudinal	studies
have	found	evidence	for	these	last	two	stages	of	development,	particularly	using	Loevinger’s	model	of	ego	development,	which	expands	Erikson’s	stage	theory.	The	work	of	Carl	Jung	also	emphasizes	the	growth	of	personality	across	the	life	span,	but	does	not	specify	stages	of	development.	Jung’s	model,	like	Erikson’s,	focuses	on	the	individual’s
confrontation	with	death	in	this	last	stage.	In	addition,	Jung	described	a	decrease	in	sex-typed	behavior	with	aging.	Researchers	have	found	that	men	become	more	accepting	of	their	nurturant	and	affiliative	characteristics	as	they	age,	whereas	women	learn	to	accept	their	egocentric	and	aggressive	impulses.	Levinson’s	life	structures	model	examines
personality	from	a	developmental	stage	perspective	as	well,	but	also	represents	a	dialectical	approach	to	personality	change.	This	model	is	consistent	with	the	person–environment	approach	in	emphasizing	the	interaction	between	the	individual	and	his	or	her	environment	as	the	impetus	for	change.	Trait	theories	of	personality	have	been	tested
systematically	in	the	Baltimore	Longitudinal	Studies	of	Aging,	using	the	five-factor	model	of	personality	that	consists	of	five	primary	traits	(neuroticism,	extroversion,	openness	to	experience,	agreeableness,	and	conscientiousness)	and	several	subcategories	of	traits.	Costa,	McCrae,	and	their	colleagues	have	found	considerable	stability	in	these	traits
from	middle	age	to	old	age	when	tested	longitudinally	and	internationally,	and	age	differences	between	young	and	old	when	tested	cross-sectionally.	It	is	recognized	that	older	persons’	self-concept	must	be	redefined	as	they	move	from	traditional	roles	of	worker,	partner,	and	parent	to	less	well-differentiated	roles	such	as	retiree	or	widow.	But	the
process	by	which	such	changes	take	place	and,	more	importantly,	how	they	influence	life	satisfaction	and	self-esteem	in	old	age	is	unclear.	229	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	Successful	or	active	aging	may	be	defined	as	the	ability	to	avoid	disease	and	disability,	to	function	at	a	high	level	cognitively,	to	remain	involved	in	society,
and	to	cope	effectively	with	life	events	and	chronic	hassles.	An	individual	who	has	survived	to	the	age	of	75	or	older	has	proved	to	be	adaptable	to	new	situations.	Hence,	older	people	who	remain	physically,	cognitively,	and	socially	active	are	the	most	resilient	of	their	cohort.	The	concept	of	successful	aging	is	often	criticized	for	overlooking	class,
racial,	and	gender	barriers	to	adopting	healthy	lifestyles.	The	prevalence	of	psychological	disorders	in	old	age	is	difficult	to	determine,	although	estimates	range	from	5	to	45	percent	of	the	older	population.	Research	in	long-term	care	settings	gives	higher	estimates	than	epidemiological	studies	conducted	in	the	community.	This	is	because	older
persons	with	dementia	and	depression	are	more	likely	to	live	in	long-term	care	settings	and	to	be	treated	by	primary	care	physicians	than	through	community	mental	health	services.	Depression	is	the	most	common	mental	disorder	in	late	life,	although	estimates	of	its	prevalence	also	vary	widely	depending	on	the	criteria	used	to	diagnose	it.	Bipolar
disorders	are	rare	in	old	age;	major	depression	is	more	common.	Reactive	or	minor	depression	that	is	secondary	to	major	life	changes	is	found	frequently	in	older	persons.	This	condition	responds	well	to	environmental	and	psychosocial	interventions,	whereas	antidepressant	medications	combined	with	psychotherapy	such	as	problem-solving	and
cognitive-behavioral	therapies	are	more	effective	for	major	depression.	Research	has	demonstrated	that	a	combined	approach	of	problem-solving	therapy	and	antidepressants	are	successful	in	reducing	symptoms	of	depression	even	when	the	therapist	is	not	extensively	trained	in	mental	health	counseling.	Electroconvulsive	therapy	has	been	found	to
be	effective	for	severe	depression	in	older	people	who	do	not	respond	to	other	forms	of	therapy.	Diagnosing	depression	in	older	people	is	often	difficult.	Both	older	adults	and	some	health	care	providers	deny	it	and	accept	“feeling	blue”	as	a	230	normal	part	of	growing	old,	while	others	attribute	it	to	medical	conditions.	On	the	other	hand,	it	is
important	to	screen	for	medical	conditions	and	medications	that	may	produce	depressive	symptoms	as	a	side	effect.	Some	studies	have	identified	rates	of	anxiety	disorders	to	be	as	high	or	higher	than	depression,	and	both	conditions	are	often	co-occurring.	Paranoia	and	schizophrenia	are	far	less	common	than	depression	and	anxiety	in	older	persons.
Most	elders	with	these	conditions	first	developed	them	in	their	younger	years	these	become	aggravated	with	chronic	diseases	associated	with	aging.	Medications	for	these	conditions	also	interact	with	antipsychotics	and	other	prescriptions	used	for	their	psychiatric	condition.	Life	changes	such	as	relocation	and	confusion	that	result	from	dementia
may	trigger	paranoid	reactions	in	old	age	and	may	aggravate	preexisting	schizophrenic	symptoms.	Psychotherapy,	especially	using	cognitive-behavioral	strategies,	may	be	effective	in	treating	paranoia,	although	it	is	important	first	to	determine	and	to	verify	the	underlying	causes	of	the	condition.	Depression	is	a	risk	factor	for	suicide	in	older	people,
particularly	for	white	men	over	age	85.	Life	changes	that	result	in	a	loss	of	social	status	and	increased	isolation	may	explain	why	this	group	is	more	likely	to	commit	suicide	than	other	segments	of	the	population.	The	increased	risk	of	suicide	in	older	adults	highlights	the	need	for	family	members	and	service	providers	to	be	sensitized	to	clues	of	an
impending	suicide.	Dementia	includes	numerous	reversible	and	irreversible	conditions	that	result	in	impaired	cognitive	function,	especially	recall	of	recent	events,	comprehension,	learning,	attention,	and	orientation	to	time,	place,	and	person.	It	is	essential	to	perform	a	complete	diagnostic	workup	of	older	people	who	have	symptoms	of	dementia.	A
medical	history,	physical	examination,	assessment	of	medications,	lab	tests,	psychological	and	cognitive	testing,	as	well	as	neurological	testing	will	aid	in	distinguishing	reversible	dementias	that	can	be	treated	from	the	irreversible	dementias	(such	as	Alzheimer’s	disease),	which	currently	can	be	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE
managed	but	not	cured.	The	biological	basis	of	Alzheimer’s	disease	is	receiving	much	more	research	attention	today.	Future	treatments	may	involve	medications	that	replace	or	prevent	the	loss	of	brain	chemicals,	as	well	as	vaccines	and	even	gene	therapy.	Family	members	and	service	providers	should	be	aware	of	changes	in	the	older	person’s
cognitive	functioning	and	behavior	that	may	signal	dementia,	and	must	avoid	labeling	such	changes	as	normal	aging	or	as	the	catchall	phrase	“senility.”	The	Nun	Study	has	provided	useful	insights	into	early	life	experiences	and	activities	that	may	prevent	or	delay	the	onset	of	dementia.	Although	cognitive	functioning	cannot	be	restored	in	irreversible
dementias,	older	persons	in	the	early	stages	of	these	conditions	often	benefit	from	the	newer	medications,	memory	retraining,	education,	and	counseling	or	psychotherapy	to	cope	with	the	changes	they	are	experiencing.	Environmental	modifications	that	simplify	tasks	and	aid	in	orienting	the	patient	may	slow	the	rate	of	deterioration	and	postpone
placement	in	a	long-term	care	facility.	It	is	also	important	to	provide	emotional	and	social	support	to	family	caregivers	of	elders	with	AD	and	other	dementias.	Support	groups,	education,	adult	day	care,	and	other	such	respite	programs	are	valuable	for	partners	and	other	caregivers	who	assume	fulltime	care	for	these	patients	at	home,	although	they
are	limited	by	funding	constraints.	Alcoholism	and	drug	abuse	are	less	common	in	older	persons	than	in	the	young,	although	accurate	estimates	of	prevalence	are	difficult	to	obtain.	Physical	health	and	cognitive	function	are	significantly	impaired	in	older	alcoholics.	Older	men	with	a	history	of	alcohol	abuse	also	have	a	greater	risk	of	suicide	than	do
younger	men	or	young	and	older	women	who	are	alcoholics.	Drug	abuse	in	older	persons	is	rarely	associated	with	illicit	drugs	but	often	takes	the	form	of	inappropriate	use	or	overuse	of	some	prescription	and	over-thecounter	drugs.	Adverse	reactions	are	more	likely	to	occur	in	older	persons	because	of	age-related	physiological	changes	that	impair
the	ability	to	metabolize	many	medications	and	because	of	the	greater	likelihood	of	polypharmacy.	Rates	of	illicit	drug	use	are	project	to	grow	with	the	aging	of	baby	boomers	with	drug-abuse	histories.	Many	researchers	have	explored	the	feasibility	of	psychotherapy	with	older	patients.	Both	short-term,	goal-oriented	therapy	and	long-term	approaches
have	been	advocated.	Specific	modes	of	therapy	with	older	patients	include	life	review,	reminiscence,	and	cognitivebehavioral	techniques.	Short-term	interventions	are	particularly	effective	with	depressed	older	people	in	community	settings	who	seek	care	from	their	primary	care	providers.	Nursing	homes	are	ideal	settings	for	long-term	intense
therapies	using	groups,	but	staff	may	not	have	the	time	or	training	to	implement	them.	Behavior	change	and	milieu	therapy	have	resulted	in	significant	improvements	in	the	mental	wellbeing	of	elders	who	participate	in	short-term	experimental	interventions.	Despite	the	demonstrated	efficacy	of	many	forms	of	therapy	with	older	persons,	they
significantly	underutilize	mental	health	services.	Most	treatments	for	psychological	problems	in	this	population	take	place	in	hospitals.	Many	older	people	prefer	to	seek	treatment	for	depression	and	other	mental	disorders	from	their	primary	care	provider.	This	may	result	in	an	overuse	of	pharmacological	treatment	and	an	underutilization	of
counseling	in	cases	where	the	latter	may	be	more	effective.	Such	behavior	may	be	attributed	to	reluctance	among	the	current	cohort	of	elders	to	admit	that	they	have	a	psychological	disorder,	a	lack	of	knowledge	about	such	conditions	and	their	treatment,	and	access	problems.	Barriers	include	attitudes	of	mental	health	and	social	service	providers
about	the	value	of	counseling	for	older	persons,	as	well	as	the	shortage	of	geriatric	mental	health	services.	Cultural	competence	among	mental	health	providers	is	needed	to	improve	access	for	historically	underserved	groups.	As	more	programs	evolve	that	integrate	services	and	as	future	cohorts	become	aware	of	mental	disorders	and	their	treatment,
acceptance	and	use	of	mental	health	services	by	older	people	will	increase.	231	PERSONALITY	AND	MENTAL	HEALTH	IN	OLD	AGE	GLOSSARY	anxiety	disorder	functional	psychological	disorder	often	triggered	by	external	stress;	accompanied	by	physiological	reactivity	such	as	increased	heart	rate	and	sleep	disorders	psychological	disorders
abnormal	changes	in	personality	and	behavior	that	may	be	caused	or	triggered	by	a	genetic	predisposition,	environmental	stress,	and/or	systemic	diseases	archetypes	masculine	and	feminine	aspects	of	personality,	present	in	both	men	and	women	reminiscence	therapy	a	type	of	psychotherapy	used	with	depressed,	anxious,	sometimes	confused	older
adults,	stimulating	the	older	person’s	memory	of	successful	coping	experiences	and	past	positive	events	delirium	a	reversible	dementia	characterized	by	sudden	onset,	generally	caused	by	environmental	factors	dementia	progressive,	marked	decline	in	cognitive	functions	associated	with	damage	to	brain	tissue;	may	affect	personality	and	behavior;
may	be	reversible	or	irreversible	type	depression	(major	versus	minor	or	reactive)	the	most	common	psychiatric	disorder	in	old	age,	diagnosed	if	several	behavioral	and	affective	symptoms	(e.g.,	sleep	and	eating	disturbances)	are	present	for	at	least	2	weeks;	bipolar	disorders	are	less	common	in	older	people	than	reactive	(or	minor)	and	major
depression	dysthymic	disorder	a	less	acute	type	of	depression,	but	often	lasts	longer	than	major	depression	ego	integrity	versus	despair	the	eighth	and	last	stage	of	psychosocial	development	in	Erikson’s	model;	aging	individual	achieves	wisdom	and	perspective,	or	despairs	because	he	or	she	views	one’s	life	as	lacking	meaning	electroconvulsive,	or
electroshock,	therapy	(ECT)	a	form	of	therapy	for	severely	depressed	patients	in	which	a	mild	electrical	current	is	applied	to	one	or	both	sides	of	the	brain	generativity	the	seventh	stage	of	psychosocial	development	in	Erikson’s	model;	goal	of	middle-aged	and	older	persons	is	to	care	for	and	mentor	younger	generations,	look	toward	the	future,	and	not
stagnate	in	the	past	life	review	a	form	of	psychotherapy	that	encourages	discussion	of	past	successes	and	failures	life	structures	in	Levinson’s	model,	specific	developmental	stages	consisting	of	eras	and	transitions	mild	cognitive	impairment	(MCI)	a	mild	form	of	cognitive	dysfunction;	most	cases	do	not	develop	into	full	dementia	paranoia	a	psychiatric
disorder	characterized	by	irrational	suspiciousness	of	other	people	232	pharmacotherapy	use	of	medications	to	treat	symptoms	of	physical	or	psychiatric	disorders	resilience	the	ability	to	cope	with	life	challenges	and	maintain	one’s	optimism	and	psychological	well-being	schizophrenia	a	psychiatric	disorder	characterized	by	thought	disorders	and
hallucinations,	psychotic	behavior,	loss	of	emotional	expression	self-concept	cognitive	representation	of	the	self;	emerges	from	interactions	with	social	environment,	social	roles,	and	accomplishments	self-efficacy	perceived	confidence	in	one’s	own	ability	to	know	how	to	cope	with	a	stressor	and	to	resolve	it	self-esteem	evaluation	or	feeling	about	one’s
identity	relative	to	an	“ideal	self”	differs	from	self-concept	in	being	more	of	an	emotional,	not	cognitive,	assessment	of	self	stage	theories	of	personality	development	of	an	individual	through	various	levels,	each	level	necessary	for	adaptation	and	for	psychological	adjustment	successful	aging	achievement	of	good	physical	and	functional	health	and
cognitive	and	emotional	wellbeing	in	old	age,	often	accompanied	by	strong	social	support	and	productive	activity	trait	theories	personality	theories	that	describe	individuals	in	terms	of	characteristics	or	“typical”	attributes	that	remain	relatively	stable	with	age	RESOURCES	Log	on	to	MySocKit	(www.mysockit.com)	for	information	about	the	following:
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old	age	that	may	affect	an	older	person’s	sexuality	•	Lesbian,	gay,	bisexual,	and	transgender	(LGBT)	sexuality	•	Age-related	physiological	changes	that	may	alter	the	nature	of	older	men’s	and	women’s	sexual	response	and	performance	but	not	their	overall	experience	of	sexuality	•	Chronic	illness,	medication	use,	and	their	potential	impact	on	sexuality
•	Importance	of	late-life	affection,	love,	and	intimacy	•	Implications	for	families	and	professionals	who	work	with	older	people	246	An	important	aspect	of	one’s	personality	is	sexuality.	In	fact,	sexuality	encompasses	many	aspects	of	one’s	being	as	a	man	or	a	woman,	including	one’s	self-concept,	gender-role	identity,	body	image,	and	relationships.
Sexuality	is	different	from	sex,	which	is	defined	as	a	biological	function	involving	genital	intercourse,	and	from	the	sexual	excitement	of	orgasm.	Sexuality	also	includes	the	expression	of	feelings—love,	loyalty,	passion,	affection,	esteem,	and	affirmation	of	one’s	body	and	its	functioning—as	well	as	intimacy	or	the	freedom	to	express	and	respond	to
human	closeness	through	feelings	of	deep	mutual	regard,	affection	and	trust;	these	are	part	of	healthy	and	active	aging.	A	person’s	speech	and	movement,	vitality,	and	ability	to	enjoy	life	are	involved	in	sexuality.	As	with	other	aspects	of	aging	discussed	throughout	this	text,	sexuality	encompasses	physiological,	emotional,	intellectual,	spiritual,	LOVE,
INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	behavioral,	and	sociocultural	components.	Patterns	of	sexual	expression	vary	widely	among	older	populations,	just	as	they	do	at	all	ages.	Overall,	sexual	behavior	in	old	age	is	influenced	by	•	physiological	changes	often	associated	with	aging	•	the	individual’s	personal	sexual	history,	selfconcept,	and	self-
esteem	•	the	person’s	sexual	orientation	•	the	psychological	meaning	attached	to	one’s	sexual	experiences	•	chronic	illness;	the	degree	of	physical	fitness	and	functional	ability	•	the	physical	and	social	environment,	such	as	living	arrangements,	the	availability	of	sexual	partners	and	opportunities	for	intimacy	•	others’	attitudes	and	practices	(e.g.,
family,	health	care	providers,	long-term	care	staff)	In	many	instances,	dynamic	contextual	factors	may	exert	greater	influence	than	physiological	changes.	Attitudes	and	Beliefs	about	Sexuality	in	Later	Life	It	is	striking	that,	at	a	time	when	safe	sex	for	nearly	every	segment	of	our	population	is	publicly	discussed,	outdated	ideas	related	to	sex	and	aging
persist,	and	research	on	sexuality	and	aging	is	still	relatively	limited	(Bancroft,	2007;	Lindau,	Schumm,	Laumann,	et	al.,	2007).	Despite	its	powerful	role	in	many	elders’	lives,	sexuality	remains	one	of	the	least	understood	and	visible	aspects	of	active	aging	(Henry	&	McNab,	2003;	Pangman	&	Seguire,	2000).	Widespread	stereotypes,	misconceptions,
and	jokes	about	old	age	and	sexuality	can	powerfully	and	negatively	affect	older	people’s	sexual	experience.	Such	biases	stem	in	part	from	ageism	and	ableism	(a	form	of	discrimination	against	persons	who	are	disabled	and	in	favor	of	those	who	appear	able-bodied),	such	as	perceptions	that	older	people,	especially	women	and	those	with	chronic
physical	or	mental	disabilities,	are	unattractive	and	therefore	asexual.	Another	example	of	ageism	is	the	stereotype	that	elders	lack	energy	and	are	devoid	of	sexual	feeling,	and	therefore	are	not	interested	in	sex.	Since	sexuality	in	our	society	tends	to	be	equated	with	youthful	standards	of	attractiveness,	older	women	and	individuals	with	chronic
illness	and	disability	may	experience	the	most	negative	consequences	from	ageist	and	sexist	definitions.	Even	more	deleterious	effects	may	be	experienced	when	sexual	interaction	between	older	persons	is	viewed	as	socially	unacceptable	or	even	physically	harmful	(e.g.,	a	health	care	provider	who	advises	a	person	with	a	terminal	illness	against
engaging	in	sexual	activity).	It	is	noteworthy	that	research	and	education	on	loss,	grief	and	aging	are	widely	available,	but	very	rarely	are	the	topics	of	love	and	aging	broached	(DeLamater	&	Friedrich,	2002;	Pangman	&	Seguire,	2000;	Zeiss	&	Kasl-Godley,	2001).	These	attitudes	and	beliefs	may	stem	from	misinformation,	such	as	the	perception	that
sexual	activity	and	desire	do	and	should	decline	with	old	age.	Alternatively,	older	people	who	speak	of	enjoying	sexuality	or	express	caring	and	physical	affection	for	one	another	may	be	infantilized,	defined	as	“cute,”	and	teased	by	professionals,	their	age	peers,	and	family	members.	Such	public	scrutiny	and	ridicule	frequently	occur	among	residents
and	staff	of	long-term	care	facilities.	Surrounded	by	societal	stereotypes	and	fearing	negative	judgments,	older	people	may	unnecessarily	withdraw	from	all	forms	of	sexual	expression,	thereby	depriving	themselves	and	their	partners	of	the	energy	and	vitality	inherent	in	sexuality.	On	the	other	hand,	some	elders	genuinely	do	not	POINTS	TO	PONDER
Think	about	jokes	or	stories	you	have	heard	about	older	adults	and	sexuality	or	messages	on	birthday	cards.	What	have	they	conveyed?	How	did	they	affect	your	understanding	of	sexuality	and	aging?	247	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	desire	to	engage	in	the	physical	aspects	of	sexual	behavior.	Since	our	sexual	nature	goes	far



beyond	whether	we	are	sexually	active	at	any	particular	point	in	life,	elders	need	to	be	comfortable	with	their	decisions	regarding	expression	of	their	sexuality.	Accor-	dingly,	professionals	need	to	respect	older	adults’	choices	and	values.	Yet	for	many	older	adults,	sexual	activity,	in	the	broadest	sense	of	encompassing	both	physical	and	emotional
interaction,	is	necessary	for	them	to	feel	alive,	affirm	their	identity,	and	communicate	with	their	partners.	It	can	also	enhance	their	well-being	(Henry	&	McNab,	2003;	Trudel,	Turgeon,	&	Piche,	2000;	Zeiss	&	Kasl-Godley,	2001).	Fortunately,	the	media,	gerontologists,	and	other	professionals	are	beginning	to	convey	the	message	that	sex	is	acceptable
—even	desirable—in	old	age.	This	is	especially	true	among	aging	baby	boomers,	who	experienced	the	sexual	revolution	of	the	60s	and	who	will	redefine	sexuality	in	old	age.	One	sign	of	change	is	that	the	young-old	appear	more	accepting	of	and	permissive	in	their	attitudes	toward	sexuality	and	intimacy	than	in	the	past	(AARP,	2004).	An	increase	in
the	frequency	and	range	of	sexual	activity	from	1999	to	2004	is	illustrated	in	Figure	1	on	the	next	page.	Myths	and	Reality	about	Physiological	Changes	and	Frequency	of	Sexual	Activity	One	of	the	most	prevalent	societal	myths	is	that	age-related	physiological	changes	detrimentally	affect	sexual	functioning.	Such	misconceptions	were	shaped	by	early
studies	on	sexuality,	where	questions	about	older	adults’	sexual	behavior	were	rarely	raised.	Other	early	studies	included	questions	about	sexuality	but	focused	only	on	the	frequency	of	sexual	intercourse	between	a	man	and	a	woman.	These	researchers	overlooked	the	248	Sexuality	and	intimacy	are	important	throughout	the	later	years.
stevecoleccs/iStockPhoto	subjective	or	qualitative	aspects	of	sexuality	in	old	age,	as	well	as	the	experience	of	LGBT	individuals.	For	example,	from	1938	to	1948,	Kinsey	and	his	colleagues	studied	primarily	16-	to	55-year-olds,	and	their	discussion	of	respondents	over	age	60	only	focused	on	the	incidence	of	sexual	intercourse,	not	its	quality.	In	fact,
their	735-page	report	devoted	only	three	pages	to	the	topic	of	sex	and	aging	(Schiavi,	1996).	Using	the	number	of	orgasms	or	ejaculations	as	the	measure	of	good	sex,	Kinsey	and	his	colleagues	found	that	by	age	70,	25	percent	of	men	experienced	sexual	dysfunction.	Women	were	portrayed	as	reaching	the	peak	of	their	sexual	activity	in	their	late	20s
or	30s,	then	remaining	on	that	plateau	through	their	60s,	after	which	they	showed	a	slight	decline	in	sexual	response	capability	(Kinsey,	Pomeroy,	&	Martin,	1948,	1953).	Because	Kinsey	and	colleagues	minimized	the	broader	psychological	aspects	of	sexuality,	they	failed	to	address	the	subjective	meaning	of	sex	at	different	ages.	Older	individuals	may
have	sexual	intercourse	less	often,	but	it	may	be	as	or	more	satisfying	than	at	younger	ages.	In	fact,	few	age-related	physiological	changes	prevent	continued	sexual	enjoyment	and	activity	in	old	age.	One	reason	that	sexual	activity	and	pleasure	may	appear	to	decline	with	age	is	because	of	the	cross-sectional	research	designs	used.	Studies	of	LOVE,
INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	Sexual	touching	or	caressing	Kissing	or	hugging	80	70	Percentage	60	Sexual	intercourse	Self	stimulation	76	74	69	65	63	53	47	46	42	41	38	30	36	35	23	20	14	1213	10	0	62	61	58	55	50	40	Oral	sex	11	34	20	14	31	19	8	10	3	Total	1,252	Male	594	Female	652	Total	1,554	Male	743	1999	Female	809	2004	Total
respondents	answering	FIGURE	1	Sexual	Activities	Engaged	in	Once	a	Week	or	More	Often	in	Past	Six	Months:	1999	vs.	2004	SOURCE:	American	Association	of	Retired	Persons,	2004	sexuality	in	old	age	often	reflect	the	methodological	limitations	when	younger	and	older	cohorts	are	compared	at	one	point	in	time.	For	example,	the	1954	Duke
Longitudinal	Study	concluded	that	there	are	gradual	age-related	declines	in	frequency	of	sexual	activity	for	older	adults	compared	to	their	young	and	middle-aged	counterparts,	especially	for	women	and	unmarried	individuals.	The	median	age	for	stopping	intercourse	was	68	in	men	and	60	in	women	(Pfeiffer	&	Davis,	1972).	This	study	had	several
additional	limitations.	The	definition	of	sexual	activity	was	confined	to	heterosexual	intercourse,	and	the	respondents	constituted	a	cohort	of	individuals	raised	during	a	period	of	strict	sexual	conservatism.	Such	cross-sectional	data	fail	to	give	a	lifetime	picture	of	an	individual’s	sexual	behavior.	The	low	levels	of	sexual	activity	reported	may	be	related
to	the	cohort	effect	of	elders	who	grew	up	in	an	era	still	influenced	by	conservative	Victorian	values,	rather	than	any	age-related	physiological	changes	in	sexual	functioning.	For	this	cohort,	sex	was	typically	viewed	as	intercourse	primarily	for	reproductive	purposes	between	a	man	and	women,	(Schiavi	&	Rehman,	1995).	Another	limitation	is	that
study	participants	were	primarily	Caucasian,	well-educated,	and	healthy	older	adults	who	selfidentified	as	heterosexual	(Zeiss	&	Kasl-Godley,	2001).	THE	INVISIBILITY	OF	OLDER	ADULTS	IN	EARLY	SEXUALITY	RESEARCH	•	Kinsey,	1948,	1953:	126	men	and	56	women	over	age	60;	4	men	over	age	80	•	Masters	and	Johnson,	1966,	1970:	20	older
males	•	Hite	Report	on	Female	Sexuality,	1976:	19	women	out	of	a	total	of	1,844	were	age	60	or	older	•	Janus	Report	on	Sexual	Behavior,	1993:	34	percent	were	age	51	and	over	•	National	Health	and	Social	Life	Survey,	1994:	excluded	those	age	60	and	over	249	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	POINTS	TO	PONDER	Is	older	adults’
sexuality	largely	invisible	to	you?	Or	have	you	heard	about	it	mostly	through	jokes,	the	media,	the	Internet,	or	birthday	greeting	cards?	If	so,	what	did	these	images	convey?	How	did	they	affect	your	understanding	of	sexuality	and	aging?	When	such	methodological	issues	are	taken	into	account,	the	identified	patterns	of	sexual	activity	differ	from	these
early	studies.	For	example,	a	reanalysis	of	the	1954	Duke	Longitudinal	Study	data—to	control	for	a	possible	cohort	effect—and	the	second	Duke	Longitudinal	Study	showed	that	sexual	activity	patterns	remain	stable	from	mid-to-late	life.	In	other	words,	those	who	were	sexually	conservative	and	inactive	in	young	adulthood	and	mid-life,	perhaps
because	of	their	social	upbringing,	sustained	that	pattern	as	they	aged.	Similarly,	those	who	were	more	sexually	involved	in	young	adulthood	and	middle	age	remained	active	in	old	age.	A	later	analysis	of	the	Duke	data	also	found	older	women	to	be	more	interested	in	sex	than	older	men.	However,	the	rate	of	sexual	activity	among	older	women
declined,	partly	because	of	the	absence	of	partners	or	because	husbands	tended	to	curtail	or	discontinue	sexual	80	70	Percentage	60	50	76	20	Kissing	or	hugging	66	62	Sexual	touching	or	caressing	Sexual	intercourse	55	49	44	40	30	activities.	In	fact,	marital	status	and	relationship	issues	appear	to	be	more	important	in	influencing	women’s	sexual
behavior	than	they	are	for	men’s	(Lindau	et	al.,	2007).	In	the	Baltimore	Longitudinal	Studies	of	Aging,	sexual	dysfunction	or	impotence	was	identified	as	the	main	barrier	to	men’s	sexual	activity.	Yet	the	men	did	not	report	feeling	sexually	deprived	or	lacking	in	self-esteem.	Since	most	of	the	early	studies	had	focused	on	sexual	performance,	sexual
satisfaction	was	neglected	as	an	independent	measure	that	is	theoretically	and	clinically	relevant	(Schiavi,	Mandeli,	&	Schreiner-Engel,	1999).	When	sexual	activity	is	defined	more	broadly	than	intercourse	to	encompass	hugging,	kissing,	touching,	and	masturbation,	activity	rates	are	found	to	increase	to	over	80	percent	for	men	and	over	60	percent
for	women	(Schiavi,	1999;	Wiley	&	Bortz,	1996).	Recent	studies	that	include	open-ended	questions	identify	the	excitement,	enjoyment,	and	pleasure—the	passion	and	romance—of	late-life	sexuality	and	the	value	older	adults	place	on	the	quality	and	meaning	of	intimate	relationships.	Accordingly,	sexual	activity	and	satisfaction	are	found	to	be	related
to	53	percent	of	older	men’s	and	37	percent	of	older	women’s	sense	of	self-worth,	competence,	and	quality	of	life	(AARP,	2004).	39	33	25	17	17	20	14	Self	stimulation	8	10	0	Oral	sex	15	Excellent/very	good	Good	Fair/poor	FIGURE	2	Engaged	in	Sexual	Activity	at	Least	Once	per	Week	by	Overall	Health	Status	SOURCE:	American	Association	of	Retired
Persons,	2004	250	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	One	of	the	first	large-scale	studies	that	provided	evidence	for	continued	sexual	satisfaction	in	old	age	was	the	work	of	Masters	and	Johnson	(1981).	In	their	classic	study	of	sexual	responsiveness	across	the	life	course,	Masters	and	Johnson	determined	that	the	capacity	for	both
functioning	and	fulfillment	does	not	disappear	with	age,	even	though	physiological	changes	occur.	They	concluded	that	age-based	limits	to	sexual	behavior	do	not	exist.	Similarly,	75	percent	of	the	respondents	in	the	classic	Starr	and	Weiner	study	(1981),	which	explored	the	meaning	and	significance	of	sexuality	in	old	age,	stated	that	sex	is	the	same
or	better	than	when	they	were	younger.	Although	the	majority	of	female	respondents	considered	orgasm	as	essential	to	a	good	sexual	experience,	they	also	emphasized	mutuality,	love,	and	caring	as	central	to	their	enjoyment	and	willingly	varied	their	sexual	practices	to	achieve	satisfaction.	Male	respondents	stated	that	not	only	was	the	physical
stimulation	of	sex	important,	but	that	it	was	necessary	for	them	to	feel	alive	and	reaffirm	their	identity.	Later	studies,	with	predominantly	white	heterosexual	samples,	reported	that	many	older	adults,	especially	men,	and	even	among	those	over	age	80,	remain	sexually	active.	As	with	most	behaviors,	there	is	a	wide	range.	Some	individuals	after	age	55
experience	an	increase	in	sexual	activity,	perhaps	because	of	the	absence	of	children	in	the	home	(Matthias	et	al.,	1997;	Schiavi	&	Rehman,	1995;	Weg,	1996).	For	others,	sexual	activity	in	old	age	may	represent	a	continuation	of	activity	earlier	in	life	(Willert	&	Semans,	2000).	Overall,	sexual	inactivity	appears	to	depend	on	life	circumstances,	such	as
illness	or	mobility	problems,	not	lack	of	interest	or	desire	(Zeiss	&	Kasl-Godley,	2001).	The	methodological	limitations	of	most	studies	of	older	adults	and	sexuality	are	summarized	in	the	box	in	the	next	column.	In	the	National	Social	Life,	Health	and	Aging	Project	(NSHAP)—a	community-based	survey	of	3,005	adults—73	percent	of	respondents	age	57
to	64,	53	percent	among	those	METHODOLOGICAL	LIMITS	OF	RESEARCH	ON	SEXUALITY	AND	OLDER	ADULTS	•	Emphasis	on	frequency	of	intercourse,	not	its	meaning	or	quality	or	on	other	types	of	sexual	activity	•	Small	sample	size,	low	response	rates,	and	associated	selection	bias	in	most	studies	•	Nonrandom	and	nonrepresentative	samples,
including	lack	of	elders	of	color	and	of	LGBT	elders	•	Because	of	social	taboos	against	sexuality	in	old	age,	respondents	may	overestimate	or	underestimate	sexual	activity,	or	provide	socially	acceptable	responses	•	The	cohort	age	70	and	older	today	is	less	forthcoming	than	baby	boomers	will	be	because	of	their	socialization	not	to	discuss	private
issues,	such	as	sex	•	Researchers’	discomfort	or	biases	about	sex	and	aging	may	influence	the	nature	of	their	questions	and	interactions	with	respondents	•	Primarily	self-reports	of	sexual	activity	65	to	74	years	of	age,	and	25	percent	among	the	age-group	75	to	85	years	reported	that	they	were	sexually	active.	Among	the	oldest-old	adults	who	were
sexually	active,	23	percent	indicated	they	had	sex	once	a	week	or	more.	Women	were	significantly	less	likely	to	report	sexual	activity;	this	gender	difference	increased	with	age,	primarily	because	of	lack	of	partners.	Rates	of	sexual	activity	declined	and	reported	sexual	problems	increased	among	those	who	rated	their	health	as	poor	(Bancroft,	2007;
Lindau	et	al.,	2007).	A	2004	AARP	phone	survey	of	2,930	men	and	women	over	age	45	sought	to	understand	the	factors	affecting	sexuality	and	quality	of	life	of	midlife	and	older	adults,	and	to	compare	the	results	to	those	of	a	1999	AARP	survey.	A	major	advantage	of	the	later	survey	was	the	addition	of	Latino	(3	percent),	Native	American	(1	percent),
African	American	(8	percent),	and	Asian	(1	percent)	respondents.	The	following	251	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	POINTS	TO	PONDER	When	you	were	growing	up,	how	did	you	perceive	your	parents’	and	grandparents’	sexuality?	What	were	your	sources	of	information	about	older	adults	and	sexuality?	How	did	these	affect	your
thinking?	Have	your	views	changed?	patterns	were	identified	among	the	subgroup	age	70	and	older:	•	87	percent	of	men	and	63	percent	of	women	had	engaged	in	various	forms	of	sexual	expression	(kissing,	hugging,	sexual	touching	or	caressing,	intercourse,	self-stimulation,	or	oral	sex)	in	the	past	6	months.	•	85	percent	of	men	and	55	percent	of
women	indicated	that	they	always	or	usually	have	an	orgasm	when	engaging	in	sexual	intercourse.	•	Of	those	with	a	partner,	85	percent	of	men	and	81	percent	of	women	reported	moderate	to	extreme	physical	pleasure	from	their	relationship.	•	Of	those	with	a	partner,	a	similarly	high	proportion,	88	percent	of	men	and	83	percent	of	women,	reported
moderate	to	extreme	emotional	satisfaction	from	their	relationship	with	their	partner.	•	Sexual	activity	and	satisfaction	were	related	to	53	percent	of	older	men’s	and	37	percent	of	older	women’s	sense	of	self-worth,	quality	of	life,	and	competence.	•	Patterns	of	sexual	activity	and	satisfaction	were	similar	across	ethnic	and	racial	groups	(AARP,	2004).
The	following	is	a	summary	of	recent	studies	about	older	people	and	sexuality:	•	As	our	biological	clocks	change	with	age,	the	frequency	or	the	nature	of	sexual	experience	does	not	change	for	better	or	worse.	Older	people	who	remain	sexually	active	do	not	change	significantly	252	in	their	frequency	of	sexual	relations	(longitudinal	data).	Rather,
sexual	activity	appears	to	be	much	lower	when	older	people	are	compared	with	younger	persons	at	the	same	point	in	time	(crosssectional	data).	•	When	a	partner	is	available,	the	rate	of	sexual	behavior	is	fairly	stable	throughout	life.	Individuals	who	have	been	sexually	active	all	their	lives	continue	to	enjoy	sexual	satisfaction	in	their	later	years,
although	their	experience	may	differ	subjectively	from	earlier	in	life	(DeLamater	&	Friedrich,	2002;	Zeiss	&	Kasl-Godley,	2001).	Such	changes	can	be	positive.	•	Although	good	physical	and	mental	health	are	predictors	of	sexual	activity	and	satisfaction,	even	older	people	with	chronic	health	problems,	depression,	and	cognitive	dysfunction	can	achieve
sexual	satisfaction.	On	the	other	hand,	undiagnosed	or	untreated	sexual	problems	can	lead	to	or	can	be	accompanied	by	depression	or	sexual	withdrawal.	•	Relationships	are	more	important	than	sexual	activity	per	se.	Regardless	of	the	length	or	nature	of	a	late-life	relationship,	its	quality	is	enhanced	by	emotional	intimacy	and	mutually	respectful
sexual	interactions	(AARP,	2004;	Lindau	et	al.,	2007;	Pangman	&	Seguire,	2000;	Willert	&	Semans,	2000;	Zeiss	&	Kasl-Godley,	2001).	SEEKING	NEW	LOVE	Contrary	to	stereotypes	of	lack	of	intimacy	and	sexuality	among	older	adults,	two	AARP	surveys	found	that	many	adults	over	age	50	are	eager	to	date	and	form	new	relationships.	The	most
common	ways	for	meeting	new	people	are	religious	organizations,	outdoor	clubs,	speed	dating,	the	Internet,	personal	ads,	special	interest	services	(to	meet	others	with	similar	interests),	and	matchmakers.	And	for	many	older	adults	(as	is	true	for	younger	adults),	informal	networks	or	just	being	in	the	right	place	at	the	right	time	are	key	to	forming
new	and	intimate	relationships	(Mahoney,	2003;	AARP,	2004).	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	Lesbian,	Gay,	Bisexual,	and	Transgender	(LGBT)	Partners	in	Old	Age	Even	though	many	examples	of	sexual	activity	in	this	chapter	are	presented	in	terms	of	heterosexual	marital	relationships,	this	is	not	always	the	case.	Although	the	U.S.
Census	or	other	largescale	data	collection	instruments	do	not	ask	about	sexual	orientation	and	gender	identity,	gay	men	and	lesbians	are	estimated	to	comprise	about	8	percent	of	the	total	population,	with	a	similar	proportion	among	older	adults	(Sperber,	2006).	Research	on	LGBT	elders	is	limited.	A	2002	comprehensive	MEDLINE	search	showed
that	only	0.1	percent	of	the	3.8	million	articles	focused	on	LGBT	populations	addressed	LGBT	elders’	sexuality	(Boehmer,	2002).	In	the	2004	AARP	national	survey,	5	percent	of	men	and	1	percent	of	women	age	70	and	older	reported	having	current	same-sex	partners	(AARP,	2004).	In	the	NSHAP	study	described	above,	less	than	2	percent	of
respondents	indicated	that	their	relationship	was	with	someone	of	the	same	sex	(Lindau	et	al.,	2007).	It	is	important	to	note	that	same-sex	relationships	may	be	underreported	because	of	beliefs	among	adults	age	65	and	older	and	their	families	that	homosexuality	is	wrong	(Bennett	&	Gates,	2004).	The	sociohistorical	context	and	cohort	effect
profoundly	affected	the	oldest-old	experiences	of	being	gay,	sexually	active,	and	developing	intimate	relationships	(deVries	&	Blando,	2004;	Wierzalis	et	al.,	2006).	Coming	of	age	following	World	War	II	and	before	the	New	York	City	Stonewall	riots	in	1969	and	the	emergence	of	Gay	Liberation,	they	were	more	likely	to	remain	closeted	to	family,
friends,	employers,	and	even	to	themselves.	It	is	critical	that	health	and	social	service	professionals	are	sensitive	to	homosexual	relationships,	primarily	by	discarding	stereotypical	views	of	the	nature	of	LGBT	relationships.	Contrary	to	commonly	held	images,	the	varieties	of	gay	and	lesbian	bonding	are	similar	to	heterosexual	relationships—	ranging
from	monogamous	life	partners	and	Many	lesbian	and	gay	couples	maintain	long-term	commitments	to	each	other.	©	Joan	E.	Bowers	nonmonogamous	primary	relationships	to	serial	monogamy	and	episodic	liaisons.	LGBT	life	partners	face	many	of	the	issues	that	confront	long-term	heterosexual	couples,	such	as	fears	about	the	loss	of	sexuality,	the
death	or	illness	of	a	sexual	partner,	or	diminished	interest	in	sex	because	of	chronic	disease.	On	the	other	hand,	after	a	lifetime	of	ostracism,	many	older	LGBT	couples	face	not	only	overt	discrimination	from	health	and	service	providers,	but	also	“an	atmosphere	of	silence”	and	invisibility	related	to	their	expression	of	intimacy	and	sexuality	(Brotman,
Ryan,	&	Cormier,	2003;	Butler,	2006;	Blank,	2006;	deVries	&	Blando,	2004;	Sperber,	2006).	Although	sexual	activity	for	LGBT	elders	varies	as	much	as	it	does	for	heterosexuals,	there	is	also	a	consistent	pattern	of	relatively	high	life	satisfaction	with	being	gay,	positive	adjustment	to	aging,	and	ongoing	sexual	interest	and	activity.	Both	lesbians	and
gay	men	are	more	likely	to	report	a	high	level	of	life	satisfaction	if	they	are	happily	partnered	and	communicating	effectively	with	one	another.	Satisfaction	is	also	high	if	they	have	a	strong	informal	social	support	system,	253	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	REDEFINING	SEXUAL	ORIENTATION	IN	LATER	LIFE	After	her	husband
left	her	for	a	younger	woman,	a	bout	with	breast	cancer,	and	the	death	of	her	26-year-old	daughter,	Isabel	found	herself	increasingly	drawn	to	spending	time	only	with	women:	in	a	mothers’	support	group,	in	a	group	of	midlife	women	coping	with	divorce,	and	through	her	work.	She	started	attending	workshops	and	lectures	through	the	local	college’s
Women’s	Information	Center.	At	one	of	those	courses,	she	met	Carla,	also	recovering	from	a	bitter	divorce.	They	began	to	spend	nearly	all	their	free	time	together,	enjoying	the	equality	and	closeness	in	their	relationship.	Within	a	year,	Carla	moved	in	with	Isabel.	Although	their	adult	children	were	initially	shocked	by	their	mothers’	behavior,	they
soon	saw	the	value	of	the	loving	support	and	intimacy	that	their	mothers	experienced	for	the	next	26	years.	often	defined	as	family	and	friends	of	choice,	and	have	reconstituted	what	it	means	to	be	queer	into	a	positive	source	of	identity	(deVries	&	Blando,	2004;	Garnets	&	Peplau,	2006;	Healy,	2002;	Hostetler,	2004;	Orel,	2004;	Wierzalis,	Barret,
Pope,	&	Rankins,	2006).	Lesbians	age	65	and	older,	often	closeted	about	their	sexual	orientation,	have	generally	practiced	serial	monogamy	throughout	their	lives.	However,	nearly	50	percent	had	been	married	at	some	point	and	over	75	percent	had	had	heterosexual	intercourse	(Garnets	&	Peplau,	2006).	For	many	of	the	current	cohort	of	older
lesbians,	they	first	became	involved	in	a	lesbian	relationship	at	midlife.	Even	among	older	women	who	have	hidden	their	sexual	orientation	throughout	their	lives,	most	usually	report	a	positive	self-image	and	a	high	degree	of	sexual	satisfaction	as	they	age	(Clunis	et	al.,	2005;	Garnets	&	Peplau,	2006;	Goldberg,	Sickler,	&	Dibble,	2005;	Konik,	2005;
Martin	&	Lyon,	2001;	Weinstock,	2004).	Older	lesbians	generally	do	not	fear	changes	in	physical	appearance,	loneliness,	or	isolation	in	old	age	as	much	as	some	heterosexual	women	do.	This	may	254	be	because	of	the	strong	friendship	networks	that	characterize	many	lesbian	relationships	or	flexibility	in	gender	roles	that	allow	them	to	adjust	more
effectively	to	the	socially	constructed	beliefs	of	aging	and	being	old.	Most	lesbians	remain	sexually	active	and	attracted	to	their	own	agegroup,	but	sexual	frequency	generally	declines.	The	extent	to	which	sexual	activity	is	considered	to	be	an	integral	part	of	a	lesbian	relationship	varies,	although	sexuality	in	a	broader	sense	of	intimacy	and	female
interdependence	continues	to	be	essential	to	a	positive	self-identity	in	old	age	(Jones	&	Nystrom,	2002;	Weinstock,	2004).	The	number	of	gay	men	with	partners	increases	with	age	and	peaks	among	those	age	46	to	55.	After	age	60,	the	percent	of	gay	couples	and	the	frequency	of	sexual	activity	decreases	because	of	death,	illness,	cautiousness,	or
rejection	of	the	notion	of	having	a	single,	lifelong	partner.	But	most	gay	men	report	that	they	are	sexually	active	and	are	satisfied	with	their	partners	and	their	sex	lives.	They	are	more	likely	to	be	in	longterm	relationships	(with	an	average	length	of	10	years)	or	none	at	all,	rather	than	in	brief	relationships	of	a	year	or	less.	However,	unlike	lesbians,
older	gay	men	are	often	devalued	in	youth-oriented	gay	communities	for	their	graying	hair,	wrinkles,	or	added	weight.	Looking	fit	and	youthful—that	is,	“not	your	age”—tends	to	increase	a	gay	man’s	acceptability	as	a	partner,	with	some	believing	that	they	are	no	longer	attractive	after	age	35	(Cohler,	2004;	deVries	&	Blando,	2004;	Hostetler,	2004;
Wierzalis	et	al.,	2006).	Nevertheless,	gay	men	typically	maintain	positive	feelings	about	themselves	and	their	appearance	in	old	age.	Most	report	a	positive	sense	of	selfesteem,	well-being,	and	contentment.	Despite	societal	assumptions	of	loneliness	and	social	isolation,	most	gay	men	have	closer	friendships	in	old	age	than	do	heterosexual	men.	For
many	who	have	faced	societal	rejection,	intimacy	assumes	greater	importance	than	sexual	activity	compared	to	heterosexuals,	and	friendships	may	replace	family	ties	disrupted	by	the	declaration	of	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	their	homosexuality	(Berger	&	Kelley,	2001;	Cruz,	2003;	Morrow,	2001;	Wierzalis	et	al.,	2006).	Overall,
older	gay	men	are	generally	as	involved	in	the	gay	network	and	satisfied	with	their	social	lives	and	sexual	preference	as	their	younger	counterparts	(Blank,	2006;	MetLife,	2006;	Murray	&	Adam,	2001).	On	the	other	hand,	compared	with	younger	homosexuals,	gay	men	in	today’s	older	cohort	tend	to:	•	fear	exposure	of	their	homosexuality	•	hide	their
sexual	orientation	•	view	their	relatives,	friends,	and	employers	as	less	accepting	of	their	homosexuality	•	see	their	sexual	preference	as	outside	their	personal	control	However,	these	differences	largely	reflect	cohort	effects,	rather	than	the	aging	process	per	se.	The	increase	in	HIV/AIDS	among	the	older	population	is	a	growing	concern.	Despite	the
risks,	many	older	gay	men	engage	in	unprotected	sex,	although	less	frequently	in	one-night	encounters,	and	they	are	more	knowledgeable	about	safe	sex	than	heterosexual	age	peers.	Of	additional	concern	is	the	increase	in	high-risk	sexual	behavior	among	younger	gay	men	who	may	be	partners	with	older	gay	men	or	who	will	grow	old	with	HIV.
Therefore,	ongoing,	accessible,	and	culturally	relevant	public	education	about	the	prevention	of	HIV/AIDS	and	safe	sex	is	essential.	Older	persons	with	HIV/AIDS	are	found	to	be	less	likely	to	use	emotional	support	and	mental	health	services	than	younger	people.	Such	services	may	need	to	be	reconfigured	to	meet	the	emotional	needs	of	elders
diagnosed	with	HIV/AIDS.	Preventive	and	support	interventions	need	also	to	be	culturally	congruent	(Emlet,	2006;	Gorman	&	Nelson,	2004).	Recommendations	for	working	effectively	and	respectfully	with	LGBT	elders	include:	•	Address	issues	in	a	matter-of-fact,	nonjudgmental	manner.	•	Be	comfortable	talking	about	sexual	orientation	and	behavior.
•	Check	assumptions	and	language.	For	example,	ask	“do	you	have	a	companion	or	sexual	partner”	rather	than	“are	you	married?”	•	Assess	the	stage	of	development	of	sexual	identity	(e.g.,	the	extent	to	which	the	older	adult	is	open	about	and	comfortable	with	their	sexual	orientation).	•	Be	aware	of	the	gay	culture	and	local	and	national
organizations	that	can	provide	resources	to	gay	elders.	•	View	sexual	activity	for	the	aging	gay,	lesbian,	or	bisexual	elder	as	positive	(Wierzalis	et	al.,	2006).	Overall,	health	care	providers,	especially	staff	in	long-term	care	facilities,	must	recognize	LGBT	elders’	relationships	and	modify	the	environment	to	support	their	desire	for	intimacy	(Kean,	2006).
Similarly,	it	is	vital	to	affirm	LGBT	caregivers	in	their	role	and	to	offer	them	services	and	support	(Hash,	2006).	For	both	heterosexual	and	homosexual	partners,	numerous	age-related	physiological	changes	can	affect	the	nature	of	the	sexual	response,	as	we	next	explain.	Staff	in	long-term	care	facilities	can	provide	emotional	support	through	touch.
Ariel	Skelley/Corbis	255	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	SENSITIVITY	OF	STAFF	TO	LGBT	RESIDENTS	In	a	nursing	home	in	San	Francisco,	a	chronically	ill,	wheelchair-bound	African	American	man	who	had	become	depressed	and	withdrawn,	confided	to	a	psychiatrist	that	“he	liked	men.”	That	clue	was	the	catalyst	for	a
collaborative	project	between	concerned	staff	and	local	gay	and	lesbian	leaders	to	develop	a	social	support	system	to	draw	out	presumed	closeted	and	lonely	LGBT	residents.	Staff	participated	in	sensitivity	training,	and	a	LGBT	Rainbow	group	was	formed.	Social	workers	and	nursing	staff	sensitively	and	discretely	directed	invitations	to	individuals
who	might	be	interested	in	coming	to	a	Halloween	party.	Fifteen	LGBT	residents	came,	danced	in	wheelchairs,	laughed,	and	sang.	A	year	later,	the	Rainbow	group	had	become	the	largest	social	support	group	at	the	facility	(Martin	&	Lyon,	2001).	Women	and	Age-Related	Physiological	Changes	With	the	growing	numbers	of	women	in	the	45to	54-year-
old	age-group,	increasing	attention	is	being	given	to	menopause.	The	major	changes	for	women	as	they	grow	older	are	associated	with	the	reduction	in	estrogen	and	progesterone,	the	predominant	hormones	produced	by	the	ovaries	during	menopause.	The	climacteric—loss	of	reproductive	ability—takes	place	in	three	phases:	perimenopause,
menopause,	and	postmenopause,	and	may	extend	over	many	years.	Perimenopause,	also	known	as	the	menopausal	transition,	is	marked	by	a	decline	in	ovarian	function	when	a	woman’s	ovaries	stop	producing	eggs	and	significantly	decrease	their	monthly	production	of	estrogen,	resulting	in	widely	fluctuating	estrogen	levels	and	unpredictable
menstrual	cycles.	This	can	occur	as	long	as	10	years	before	menopause,	starting	as	young	as	age	35.	Only	recently	have	researchers	and	health	care	providers	recognized	that	perimenopause	brings	hot	flashes	around	the	head	and	upper	body,	lapses	in	concentration	and	memory,	mood	swings,	sleep	troubles,	irritability,	and	256	migraines	typically
associated	with	menopause.	Unfortunately,	some	health	care	providers	dismiss	these	early	symptoms	as	being	“all	in	her	head.”	Menopause	is	a	period	in	a	woman’s	life	when	there	is	a	gradual	cessation	of	the	menstrual	cycle,	including	irregular	cycles	and	menses,	which	are	related	to	the	loss	of	ovarian	function.	Menopause	is	considered	to	have
occurred	when	12	consecutive	months	have	passed	without	a	menstrual	period	(postmenopause).	The	average	age	of	menopause	is	51	years,	although	it	can	begin	as	early	as	age	40	and	as	late	as	age	58.	Smoking	can	lead	to	early	menopause.	Surgical	removal	of	the	uterus—	hysterectomy—also	brings	an	end	to	menstruation	(NIA,	2008).
Physiological	changes	related	to	the	decrease	in	estrogen	in	menopause	and	postmenopause	include:	•	hot	flashes	•	urogenital	atrophy,	which	can	make	intercourse	painful	•	urinary	tract	changes	•	bone	changes	(osteoporosis)	Hot	flashes	are	caused	by	vasomotor	instability,	when	the	nerves	overrespond	to	decreases	in	hormone	levels.	This	affects
the	hypothalamus	(the	part	of	the	brain	that	regulates	body	temperature),	causing	the	blood	vessels	to	dilate	or	constrict.	Blood	then	rushes	to	the	skin	surface,	causing	perspiration,	flushing,	and	increased	pulse	rate	and	temperature.	Hot	flashes	are	characterized	by	a	sudden	sensation	of	heat	in	the	upper	body,	often	accompanied	by	a	drenching
sweat	and	sometimes	followed	by	chills.	Gradually	diminishing	in	frequency,	hot	flashes	generally	disappear	within	a	few	years.	Hormonal	changes	and	vasomotor	instability	such	as	hot	flashes	and	sweats	can	disrupt	sleep	(e.g.,	night	sweats),	with	sleep	deprivation	leading	to	irritability	and	moodiness	that	are	often	associated	with	menopause.	Most
women	do	not	experience	hot	flashes	or	night	sweats	sufficiently	severe	to	warrant	treatment.	Nor	do	they	generally	interfere	with	a	woman’s	sexual	func-	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	HOME	REMEDIES	FOR	MENOPAUSAL	SYMPTOMS	Plagued	by	nightly	hot	flashes,	Sharon	"Missy"	Peat	felt	she	was	on	her	way	to	a	nervous
breakdown.	One	night,	Missy	took	a	box	of	peas	from	her	freezer	and	placed	it	on	the	back	of	her	neck.	Within	minutes,	she	was	sweating	less	and	her	panic	had	disappeared.	She	slept	comfortably	for	the	rest	of	the	night.	Since	then,	she	has	created	a	compress	made	of	a	cold,	flexible	gel	and	sold	it	for	the	relief	of	hot	flashes.	The	success	of	her	cold
pack	suggests	the	growing	market	for	menopause	products	(Based	on	Jacobson,	2000).	tioning	or	cause	psychological	difficulties.	More	Caucasian	women	report	symptoms	such	as	hot	flashes	and	insomnia	than	Asian	American	and	Latina	women,	but	the	reasons	for	this	are	probably	cultural	or	social	rather	than	physiological.	For	example,	African
American	women	are	generally	more	positive	than	other	older	adults	about	this	life	phase.	Such	wide	variability	in	symptoms	and	responses	suggests	that	there	is	no	inevitable	“menopausal	syndrome.”	Nor	is	there	a	scientific	explanation	for	why	symptoms	such	as	hot	flashes	occur	in	some	women	and	not	in	others	(NIA,	2008).	Estrogen	loss
combined	with	the	normal	biological	changes	of	aging	leads	to	urogenital	atrophy—a	reduction	in	the	elasticity	and	lubricating	abilities	of	the	vagina	approximately	5	years	after	menopause.	As	the	vagina	becomes	drier	and	the	layer	of	cell	walls	thinner,	the	amount	of	lubricants	secreted	during	sexual	arousal	is	reduced.	Although	vaginal	lubrication
takes	longer,	these	changes	have	little	impact	on	the	quality	of	orgasms	and	do	not	result	in	an	appreciable	loss	in	sensation	or	feeling.	Nevertheless,	discomfort	associated	with	urogenital	atrophy	is	a	frequent	complaint	and	often	contributes	to	a	decline	in	sexual	activity	(NIA,	2008;	Zeiss	&	Kasl-Godley,	2001).	Artificial	lubricants	such	as	KY	jellies
and	vaginal	creams	can	help	minimize	discomfort.	In	addition,	regular	and	consistent	sexual	activity,	including	masturbation,	maintains	vaginal	lubricating	ability	and	muscle	tone,	thereby	reducing	discomfort	during	intercourse	(Gelfand,	2000;	Pangman	&	Seguire,	2000).	Because	of	the	thinning	of	vaginal	walls,	which	results	from	estrogen
degeneration	and	offers	less	protection	to	the	bladder	and	the	urethra,	lower	urinary	tract	infections	such	as	cystitis	and	burning	urination	may	occur	more	frequently	(NIA,	2008).	These	problems	can	be	treated,	however.	Incontinence	is	found	to	inhibit	sexual	desire	and	response;	unfortunately,	older	women	may	be	reluctant	to	discuss	incontinence
with	others,	which	precludes	their	finding	ways	to	prevent	its	negative	impact	on	sexual	activity.	The	primary	medical	response	to	the	symptoms	of	hot	flashes	and	vaginal	atrophy	has	been	hormone	replacement	therapy	(HRT),	using	estrogen	alone	(ERT)	or	in	combination	with	progestin	(EPT),	which	restores	women’s	hormones	to	levels	similar	to
those	before	menopause.	Estrogen	can	alleviate	hot	flashes	and	vaginal	changes,	including	atrophy,	dryness,	itching,	pain	during	intercourse,	urinary	tract	problems,	and	frequent	urination	(NIA,	2006,	2008).	However,	the	risk	of	breast	cancer,	blood	clots,	heart	attacks,	and	strokes	with	long-term	HRT	may	be	substantially	greater	than	previous
research	indicated.	For	these	reasons,	women	who	choose	to	use	HRT	for	menopausal	symptoms	should	receive	the	lowest	effective	dose	(Nelson	et	al.,	2006;	NIA,	2006).	Because	of	the	risks	of	HRT,	many	women	have	turned	to	alternative	therapies.	Some	therapies	appear	to	help	moderate	the	symptoms	of	menopause	and	perimenopause;	these
include	MOST	PREVALENT	SEXUAL	COMPLAINTS	AMONG	WOMEN:	AN	NSHAP	COMMUNITY-BASED	SURVEY	Low	desire	(43	percent)	Difficulty	with	vaginal	lubrication	(39	percent)	Inability	to	climax	(34	percent)	(Lindau	et	al.,	2007)	Based	on	The	New	England	Journal	of	Medicine,	2007.	257	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE
eating	foods	that	are	high	in	calcium,	vitamin	E,	and	fiber,	and	lower	in	fat;	weight-bearing	and	aerobic	exercise;	acupuncture;	biofeedback;	and	herbal	or	naturopathic	treatments,	as	shown	in	the	box	below	(NIA,	2008;	Phillip,	2003).	Phytoestrogens	are	estrogen-like	substances	found	in	cereal,	vegetables,	soy,	and	herbs,	but	whether	they	relieve
menopausal	symptoms	or	carry	risks	is	not	yet	known	(NIA,	2008).	Overall,	women	need	to	be	cautious	about	the	use	of	alternative	therapies	not	yet	scientifically	proven	to	be	effective.	In	many	non-Western	cultures,	menopause	is	viewed	as	a	time	of	respect	and	status	for	women.	The	Western	cultural	view	is	that	women	are	expected	to	have
difficulty	at	this	period	of	life,	although	this	too	has	shifted	as	baby	boomers	have	redefined	menopause.	The	incidence	of	insomnia,	depression,	and	anxiety	may	be	traced	to	the	meaning	or	psychosocial	significance	that	women	attach	to	menopause,	the	cultural	value	placed	on	body	image	and	on	women’s	maternal	role,	or	other	stresses	such	as
caregiving	for	parents.	Other	symptoms,	such	as	headaches,	dizziness,	palpitations,	and	weight	gain,	are	not	necessarily	caused	by	menopause	itself,	but	may	be	due	to	underlying	psychosocial	reasons.	A	growing	number	of	women	view	menopause	as	a	potentially	positive	transition	characterized	by	relief	rather	than	as	a	loss	of	fertility	or	a	cause	for
depression.	It	can	be	a	fulfilling	time	of	opportunities,	new	accomplishments,	ALTERNATIVES	TO	HORMONE	REPLACEMENT	THERAPY	•	herbal	remedies,	including	soy,	wild	yams,	beans,	and	black	cohosh—a	folk	medicine	made	from	a	shrub	root—but	their	effectiveness	is	unproven	•	drugs	already	proven	for	other	conditions	that	may	reduce	hot
flashes	(e.g.,	some	antihypertensives;	certain	antidepressants;	Neurontin,	an	antiseizure	drug)	•	combination	of	fluoride	and	calcium,	but	these	may	have	gastrointestinal	side	effects	258	NONMEDICAL	STRATEGIES	TO	RELIEVE	HOT	FLASHES	•	Avoid	spicy	foods,	caffeine,	and	alcohol.	•	Drink	cold	water	or	juice	as	a	hot	flash	comes	on.	•	Wear
breathable	clothing	(e.g.,	cotton),	not	synthetics.	•	Dress	in	layers	of	clothing	that	can	be	gradually	removed.	•	Sleep	in	a	cool	room.	meaning,	and	greater	autonomy	(Brice,	2003	Gonyea,	1998).	In	sum,	like	other	transitions	experienced	by	women,	menopause	is	affected	not	only	by	physiological	and	health	factors,	but	also	by	personality,	self-esteem,
and	culture.	Despite	some	uncomfortable	symptoms,	menopause	does	not	physiologically	impede	full	sexual	activity.	In	fact,	many	women,	freed	of	worries	about	pregnancy	and	birth	control,	report	greater	sexual	satisfaction	after	menopause,	including	after	a	hysterectomy	(NIA,	2008).	Generally,	an	older	woman’s	sexual	response	cycle	has	all	the
dimensions	of	her	younger	response,	but	the	time	it	takes	for	her	to	respond	to	sexual	stimulation	gradually	increases.	The	subjective	levels	of	sexual	tension	initiated	or	elaborated	by	clitoral	stimulation	do	not	differ	for	older	and	younger	women,	nor	for	heterosexual	and	homosexual	partners.	In	fact,	the	preorgasmic	plateau	phase,	during	which
sexual	tension	is	at	its	height,	is	extended	in	duration.	Older	women’s	capacity	for	orgasms	may	be	slowed,	but	not	impaired.	The	orgasm	is	experienced	more	rapidly,	somewhat	less	intensely,	and	more	spasmodically.	The	resolution	phase,	during	which	the	body	returns	to	its	baseline	prearousal	state,	occurs	more	rapidly	than	in	younger	women
(Blonna	&	Levitan,	2000;	Zeiss	&	Kasl-Godley,	2001).	As	noted	above,	lesbian	partners	are	more	likely	to	conceptualize	sexuality	broadly	in	terms	of	whole-body	stimulation	(kissing,	hugging,	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	touching,	and	holding)	than	are	heterosexual	women,	who	tend	to	be	more	focused	on	genital	contact	and
orgasm.	However,	in	some	studies,	lesbians	report	having	orgasms	easily	and	more	frequently	than	their	heterosexual	counterparts.	This	difference	may	reflect	the	pattern	that	women	in	general	attach	greater	importance	than	men	to	emotional	closeness	than	to	sexual	activity	per	se;	as	a	result,	sexual	satisfaction	is	more	strongly	associated	with	the
quality	of	the	relationship	than	with	physical	sexual	variables,	such	as	frequency	of	sexual	interactions.	Accordingly,	lesbians	who	have	had	both	male	and	female	relationships	often	view	the	latter	as	less	demanding	and	more	sexually	gratifying.	Commitment,	compatibility,	emotional	sharing,	affection,	and	enduring	tenderness	are	terms	used	to
describe	their	female	relationships.	Similar	to	their	heterosexual	counterparts,	sexual	frequency	declines	over	time	in	lesbian	relationships,	but	this	may	be	a	function	of	the	length	of	the	relationship	rather	than	age.	Those	who	are	happy	with	their	sex	lives	tend	to	be	happier	in	general	(Garnets	&	Peplau,	2006;	Matthews,	Tartaro,	&	Hughes,	2003).
In	the	NSHAP	survey	described	earlier,	14	percent	of	men	and	1	percent	of	women	reported	taking	medication	or	supplements	to	improve	sexual	function	within	the	past	12	months	(Lindau	et	al.,	2007).	With	more	men	turning	to	sexupharmaceuticals,	such	as,	Viagra	to	treat	erectile	difficulties,	little	is	known	about	the	experiences	of	their	female
partners	and	possible	detrimental	effects	for	them.	Although	the	publicity	surrounding	Viagra—and	its	wide	availability—may	facilitate	more	positive	attitudes	to	sexuality	in	old	age,	it	may	also	create	a	societal	expectation	that	a	healthy	and	“normal”	life	for	older	adults	requires	the	continuation	of	“youthful”	(frequent)	sexual	activity	focused	on
intercourse.	When	prescribing	these	drugs,	health	care	providers	should	be	sensitive	to	both	partners’	perspectives	and	desires,	as	well	as	to	the	dynamics	of	the	relationship	(Potts	et	al.,	2003).	In	summary,	no	physiological	impediment	exists	to	full	sexual	activity	for	postmenopausal	women.	Changes	such	as	the	thinning	of	vaginal	VIAGRA:
UNINTENDED	EFFECTS	FOR	WOMEN	Viagra	has	been	touted	as	a	wonder	drug	for	men,	with	flashy	ads	typically	featuring	a	romantic	man	and	woman.	The	benefits	described	by	the	ads	have	been	empirically	supported.	For	example,	a	1998	study	of	over	500	men	reported	in	the	New	England	Journal	of	Medicine	confirmed	Viagra’s	effectiveness.
The	most	common	side	effects	were	headache,	flushing,	and	disturbed	digestion.	For	men	and	their	partners	who	have	been	frustrated	by	impotence,	the	side	effects	are	undoubtedly	viewed	as	minor	irritants.	About	20	percent	of	men,	however,	do	not	experience	any	benefits	from	taking	Viagra.	Newer	drugs	such	as	Levitra	and	Cialis	are	advertised
to	be	more	vigorous	and	longer-lasting.	Viagra	is	sometimes	prescribed	for	women,	and	has	resulted	in	marked	improvement	in	arousal,	orgasm,	and	sexual	enjoyment.	However,	Viagra	does	not	alter	women’s	sexual	desire,	which	is	a	key	factor	in	older	women’s	sexuality	and	sexual	satisfaction	(American	Federation	for	Aging	Research,	2000).	walls
and	loss	of	vaginal	elasticity	may	render	intercourse	somewhat	more	painful,	but	these	effects	can	be	minimized	by	sexual	regularity	and	use	of	lubricants.	Instead,	older	women’s	sexuality	tends	to	be	influenced	more	by	sociocultural	expectations	than	by	physiological	changes—by	the	limited	number	of	available	male	partners	for	heterosexual
women,	societal	stigma	associated	with	lesbian	relations,	and	Western	cultural	definitions	of	older	women	as	asexual	and	unattractive,	especially	to	younger	partners.	These	psycho-social	barriers	are	discussed	more	fully	later	in	this	chapter.	Men	and	Age-Related	Physiological	Changes	Relatively	little	attention	has	been	given	to	men’s	hormonal
rhythms	compared	to	women’s.	One	reason	for	this	is	that	men	generally	maintain	their	fertility	and	their	capacity	to	father	children	as	they	age,	making	hormonal	and	sexual	changes	259	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	less	abrupt	and	visible.	There	is,	however,	increasing	evidence	that	male	menopause,	or	viropause,	occurs	and
can	affect	the	psychological,	interpersonal,	social,	and	spiritual	dimensions	of	a	man’s	life.	Nevertheless,	the	male	climacteric	differs	from	women’s	in	two	significant	ways:	it	occurs	8	to	10	years	later	than	for	women,	and	it	progresses	at	a	more	gradual	rate.	This	is	because	the	loss	of	testosterone	(approximately	1	percent	per	year	on	average),	while
varying	widely	among	men,	is	not	as	dramatic	or	as	abrupt	as	the	estrogen	depletion	for	menopausal	women.	Effects	of	this	loss	of	testosterone	include:	•	•	•	•	•	loss	of	erection	during	sexual	activity	reduced	muscle	size	and	strength	decreased	levels	of	calcium	in	the	bones	declining	response	by	the	immune	system	lessened	sexual	response,
particularly	inability	to	climax	•	reduced	desire	for	sex,	along	with	increased	anxiety	and	fear	about	sexual	performance	•	fatigue,	irritability,	indecisiveness,	depression,	loss	of	self-confidence,	listlessness,	poor	appetite,	and	problems	of	concentration	•	increased	relationship	problems	and	arguments	with	partners	over	sex,	love,	intimacy,	and	use	of
medications	(Diamond,	1997;	Lindau	et	al.,	2007)	These	changes,	which	occur	in	varying	degrees,	require	some	adaptation.	But	they	do	not	necessarily	interfere	with	sexual	performance	nor	intrinsically	reduce	sexual	enjoyment.	The	normal	physiological	changes	that	characterize	men’s	aging	can	alter	the	nature	of	the	sexual	response.	The
preorgasmic	plateau	phase,	or	excitement	stage,	increases	in	length,	so	that	response	to	sexual	stimulation	is	slower.	An	erection	may	take	longer	to	achieve	and	may	require	more	direct	stimulation.	For	example,	in	18-year-old	males,	full	erection	is	achieved	on	stimulation	in	an	average	of	3	seconds.	At	age	45,	the	average	time	is	18	to	20	seconds,
while	it	may	take	a	75-year-old	man	5	minutes	or	more.	Erections	tend	to	be	less	full	and	firm	with	age.	The	two-stage	orgasm—the	260	POINTS	TO	PONDER	Imagine	the	appeal	of	a	typical	Internet	ad	to	some	older	men:	Internet	Advertising	of	Herbal	Viagra—No	prescription,	no	doctor,	less	than	$1	a	pill	Welcome	to	the	new	sexual	revolution.	It’s
the	all-natural	male	potency	and	pleasure	pill	that	men	everywhere	are	buzzing	about.	Herbal	V	is	safe,	natural,	and	specifically	formulated	to	help	support	male	sexual	function	and	pleasure.	You	just	take	two	easy-to-swallow	tablets	one	hour	before	sexual	activity	.	.	.	Herbal	V—bringing	back	the	magic.	sense	of	ejaculation	followed	by	actual	semen
expulsion	that	is	experienced	by	younger	males—often	blurs	into	a	one-stage	ejaculation	for	older	men.	Yet	these	erectile	changes	do	not	necessarily	alter	a	man’s	sexual	satisfaction	(Blonna	&	Levitan,	2000;	DeLamater	&	Friedrich,	2002;	Lindau	et	al.,	2007).	AGE-RELATED	PHYSIOLOGICAL	CHANGES	IN	SEXUAL	FUNCTION	Normal	Changes	in
Aging	Women	•	•	•	•	•	•	Reduction	in	vaginal	elasticity	and	lubrication	Thinning	of	vaginal	walls	Slower	response	to	sexual	stimulation	Longer	preorgasmic	plateau	phase	Fewer	and	less	intense	orgasmic	contractions	Rapid	return	to	prearousal	state	after	orgasm	Normal	Changes	in	Aging	Men	•	Erection	may	require	more	direct	stimulation	•
Erection	is	slower,	less	full,	and	disappears	quickly	after	orgasm	•	Orgasm	is	experienced	more	rapidly,	less	intensely,	and	more	spasmodically	•	Decreased	volume	and	force	of	ejaculation	•	Increased	length	of	time	between	orgasm	and	subsequent	erections	(longer	refractory	period)	•	Occasional	lack	of	orgasm	during	intercourse	•	More	seepage	or
retrograde	ejaculation	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	Another	physiological	change	is	that	orgasm	is	experienced	less	intensely	and	more	spasmodically	and	rapidly	by	older	men,	occurring	every	second	or	third	act	of	intercourse	rather	than	every	time.	The	length	of	time	between	orgasm	and	subsequent	erections	increases	(i.e.,
the	refractory	period	after	ejaculation,	before	a	second	ejaculation	is	possible,	is	longer).	Although	these	changes	may	alter	the	nature	of	the	sexual	experience,	none	of	them	causes	sexual	inactivity	or	impotence.	As	a	result,	the	subjectively	appreciated	levels	of	sensual	pleasure	may	not	diminish	(Bortz	&	Wallace,	1999a,	1990b;	Masters	&	Johnson,
1981).	In	recent	years,	there	has	been	increasing	attention	to	hormones	such	as	DHEA,	which	are	produced	by	the	adrenal	glands,	the	brain,	and	the	skin,	to	revive	men’s	sexual	interest.	Older	gay	men	experience	many	of	the	same	physiological	factors	that	affect	sexual	functions	as	their	heterosexual	counterparts,	but	these	changes	do	not	eliminate
the	need	and	desire	for	sexual	intimacy	with	another	man.	As	they	age,	gay	men	tend	to	focus	more	on	their	partner,	less	on	experiencing	an	orgasm,	and	while	sexual	frequency	declines,	sexual	activity	becomes	more	satisfying	and	relaxed	(Wierzalis	et	al.,	2006).	Although	not	an	inevitable	consequence	of	aging,	erectile	dysfunction,	or	impotence
(i.e.,	an	inability	to	get	and	sustain	an	erection),	is	the	chief	sexual	problem	experienced	by	older	men.	(Note	that	erectile	dysfunction	is	a	more	accurate	medical	term	than	impotence,	although	the	two	terms	are	used	interchangeably	here.)	In	the	NSHAP	survey,	37	percent	of	men	reported	difficulty	in	achieving	or	maintaining	an	erection,	while	90
percent	were	bothered	by	erectile	dysfunction	(Lindau	et	al.,	2007).	In	the	2004	AARP	survey,	24	percent	of	older	male	respondents	had	been	diagnosed	with	erectile	dysfunction.	Most	dysfunction	is	caused	by	disease	or	by	ageinduced	deterioration	of	the	blood	vessels.	Other	causes	are	low	testosterone	levels	and	excess	tobacco,	drug	or	alcohol	use.
Older	men	and	their	partners	need	to	be	informed	that	erectile	dysfunctions	are	both	common	and	treatable.	Although	impotence	and	lowered	testosterone	levels	are	not	significantly	correlated,	declines	in	DHEA	levels	with	aging	appear	to	be	associated	with	erectile	dysfunction	(American	Prostate	Society,	2003).	Despite	the	underlying	pathologies
frequently	associated	with	impotence,	it	tends	to	be	underdiagnosed	because	of	the	embarrassment	and	reluctance	of	some	older	men	and	their	health	care	providers	to	discuss	sexual	matters	candidly.	Since	medical	treatments	can	be	effective	in	altering	erectile	dysfunction,	health	care	providers	must	rule	out	any	physiological	reasons	for
impotence,	which	tend	to	be	more	important	than	psychosocial	factors	(NIA,	2009).	Physical	risk	factors	include	cardiovascular	disease,	the	effects	of	drugs	(especially	antihypertensives,	antidepressants,	and	tranquilizers),	diabetes,	hypertension,	endocrine	or	metabolic	disorders,	neurological	disorders,	depression,	alcohol,	or	prostate	disorders.
Most	types	of	prostate	surgery	do	not	cause	impotence,	as	discussed	in	the	next	section.	In	recent	years,	new	ways	to	treat	impotence	have	drawn	increased	attention.	The	marketing	of	a	wide	range	of	products	reflects,	in	part,	drug	companies’	awareness	of	baby	boomers’	buying	power	and	their	greater	openness	to	talking	about	and	wanting	to
experience	sexual	pleasure	than	prior	cohorts	of	older	men.	Clinical	trials	of	sexupharmaceuticals,	such	as	Sildenafil	or	Viagra,	found	that	60	to	80	percent	of	the	men	with	varying	degrees	of	impotence	who	participated	benefited	in	terms	of	increased	sexual	satisfaction	and	improved	relationships	with	their	partners.	However,	only	8	percent	of	men
and	2	percent	of	women	age	65	and	older	reported	that	they	had	taken	any	medicine,	hormone,	or	other	treatment	to	enhance	sexual	performance	(AARP,	2004).	This	suggests	that	more	attention	should	be	given	to	the	psychological	factors	related	to	intimacy	and	sexual	enjoyment	in	old	age,	not	just	to	medical	solutions.	As	noted	earlier,	one
potential	negative	impact	of	Viagra	and	other	erectile	dysfunction	drugs	is	reinforcing	the	cultural	expectations	that	aging	men	are	required	to	retain	their	youthful	virility	(Gross	&	Blundo,	2005).	A	theme	of	this	chapter	is	that	sexuality	for	261	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	older	men	must	be	expanded	to	include	more	than
erection	and	ejaculation	during	intercourse,	and	both	partners’	needs	must	be	considered.	For	example,	health	care	providers	and	counselors	must	encourage	couples	to	communicate	their	fears	about	impotence	and	suggest	how	they	can	openly	enjoy	fulfilling	sexual	experiences	and	intimacy	without	an	erection,	including:	•	oral	medications	that
cause	erections	•	pellets	inserted	into	the	urethra	with	an	applicator	that	dilate	the	arteries	and	relax	the	erectile	tissues,	thereby	triggering	involuntary	erections	•	injection	therapy	•	vacuum	pumps	•	penile	implants	•	vascular	surgery	However,	fewer	than	50	percent	of	men	with	erectile	dysfunction/impotence	obtain	treatment	for	this	condition
(AARP,	2004).	Chronic	Diseases	and	Sexuality	Sexuality	is	generally	associated	with	physical	and	psychological	well-being,	including	being	physically	active	and	fit.	Since	sexual	response	requires	the	coordination	of	multiple	systems	of	the	body—	hormonal,	circulatory,	and	nervous	systems—if	any	of	these	are	disrupted,	sexual	functioning	can	be
affected.	As	a	result,	chronic	diseases	can	play	a	major	role	in	the	decline	of	sexual	function,	and	are	often	cited	as	a	reason	for	refraining	from	sexual	activity	(Nusbaum,	Hamilton,	&	Lenahan,	2003).	Even	when	illness	and	functional	disability	do	not	directly	affect	the	sexual	organs	themselves,	systemic	diseases	can	influence	sexual	functioning	for
the	following	reasons:	•	their	effects	on	mediating	physiological	mechanisms	such	as	hypertension	and	arrhythmia	•	chronic	pain	•	complications	from	medications,	especially	from	antihypertensive	drugs	262	•	negative	effects	on	well-being	and	selfperceptions	•	the	all-consuming	distraction	of	the	illness	or	functional	disability	may	deplete	the
emotional	energy	needed	for	sexual	interest	and	responsiveness	(NIA,	2002)	Given	these	factors,	it	is	not	surprising	that	30	percent	of	older	men	and	16	percent	of	older	women	cite	better	health	as	something	that	would	improve	their	satisfaction	with	their	sex	lives	(AARP,	2004).	In	the	NHSAP	survey,	poor	health	was	a	primary	factor	affecting
sexual	activity.	Respondents	who	rated	their	health	as	fair	or	poor	had	a	higher	prevalence	of	sexual	problems,	such	as	difficulty	with	erection	or	lubrication,	pain,	and	lack	of	pleasure	compared	to	those	who	rated	their	health	as	excellent	to	good.	The	most	commonly	reported	reason	for	sexual	inactivity	was	the	man’s	physical	health	(Lindau	et	al.,
2007).	As	is	true	across	the	life	course,	elders’	personal	characteristics	combined	with	the	specific	challenges	imposed	by	an	illness	influence	how	they	adjust	to	disease	and	respond	to	treatment.	Accordingly,	how	individuals	appraise	threats	to	sexual	identity,	sexual	intimacy,	body	image,	and	control	over	bodily	functions	determines	the	nature	of
their	adaptive	responses	(Shiavi,	1999).	How	older	people	approach	sexual	losses	entailed	by	chronic	illness	probably	reflects	how	they	have	coped	with	other	losses	throughout	their	lives.	Fortunately,	health	care	providers	now	know	more	about	how	adults	can	compensate	for	disease	and	disability	to	maintain	sexually	satisfying	lives,	as	shown	in	the
box	on	the	next	page	regarding	psychological	treatment	of	sexual	problems.	There	is	also	growing	recognition	that	sexual	activity	can	be	an	important	part	of	recovery	from	a	major	illness	or	surgery	and	is	a	minimal	risk	to	a	person’s	health	(Nusbaum	et	al.,	2003;	Pangman	&	Seguire,	2000).	In	this	section,	the	chronic	illnesses	that	commonly	affect
sexual	functioning—	diseases	of	the	prostate	or	heart,	diabetes,	strokes,	degenerative	and	rheumatoid	arthritis,	depression	and	dementia—are	briefly	discussed.	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	NONMEDICAL	APPROACHES	TO	SEXUAL	LIMITATIONS	ASSOCIATED	WITH	CHRONIC	ILLNESS:	SUGGESTIONS	FOR	HEALTH	CARE
PROVIDERS	•	Provide	information	about	normal	sexual	responses	and	the	impact	of	the	illness	on	sexual	function.	•	Create	a	welcoming,	open	atmosphere,	encouraging	elders	to	talk	about	sexual	concerns.	•	Emphasize	acceptance	of	a	wide	range	of	sexual	behaviors	that	enhance	mutual	pleasure	and	intimacy,	rather	than	focusing	on	intercourse.	•
Review	medications	that	may	interfere	with	sexual	fulfillment.	•	Increase	mutual	communication	about	sexual	preferences	and	needs.	•	Facilitate	the	elder's	patient’s	accommodation	to	the	limitations	imposed	by	the	chronic	illness.	•	Create	living	arrangements	that	support	sexual	intimacy	between	partners,	including	rooms	with	doors	that	can	be
closed.	More	than	50	percent	of	men	age	65	and	older	have	some	degree	of	prostate	enlargement,	known	as	benign	prostatic	hypertrophy	(BPH),	and	experience	some	prostate	difficulties,	usually	inflammation	or	enlargement	of	the	prostate	gland,	pain	in	the	urogenital	area,	and	urinary	flow	dysfunction	(Bostwick,	MacLennan,	&	Larson,	1996;
Diamond,	1997).	Infections	can	be	successfully	treated	with	antibiotics,	and	new	drugs	are	available	to	shrink	the	prostate.	Some	prostate	problems	can	be	reduced	through	simple	treatments	such	as	warm	baths	and	gentle	massage	or	antibiotics.	However,	when	urination	is	severely	restricted	or	painful,	surgery	is	necessary.	After	surgery,	semen	is
no	longer	ejaculated	through	the	penis,	but	is	pushed	back	into	the	bladder	and	later	discharged	in	the	urine.	After	healing	occurs,	the	capacity	to	ejaculate	and	fertility	may	return	in	some	men.	The	feeling	of	orgasm	or	climax	can	still	be	present,	and	sexual	pleasure	is	not	inevitably	lessened.	Prostate	cancer,	the	most	common	male	cancer,	affects
one	in	eight	American	men.	The	rate	at	which	this	cancer	kills	men	is	similar	to	that	of	breast	cancer	in	women.	About	80	percent	of	all	prostate	cancers	are	found	in	men	age	65	and	older.	Because	men	who	have	a	family	history	of	prostate	cancer	and	African	American	men	are	at	increased	risk	of	developing	it,	these	two	groups	should	have	more
frequent	screening	exams.	A	major	problem	in	diagnosis	is	that	prostate	cancer	may	have	no	symptoms	in	its	early	and	middle	stages	while	it	is	confined	to	the	prostate	gland	and	more	likely	to	be	amenable	to	treatment.	After	it	spreads,	symptoms	include	pain	or	stiffness	in	the	lower	back,	hips,	or	upper	thighs.	Because	the	early	symptoms	are	often
masked,	the	American	Cancer	Society	recommends	that	all	men	40	years	of	age	and	older	have	an	annual	rectal	exam,	and	that	men	age	50	and	older	receive	an	annual	prostate	specific	antigen	(PSA)	test	(American	Federation	for	Aging	Research,	2000;	Gallagher	&	Gapstur,	2006).	The	most	extreme	but	effective	treatment	for	prostate	cancer	is
radical	perineal	prostatectomy,	which	includes	cutting	nerves.	Although	most	prostate	cancer	treatments	do	not	cause	impotence,	irreversible	erectile	dysfunction	and	incontinence	can	result	from	radical	prostatectomy.	Some	researchers	have	found	that	potency	and	continence	outcomes	from	surgery	may	be	similar	to	other	forms	of	treatment	for
prostate	cancer	(Han	et	al.,	2004;	Peschel	&	Colberg,	2003).	Nervesparing	surgery	has	also	been	developed	and	may	reduce	the	incidence	of	impotence	among	some	men	who	undergo	radical	prostatectomy.	Of	course,	the	urologist’s	priority	is	to	rid	the	patient	of	cancer	tissue,	and	nerves	very	close	to	the	prostate	gland	must	often	be	severed.
Nevertheless,	even	in	these	cases,	men	who	have	lost	their	normal	physiologic	response	can	still	achieve	orgasm	(Donatucci	&	Greenfield,	2006;	Harris,	Weiss,	&	Blaivas,	2004;	Rogers	et	al.,	2006;	Saranchuk	et	al.,	2005).	Fortunately,	there	are	an	increasing	number	of	alternatives	for	early	prostate	cancer,	such	as	radioactive	pellet	implantation,
cryotherapy,	other	forms	of	radiation	therapy,	and	microwave	energy	263	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	(to	produce	heat	that	can	destroy	cancer	cells).	Other	promising	developments	are	the	clinical	testing	of	a	variety	of	vaccinations;	brachytherapy,	which	precisely	places	radioactive	seeds	into	the	prostate	gland	to	kill	cancer
cells	and	reduces	the	rates	of	impotence	and	incontinence;	and	new	chemotherapy	regimens	that	have	improved	survival	rates	(Doust	et	al.,	2004;	Gallagher	&	Gapstur,	2006;	Han	et	al.,	2004;	Peschel	&	Colberg,	2003;	Swanson,	2006).	More	research	is	needed	on	the	effectiveness	of	new	options	to	restore	sexual	functioning	after	treatment	of	the
cancer	such	as	penile	implants	and	smooth	muscle	relaxants	that	are	injected	into	the	penis	to	reverse	the	period	after	impotence.	Health	care	providers	must	offer	older	men	as	much	information	as	possible	about	the	implications	of	prostate	surgery,	radiation,	and	hormonal	treatments	for	sexual	functioning.	In	some	instances,	men	with	prostate
cancer	place	more	weight	on	quality-of-life	considerations	than	on	improving	survival	through	aggressive	treatment,	even	though	survival	rates	are	greater	for	men	who	choose	a	definitive	therapy	(Afrin	&	Ergul,	2000;	McNeel	&	Disis,	2000;	Tward	et	al.,	2006;	Van	Tol-Geerdink	et	al.,	2006).	Although	prostate	surgery	does	not	cause	impotence	in	the
majority	of	cases,	between	5	and	40	percent	of	men	who	have	undergone	such	surgery	can	no	longer	achieve	an	erection	In	addition,	because	treatment	of	prostate	cancer	often	involves	methods	that	lower	testosterone	levels	or	block	the	effects	of	testosterone,	a	large	percent	of	men	undergoing	such	treatment	lose	their	sexual	desire,	and	up	to	40
percent	actually	experience	hot	flashes	(Gotay,	Holup,	&	Muraoka,	2002).	In	some	instances,	a	man’s	postoperative	“impotence”	may	be	a	convenient	excuse	for	not	engaging	in	sexual	activity	or	may	represent	fears	of	additional	illness.	When	this	occurs,	psychological	factors	need	to	be	addressed	through	counseling,	and	couples	should	be
encouraged	to	try	alternate	methods	of	sexual	satisfaction.	When	impotence	is	irreversible,	partners	need	to	be	supported	to	pursue	such	alternatives	or	to	consider	a	penile	implant	or	vacuum	pump.	Masturbation,	more	264	leisurely	precoital	stimulation,	and	use	of	artificial	lubricants	can	all	provide	pleasurable	sexual	experiences	for	partners
dealing	with	erectile	dysfunction.	While	most	older	men	fear	that	prostate	surgery	will	interfere	with	their	sexual	functioning	and	satisfaction,	women	may	worry	that	a	hysterectomy	(surgical	removal	of	the	uterus),	an	ovariectomy	(surgical	removal	of	both	ovaries),	or	a	mastectomy	(surgical	removal	of	one	or	both	breasts)	will	negatively	affect	their
sexuality.	In	most	instances,	however,	women’s	sexual	satisfaction	and	long-term	functioning	are	not	affected	by	these	surgeries,	particularly	if	their	partners	are	sensitive	and	supportive.	On	the	other	hand,	some	hormonal	changes	associated	with	a	complete	hysterectomy	may	affect	sex	drive.	When	women	experience	menopause	as	a	result	of	a
hysterectomy—perhaps	earlier	than	the	average	age	of	onset	for	menopause—short-term,	low	dose	hormone	replacement	therapy	is	advisable	except	when	the	hysterectomy	resulted	from	cancer.	More	common	medical	causes	of	male	impotence	than	prostate	surgery	are	arteriosclerosis—	the	vascular	hardening	that	leads	to	heart	attacks	and	strokes
and	diabetes,	particularly	for	lifelong	diabetics.	Anything	that	damages	the	circulatory	system—smoking,	inactivity,	poor	diet—can	cause	erectile	dysfunction.	Older	people	who	have	experienced	a	heart	attack	or	heart	surgery	may	assume	that	sexual	activity	will	endanger	their	lives	and	therefore	must	give	it	up.	Unfortunately,	many	health	care
providers	are	not	sensitive	to	such	fears	and	fail	to	reassure	individuals	that	sexual	activity	can	be	resumed	after	they	undergo	a	stress	test	without	pain	or	arrhythmia	(Nusbaum	et	al.,	2003).	People	who	have	had	a	stroke	may	also	feel	compelled	to	abstain	because	of	an	unfounded	fear	that	sex	could	cause	another	occurrence.	Generally,	strokes	do
not	harm	the	physiology	of	sexual	functioning	or	the	ability	to	experience	arousal.	However,	some	antihypertensive	drugs	can	cause	impotence	or	inhibit	ejaculation.	Fortunately,	ACE	inhibitors	are	a	class	of	antihypertensive	drugs	that	are	reported	to	cause	fewer	side	effects	on	sexual	function.	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE
Diabetes	may	be	associated	with	a	higher	likelihood	of	difficulty	with	erection	(Lindau	et	al.,	2007).	Impotence	in	lifelong	diabetics	occurs	because	diabetes	interferes	with	the	circulatory	and	neurologic	mechanisms	responsible	for	the	supply	of	blood	flowing	to	the	penis	for	erection.	In	such	instances,	a	penile	implant	may	be	an	option.	With	late-
onset	diabetes,	impotence	may	be	the	first	observable	symptom	of	the	disease.	When	the	diabetes	is	under	control,	however,	potency	generally	returns.	The	sexual	functioning	of	women	diabetics	appears	to	be	relatively	unimpaired.	When	diabetes	is	controlled	through	balanced	blood	chemistry,	sexual	problems	other	than	impotence	that	are
attributable	to	the	disease	should	disappear	or	become	less	severe.	Other	less	common	diseases	that	may	cause	erectile	dysfunction	are	illnesses	that	affect	the	vascular	and	endocrine	systems,	kidney	diseases,	and	neurological	lesions	in	the	brain	or	spinal	cord	(Schiavi,	1999;	Zeiss	&	Kasl-Godley,	2001).	Arthritis	does	not	directly	interfere	with
sexual	functioning	but	can	make	sexual	activity	painful.	Some	medications	used	to	control	arthritis	pain	may	also	impede	sexual	desire	and	performance.	Yet	sexual	behavior	can	serve	to	maintain	some	range	of	motion	of	the	limbs	and	joints	and	thereby	reduce	soreness;	it	can	also	stimulate	the	body’s	production	of	cortisone,	which	is	one	of	the
substances	used	to	treat	the	symptoms	of	rheumatoid	arthritis.	Experimenting	with	alternative	positions	can	minimize	pain	during	sexual	intercourse.	A	warm	bath,	massage	of	painful	joints,	and	timing	the	use	of	painkilling	medications	may	also	help	to	control	arthritic	pain.	As	with	most	chronic	diseases,	communication	with	the	partner	about	what
is	comfortable	and	pleasurable	is	essential.	Unfortunately,	the	majority	of	older	adults	with	arthritis	do	not	receive	treatment	that	could	minimize	its	negative	effects	on	sexual	activity	(AARP,	2004;	Nusbaum	et	al.,	2003).	Up	to	70	percent	of	patients	with	depression,	especially	men,	are	estimated	to	experience	sexual	dysfunction.	Depression	also	has
differential	effects	on	sexual	interest,	activity,	and	satisfaction.	On	the	other	hand,	it	is	not	clear	that	depression	causes	erectile	dysfunction;	it	may	be	that	the	depression	is	a	reaction	to	difficulties	in	sexual	functioning.	An	alternative	explanation	is	that	sexual	dysfunction	is	a	side	effect	of	antidepressants	and	therefore	may	be	prevented	or	treated
(Balon,	2006;	Lindau,	2007;	Werneke,	Northey,	&	Bhugra,	2006).	Although	reasons	for	this	association	of	depression	with	sexual	dysfunction	are	unclear,	health	care	providers	should	ask	about	sexual	function	to	identify	problems	early	among	patients	who	exhibit	depressive	symptoms,	as	well	as	those	who	are	taking	antidepressants.	Tailoring
therapy	for	depression	to	minimize	adverse	effects	on	sexual	function	can	improve	patients’	treatment	compliance	and	quality	of	life	(Phillips	&	Slaughter,	2000).	Despite	the	high	prevalence	of	Alzheimer’s	disease	and	other	dementias,	along	with	concerns	expressed	by	partners	and	caregivers,	there	is	limited	empirical	data	about	the	impact	of	these
disorders	on	sexual	function.	Partners	faced	with	early-stage	dementia	may	find	that	sexual	intimacy	remains	a	vital	means	of	communication	and	support.	As	the	dementia	progresses,	however,	changes	in	functional	capacity	and	sexual	expression	can	be	extremely	distressing	to	partners.	Erectile	problems	commonly	occur	among	men	with
Alzheimer’s	disease.	Other	sources	of	distress	are	awkward	sequencing	of	sexual	activity,	requests	for	activities	outside	of	the	couple’s	sexual	repertoire,	and	lack	of	regard	for	the	healthy	partner’s	sexual	satisfaction.	Healthy	partners	are	often	troubled	by	changes	in	the	perceived	nature	of	the	relationship	and	their	own	loss	of	sexual	desire	as	the
disease	progresses,	furthered	by	their	exhaustion	from	being	fulltime	caregivers.	Health	care	providers	need	to	help	couples	deal	with	losses	in	the	relationship	and	changes	in	communication,	sexuality,	and	intimacy	(Kuhn,	2002;	LoboPraabhu	et	al.,	2005).	Although	concerns	have	been	raised	about	whether	sexual	activity	with	a	partner	who	has
dementia	and	cannot	consent	is	unethical	and	in	some	instances	abusive,	it	can	be	argued	that	265	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	LOVING	AND	LETT	ING	GO	When	former	Supreme	Court	Justice	Sandra	Day	O’Connor’s	husband	of	55	years	fell	in	love	with	another	nursing	home	resident,	she	and	her	adult	children	responded	with
compassion	and	selflessness.	After	her	husband’s	years	of	anguish	and	depression	associated	with	his	dementia,	she	was	grateful	that	he	could	find	some	solace	and	happiness	in	his	final	days.	from	a	relationship-centered	perspective,	sexual	activity	between	loving	spouses	is	morally	permissible,	even	if	the	partner	lacks	the	cognitive	ability	to
consent	(Lingler,	2003).	On	the	other	hand,	some	caregivers	of	partners	with	advanced	dementia,	longing	for	their	intimacy	needs	to	be	met,	may	develop	other	close	relationships	(Castle,	2001).	In	such	instances,	health	care	professionals	and	family	members	should	validate	the	healthy	partner’s	need	for	intimacy.	Alternatively,	some	long-term
residents	with	dementia	may	discover	love	among	other	residents,	as	occurred	with	the	husband	of	former	Supreme	Court	Justice	Sandra	Day	O’Connor.	Issues	of	competency	also	arise	when	a	patient	with	dementia	attempts	to	initiate	a	relationship	with	a	new	sexual	partner,	which	may	occur	in	long-term	care	facilities.	Although	such	behavior	may
be	disturbing	to	health	care	providers	and	families,	it	raises	concerns	about	individuals’	rights	as	well	as	the	difficult	task	of	determining	a	person’s	capacity	to	make	informed	judgments	regarding	new	relationships.	Staff	in	such	facilities	often	express	fears	about	inappropriate	sexual	behavior	by	patients	with	dementia.	However,	the	incidence	of
sexually	aggressive	behaviors	toward	staff	or	other	patients	is	actually	quite	low.	This	suggests	that	the	same	degree	of	skill	needed	by	health	care	staff	to	manage	other	symptoms	of	dementia	is	required	to	address	inappropriate	or	ambiguous	sexual	behaviors	if	they	occur.	Training	in	sexual	matters	may	enable	health	care	providers	to	assist	family
members,	as	well	as	patients	themselves,	in	dealing	with	this	266	often-overlooked	aspect	of	Alzheimer’s	disease	and	other	dementias	(LoboPraabhu	et	al.,	2005;	Loue,	2005).	Closely	related	to	the	effects	of	chronic	illness	on	sexuality	are	those	of	drugs,	including	alcohol.	Diagnosing	the	effects	of	substance	use	on	sexuality	may	be	particularly
difficult,	because	drugs	affect	individuals	differently,	and	drug	interactions	frequently	occur.	Drugs	that	inhibit	the	performance	of	any	organ	system	can	alter	sexual	response.	For	men,	some	medications	that	are	prescribed	for	chronic	conditions	may	cause	impotence,	decrease	sexual	drive,	delay	ejaculation,	or	result	in	an	inability	to	ejaculate.
Medications	such	as	SSRIs	that	are	used	to	treat	depression	and	psychosis	are	particularly	likely	to	impair	erectile	functioning	(Balon,	2006).	Of	patients	taking	antipsychotics	such	as	thioridazine,	up	to	49	percent	will	experience	impaired	ejaculation,	and	44	percent	impotence.	Yet	this	is	one	of	the	first	drugs	that	physicians	prescribe	for	older
persons	who	are	agitated,	depressed,	schizophrenic,	or	anxious.	Similarly,	erectile	dysfunction	occurs	in	40	percent	of	cases	involving	the	antidepressant	amoxapine.	As	noted	above,	other	types	of	medications	likely	to	affect	sexual	functioning	are	antihypertensives	used	to	treat	high	blood	pressure,	drugs	to	control	diabetes,	and	steroids.	As	a	whole,
medication	use	and	the	rate	of	adverse	effects	of	drug	therapy	are	consistently	higher	in	older	women	than	in	men	(Gelfand,	2000).	For	women,	drugs	can	be	associated	with	decreased	vaginal	lubrication,	reduced	sexual	drive,	and	a	delay	or	inability	to	achieve	orgasm.	Fortunately,	both	physicians	and	older	people	are	now	more	aware	of	potential
negative	effects	of	drug	regimens	on	sexual	functioning.	Likewise,	more	drugs	are	available	that	do	not	have	negative	side	effects	on	sexual	desire	and	ability.	These	include	ACE	inhibitors	among	the	antihypertensives;	fluoxetine,	trazodone,	and	maprotiline	among	the	antidepressants;	desipramine	among	the	tricyclic	antidepressants;	and	lorazepam,
alprazolam,	and	buspirone	among	antianxiety	agents	(Balon,	2006).	Alcohol	use	can	act	as	a	depressant	on	sexual	ability	and	desire	(Johnson,	Phelps,	&	Cottler,	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	2004).	Alcohol	consumption	affects	male	sexual	performance	at	any	age	by	making	both	erection	and	ejaculation	difficult	to	attain;
consequently,	a	man’s	anxiety	about	performance	may	increase	and	result	in	temporary	impotence.	Prolonged	alcoholism	may	lead	to	erectile	dysfunction	as	a	result	of	irreversible	damage	to	the	nervous	system.	Although	there	is	little	research	on	the	effects	of	alcohol	on	women’s	sexual	performance,	some	women	who	misuse	alcohol	are	found	to
experience	less	sexual	desire	and	no	orgasms.	More	research	is	needed	to	differentiate	the	extent	to	which	alcohol	may	be	a	means	of	coping	with	sexual	problems	or	whether	concerns	about	sexual	performance	are	a	consequence	of	alcohol	misuse	and	contribute	to	sustaining	the	addiction	(Schiavi,	1999).	Psychosocial	Factors	and	Late-Life
Affection,	Love,	and	Intimacy	In	addition	to	the	effects	of	normal	physiological	changes	and	chronic	disease	on	sexual	activity	and	enjoyment,	a	number	of	psychosocial	factors	affect	how	older	people	express	their	sexuality	and	their	self-concept	as	a	sexually	attractive	and	interesting	partner.	These	include:	•	Past	history	of	sexual	activity	and
availability	of	a	partner	•	Fear	of	trying	new	ways	of	expressing	intimacy	other	than	intercourse—such	as	kissing,	holding	and	being	held,	dancing,	massage,	and	masturbation.	•	Emotional	reactions	to	physiological	changes	and	to	illness-	or	doctor-induced	changes	•	Responses	to	others’	attitudes,	including	the	societal	norm	that	one	is	“too	old”	for
sex	•	Societal	misconceptions	regarding	sexuality	in	later	life.	•	Living	arrangements.	For	example,	residents	in	long-term	care	facilities	may	face	structural	barriers	to	sexual	expression,	including	lack	of	privacy	and	available	partners,	and	negative	attitudes	among	staff	and	family.	Even	in	facilities	with	rooms	for	partners,	staff	may	keep	the	doors
open	or	enter	without	knocking.	A	primary	psychosocial	factor,	especially	for	women,	is	the	availability	of	a	partner,	as	illustrated	in	Figure	3.	For	women	in	heterosexual	relationships,	a	central	problem	is	differential	life	expectancy	and	the	fact	that	most	women	have	married	men	older	than	themselves.	Because	of	older	women’s	lower	marriage	and
remarriage	rates,	their	opportuni-	ties	for	sexual	activity	within	heterosexual	relationships	are	dramatically	reduced	with	age.	The	current	cohort	of	older	women,	for	whom	sexual	activity	was	generally	tied	to	marriage,	has	relatively	few	options	for	sexual	relationships.	Unfortunately,	these	options	are	even	more	constrained	by	the	lack	of	socially
approved	models	of	sexuality	for	older	women.	For	many	women,	their	only	models	for	sexuality	may	be	the	young.	In	addition,	the	pairing	of	older	women	Older	adults	find	numerous	ways	to	express	intimacy.	Photodisc/Getty	Images	267	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	100	91	Men	86	Women	60	40	29	18	Married	Unmarried	0
Married	20	Unmarried	Percentage	80	FIGURE	3	Presence	of	a	Regular	Sex	Partner	by	Marital	Status	SOURCE:	American	Association	of	Retired	Persons,	2004	with	younger	men	is	still	relatively	rare.	Women	are	also	more	likely	than	men	to	face	socioeconomic	barriers	to	meeting	new	partners.	When	a	woman	is	preoccupied	with	financial	or	health
worries,	sexual	activity	may	be	a	low	priority.	Gender	differences	in	sexual	interest	and	parti-	cipation	may	also	be	a	barrier	to	finding	satisfying	intimate	heterosexual	relationships.	Women	generally	report	that	the	relational	aspects	of	sexual	activities—having	long	conversations,	taking	leisurely	walks	together,	making	oneself	more	attractive,	and
saying	loving	words—are	more	important	to	them	than	to	men.	Men,	however,	often	view	sexual	activities	such	as	erotic	movies	and	magazines,	sexual	daydreams,	and	physically	intimate	activities	such	as	body	caressing,	intercourse,	and	masturbation,	as	more	important	than	do	women.	Men	tend	to	perceive	women	more	sexually	than	women



perceive	men,	although	women	who	rate	their	partners	as	physically	attractive	also	attribute	positive	qualities	to	their	partner	and	to	the	sexual	interaction	(Johnson,	1997;	Levesque,	Nave,	&	Lowe,	2006).	A	man	who	has	not	had	sexual	intercourse	for	a	long	time	following	the	loss	or	illness	of	a	partner	may	experience	what	has	been	called	widower’s
syndrome.	He	may	have	both	the	desire	and	opportunities	for	sexual	activity,	but	his	phys-	268	iological	system	may	not	respond	and	he	may	be	unable	to	maintain	an	erection.	Because	fear	and	performance	anxiety	tend	to	block	sexual	interest	and	response,	he	may	be	caught	in	a	bind—the	more	he	is	concerned	about	performing	well,	the	harder	he
tries	and	the	more	difficult	it	becomes.	Unhurried,	nondemanding	sexual	interaction	with	an	understanding	partner	can	help	resolve	anxieties	associated	with	widower’s	syndrome.	Similarly,	women	may	face	widow’s	syndrome.	After	a	year	or	more	of	sexual	inactivity,	women	are	likely	to	experience	reduced	elasticity	of	the	vaginal	walls.	With	less
response	to	sexual	stimulation,	vaginal	lubrication	is	slowed.	Although	these	are	all	symptoms	that	arise	from	estrogen	deficiency,	they	become	more	severe	after	a	long	period	of	sexual	abstinence.	For	men	and	women,	frequent	contact	is	important	to	ensure	sexual	responsiveness	and	comfort.	However,	older	adults	grieving	the	loss	of	a	partner	are
initially	unlikely	to	have	the	energy	or	the	interest	in	anyone	else—both	essential	features	of	successful	sexual	activity.	Another	critical	factor	in	the	physical	and	social	environment	is	whether	living	arrangements	in	residential	care	facilities	provide	opportunities	for	expression	of	intimacy.	Lack	of	privacy,	small	single	beds,	negative	staff	THE
IMPORTANCE	OF	CONTINUED	INTIMACY	When	95	year-old	Gene	and	82-year-old	Doris,	both	with	dementia,	developed	a	sexual	relationship	in	a	nursing	home,	Gene’s	son	was	outraged,	believing	that	his	father	didn’t	understand	what	was	going	on	and	was	not	acting	his	age.	The	staff,	however,	tried	to	honor	the	relationship	and	saw	the	benefits
for	both	partners—how	they	lit	up	when	seeing	each	other,	how	they	paid	greater	attention	to	their	appearance,	and	how	they	sat	for	hours	playing	the	piano	and	singing	together.	Nevertheless,	the	son	decided	his	father	should	be	moved	and	neither	adult	be	told	of	this	plan.	Doris	has	now	retreated	to	her	room,	barely	eats	or	drinks,	and	no	longer
plays	the	piano	and	sings.	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	attitudes,	administrative	rules,	and	the	unromantic	atmosphere	of	many	facilities	reduce	the	opportunities	for	residents	to	be	sexually	attracted	or	involved.	On	the	other	hand,	when	conjugal	rooms	are	set	aside,	some	residents	may	be	uncomfortable	using	them,	partially
because	of	critical	staff	or	family	attitudes	(Hu	&	Za,	2006;	Loue,	2005).	Staff	biases	that	older	adults	no	longer	need	sexual	intimacy	may	be	the	greatest	barrier	in	long-term	care	facilities.	If	older	residents	express	a	desire	for	sexual	activity,	staff	may	ignore,	infantilize,	tease,	or	ridicule	them—or	report	it	to	administrators	or	family	members,
thereby	adding	to	a	sense	of	embarrassment.	Other	staff	may	believe	that	chronic	illness	makes	sexual	activities	impossible	or	harmful.	Despite	such	obstacles,	some	residents	in	these	settings	are	sexually	active,	and	others	would	be	if	opportunities	were	available.	The	placement	of	older	persons	in	long-term	care	facilities	does	not	mean	the	end	of
their	sexual	interest.	As	noted	earlier,	even	older	people	with	dementia	in	nursing	homes	may	maintain	the	competency	to	initiate	sexual	relationships	(Hu	&	Za,	2006).	Although	there	are	significant	legal	and	ethical	issues	in	establishing	institutional	policies	and	procedures	to	address	residents’	intimacy	needs,	more	long-term	care	facilities	are
moving	in	this	direction.	These	policies	encompass	residents’	rights	to	privacy,	conjugal	rooms	or	home	visits,	evaluation	of	residents’	concerns	about	sexual	functioning,	encouragement	of	varied	forms	of	sexual	expression,	and	education	for	both	staff	and	residents	about	sexuality	and	aging	(Loue	2005).	POINTS	TO	PONDER	On	the	website	for	your
state’s	Long-Term	Care	Ombudsman,	review	the	Resident	Bill	of	Rights.	To	what	extent	does	it	honor	elders’	desire	for	sexual	intimacy?	How	well	does	it	protect	the	rights	of	LGBT	elders?	To	summarize,	the	psychological	and	social	factors	that	may	affect	sexual	activity	and	satisfaction	among	older	people	include:	•	past	history	of	sexual	activity	•
attitudes	toward	sexual	activities	other	than	intercourse	•	responses	to	physiological	or	illness-induced	changes	•	reactions	to	others’	attitudes	•	availability	of	a	partner,	especially	for	women	•	performance	anxiety,	which	is	often	exacerbated	for	widows	and	widowers	•	opportunities	for	privacy	•	staff	attitudes,	including	heterosexism,	ageism,	and
institutional	policies	Facilitating	Older	Adults’	Intimacy	and	Sexuality	As	noted	throughout	this	chapter,	professionals	play	vital	roles	in	conveying	to	older	individuals	that	sexuality	and	affection	may	be	expressed	in	ways	other	than	only	through	sexual	activity.	Similarly,	intimacy—love,	attachment,	and	friendship—are	cherished	aspects	of	life,	vital	to
an	older	person’s	well-being,	quality	of	life,	and	active	aging.	Avenues	for	expressing	intimacy	are	sensory,	sensual,	and	sexual.	Intimacy	can	involve	flirting,	laughing,	smiling,	communicating	love	through	words,	singing,	touching,	holding	each	other,	as	well	as	genital	expression	(Genevay,	1999).	Touch	is	an	essential	aspect	of	most	intimate
relationships.	The	need	to	be	touched	is	lifelong;	physical	contact	through	touching	and	caressing	is	as	powerful	in	old	age	as	in	infancy,	childhood,	and	early	adulthood.	Since	the	sense	of	touch	is	the	most	basic	sense,	older	individuals	may	rely	on	it	to	a	greater	extent	in	their	social	interactions	than	other	age	groups	(Weil,	2005).	The	desire	to	be
touched	may	lie	just	beneath	an	older	person’s	expression	of	loneliness	or	grief.	A	handclasp	or	a	hand	laid	gently	on	the	shoulder	or	arm,	a	child’s	hug,	or	a	massage	can	all	be	269	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	vital	to	addressing	elders’	needs	for	affection	and	can	increase	their	responsiveness.	Staff	in	residential	settings	must	be
sensitive	to	the	life-affirming	role	of	touch	for	most	elders,	including	those	with	dementia	and	those	who	are	withdrawn	or	disoriented.	On	the	other	hand,	health	care	providers	must	respect	cultural	and	religious	differences	regarding	the	meaning	and	appropriateness	of	touch.	Given	the	importance	of	intimacy,	sexuality,	and	sexual	satisfaction	to
elders’	well-being,	any	clinical	assessment	or	evaluation	should	address	such	issues.	When	an	older	person	raises	concerns	about	sexual	functioning	such	as	impotence,	physicians	must	first	differentiate	potential	physical	causes,	including	medications,	from	psychological	and	relational	ones.	This	can	occur	through	a	careful	medical	and	social	history,
a	thorough	physical	assessment,	and	basic	hormone	tests.	Such	an	approach	helps	to	distinguish	short-term	problems	that	some	individuals	experience—such	as	transitory	erectile	dysfunction—from	problems	that	persist	under	all	circumstances	with	different	sexual	partners	over	a	prolonged	time	period.	It	is	important	for	health	care	providers	to	be
aware	of	their	own	biases	related	to	aging	and	sexuality	and	to	learn	to	recognize	that	the	loss	of	THE	IMPORTANCE	OF	TOUCH	Val,	a	widow	for	12	years,	lives	in	a	central	Boston	neighborhood.	Her	son	and	daughters	live	on	the	West	Coast	and	rarely	see	her.	Fortunately,	her	neighborhood	is	a	close-knit	one,	and	younger	neighbors	keep	an	eye	on
her.	They	are	accustomed	to	seeing	her	out	walking	her	three	small	dogs,	talking	to	the	dogs,	and	giving	them	lots	of	affection.	Last	week,	she	was	out	walking	her	dogs	for	the	first	time	in	3	weeks	after	a	severe	bout	of	flu.	One	of	her	35-year-old	male	neighbors	came	up	to	her,	said	how	glad	he	was	to	see	her,	and	hugged	her.	She	began	to	cry	in
response	to	the	human	warmth	of	the	hug.	It	had	been	nearly	2	years	since	someone	had	hugged	her	like	that.	270	intimacy	may	underlie	other	medical	disorders	such	as	depression.	During	a	psychosocial	evaluation,	concerns	about	sexuality	may	surface	when	health	care	professionals	initiate	discussion	of	multiple	QUESTIONS	FOR	HEALTH
PROVIDERS	TO	ELICIT	ELDERS’	CONCERNS	REGARDING	SEXUALITY	•	Many	people	have	unanswered	questions	or	need	information	about	sexual	functioning.	Would	you	like	to	discuss	any	questions	or	problems	related	to	sex?	•	What	do	you	consider	satisfactory	sexual	function?	•	Are	you	currently	sexually	active	with	men,	women,	or	both?	Was
this	true	in	the	past	as	well?	•	If	active,	how	often	are	you	having	sexual	activity?	•	How	long	ago	did	you	last	engage	in	any	sexual	activity?	•	Are	you	satisfied	with	your	sex	life?	If	not,	why	not?	(Determine	whether	the	patient’s	expectations	are	reasonable.)	•	What	types	of	intimate	relationships	are	most	pleasurable	for	you	(touching,	physical
closeness,	stroking,	petting,	intercourse,	masturbation,	or	oral	sex)?	•	What	types	of	intimate	relationships	do	you	now	engage	in?	•	At	some	time	in	their	lives,	most	people	experience	a	sexual	problem.	What	physical	concerns	or	medical	or	emotional	problems	that	affect	sexual	functioning	have	you	or	your	partner	had?	•	Have	any	of	your	partners
had	sexual	relations	with	someone	engaging	in	high-risk	behaviors	(such	as	using	intravenous	drugs	or	having	sex	with	a	prostitute)?	•	Do	you	have	any	anxieties	about	your	sexual	performance?	•	If	you	have	had	disfiguring	surgery,	do	you	have	any	concerns	about	body	image?	Does	your	partner	have	any	concerns	about	it?	•	How	often	do	you
masturbate?	What,	if	any,	were	your	previous	masturbatory	practices?	•	Do	you	have	any	fear	of	illness	or	death	during	sexual	intercourse?	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	losses	and	loneliness,	what	older	people	miss	in	terms	of	intimacy,	their	history	of	loving	relationships,	and	their	interest	in	establishing	new	intimate
relationships.	Establishing	a	safe	place	for	such	discussions	is	a	vital	first	step.	Unfortunately,	many	health	care	providers	may	be	uncomfortable	or	ill-informed	when	addressing	the	lifelong	intimacy	needs	of	people	as	old	as	their	own	parents	or	grandparents.	They	may	face	time	constraints	in	talking	with	older	adults	because	of	reimbursement
mechanisms	tied	to	the	number	of	patients	seen	in	a	day.	As	a	result,	they	may	be	more	likely	to	prescribe	medications	for	physical	symptoms	such	as	vaginal	dryness	than	to	respond	to	the	older	person’s	emotional	concerns	or	need	for	information	and	reassurance.	In	the	NSHAP	study	of	older	adults’	sexual	behaviors,	only	38	percent	of	men	and	22
percent	of	women	reported	having	discussed	sex	with	a	physician	since	the	age	of	50	(Landeau	et	al.,	2007).	If	health	professionals	are	not	knowledgeable	about	sexuality	in	the	later	years	in	order	to	respond	to	concerns	expressed	by	older	patients,	referral	to	appropriate	experts	is	critical.	Increased	knowledge	of	sexuality	and	aging	among	older
adults	tends	to	be	associated	with	more	accepting	attitudes	and	enhanced	sexual	activity	(Willert	&	Semans,	2000;	Zeiss	&	Kasl-Godley,	2001).	Sex	education	and	opportunities	for	group	discussion	and	support	can	broaden	older	adults’	awareness,	interest,	and	enjoyment	of	a	range	of	sexual	activities.	Alex	Comfort	(1980),	one	of	the	first	health
professionals	to	address	these	issues,	noted	that	sexual	responsiveness	should	be	fostered	but	not	preached.	Health	care	providers	should	use	clear	and	easy-to-understand	terms;	be	openminded,	respectful,	and	nonjudgmental;	and	encourage	discussion.	An	older	person	who	raises	sexual	concerns	may	want	support,	acceptance,	and	a	sympathetic
ear	more	than	anything	else.	Elders	who	are	concerned	about	their	sexual	functioning	should	be	advised	to	focus	on	giving	and	receiving	pleasure	rather	than	on	genital	sex.	As	noted	earlier,	professionals	should	convey	that	there	is	no	prescribed	way	for	sex	to	proceed,	but	that	instead	elders	can	select	from	many	options.	Many	older	people	need	to
be	“given	permission”	to	develop	alternative	definitions	of	sexual	activity	in	order	to	gain	intimacy,	joy,	and	fulfillment	through	a	broad	spectrum	of	sensual	interactions.	When	a	partner	is	not	available,	masturbation	may	be	an	acceptable	approach.	Explicit	discussion	of	masturbation	with	older	people	may	relieve	anxiety	caused	by	earlier	prohibitions
during	their	adolescence	and	young	adulthood.	Alternatively,	professionals	need	to	be	sensitive	to	the	fact	that	some	elders	do	not	want	to	engage	in	any	sexual	activity	and	must	not	put	undue	pressure	on	them	to	take	part	in	or	even	discuss	sexuality.	Taking	account	of	an	older	person’s	values,	culture,	religious	beliefs,	life	experiences,	and	right	to
autonomy	as	they	make	choices	about	their	sexual	behavior	and	sexuality	is	critical.	As	noted	above,	sex	education	is	also	essential	for	other	staff	who	work	directly	with	elders.	For	example,	long-term	care	workers	must	recognize	that	the	desire	for	intimacy	and	closeness	continues	throughout	life	among	SEX	THERAPY	WITH	OLDER	PERSONS	•
Eliminate	or	manage	medical	problems,	including	medication	side	effects,	that	may	directly	impair	genital	functions	or	indirectly	affect	sexual	functioning.	•	Include	practical	behavioral	techniques	in	the	form	of	specifically	structured	sexual	interactions	that	the	couple	can	conduct	in	the	privacy	of	their	home.	•	Emphasize	activities	that	encompass
intimacy,	giving	pleasure,	communicating	with	the	partner,	and	letting	the	partner	know	when	pleasure	or	pain	or	discomfort	is	experienced.	•	Provide	opportunities	to	discuss	problems	encountered	as	well	as	concerns	about	performance.	•	Employ	a	holistic	approach	that	includes	exercise,	nutrition,	and	interventions	to	build	self-esteem	(Kingsberg,
2000).	271	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	heterosexual	and	LGBT	adults,	even	those	with	chronic	disabilities.	With	older	people	who	are	experiencing	memory	loss	or	disorientation,	the	staff	need	to	evaluate	the	elder’s	competence	when	developing	a	care	plan	that	allows	the	expression	of	appropriate	sexual	behavior.	This	includes
assessing	the	older	person’s	awareness	of	the	relationship,	ability	to	avoid	exploitation,	and	understanding	of	potential	risks,	including	family	members’	disapproving	attitudes	(Hu	&	Za,	2006).	Implications	for	the	Future	Compared	to	other	areas,	gerontological	research	on	sexuality	remains	relatively	limited,	suggesting	that	myths	and	discomfort
regarding	sexuality	among	older	adults	may	still	persist.	However,	baby	boomers	are	likely	to	influence	these	attitudes	as	they	age,	just	as	they	are	affecting	nearly	every	aspect	of	our	society.	One	primary	factor	is	that	more	boomers	are	single	than	any	previous	cohort	of	adults	age	40	to	60,	largely	because	of	divorce	or	never	marrying.	And	many	of
them	date	regularly,	although	men	are	more	likely	to	be	looking	for	someone	to	live	with	than	women,	who	tend	to	place	a	higher	value	on	personal	freedom	and	want	to	avoid	additional	caregiving	roles.	Older	boomers	are	also	likely	to	be	more	comfortable	expressing	their	sexuality	than	prior	cohorts	who	were	influenced	by	Victorian-era	values	and
norms	(Henry	&	McNab,	2003;	Kingsberg,	2000).	Boomers’	attitudes	toward	sexuality	were	strongly	colored	by	the	open,	permissive	atmosphere	of	the	1960s.	The	“sexual	revolution,”	along	with	increased	options	for	birth	control,	especially	influenced	women,	giving	them	permission	to	express	their	sexual	needs	and	desires	and	to	be	more	assertive
in	relationships.	Baby	boomers’	preoccupation	with	physical	fitness,	antiaging	treatments,	and	cosmetic	surgery	will	also	affect	their	views	of	sexuality	in	old	age.	Aging	boomers	may	press	for	more	272	research	on	sexual	dysfunction	and	ways	to	manage	the	negative	effects	of	chronic	illness,	disability,	and	medications	on	sexuality.	They	will	view
sexuality	as	a	quality-of-life	issue	that	is	central	to	wellness	and	active	aging	(Henry	&	McNab,	2003).	Recognizing	the	wide	range	of	ways	in	which	sexuality	and	intimacy	can	be	expressed,	they	will	probably	expect	health	care	providers	to	consider	the	sexual	side	effects	of	medications	or	other	treatments	for	health	problems.	Additionally,	they	are
likely	to	ask	for	drugs	such	as	Viagra	that	can	improve	their	sexual	function	and	to	buy	products	to	enhance	their	sexual	pleasure.	Boomers	are	more	likely	than	current	cohorts	of	elders	to	search	online	as	a	way	to	meet	others,	with	some	websites	catering	specifically	to	those	over	age	50.	A	long-range	health	concern,	however,	is	that	the	majority	of
boomers	who	have	sex	regularly	do	not	use	any	protection.	This	is	particularly	problematic	for	women	who	are	at	risk	of	developing	HIV	from	heterosexual	sex	because	their	thinner	vaginal	walls	are	more	susceptible	to	cuts	and	tears.	The	sexual	needs	of	baby	boomer	LGBT	partners	are	likely	to	be	discussed	more	openly;	but	the	incidence	of
unprotected	sex	is	increasing.	Overall,	senior	boomers	are	likely	to	dramatically	alter	our	images	of	sexuality	in	old	age,	push	for	more	opportunities	to	form	intimate	relationships,	and	accept	sexuality	as	a	continuation	of	normal	lifelong	pleasures.	These	trends	point	to	the	importance	of	mental	health	counselors,	medical	personnel,	and	social
workers	acquiring	basic	knowledge	and	skills	regarding	older	adults’	sexuality.	Such	training	needs	to	encompass	attitudes	and	values	as	well,	so	that	professionals	are	more	comfortable	and	sensitive	in	discussing	sexual	issues	with	elders,	including	LGBT	partners.	Increased	professional	knowledge	and	understanding	are	essential	because	older
adults,	like	younger	adults,	are	more	likely	to	be	treated	by	primary	care	providers	or	internists	in	a	wide	range	of	clinical	setting	rather	than	be	seen	by	a	specialist	such	as	a	sex	therapist.	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	Summary	As	highlighted	throughout	this	chapter,	sexuality	is	affected	by	physical,	psychological,	social,	and
disease-related	changes.	The	normal	physiological	changes	that	men	and	women	experience	in	their	sexual	organs	as	they	age	do	not	necessarily	affect	their	sexual	pleasure	or	lead	to	sexual	dysfunction.	Even	chronic	disease	and	disability	do	not	necessarily	eliminate	sexual	capacity.	For	example,	many	older	persons,	after	adequate	medical
consultation,	can	resume	sexual	activity	following	a	heart	attack	or	stroke.	Contrary	to	some	myths	about	sexuality	in	old	age,	many	people	in	their	70s	and	80s	enjoy	sexual	activities,	and	an	even	larger	number	express	their	sexuality	in	a	wide	range	of	intimate	behaviors.	Older	couples	can	adapt	to	age-related	changes	in	sexual	functioning	in	a
variety	of	ways.	Simply	knowing	that	such	changes	are	normal	may	help	older	people	maintain	their	sexual	self-esteem.	For	both	older	men	and	women,	long,	leisurely	foreplay	can	enhance	sexual	response.	Avoiding	alcohol	prior	to	sexual	activity	can	be	helpful,	because	while	alcohol	increases	desire	it	also	decreases	sexual	ability.	Health
professionals	need	to	be	alert	to	medications	that	adversely	affect	sexual	functioning,	such	as	antihypertensives,	tranquilizers,	and	antidepressants.	This	chapter	emphasizes	how	psychosocial	factors	can	have	the	greatest	influence	on	elders’	sexual	behavior.	Myths,	stereotypes,	and	jokes	pervade	views	of	sexuality	in	old	age.	Unfortunately,	societal
expectations	about	reduced	sexual	interest	may	mean	that	older	people	stop	sexual	activity	long	before	they	need	to.	In	future	years,	these	myths	may	change	as	the	media,	gerontologists,	and	other	professionals	convey	the	message	that	sex	is	not	only	permissible	but	desirable	in	old	age.	In	professional	work	with	older	partners,	definitions	of
sexuality	need	to	be	broadened	beyond	sexual	intercourse.	A	variety	of	behaviors—such	as	touching,	kissing,	hugging,	massage,	and	lying	side	by	side—can	contribute	to	sexual	intimacy	and	satisfaction,	even	for	older	persons	in	long-term	care	facilities	and	those	with	dementia.	Touching	older	people—a	handclasp	or	a	back	rub,	for	example—	is
especially	important	in	homebound	and	institutional	settings	but	needs	to	be	tempered	with	awareness	of	cultural	differences.	Professionals	and	family	members	also	need	to	be	attentive	to	barriers	to	expressions	of	sexuality	within	long-term	care	facilities.	Practitioners	need	to	be	sensitive	to	their	clients’	values	and	life	experiences,	and	to	support
them	in	making	their	own	choices	about	their	sexual	behavior	and	expressions	of	sexuality,	including	the	choice	not	to	engage	in	sexual	activity.	Many	of	the	current	cohort	of	oldest-old	grew	up	with	taboos	relating	not	only	to	intercourse	but	also	to	other	forms	of	sexual	activity,	such	as	masturbation.	Hence,	such	older	individuals	are	likely	to	need
encouragement	from	professionals	and	family	members	if	they	are	to	be	free	to	affirm	their	sexuality	and	to	experience	intimacy	with	others.	This	pattern	is	shifting,	however,	with	the	aging	of	the	young-old	and	the	baby	boomers	who	are	more	open	in	their	sexual	attitudes	and	behaviors.	GLOSSARY	climacteric	in	women,	the	decline	in	estrogen
production	and	the	loss	of	reproductive	ability;	in	men,	the	decline	in	testosterone	erection	the	swelling	of	the	penis	or	clitoris	in	sexual	excitement	erectile	dysfunction	inability	to	get	and	sustain	an	erection	hot	flash	a	sudden	sensation	of	heat	in	the	upper	body	caused	by	vasomotor	instability	as	nerves	over-respond	to	decreases	in	hormone	level
during	menopause	impotence	the	inability	to	have	or	maintain	an	erection	intimacy	freedom	to	express	and	respond	to	human	closeness	male	menopause	a	term	that	suggests	a	significant	change	experienced	by	men	as	their	production	of	testosterone	decreases	in	later	life;	although	male	fertility	is	maintained,	some	men	experience	both
psychological	and	physiological	changes	273	LOVE,	INTIMACY,	AND	SEXUALITY	IN	OLD	AGE	menopause	cessation	of	the	menstrual	cycle	orgasm	climax	of	sexual	excitement	penile	implant	a	device	surgically	implanted	in	the	penis	to	reverse	impotence	and	allow	an	erection	perimenopause	unpredictable	menstrual	cycles—up	to	10	years	before
menopause	postmenopause	when	12	months	have	passed	without	a	menstrual	cycle	preorgasmic	plateau	phase	in	men	and	women,	the	phase	of	lovemaking	prior	to	orgasm	and	in	which	sexual	tension	is	at	its	height	prostate	cancer	the	most	common	cancer	among	men	age	65	and	older	prostate	enlargement	growth	of	the	prostate	due	to	changes	in
prostatic	cells	with	age,	which	can	result	in	pain	and	difficult	urination	refractory	period	in	men,	the	time	between	ejaculation	and	another	erection	sex	in	the	narrowest	sense,	a	biological	function	involving	genital	intercourse	or	orgasm;	in	a	broader	sense,	expressing	oneself	in	an	intimate	way	through	a	wide-ranging	language	of	love	and	pleasure	in
relationships	sexuality	feelings	of	sexual	desire,	expression,	and	intimacy,	not	only	sexual	activity	sexupharmaceuticals	prescribed	medications,	such	as	Viagra,	to	treat	men’s	erectile	difficulties	urogenital	atrophy	reductions	in	the	elasticity	and	lubricating	abilities	of	the	vagina	approximately	5	years	after	menopause	viropause	male	menopause
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Multidisciplinary	Perspective,	9/e.	Nancy	R.	Hooyman.	H.	Asuman	Kiyak.	Copyright	©	2011	by	Pearson	Education.	Published	by	Allyn	&	Bacon.	All	rights	reserved.	279	kevinruss/iStockPhoto	Social	Theories	of	Aging	This	chapter	discusses	•	The	theoretical	question	of	what	is	the	optimal	way	for	older	people	to	adapt	to	their	changing	functional
capacity	and	social	and	physical	environments	•	Major	social	theories	of	aging	•	Some	important	factors	related	to	aging	or	age-related	issues	that	serve	as	a	guide	for	further	inquiry	and	suggest	possible	interventions	in	the	aging	process	•	Different	theoretical	lenses	through	which	to	view	and	explain	the	phenomenon	of	aging,	such	as	social
phenomenology,	feminism,	social	constructionism,	and	constructivism	The	Importance	of	Social	Theories	of	Aging	All	of	us	develop	interpretive	frameworks	or	lenses,	based	on	our	experiences,	by	which	we	attempt	to	explain	the	aging	process	and	answer	questions	we	may	wonder	about:	•	What	makes	for	successful,	active,	or	vital	aging?	•	Who
defines	what	is	active	aging?	•	What	are	governmental	roles	and	responsibilities	toward	older	people	in	our	society?	•	What	enhances	older	people’s	life	satisfaction	and	well-being?	We	observe	older	people	in	our	families	and	communities	and	make	generalizations	about	them.	For	example,	some	of	our	stereotypes	of	older	280	SOCIAL	THEORIES	OF
AGING	people	may	be	the	result	of	unconscious	theorizing	about	the	meaning	of	growing	old.	Or,	we	may	devise	our	own	recommendations	for	policies	or	programs	based	on	our	informal	and	implicit	theories.	In	effect,	we	all	develop	theories	based	on	our	own	experiences.	In	contrast	to	our	personal	observations	about	age	changes,	the	scientific
approach	to	theory	development	is	a	systematic	attempt	to	explain	why	and	how	an	age	change	or	event	occurs.	Theory	building—the	cumulative	development	of	explaining	and	understanding	observations	and	findings—represents	the	core	of	the	foundation	of	scientific	inquiry	and	knowledge	(Bengtson,	Gans,	Putney,	&	Silverstein,	2009).	By	using
scientific	methods,	researchers	seek	to	understand	phenomena	in	a	manner	that	is	reliable	and	valid	across	observations,	and	then	to	account	for	what	they	have	observed	in	the	context	of	previous	knowledge	in	the	field.	Scientists	never	entirely	prove	or	disprove	a	theory.	Instead,	through	both	quantitative	and	qualitative	research,	they	gather
evidence	that	may	strengthen	their	confidence	in,	or	move	them	closer	to	rejecting	the	theory	by	demonstrating	that	parts	of	it	are	not	supported.	Scientific	theories	not	only	lead	to	the	accumulation	of	knowledge,	they	also	point	to	unanswered	questions	for	further	research	and	suggest	directions	for	practical	interventions.	In	fact,	a	good	theory	is
practical!	For	example,	some	of	the	biological	theories	of	aging	are	useful	in	guiding	people’s	health	behaviors	and	health	care	services	and	policies.	If	the	theory	is	inadequate,	the	research,	the	intervention,	or	public	policy	may	fail	by	not	achieving	their	intended	goals	(Bengtson	et	al.,	2009).	The	biomedical	study	of	aging,	with	its	emphasis	on
disease	and	decline,	has	dominated	the	disciplinary	development	of	gerontology	since	the	beginning	of	the	twentieth	century.	This	chapter	focuses	on	social	theories	of	aging—explanations	of	changes	in	social	relationships	that	occur	in	late	adulthood—which	are	less	well	developed	than	biological	explanatory	frameworks	but	are	evolving	(Bengtson	et
al.,	2009;	Powell,	2006;	Powell	&	Longino,	2002).	Most	social	gerontological	theories	have	been	formulated	only	since	the	1950s	and	1960s,	and	some	have	not	been	adequately	tested.	In	fact,	some	social	theorists	assert	that	the	theoretical	interpretations	of	aging	are	in	their	infancy	(Estes,	Biggs,	&	Phillipson,	2003).	One	reason	for	what	has	been
called	gerontology’s	theoretically	sterile	nature	is	that	early	research	in	the	field	tended	to	be	applied	rather	than	theoretical;	it	attempted	to	solve	problems	facing	older	people.	Researchers	were	concerned	with	individual	life	satisfaction	and	older	people’s	adjustment	to	the	presumably	“natural”	conditions	of	old	age—retirement,	ill	health,	or
poverty—which	resulted	in	the	definition	of	aging	itself	as	a	problem	(Biggs	&	Powell,	2001;	George,	1995;	Powell,	2006).	Despite	their	relatively	recent	development,	social	theories	of	aging	can	be	classified	into	first,	second,	and	third	generations,	first	and	second	transformations	of	theoretical	development,	or	evolution	of	new	modes	of
consciousness.	Others	categorize	early	theories	as	modernist,	later	ones	as	postmodernist	(Bengtson	et	al.,	2009;	Lynott	&	Lynott,	1996;	Powell,	2006).	The	order	in	which	theories	are	presented	in	this	chapter	basically	reflects	the	temporal	dimensions	of	this	intellectual	history.	Although	there	is	some	overlap	of	the	central	theoretical	concepts
across	time,	the	later	social	theories	are	distinguished	by	a	shift	from:	•	a	focus	on	the	individual	to	structural	factors	(e.g.,	societal	institutions	and	social	ranks)	and	interactive	processes	that	affect	aging,	and	•	largely	quantitative	methods	in	the	positivist	scientific	tradition	of	seeking	to	understand	“objective”	reality	to	a	range	of	more	qualitative
methodologies	that	aim	to	understand	the	individual	interpretations	and	meanings	of	age-related	changes	among	those	experiencing	them.	281	SOCIAL	THEORIES	OF	AGING	Social	Gerontological	Theory	before	1961:	Role	and	Activity	Early	social	gerontological	research	tended	to	be	organized	around	the	concept	of	adjustment,	with	the	term
“theory”	largely	absent	from	the	literature	(Lynott	&	Lynott,	1996).	The	perspectives	on	roles	and	activities,	however,	later	came	to	be	called	theories.	Identified	as	functionalist	gerontology	because	of	its	emphasis	on	the	consequences	of	role	loss,	theories	of	adjustment	focused	on	personal	characteristics	(e.g.,	health,	personality,	etc.)	as	well	as
society’s	demands	on	and	expectations	of	the	aging	individual.	“Growing	old”	was	conceptualized	as	the	person	encountering	problems	of	adjustment	due	to	role	changes	in	later	life.	Role	and	activity	theories	not	only	postulated	how	individual	behavior	changes	with	aging,	but	also	implied	how	it	should	change	(Powell,	2006).	These	early	classic
theories	are	described	here	because	of	their	influence	on	the	field,	even	though	some	of	them	are	no	longer	salient	nor	supported	by	empirical	evidence.	role	of	volunteer,	employee	or	student).	Age	alters	not	only	the	roles	expected	of	people,	but	also	the	manner	in	which	they	are	expected	to	play	them.	For	example,	a	family’s	expectations	of	a	32-
yearold	mother	are	quite	different	from	those	of	the	same	woman	at	age	82.	How	well	individuals	adjust	to	aging	is	assumed	to	depend	on	how	well	they	accept	the	role	changes	presumed	to	be	typical	of	the	later	years.	Age	norms	serve	to	open	up	or	close	off	the	roles	that	people	of	a	given	chronological	age	can	play.	Age	norms	are	assumptions	of
age-related	capacities	and	limitations—beliefs	that	a	person	of	a	given	age	can	and	ought	to	do	certain	things.	As	an	illustration,	a	79-year-old	widow	who	starts	dating	a	younger	man	may	be	told	by	family	members	that	she	should	“act	her	age.”	Her	behavior	is	viewed	as	not	age	appropriate.	Norms	may	be	formally	expressed	through	social	policies
and	laws	(e.g.,	mandatory	retirement	policies	that	have	been	mostly	eliminated	in	the	U.S.	but	still	exist	for	some	jobs).	Typically	however,	they	operate	ROLE	LOSS:	GIVING	UP	THE	CAR	KEYS	Role	Theory	One	of	the	earliest	attempts	to	explain	how	individuals	adjust	to	aging	involved	an	application	of	role	theory	(Cottrell,	1942).	In	fact,	this	theory
has	endured	partly	because	of	its	applicable	and	self-evident	nature.	Individuals	play	a	variety	of	social	roles	across	the	life	course,	such	as	student,	mother,	wife,	daughter,	businesswoman,	and	grandmother.	Such	roles	identify	and	describe	a	person	as	a	social	being	and	are	the	basis	of	selfconcept	and	identity.	They	are	typically	organized
sequentially,	so	that	each	role	is	associated	with	a	certain	age	or	stage	of	life.	In	most	societies,	especially	Western	ones,	chronological	age	is	used	to	determine	eligibility	for	various	positions,	to	evaluate	the	suitability	of	different	roles,	and	to	shape	expectations	of	people	in	social	situations.	Some	roles	have	a	reasonable	biological	basis	related	to
age	(e.g.,	the	role	of	mother),	but	many	can	be	filled	by	individuals	of	a	wider	age	range	(e.g.,	the	282	A	major	role	loss	for	many	older	people,	especially	older	men,	is	that	of	driver.	Families	often	worry	about	an	older	relative’s	driving,	especially	if	he	or	she	has	had	a	minor	accident	or	some	near	collisions.	They	fear	that	their	older	relative	will	cause
a	major	accident	as	a	result	of	slow	driving	or	abrupt	shifting	of	lanes	without	first	signaling.	Yet	the	older	driver	often	refuses	to	stop	driving,	blaming	close	calls	on	other	drivers,	poor	brakes,	or	road	conditions.	The	driver	may	deny	the	problem	and	resist	giving	up	the	keys,	because	the	loss	of	the	driver	role	carries	many	consequences:	loss	of
independence,	identity,	personal	satisfaction,	the	ability	to	carry	out	daily	tasks,	and	the	sense	of	personal	power	and	control.	For	most	older	people,	losing	one’s	ability	to	drive—to	go	where	they	want	when	they	want—is	a	major	role	transition,	symbolizing	loss	of	autonomy.	Any	efforts	to	convince	an	older	driver	to	give	up	the	car	keys	must	take
account	of	what	such	loss	of	the	driver	role	subjectively	means	to	that	individual.	SOCIAL	THEORIES	OF	AGING	informally.	For	example,	even	though	employers	cannot	legally	refuse	to	hire	an	older	woman	because	of	her	age,	they	can	assume	that	she	is	too	old	to	train	for	a	new	position.	Individuals	also	hold	norms	about	the	appropriateness	of
their	own	behavior	at	any	particular	age,	so	that	social	clocks	become	internalized	and	age	norms	operate	to	keep	people	on	a	time	track	(Hagestad	&	Neugarten,	1985).	Most	people	in	American	society,	for	example,	have	age-normative	expectations	about	the	appropriate	age	at	which	to	graduate	from	school,	start	working,	marry,	have	a	family,
reach	the	peak	of	their	career,	and	retire.	These	expectations	have	been	markedly	shifting	among	baby	boomers	and	their	children	however,	with	more	persons	marrying	later,	more	entering	second	or	third	careers	in	middle	age,	and	more	adult	children	facing	difficulties	in	“launching.”	Every	society	conveys	age	norms	through	socialization,	a
lifelong	process	by	which	individuals	learn	to	perform	new	roles,	adjust	to	changing	roles,	relinquish	old	ones,	learn	a	“social	clock”	of	what	is	age	appropriate,	and	thereby	become	integrated	into	society.	Older	adults	become	socialized	to	new	roles,	such	as	grandparenting.	In	addition,	they	must	learn	to	deal	with	role	losses,	such	as	the	loss	of	the
spouse	or	partner	role	by	widowhood	or	divorce,	or	the	worker	role	with	retirement.	These	losses	can	lead	to	an	erosion	of	identity	and	self-esteem	(Rosow,	1985).	Older	people	may	also	experience	role	discontinuity,	whereby	what	is	learned	at	one	age	may	be	useless	or	conflict	with	role	expectations	at	a	later	age.	For	example,	learning	to	be	highly
productive	in	the	workplace	may	be	antithetical	to	adjusting	to	more	ambiguous	and	undefined	roles	in	retirement.	Nevertheless,	older	adults	often	display	considerable	flexibility	in	creating	or	substituting	roles	in	the	face	of	major	life	changes.	In	fact,	a	process	of	role	exit	has	been	identified,	whereby	individuals	discard	roles	that	have	been	central
to	their	identity,	such	as	the	employee	role.	Interventions	such	as	retirement	planning	can	encourage	a	process	of	gradually	ceasing	to	identify	with	the	worker	role,	shifting	to	civic	engagement	or	a	different	career	(Ekerdt	&	DeViney,	1993).	Some	older	people	lack	desirable	role	options.	Until	recently,	few	positive	role	models	existed;	those	in	the
media	and	the	public	realm	have	tended	to	be	youthful	in	appearance	and	behavior,	maintaining	middle-age	standards	that	can	hinder	adapting	to	old	age,	especially	for	those	who	have	chronic	health	conditions.	In	addition,	some	groups,	particularly	women	and	elders	of	color,	may	lack	the	resources	to	move	into	new	roles	or	to	emulate	younger,
physically	fit	models.	Fortunately,	POINTS	TO	PONDER	Within	a	5-year	age	range,	how	would	you	respond	to	the	following	questions	for	most	people,	for	your	parents,	and	for	yourself	?	If	your	responses	differ	across	these	three	groups,	reflect	upon	why	there	are	disparities.	What	does	this	tell	you	about	how	you	view	aging?	Best	age	for	a	man	to
marry	Best	age	for	a	woman	to	marry	When	most	people	should	become	grandparents	When	most	men	should	be	settled	into	a	career	When	most	women	should	be	settled	into	a	career	When	most	people	should	retire	When	a	man	accomplishes	the	most	When	a	woman	accomplishes	the	most	For	Most	People	__________	__________	__________	__________
__________	__________	__________	__________	For	Your	Parents	__________	__________	__________	__________	__________	__________	__________	__________	For	Yourself	__________	__________	__________	__________	__________	__________	__________	__________	283	SOCIAL	THEORIES	OF	AGING	with	the	growth,	visibility	and	improved	health	of	the	older	population,	more
models	of	role	gains	and	active	aging	as	well	as	alternative	roles	exist	than	in	the	past.	There	is	also	wider	recognition	that	the	role	of	“dependent	person”	is	not	inevitable	with	age.	Rather,	the	life	course	is	characterized	by	varying	periods	of	greater	or	lesser	dependency	in	social	relationships,	with	most	people	interdependent	on	others	regardless	of
age.	Even	a	physically	impaired	elder	may	still	continue	to	support	others	financially	and	emotionally	and	may	devise	creative	adaptations	to	ensure	competence	at	home	and	a	sense	of	meaning.	For	example,	older	people	who	volunteer	as	“phone	pals”	in	a	telephone	reassurance	program	for	latchkey	children	provide	valuable	emotional	support.
leisure	associations.	It	was	assumed	that	the	more	active	the	older	person,	the	greater	his	or	her	life	satisfaction,	positive	self-concept,	and	adjustment.	Accordingly,	age-based	policies	and	programs	are	conceptualized	as	ways	to	develop	new	roles	and	activities,	often	consistent	with	middle-aged	behaviors,	and	to	encourage	social	integration.	To	a
large	extent,	activity	theory	is	consistent	with	the	value	placed	by	our	society	on	paid	work,	individual	responsibility,	and	productivity	(Powell,	2000;	2001).	Losing	any	of	these	characteristics	is	viewed	as	evidence	of	decline.	Many	older	people	have	themselves	internalized	this	perspective	and	believe	that	keeping	active	helps	them	maintain	life
satisfaction,	as	illustrated	by	the	vignettes	in	the	boxes	on	this	page.	Activity	Theory	Activity	theory	also	attempts	to	answer	how	individuals	adjust	to	age-related	changes	such	as	retirement,	chronic	illness,	and	role	loss.	Successful	aging	is	viewed	largely	as	an	extension	of	middle	age,	in	which	older	people	seek	to	maintain	roles,	relationships,	and
status	in	later	life.	Based	on	Robert	Havighurst’s	(1963,	1968)	analyses	of	the	Kansas	City	Studies	of	Adult	Life,	it	was	believed	that	the	well-adjusted	older	person	takes	on	ageappropriate	replacements	for	past	roles	through	productive	roles	in	voluntary,	faith-based,	and	POINTS	TO	PONDER	Flip	through	a	popular	magazine	or	newspaper,	noting
how	older	adults	are	portrayed	in	ads	and	news	stories.	What	roles	do	older	people	play	in	the	print	media?	Are	there	differences	between	magazines	aimed	at	younger	versus	older	audiences	(e.g.,	Wired	vs.	Time)?	Are	the	roles	mostly	positive	or	negative	images?	Exceptional	or	realistic?	To	what	extent	is	diversity	portrayed	in	terms	of
race/ethnicity,	gender,	age,	social	class,	sexual	orientation,	or	disability?	Or	are	the	images	mostly	homogeneous?	Reflect	on	how	these	images	fit	with	or	contradict	your	own	perspectives	on	others’	aging	as	well	as	your	own.	We	encourage	you	to	develop	a	critical	eye	with	regard	to	the	role	models	for	older	adults	portrayed	in	the	media.	284
KEEPING	ACTIVE	The	following	two	cases	illustrate	the	possible	link	between	activity	theory	and	life	satisfaction:	•	Bob	lives	in	the	Pacific	Northwest.	He	retired	at	age	62	after	30	years	of	work	as	a	manager	in	an	aerospace	company.	He	and	his	wife	of	40	years	carefully	saved	money	so	that	they	could	be	very	active	in	their	retirement.	They	spent
their	winters	as	“snowbirds,”	traveling	in	their	mobile	home	to	the	Sun	Belt.	Now,	at	age	69,	they	have	spent	7	years	in	the	same	community	in	Arizona,	where	they	have	a	network	of	good	friends	from	many	parts	of	the	U.S.,	who	are	also	retired.	In	the	summer,	they	usually	take	one	extended	trip	to	the	mountains.	They	enjoy	good	health	and	believe
that	keeping	active	is	the	key	to	their	zest	for	life.	•	Rose	was	a	nurse	for	30	years.	In	her	career	in	direct	patient	care	and	teaching,	she	held	positions	of	authority.	She	has	always	liked	learning	new	things.	Now	74	and	retired,	she	is	very	active	in	her	church	and	directs	the	adult	education	program.	She	has	participated	in	Elderhostel	four	times	and
has	traveled	to	Asia	and	Europe.	She	has	taken	two	trips	with	her	teenage	grandchildren	as	well.	Staying	active	means	always	learning	and	expanding	her	knowledge,	so	Rose	consistently	looks	forward	to	new	challenges.	She	has	completed	several	photography	classes	at	a	community	college	and	loves	showing	her	travel	photos	to	others.	SOCIAL
THEORIES	OF	AGING	Activity	theory,	however,	fails	to	take	account	of	how	personality,	social	class,	and	lifestyle—particularly	health	and	economic	disparities—may	be	more	salient	than	maturational	issues	in	the	associations	found	between	activity	and	life	satisfaction,	health,	and	well-being	(Bengtson	et	al.,	2009).	In	fact,	the	value	placed	by	older
people	on	being	active	varies	with	these	other	factors	in	their	life	experiences.	Activity	theory	defines	aging	as	a	social	problem	that	can	be	addressed	by	trying	to	retain	status,	roles,	and	activities	similar	to	those	of	earlier	life	stages.	In	contrast,	the	concept	of	active	aging	discussed	throughout	this	book	does	not	define	aging	as	a	problem,	and	it
places	greater	emphasis	on	health,	cognitive	well-being,	and	social	supports	than	does	activity	theory.	A	challenge	to	the	perspective	of	activity	theory	was	formulated	in	1961	as	disengagement	theory,	which	shifted	attention	away	from	the	individual	to	the	social	system	as	an	explanation	for	successful	adjustment	to	aging.	The	First	Transformation	of
Theory	Disengagement	Theory	The	development	of	disengagement	theory	represents	a	critical	juncture—as	the	first	public	statement	wherein	social	aging	theory	is	treated	as	a	form	of	objective	scientific	inquiry	using	surveys	and	questionnaire	methods	separate	from	policy	and	practice	applications	(Lynott	&	Lynott,	1996).	In	fact,	disengagement
theory	was	the	first	comprehensive,	explicit,	and	multidisciplinary	theory	advanced	in	social	gerontology	(Achenbaum	&	Bengtson,	1994).	Cumming	and	Henry,	in	their	classic	work,	Growing	Old	(1961),	argued	that	aging	cannot	be	understood	separate	from	the	characteristics	of	the	social	system	in	which	it	is	experienced.	All	societies	need	orderly
ways	to	transfer	power	from	older	to	younger	generations,	and	to	prepare	for	the	disruption	entailed	by	the	death	of	its	oldest	members.	Therefore,	the	social	system	deals	with	the	problem	of	aging,	or	“slowing	down”,	by	institutionalizing	mechanisms	of	disengagement	or	separation	from	society.	Disengaging	was	assumed	to	benefit	older	adults	as
well	through	their	decreased	activity	levels,	more	passive	roles,	less	frequent	social	interaction,	and	preoccupation	with	their	inner	lives.	Disengagement	is	thus	viewed	as	inevitable	and	adaptive,	allowing	older	people	to	maintain	a	sense	of	self-worth	while	adjusting	through	withdrawal	to	the	loss	of	prior	roles,	such	as	occupational	or	parenting
roles,	and	ultimately	preparing	for	death	(Powell,	2000,	2001).	Since	disengagement	is	presumed	to	have	positive	consequences	for	both	society	and	the	individual,	this	theory	challenges	assumptions	that	older	people	must	be	actively	engaged	in	order	to	be	well-adjusted.	In	contrast	to	activity	theory,	it	views	old	age	as	a	separate	period	of	life,	not	as
an	extension	of	middle	age.	Disengagement	theory	is	now	widely	discounted	by	most	gerontologists.	While	attempting	to	explain	both	system-	and	individual-level	change	with	one	grand	theory,	it	has	generally	not	been	supported	by	later	empirical	research	(Achenbaum	&	Bengtson,	1994).	Elders,	especially	in	certain	cultures,	may	move	into	new
roles	of	prestige	and	power.	Even	in	cultures	in	which	disengagement	is	normative,	not	all	elders	disengage,	as	evidenced	by	the	growing	numbers	of	older	people	who	remain	employed,	healthy,	and	politically	and	socially	active	(Bengtson	et	al.,	2009).	As	demonstrated	by	the	MacArthur	Studies,	successful	or	active	aging	is	more	likely	to	be	achieved
by	people	who	remain	socially	involved	and	integrated.	Disengagement	theory	also	fails	to	account	for	variability	in	individual	preferences,	personality,	culture,	and	environmental	opportunities	within	the	aging	population	(Estes	&	Associates,	2001).	Likewise,	it	cannot	be	assumed	that	older	people’s	withdrawal	from	useful	roles	is	necessarily	good
for	society.	For	example,	policies	to	encourage	retirement	have	resulted	in	the	loss	of	older	workers’	skills	and	knowledge	in	the	workplace,	and	altered	the	dependency	ratio.	Although	disengagement	theory	has	largely	disappeared	from	empirical	literature,	it	nevertheless	had	a	profound	impact	on	the	field	as	285	SOCIAL	THEORIES	OF	AGING
DISENGAGEMENT	AND	ADAPTATION	The	following	two	cases	illustrate	the	value	of	disengagement	for	some	elders.	As	you	read	this,	think	about	potential	benefits	for	society	created	by	disengagement.	•	Inga	was	an	administrative	assistant	to	a	highly	successful	businessman.	She	never	married.	When	she	retired	at	age	62,	she	took	a	creative
writing	class,	something	she	had	dreamed	of	all	her	life	but	had	not	had	the	time	to	pursue.	At	75,	she	is	very	content	to	sit	in	her	rent-controlled	apartment,	which	overlooks	a	park.	She	has	lived	there	for	15	years.	She	finds	much	inspiration	in	watching	life	pass	before	her	in	the	park.	Writing	poetry	and	short	stories	gives	her	an	outlet	for	her
thoughts.	She	feels	that	her	writing	has	developed	greater	depth	as	she	has	achieved	wisdom	and	contemplated	the	meaning	of	her	life.	•	John	worked	for	40	years	on	an	assembly	line	at	an	auto	factory.	He	believed	that	it	was	a	good	job	that	supported	his	family	well,	but	he	put	in	many	overtime	hours	and	had	little	time	for	leisure.	Now	70,	he	sits	in
the	chair	in	his	living	room	and	watches	TV	and	reads	the	paper.	This	has	been	his	pattern	since	his	retirement	5	years	ago.	Occasionally,	he	and	his	wife	of	45	years	will	go	out	to	dinner.	John	is	glad	not	to	have	to	go	to	the	“rat	race”	of	work	every	day	and	is	content	with	his	life.	the	first	attempt	to	define	an	explicit	multidisciplinary	theory	of	aging.
Gerotranscendence	Theory	Gerotranscendence	theory,	to	some	extent,	parallels	disengagement	theory	in	its	aim	of	developing	a	metatheory	of	the	universal	phenomenon	of	normal	aging.	This	theory	views	greater	focus	on	the	inner	self	as	a	positive	characte-ristic	of	old	age,	however.	Gerotranscendence	represents	a	shift	in	the	elder’s	perspective
from	a	materialistic,	rational	view	of	the	world	to	a	more	cosmic	and	transcendent	one,	in	which	older	adults	explore	their	inner	selves,	are	less	interested	in	material	goods,	become	more	selective	in	their	meaningful	286	relationships	and,	consistent	with	Erikson’s	work,	are	less	self-centered,	instead	searching	for	ego	integrity	(Tornstam,	2000,
2005).	This	connection	with	the	cosmic	world	may	be	expressed	as	wisdom,	spirituality,	and	one’s	“inner	world,”	and	entails	a	shift	away	from	activity,	materialism,	rationality,	superficial	social	contacts,	and	preoccupation	with	the	physical	body.	Like	disengagement	theory,	gerotranscendence	values	contemplation	and	solitude	in	old	age.	The	aging
experience	may	cause	elders	to	feel	increased	affinity	to	prior	generations,	smaller	time	gaps	between	historical	periods,	and	a	lesser	divide	between	life	and	death.	Gerotrans	cendence,	characterized	by	wisdom,	self-acceptance,	purpose,	and	a	shift	from	judgments	implicit	in	“successful	aging,”	is	viewed	as	the	highest	level	of	human	development
but	it	is	not	a	universal	or	culturefree	process.	For	example,	Western	culture—	with	its	emphasis	on	consumerism,	independence,	productivity,	and	physical	attractiveness—	creates	barriers	to	achieving	gerotranscendence	(Cruikshank,	2009;	Moody,	2005;	Tornstam,	1994,	1996a).	This	theory	is	criticized	for	not	considering	the	historical	and	cultural
context	in	which	aging	occurs,	and	for	postulating	a	universal	aging	process.	Critics	contend	that	a	theoretical	perspective	is	needed	that	encompasses	elders	GEROTRANSCENDENCE	AND	ACTIVE	AGING	Elizabeth	has	recently	rediscovered	her	spiritual	side.	At	age	68,	after	the	death	of	her	husband	and	loss	of	many	close	friends,	she	has	learned	to
accept	death	as	an	inevitable	part	of	life.	She	enjoys	weekly	gatherings	of	her	widows’,	support	group	and	meetings	of	the	women’s	group	at	her	church,	where	they	explore	spiritual	issues	and	their	role	in	the	wider	universe.	She	gracefully	accepts	the	changes	in	her	aging	body.	Compared	to	when	she	was	the	young	wife	of	a	successful	businessman,
she	is	less	concerned	with	shopping,	wearing	the	latest	styles,	or	chitchatting	with	lots	of	people.	Instead,	she	savors	the	time	she	has	with	a	few	close	friends.	Her	inner	life	is	increasingly	rich	and	meaningful,	even	as	she	chooses	to	be	less	involved	in	various	social	obligations.	SOCIAL	THEORIES	OF	AGING	Golf	is	a	lifelong	leisure	activity	for	many
elders.	Photodisc/Getty	Images	who	are	active	or	passive,	participating	or	withdrawn,	cosmic	or	worldly,	angry	or	cheerful	(Thorsen,	1998).	Nevertheless,	gerotranscendence	theory	has	profound	implications	for	both	elders	and	service	providers	working	with	older	adults.	It	is	reflected	in	the	practice	of	life	review,	reminiscence	therapy,	and
increased	attention	to	spirituality	and	meaning	in	life	(Johnson,	2009;	Tornstam,	1996b,	2005;	Wadensten,	2005;	Wadensten	&	Carlsson,	2003).	Continuity	Theory	While	challenging	both	activity	and	disengagement	theories,	continuity	theory	maintains	the	focus	on	social-psychological	theories	of	adaptation	that	were	developed	from	the	Kansas	City
Studies.	According	to	continuity	theory,	individuals	tend	to	maintain	a	consistent	pattern	of	behavior	as	they	age,	substituting	similar	types	of	roles	for	lost	ones	and	keeping	typical	ways	of	adapting	to	the	environment.	In	other	words,	individuals	do	not	change	dramatically	as	they	age,	and	their	personalities	remain	similar	throughout	their	adult
lives,	unless	impacted	by	illness	or	other	major	life	events.	Life	satisfaction	is	determined	by	the	consistency	between	current	activities	or	lifestyles	with	one’s	lifetime	experiences	(Neugarten,	Havighurst,	&	Tobin,	1968).	This	perspective	essentially	states	that,	with	age,	we	become	more	of	what	we	already	were	when	younger.	Central	personality
characteristics	become	more	pronounced,	and	core	values	more	salient	with	age.	For	example,	people	who	have	always	been	passive	or	withdrawn	are	unlikely	to	become	active	upon	retirement.	In	contrast,	people	who	were	involved	in	many	organizations,	sports,	or	religious	groups	are	likely	to	continue	these	activities,	or	to	substitute	new	ones	for
those	that	are	lost	with	retirement	or	relocation.	An	individual	ages	successfully	and	“normally”	if	she	or	he	maintains	a	mature,	integrated	personality	while	growing	old.	Continuity	theory	has	some	face	validity	because	it	seems	reasonable.	However,	it	is	difficult	to	test	empirically,	because	an	individual’s	reaction	to	aging	is	explained	through	the
interrelationships	among	biological	and	psychological	changes	and	the	continuation	of	lifelong	patterns.	Another	limitation	is	that	by	focusing	on	the	individual,	it	CONTINUITY	AND	ADAPTATION	The	following	two	cases	illustrate	the	benefits	of	continuity	for	some	elders:	At	age	80,	Rabbi	Green,	who	has	taught	rabbinical	students	for	40	years,	still
makes	the	trip	from	his	suburban	home	into	the	city	to	work	with	students	one	day	per	week.	He	speaks	with	considerable	excitement	about	his	reciprocal	relationships	with	his	students,	how	much	he	learns	from	them,	and	how	he	enjoys	mentoring.	When	students	talk	about	their	relationship	with	him,	it	becomes	clear	how	much	they	value	him	as	a
mentor.	Being	a	teacher	is	who	he	is	now,	and	who	he	has	always	been.	Mary,	70,	was	always	the	“cookie	jar”	mother	to	her	children	and	their	friends.	She	was	there	to	offer	goodies	and	a	listening	ear.	Now	her	children	and	the	generation	of	young	persons	who	were	their	friends	live	far	away.	But	a	new	generation	of	children	has	moved	into	the
neighborhood	in	the	small	town	where	she	lives.	She	has	become	acquainted	with	many	of	them	and	their	parents	as	they	stop	to	talk	with	her	while	she	works	in	her	beloved	yard.	Now	many	of	the	children	stop	by	for	a	cookie	and	a	glass	of	milk	after	school.	She	is	fondly	called	the	“cookie	jar	grandma.”	The	children	say	that,	along	with	giving	them
cookies,	she	always	listens	to	them.	287	SOCIAL	THEORIES	OF	AGING	overlooks	the	role	of	external	social,	economic,	and	political	factors	that	influence	the	aging	process.	Thus,	it	could	rationalize	a	laissez-faire,	or	“live	and	let	live,”	approach	to	addressing	problems	facing	older	people	(Bengtson	et	al.,	2009).	Alternative	Theoretical	Perspectives
Activity,	disengagement,	and	continuity	theories	have	often	been	framed	as	directly	challenging	one	another,	even	though	they	differ	only	in	the	extent	to	which	they	focus	on	individual	behavior	or	social	structure	(Lynott	&	Lynott,	1996;	Marshall,	1996).	None	fully	explains	successful	or	active	aging,	nor	adequately	addresses	the	social	structure	or
the	cultural	and	historical	contexts	in	which	the	aging	process	occurs.	During	this	early	period	of	theory	development,	the	factors	found	to	be	associated	with	optimal	aging	were,	for	the	most	part,	individualistic—keeping	active,	withdrawing,	“settling”	into	old	age.	When	macro-level	phenomena	were	considered,	they	were	not	conceptualized	as
structurally	linked	between	the	individual	and	society.	Nor	were	race,	ethnicity,	gender,	sexual	orientation,	and	class	explicitly	identified	as	social	structural	variables.	A	number	of	alternative	theoretical	viewpoints	have	emerged	since	the	1960s,	each	attempting	to	explain	“the	facts”	of	aging	better	than	another,	or	to	take	account	of	its	subjective
meaning	(Bengtson	et	al.,	2009;	Powell,	2006).	Perspectives	that	emphasized	a	macro	level	of	structural	analysis	include	symbolic	interactionism,	age	stratification,	social	exchange,	and	political	economy.	Symbolic	Interactionism	Consistent	with	the	person–environment	perspective,	these	interactionist	theories	focus	on	the	person–environment
transaction	process	as	the	dynamic	interplay	between	older	individuals	and	their	social	world.	When	confronted	with	change,	whether	in	the	process	288	of	relocating	to	a	long-term	care	facility	or	learning	to	use	a	computer,	elders	are	expected	to	try	to	master	the	new	situation	while	extracting	from	the	larger	environment	what	they	need	to	retain	a
positive	self-concept.	Attempting	to	bridge	the	gap	between	the	activity	and	disengagement	points	of	view,	the	symbolic	interaction	perspective	posits	that	interactions	between	individuals	and	their	environment	significantly	affect	people’s	experience	of	the	aging	process	and	themselves.	People	reflect	on	their	lives	and	design	ways	of	understanding
their	position	in	the	social	system	(Bengtson	et	al.,	2009;	Gubrium,	1973).	This	viewpoint	emphasizes	the	importance	of	considering	the	meaning	of	the	activity	for	the	individuals	concerned,	since	the	extent	to	which	an	activity	is	valued	varies	with	the	environment.	Symbolic	interactionists	view	both	the	self	and	society	as	able	to	create	new
alternatives.	Therefore,	withdrawal	from	social	networks	is	not	inevitable	with	aging.	Policies	and	programs	based	on	the	symbolic	interactionist	framework	optimistically	assume	that	both	environmental	constraints	and	individual	needs	can	be	modified.	Although	the	symbolic	interactionist	perspective	has	implications	for	how	to	restructure
environments,	primary	attention	focuses	on	how	individuals	react	to	aging	rather	than	on	the	broader	sociostructural	factors	that	shape	its	experience	and	meaning	in	our	society.	Most	people	move	into	and	out	of	a	succession	of	different	roles	and	statuses	as	they	age.	These	are	determined	by	structural	factors,	a	perspective	congruent	with	age
stratification	theory.	Age	Stratification	Theory	Just	as	societies	are	stratified	in	terms	of	social	class,	gender,	and	race,	every	society	divides	people	into	categories	or	strata	according	to	age—	“young,”	“middle-aged,”	and	“old.”	Age	stratification	is	defined	in	terms	of	differential	age	cohorts.	This	means	that	individuals’	experiences	with	aging,	and
therefore	their	roles,	vary	with	their	age	strata.	Structural	changes	in	the	system	of	age	stratification	influence	how	a	person’s	SOCIAL	THEORIES	OF	AGING	Age	stratification	theory	and	the	subculture	of	aging	suggest	that	older	people	prefer	socializing	within	their	own	cohorts.	Felicia	Martinez/PhotoEdit	experiences	affect	life	satisfaction	(Lynott
&	Lynott,	1996).	Age	stratification	theory,	first	conceptualized	by	Matilda	White	Riley	(Riley,	1971;	Riley,	Johnson,	&	Foner,	1972;	Riley,	Foner,	&	Riley,	1999),	challenges	the	focus	of	activity	and	disengagement	theories	on	individual	adjustment.	This	theory	adds	a	structured	time	component	in	which	cohorts	pass	through	an	age-graded	system	of
expectations	and	rewards	(Riley	et	al.,	1972).	It	recognizes	that	the	members	of	one	stratum	differ	from	each	other	in	both	their	stage	of	life	(young,	middle-aged,	or	old)	and	in	the	historical	periods	they	have	experienced.	Both	the	life	course	and	the	historical	dimensions	explain	differences	in	how	people	behave,	think,	and,	in	turn,	contribute	to
society.	Differences	due	to	the	historical	dimension	are	referred	to	as	cohort	flow.	As	we	saw	in	our	discussion	of	research	designs	in	gerontology,	people	born	at	the	same	time	period	(cohort)	share	a	common	historical	and	environmental	past,	present,	and	future.	They	have	been	exposed	to	similar	events	and	changes,	and	therefore	come	to	see	the
world	in	comparable	ways	(Riley,	1971).	For	exam-ple,	the	oldestold	today—who	were	children	and	young	adults	during	the	Depression—have	generally	valued	economic	self-sufficiency	and	“saving	for	a	rainy	day,”	compared	to	their	children	and	grandchildren	who	experienced	periods	of	economic	prosperity	during	early	adulthood.	Because	of	their
particular	relationship	to	historical	events,	people	in	the	old-age	stratum	today	are	very	different	from	older	persons	in	the	past	or	in	the	future,	and	they	experience	the	aging	process	differently.	This	also	means	that	cohorts	collectively	influence	age	stratification	as	they	age.	When	there	is	a	lack	of	fit	in	terms	of	available	roles,	cohort	members	may
challenge	the	existing	patterns	of	age	stratification.	For	example,	aging	baby	boomers	are	likely	to	alter	the	age	stratification	as	they	age	system	profoundly,	given	their	sheer	size,	higher	education	and	income	levels,	and	the	social	structural	changes	that	they	have	experienced	in	their	lifetimes.	INTERGENERATIONAL	CONFLICT	AND	AGE



STRATIFICATION	Edna	is	a	90-year-old	retired	teacher	who	grew	up	during	the	Great	Depression,	and	was	a	young	bride	during	World	War	II.	These	two	major	historical	events	have	shaped	her	life,	because	she	learned	to	make	do	with	whatever	resources	were	available	to	her.	As	a	result,	she	has	always	been	frugal	with	her	spending,	to	the	point
of	saving	a	large	nest	egg	to	pass	on	to	her	grandchildren	when	she	dies.	However,	she	is	often	critical	about	the	way	her	grandchildren	seem	to	spend	every	penny	they	earn.	Even	worse,	they	use	credit	cards	freely	and	don’t	worry	about	carrying	debt.	She	has	expressed	her	concerns	to	her	daughter,	telling	her	that	these	young	people	have	not
learned	to	save	for	a	rainy	day.	Her	daughter	listens	patiently	but	does	not	agree	with	what	she	considers	her	mother’s	penny-pinching	ways.	And	her	grandchildren	try	to	explain	to	her	that	being	in	debt	is	a	good	way	to	build	up	credit	for	when	they	need	a	loan.	She	responds	that	she	and	her	husband	never	took	out	a	loan	for	anything,	but	always
paid	in	cash.	289	SOCIAL	THEORIES	OF	AGING	Consider	how	the	baby	boomers	who	are	retiring	today	differ	from	the	cohort	that	retired	in	the	1950s.	Although	heterogeneous,	this	later	cohort	will	tend	to:	•	view	retirement	and	leisure	more	positively	•	be	physically	active	and	healthier,	although	growing	numbers	of	baby	boomers	and	younger
cohorts	are	obese	•	be	more	likely	to	challenge	restrictions	on	their	roles	through	age	discrimination	lawsuits,	legislative	action,	and	political	organization	•	live	long	enough	to	become	great-grandparents	•	be	more	planful	and	proactive	about	the	aging	and	dying	processes	and	end-of-life	choices	and	activity	often	decrease	with	age.	He	maintains
that	withdrawal	and	social	isolation	result	from	an	unequal	exchange	process	of	“investments	and	returns”	between	older	persons	and	other	members	of	society.	The	balance	of	interactions—the	costs	and	benefits—between	older	people	and	others	determines	personal	satisfaction.	Because	of	the	shift	in	opportunity	structures,	roles,	and	skills	that
accompanies	aging,	some	elders	have	fewer	resources	with	which	to	exert	power	in	their	relationships,	and	their	status	declines	accordingly	(Lynott	&	Lynott,	1996).	However,	most	older	adults	seek	to	maintain	reciprocity	and	to	be	active	agents	in	the	These	variations,	in	turn,	will	affect	the	experiences	and	expectations	of	future	cohorts	as	they	age.
In	other	words,	as	successive	cohorts	move	through	the	age	strata,	they	alter	conditions	to	such	a	degree	that	later	groups	never	encounter	the	world	in	exactly	the	same	way,	and	therefore	they	age	differently.	The	concept	of	structural	lag	emerged	from	the	age	stratification	perspective.	Structural	lag	occurs	when	social	structures	cannot	keep	pace
with	population	changes	(Riley,	Kahn,	&	Foner,	1994;	Riley	&	Loscocco,	1994;	Riley	&	Riley,	1994).	For	example,	with	the	increase	in	life	expectancy,	most	workplaces,	religious	institutions,	and	voluntary	associations	are	inadequately	prepared	to	build	on	older	adults’	assets.	Proponents	argue	that	an	ageintegrated	society	would	compensate	for
structural	lag	by	developing	policies—such	as	extended	time	off	for	education	across	the	life	course	or	new	career	options	in	old	age—to	bring	social	structures	into	balance	with	individuals’	lives	(Estes	&	Associates,	2001).	Social	Exchange	Theory	Social	exchange	theory	also	challenges	activity	and	disengagement	theories.	Drawing	on	economic	cost-
benefit	models	of	social	participation,	Dowd	(1980)	attempts	to	answer	why	social	interaction	Our	personal	experiences	with	older	family	members	affect	our	perceptions	of	aging	and	elders.	kevinruss/iStockPhoto	290	SOCIAL	THEORIES	OF	AGING	management	of	their	lives.	In	the	social	exchange	model,	adaptability	is	a	dual	process	of	influencing
one’s	environment	as	well	as	adjusting	to	it.	This	is	consistent	with	the	dialectical	models	of	adult	personality.	Although	older	individuals	may	have	fewer	economic	and	material	resources	to	bring	to	interactions,	they	often	have	nonmaterial	assets,	such	as	respect,	approval,	love,	wisdom,	and	time	for	giving	back	to	society.	Similarly,	policies	and
services	can	serve	to	increase	opportunity	structures	for	elders	to	contribute	nonmaterial	resources.	For	example,	intergenerational	programs	recognize	the	knowledge	and	skills	that	older	adults	can	share	with	youth.	Exchange	theory	is	also	relevant	to	debates	about	intergenerational	transfers	through	Social	Security	and	within	family	caregiving
relationships	(Silverstein	et	al.,	2002).	FOSTER	GRANDPARENT	PROGRAMS:	INTERGENERATIONAL	EXCHANGE	Ten-year-old	Ann	lives	with	her	mother	and	older	brother	in	a	public	housing	high-rise	apartment.	Her	mother	has	to	work	two	jobs	in	order	to	make	ends	meet.	This	means	that	Ann	is	often	left	at	home	alone	after	school.	Through	the
Foster	Grandparent	Program	administered	by	the	local	senior	services	and	available	in	Ann’s	school,	Ann	has	someone	to	call	after	school	if	she	is	lonely	or	needs	help	with	homework.	And	twice	a	week,	her	foster	grandmother	comes	to	visit	her,	taking	her	on	neighborhood	outings,	making	clothes	for	her	favorite	doll,	buying	a	special	treat,	or
tutoring	her.	Ann	benefits	from	her	foster	grandmother’s	attention	and	love.	And	her	foster	grandmother,	a	widow	in	her	mid-70s,	feels	a	sense	of	satisfaction,	accomplishment,	and	responsibility	in	her	relationship	with	Ann.	She	looks	forward	to	her	time	with	Ann	and	speaks	with	pride	to	her	friends	about	Ann’s	achievements	as	if	she	were	her	real
granddaughter.	Most	of	all,	the	young	girl	and	the	older	woman	love	each	other—an	emotional	component	of	exchange	relationships	that	may	be	even	more	salient	to	quality	of	life	than	economic	exchanges.	Political	Economy	of	Aging	The	focus	of	exchange	theory	on	power	and	opportunity	structures	is	related	to	the	development	of	the	political
economy	of	aging.	This	is	a	macroanalysis	of	structural	characteristics	of	capitalism	that	determines	how	scarce	social	resources	are	allocated	in	old	age	and	serves	to	marginalize	older	people.	Political	economy	theorists	reject	biomedical,	activity,	and	disengagement	models	of	aging.	Instead,	the	attention	is	on	social	class	as	the	primary	determinant
of	older	people’s	position,	with	dominant	groups	trying	to	sustain	their	own	interests	by	perpetuating	class	inequities	(Estes,	2001;	Estes	&	Associates	2001;	Kail,	Quadagno,	&	Keene,	2009;	Minkler	&	Estes,	1998).	Thus,	socioeconomic	and	political	constraints,	not	individual	factors,	shape	the	experience	of	aging	and	are	patterned	not	only	by	age	and
class	but	also	by	gender,	sexual	orientation,	functional	ability,	and	race.	These	structural	factors—often	institutionalized	and	reinforced	by	public	policy—limit	the	opportunities	and	choices	of	later	life,	resulting	in	cumulative	disadvantages	in	old	age,	which	are	further	exacerbated	by	retirement.	In	other	words,	the	cumulative	effects	of	disadvantage
are	linked	to	mechanisms	of	social	stratification	(Ferraro	&	Kelly-Moore,	2003;	Kail	et	al.,	2009).	Contrary	to	those	who	warn	that	older	adults	are	bankrupting	our	society,	the	process	of	aging	and	how	individuals	adapt	are	not	problems.	Rather,	the	major	problems	faced	by	older	people	are	socially	constructed,	often	by	structural	limitations	of
income	maintenance	and	health	and	long-term	care	policies.	(Estes	&	Associates,	2001;	2004).	Accordingly,	policies	that	focus	on	personal	responsibility	are	critiqued	for	socializing	elders	to	adapt	to	their	status,	rather	than	altering	the	structural	inequities	that	underlie	challenges	facing	them	(Harrington	Meyer,	Wolf,	&	Himes,	2005;	Walker,	2009).
Political	economy	theory	generated	considerable	research	on	inequality	in	old	age	and	continues	to	influence	gerontological	theorizing.	But	it	has	generally	been	reframed	as	“critical	gerontology,”	which	remains	concerned	with	structural	291	SOCIAL	THEORIES	OF	AGING	disparities	but	also	aims	to	confront	the	marginalization	of	elders	(Baars,
Dannefer,	Phillipson,	&	Walker,	2006;	Powell,	2006;	Phillipson,	1996;	Walker,	2009).	Additionally,	feminist	theorists	have	added	a	gender	dimension	to	the	political	economy	perspective	regarding	how	institutionalized	mechanisms	disadvantage	women	across	the	life	course	by	limiting	their	labor	market	opportunities.	The	ways	in	which	both	racial
and	gender	stratification	are	embedded	in	social	institutions,	resulting	in	inequality	in	old	age,	are	captured	by	the	example	below	of	older	women	of	color	(Kail	et	al.,	2009).	More	recently,	political	economy	theorists	have	criticized	the	emphasis	on	civic	engagement	for	implicitly	devaluing	the	worth	of	elders	who	cannot	or	choose	not	to	participate	in
such	community	programs	(Biggs,	2001;	Martinson	&	Minkler,	2006).	They	view	the	growing	call	for	civic	engagement	as	a	way	to	meet	service	gaps	created	by	reduced	public	funding	for	health	and	social	services,	and	the	federal	deficit.	Despite	the	benefits	of	volunteerism	and	productivity	for	successful	aging,	political	economists	and	critical
theorists	critique	the	implicit	assumption	that	older	people	have	an	obligation	to	give	back	to	their	communities.	From	a	political	economy	perspective,	social	and	structural	factors	affect	the	older	person’s	choices	related	to	productivity.	For	example,	caregivers	of	a	partner	with	dementia,	or	custodial	grandparents	of	young	children,	often	cannot
take	on	the	additional	role	of	a	volunteer.	An	emphasis	on	civic	engagement	and	productive	aging	can	also	divert	the	aging	person	from	gerotranscendence,	described	earlier,	in	which	contemplation	allows	the	elder	to	find	coherence	and	meaning	in	life	(Biggs,	2001;	Johnson,	2009).	Even	though	proponents	of	the	civic	engagement	movement	for
older	adults	recognize	the	dangers	of	a	“one-size-fits-all”	approach	to	healthy	aging,	a	paradigm	of	aging	that	primarily	values	productivity	and	civic	engagement	can	disempower	elders	who	cannot	contribute	to	their	communities	because	of	illness,	disability,	family	caregiving,	or	poverty	(Holstein	&	Minkler,	2003;	Moody,	2005).	Life-Course
Perspective	A	POLITICAL	ECONOMY	PERSPECTIVE	ON	OLDER	WOMEN	OF	COLOR:	LIFE-COURSE	INEQUITIES	Discrimination	during	their	younger	years	and	lack	of	opportunity	throughout	life	have	placed	today’s	cohort	of	older	African	American	women	at	an	economic	disadvantage.	Because	of	racial	and	gender	discrimination	in	education	and
employment	throughout	the	life	course,	many	did	not	have	access	to	good	jobs	with	retirement	and	health	benefits.	As	a	result,	today	many	subsist	on	minimum	Social	Security	benefits	as	their	only	source	of	income	and	Medicaid	as	their	primary	form	of	health	insurance.	This	means	that	their	health	care	options	are	structurally	limited	to	providers
who	will	accept	Medicaid.	And	because	of	past	encounters	with	institutionalized	racism,	they	may	be	wary	of	other	age-based	services	such	as	Supplemental	Security	Income	(SSI).	Subsisting	on	a	limited	income	and	often	busy	caring	for	grandchildren,	admonishments	from	care	providers	to	keep	active	and	volunteer	do	not	take	into	account	the
demands	that	these	women	face	daily	just	to	get	by.	292	The	life-course	perspective	is	not	necessarily	a	theory	but	a	framework	pointing	to	a	set	of	issues	that	require	explanation	(George,	1996;	2007).	It	attempts	to	bridge	sociological	and	psychological	constructs	about	processes	at	both	the	macro	(population)	and	micro	(individual)	levels	of
analysis.	The	life-course	perspective	proposes	that	aging	and	its	meaning	are	shaped	by	structural	influences	of	cohort,	history,	culture,	and	location,	as	well	as	individual	developmental	factors	such	as	the	sequence	of	life	events,	interrlatedness	with	others,	and	human	agency.	The	cohort	is	the	fundamental	unit	of	social	organization	that	creates	the
context	for	human	development	and	for	structured	access	to	opportunity.	Accordingly,	future	cohorts	of	elders	(Generations	X	and	Y,	with	their	consumerism	and	electronic	communiciations)	will	adapt	to	their	own	aging	in	the	context	of	different	patterns	of	social	ties	than	previous	cohorts	(e.g.,	the	World	War	II	cohort	and	its	ethic	SOCIAL
THEORIES	OF	AGING	of	hard	work	and	thrift).	The	concept	of	cohort	is	also	critical	to	understanding	the	different	experiences	of	LGBT	elders,	according	to	the	historical	period	in	which	they	first	self-identified	as	gay	(Blaikie,	2006;	Dannefer	&	Miklowski,	2006;	Ferraro,	Shippee,	&	Schafer,	2009;	George,	2007;	Heaphy,	2007).	The	four	principles	of
life-course	theory	are:	•	Historical	time	and	place	(e.g.,	social	context	and	cohort	effects)	•	Timing	in	lives	•	Linked	lives	(intergenerational	transmission	and	shared	experiences)	•	Human	agency	to	make	choices	(Elder,	1994,	1998)	The	life-course	perspective	expands	on	Erikson’s	stage-based	model	of	psychosocial	development	by	emphasizing	that
human	development	cannot	be	solely	equated	with	steady	incremental	growth.	Instead,	it	is	an	multidirectional,	interactive,	fluid,	and	nonlinear	process	characterized	by	the	simultaneous	appearance	of	gains	and	losses	in	roles	and	functions,	as	well	as	structured	advantage	and	disadvantage	within	a	particular	social	context.	Accordingly,	the	social
roles	in	which	a	person	participates	create	and	express	the	social	context	(Vincent,	Phillipson,	&	Downs,	2006).	In	addition,	patterns	of	development	are	not	the	same	in	all	individuals,	as	reflected	by	the	considerable	heterogeneity	of	life	transitions	among	older	adults.	The	life-course	perspective	can	provide	a	critical	analysis	of	how	caregiving	for
older	relatives	is	now	a	standardized	and	“on-time”	part	of	the	life	trajectory	for	growing	numbers	of	adult	children	because	of	increased	life	expectancy	among	their	parents’	generation.	Additionally,	it	examines	how	caregiving	roles	across	the	life	course	affect	well-being	in	old	age	(Blieszner,	2006).	Growing	research	on	health	disparities	takes	into
account	how	social	systems,	stratified	by	gender,	race/ethnicity	and	social	class,	structure	the	life	course	and	can	generate	inequality	in	old	age	(Ferraro	et	al.,	2009).	For	example,	because	of	care	responsibilities,	women	have	LIFE-COURSE	ADVANTAGE:	OPPORTUNITY	IN	OLD	AGE	James	is	a	72-year-old	civil	engineer	who	retired	from	the	Army
Corps	of	Engineers	at	age	66.	But	his	expertise	in	designing	large	bridges	has	resulted	in	a	second	career	as	a	consultant	to	state	and	federal	projects	where	he	is	asked	to	assess	the	safety	of	bridges	and	to	evaluate	them	after	natural	disasters.	He	is	doing	so	well	in	his	consulting	job	that	he	withdraws	only	the	minimum	from	his	pension	benefits.	He
enjoys	the	respect	and	friendship	of	his	new	colleagues	as	well	as	the	opportunities	to	use	his	professional	skills	in	this	second	career.	The	chance	to	still	feel	useful	is	more	important	to	him	than	what	he	gets	paid	to	consult.	limited	opportunities	to	accumulate	savings	across	their	lives,	resulting	in	lower	income	and	higher	rates	of	poverty	in	old	age
compared	to	men	(O’Rand,	2006).	The	life-course	perspective	also	considers	the	role	of	“human	agency,”	or	individual	decisions	that	affect	one’s	future,	along	with	the	accumulation	of	risk	and	resources.	Disadvantage	increases	exposure	to	risk,	but	advantage	magnifies	exposure	to	opportunity.	For	example,	dropping	out	of	high	school	or	graduating
as	valedictorian	have	lifelong	consequences	on	economic	and	social	well-being	(George,	2007).	Last,	it	considers	the	intergenerational	transmission	of	inequality	and	how	childhood	conditions	structure	the	life	course	through	both	demographic	and	developmental	processes	(Ferraro	et	al.,	2009).	Recent	Developments	in	Social	Gerontological	Theory:
The	Second	Transformation	Social	Phenomenology,	Social	Constructivism,	and	Social	Constructionism	The	“second	transformation”	in	theoretical	development,	distinguished	by	social	phenomenology,	is	described	as	a	qualitative	leap	in	gerontological	thought	occurring	since	the	early	1980s	(Bengtson	293	SOCIAL	THEORIES	OF	AGING	et	al.,	2009;
Lynott	&	Lynott,	1996;	Powell,	2006).	Social	phenomenology	uses	an	interpretive	approach	to	knowledge	and	focuses	on	understanding	the	human	meanings	of	social	life	in	the	context	of	everyday	life	rather	than	explanation	of	facts.	Taking	issue	with	the	presumed	“facts	of	aging,”	phenomenological	theorists	question	the	nature	of	age,	how	it	is
described,	and	whose	interests	are	served	by	thinking	of	aging	in	particular	ways.	Accordingly,	the	emphasis	is	on	understanding	individual	processes	of	aging	that	are	influenced	by	social	definitions	and	social	structures	(Bengtson	et	al.,	1997;	2009;	Longino	&	Powell,	2009).	People	actively	participate	in	their	everyday	lives,	creating	and	maintaining
social	meanings	for	themselves	and	those	around	them.	These	then	influence	what	we	each	call	“reality.”	No	one,	including	researchers,	directly	or	objectively	“sees”	a	fixed	reality.	For	phenomenologists,	it	is	not	the	objects	or	facts,	but	rather	the	assumptions	and	interpretations	of	these	purported	facts	that	are	critical.	For	example,	this	theoretical
perspective	attempts	to	understand	how	policy	makers	interpret	the	growth	of	the	older	population	when	debating	whether	to	increase	or	decrease	Medicare	or	Social	Security	benefits	(Estes	&	Associates,	2001).	If	they	perceive	the	aging	population	to	be	economically	homogeneous,	then	policy	solutions	will	not	distinguish	elders	who	have	achieved
a	comfortable	retirement	from	those	who	have	experienced	a	lifetime	of	disadvantages.	The	resulting	policies	will	continue	to	perpetuate	such	inequities	because	of	their	focus	on	individual	interactions	to	understand	the	multifaceted	aging	experience.	They	claim	that	the	data	or	facts	of	aging	cannot	be	POINTS	TO	PONDER	A	debate	before	Congress
in	2003	was	whether	or	not	to	differentially	allocate	Medicare	drug	benefits	according	to	income.	What	assumptions	did	this	debate	make	about	the	older	population	as	a	whole?	About	upper-	versus	lower-income	elders?	What	is	your	position	on	differential	allocation	of	Medicare’s	prescription	drug	benefits?	What	theoretical	perspective	guides	your
thinking?	294	separated	from	researchers’	perceptions	about	time,	space,	and	self—or	those	of	the	individuals	being	studied.	Gubrium	(1993)	used	life	narratives	to	discern	the	subjective	meanings	of	quality	of	care	and	quality	of	life	for	nursing	home	residents—meanings	that	cannot	be	uncovered	by	predefined	measurement	scales.	Simi-	larly,
Diamond	(1992)	utilized	participant	observation	techniques	as	a	nursing	assistant	to	learn	about	the	social	world	of	nursing	homes.	He	described	how	the	meanings	of	care	are	constantly	negotiated	as	the	invisible	work	of	caring	for	older	residents’	emotional	needs	clashes	with	the	daily	physical	tasks	of	a	nursing	assistant.	Such	approaches	contrast
with	the	positivism	(or	quantitative	approach)	of	earlier	theories.	To	positivists,	phenomenological	theories	may	seem	impossible	to	test	and	closer	to	assumptions	about	meanings	than	propositions	that	can	be	proved	or	disproved	(Bengtson	et	al.,	1997).	Phenomenology	provides	the	epistemological	underpinning	of	social	constructivism,	social
constructionism,	feminist	theories,	critical	theory,	and	postmodern	perspectives.	Although	both	social	constructionism	and	social	constructivism	are	phenomenological	appraoches	that	address	ways	in	which	social	phenomena	develop,	they	are	distinct	concepts.	Social	constructionism	refers	to	the	structural	development	of	phenomena	relative	to
social	contexts,	while	social	constructivism	refers	to	an	individual’s	making	meaning	of	knowledge	within	a	social	context.	For	this	reason,	social	constructionism	is	typically	described	as	a	sociological	construct,	and	social	constructivism	as	a	psychological	one.	We	use	social	constructionism	when	referring	to	how	aging	is	defined	as	a	problem	more
by	culture	and	society	than	by	biology,	more	by	beliefs,	customs,	and	traditions	than	by	bodily	changes,	while	social	constructivism	refers	to	how	individuals	experience	and	make	meaning	of	the	aging	process.	As	noted,	social	constructivism	is	one	element	of	the	phenomenologcal	approach	to	knowledge	(Bengtson	et	al.	2009).	Instead	of	asking	how
factors	such	as	age	cohorts,	life	stages,	or	system	needs	organize	and	determine	one’s	experience,	SOCIAL	THEORIES	OF	AGING	social	constructionists	reverse	the	question	and	ask	how	individuals—whether	professionals	or	laypersons—draw	on	age-related	explanations	and	justifications	in	the	ways	that	they	relate	to	and	interact	with	one	another.
Individual	behavior	produces	a	“reality,”	which	in	turn	structures	individual	lives.	In	other	words,	the	realities	of	age	and	age-related	concepts	are	socially	constructed	through	interpersonal	interactions.	We	learn	to	be	old	in	response	to	the	way	we	are	treated	by	others	(Cruikshank,	2009).	For	example,	labeling	older	people	as	dependent,	asexual,
frail,	or	marginal	is	defined	through	social	interactions	by	health	care	providers,	family	members,	and	society	in	general.	As	another	example,	the	“social	constructivism	perspective”	of	relationships	maintains	that	an	individual’s	subjective	view	of	social	ties	is	what	matters	for	well-being,	not	the	objective	nature	of	the	relationships	(Dykstra	&
Mandemakres,	2007).	Accordingly,	social	reality	and	the	meaning	of	being	old	shift	over	time,	reflecting	the	differing	life	situations	and	social	roles	that	occur	with	individual	maturation.	Additionally,	what	is	considered	to	be	old	age	varies	with	the	economic,	cultural,	historical,	and	societal	contexts	and,	thus,	is	socially	constructed.	Chronological	age
is	a	poor	predictor	of	social,	physical,	and	cognitive	abilities.	Yet	most	of	us,	even	gerontological	scholars,	may	make	positive	or	negative	assumptions	about	someone	simply	on	the	basis	of	chronological	age.	Many	depictions	of	old	age	present	it	as	a	negative	experience,	something	to	be	avoided,	a	disease	to	be	dealt	with	by	medical	interventions.
Older	adults	may	shun	the	label	“old,”	reserving	it	for	those	with	obvious	physical	or	mental	decline	(e.g.,	“I	don’t	want	anything	to	do	with	those	old	people”).	Even	the	current	preoccupation	with	healthy,	successful	aging	and	advertisements	for	beauty	products	still	portray	aging	as	something	to	be	forestalled	as	long	as	possible.	In	addition,	the
visual	images	associated	with	many	of	these	antiaging	activities	are	unattainable	by	the	majority	of	Americans.	From	the	perspective	of	social	constructionism,	the	negative	ways	in	which	age	is	socially	SOCIAL	CONSTRUCTIVISM	OF	THE	CONCEPT	OF	“OLD”	At	age	85,	Martha	enjoys	a	brisk,	daily	30-minute	walk	around	the	park	near	her	home.
She	manages	her	household	on	her	own,	participates	in	exercise	classes	at	the	local	senior	center,	and	enrolls	in	one	history	class	each	semester	at	the	local	community	college.	Nevertheless,	the	young	people	she	meets	at	the	park	and	in	her	college	classes	are	always	amazed	at	her	vigor	and	intellectual	curiosity.	They	often	express	surprise	that	she
can	do	all	she	does	“at	her	age”	and	ask	her	about	her	“secret	to	aging	well.”	Martha	tells	them	they	need	to	expand	their	view	of	aging,	discard	their	ageist	stereotypes	of	growing	older	as	an	illness,	and	stop	viewing	active	older	people	as	“exceptional.”	She	views	herself	as	an	healthy	adult,	just	as	capable	at	age	85	as	she	was	at	45.	But	many	of
these	young	adults	rely	on	the	negative	images	of	aging	that	they	have	seen	on	TV	or	in	popular	magazines.	James	is	an	80-year-old	retired	dentist	who	was	diagnosed	with	dementia	20	years	ago	and	now	lives	in	a	skilled	nursing	facility.	His	personal	funds	ran	out	long	ago,	so	his	long-term	care	is	covered	by	Medicaid.	His	family	visits	him	regularly
and	tries	to	contribute	as	much	as	possible	to	his	financial	needs.	But	they	marginalize	him	by	referring	to	him	in	the	third	person	and	focusing	on	his	dependence	and	losses,	rather	than	the	fact	that	his	strengths	coexist.	As	a	result,	he	increasingly	doubts	his	capabilities	and	is	giving	up	even	going	to	the	dining	area	or	any	social	events.	constructed
has	numerous	consequences	for	social	policy,	employer	practices,	and	public	perception	(Estes,	2001;	Kail,	Quadagno,	&	Keene,	2009).	Consider	how	public	resources,	particularly	Medicaid,	are	disproportionately	allocated	toward	skilled	nursing	home	care	rather	than	toward	supplementing	the	personal	assistance	provided	by	families	and	low-wage
workers.	Accordingly,	the	majority	of	public	funds	go	toward	medical	care,	not	psychosocial	and	personal	care	services	that	might	enhance	elders’	autonomy,	quality	of	life,	and	active	aging.	Similarly,	the	general	public	tends	to	think	of	old	age	as	a	homogenous	physical	condition,	overlooking	the	tremendous	diversity	that	295	SOCIAL	THEORIES	OF
AGING	exists	across	at	least	one	third	of	our	lifetimes.	Yet	no	one	refers	to	childhood	or	adolescence	solely	as	a	physical	condition	(Cruikshank,	2009).	From	the	perspective	of	social	constructionism,	we	need	to	deconstruct	the	concept	old,	and	recognize	how	one’s	socially	structured	position	or	location	(gender,	race/ethnicity,	social	class,	sexual
orientation,	functional	ability)	creates	lifelong	disparities	that	shape	the	experiences	of	old	age.	This	also	suggests	that	gerontologists	focus	not	only	on	the	problems	facing	the	old,	but	also	on	eliminating	structural	barriers	that	may	impede	elders’	strengths,	A	SOCIAL	CONSTRUCTIONIST	PERSPECTIVE	ON	NURSING	HOMES	Nursing	homes	have
traditionally	been	based	on	a	hierarchical	medical	model	in	which	professional	health	care	providers	believe	that	they	know	what	is	“best.”	The	medicalization	of	nursing	homes	has	meant	that	most	such	facilities	are	viewed	as	places	to	die,	not	to	live.	Rules	and	regulations	tend	to	be	oriented	to	efficiencies	and	staff	needs,	not	those	of	residents.
When	to	get	up	and	go	to	bed,	when	to	eat	meals,	and	when	to	have	baths	are	all	typically	determined	by	administrative	staff	and	licensing	requirements.	In	addition,	staff	members	are	assigned	particular	tasks	(such	as	the	medication	nurse	or	the	bathing	aide),	without	taking	into	account	the	needs	or	preferences	of	the	residents.	In	contrast,	recent
efforts	to	transform	nursing	home	organizational	culture	have	encompassed	residentdirected	care,	whereby	the	residents	choose	when	to	get	up,	when	to	eat	breakfast,	and	the	timing	of	all	other	daily	activities.	Past	assumptions,	and	even	licensing	requirements	are	questioned,	and	creative	approaches	to	regulations	implemented.	Services	are
decentralized	and	task-focused	roles	eliminated	so	that	staff	can	work	with	the	same	residents	over	time	and	build	relationships.	While	the	traditional	nursing	home	has	tended	to	be	a	microcosm	of	how	our	society	has	viewed	elders,	these	new	options	typically	put	older	adults	in	central	decision-making	roles,	thus	representing	how	socially
constructed	roles	and	positions	can	change.	296	resilience,	and	capacities	to	overcome	adversity	(Bengtston,	2009;	Calasanti	&	Slevin,	2006;	Olson,	2003,	Ryff	&	Singer,	2009).	Critical	Theory	and	Feminist	Perspectives	Phenomenology	has	also	influenced	other	contemporary	social	gerontology	theories,	especially	critical	and	feminist	theories.	Critical
theory,	encompassing	critical	gerontology,	deconstructs	the	biomedical	model	of	aging	and	examines	how	structural	and	institutional	factors,	especially	social	class,	create	disparities	in	the	aging	experience.	Critical	theorists	are	concerned	with	how	positivist	conceptualizations	of	aging	represent	a	language	that	serves	to	reify	experiences	as
something	separate	from	adults	experiencing	aging—as	is	illustrated	by	health	care	providers	who	direct	their	questions	to	a	family	member	rather	than	including	the	older	patient	(Lynott	&	Lynott,	1996).	They	contend	that	a	more	critical	and	humane	approach,	drawing	upon	the	humanities	and	social	sciences,	would	allow	older	people	to	define	the
research	questions	themselves	and	would	better	capture	the	multiplicity	and	diversity	of	the	aging	experience.	Arguing	for	humanistic	discourse	in	gerontology,	Moody	(1988,	2002)	identifies	four	goals	of	critical	gerontology:	1.	to	theorize	subjective	and	interpretive	dimensions	of	aging	2.	to	focus	not	on	technical	advancement	but	on	“praxis,”
defined	as	active	involvement	in	practical	change,	whether	making	decisions	about	care	or	influencing	public	policy	3.	to	link	academics	and	practitioners	through	praxis	4.	to	produce	“emancipatory	knowledge”—a	positive	vision	of	how	things	might	be	different,	or	what	a	rationally	defensible	vision	of	a	“good	old	age”	might	be	(e.g.,	an	older	adult
might	“reinvent”	him/herself	after	losing	his/her	job,	or	forcefully	declare	selfworth	in	the	face	of	irreversible	physical	decline)	(Cruikshank,	2009;	Moody	2002).	SOCIAL	THEORIES	OF	AGING	Older	feminists	are	often	role	models	for	younger	women.	Courtesy	of	Hana	Trnka	To	achieve	such	knowledge	requires	moving	beyond	the	conventional
confines	of	gerontology	to	explore	contributions	toward	theory	development	from	more	reflective	modes	of	thought	that	are	derived	from	the	humanities	(Cole	et	al.,	1993).	What	is	yet	unknown	is	what	“a	good	old	age”	means,	how	it	can	be	attained,	and	what	type	of	“emancipatory	knowledge”	is	possible.	More	recently,	critical	gerontology	has	not
merely	critiqued	existing	theory,	but	aimed	to	create	positive	models	of	aging	that	emphasize	strengths	and	diversity.	For	example,	critical	gerontologists	now	question	traditional	positivistic	measures	to	try	to	understand	the	multiple	dimensions	of	retirement,	including	retirement	as	a	freeing	stage	in	the	life	course	and	a	chance	to	“reinvent”	oneself
(Minkler,	1996;	Moody,	2002;	Phillipson,	1996;	Powell,	2006).	By	questioning	traditions	in	mainstream	social	gerontology,	critical	theory	calls	attention	to	other	perspectives	relevant	to	understanding	aging,	such	as	the	humanistic	dimension,	and	has	influenced	feminist	theories	of	aging	(Gullette,	1998;	Woodward,	1998).	In	addition,	the	selfreflexive
nature	of	critical	theory	constantly	challenges	gerontologists	to	understand	the	impact	of	social	research	and	policy	on	older	individuals.	Critical	thinking	expands	the	field	of	social	gerontology	by	providing	insight	into,	and	critical	self-reflection	on,	the	continuing	effort	to	understand	the	aging	experience.	With	growing	attention	to	ethnographic	and
other	qualitative	methodologies,	the	interpretive	approach	of	critical	theory	is	increasingly	brought	to	bear	on	empirical	observations	of	aging.	Feminist	theories	are	guided	by	social	constructivism,	constructionism,	and	critical	gerontology,	but	they	differ	by	making	women’s	issues	central	to	the	discourse	(Bengtson	et	al.,	2009).	The	feminist
perspective	contends	that	the	current	theories	of	aging	are	insufficient	by	their	failure	to	include	gender	relations	and	women’s	experiences	as	central	to	the	aging	experience	(Calasanti,	2009;	Cruikshank,	2009;	Estes,	2001).	Feminist	theories	attempt	to	integrate	micro	and	macro	approaches	to	aging	through	linkages	between	individuals	and	social
structures,	or	between	personal	problems	and	public	responses.	In	particular,	they	make	explicit	how	women’s	and	men’s	experiences	are	influenced	by	structural,	gender-based	inequities	across	the	life	course	(Bengtson	et	al.,	2009;	Calasanti,	2009;	Estes	&	Associates,	2001;	Moody,	2002).	From	a	feminist	perspective,	simply	adding	women	to
research	samples,	models,	and	theories	derived	from	men’s	experience	is	inadequate,	because	conceptually,	such	approaches	still	consider	gender	an	individual	attribute,	and	men	are	viewed	as	the	implicit	standard	for	assessing	women’s	lives.	Instead,	feminist	theorists	contend	that	gender	should	be	a	primary	consideration	297	SOCIAL	THEORIES
OF	AGING	in	attempts	to	understand	aging,	not	just	one	variable,	particularly	since	women	form	the	majority	of	the	older	population.	Because	gender	is	an	organizing	principle	and	is	institutionalized	by	processes	through	which	people	assume	“masculine”	and	“feminine”	to	be	natural,	men	and	women	experience	aging	differently.	For	example,
feminists	move	beyond	documenting	that	women	have	lower	retirement	benefits	to	ask	why	this	exists	and	why	it	is	viewed	as	“natural.”	Conventional	gerontology	may	frame	studies	of	women’s	retirement	in	terms	of	individual	financial	responsibility,	while	a	feminist	perspective	questions	what	social	and	economic	structures	and	policies	make	it
difficult	for	women	to	accumulate	savings	despite	decades	of	employment	(Cruikshank,	2009).	The	gender	identities	that	emerge	in	social	interactions	across	the	life	course	serve	to	privilege	men	and	generally	disadvantage	women.	Those	who	are	privileged	use	their	greater	resources	to	justify	gender-based	inequities	as	“natural”	or	based	on	social
necessity,	such	as	the	implicit	assumption	that	women	will	be	the	primary	family	caregivers	(Calasanti	&	Slevin,	2006;	King,	2006).	The	intersecting	inequalities	of	gender	with	race,	social	class,	sexual	orientation,	and	disability	are	also	examined	by	feminist	theorists.	For	example,	gender	inequities	underlie	the	fact	that	more	older	women	than	men
are	poor.	But	when	intersections	with	race	are	examined,	both	African	American	men	and	women	have	higher	poverty	rates	than	white	women.	Feminist	gerontologists	also	theorize	old	age	itself	to	be	a	social	location	that	intersects	with	gender.	More	recently,	feminist	gerontologists	have	pointed	to	the	intersection	of	gender	with	sexual	identity,	and
how	these	affect	both	men’s	and	women’s	well-being.	In	sum,	feminist	gerontologists	take	into	account	how	intersections	of	age	relations	with	other	social	locations	reveal	multiple	“old	ages”	(Acker,	2008;	Calasanti,	2004;	2009).	Feminist	theorists	draw	upon	the	political	economy	perspective	to	understand	women’s	aging	experiences	in	light	of
macro-level	social,	298	economic,	and	political	forces	rather	than	as	isolated	results	of	individual	choices.	Women’s	caregiving,	retirement,	health,	and	poverty	across	the	life-course	are	examined	in	terms	of	women’s	differential	access	to	power	in	the	paid	labor	force,	in	child	rearing,	and	in	unpaid	housework	throughout	their	lives.	Social	policies	are
criticized	for	defining	the	problems	facing	women	as	private	responsibilities	rather	than	taking	account	of	how	existing	structural	arrangements	create	women’s	limited	choices	in	old	age.	For	example,	the	lack	of	public	and	private	pensions	for	a	lifelong	career	as	homemaker	and	caregiver	leaves	older	women	economically	vulnerable.	Feminists	also
point	to	society’s	failure	to	take	domestic	labor	seriously	in	lifecourse	analyses	of	work	and	in	the	unpaid	nature	of	family	leave	policies.	From	a	feminist	view,	work	in	the	home	is	integral	to	economic	productivity	but	is	devalued.	When	postmodern	and	feminist	theories	are	integrated,	for	example,	the	primary	deconstructionist	task	is	to	critique
language,	discourse,	and	research	practices	that	constrict	knowledge	about	older	women.	To	illustrate,	caregiving	is	viewed	not	as	the	result	of	women’s	natural	tendencies	toward	nurturing,	but	as	the	outcome	of	socialization	processes	and	policies	that	reinforce	gendered	patterns	of	care	and	depend	on	the	unpaid	labor	of	women	as	cost-effective
for	society	(Calasanti	&	Slevin,	2001;	Hooyman	et	al.,	2002).	Similarly,	feminists	contend	that	the	consequences	of	caregiving	should	not	be	evaluated	on	the	basis	of	individual	characteristics	such	as	burden.	Instead,	the	underlying	problem	for	women	of	all	ages	is	not	personal	stress	levels,	but	inadequate	and	gender-based	public	policies	that	fail	to
support	their	care	work.	They	suggest	that	the	long-range	solution	is	reorganizing	work,	including	the	work	of	caregiving,	as	a	societal	rather	than	an	individual	responsibility.	Feminists	argue	that	unpaid	caring	by	families	and	underpaid	work	by	direct	care	workers	are	interconnected	and	must	be	fundamentally	changed	to	be	more	equitable	and
humane	for	both	the	givers	and	the	recipients	of	care,	in	SOCIAL	THEORIES	OF	AGING	order	to	improve	elders’	well-being	(Calasanti,	2009;	Gonyea	&	Hooyman,	2005;	Hooyman	et	al.,	2002).	Addressing	issues	that	are	relevant	to	women’s	lives,	feminist	gerontologists	draw	explicit	linkages	to	practice	and	policy	changes,	such	as	economic	rewards
for	women’s	caregiving.	In	addition,	they	provide	models	for	integrating	micro	(personal)	and	macro	(political)	levels	of	analysis.	Thus,	they	encompass	both	structural	and	individual	levels	of	theory	and	change	in	order	to	improve	the	social	and	economic	positions	of	all	women	as	they	age.	Lastly,	they	challenge	“mainstream”	feminist	theories,	which
typically	have	focused	on	issues	pertaining	to	younger	women,	to	take	account	of	age.	The	merging	of	feminist	and	aging	scholarship	has	the	potential	for	formulating	politically	sustainable	solutions	related	to	employment	and	caregiving	that	can	benefit	both	men	and	women,	young	and	old	(Calasanti,	2009;	Moen,	2001;	Powell,	2006).	A	FEMINIST
PERSPECTIVE	ON	CAREGIVING	Maria	grew	up	with	the	expectation	that	she	would	marry,	have	children,	and	take	care	of	her	family.	She	fulfilled	this	expectation,	raising	four	children,	caring	for	her	husband	when	he	suffered	a	heart	attack	in	his	early	60s,	and	later	caring	for	both	her	mother	and	her	mother-in-law.	She	never	held	a	full-time	job
outside	the	home;	instead,	she	occasionally	worked	part-time	in	order	to	supplement	her	husband’s	income.	When	he	died	at	age	65,	she	was	left	with	only	his	Social	Security	income.	All	her	years	of	caregiving	work,	which	had	contributed	to	her	family’s	well-being	and	to	the	economy,	were	not	compensated	in	any	way.	She	feels	that	she	is	being
penalized	for	following	the	“rules”	expected	of	her	throughout	her	life.	If	her	caregiving	work	were	valued	by	our	society	and	viewed	as	legitimate,	Social	Security	would	be	altered	to	provide	benefits	for	such	inhome	care.	This	would	mean	that	caregivers	such	as	Maria	would	receive	Social	Security	benefits	in	their	own	right	in	old	age.	Postmodernist
Theories	of	Aging	Postmodernist	theory	(or	deconstructionism,	which	in	itself	is	atheoretical)	represents	a	decisive	break	with	modernity	or	a	positivist	scientific	approach	to	an	“objective”	truth.	Similar	to	social	constructivist	theories,	postmodernists	contend	that	knowledge	is	socially	constructed	and	social	life	highly	improvisational.	As	a	result,	all
forms	of	meaning	and	“knowledge”	are	not	to	be	taken	for	granted.	According	to	this	perspective,	constructs	such	as	“social	class”	and	“gender”	relegate	individual	elders	to	socially	constructed	categories	and	overlook	human	agency	to	organize	changes	in	political	and	economic	systems	and	life	conditions.	Even	the	political	economy	perspective	is
critiqued	by	postmodernists	for	treating	aging	as	a	problem,	and	for	assuming	an	industrial	economy	with	structured	mass	production.	In	contrast	with	political	economy	theorists,	postmodernists	point	to	the	shift	to	a	service	economy—which	is	more	flexible,	fluid,	and	alterable,	and	promotes	consumer	choice	among	a	wide	array	of	options.	For
example,	with	the	changing	nature	of	labor,	older	adults	have	far	more	time	for	leisure,	travel,	and	personal	enrichment.	Communities	are	redefined	as	collectives	of	individuals	who	share	similar	beliefs	and	interests	and	are	brought	together	through	associations	or	in	virtual	contexts	(Bass,	2007,	2009;	Powell,	2006;	Powell	&	Longino,	2002).	Themes
of	the	postmodern	movement	are	summarized	by	Powell	(2006):	•	Objective	truth	is	unlikely	or	impossible;	truth	is	variable,	depending	on	the	situation	and	circumstances.	•	Decentralized	power	and	authority	are	preferable	to	centrally	held	power,	especially	at	the	federal	government	level.	•	Reality	and	truth	should	be	questioned.	•	Individual	choice
dominates	postmodern	society,	which	focuses	on	individual	consumption	of	goods	and	services.	Central	to	postmodernists	is	the	intent	to	describe	the	changed	and	changing	world,	not	in	an	idealized	way	but	as	it	appears	today.	They	299	SOCIAL	THEORIES	OF	AGING	contend	that	the	ideas	of	critical	gerontologists,	represented	by	the	political
economy	and	to	some	extent	feminist	perspectives,	are	no	longer	relevant	to	this	changed	world.	Instead,	new	frameworks	are	necessary	to	interpret	the	society	in	which	we	are	aging.	Similarly,	understanding	the	uniqueness	and	diversity	of	the	aging	experience	replaces	interest	in	conformity	and	universality	(Bass,	2009).	Some	postmodernists
emphasize	the	cultural	interaction	between	the	complexity	of	the	aging	body	and	the	social	context	in	shaping	people’s	“lived	experience”	across	the	life	course.	The	notion	of	the	aging	body	not	as	a	medical	or	biological	phenomenon	but	as	a	social	and	cultural	practice	of	everyday	life	is	an	important	narrative	in	the	construction	of	the	aging	identity
of	individuals	and	the	subjective	sense	of	self	and	meaning.	In	other	words,	we	are	insidiously	aged	by	Western	culture	(Gullette,	1997,	1998;	2004;	Longino	&	Powell,	2009).	Yet,	while	one’s	external	physical	appearance	changes	with	age,	a	person’s	essential	identity	does	not.	Consider	how	we	often	hear	older	adults	state	that	they	don’t	feel	old	until
they	see	themselves	in	a	mirror	and	are	surprised	by	their	own	image.	The	body	is	not	passive	material	that	is	only	acted	upon;	instead,	it	is	always	in	the	process	of	becoming	(Longino	&	Powell,	2004,	2009;	Powell,	2006).	At	the	same	time,	the	aging	body	is	exploited	by	popular	culture,	especially	by	glamorized	representations	of	old	age	in
advertisements	oriented	to	foster	consumption	and	a	continual	flight	from	the	“symptoms”	of	aging	to	“aging	successfully”	and	“finding	the	perfect	body.”	Despite	the	discontinuity	between	the	experience	of	living	in	an	aging	body	and	images	of	aging,	most	older	adults	maintain	their	sense	of	identity,	derived	from	their	past	achievements	and	what
they	hope	to	attain	in	the	future,	not	stereotypical	attributes	of	old	age	(Biggs,	1999;	Gilleard	&	Higgs,	2000;	Longino	&	Powell,	2009;	Powell	&	Longino,	2001).	Postmodernism	also	addresses	biotechnology	and	the	reconstruction	of	aging	bodies	to	reinvent	aging	through	biomedical	and	300	POSTMODERN	IMAGES	OF	“SUCCESSFUL	AGING”	Many
older	adults	today	are	faced	with	the	dilemma	of	“looking	young,”	while	portraying	the	image	of	the	“wise	elder.”	Some	have	turned	to	plastic	surgery,	expensive	cosmetics,	and	monthly	injections	of	human	growth	hormones	to	maintain	a	youthful	appearance,	while	others	spend	several	hours	per	day	to	maintain	their	bodies’	firmness	despite	the
effects	of	aging.	When	asked	why	they	spend	so	much	time	and	money	on	maintaining	their	physical	appearance,	many	older	men	confess	that	it	is	necessary	to	be	accepted	in	the	upper	echelons	of	management.	Women	focus	on	both	these	concerns	and	the	social	stigma	of	looking	old	in	American	society.	information	technologies.	In	fact,
biotechnology	can	sell	a	dream	of	“not	growing	old”	to	people	who	have	the	resources	to	afford	such	technology	(Longino	&	Powell,	2004).	While	advances	in	biomedicine	and	computer	technology	can	provide	new	options	for	persons	with	chronic	illness	or	disability,	they	also	mean	that	some	aspects	of	the	human	body	can	be	reconstructed	to
prevent,	hide,	or	slow	the	aging	process	(Powell	&	Wahidin,	2007).	Closely	related	to	the	active	adoption	of	consumer	practices	such	as	biotechnology	is	a	growing	emphasis	on	personal	responsibility	for	one’s	health,	whereby	those	who	do	not	engage	in	adequate	self-care	may	not	be	deserving	of	societal	resources	to	address	their	illnesses	(Powell	&
Biggs,	2004).	Summary	and	Implications	for	the	Future	This	review	of	theoretical	perspectives	has	highlighted	the	multiplicity	of	lenses	through	which	to	understand	the	aging	process.	Although	we	have	SOCIAL	THEORIES	OF	AGING	emphasized	the	utilization	of	explicit	theoretical	perspectives	to	build,	revise,	and	interpret	how	and	why	phenomena
occur,	it	is	apparent	that	no	single	theory	can	explain	all	aging	phenomena.	Instead,	these	theories—or	conceptual	frameworks—vary	widely	in	their	emphasis	on	individual	adjustment	to	age-related	changes;	their	attention	to	social	structure,	power,	economic	conditions,	and	life-course	inequities;	the	methodologies	utilized;	and	their	reflective	nature
on	the	meaning	of	the	aging	experience.	As	noted	early	in	the	chapter,	they	represent	different	times	or	historical	periods	in	the	development	of	social	theories.	Some,	such	as	disengagement	theory,	have	been	largely	rejected	by	empirical	data,	while	others,	such	as	social	phenomenology	and	feminist	theory,	are	evolving	and	capturing	the	attention
of	a	new	generation	of	gerontological	researchers.	Other	earlier	perspectives,	such	as	social	exchange	and	symbolic	interactionism	still	influence	research	questions	as	well	as	social	policy	and	practice.	As	a	whole,	these	theoretical	perspectives	point	to	new	ways	of	seeing	and	new	modes	of	analyzing	aging	phenomena	laying	the	groundwork	for
future	research	directions.	As	the	social,	economic,	and	political	conditions	affecting	older	people	change,	new	theoretical	perspectives	must	develop	or	former	ones	must	be	revised	through	the	gathering	of	information	from	diverse	cultures,	contexts,	and	circumstances.	The	theme	of	for	the	2006	Gerontological	Society	annual	meeting,	“the
gerontological	imagination,”	reflected	the	growing	interest	in	alternative	perspectives	across	a	wide	range	of	disciplines.	Given	the	increasing	heterogeneity	of	the	aging	process,	interdisciplinary	research	and	theory	building	are	essential.	Such	research	must	take	into	account	both	individual	and	macro-level	changes.	It	must	encompass	the	role	of
gender,	race,	class,	sexual	orientation,	and	functional	ability,	and	allow	for	the	dynamic	nature	and	meaning	of	the	aging	experience.	We	turn	next	to	the	social	context	and	relationships	addressed	by	many	of	the	social	theories	of	aging:	the	vital	role	of	social	supports	in	old	age;	how	physical	living	arrangements	affect	social	interactions;	the	concept
of	productive	aging,	which	encompasses	both	paid	and	nonpaid	roles	and	activities;	and	coping	with	loss	through	death,	bereavement,	and	widowhood.	GLOSSARY	activity	theory	a	theory	of	aging	based	on	the	hypothesis	that	(1)	active	older	people	are	more	satisfied	and	better	adjusted	than	those	who	are	not	active,	and	(2)	an	older	person’s	self-
concept	is	validated	through	participation	in	roles	characteristic	of	middle	age	and	therefore	older	people	should	replace	lost	roles	with	new	ones	to	maintain	their	place	in	society	age	stratification	theory	a	theoretical	perspective	that	the	societal	age	structure	affects	roles,	selfconcepts,	and	life	satisfaction	continuity	theory	a	theory	based	on	the
hypothesis	that	central	personality	characteristics	become	more	pronounced	with	age,	or	are	retained	through	life	with	little	change;	people	age	successfully	if	they	maintain	their	lifelong	roles	and	adaptation	techniques	critical	theory	the	perspective	that	genuine	knowledge	is	based	on	the	involvement	of	the	“objects”	of	study	in	its	definition,	which
results	in	a	positive	vision	of	how	things	might	be	better,	rather	than	only	an	understanding	of	how	things	are	disengagement	theory	a	theory	of	aging	based	on	the	hypothesis	that	older	people,	because	of	the	inevitable	decline	with	age,	become	less	active	with	the	outer	world	and	increasingly	preoccupied	with	their	inner	lives,	thereby	shifting	an
orderly	transfer	of	power	from	older	to	younger	people	feminist	theory	the	view	that	the	experiences	of	women	are	often	ignored	in	understanding	the	human	condition,	together	with	efforts	to	attend	critically	to	those	experiences	gerotranscendence	theory	a	theory	which	places	greater	emphasis	on	the	inner	self;	as	people	age,	they	move	away	from
a	focus	on	materialism	and	productivity	to	contemplation,	spirituality,	and	place	greater	value	on	close	relationships	301	SOCIAL	THEORIES	OF	AGING	interactionist	theory	a	perspective	that	emphasizes	the	reciprocal	actions	of	persons	and	their	social	environment	in	shaping	perceptions,	attitudes,	and	behavior	life-course	perspective	a	view	of
human	development	that	focuses	on	changes	with	age	and	life	experiences	in	the	larger	social,	historical,	and	political	context	political	economy	of	aging	a	theory	based	on	the	hypothesis	that	social	class	and	other	structural	variables	determine	a	person’s	access	to	resources	and	that	dominant	groups	within	society	try	to	sustain	their	own	interests
by	perpetuating	class	inequities	positivism	the	perspective	that	knowledge	is	based	solely	on	observable	facts	and	their	relation	to	one	another	(cause	and	effect,	or	correlation);	postmodernist	theory	a	theory	that	contends	that	knowledge	is	socially	constructed	so	that	no	forms	of	meaning	and	“knowledge”	are	to	be	taken	for	granted.	productive	roles
a	concept	central	to	activity	theory;	values	activities	in	voluntary	associations,	employment,	politics,	and	faith-based	organizations	role	theory	a	theory	based	on	the	belief	that	roles	define	us	and	our	self-concept	and	shape	our	behavior	social	constructivism	a	psychological	construct	within	the	phenomenological	approach,	which	refers	to	an
individual’s	making	meaning	of	knowledge	within	a	social	context	social	constructionism	a	sociological	construct	within	the	phenomenological	approach,	which	refers	to	the	structural	development	of	phenomena	relative	to	social	contexts	social	exchange	theory	a	theory	based	on	the	hypothesis	that	personal	status	is	defined	by	the	balance	between
people’s	contributions	to	society	and	the	costs	of	supporting	them	social	phenomenology	a	point	of	view	in	studying	social	life	that	emphasizes	the	assumptions	and	meanings	of	experience	rather	than	the	“objective”	facts,	with	a	focus	on	understanding	rather	than	explaining	structural	lag	the	inability	of	social	structures	(patterns	of	behavior,
attitude,	ideas,	and	policies)	302	to	adapt	to	changes	in	population	and	individual	lives	symbolic	interaction	perspective	a	theoretical	perspective	that	posits	that	interactions	between	individuals	and	their	environment	affect	their	experience	of	the	aging	process	REFERENCES	Achenbaum,	W.	A.	&	Bengtson,	V.	C.	(1994).	Reengaging	the
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Bengtson,	D.	Gans,	N.	M.	Putney,	&	M.	Silverstein,	(Eds.).	Handbook	of	theories	of	aging.	(2nd	ed).	New	York:	Springer	Publishing.	aldomurillo/iStockPhoto	The	Importance	of	Social	Supports:	Family,	Friends,	Neighbors,	and	Communities	This	chapter	focuses	on	informal	social	support	systems,	including	•	Social	networks,	social	engagement,	and
their	importance	for	health	and	active	aging	•	Multigenerational	families	•	Different	types	of	family	relationships	LGBT	families	Grandparents	and	great-grandparents	and	grandchildren	Grandparents	as	primary	caregivers	to	grandchildren	•	Friends,	neighbors,	and	acquaintances	as	social	supports	•	Social	support	interventions	•	Intergenerational
programming	•	Pets	as	social	support	As	people	age,	their	social	roles	and	relationships	change.	Note	that	physiological,	social,	and	psychological	changes,	as	well	as	opportunities	for	social	engagement	in	the	larger	environment,	affect	how	older	people	interact	with	others.	For	example,	after	having	raised	their	children	and	without	daily	contacts
with	coworkers,	older	people	may	lose	a	critical	context	for	social	integration.	At	the	same	time,	their	need	for	social	support	may	increase	because	of	changes	in	health,	cognitive,	and	emotional	status.	Such	incongruence	between	needs	and	environmental	opportunities	can	negatively	influence	elders’	well-being.	From	Chapter	9	of	Social
Gerontology:	A	Multidisciplinary	Perspective,	9/e.	Nancy	R.	Hooyman.	H.	Asuman	Kiyak.	Copyright	©	2011	by	Pearson	Education.	Published	by	Allyn	&	Bacon.	All	rights	reserved.	307	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	The	Nature	and	Function	of	Informal	Supports	A	common	myth	is
that	many	older	adults	are	lonely	and	isolated	from	family	and	friends.	Contrary	to	this	misperception,	even	older	people	who	appear	isolated	are	generally	able	to	turn	to	an	informal	network	for	advice,	emotional	reassurance,	or	concrete	services.	Social	networks	encompass	interrelationships	among	individuals	that	affect	the	flow	of	resources	and
opportunities.	Families,	friends,	neighbors,	and	acquaintances	such	as	postal	carriers	and	grocery	clerks,	can	be	powerful	antidotes	to	some	of	the	negative	social	consequences	of	the	aging	process.	Elders	can	draw	on	these	informal	networks	as	a	source	of	social	support	that	may	be	informational,	emotional,	or	instrumental	(e.g.,	assistance	with
tasks	of	daily	living).	Older	adults	first	turn	to	informal	networks	for	support	before	seeking	formal	assistance.	As	suggested	by	the	person–environment	model,	elders	draw	on	their	informal	networks	as	a	way	to	enhance	their	competence	(Moren-Cross	&	Lin,	2006).	Definitions	and	measures	of	social	support	vary	widely.	Most	research	on	social
supports	differentiates	social	networks,	social	integration,	and	social	capital;	support	that	is	assistance-related	and	nonassistance-related	(e.g.,	feelings	of	worth,	emotional	closeness,	and	belonging);	and	the	importance	of	perceived	social	support.	In	fact,	perceptions	of	support	may	be	more	important	than	the	actual	support	received	(Antonucci,
Birditt,	&	Akiyama,	2009;	Lyyra	&	Heikkinen,	2006).	POTENTIAL	OUTCOMES	OF	SOCIAL	SUPPORTS	•	Physical	and	mental	well-being	(increased	morale	and	self-confidence,	reduced	depression)	•	Feelings	of	personal	control,	autonomy,	and	competence	•	Improved	cognitive	abilities	•	Active	aging	and	resilience	•	Diminished	negative	effects	of
stressful	life	events	(bereavement,	widowhood)	•	Reduced	disability	and	mortality	risk	308	Social	integration,	which	encompasses	both	social	networks	and	support,	refers	to	the	degree	to	which	an	individual	is	involved	with	others	in	the	larger	social	structure	and	community.	This	concept	captures	the	degree	of	emotional	closeness,	the	availability
of	support	when	needed,	and	the	perception	of	oneself	as	a	person	actively	engaged	in	social	exchanges	(such	as	volunteering).	The	social	structure	shapes	the	individual,	but	the	individual	may	also	affect	the	social	structure	(Antonucci	et	al.,	2009;	Antonucci,	Sherman,	&	Akimaya,	1996;	Berkman,	2000;	Moren-Cross	&	Lin,	2006).	Both	of	these
concepts,	social	support	and	social	integration,	take	account	of	(1)	the	specific	types	of	assistance	exchanged	within	networks;	(2)	the	frequency	of	contact;	(3)	how	a	person	assesses	the	adequacy	of	supportive	exchanges;	and	(4)	anticipated	support	or	the	belief	that	help	is	available	if	needed.	Social	integration,	however,	tends	to	emphasize	the
giving	as	well	as	the	receiving	of	support,	and	thus	takes	account	of	crossgenerational	interdependence.	Consistent	with	theories	of	social	exchange,	most	older	adults	try	to	maintain	reciprocal	exchanges—being	able	to	help	others	who	help	them.	Even	frail	elders	who	require	personal	care	from	their	families	may	still	contribute	through	financial
assistance	or	child	care.	The	meaningful	role	of	helping	others	also	benefits	the	helper,	and	is	associated	with	positive	affect,	self-esteem,	a	sense	of	purpose,	life	satisfaction,	and	physical	and	mental	health	(Keyes,	2002;	Krause	&	Shaw,	2000;	Morrow-Howell	et	al.,	2001;	Kawachi	&	Berkman,	2001;	Temkin-Greener	et	al.,	2006;	Uchino,	2004).	The
social	convoy	model	captures	how	close	social	relationships	that	surround	an	individual	can	provide	a	protective,	secure	base,	but	also	how	personal	and	situational	characteristics	of	age,	gender,	race,	sexual	orientation,	and	social	class	influence	the	type	and	extent	of	support	needed	(Anotonucci,	et	al.,	2009;	Ajrouch,	Blandon,	&	Antonucci,	2005).
Supportive	networks	generally	foster	active	aging	and	characterize	resilient	elders.	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	SOCIAL	SUPPORT	AMONG	FRIENDS	After	40	years	of	marriage,	Nan	was	devastated	by	her	husband’s	decision	to	divorce	her.	Her	children	lived	across	the
country,	and	she	had	no	close	relatives	in	the	town	where	they	had	raised	their	children.	Nan	turned	to	two	women	whom	she	had	confided	in	for	more	than	30	years	of	child	rearing	and	the	ups	and	downs	of	their	marriages.	These	other	women,	both	divorced,	provided	emotional	support	as	Nan	grieved	the	loss	of	her	marriage	and	a	life	of	economic
security.	They	helped	her	find	a	good	divorce	attorney	and	financial	advisor,	who	in	turn	helped	her	obtain	an	adequate	settlement	from	her	husband.	Most	importantly,	the	friends	were	available	24/7	to	help	her	cope	with	this	unexpected	phase	in	her	life,	giving	her	more	strength	than	her	children	or	other	relatives	could	have.	The	Impact	of
Informal	Networks	and	Social	Supports	on	Well-Being	As	noted	above,	informal	reciprocal	relationships	are	crucial	for	older	adults’	physical	and	mental	well-being,	cognitive	functioning,	feelings	of	personal	control,	sense	of	meaning,	morale,	and	even	for	preventing	disability	and	delaying	mortality	(Berkman	&	Harootyan,	2002;	Krause,	2006;	Lubben
&	Gironda,	2003a,	2003b;	Lubben	et	al.,	2006;	Lyyra	&	Heikkinen,	2006;	Uchino,	2004).	In	fact,	one	study	found	that	older	adults	with	limited	social	support	were	3.6	times	more	likely	to	die	within	the	next	five	years	than	those	with	extensive	support	(Blazer,	2006).	Provision	of	support,	like	its	receipt,	contributes	to	elders’	perceptions	of	support
availability,	which	is	generally	linked	with	physical	and	mental	health.	Face-to-face	interactions	and	the	size	of	informal	networks	are	also	associated	with	improved	cognitive	functioning.	Social	support	can	mediate	the	effects	of	adversity	and	other	stressful	life	circumstances,	such	as	retirement,	widowhood,	illness,	or	relocation.	It	is	unclear,
however,	whether	such	supports	act	as	buffers	against	the	negative	impact	of	life	events	on	health,	or	whether	they	have	a	more	direct	effect,	independent	of	the	presence	or	absence	of	major	life	events.	The	extent	of	perceived	control	or	self-efficacy	may	also	mediate	the	relationships	between	social	support	and	health	(Antonucci	et	al.,	2009;	Cohen,
2004;	Cohen,	Gottlieb,	&	Underwood,	2001;	DuPertuis,	Aldwin,	&	Bosse,	2001;	Eng	et	al.,	2002;	Fiori,	Antonucci,	&	Akiyama,	2008;	Holtzman	et	al.,	2004;	Liang,	Krause,	&	Bennett,	2001;	Moren-Cross	&	Lin,	2006;	Seeman	et	al.,	2002).	Alternatively,	loss	of	social	support	through	divorce,	widowhood,	or	the	death	of	loved	ones	may	contribute	to
health	problems.	For	example,	older	adults	who	live	alone	and	are	not	regularly	tied	into	informal	networks	are	more	likely	to	use	formal	services	and	to	be	placed	in	residential	care	settings.	Their	self-reported	well-being	tends	to	be	lower.	Similarly,	social	isolation	may	increase	the	risk	of	disability,	poor	recovery	from	illness,	and	earlier	death.
Although	several	longitudinal	studies	identified	an	association	between	social	support	structures	and	reduced	mortality	risk,	findings	are	mixed	on	whether	such	support	actually	diminishes	the	risk	of	mortality	(Findlay,	2003;	Lyyra	&	Heikkinen,	2006;	Moren-Cross	&	Lin,	2006).	The	Lubben	Social	Network	Scale,	a	widely	applied	to	assess	social
integration	and	to	screen	for	social	isolation	among	communitydwelling	elders,	has	been	used	with	culturally	diverse	elders	in	many	countries.	Low	scores	on	this	scale—indicating	social	isolation—are	correlated	with	a	wide	range	of	health	problems	(Lubben	et	al.,	2006).	Living	alone,	however,	does	not	necessarily	mean	social	isolation,	especially	for
women	who	tend	to	maintain	active	social	ties	(Antonucci	et	al.,	2009;	Jeon	et	al.,	2007;	Michael,	Berkman,	Colditz,	&	Kawaski,	2001).	The	extent	to	which	networks	vary	with	age	is	not	clear-cut.	While	some	studies	identify	a	decline	in	friendship	networks,	others	report	that	changes	occur	primarily	in	network	composition	(e.g.,	less	contact	with
couples,	more	with	informal	helpers)	or	in	the	role	played	by	this	network	(e.g.,	increased	need	for	instrumental	support)	(Antonucci	et	al.,	2009;	Jeon	et	al.,	2007;	Kalmijn,	2003).	In	fact,	elders	active	in	voluntary	associations	or	retirement	communities	309	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND
COMMUNITIES	may	actually	expand	and	diversify	their	networks.	A	process	of	social	selection	may	occur	whereby	healthy	people	are	more	likely	to	have	supportive	social	relationships	precisely	because	they	are	healthy.	Conversely,	poor	health	may	hinder	them	from	initiating	or	sustaining	social	relationships	(Wethington	et	al.,	2000).	In	some
cases,	negative	interactions	with	one’s	informal	networks	can	have	adverse	effects	on	health.	In	addition	to	conflictual	relationships,	other	types	of	negative	interactions	may	be	due	to	incongruence	between	an	older	person’s	needs	and	competence	level,	such	as	disappointment	that	one’s	children	are	not	visiting	often	enough	or	that	relatives	are
giving	unsolicited	advice	or	criticism.	The	concept	of	ambivalence	conveys	that	close	relationships	can	have	both	positive	and	negative	features	(Antonucci	et	al.,	2009;	Krause,	2004,	2006).	The	family—the	basic	unit	of	social	relationships—is	the	first	topic	considered	here.	We	examine	the	rapid	growth	of	the	multigenerational	family	and	how



relationships	with	spouses,	partners,	adult	children,	parents,	grandparents,	and	siblings	shift	with	age.	Changing	Family	Structure	Contrary	to	commonly	held	perceptions	of	elders	as	separate	from	families,	the	lives	of	young	and	old,	even	at	a	geographic	distance,	are	intertwined	through	cross-generational	support.	The	family	is	the	primary	source
of	such	support	for	older	adults;	nearly	94	percent	have	living	family	members.	These	include	partners,	adult	children,	grandchildren	or	great-grandchildren,	and	siblings.	Approximately	80	percent	of	adults	over	age	65	have	children,	but	this	percentage	is	declining	because	of	reduced	fertility	rates	(Cruikshank,	2009;	Uhlenberg,	2004).	About	66
percent	of	older	adults	live	in	a	family	setting—with	a	partner,	child,	or	sibling—	although	not	necessarily	in	a	multigenerational	household	(Figure	1).	Given	the	higher	rates	of	widowhood	among	women	than	men,	older	men	310	Long-term	married	couples	generally	express	satisfaction	with	their	marriages.	Photodisc/Getty	Images	are	more	likely	to
live	in	a	family	setting,	typically	with	a	spouse	or	partner	than	are	women	(81	and	61	percent,	respectively).	Only	about	6	percent	of	older	men	and	17	percent	of	older	women	live	with	children,	siblings,	or	other	relatives	instead	of	a	spouse	or	partner	(Federal	Interagency	Forum,	2008).	However,	the	majority	have	at	least	one	child	living	close	by
who	sees	them	regularly	but	older	adults	typically	do	not	want	to	live	with	their	adult	children	(Davidson,	2006).	Nevertheless,	declining	health,	loss	of	a	former	caregiver	or	partner,	desire	for	companionship,	and	lower	income	often	precipitate	the	move	to	a	shared	residence.	Widowed	mothers	are	more	likely	to	live	with	a	child	than	are	divorced,
single,	or	married	mothers	(Wilmouth,	2000).	In	a	growing	number	of	households,	adult	children	are	moving	back	into	the	family	home,	typically	for	financial	reasons	or	following	a	divorce	or	unemployment;	such	arrangements	may	strain	family	relations	(Calasanti	&	Kiecolot,	2007).	Factors	associated	with	geographic	proximity	to	the	nearest	child
are:	•	parents’	health:	as	health	declines,	parents	tend	to	move	closer	to	an	adult	child	•	parents’	age:	parents	over	age	80	live	closer	to	adult	children	•	parents’	socioeconomic	status:	higher	social	class	tends	to	be	associated	with	greater	geographic	distance	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND
COMMUNITIES	Men	Women	19%	73%	19%	8%	39%	42%	Living	with	Spouse	Living	alone	Other	•	marital	status:	widowed	mothers	live	closest	to	daughters;	remarried	parents	tend	to	live	at	a	greater	geographic	distance	than	parents	who	remain	married	to	each	other	Geographic	distance	in	itself	does	not	impair	the	quality	of	parent-adult	child
relationships.	In	fact,	adult	children	often	provide	care	to	parents	at	a	considerable	distance.	The	Growth	of	the	Multigenerational	Family	The	term	multigenerational	family	encompasses	the	growing	reciprocity	across	three	or	more	generations,	both	in	the	United	States	and	Family	gatherings	help	maintain	multigenerational	ties.	bo1982/iStockPhoto
FIGURE	1	Living	Arrangements	of	Persons	65+,	2008	SOURCE:	Administration	on	Aging	(AOA).	(2008).	A	Profile	of	Older	Americans.	Washington,	DC.	globally.	Since	1990,	the	number	of	multigenerational	households	has	grown	by	approximately	60	percent.	Nearly	four	million	American	households	consist	of	three	or	more	generations	living
together,	with	about	78,000	households	nationwide	consisting	of	four	generations	(Generations	United,	2009).	For	individuals	born	in	1900,	the	chances	of	both	parents	dying	before	the	child	reached	age	18	were	18	percent;	by	age	30,	only	21	percent	had	any	grandparents	alive.	In	contrast,	68	percent	of	individuals	born	in	2000	will	have	four
grandparents	alive	when	they	reach	age	18;	and	76	percent	will	have	at	least	one	grandparent	at	age	30—almost	four	times	that	of	the	cohort	born	in	1900.	In	fact,	20-year-olds	today	are	more	likely	to	have	a	grandmother	living	(92	percent)	than	20-year-olds	in	1900	were	to	have	their	mother	alive	(83	percent)	(Kleyman,	2006).	Another	indicator	of
changing	multigenerational	dynamics	is	that	increasing	numbers	of	people	over	age	65	have	a	child	who	is	also	over	65,	who	may	then	be	both	a	child	and	a	grandparent	at	the	same	time.	In	sum,	persons	at	all	stages	of	life	are	more	likely	to	have	kinship	networks	involving	older	people	than	in	the	past.	This	has	resulted	in	parents	and	children	now
sharing	five	decades	of	life;	siblings	perhaps	sharing	eight	decades;	and	the	grandparent–grandchild	bond	lasting	three	or	more	decades.	Multigenerational	families	cut	across	race,	ethnicity,	and	social	class.	311	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	Increased	life	expectancy	may	create
multigenerational	kinship	networks	to	provide	family	continuity,	along	with	instrumental	or	emotional	support	when	needed.	Yet	increased	longevity	may	also	mean	extended	years	of	family	dysfunction	and	caring	for	relatives	with	chronic	disabilities.	Although	families	are	experiencing	more	crossgenerational	relationships,	paradoxically,	fewer
people	within	each	generation	are	available	to	care	for	older	family	members.	Demographic	and	societal	trends	that	underlie	this	paradox	include	a	decrease	in	overall	fertility	rates	that	have	reduced	family	size,	an	increase	in	family	dissolutions,	and	more	women	employed.	As	life	expectancy	has	grown	and	the	birthrate	has	declined,	delaying	the
age	of	childbearing	has	become	common,	and	resulted	in	a	shift	in	the	age	structure	for	most	families	from	a	“pyramid”	to	a	“beanpole.”	This	means	that	American	families	are	smaller	today	(averaging	2.6	people	in	the	nuclear	family)	than	ever	before,	with	the	age	of	first	births	now	25	years,	and	first	births	to	women	age	35	years	and	older
increasing	nearly	eight	times	since	1970	(United	Press	International,	2009).	Nevertheless,	cross-generational	obligations	and	exchanges	have	remained	relatively	stable	across	time	(Bengtson,	2001;	Bengtson	&	Putney,	2006;	Harper,	2006).	The	number	of	women	entering	the	paid	workforce	has	increased	dramatically	in	the	past	50	years;	over	60
percent	compared	to	33	percent	of	women	in	the	1950s	(Bureau	of	Labor	Statistics,	2006).	The	distribution	of	women	in	the	workforce	across	the	life-course	is	also	striking,	with	women	in	their	childbearing	years	most	likely	to	be	employed,	increasingly	for	economic	reasons.	Even	though	many	family	relationships	are	becoming	more	egalitarian,	most
women	still	face	multiple	care	responsibilities	across	the	life-course:	for	children	and	young	adults	with	disabilities	or	chronic	illnesses,	parents	or	grandparents	during	the	woman’s	middle	age,	a	partner	in	old	age,	or	an	adult	child	with	developmental	disabilities	until	the	woman	reaches	advanced	old	age.	Other	societal	trends	that	are	increasing	the
heterogeneity	of	the	American	family	structure	include:	•	a	growth	in	divorce	and	blended	families	(e.g.,	families	reconstituted	by	divorce	and	remarriage)	•	more	people	living	alone	•	more	single-parent	households	•	never-married	individuals	living	together	as	nontraditional	families	(e.g.,	LGBT	families,	cohabitation	of	heterosexual	couples,	and
single	parents	choosing	to	raise	children	on	their	own)	•	more	egalitarian	relationships	in	younger	generations	•	more	emphasis	on	affective	bonds	and	choice,	less	on	normative	prescriptive	relationships	•	more	grandparents	and	great	grandparents	with	primary	responsibilities	for	grandchildren.	For	the	first	time,	only	23.5	percent	of	U.S.
households	are	composed	of	nuclear	families.	Similarly,	the	number	of	children	living	in	singleparent	households	grew	from	about	12	percent	in	1950	to	about	32	percent	today.	As	a	result,	the	pattern	of	first	marriage	and	nuclear	family	is	no	longer	the	societal	norm,	but	one	of	numerous	family	structures.	In	fact,	the	blended	family	may	soon
outnumber	other	forms	(Doodson	&	Morley,	2006).	Defining	Multigenerational	Families	Multigenerational	families	often	provide	reciprocal	support.	aldomurillo/iStockPhoto	312	Consistent	with	social	constructionism	theory,	definitions	of	families	are	socially	con-	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND
COMMUNITIES	structed	and	vary	by	culture	and	socioeconomic	class.	In	this	text,	family	is	broadly	defined	by	interactional	and	emotional	quality,	not	necessarily	by	members	living	together,	by	birth,	or	marriage.	Kinship	is	a	matter	of	social	definition,	particularly	within	families	of	color,	as	reflected	in	the	role	of	fictive	kin	within	populations	of
color:	grandparents	as	primary	caregivers	to	grandchildren,	“play	relatives,”	godparents,	and	friends.	Among	gays	and	lesbians,	chosen	or	“friendship”	families	are	common.	Gerontological	practitioners	and	policy	makers	must	be	sensitive	to	the	ways	in	which	elders	and	their	networks	define	family	in	order	to	work	effectively	and	respectfully	with
family	members.	A	life-course	and	multigenerational	perspective	on	families	captures	the	interdependence	of	lives	in	three	ways:	the	interdependence	of	cohorts	in	societies,	that	of	generations	in	families,	and	individual	life	paths	in	relation	to	these	interdependencies.	It	also	takes	account	of	individual,	family,	and	historical	time	(Bliezsner,	2006;
Hagestad,	2003).	Multigenerational	families	are	characterized	by	cross-generational	reciprocity	and	interdependence	rather	than	dependence	or	independence.	None	of	us,	no	matter	what	our	age,	is	ever	totally	independent.	Generations	are	interdependent	across	the	life-course;	each	contributes	to	the	other,	through	families	and	nontraditional
informal	supports	(e.g.,	friends,	neighbors,	“community	gatekeepers”).	In	fact,	the	global	economic	crisis	may	be	reducing	social	mobility	between	generations	and	enhancing	obligations	felt	toward	one	another	as	families	increasingly	help	each	other	out	(Bengtson	&	Putney,	2006).	Contrary	to	stereotypes	of	selfish	older	adults,	most	exchanges	of
time	and	financial	assistance	are	from	the	older	to	younger	generations,	unless	older	adults	require	caregiving	help	(Silverstein	et	al.,	2002).	Overall,	older	adults	perform	vital	unacknowledged	functions	within	families	as	role	models	for	socialization,	economic	transfers,	bearers	of	family	history,	and	daily	assistance	(Bengtson	&	Putney,	2006;
Blieszner,	2006;	Harper,	2006).	Regardless	of	the	particular	family	structure,	family	relationships	inevitably	involve	a	social	contract	characterized	by	both	solidarity	and	conflict.	Cohesion	appears	to	be	based	on	sharing	across	generations,	including	the	extent	of	common	activities,	the	degree	of	positive	sentiment,	consensus	on	lifestyle	choices,	and
the	exchange	of	assistance.	Less	is	known	about	tensions,	disagreements,	or	conflicts	across	generations	over	the	life-course	(Bengtson	&	Putney,	2006;	Bleiszner,	2006;	Giarrusso	et	al.,	2006;	Hagestad,	2003;	Hummert	&	Morgan,	2001).	Gerontological	practitioners	increasingly	assess	and	work	with	more	than	one	generation	within	families,	and
need	to	locate	services	to	support	families.	As	noted	in	the	box	below,	they	can	also	encourage	families	to	value	their	elder	relatives’	histories	and	the	sharing	of	stories	across	the	generations	as	a	way	to	contribute	to	solidarity.	FAMILY	HISTORIES:	PRESERVING	THE	LEGACY	OF	AN	OLDER	RELATIVE	Along	with	the	growth	of	multiple	generations
within	families,	younger	family	members	are	encouraging	their	older	relatives	to	write	their	family	history	or	record	it	on	DVD	or	CD-ROM.	Life	stories	are	typically	not	just	about	one	older	person,	but	that	individual	in	the	context	of	the	whole	family	history.	In	fact,	websites	that	assist	with	writing	personal	histories	advertise	journalistic	or	service
professionals	for	this	age-old	task.	While	families	have	always	passed	stories	across	generations,	baby	boomers	are	“professionalizing”	storytelling,	sometimes	paying	up	to	$30,000	for	a	written	record	of	their	ancestry.	Multimedia	legacies	can	include	mementos,	photos,	and	music	and	provide	archived	material	from	the	relevant	historical	period.
Such	storytelling	not	only	leaves	a	legacy	for	younger	generations,	but	the	process	of	life	review	can	have	psychological	and	physical	health	benefits	for	older	adults.	Perhaps	most	important	to	families	who	are	often	separated	by	geographic	and	psychological	distance,	future	generations	will	continue	to	benefit	from	the	full,	rich	lives	of	their
predecessors.	SOURCE:	Based	on	S.	S.	Stitch	(2002).	Family	lore:	Stories	to	keep,	Time,	November	11,	A3.	313	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	Cultural	Variations	in	Multigenerational	Families	Due	to	the	significant	aging	of	the	global	population,	other	countries	are	also
experiencing	an	increase	in	multigenerational	families.	In	contrast	to	the	U.S.,	three-	and	four-generation	families	are	more	likely	to	live	together	in	countries	such	as	Japan,	Korea,	India,	and	Mexico.	Within	the	U.S.,	multigenerational	families	living	together	are	more	common	among	populations	of	color	than	among	Caucasians;	they	have	been	a
source	of	strength	historically.	For	example,	grandparents	and	“fictive	kin”	of	friends	or	other	relatives	among	African	American	households	have	traditionally	played	a	central	role	in	caring	for	children.	Even	when	controlling	for	need,	families	of	color	are	more	likely	to	live	in	multigenerational	contexts,	or	to	depend	on	non-kin	(e.g.,	friends	and
neighbors)	who	provide	both	social	and	instrumental	support,	especially	for	unmarried	children	and	parents.	Indeed,	the	world	is	watching	a	maternal	grandmother	play	a	vital	support	function	in	President	Obama’s	family	(DilworthAnderson,	Williams,	&	Gibson,	2002).	This	greater	incidence	of	cross-generational	households	in	communities	of	color
may	underlie	the	higher	levels	of	assistance	to	elders	and	the	generally	positive	parent-adult	child	relationships	reported	by	African	American,	Latino,	and	Asian	American	families	compared	with	their	Caucasian	counterparts	(Dilworth-Anderson	et	al.,	2002).	On	the	other	hand,	the	existence	of	extended	family	arrangements	and	fictive	kin	may	grow
out	of	economic	necessity,	especially	because	older	African	American	women	are	less	likely	to	be	married	than	any	other	group	among	the	older	population.	Additionally,	these	arrangements	may	carry	financial	and	emotional	costs	and	divert	elders	from	accessing	formal	supports.	These	patterns	may	shift	over	time	with	increased	economic	and
geographic	mobility	and	levels	of	acculturation	by	younger	generations.	314	By	contrast,	American	values	and	economic	pressures	often	weaken	multigenerational	support	networks	within	immigrant	and	refugee	populations.	Among	Asian	American	immigrants,	grandparents	frequently	provide	child	care	to	enable	both	parents	to	work	outside	the
home,	but	younger	generations’	sense	of	filial	responsibility	toward	older	relatives	may	be	eroded	by	their	upward	mobility.	Latino	immigrant	families	typically	have	strong	cross-generational	cohesion,	but	smaller	family	size,	increased	employment	of	women,	and	economic	pressures	may	compromise	such	supportive	interactions	(Beyene,	Becker,	&
Mayen,	2002).	As	an	example,	Cuban	American	elders	place	a	high	value	on	extended	family	relationships,	but	those	now	residing	in	Florida	tend	to	live	alone,	in	part	because	of	declining	family	size	related	to	their	immigration	history.	Nevertheless,	they	often	compensate	for	the	lack	of	large,	geographically	close	family	supports	by	engaging	in	social
networks	through	religious	organizations	or	senior	centers	(Martinez,	2003).	Despite	pressures	for	assimilation	and	rapid	economic	and	social	changes,	cultural	variations	remain	salient	in	how	multigenerational	relations	are	defined	and	experienced.	Even	when	behaviors	such	as	dress,	appearance,	and	material	goods	differ	markedly	across
generations,	some	cultural	values	may	nevertheless	be	shared.	Cultural	notions	of	“family”	are	strong,	but	are	reinterpreted	in	rapidly	changing	economic	and	social	conditions.	As	a	result,	living	arrangements	for	elders	often	represent	a	balance	of	cultural	convictions,	functional	ability,	and	actual	choices.	What	is	most	important	to	elders,	however,
is	not	the	structural	makeup	of	family	exchanges,	but	the	subjective	or	emotional	quality	of	the	relationships	(Martinez,	2003).	Regardless	of	the	particular	family	structure	or	nature	of	relationships,	practitioners	must	be	sensitive	to	cultural	variants.	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES
THE	STRENGTH	OF	MULTIGENERATIONAL	TIES	During	the	summer	of	2000,	the	governments	of	North	and	South	Korea	agreed	to	an	unprecedented	reunion	of	families	that	had	been	torn	apart	during	the	Korean	War.	Siblings	who	had	not	seen	each	other	since	their	teens,	and	parents	now	in	their	80s	and	90s	were	reunited	with	their	children
who	were	themselves	in	their	60s.	The	fortunate	100	families	were	selected	by	lottery	from	the	citizens	of	North	Korea	and	flown	to	South	Korea	for	a	brief	visit.	This	bittersweet	reunion	lasted	only	one	week,	after	which	those	from	North	Korea	were	required	to	return	home.	Nevertheless,	the	stories	shared	by	these	families	provided	a	dramatic
illustration	of	the	endurance	of	family	bonds	across	generations	and	over	time.	Older	Partners*	The	marital	or	partnered	relationship	plays	a	crucial	support	function	in	most	older	people’s	lives,	especially	men’s.	Of	all	family	members,	partners	are	most	likely	to	serve	as	confidants,	offer	support,	facilitate	social	interaction,	foster	emotional	well-
being,	and	guard	against	loneliness	(Davidson,	2006;	Russell	&	Taylor,	2009;	Walker	&	Luszcz,	2009).	Nearly	55	percent	of	the	population	age	65	and	older	is	married	and	lives	with	a	spouse	in	an	independent	household.	Marriage	rates	are	highest	among	Asian	and	Pacific	Islanders,	then	whites,	followed	by	Latinos	and	African	Americans	(American
Community	Survey,	2007;	Calasanti	&	Kiecolt,	2007).	Less	is	known	about	the	percentage	living	with	a	gay	or	lesbian	partner,	as	discussed	below.	Significant	differences	exist,	however,	in	living	arrangements	by	gender	and	age.	Because	of	women’s	longer	life	expectancy,	higher	rates	of	widowhood,	and	fewer	options	for	*Research	on	gay,	lesbian,
bisexual,	and	transgender	partners	is	relatively	limited.	Although	we	use	the	term	partner	throughout	the	text	where	relevant,	in	some	instances	data	are	only	available	on	married	heterosexual	couples.	remarriage,	only	42	percent	of	women	age	65	and	older	are	married	and	living	with	a	spouse,	as	compared	to	73	percent	of	men.	These	percentages
decline	dramatically	with	age	for	women,	with	only	15	percent	of	women	age	85	and	older	married	versus	60	percent	of	men,	as	shown	in	Figure	2.	Accordingly,	almost	30	percent	of	communitydwelling	elders	live	alone,	with	women	representing	80	percent	of	those	individuals.	(AOA,	2008;	Connidis,	2006;	DHHS,	2006;	Federal	Interagency	Forum,
2008).	Marital	status	affects	socioeconomic	wellbeing,	living	arrangements,	and	the	nature	of	care	that	is	readily	available	in	case	of	illness.	Older	men	living	alone,	particularly	Latino	males,	are	found	to	have	higher	levels	of	clinical	depression,	loneliness,	and	social	isolation,	and	are	more	likely	to	use	formal	social	services	compared	to	those	living
with	a	partner.	Married	people,	especially	men,	are	found	to	be	healthier	and	to	live	longer	than	their	unmarried	counterparts.	They	seem	to	benefit	from	social	support,	health	monitoring,	economic	resources,	and	the	stress	reduction	of	the	marital	relationship.	In	fact,	marital	status	and	its	supportive	functions	appear	to	be	related	to	physical	and
psychological	health,	life	satisfaction,	happiness,	and	well-being,	especially	for	men—although	we	can	all	think	of	exceptions	to	these	associations	(Bookwala,	2005;	Bookwala	&	Franks,	2005;	Davidson,	2006;	Lyyra	&	Heikkinen,	2006;	Russell	&	Taylor,	2009).	While	generally	not	having	the	legal	option	of	marriage,	LGBT	elders	who	are	in	committed
relationships	tend	to	be	less	lonely	and	enjoy	better	physical	and	mental	health	than	their	counterparts	who	live	alone	(Cruikshank,	2009;	Heaphy,	2007).	Marital	Satisfaction	Marital	quality	tends	to	vary	by	gender,	life	course,	and,	to	some	extent,	race.	Men	consistently	experience	increased	levels	of	marital	satisfaction	over	time	than	do	women
(Calasanti	&	Slevin,	2001;	Umberson,	Williams,	Powers,	Chen	&	Campbell,	2005;	Umberson	et	al.,	2006).	315	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	65–74	75–84	85	and	over	Men	100%	78	74	80%	35	40%	0%	4	4	3	Never	Married	10	6	2	Divorced	8	60%	52	20%	Married	0%	57	38	40%	17
Widowed	76	80%	60	60%	20%	Women	100%	26	4	3	4	Never	Married	13	15	7	4	Divorced	Widowed	Married	FIGURE	2	Marital	Status	of	Persons	65+	SOURCE:	Federal	Interagency	Forum	on	Aging,	2008.	Although	older	African	Americans	typically	report	lower	marital	satisfaction	than	do	whites,	and	older	African	American	women	less	satisfaction
than	white	women,	marriage	still	promotes	wellbeing	for	African	American	women	(Connidis	&	Kiecolt,	2007).	Marital	satisfaction	is	high	among	those	recently	married,	lower	among	those	in	the	child-rearing	period—especially	in	middle	age—	and	higher	in	the	later	stages,	when	children	typically	leave	home	and	household	division	of	labor	may
equalize	with	age	(Frisco	&	Williams,	2003;	Ward	&	Spitze,	2004).	Contrary	to	stereotypes,	most	women	are	not	upset	when	their	children	leave	home,	but	rather	view	the	empty	nest	as	an	opportunity	for	new	activities.	However,	children	today	are	leaving	the	nest	later	and	are	more	likely	to	return	home,	often	for	financial	reasons	(known	as
“boomerang	children,”	who	leave	and	come	back	multiple	times),	which	can	negatively	affect	marital	satisfaction.	Retirement	can	be	a	difficult	transition,	especially	if	the	couple	was	already	dissatisfied	before	retirement.	Some	retired	partners	experience	changes	in	the	emotional	quality	of	their	relationship,	along	with	conflicts	over	too	much	time
together	and	the	loss	of	personal	space.	On	the	other	hand,	increased	time	together	in	shared	activities	and	with	friends	during	retirement	can	positively	impact	marital	satisfaction	(Blieszner,	2006).	316	As	partners	modify	roles	through	retirement,	post-parenthood,	illness,	or	disability,	they	face	the	strain	of	relinquishing	previous	roles	and	adapting
to	new	ones.	Older	partners’	ability	to	negotiate	such	role	transitions	depends,	in	large	part,	on	their	prior	flexibility	and	satisfaction	in	their	marital	relationship.	Marital	satisfaction	may	increase	in	middle	age	to	early	old	age,	with	couples	becoming	more	similar	in	their	attitudes,	beliefs,	roles,	and	behaviors	(Davey	&	Szinovacz,	2004).	Sex-role
expectations	and	behaviors	are	often	relaxed	in	old	age,	with	the	marital	relationship	becoming	more	central	to	men’s	lives	as	they	age.	In	fact,	marital	quality	may	be	more	important	for	older	men	than	age,	health,	life	expectancy,	education,	or	retirement	in	predicting	life	satisfaction	and	well-being	(Davidson,	2006;	George,	2006).	Happy	marriages
in	old	age	are	characterized	by	adequate	communication,	gender	equality,	and	joint	decision	making	through	a	gradual	relaxation	of	boundaries	and	a	decreasing	division	of	labor	based	on	traditional	male/female	roles.	Nevertheless,	women	still	carry	primary	responsibility	for	domestic	tasks	and	elder	care	(Calasanti	&	Kiecolt,	2007;	Kaufman	&
Taniguchi,	2006).	Failure	to	negotiate	role	expectations,	such	as	the	division	of	household	tasks	after	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	retirement,	can	result	in	disagreements	and	divergent	paths.	In	a	study	of	gender	ideology	among	individuals	age	51	to	92,	men	who	held
egalitarian	attitudes	reported	significantly	higher	levels	of	marital	happiness	than	did	those	with	more	traditional	attitudes.	Overall,	feeling	equitably	treated	in	a	marriage	tends	to	reduce	marital	stress	(Hagedoorn,	Van	Yperen,	Coyne	et	al.,	2006;	Kaufman	&	Taniguchi,	2006).	Accordingly,	with	more	opportunities	for	companionship,	older	partners
may	discover	common	interests	and	a	greater	sense	of	interdependence.	As	a	consequence,	expressive	aspects	of	the	marriage—affection	and	companionship—	may	emerge	more	fully	across	time.	When	marital	strain	occurs,	it	is	heightened	by	the	fact	that	long-lived	relationships	are	a	contemporary	phenonenon	with	few	role	models	for	how	to
negotiate	40	to	50	years	of	marriage.	At	the	beginning	of	the	twentieth	century,	the	average	length	of	marriage	at	the	time	of	a	spouse’s	death	was	about	28	years,	peaking	at	over	45	years	late	in	that	century.	Never	before	in	history	have	the	lives	of	so	many	couples	remained	interwoven	long	enough	to	encounter	the	variety	of	life-changing	events
that	later	stages	of	marriage	now	bring.	Marital	strain	tends	to	affect	older	adults’	health	status	and	self-ratings	of	health	negatively	(Umberson	et	al.,	2005;	Wallace	&	Luszcz,	2009).	One	reason	may	be	that	marital	conflict	may	precipitate	physiological	changes,	which	can	impair	immune	response	and	increase	cardiovascular	reactivity	(Robles	&
Kiecolt-Glaser,	2003;	Umberson	&	Williams,	2005).	One	study	found	that	over	20	percent	of	couples	experience	moderate	or	strong	emotional	and	social	loneliness	in	their	marriage.	Such	marriages	were	characterized	by	a	spouse	with	health	problems,	limited	emotional	support	from	the	spouse,	infrequent	conversations	or	being	in	disagreement,	or
evaluating	their	current	sex	life	as	relatively	unpleasant	or	nonexistent.	Emotional	loneliness	was	stronger	among	women	in	second	marriages,	whereas	marked	social	loneliness	was	acute	for	older	men	with	wives	who	had	a	disability	(Gierveld,	van	Grownou,	Hoogendoom,	&	Smit,	2009).	Divorce	in	Old	Age	The	pattern	of	long-term	marriages	is
declining,	however.	Although	the	percentage	divorced	is	lower	for	those	over	age	65	than	for	all	age	groups	under	65,	more	elders	in	future	cohorts	will	be	divorced	and	single.	Just	one	in	five	marriages	of	late-life	couples	will	survive	50	years,	with	four	of	five	ending	in	divorce	or	widowhood.	Additionally,	the	estimated	11	percent	of	adults	in	the
current	cohort	age	65	and	older	who	are	divorced	or	separated	is	almost	double	that	of	1980,	and	is	expected	to	grow	to	13	percent	by	2021.	This	increased	dissolution	rate	results	in	part	from	baby	boomers’	permissive	attitudes	about	divorce	and	priority	on	personal	self-fulfillment.	Accordingly,	this	cohort	experienced	a	decline	in	first-marriage
rates	and	an	increase	in	never-marrying	rates,	later	age	of	first	marriage,	divorce,	and	cohabitation	Increased	emphasis	on	individualism	combined	with	the	realization	that	an	adult	may	live	another	25	to	30	years	after	retirement	appears	incompatible	with	lifelong	marriage.	Boomers	who	enter	old	age	as	single	after	experiencing	multiple	marital
transitions	may	find	their	well-being	in	old	age	is	affected.	These	trends	also	demonstrate	the	growing	societal	acceptance	of	separation	as	an	option	among	all	age	and	racial	groups	(AOA,	2008;	Wu	&	Schimmele,	2007;	Zhang	&	Hayward,	2006).	Late-life	divorce	tends	to	be	the	dissolution	of	long-term	marriages	(over	10	years).	Such	long	duration
contributes	to	postponement	of	divorce,	coupled	with	fears	and	uncertainties	about	postmarital	life.	Such	concerns	include	facing	old	age	alone,	the	threat	of	economic	hardship,	inability	to	establish	new	partnerships,	and	psychological	distress.	The	desire	for	a	happier	life,	however,	tends	to	outweigh	such	concerns.	The	primary	reasons	for	divorce
among	adults	age	65	and	over	are	“falling	out	of	love,”	“growing	apart,”	boredom	with	stale	relationships,	or	personal	change—not	interpersonal	conflict	per	se.	Contrary	to	the	commonly	held	image	of	men	317	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	seeking	divorce	because	of	younger
women,	women	are	more	likely	to	initiate	late-life	divorce	than	men,	in	some	instances	to	escape	an	abusive	relationship	(Bair,	2007;	Clift,	2005;	Montenegro,	2004;	Wu	&	Schimmele,	2007).	Older	divorcees	are	more	likely	to	experience	psychological	distress,	loneliness,	depression,	financial	difficulties,	and	social	isolation	than	are	younger	divorced
women	(Montenegro,	2004;	Wu	&	Schimmele,	2007).	Being	divorced	in	old	age	typically	means	economic	hardships	and	diminished	interactions	with	adult	children	for	women,	although	divorced	mothers	receive	more	advice,	financial	help,	emotional	support,	and	service	assistance	from	their	adult	children	than	do	divorced	fathers.	Divorced	men	tend
to	lose	the	“kin-keeping”	and	intimacy	functions	performed	by	their	wives,	relocate	away	from	neighbors	and	friends,	and	have	less	contact	with	and	support	from	their	children	and	grandchildren	than	do	divorced	mothers.	As	a	result,	they	have	the	greatest	need	for	formal	supports	in	old	age.	The	increase	in	the	divorce	rate	affects	all	ages	and
generations,	both	directly	and	indirectly.	Nevertheless,	most	older	divorced	persons	do	not	express	regret	about	their	decision	and	generally	experience	a	sense	of	relief	(Bair,	2007;	Calasanti	&	Kiecolt,	2007;	Daatland,	2007;	Davidson,	2006;	Kreider,	2005;	Lin,	2008).	Remarriage	and	Other	Late-Life	Romantic	Relationships	For	both	men	and	women,
increasing	age	decreases	the	likelihood	of	remarriage	following	divorce,	making	rates	of	remarriage	in	old	age	relatively	low	(Calasanti	&	Kiecolt,	2007;	Kreider,	2005).	The	smaller	pool	of	potential	partners	partially	explains	gender	differences	in	remarriage.	Women	have	fewer	options	to	remarry,	because	they	generally	outlive	their	male	peers,	and
men	tend	to	marry	women	younger	than	themselves.	As	a	result,	the	likelihood	that	widowed	men—	who	are	more	likely	to	experience	depressive	symptoms	in	widowhood	than	women—will	remarry	is	seven	times	greater	than	for	widowed	318	women	(Calasanti	&	Kiecolot,	2007;	Moorman,	Booth	&	Fingerman,	2006).	Moreover,	divorced	people	are
more	likely	to	remarry	than	are	the	widowed.	Socioeconomic	status	affects	the	chances	of	remarriage	among	divorced	women	but	not	divorced	men.	Women	who	remain	divorced	as	they	age	are	more	likely	to	experience	financial	difficulties.	On	the	other	hand,	the	desire	to	remarry	tends	to	be	lower	among	divorced	than	among	widowed	women.
Such	reluctance	is	probably	related	to	past	negative	experiences	with	marriage	(Wu	&	Schmille,	2007).	A	desire	for	companionship	and	having	sufficient	economic	resources	are	central	considerations	in	remarriage,	while	declining	health,	financial	problems,	a	desire	to	protect	one’s	inheritance,	concerns	about	providing	care	for	someone	else,	and
disinclination	to	relocate	are	common	reasons	not	to	remarry.	Factors	that	appear	to	be	related	to	successful	late-life	remarriages	are	long	prior	friendship,	family	and	friends’	approval,	adequate	pooled	financial	resources,	and	personal	adaptability	to	life	changes.	Among	the	approximately	75	percent	of	men	and	60	percent	of	women	across	all	ages
who	remarry,	more	than	40	percent	are	estimated	to	divorce	again,	creating	complex	stepfamily	relationships	in	old	age	(Calasanti	&	Kiecolt,	2007;	Sherman	&	Boss,	2007).	An	increasing	number	of	older	couples	choose	to	live	together	in	intimate	heterosexual	relationships	but	not	to	marry,	generally	for	economic	and	inheritance	reasons.	More	than
1	million	older	adults,	comprising	3.7	percent	of	unmarried	men	and	0.9	percent	of	unmarried	women,	are	estimated	to	cohabitate,	reflecting	greater	flexibility	in	lifestyle	choices	than	in	the	past.	About	90	percent	of	these	individuals	were	previously	married.	Some	research	has	identified	that	older	cohabiters	are	less	likely	to	be	lonely	than	single
elders,	and	tend	to	view	their	relationship	as	an	alternative	to	marriage.	The	stability	and	relationship	quality	of	these	arrangements	are	as	high	as	for	younger	adults	for	whom	cohabitation	is	often	a	prelude	to	marriage.	Other	studies	point	to	greater	disadvantages	in	such	arrangements	compared	to	married	couples,	such	as	fewer	economic
resources,	poorer	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	physical	health,	higher	levels	of	depression,	and	weakened	relationships	with	adult	children	as	well	as	legal	barriers	in	states	that	do	not	have	domestic	partner	benefits	(Blieszner,	2006;	Brown,	Bulanda,	&	Lee,	2005;	Brown,	Lee,
and	Bulanda,	2006;	Calasanti	and	Kiecolt,	2007;	Connidis,	2006;	Daatland,	2007;	King	&	Scott,	2005;	De	Jong	Gierveld,	&	Peeters,	2003).	These	mixed	findings	point	to	the	need	for	more	research	on	the	benefits	and	costs	of	cohabitation	in	old	age.	Another	trend,	especially	in	Western	European	countries,	is	identified	as	“living	apart	together,”	or	LAT
relationships.	Older	couples	maintain	separate	homes	but	visit	each	other,	including	overnights;	they	socialize	together	and	carry	out	daily	routines.	This	allows	DATING	IN	OLD	AGE	Divorce,	widowhood,	and	increased	life	expectancy	of	adults	who	chose	to	remain	single	earlier	in	life	have	created	growing	numbers	of	single	older	adults	engaged	in	a
“dating	game”—although	the	incidence	of	dating	is	lower	than	in	younger	age-groups	(Calasanti	&	Kiecolt,	2007).	As	is	true	among	younger	couples,	they	are	motivated	by	the	desire	for	companionship	and	intimacy.	With	being	single	in	later	life	becoming	the	norm,	the	stigma	of	looking	for	a	new	partner	is	diminishing,	although	women	still	face	more
barriers	than	men.	In	fact,	baby	boomers,	accustomed	to	dating	services,	personal	ads,	and	Club	Med	singles	vacations,	are	redefining	dating	and	turning	to	creative	ways	of	finding	a	partner.	Already	accustomed	to	the	Internet	for	a	range	of	services,	they	are	generally	comfortable	with	Internet	dating	services	tailored	to	specific	interests	(adventure
travel,	hiking,	science	and	nature,	religious	affiliation,	environmental	issues,	vegetarianism,	to	name	a	few).	Aware	of	the	higher	rate	of	divorce	among	remarried	partners,	older	singles	are	often	more	interested	in	companionship—someone	to	do	things	with—than	in	marriage,	especially	when	their	children	may	be	critical	of	potential	partners	or	they
fear	needing	to	care	for	an	older	spouse.	SOURCE:	AARP,	2003.	couples	to	enjoy	intimacy	while	maintaining	personal	autonomy	and	protecting	their	children’s	inheritance.	Often,	such	arrangements	result	from	women’s	desires	to	remain	independent	financially	and	domestically,	and	not	be	burdened	with	care	responsibilities	(Calasanti	&	Kiecolt,
2007;	Davidson,	2006;	Davidson	&	Fennell,	2004;	Ghazanfareeon	Karlsson	&	Borell,	2005).	Lesbian,	Gay,	Bisexual,	and	Transgender	(LGBT)	Partners	Although	gerontological	family	research	has	traditionally	focused	on	spouses	in	heterosexual	couples,	the	concept	of	families	in	old	age	needs	to	be	broadened	to	include	LGBT	individuals.	More	than	25
percent	of	same-sex	partners	include	a	partner	age	55	or	older,	and	more	than	10	percent	a	partner	over	age	65;	however,	the	proportion	may	be	higher	because	these	relationships	may	have	been	hidden	over	the	years	or	because	of	the	taboo	of	identifying	as	LGBT	in	an	interview	or	survey	(Bennett	&	Gates,	2004;	Lambert,	2005).	LGBT	elders	are
referred	to	as	the	“twice	hidden”	and	the	“most	invisible	of	an	already	invisible	minority”	(Blando,	2001).	Research	on	LGBT	aging	is	relatively	new;	no	longitudinal	studies	of	LGBT	adults	are	available;	and	studies	of	aging	transgender	and	bisexual	persons	are	rare	(Barker,	2004;	Cruikshank,	2009;	Smith,	2002).	In	addition,	little	attention	has	been
given	to	the	intersections	of	race,	ethnicity,	culture,	age,	and	social	class	with	sexual	orientation	that	influence	the	life	course	and	produce	distinctive	and	diverse	experiences	(Connidis,	2006;	Heaphy,	2007).	Some	studies	suggest	that	the	aging	experience	of	gay	men	and	lesbians	is	qualitatively	different	as	a	result	of	their	sexual	orientation	and
identity,	in	part	because	of	a	double	stigma	from	the	interaction	of	age	and	sexual	orientation.	Transgender	elders	who	are	transitioning	to	the	other	sex	in	late	life	face	distinctive	challenges,	especially	since	few	states	have	laws	that	forbid	gender-based	discrimination	(Butler,	2006;	Cook-Daniels,	2007;	Cruikshank,	2009).	319	THE	IMPORTANCE	OF
SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	Although	the	majority	of	gays	and	lesbians	are	part	of	a	live-in	couple	at	any	one	time,	as	older	adults	they	are	more	likely	to	live	alone	(66	percent),	less	likely	to	be	living	with	life	partners,	and	less	likely	to	have	children	than	their	heterosexual	counterparts	(Hecht,	2004;
Kurdek,	2005).	However,	their	higher	rates	of	living	alone	do	not	necessarily	translate	to	being	lonely	and	isolated.	Instead,	LGBT	elders,	especially	lesbians,	tend	to	have	well-developed	mutually	helpful	social	networks	of	choice—	partners	and	friends,	members	of	their	family	of	origin,	and	the	larger	community	(Cruikshank,	2009;	Healy,	2002;
Heaphy,	2007;	Hostetler,	2004;	Orel,	2004).	Older	LGBT	individuals	share	concerns	similar	to	those	of	other	older	adults—health,	income,	caregiving,	living	arrangements—but	what	is	unique	is	that	they	have	lived	the	majority	of	their	lives	through	historical	periods	actively	hostile	and	oppressive	toward	homosexuality.	Some	LGBT	elders,	especially
those	in	their	70s	and	80s,	remain	concerned	with	“passing”	or	“being	invisible”	in	a	heterosexual	society,	because	being	“out”	was	far	riskier	for	them	than	for	current	cohorts.	“Coming	out”	to	family	may	be	more	difficult	for	people	of	color	and	for	working-class	men	(Connidis,	2001;	Cruikshank,	2009).	In	one	study,	African	American	older	gay	men
reported	experiencing	higher	levels	of	ageism	than	older	white	gay	men	and	higher	levels	of	perceived	racism	than	younger	black	gay	men.	Despite	evidence	that	perceived	stigmatization	has	been	associated	with	negative	mental	health	outcomes,	older	black	gay	men	do	not	necessarily	experience	worse	mental	health	than	older	white	gay	men	or
younger	African	American	gay	men	(David	&	Knight,	2008).	From	a	life-course	perspective,	the	choice	of	some	LGBT	elders	to	remain	silent	about	their	sexual	orientation	is	understandable.	The	current	cohort	of	older	LGBT	adults	did	not	benefit	from	the	1969	clash	between	the	New	York	City	police	and	gay	and	transgender	persons	(known	as	the
“Stonewall	riots”),	which	was	a	wate	shed	for	gay	pride.	320	They	also	lived	through	the	McCarthy	era	when	homosexuality	and	subversion	were	linked.	Coming	out	was	viewed	as	failing	to	successfully	manage	identity	disclosure,	and	typically	resulted	in	loss	of	social	support	(Rosenfeld,	2003).	Homosexuality	was	often	a	reason	to	be
institutionalized.	For	example,	until	1973,	homosexuality	was	classified	as	a	mental	illness	by	the	American	Psychiatric	Association,	and	it	was	not	removed	from	the	Diagnostic	and	Statistical	Manual	of	Mental	Disorders	(DSM)	until	1986.	Accordingly,	the	experience	of	LGBT	elders	who	have	come	out	in	middle	age	or	late	adulthood	is	likely	to	be
different	from	those	who	identified	as	LGBT	in	their	youth	(Butler,	2006).	Unlike	their	younger	counterparts,	older	LGBT	persons	have	generally	not	benefited	from	antidiscrimination	laws	and	supports	for	same-sex	partners.	They	may	even	encounter	ageism	by	and	feel	excluded	from	the	primarily	youthoriented	gay	community.	Health	care
professionals	need	to	be	aware	of	the	significance	of	identity	cohort	membership	or	the	historical	period	when	LGBT	individuals	first	identified	as	such,	because	this	has	profound	implications	for	how	they	experience	aging	(Porche	&	Purvin,	2008;	Rosenfeld,	2003)	If	LGBT	adults	reveal	their	sexual	orientation	later	in	life,	they	must	integrate	their
past	lives	with	children,	friends,	and	other	partners	into	the	coming-out	process.	While	an	estimated	33	percent	of	lesbians	have	children,	those	who	came	out	in	old	age	may	be	ostracized	at	the	stage	when	they	most	need	support	(Barker,	2004).	They	may	also	encounter	heterosexist	attitudes	and	practices	from	health	care	providers.	For	example,
the	partners	of	LGBT	elders	who	are	hospitalized	or	in	a	long-term	care	residential	facility	may	be	denied	access	to	intensive	care	units	and	to	medical	records;	staff	may	limit	their	visits	as	well	as	expressions	of	affection.	In	a	survey	of	1,100	self-identified	LGBT	adults	age	40	to	61,	32	percent	of	gay	men	and	26	percent	of	lesbians	cited	their	greatest
concern	about	aging	as	discrimination	due	to	their	sexual	orientation.	And	19	percent	of	the	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	respondents	had	little	or	no	confidence	that	health	care	professionals	would	treat	them	with	dignity	and	respect	(MetLife,	2006).	A	survey	of	LGBT	adults	in
small-	to	medium-sized	cities	identified	that	a	majority	of	the	respondents	believed	that	LGBT	residents	in	long-term	care	facilities	are	victims	of	discrimination	and	assumed	they	would	have	to	hide	their	sexual	orientation	if	admitted	to	a	residential	facility	(Jackson,	Johnson,	&	Roberts,	2008).	LGBT	elders	face	other	legal	and	policy	barriers.	To
illustrate,	domestic	partners	do	not	qualify	for	bereavement	or	sick	leave	in	most	companies,	or	for	family	leave	under	the	1993	Family	and	Medical	Leave	Act.	When	a	partner	is	hospitalized	or	relocates	to	a	nursing	home,	if	a	durable	power	of	attorney	for	health	care	is	not	in	place,	blood	relatives	can	control	visitation,	treatment	options,	and
discharge	planning	in	jurisdictions	that	do	not	provide	legal	recognition	of	these	rights	for	married	or	registered	same-sex	couples.	They	can	exclude	gay	partners	from	decision	making	and	any	rights	to	an	inheritance	(McFarland	&	Sanders,	2003;	Orel,	2004).	Because	the	federal	government	does	not	recognize	marriage	for	same-sex	couples,	even	in
states	that	issue	marriage	licenses	to	same-sex	couples,	Social	Security’s	treatment	of	LGBT	partners	(they	are	ineligible	for	benefits)	may	be	the	most	blatant	and	costly	instance	of	discrimination	based	on	sexual	orientation.	When	LGBT	adults	are	able	to	participate	in	health	benefit	plans	provided	by	their	partners’	employers,	unlike	married
heterosexual	couples,	these	benefits	are	counted	as	taxable	income	by	the	Internal	Revenue	Service	(Badgett,	2007).	In	addition,	LGBT	surviving	partners	are	charged	an	estate	tax	on	a	jointly	owned	home	and	may	accrue	taxes	after	inheriting	a	retirement	plan—	negative	financial	consequences	that	do	not	apply	to	heterosexual	married	couples
(Cahill	et	al.,	2000;	Hecht,	2004).	Fortunately,	many	families	are	more	accepting	of	LGBT	partners	today	than	in	the	past,	with	groups	such	as	Parents	and	Friends	of	Lesbians	and	Gays	supporting	families	in	the	process	of	Gays	and	lesbians	often	create	families	of	choice.	Image	Network/Index	Stock	coming	to	terms	with	a	relative’s	sexual
orientation.	In	addition,	recent	civil	union	legislation	and	legalized	marriage	in	some	states	are	gradually	addressing	some	local	legal	and	health	care	barriers	faced	by	earlier	cohorts	of	gay	men	and	lesbians,	but	these	do	not	impact	federal	policies	such	as	Social	Security.	As	of	2009,	three	states	(Iowa,	Massachu-	setts	and	Connecticut)	issue
marriage	licenses	to	same-sex	couples	with	full	equality	of	CARE	NETWORKS	OF	OLDER	LESBIANS	A	group	of	seven	lesbians	with	varying	backgrounds	took	turns	caring	for	an	84-year-old,	terminally	ill,	single	lesbian,	providing	transport	to	medical	appointments	and	leisure	activities,	coordinating	her	access	to	needed	services,	and	talking	with	her
about	her	life,	politics,	and	dying.	The	primary	physician,	a	woman	with	a	specialty	in	geriatrics,	became	part	of	the	network	by	responding	to	calls	from	the	group,	making	home	visits,	and	supporting	their	role	as	caregivers.	As	death	neared,	one	year	later	than	expected,	the	woman	felt	supported	in	making	arrangements	to	die	where	and	how	she
wanted.	321	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	state-level	marriage	benefits	and	obligations	(NGLTF,	2008).	Six	states	and	the	District	of	Columbia	maintain	legal	recognition	of	same-sex	relationships	with	broad	access	to	many	of	the	benefits	and	obligations	of	marriage.	Although
some	states’	policies	and	legislation	help	to	overcome	lack	of	access	to	legal	protections	for	samesex	couples,	this	does	not	address	federal	policies.	Furthermore,	LGBT	adults	in	the	26	states	that	have	amended	their	constitutions	to	prevent	the	legal	recognition	of	same-sex	marriages	face	additional	challenges	negotiating	between	selfprotection	and
self-efficacy	within	hostile	political	environments	(Levitt	et	al.,	2009).	On	the	other	hand,	lifelong	marginalization	because	of	sexual	orientation	may	stimulate	adaptive	strategies	to	meet	the	challenges	of	aging.	In	a	2006	MetLife	survey,	about	40	percent	of	respondents	believed	that	negotiating	nonheterosexual	identities	facilitated	their	preparation
for	aging	through	positive	character	traits,	greater	resilience,	or	better	support	networks.	Latino	and	African	American	respondents	were	more	likely	than	the	sample	as	a	whole	to	agree	that	their	LGBT	identities	had	helped	them	approach	midlife,	and	they	anticipated	a	relatively	easy	transition	to	old	age.	A	successful	transition	to	one	stigmatized
status	(being	queer)	may	contribute	to	resilience	and	competence	in	adjusting	to	another	stigmatized	status	(being	old),	thereby	buffering	other	normative	age	changes	such	as	FINALLY	ABLE	TO	MARRY	.	.	.	BUT	NOT	FOR	LONG	The	first	couple	to	be	married	in	San	Francisco	when	same-sex	marriages	became	legal	in	California	in	2008	were	ages
87	and	84.	When	California	voters	supported	Proposition	8	against	same-sex	marriages	later	that	year,	their	marital	status	was	in	jeopardy.	In	2009,	the	California	Supreme	Court	upheld	Proposition	8	that	marriage	is	only	between	a	man	and	a	woman	but	allowed	couples	who	had	married	during	the	brief	time	period	when	same-sex	marriage	was
allowed	to	remain	married	in	the	eyes	of	the	law.	322	friends	and	family	moving	away	or	dying.	(Clunis	et	al.,	2005;	Cruikshank,	2009;	Gabbay	&	Wahler,	2002;	Heaphy,	Yip,	&	Thompson,	2004;	Hostetler,	2004;	MetLife,	2006).	This	may	occur	because	LGBT	elders	have	learned	coping	skills	through	the	“crisis”	management	of	their	sexual	orientation
and	dealing	on	a	daily	basis	with	homophobia	throughout	their	lives.	Having	experienced	greater	blurring	of	gender-role	definitions	throughout	their	lives,	gays	and	lesbians	are	often	more	egalitarian	in	their	relationships	than	heterosexual	couples,	particularly	in	terms	of	household	tasks.	But	they	also	tend	to	be	comfortable	with	being	single.
Overall,	older	LGBT	individuals,	especially	among	the	young-old,	generally	emphasize	positive	aspects	about	aging,	experience	self-acceptance	and	high	self-esteem,	and	have	satisfying	long-term	relationships	(Clunis	et	al.,	2005;	Heaphy,	2007;	Hostetler,	2004;	Weeks,	Heaphy,	&	Donovan,	2001).	On	the	other	hand,	if	they	have	not	developed
supportive	networks,	LGBT	elders	may	be	at	greater	risk	for	loneliness	and	social	isolation	in	old	age.	Not	surprisingly,	the	meanings	attached	to	aging	by	LGBT	individuals	tend	to	be	as	dependent	on	the	social	context	and	are	as	fluid	as	they	are	for	heterosexual	adults	(Heaphy,	2007).	By	having	confronted	real	or	potential	loss	of	family	support
earlier	in	life,	LGBT	elders	are	also	less	prone	to	assume	that	their	biological	families,	including	their	adult	children,	will	provide	for	them	in	old	age	and	are	more	likely	to	plan	for	their	own	financial	security	and	health	care	arrangements.	Having	learned	self-reliance	and	other	skills	that	serve	them	well	in	old	age,	they	may	more	readily	adjust	to
care	tasks.	Most	gay	men	now	approaching	old	age	have	experienced	multiple	losses	through	deaths	of	friends	and	lovers	to	AIDS.	Their	accumulated	grief	may	paradoxically	enhance	their	acceptance	of	other	losses	associated	with	age,	including	the	loss	of	friends	to	help	care	for	them.	Since	approximately	90	percent	of	the	current	cohort	of	LGBT
elders	are	childless,	they	typically	build	a	“surrogate	family”	through	a	strong	mixed-age	network	of	friends	and	significant	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	others,	which	either	complements	or	replaces	supports	within	their	family	of	origin.	A	national	survey	of	LGBT	persons	in	New
Zealand	discovered	complex	relationships	between	biological	and	chosen	family	systems,	with	significant	variation	between	and	among	men	and	women	(Neville	&	Henrickson,	2009).	In	effect,	they	create	“friendship	families”	or	“families	of	choice”	(Calasanti	&	Slevin,	2001;	MetLife,	2006).	In	such	instances,	the	caring	and	emotional	qualities	of	gay
male	friendships	tend	to	distinguish	them	from	the	“doing”	friendships	of	their	heterosexual	peers.	Some	gays	and	lesbians	design	innovative	housing	arrangements	and	empowering	communities	deliberately	framed	in	terms	of	politics	and	the	ethics	of	care	(Heaphy,	2007).	Support	and	advocacy	organizations	include	Senior	Action	in	a	Gay
Environment	(SAGE),	New	Leaf	Outreach	to	Elders,	Open	House	in	San	Francisco,	Older	Lesbians	Organizing	for	Change,	and	the	National	Association	of	Lesbian	and	Gay	Gerontologists,	organized	by	the	American	Society	on	Aging.	SAGE,	for	example,	has	chapters	nationwide	that	sponsor	intergenerational	friendly	visitors’	services,	housing	and
legal	advocacy,	professional	counseling,	as	well	as	SAGE	Net,	a	consortium	of	groups	offering	similar	services	around	the	nation	(Butler,	2006).	Although	the	growing	number	of	gay	retirement	communities	cannot	discriminate	against	heterosexual	individuals,	they	nevertheless	convey	a	welcoming	message	to	LGBT	elders.	Those	who	have	such
support	through	informal	networks,	social	organizations,	and	housing	tend	to	be	characterized	by	high	self-esteem	and	life	satisfaction,	less	fear	of	aging,	and	greater	effectiveness	in	managing	ageassociated	changes	(Hecht,	2004).	The	growing	number	of	LGBT	elders	has	implications	for	health	care	providers,	who	must	be	cautious	not	to	assume
that	all	clients	are	heterosexual.	Assessment,	psychosocial	histories,	and	care-planning	practices	must	recognize	that	older	LGBT	individuals	may	have	distinctive	needs	related	to	their	sexual	orientation	and	a	lifetime	of	dealing	with	stigma	and	discrimination	that	may	deter	them	from	seeking	services.	In	addition,	LGBT	elders	who	are	THE	AGING
OF	LESBIAN	COMMUNITIES	In	the	1960s	and	1970s,	lesbians	who	chose	to	withdraw	from	heterosexual	society	formed	matriarchal	communities	of	“womyn’s	land,”	mostly	in	rural	areas.	They	believed	that	such	separatism	was	necessary	in	order	to	draw	on	their	own	strength	and	empowerment.	Such	utopian	communities	have	lost	their	appeal	to
younger	lesbians,	so	that	recruiting	new	members	is	difficult.	Nevertheless,	lesbians	who	have	valued	the	cooperation	and	safety	of	such	communities	are	working	to	raise	funds	for	assisted	living	facilities	and	to	set	up	hospice	care	within	them	(Kershaw,	2009).	concerned	with	maintaining	privacy	may	be	uncomfortable	with	allowing	formal
caregivers	into	their	homes	(Cook-Daniels,	1997;	Neville	&	Henrickson,	2009;	Zodikoff,	2006).	Staff	committed	to	enhancing	the	quality	of	life	in	long-term	care	settings	also	need	to	advocate	for	non-homophobic	policies	and	practices	that	allow	LGBT	partners	to	be	together	and	to	participate	in	critical	end-of-life	decisions.	Fortunately,	such	needs
are	being	recognized	by	some	service	providers,	and	agency	culture	is	being	modified	to	be	more	inclusive	of	LGBT	elders,	often	through	staff	training.	The	inclusion	of	LGBT	elders	through	an	expanded	definition	of	minority	populations	in	the	Report	of	the	2005	White	House	Conference	on	Aging	is	a	tangible	recognition	of	their	distinctive	needs
(Hecht,	2004).	POINTS	TO	PONDER	Imagine	being	a	gay	or	lesbian	elder	who	attends	an	adult	day	health	or	senior	center	daily.	Because	of	fear	of	ostracism,	you	need	to	respond	to	every	question	without	mentioning	a	lifelong	partner—	either	a	partner	at	home	or	your	grief	over	a	partner’s	death.	And	imagine	maintaining	that	silence	day	after	day,
perhaps	year	after	year.	This	is	what	life	is	like	for	many	older	LGBT	adults.	323	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	Never-Married	Older	People	Approximately	4	percent	of	the	older	population	has	never	married	(Federal	Interagency	Forum,	2008).	Contrary	to	a	commonly	held	image
of	loneliness	and	isolation,	the	majority	of	never-married	older	persons	typically	develop	reciprocal	relationships	with	other	kin,	especially	siblings,	and	with	friends	and	neighbors.	While	living	alone	in	old	age	is	often	interpreted	as	a	risk	factor,	it	may	not	harm	health,	emotional	well-being,	and	social	integration	when	an	older	person	is	accustomed
to	living	autonomously.	Elders	who	have	lived	alone	all	their	lives	may	not	feel	lonely	or	isolated.	Families	and	health	care	providers	often	assume	that	co-residence	is	desirable;	but	simply	living	with	others	tells	little	about	the	quality	of	relationships	and	life	satisfaction.	It	may	be	that	lack	of	social	support	most	negatively	affects	mental	and	physical
well-being	when	the	loss	of	a	partner	or	other	relatives	occurs	later	in	life,	rather	than	representing	a	lifelong	pattern.	Therefore,	social	service	providers	must	avoid	making	assumptions	about	preferred	living	arrangements	in	old	age	(Connidis,	2001).	As	another	example	of	resilience	among	those	who	have	lived	alone	most	of	their	adult	lives,	never-
married	adults,	who	typically	have	had	lifelong	employment,	tend	to	enjoy	greater	financial	security	in	old	age.	In	addition,	they	may	be	more	socially	active	and	resourceful,	with	more	diversity	in	their	social	networks—	especially	more	interactions	with	younger	persons,	friends,	neighbors,	and	siblings—than	their	married	counterparts.	This	pattern
of	greater	social	and	economic	resilience	tends	to	differentiate	never-married	women	from	their	married,	divorced,	or	widowed	counterparts.	Compared	with	widowed	peers,	they	generally	are	more	satisfied	with	their	lives	and	self-reliant.	When	they	do	need	others’	assistance,	they	are	more	likely	to	turn	to	siblings,	friends,	neighbors,	and	paid
helpers	than	are	their	married	peers	(Barrett	&	Lynch,	1999;	Tennstedt,	1999).	324	Organizations	aimed	specifically	at	single	people	are	growing,	although	many	of	these	are	for	younger	singles.	Alternative	living	arrangements,	such	as	cross-generational	home-sharing	programs	and	cooperative	housing,	may	appeal	to	single	older	adults	who	choose
not	to	live	alone.	The	proportion	of	single	older	adults	is	likely	to	increase	in	the	future,	because	singlehood	is	increasingly	common	(approximately	28	percent	currently)	at	earlier	life	stages,	and	because	of	baby	boomers’	decisions	about	marriage	and	divorce,	described	earlier.	Childless	Older	Adults	Although	most	elders	have	living	children,
approximately	20	percent	of	those	age	85	and	older	are	childless.	These	older	adults	lack	the	natural	support	system	of	children	and	grandchildren;	they	tend	to	have	smaller	social	networks	and	are	less	socially	integrated.	Childless	elders	are	not	necessarily	socially	isolated,	however	(Pearl,	2006).	When	faced	with	health	problems	and	need	for
instrumental	support,	childless	elders	turn	first	to	their	partners/	spouses	(if	available),	then	to	siblings,	then	to	nieces	and	nephews,	and	last	to	friends.	Research	findings	are	mixed	regarding	whether	marital	or	parenting	history	is	more	conducive	to	social	integration	and	life	satisfaction	(Dykstra	&	Wagner,	2007;	Pearl,	2006).	Childlessness	does	not
appear	to	affect	the	developmental	task	of	generativity	or	contributing	to	younger	generations,	however	(Rothrauff	&	Cooney,	2008).	It	is	not	surprising	that	unmarried	childless	elders,	lacking	informal	support	systems,	tend	to	utilize	services	and	nursing	homes	more	than	do	married	childless	persons	(Connidis,	2001;	Uhlenberg,	2004).	On	the	other
hand,	simply	having	children	does	not	guarantee	adequate	care	in	old	age	or	satisfaction	with	the	parenting	role.	From	a	practice	perspective,	it	is	important	to	differentiate	lifelong	childlessness	from	outliving	one’s	children.	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	Some	childless
unmarried	elders,	particularly	women,	develop	kin-like	or	“sisterly”	non-kin	relations	and	may	be	quite	satisfied	with	their	lives.	Yet	they	may	not	want	these	relationships	to	be	a	source	of	care,	fearing	the	change	from	voluntary	mutuality	into	dependency	(Wu	&	Pollard,	1998).	The	growing	number	of	childless	and	unmarried	older	individuals	may
affect	the	proportion	of	older	people	who	will	seek	formal	supports	and	develop	alternative	living	arrangements	in	the	future.	The	numbers	of	elders	who	have	no	grandchildren	will	also	increase	proportionately.	The	percentage	of	women	age	60	to	64	who	never	experience	grandparenthood	will	increase	from	the	current	13	percent	to	over	20	percent
by	2020	(Uhlenberg,	2004).	Sibling	Relationships	Sibling	relationships	represent	the	one	family	bond	with	the	potential	to	last	a	lifetime.	The	likelihood	of	having	a	sibling	in	old	age	has	increased	most	dramatically	since	the	early	twentieth	century.	Given	current	life	expectancy,	most	persons	will	not	experience	the	death	of	a	sibling	until	they	are
past	age	70.	About	80	percent	of	older	people	have	at	least	one	sibling,	and	approximately	33	percent	of	these	elders	see	a	sibling	monthly,	although	yearly	visits	are	most	typical.	As	with	other	kinkeeping	responsibilities,	sisters	are	more	likely	than	brothers	to	maintain	frequent	contact	with	same-sex	siblings,	whether	by	phone,	e-mail,	or	face-to-face
interaction	(Connidis,	2001;	Uhlenberg,	2004).	The	sibling	relationship	in	old	age	is	characterized	by	a	shared	history,	egalitarianism,	and	increasing	feelings	of	closeness	and	affection,	particularly	among	sisters.	Although	the	sibling	relationship	is	relatively	stable	across	the	life	course,	as	they	age,	siblings	often	renew	past	ties,	forgive	prior
conflicts,	reduce	verbally	aggressive	behavior	toward	one	another,	and	become	more	trusting,	affectionate,	emotionally	committed	and	supportive	of	each	other	(sometimes	through	shared	reminiscence)	(Blieszner,	2006;	Myers	&	Goodboy,	2006;	Rittenour,	Myers,	&	Brann,	2007).	Siblings	are	particularly	vital	sources	of	psychological	support	in	the
lives	of	nevermarried	older	persons,	widowed	persons,	and	those	without	children,	although	their	ability	to	provide	instrumental	support	often	declines	with	age	(Lu,	2007).	Assistance	generally	increases	after	a	spouse’s	death	and	enhances	the	widowed	person’s	psychological	well-being.	Although	siblings	are	less	frequently	caregivers	to	each	other
than	are	partners	and	adult	children	(with	the	exception	of	caring	for	the	never-married),	they	do	supplement	the	efforts	of	others	during	times	of	crisis	or	special	need.	The	very	existence	of	siblings	as	a	possible	source	of	help	may	be	important,	even	if	such	assistance	is	rarely	used.	Given	these	strong	ties,	it	is	not	surprising	that	bereaved	siblings
may	suffer	from	depression,	feel	more	personally	vulnerable,	and	fear	death	more	than	bereaved	spouses	or	friends	(Cicirelli,	2009).	The	increasing	rate	of	divorce	and	remarriage	will	undoubtedly	affect	sibling	relationships.	The	growth	in	blended	families	through	remarriage	will	result	in	more	half	siblings	and	stepsiblings.	For	divorced	older	people
who	do	not	remarry,	interactions	with	siblings	may	become	more	important	than	when	they	were	married.	The	sibling	relationship	is	also	vital	to	LGBT	elders,	presuming	their	siblings	have	accepted	their	sexual	orientation	(Connidis,	2001).	POINTS	TO	PONDER	If	you	have	a	brother	or	sister,	try	to	imagine	what	your	relationship	will	be	like	in	old
age.	If	you	are	an	only	child,	have	you	created	other	networks	that	can	replace	the	sibling	relationship	and	support	you	as	you	grow	older?	325	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	Other	Kin	Interaction	with	secondary	kin—cousins,	aunts,	uncles,	nieces,	and	nephews—appears	to
depend	on	geographic	proximity,	availability	of	closer	relatives,	and	preference.	Extended	kin	can	replace	or	substitute	for	missing	relatives,	especially	during	family	rituals	and	holidays.	For	example,	compared	to	their	white	counterparts,	African	American	childless	elders	often	turn	to	nieces	and	nephews	when	siblings	are	not	available.	Accordingly,
family	reunions	are	a	vital	source	of	connections	among	African	American	extended	kin	in	both	rural	and	urban	areas	(Chadiha	et	al.,	2005).	Personal	or	historical	connections	that	allow	for	remembering	pleasurable	events	may	be	more	critical	than	closeness	of	kinship	in	determining	such	interactions.	Intergenerational	Relationships:	Adult	Children
After	spouses/partners,	adult	children	are	the	most	important	source	of	informal	support	and	social	interaction	in	old	age.	As	noted	earlier,	the	flow	of	instrumental	and	emotional	support	is	typically	not	unidirectional	from	adult	child	to	older	parent,	but	largely	from	parent	to	child.	Adult	children	who	are	not	married	are	more	likely	to	transfer
resources	to	parents.	Contrary	to	stereotypes,	most	adult	children	who	assist	their	parents	are	not	motivated	by	the	expectation	of	an	inheritance	(Blieszner,	2006;	Silverstein	et	al.,	2002).	In	a	study	of	support	patterns	and	relationship	quality	over	a	fouryear	period,	even	when	parents’	instrumental	support	to	adult	children	decreased,	their	emotional
support	increased.	Overall,	the	degree	of	support	exchanged	was	less	critical	to	adult	children’s	well-being	than	the	quality	of	the	intergenerational	relationship	(Giarrusso	et	al.,	2006).	Over	80	percent	of	persons	age	65	and	older	have	surviving	children,	although	the	number	of	children	in	most	families	has	decreased—a	trend	326	expected	to
continue.	The	majority	of	older	adults	live	near	at	least	one	adult	child,	sharing	a	social	life	but	not	a	home	(Connidis	&	Kiecolt,	2007).	Most	older	people	state	that	they	prefer	not	to	live	with	their	children,	seeking	to	maintain	their	autonomy.	As	a	result,	only	6	percent	live	in	their	children’s	homes	(American	Community	Survey,	2007).	As	stated
earlier	in	this	chapter,	the	percentage	of	older	persons	who	live	in	their	children’s	households	increases	with	advancing	age,	extent	of	functional	disability,	and	among	those	who	are	widowed,	separated,	and	divorced.	Most	older	adults	who	need	long-term	care	generally	prefer	to	live	with	their	children	than	in	a	skilled	nursing	facility,	although
children	are	often	less	willing	than	their	parents	to	share	a	residence.	When	older	parents	do	live	with	their	children,	they	usually	choose	to	live	with	the	one	who	has	the	greatest	potential	to	provide	support,	typically	a	daughter.	Less	than	14	percent	of	the	young-old	and	4	percent	of	the	oldest-old	live	in	multigenerational	households	composed	of
parents,	children,	and	grandchildren.	These	proportions	are	higher,	however,	among	some	families	of	color,	especially	African	Americans	(Connidis,	2001;	Connidis	&	Kiecolt,	2007;	Dilworth-Anderson	et	al.,	2002).	Although	not	necessarily	living	together,	the	majority	of	parents	and	adult	children	see	each	other	frequently,	as	illustrated	by	the
following	patterns	of	interaction:	•	Approximately	50	percent	of	older	people	have	daily	contact	with	their	adult	children.	•	Nearly	80	percent	see	an	adult	child	at	least	once	a	week.	•	More	than	75	percent	talk	on	the	phone	at	least	weekly	with	an	adult	child.	(AOA,	2008)	Geographic	separation	of	family	members	is	generally	due	to	adult	children’s
mobility.	Older	parents	who	live	closer	to	their	children	have	more	contact,	feel	greater	affection	for	them,	and	are	more	involved	with	grandchildren;	however,	geographic	separation	does	not	necessarily	weaken	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	emotional	bonds,	and	intimacy	at	a
distance	can	occur	(Silverstein	&	Angelelli,	1998).	Less	is	known	about	the	quality	than	about	the	frequency	of	these	interactions.	Most	crossgenerational	relationships	inherently	involve	some	conflict,	with	parents	concerned	about	their	children’s	lifestyle	choices	and	children	noting	differences	in	communication	and	interaction	styles.	Nevertheless,
most	families	report	affection,	mutual	support,	and	a	desire	for	more	satisfying	cross-generational	relations.	This	reflects	the	theory	of	intergenerational	ambivalence,	in	which	solidarity	and	conflict,	support	and	obligation	fluctuate	over	the	life	course	(Blieszner,	2006;	Fingerman,	Pitzer,	Lefkowitz,	et	al.,	2008;	Pillemer	&	Luscher,	2004).	Social	and
health	care	providers	need	to	recognize	how	each	generation	faces	its	own	developmental	transitions	as	well	as	complex	cross-generational	issues.	Patterns	of	Intergenerational	Assistance	Are	Reversed	In	some	instances,	parents	continue	to	provide	care	to	adult	children	beyond	normative	expectations	of	“launching”	them	to	be	more	independent.
For	example,	caregiving	remains	a	central	role	late	in	life	for	parents	of	adult	children	with	developmental	or	physical	disabilities	or	chronic	mental	illness.	The	life	expectancy	for	persons	with	developmental	disabilities	has	been	extended	by	medical	advances,	and	deinstitutionalization	means	that	most	individuals	live	in	the	community,	typically	with
family.	This	increased	life	expectancy	has	brought	new	challenges	to	the	person	with	developmental	disabilities	due	to	age-associated	changes.	For	example,	dementia	is	more	likely	to	occur	among	people	with	Down	syndrome	than	the	average	person,	strikes	sooner,	presents	different	symptoms,	and	progress	more	rapidly.	Longer	life	expectancy	also
challenges	their	families	who	care	for	them.	For	the	first	time	in	history,	persons	with	developmental	disabilities	are	outliving	their	parents.	Parental	caregivers	often	face	their	own	age-associated	declines	in	functional	ability,	energy,	and	financial	resources,	which	can	affect	their	caregiving	ability.	The	history	and	cumulative	nature	of	care	demands
can	make	their	situation	particularly	stressful.	A	major	worry	is	how	their	child	will	be	cared	for	after	their	own	deaths	or	after	developing	a	debilitating	illness.	Despite	such	concerns,	most	caregiving	parents	do	not	make	long-term	plans	about	where	their	children	will	eventually	live.	For	example,	when	parental	caregivers	of	adult	children	with
psychiatric	disorders	die,	their	children	often	experience	housing	disruptions	and	potentially	traumatic	transitions.	Fortunately,	the	Planned	Lifetime	Assistance	Network	(PLAN)	is	now	available	in	some	states	through	the	National	Alliance	for	the	Mentally	Ill.	PLAN	provides	lifetime	assistance	to	individuals	with	disabilities	whose	parents	or	other
family	members	are	deceased	or	can	no	longer	provide	care.	As	the	population	of	adults	with	chronic	illnesses	and	developmental	disabilities	grows,	the	aging,	mental	health,	and	disability	service	networks	are	initiating	new	support	systems	to	maintain	persons	with	developmental	disabilities	in	the	community.	These	include	respite	care,	day
programs,	more	residential	alternatives,	and	assistance	with	permanency	planning	(e.g.,	designing	plans	for	permanent	housing	in	the	community)	(McCallion,	2006).	Increased	coordination	between	the	Aging	Network	and	the	developmental	disability	system	is	essential,	along	with	more	staff	and	training	to	provide	community-based	care	and
housing	for	persons	with	increasingly	complex	needs.	In	some	states,	the	Alzheimer’s	Association	has	initiated	education	and	support	programs	specifically	for	people	with	developmental	disabilities	who	also	have	dementia.	Some	group	homes	and	smaller	nursing	homes	are	opening	for	people	who	have	both	developmental	disabilities	and	limitations
related	to	aging.	In	addition	to	supervision	and	care	coordination,	many	of	these	offer	fitness	classes,	physical	therapy,	and	music	therapy	(Swingle,	2007).	Grandparenthood	and	Great-Grandparenthood	At	the	turn	of	the	twentieth	century,	threegeneration	families	were	less	common,	with	only	6	percent	of	10-year-olds	having	all	four	327	THE
IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	grandparents	alive	compared	to	41	percent	in	2000.	Today,	more	older	people	are	experiencing	the	role	of	grandparent	and,	increasingly,	of	great-grandparent,	although	they	have	proportionately	fewer	grandchildren	than	preceding	generations.	Among
parents	age	90	and	older,	90	percent	are	grandparents	and	nearly	50	percent	are	great-grandparents,	with	some	women	experiencing	grandmotherhood	for	more	than	40	years.	This	is	because	the	transition	to	grandparenthood	typically	occurs	in	middle	age,	not	old	age,	with	about	50	percent	of	all	grandparents	under	the	age	of	60.	As	a	result,
grandparents	vary	in	age	from	their	late	30s	to	over	100-yearsold,	and	their	grandchildren	range	from	newborns	to	retirees	(Reitzes	&	Mutran,	2004a).	A	40-year-old	woman	and	a	2-year-old	boy	may	form	a	grandparent-grandchild	dyad,	as	may	a	90-year-old	man	and	a	70-year-old	woman.	The	issues	faced	by	each	generation	vary	by	their	lifecourse
position,	as	well	as	the	historical	and	spatial	context	for	cohorts.	The	grandchild	experience	is	another	way	of	grasping	the	significance	of	increased	years	spent	in	grandparenting.	For	example,	the	proportion	of	30-year-olds	with	a	grandparent	alive	tripled	between	1900	and	2000—from	21	to	75	percent	(Silverstein	&	Marenco,	2001;	Uhlenberg,
2004).	Contrary	to	stereotypes,	most	emotional	and	social	interactions	involving	reciprocal	exchanges	Great-grandparents	provide	time	and	attention	to	young	children.	hortongrou/stock.xchng	328	between	grandchildren	and	grandparents	are	with	adolescents	and	young	adults,	not	with	young	children.	The	vast	majority	of	grandparents	do	not	live
with	their	grandchildren,	but	approximately	80	percent	see	a	grandchild	at	least	monthly,	and	nearly	50	percent	do	so	weekly.	Geographic	proximity	and	the	nature	of	the	grandparents’	relationship	with	their	adult	child	are	major	factors	that	determine	frequency	of	visits.	On	the	other	hand,	geographic	distance	does	not	markedly	affect	the	quality	of
the	grandchildgrandparents	emotional	bonds.	Parents	primarily	determine	the	degree	of	interaction	when	grandchildren	are	young.	The	parental,	or	middle	generation,	shapes	their	children’s	ties	to	grandparents	by	modeling	behaviors,	expressing	their	own	attitudes	toward	grandparents,	and	providing	means	for	contact,	although	adult
grandchildren’s	ties	to	grandparents	depend	less	on	the	middle	generation.	Because	women	traditionally	have	stronger	ties	to	their	family	of	origin	than	do	men,	bonds	between	aging	mothers	and	adult	daughters	tend	to	be	closest.	While	both	grandmothers	and	grandfathers	perceive	ties	to	daughters	as	stronger	and	closer	than	to	sons,	relationships
are	generally	closest	between	grandmothers	and	granddaughters.	Family	size	also	affects	these	relationships.	Grandparents	with	many	children	and	grandchildren	tend	to	be	less	invested	in	any	particular	grandchild	(Davies	&	Williams,	2002;	Dubas,	2001;	Fingerman,	2004).	Multiple	grandparenting	roles	and	meanings	exist,	given	the	wide	variation
within	this	phase	of	the	life	course	that	can	encompass	more	than	40	years.	Grandparent/grandchild	ages	and	lifecourse	position,	frequency	of	contact,	and	parental	influences	all	affect	grandparents’	satisfaction	with	the	role.	Early	research	found	this	role	to	be	peripheral	and	not	a	primary	source	of	identity,	meaning,	or	satisfaction	for	older	adults
(Neugarten,	1964;	Wood	&	Robertson,	1976).	The	prime	significance	of	grandparenthood	was	reported	to	be	biological	renewal	and/or	continuity	(e.g.,	seeing	oneself	extended	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	PELOSI	CHANGES	THE	IMAGE	OF	GRANDMOTHERS	Immediately	after
the	2006	election,	Nancy	Pelosi,	the	first	female	Speaker	of	the	House,	was	on	the	phone	with	her	daughter—about	to	give	birth	to	Pelosi’s	sixth	grandchild—while	a	White	House	aide	tried	to	connect	her	with	President	Bush.	Pelosi	believes	that	“everything	stops”	when	a	grandchild	is	coming.	The	grandmother	story	reflects	the	profound	changes	in
our	society—with	people	living	longer	and	healthier	lives	and,	as	grandparents,	wanting	influence	in	the	political	discourse.	Pelosi	has	made	it	chic	to	be	a	grandma	(Trafford,	2006).	into	the	future),	and	emotional	self-fulfillment,	especially	the	opportunity	to	be	a	better	grandparent	than	parent.	In	terms	of	style,	older	grandparents	were	more	apt	to
be	formal	and	distant,	whereas	younger	ones	emphasized	mutuality,	informality,	and	playfulness.	Surprisingly,	about	30	percent	of	respondents	in	the	early	grandparent	research	did	not	derive	satisfaction	from	the	role,	describing	it	as	difficult,	disappointing,	and	unpleasant.	Satisfaction	tended	to	be	higher	among	grandmothers	than	grandfathers
(Neugarten	&	Weinstein,	1964).	More	recent	research	concludes	that	grandparents	generally	derive	great	emotional	satisfaction	from	interacting	with	their	grandchildren	and	observing	their	development	and	activities.	With	declining	fertility	rates	resulting	in	fewer	grandchildren,	they	have	more	time	and	resources	to	invest	in	those	who	are
available	(Bengtson	&	Putney,	2006).	They	want	to	have	an	influence	on	their	grandchildren,	typically	to	encourage	moral	standards,	integrity,	a	commitment	to	succeed,	and	religious	beliefs	and	values.	Age	influences	the	types	of	grandparent-grandchild	interactions;	younger	grandparents,	especially	grandmothers,	generally	live	closer	and	have
more	frequent	contact	through	child	care	and	shared	recreational	activities,	while	older	grandparents	with	higher	incomes	provide	financial	and	other	types	of	instrumental	assistance	(Davies	&	Williams,	2002;	Musil,	2006;	Reitzes	&	Mutran,	2004a;	Silverstein	&	Marenco,	2001;	Uhlenberg,	2004).	These	age	differences	may	shift,	however,	as	baby
boom	grandparents	re-	main	employed	longer	or	choose	to	travel	more	during	retirement	than	past	cohorts.	More	grandparents	are	turning	to	e-mail	and	social	networking	sites	for	communication	with	their	computer-savvy	grandchildren.	Consistent	with	role	theory,	grandparenthood	provides	opportunities	for	older	adults	to	experience	a	sense	of



meaning,	morale,	and	positive	role	identity,	to	relive	their	lives	through	their	grandchildren,	and	to	indulge	them	with	unconditional	love.	Overall,	grandparent	identity	tends	to	be	associated	with	embeddedness	in	the	family,	along	with	life	satisfaction	and	psychological	well-being.	Additionally,	grandparents’	involvement	with	their	grandchildren	is
compatible	with	the	concept	of	active	aging	(Drew	&	Silverstein,	2004;	Mueller	&	Elder,	2003;	Reitzes	&	Mutran,	2004a,	2004b;	Soliz	&	Harwood,	2006;	Uhlenberg,	2004).	The	box	on	the	following	page	illustrates	the	diversity	of	grandparenting	styles.	THE	INTERNET	AS	A	TOOL	FOR	INTERGENERATIONAL	COMMUNICATION	Grandparents	at	a
geographic	distance	who	have	the	financial	means	and	are	computer	savvy	are	discovering	that	they	can	stay	in	touch	with	their	grandchildren	of	any	age	through	webcams,	such	as	Skype.	In	a	way	that	e-mailed	photos	never	could,	the	webcam	video	capability	promises	to	transcend	distance	and	the	inability	of	toddlers	to	hold	up	their	end	of	a
conversation.	Instead,	grandparents	can	participate	in	“tea	parties,”	sing	favorite	songs,	make	faces	together,	or	read	stories	to	their	grandchildren.	For	some	grandparents,	they	feel	like	they	are	actually	interacting	face-to-face	with	the	younger	generation	and	thus	need	to	travel	less	to	have	that	experience.	For	others,	the	illusion	of	proximity
makes	them	ache	for	the	real	thing.	How	such	internet-based	interaction	will	affect	longterm	grandparent/grandchild	relationships	is	unknown	(Harmon,	2008).	329	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	The	intergenerational	stake	hypothesis	refers	to	a	societal	level	pattern	whereby	the
older	generation	tends	to	be	more	invested	in	imbuing	future	generations	with	their	values,	and	therefore	is	more	committed	to	relationships	with	younger	generations.	In	contrast,	younger	generations,	as	a	whole,	place	a	higher	value	on	establishing	autonomy	from	older	generations	and	thus	report	lower	levels	of	intergenerational	solidarity	(Reitzes
&	Mutran,	2004a).	Consistent	with	social	exchange	theory,	this	differential	stake	may	reflect	the	greater	investment	by	elders	in	raising	younger	generations,	often	viewing	their	relationship	with	their	grandchildren	as	closer	and	more	positive	than	do	their	grandchildren.	On	the	other	hand,	grandchildren	may	perceive	the	relationship	as	an	active,
supportive	one	and	less	authoritarian	than	their	relationships	with	their	parents.	For	the	most	part,	young	adult	children,	whose	relationships	with	their	grandparents	are	no	longer	mediated	by	their	parents,	view	their	grandparents	as	“helping	them	out”	and	emotionally	supporting	and	investing	in	them	(Harwood,	2001).	When	young	adults	develop
open	communication	patterns	with	their	grandparents—telling	stories,	chatting	on	the	phone	or	internet—both	generations	recognize	the	mutual	benefits	that	foster	shared	family	identity	with	and	positive	attitudes	toward	grandparents.	Gender	also	influences	grandparenting.	Grandmothers	generally	emphasize	closeness,	open	communication,
warmth,	and	fun	(i.e.,	an	expressive	approach)	and	attribute	greater	importance	to	family	relationships.	Grandfathers	place	higher	priority	on	their	role	as	advisors	(i.e.,	an	instrumental	approach)	and	their	sense	of	obligation	to	grandchildren	(Roberto,	Allen,	&	Bleiszner,	2001).	Some	studies	point	to	greater	interactions	among	populations	of	color
through	an	extended	kin	network	and	more	grandparent	responsibility	for	childrearing.	African	American	grandparenting	tends	to	be	characterized	as	authoritative	or	influential.	In	Asian	immigrant	families,	grandparents	who	offer	child	care	help	support	the	family’s	economic	success.	330	STYLES	OF	GRANDPARENTING	Companionate,	Friend,	or
Apportionate	Style	Grandparent	feels	close	and	affectionate	to	grandchildren	without	taking	on	a	particular	role,	gives	advice	informally,	talks	about	family	history,	serves	as	confidant,	and	occasionally	indulges	the	grandchild	Remote	Style	Grandparent	is	less	involved,	often	because	of	geographic	distance	Involved	Style	Grandparent	is
geographically	close,	often	assumes	parent-like	responsibilities	in	response	to	a	family	crisis	(e.g.,	separation	or	divorce),	or	to	enable	the	parents	to	work	outside	the	home	Individualized	Style	This	grandparent	is	emotionally	closer	than	the	remote	grandparent,	but	does	not	contribute	substantially	to	the	lives	of	grandchildren.	Authoritative	or
Influential	Grandparents,	typically	grandmothers,	provide	extensive	support,	sometimes	assuming	parental	responsibilities;	this	style	is	more	characteristic	of	African	American	families.	SOURCE:	Adapted	from	Davies	and	Williams	(2002);	Roberto	and	Stroes	(1995).	Mexican	American	families	tend	to	have	strong	grandparent-grandchild	ties,	with	the
financial	assistance	flowing	from	older	to	young	generations.	Historically,	grandparent-grandchildren	relationships	were	characterized	by	norms	of	noninterference,	with	grandparents	assuming	only	occasional	or	short-term	responsibility	in	responding	to	emergencies.	The	dramatic	increase	in	the	number	of	grandparents	as	primary	caregivers	to
grandchildren	reflects	a	profound	shift	in	this	pattern,	with	more	grandparents	taking	on	full-time	responsibility	for	their	grandchildren	today.	The	most	common	reasons	are	their	adult	children’s	substance	abuse	or	incarceration	(Bengtson	&	Putney,	2006;	Hayslip	&	Kaminski,	2005).	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,
NEIGHBORS,	AND	COMMUNITIES	Grandparents	as	Primary	Caregivers	of	Grandchildren	Grandparents	and	other	extended	family	members	have	traditionally	cared	for	grandchildren	across	families	of	color	and	in	many	other	countries	and	cultures	(Cox,	2002).	Such	care	by	grandparents	in	three-generation	households	generally	supplemented
parental	care	or	supported	the	young	parents	while	they	worked	outside	the	home	or	faced	short-term	disruptions.	However,	over	the	past	three	decades	there	has	been	a	rapid	growth	of	grandparents	(or	great-grandparents)	who	are	the	primary	or	sole	caregivers	for	grandchildren	because	their	adult	children	are	unable	or	unwilling	to	provide	care.
With	over	2.5	million	grandparents	giving	primary	care,	such	skippedgeneration	households	are	currently	the	fastestgrowing	type	in	the	U.S.	Characterized	by	the	absence	of	the	parental	generation;	this	structure	is	also	referred	to	as	downward-extended	households.	At	the	same	time,	the	number	of	children	living	in	a	home	with	both	a	parent	and
grandparent	present	has	declined	(Casper	&	Bianchi,	2002;	Generations	United,	2007;	Simmons	&	Dye,	2003).	These	shifts	represent	an	increase	of	over	30	percent	in	custodial	grandparenting	(i.e.,	those	who	have	legal	custody)	since	1990	(Bryson	&	Casper,	2007;	U.S.	Bureau	of	the	Census,	2006b).	Over	6	percent	of	all	children	live	in	grandparent-
headed	households.	Of	these,	an	estimated	30	percent	are	in	such	households	without	either	of	their	parents	for	more	than	6	months	at	a	time	and	where	grandparents	have	assumed	sole	care	responsibility.	More	than	10	percent	of	grandparents	raise	a	grandchild	for	at	least	6	months,	but	typically	for	far	longer	periods—in	some	cases	for	more	than
a	decade.	Although	grandparent	caregiving	crosscuts	social	class,	sexual	orientation,	race,	and	ethnicity,	African	American	children	are	more	likely	to	live	in	a	skippedgeneration	household	than	their	white	counterparts.	Approximately	4	percent	of	Caucasian	children,	6.5	percent	of	Latino,	and	13.5	percent	of	African	American	children	live	with
grandparents	CHALLENGES	FACING	GRANDPARENT	CAREGIVERS	In	Washington	state,	a	56-year-old	woman	who	is	blind	cares	for	her	severely	disabled	13-year-old	grandson	who	was	violently	shaken,	struck,	and	thrown	as	a	baby,	suffering	brain	damage	that	left	him	with	cerebral	palsy	and	unable	to	walk,	talk,	drink,	or	eat	solid	food.	Blind	since
age	16,	she	relies	on	Braille,	a	guide	dog,	and	a	few	close	friends	to	try	to	provide	as	full	a	life	as	possible	for	him.	A	case	aide	provides	some	daily	assistance	and	can	drive	the	teenager	to	school	and	other	activities,	but	has	an	old,	unreliable	car.	The	woman	survives	on	disability	for	both	herself	and	her	grandson,	which	does	not	cover	additional	costs
entailed	by	the	intensity	of	the	level	of	care	that	she	must	provide.	Both	grandmother	and	grandson	dreamed	of	owning	a	van	so	that	friends	could	drive	them	to	sports	events,	church,	and	other	activities	that	bring	some	joy	into	both	of	their	lives.	Fortunately,	after	her	moving	story	ran	in	the	The	Seattle	Times,	local	contributors	helped	them	realize
their	dream	of	an	accessible	van.	or	other	relatives.	Although	most	custodial	grandparents	are	under	age	65,	20	percent	are	age	65	and	older.	Often	they	are	facing	their	own	agerelated	changes	and	chronic	diseases,	as	well	as	dealing	with	age-appropriate	developmental	tasks	(Hayslip	&	Kaminski,	2005;	Kropf	&	Yoon,	2006).	Grandparents	younger
than	60	do	not	qualify	for	age-based	services,	however	(Generations	United,	2007).	The	majority	of	custodial	grandparents	are	female,	married,	and	live	in	the	South.	However,	unmarried	women	and	African	Americans	tend	to	predominate	among	grandparents	who	do	not	have	legal	custody	(informal	kinship	care)	(Hayslip	&	Kaminscki,	2005).	Even
among	older	couples,	women	still	predominate	as	the	primary	caregivers	of	their	grandchildren.	Although	national	studies	indicate	that	the	majority	of	sole	grandparent	caregivers	are	white	(62	percent),	Latinos	(10	percent),	and	African	Americans	(over	30	percent)	are	disproportionately	represented,	given	their	percentage	in	the	331	THE
IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	total	population	(Fuller-Thompson	&	Minkler,	2001;	Hayslip	&	Kaminscki,	2005).	Latino	households	differ	from	other	populations	of	color	because	relatives	such	as	aunts	and	siblings	provide	similar	amounts	of	care	as	do	grandparents.	Latino	caregivers
face	the	additional	burden	of	anti-immigration	sentiments	and	their	legal	manifestations,	making	them	less	likely	to	seek	formal	assistance	with	care	tasks	even	if	they	hold	legal	status	(Cox,	2002;	Cox,	Brooks,	&	Valcarcei,	2000).	Interventions	to	support	grandparent	caregivers	need	to	take	account	of	their	wide	diversity	in	terms	of	race,	culture,	age,
sexual	identity,	and	social	class.	GRANDPARENTS	AS	CAREGIVERS	Mary	long	ago	earned	her	stripes	as	a	mom.	She	raised	five	children	alone,	in	a	tough	Los	Angeles	neighborhood,	and	managed	to	put	them	through	college	or	vocational	training.	She	had	looked	forward	to	retirement	and	being	a	loving	grandmother,	to	spoiling	her	grandchildren	on
visits	and	then	sending	them	home.	But	her	life	has	not	turned	out	as	expected.	Instead,	she’s	raising	her	8-year-old	grandson,	James,	alone,	since	the	incarceration	of	her	daughter	and	the	boy’s	father	for	selling	drugs.	When	Mary’s	daughter	was	charged	with	possession	of	drugs,	Mary	could	not	bear	the	thought	of	her	grandson	being	raised	by
strangers	in	the	foster	care	system.	She	petitioned	the	courts	to	become	his	guardian.	Her	daughter	has	only	contacted	her	son	twice	in	the	past	four	years.	This	has	made	the	adjustment	difficult	for	Mary	and	James,	who	often	lashes	out	at	his	grandmother.	Mary	tries	to	provide	as	much	love	and	stability	for	him	as	possible,	helping	him	with	his
homework,	assisting	with	his	Cub	Scout	troop,	and	attending	all	his	school	events.	She	derives	some	emotional	rewards	from	these	activities	with	James,	but	misses	activities	with	her	peers.	Many	of	her	friends	have	disappeared	as	they	have	more	freedom	to	“take	off	and	do	things.”	She	also	struggles	with	guilt	about	her	daughter	and	her	situation.
She	has	turned	her	anger	and	grief	into	organizing	local	support	groups	for	others	like	herself	and	pressuring	legislators	to	recognize	caregiving	grandparents’	needs.	332	FACTORS	ASSOCIATED	WITH	THE	INCREASE	IN	GRANDPARENT	CAREGIVING	One	factor	underlying	the	dramatic	increase	in	grandparent	caregivers	is	a	2003	Supreme	Court
decision,	which	upheld	a	lower	court’s	decision	that	federal	foster	care	benefits	could	not	be	denied	to	relatives	who	were	otherwise	eligible.	This	resulted	in	the	practice	of	formal	kinship	care—the	placement	of	children	with	relatives	by	the	state—as	opposed	to	the	widespread	informal	kinship	care	arrangements	that	do	not	involve	state	foster	care
or	adoption	systems.	The	majority	of	states	now	require	that	preference	be	given	to	relatives	for	placement	of	foster	children.	However,	federal	and	state	laws	and	policies	that	promote	kinship	care	do	not	explain	the	concomitant	growth	in	the	number	of	informal	arrangements	of	children	living	with	grandparents	(Cuddeback,	2004).	In	fact,
grandparents’	intent	to	keep	a	grandchild	out	of	the	state	foster	care	system	is	a	primary	reason	that	they	assume	the	care	role	informally,	typically	well	before	any	legal	custody	relationship	is	established.	Ironically,	the	only	way	that	grandparents	can	be	partially	compensated	for	their	care	is	by	meeting	the	state	requirements	for	foster	parents.
Contrary	to	conservative	arguments	that	grandparent	caregivers	take	in	grandchildren	for	financial	gain,	caring	for	grandchildren	typically	exacerbates	already	difficult	economic	circumstances.	Even	if	grandparents	do	qualify	for	foster	kinship	care	payments,	they	may	experience	delays	and	eligibility	problems,	and	their	payment	is	substantially
lower	than	that	for	nonrelative	foster	parents	(Goodman	et	al.,	2004).	Rather	than	financial	motivation,	the	predominant	reasons	underlying	increased	grandparent	caregiving	are	the	parents’	drug	and	alcohol	abuse,	especially	the	meth	epidemic,	HIV/AIDS,	unemployment,	divorce,	incarceration,	teen	pregnancy,	death,	and	issues	of	safety	and	child
welfare.	Many	of	these	factors	will	continue	to	expand	the	number	of	grandparent	caregivers	in	the	future	(Hayslip	&	Kaminski,	2005;	Joslin,	2002).	It	is	important	to	note	that	all	of	these	conditions	are	tied	in	fundamental	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	ways	to	institutionalized
racism	and	the	growing	inequities	between	rich	and	poor,	Caucasians	and	populations	of	color	(although	many	grandparent	caregivers	are	not	low-income).	Nevertheless,	policy	changes	to	address	the	factors	contributing	to	the	rise	in	skippedgeneration	households	cannot	be	made	without	a	commitment	to	confronting	the	underlying	structural
causes	of	class	and	racial	inequities	(Haglund,	2000).	THE	GAINS	AND	COSTS	OF	CARE	As	with	care	responsibility	across	the	life	course,	women	predominate	in	the	grandparent	caregiving	role	and	experience	both	gains	and	costs.	Although	some	grandparents	enjoy	emotional	closeness	and	pleasure	with	grandchildren	and	a	sense	of	being
productive	and	needed	(i.e.,	keeping	the	“family	together	and	out	of	foster	care”),	they	also	experience	significant	costs	(Giarrusso,	Silverstein,	&	Feng,	2000;	Kropf	&	Yoon,	2006).	Not	surprisingly,	stress	is	greatest	with	older	grandchildren	because	of	social,	behavioral,	and	academic	difficulties	faced	by	some	preteens	and	adolescents	(Musil	et	al.,
2002).	The	economic	costs	of	custodial	grandparenting	are	significant.	Compared	to	noncustodial	grandmothers,	they	are	more	likely	to	live	in	poverty.	As	many	as	50	percent	of	grandparent	caregivers	live	on	a	limited	income	and	are	not	employed,	even	though	the	majority	are	age	45	to	64	and	therefore	not	the	typical	retirement	age	(Hayslip	&
Kaminski,	2005;	Park,	2006).	Those	who	are	employed	may	need	to	reduce	their	hours	or	quit	their	jobs	in	order	to	care	for	their	grandchild.	Others	may	have	to	remain	employed	to	cover	basic	costs	entailed	in	raising	a	child.	Such	financial	stress	can	exacerbate	other	types	of	distress,	intensify	feelings	of	being	overwhelmed	by	multiple	roles,	and
compromise	their	health.	Grandparents	who	are	sole	caregivers	are	found	to	have	higher	levels	of	psychological	distress	compared	with	those	who	provide	only	supplemental	care	to	grandchildren.	This	distress,	often	with	symptoms	of	depression,	increases	when	they	are	caring	for	grandchildren	with	behavioral	or	emotional	problems.	They	also	tend
to	rate	their	health	poorly,	experience	multiple	chronic	health	problems,	and	avoid	seeking	care	for	themselves,	especially	for	mental	or	emotional	health	conditions.	Some	recent	studies,	however,	suggest	that	demographic	and	socioeconomic	characteristics	may	be	more	salient	to	poor	health	outcomes	than	caregiving	responsibilities	per	se	(Baker	&
Silverstein,	2008;	Hinterlong	&	Ryan,	2008;	Hughes,	Waite,	LaPierre,	&	Luo,	2007;	Simmons	&	Dye,	2003).	These	mental	and	physical	problems	tend	to	be	magnified	for	grandparents	who	are	raising	a	chronically	ill	or	special-needs	child;	approximately	twice	as	many	children	cared	for	by	a	custodial	grandparent	have	emotional	or	behavioral
problems,	often	due	to	past	traumatic	family	circumstances,	compared	with	those	in	two-parent	families	(Kolomer,	McCallion	&	Janicki,	2002;	Musil	et	al.,	2006;	Trute,	2003).	INFORMAL	AND	FORMAL	SUPPORTS	Caregiving	by	grandparents	also	carries	social	costs.	About	30	percent	of	grandmother	caregivers	are	not	married	and	therefore	lack	a
partner’s	support.	The	nonnormative	nature	of	grandparent	caregiving	can	intensify	feelings	of	loneliness	and	loss	from	their	own	age	peers	who	do	not	share	similar	responsibilities.	Grandparents	may	grieve	the	loss	of	the	adult	children	whom	they	knew	as	children	and	young	adults	(Waldrop	&	Weber,	2001).	Adult	children	who	are	incarcerated,
drug	addicted,	or	mentally	ill	are	described	as	being	“present	but	not	present.”	Regardless	of	the	reasons	for	the	adult	child’s	absence,	most	grandparents	experience	disappointment,	embarrassment,	shame,	resentment,	and	guilt	over	their	failure	as	parents	who	raised	an	adult	child	who	relinquished	their	children.	In	this	manner,	grandparents	may
experience	loss	of	identity	and	self-esteem	as	good	parents,	along	with	alienation	from	their	children.	Society	may	reinforce	this	negative	self-judgment	because	of	common	misconceptions	of	grandmothers	as	nondeserving	poor	(e.g.,	“they	could	not	have	been	good	parents	or	their	children	would	not	have	turned	out	the	way	they	did”).	Grandparent
distress	is	333	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	further	intensified	by	the	loss	of	anticipated	retirement	time	or	income,	loss	of	dreams	about	their	family	and	their	life	as	an	older	adult,	and	envy	of	friends	who	are	free	to	pursue	travel	and	enjoy	their	child-free	old	age	(Goodman,
2003;	Hayslip	&	Kaminski,	2005).	Nevertheless,	most	grandparents	assume	the	role	willingly,	often	acting	out	of	a	deep	sense	of	duty	and	obligation	(Testa	&	Slack,	2002).	Their	grandchildren,	however,	may	repeatedly	long	for	their	parents,	further	intensifying	the	grandparent’s	sense	of	loss.	What	can	be	especially	painful	is	when	other	family
members,	particularly	other	adult	children	and	friends,	pull	away	and	fail	to	help	out,	intensifying	feelings	of	alienation,	isolation,	and	loneliness.	Custodial	grandparents	also	report	more	strain	and	conflict	with	other	family	members	than	their	peers	who	are	not	providing	daily	care.	Such	strains	and	resultant	loneliness	are	often	worse	among	those
who	assumed	the	care	role	because	of	their	adult	child’s	substance	abuse,	incarceration,	or	AIDS.	Not	surprisingly,	custodial	grandmothers	perceive	less	support	from	others	than	other	grandmothers.	Even	their	grandchildren	and	their	adult	children	may	not	appreciate	their	sacrifice.	In	a	study	of	children	at	risk	born	to	unmarried	mothers,
grandparents	were	never	mentioned	by	the	mothers	as	a	critical	support	to	their	children	(McLanahan	et	al.,	2003;	Musil	et	al.,	2006).	Despite	the	burdens	of	unanticipated	caregiving,	most	custodial	grandparents	do	not	seek	help	for	themselves,	which	increases	their	vulnerability,	and	most	believe	that	they	would	take	responsibility	for	their
grandchildren	again,	despite	the	costs	(Baird,	2003;	Hayslip	&	Kaminski,	2005;	Wohl,	Lahner,	&	Jooste,	2003).	Some	grandparents	may	experience	the	cumulative	effects	of	lifelong	structural	inequities	due	to	race,	gender,	or	disability,	exacerbating	the	problems	they	face	as	primary	caregivers,	as	illustrated	in	the	box	on	the	following	page
summarizing	challenges	and	options.	To	outsiders,	grandparent	caregivers	may	be	invisible,	largely	because	of	their	age	and	gender	(i.e.,	most	are	women),	even	though	they	may	be	the	primary	caregivers	for	the	majority	of	their	334	grandchild’s	life.	Service	systems,	such	as	public	child	welfare,	community	mental	health,	and	schools,	are	often	ill-
prepared	to	support	grandparents	or	to	recognize	the	losses	faced	by	the	grandchild	(Wallace,	2001).	Although	grandparents	are	eligible	for	the	Temporary	Assistance	for	Needy	Families	Program	(TANF),	its	employment	requirements	and	5-year	lifetime	benefit	limits	create	obstacles	for	grandparents	in	accessing	services	and	financial	support
through	the	public	welfare	system	(Minkler,	Berrick,	&	Needell,	1999).	Most	grandparents	receive	the	child-only	benefit	through	TANF,	with	no	financial	support	for	themselves	and	no	funds	for	child	care.	Although	foster	care	payments	are	higher	than	welfare	benefits,	grandparents	can	qualify	for	such	payments	only	by	transferring	custody	of	the
children	to	the	state.	In	other	words,	they	cede	their	own	parental	authority	and	become	“foster	parents”	to	their	own	grandchildren.	Some	grandparent	caregivers,	especially	among	immigrants,	may	be	unable	to	meet	foster	care	regulations	for	home	size,	even	though	child	welfare	experts	agree	that	relative	placement	is	preferable.	Several	studies
suggest	that	the	state’s	reliance	on	kinship	caregivers	for	low-	or	no-cost	out-of-home	foster	placements	results	in	an	inequitable	burden	on	informal	support	systems	(Hayslip	&	Kawarski,	2005;	Smith,	2000).	In	addition,	informal	kinship	caregivers—for	example,	those	who	have	chosen	not	to	transfer	custody	to	the	state—	do	not	qualify	for	any	state-
funded	services.	Fortunately,	child	welfare	policy	makers	are	beginning	to	recognize	the	need	to	develop	services	to	support	grandparent	caregivers	outside	the	traditional	foster	care	or	TANF	programs.	Education	and	support	groups	as	well	as	Internet	resources	are	available	to	help	grandparents,	including	Kinship	Care	Navigators	and	1-800
information	and	assistance.	Support	groups	tend	to	be	most	effective	when	they	offer	information	on	how	to	access	resources,	enhance	parenting	skills,	build	on	strengths,	use	a	constructive	problem-solving	focus,	and	are	combined	with	respite	care.	While	social	support	is	vital,	the	major	need	remains	economic.	Advocates	for	kinship	care	providers
maintain	that,	at	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	a	minimum,	grandparents	should	receive	full	foster	care	rates	as	well	as	other	benefits	accorded	to	unrelated	foster	parents,	and	should	have	the	possibility	of	kinship	adoption	with	federal	CHALLENGES	AND	OPTIONS	FOR
GRANDPARENTS	IN	RAISING	THEIR	GRANDCHILDREN	Legal	Options	•	Guardianship	and	custody,	which	grant	parental	authority	to	grandparents	but	allow	parental	visitation	rights	•	Adoption,	which	gives	grandparents	all	authority	•	Foster	parenthood,	informal	or	formal:	if	the	latter,	grandparent	qualifies	for	foster	care	payment,	though	at	a
lesser	amount	than	non-relative	foster	parents	Financial	Options	•	Temporary	Assistance	for	Needy	Families	(TANF):	benefits	only	for	children	•	Food	stamps	•	Supplemental	Security	Income	(SSI)	•	Public	housing/age-segregated	retirement	communities	•	Foster	care	payment	•	Adoption	assistance	Child	Care	(day	care,	preschool,	babysitters,
respite)	Medical	Insurance	•	Medicaid	but	not	Medicare	•	Private	insurance	Schooling	•	Legal	custody	is	necessary	for	grandchild	to:	attend	a	public	school	be	tested	for	learning	disabilities	qualify	for	remedial	education	Psychological/Emotional	Challenges	for	the	Child	•	Loss	and	grief,	confusion,	anger	Psychological/Emotional	Challenges	for	the
Grandparent	•	Loss	and	grief	over	adult	child,	retirement	plans,	or	employment	•	Social	isolation	from	age	peers	•	Concern	about	own	health	affecting	child	care	responsiblites.	subsidies	for	low-income	families.	In	an	effort	to	encourage	permanent	family	placements,	the	Kinship	Caregiver	Support	Act	of	2005	gives	states	the	option	to	use	federal
funds	for	subsidized	guardianship	payments	to	relative	caregivers	of	children	in	foster	care.	This	also	made	it	easier	for	grandparents	to	become	legal	guardians	and	reduced	barriers	to	services	(Hayslip	&	Kawaski,	2005;	Kelley,	Whitley,	&	Sipe,	&	Yorker,	2000;	Wohl	et	al.,	2003).	An	area	for	further	multigenerational	research	and	practice	is	to
understand	the	needs	of	the	“invisible”	middle	generation	of	parents	who	are	unwilling	or	unable	to	raise	their	offspring	and	how	this	affects	cross-generational	exchanges	across	a	family’s	life	cycle.	The	lack	of	attention	to	this	middle	generation	reflects,	in	part,	our	societal	values	on	who	is	“deserving”	of	public	benefits;	but	such	neglect	will	have
long-term	consequences	in	terms	of	the	middle	generation’s	ability	to	be	contributing	members	of	society	and	to	care	for	their	parents	in	old	age.	Programs	are	needed	that	foster	the	relationship	between	grandmothers	and	their	daughters,	not	only	the	parent	to	child	(Engstrom,	2008).	Health	care	providers,	teachers,	pediatricians,	and	social
workers	in	child	welfare	settings,	correctional	facilities,	schools,	mental	health	clinics,	hospitals,	and	senior	centers	can	play	pivotal	roles	in	offering	education	and	support	to	grandparent	caregivers,	advocating	for	economic	resources	and	meeting	the	treatment	needs	of	parents.	Great-Grandparents	The	role	of	great-grandparent	has	expanded	with
increased	life	expectancy,	although	the	associated	expectations	and	responsibilities	are	ambiguous	(Drew	&	Silverstein	2004).	Two	predominant	styles	of	great-grandparenthood	are	identified.	The	most	common,	which	tends	to	characterize	generations	separated	by	physical	distance,	is	remote,	involving	only	occasional	and	somewhat	ritualistic
contact	on	special	occasions	such	as	holidays	and	birthdays.	Despite	the	irregular	nature	of	contacts,	however,	great-grandparents	derive	considerable	emotional	satisfaction	and	a	sense	of	personal	and	familial	renewal	from	seeing	a	fourth	335	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES
generation	as	representing	family	continuity.	The	other	common	style	occurs	when	great-grandparents	are	geographically	close	(within	25	miles)	to	the	fourth	generation,	and	thus	have	frequent	opportunities	for	physical	and	emotional	closeness	to	great-grandchildren.	Even	great-grandparents	who	are	in	their	70s	and	80s	may	serve	as	babysitters	or
take	their	great-grandchildren	shopping	or	on	trips.	These	activities	provide	meaning	in	their	lives	and	can	enhance	psychological	wellbeing.	Such	positive	interactions	will	undoubtedly	be	more	common	in	the	future,	when	greatgrandparenthood	is	the	norm	and	the	oldest-old	generations	are	healthier	than	current	cohorts.	Consistent	with	the
reciprocal	nature	of	most	intergenerational	relationships,	growing	numbers	of	adult	grandchildren	today	help	care	for	frail	greatgrandparents.	The	Effects	of	Divorce	and	Changing	Marital	Patterns	on	Grandparenthood	A	number	of	social	trends	affect	the	role	of	grandparent.	Since	1950,	marriage	and	remarriage	rates	have	declined,	while	rates	of
divorce,	cohabitation,	and	births	occurring	to	unmarried	mothers	have	markedly	increased.	A	growing	proportion	of	unmarried	mothers	are	in	a	cohabiting	relationship	with	the	biological	father.	But	75	percent	of	the	children	born	into	such	informal	arrangements	experience	a	single-family	household	before	reaching	age	15	(Heuveline,	Timberlake,	&
Furstenberg,	2003).	The	decline	in	the	proportion	of	available	fathers	negatively	affects	paternal	grandparents’	roles	while	often	increasing	the	involvement	of	maternal	grandmothers	in	their	grandchildren’s	lives.	Compared	to	grandparents	of	children	in	two-parent	families,	maternal	grandparents	often	provide	a	safety	net	and	protect	their
grandchildren	from	some	of	the	risks	of	family	disruptions	when	the	father	is	absent	(Elder	&	Conger,	2000;	Uhlenberg,	2004).	The	growing	divorce	rate	profoundly	affects	the	meaning	of	the	grandparenthood	experience.	As	noted	earlier,	at	least	50	percent	of	336	all	persons	marrying	today	will	face	divorce.	The	fact	that	over	30	percent	of	children
live	in	one-parent	families	or	with	neither	parent	will	affect	the	nature	of	grandchild-grandparent	relationships	(Uhlenberg,	2004;	U.S.	Bureau	of	the	Census,	2006b).	Because	the	tie	between	young	grandchildren	and	their	grandparents	is	mediated	by	the	grandchildren’s	parents,	divorce	disrupts	these	links,	changes	the	balance	of	resources	within
the	extended	family,	and	requires	renegotiating	existing	bonds.	Who	has	custody	affects	the	frequency	of	interaction	with	grandchildren;	the	grandparents	whose	adult	child	is	awarded	custody	have	more	contact.	Generally,	grandmothers	maintain	more	contact	with	their	grandchildren	than	do	grandfathers	after	an	adult	child’s	divorce,	although
emotional	bonds,	a	sense	of	biological	connection,	and	grandparents’	feelings	of	responsibility	toward	grandchildren	may	endure	even	without	frequent	interaction	(Copen	&	Silverstein,	2004;	Ehrenberg	&	Smith,	2003;	Uhlenberg,	2004).	Controversies	regarding	grandparents’	rights	for	visitation	and	proposed	state	legislation	to	ensure	such	rights
highlight	the	issues	faced	by	grandparents	when	the	parent	who	is	not	their	adult	child	is	awarded	custody,	thereby	reducing	grandchild-grandparent	interactions.	Complex	issues	have	also	emerged	concerning	the	liability	of	grandparents	and	step-grandparents	for	support	of	grandchildren	in	the	absence	of	responsible	parents.	When	parents
divorce,	the	norm	of	noninterference	by	grandparents	generally	disappears.	Instead,	many	grandparents,	especially	those	related	to	the	custodial	parent,	give	substantial	assistance	to	their	grandchildren,	function	as	surrogate	parents,	and	mediate	tensions.	Since	the	mid-1960s,	all	states	have	passed	laws	granting	grandparents	the	right	to	petition	a
court	to	legally	obtain	visitation	privileges	with	their	grandchildren.	This	resulted	from	the	passage	of	a	1983	uniform	nationwide	statute	to	ensure	grandparents	visitation	rights	even	if	parents	object.	However,	in	June	2000,	the	U.S.	Supreme	Court	ruled	by	a	6–3	vote	that	the	right	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,
NEIGHBORS,	AND	COMMUNITIES	of	responsible	parents	to	raise	their	children	as	they	see	fit	takes	precedence	over	prior	state	laws	that	give	grandparents	visitation	rights.	Any	state	law	must	respect	the	parents’	wishes,	although	grandparents	have	the	right	to	petition	in	cases	of	parental	death	or	divorce.	It	is	rare	for	grandparents	to	successfully
petition	for	visitation	rights	when	their	grandchildren	reside	with	both	parents,	however	(Davitt,	2006).	These	rulings	raise	complex	issues	and	may	place	children	at	the	center	of	an	intergenerational	conflict	played	out	in	the	courts.	The	long-term	effects	for	grandchildren	from	visiting	noncustodial	grandparents	over	their	parents’	objections	are
unclear.	Despite	the	dramatic	growth	of	blended	families	and	thus	of	nonbiological	grandparents,	research	on	stepgrandparenting	relationships	is	limited.	Based	on	marriage	and	divorce	patterns	during	the	1990s,	it	is	estimated	that	by	2030	the	population	age	70	to	85	may	have	1	stepgrandchild	for	every	1.7	biological	grandchildren.	A	grandchild
may	have	stepgrandparents,	ex-stepgrandparents,	parents	of	a	cohabitating	partner	of	a	parent,	or	LGBT	grandparents	(Uhlenberg,	2004).	Not	surprisingly,	grandparents’	sense	of	responsibility	GRANDPARENTING	AND	LEGAL	ISSUES	Laura	and	David’s	son	was	killed	in	an	auto	accident.	He	left	behind	two	girls,	ages	3	and	5,	and	their	biological
mother,	who	was	his	girlfriend,	but	who	had	left	the	relationship	after	the	birth	of	the	second	child.	David	and	Laura	had	always	been	close	to	the	grandchildren	and	involved	in	their	care.	After	their	son’s	death,	his	girlfriend	returned	to	assume	responsibility	for	the	girls.	In	her	grief	and	anger,	the	girlfriend	claimed	the	paternal	grandparents	had	no
legal	right	to	visit	the	girls	and	refused	to	allow	contact.	She	later	married,	and	her	new	husband	felt	even	more	strongly	that	Laura	and	David	should	not	be	allowed	to	visit	the	girls.	The	grandparents	took	their	case	to	court,	but	the	court	ruled	in	favor	of	the	mother.	toward	biological	grandchildren	is	greater	than	toward	stepgrandchildren	(Ganong
&	Coleman,	2006).	From	a	grandparent’s	perspective,	the	growing	pattern	of	divorceremarriage	means	sharing	grandchildren	with	their	newly	acquired	relatives	under	conditions	in	which	grandchildren	will	be	scarcer	because	of	declining	birthrates.	Grandchildren,	in	turn,	may	find	themselves	with	eight	or	more	grandparents.	Kinship	systems	are
further	complicated	by	the	fact	that,	with	the	increased	divorce	rate	after	20	or	more	years	of	marriage,	grandparents	may	no	longer	be	married	to	one	another.	With	the	aging	of	cohorts	that	have	experienced	high	divorce	rates,	a	growing	proportion	of	grandparents	will	be	divorced.	Divorce	among	grandparents	may	have	negative	repercussions	on
the	grandparentgrandchild	relationship;	divorced	elders,	especially	grandfathers,	have	less	interaction	with	their	grandchildren	because	of	weaker	ties	with	their	adult	children	(King,	2003).	Groups	such	as	the	Foundation	for	Grandparenting	and	the	National	Committee	of	Grandparents	for	Children’s	Rights	play	important	roles	in	disseminating	up-
to-date	resources	to	grandparents	regarding	the	complexities	created	by	divorce	in	either	generation	and	by	stepgrandparenting.	Friends	and	Neighbors	as	Social	Supports	Although	the	majority	of	older	people	live	with	others,	approximately	16	percent	of	men	and	30	percent	of	women	age	65	to	74	live	alone.	After	age	75,	these	rates	increase	to	23
percent	of	men	and	50	percent	of	women.	In	fact,	the	incidence	of	older	persons	living	alone	increased	by	1.5	times	the	growth	rate	for	older	people	in	general	since	1970.	Those	living	alone	are	most	likely	to	be	women,	elders	of	color,	the	oldest-old,	low-income	adults,	and	those	in	rural	areas.	Older	men,	widowed	and	childless	elders	living	alone	are
especially	vulnerable	to	lack	of	social	supports,	as	well	337	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	as	to	increased	risk	of	health	problems	and	placement	in	a	long-term	care	facility.	(Federal	Interagency	Forum,	2008).	Although	time	with	friends	may	decline,	the	majority	of	older	adults
have	at	least	one	close	friend	with	whom	they	are	interact	frequently,	and	to	whom	they	can	turn	in	emergencies.	Even	older	adults	who	have	kin	may	nevertheless	turn	first	to	friends	and	neighbors	for	assistance,	partially	because	friendship	involves	voluntary	and	reciprocal	exchanges	between	equals	(Barker,	2002;	Davidson,	2006).	The	average
friendship	network	is	from	5	to	10	persons,	which	typically	declines	after	age	85	when	the	need	for	assistance	with	personal	care	increases	(Kalmijn,	2003;	Litwin,	2003).	Older	adults	who	refuse	to	leave	their	own	communities	to	live	with	or	near	adult	children	may	recognize	the	importance	of	friends	as	essential	to	their	well-being.	On	the	other
hand,	many	older	people	steadily	make	new	friends,	including	younger	adults,	and	relationships	generally	get	closer	with	age,	particularly	among	women.	Some	friendship	networks	may	even	expand	and	become	more	fluid	in	old	age,	such	as	when	an	elder	moves	to	a	retirement	community	or	becomes	more	engaged	in	civic	activities.	Baby	boomers’
friendship	networks	are	likely	to	be	more	diverse	than	those	of	past	cohorts	of	elders	because	of	greater	cross-race	and	cross-gender	relationships	in	young	and	middle	adulthood	(Blieszner,	2006).	According	to	socioemotional	selectivity	theory,	individuals	over	the	life	course	are	surrounded	by	an	informal	social	network	of	family,	friends,	and
neighbors.	With	age	and	awareness	that	time	is	limited,	they	may	choose	deliberately	to	narrow	their	social	networks	to	devote	more	time	and	energy	to	fewer	relationships	with	people	they	care	about	most	(Ajrouch,	Blandon,	&	Antonucci,	2005;	Blieszner,	2006).	Such	selective	engagement,	which	is	captured	in	the	theory	of	gerotranscendence,	is	not
the	same	as	disengagement	from	social	relationships.	Instead,	older	adults	may	prefer	to	derive	emotional	comfort	and	meaning	from	familiar	or	intimate	social	interactions—or	even	from	solitude—rather	than	expending	the	effort	required	to	create	and	338	maintain	a	wide	network	of	acquaintances	that	may	offer	less	meaning	to	their	lives.	Careful
selection	of	social	network	members	can	be	viewed	as	an	indicator	of	resilience,	because	it	determines	the	degree	to	which	elders	have	access	to	social	resources	that	can	satisfy	their	socioemotional	needs.	Which	informal	networks	become	involved	appears	to	vary	with	the	type	of	task	to	be	performed,	as	well	as	the	helper’s	characteristics,	such	as
proximity,	extent	of	long-term	commitment,	and	degree	of	interaction.	Friends	and	neighbors	are	well	suited	for	providing	emotional	support	(e.g.,	stopping	by	to	chat)	and	to	assist	spontaneously	and	occasionally	(e.g.,	“checking	in,”	providing	transportation,	and	running	errands),	while	families	are	best	equipped	for	long-term	personal	care.	Even
friends	facing	chronic	health	problems	may	still	be	able	to	assist	others,	such	as	by	listening	and	offering	advice	and	emotional	support.	Among	populations	of	color,	friends	often	link	older	persons	to	needed	community	services.	In	fact,	African	American	peers	are	more	likely	than	whites	to	give	and	receive	both	instrumental	and	emotional	support,
often	through	the	church	(Barker,	2002;	Nocon	&	Pearson,	2000;	Porter,	Ganong,	&	Armer,	2000).	FRIENDSHIPS	AMONG	OLDER	WOMEN	Five	women	had	gone	to	high	school	together,	married	their	high	school	sweethearts,	and	remained	in	the	same	Midwestern	town	raising	their	children,	volunteering,	and	working	part-time.	They	met
occasionally	to	play	bridge,	helped	watch	each	other’s	children,	and	shared	in	the	joys	and	sadness	of	family	life.	Within	an	8-year	time	period,	all	became	widows.	They	began	to	meet	more	often	than	when	their	husbands	were	alive—joining	each	other	for	meals,	shopping	trips,	and	bridge.	When	one	of	the	women,	Marge,	suffered	a	stroke,	the	other
four	became	her	primary	caregivers—bringing	her	food,	accompanying	her	to	the	doctor,	visiting	with	her	daily,	and	helping	to	clean	her	home.	This	friendship	network	greatly	relieved	the	caregiving	burden	for	Marge’s	daughter.	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	Friends	are	critical
for	intimacy	and	the	sharing	of	confidences,	especially	when	compared	to	relatives	other	than	marital	partners,	and	after	major	role	transitions	such	as	widowhood	or	retirement.	For	example,	an	older	widow	generally	prefers	help	from	confidants	because	relatives	may	reinforce	her	loss	of	identity	as	“wife,”	may	be	overly	protective,	or	alternatively
may	minimize	her	loss.	To	the	extent	that	friendships	are	reciprocal	and	satisfy	social	and	instrumental	needs,	they	can	compensate	for	the	absence	of	a	partner	and	help	mitigate	loneliness	(Stevens	et	al.,	2006).	The	role	of	friend	can	be	maintained	long	after	that	of	worker,	organization	member,	or	partner	is	lost.	The	extent	of	reciprocity,	intimacy,
and	quality	rather	than	quantity	of	interactions	appears	to	be	the	critical	factors	in	maintaining	friendship	networks.	Friendship	quality	may	be	related	to	psychological	wellbeing	and	happiness	(Adams,	Blieszner,	&	de	Vries,	2000;	Hogan,	Linden,	&	Najarian,	2002;	Shaw,	Krause,	Liang,	&	Bennett,	2007).	In	one	study,	depressive	symptomatology	was
highest	for	elders	without	friend	networks;	and	the	absence	of	family	in	the	context	of	friends	was	found	to	be	less	detrimental	for	mental	health	than	the	absence	of	friends	in	the	context	of	family	(Fiori,	Antonucci,	&	Cortina,	2006).	Given	the	centrality	of	friendships	to	well-being,	professionals	need	to	encourage	older	adults	to	sustain	such
relationships	or	assist	them	with	building	new	ones.	Gender	differences	in	informal	supports	are	more	pronounced	than	life-course	variations,	with	men	showing	greater	declines	than	women	in	the	number	of	new	friends,	their	desire	for	close	friendships,	the	intimate	nature	of	friendships,	and	involvement	in	activities	beyond	the	family	(Blieszner,
2006).	Women	generally	have	more	emotionally	intimate,	diverse,	and	intensive	friendships	than	men.	For	many	men,	their	wives	are	their	only	confidants,	a	circumstance	that	may	make	widowhood	or	divorce	devastating	for	them.	In	contrast,	women	tend	to	satisfy	their	needs	for	intimacy	throughout	their	lives	by	establishing	close	friendships	with
other	women	and	therefore	are	less	emotionally	dependent	on	the	marital	relationship.	When	faced	with	widowhood,	divorce,	or	separation,	they	often	turn	to	these	friends.	The	resilience	of	some	older	women,	in	fact,	may	be	rooted	in	their	ability	to	form	close	reciprocal	friendships	(Moen,	Erickson,	&	Dempster-McClain,	2000;	Stevens	et	al.,	2006).
Both	men	and	women	tend	to	select	friends	from	among	their	social	peers—those	who	are	similar	in	age,	sex,	marital	status,	sexual	orientation,	and	social	class.	Most	choose	age	peers	as	their	friends,	even	though	common	sense	would	suggest	that	cross-generational	friendship	networks	could	reduce	their	vulnerability	to	losses	as	they	age.	Age
homogeneity	plays	a	strong	role	in	facilitating	friendships	in	later	life,	in	part	because	of	shared	life	transitions,	reduced	cross-generational	ties	with	children	and	work	associates,	and	possible	parity	of	exchange.	Although	friends	are	vital	resources,	their	helping	efforts	usually	do	not	approach	those	of	family	members	in	duration	or	intensity,	and	do
not	fully	compensate	for	the	loss	of	a	partner	or	children,	especially	for	low-income	elders	with	chronic	illnesses.	Friendships	can	also	be	characterized	by	negative	interactions,	such	as	unwanted	advice	or	assistance,	or	by	responses	that	minimize	the	challenges	facing	elders,	and	may	become	strained	by	excessive	demands	for	assistance	(Hogan	et
al.,	2002;	Litwin,	2003).	Interventions	to	Strengthen	or	Build	Social	Supports	Because	of	the	importance	of	peer-group	interactions	for	well-being,	initiatives	exist	to	strengthen	existing	social	ties	or	to	create	new	ones.	Consistent	with	the	person–environment	model,	such	interventions	can	promote	a	more	supportive	environment	for	elders.	They	can
be	categorized	as	personal	network	building,	volunteer	linking,	mutual	help	networks,	and	neighborhood	and	community	development.	Despite	339	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	extensive	literature	on	the	benefits	of	social	supports,	empirical	evidence	is	limited	about	how—	and
how	well—social	support	interventions	work	(Hogan	et	al.,	2002).	Personal	network	building	aims	to	strengthen	existing	ties,	often	through	natural	helpers—	nonfamily	members	to	turn	to	because	of	their	concern,	interest,	and	understanding.	Such	natural	helpers	provide	emotional	support,	assist	with	problem	solving,	offer	concrete	services,	and	act
as	advocates.	Neighbors	often	perform	natural	helping	roles,	and	may	strengthen	these	activities	through	organized	block	programs	and	block	watches	(Subramanian	et	al.,	2006).	Even	people	in	service	positions,	often	referred	to	as	gatekeepers,	can	fulfill	natural	helping	functions	because	of	the	visibility	of	their	positions	and	the	regularity	of	their
interactions	with	elders.	For	example,	postal	alert	systems,	whereby	postal	carriers	observe	whether	an	older	person	is	taking	in	the	mail	each	day,	build	on	routine	everyday	interactions.	Pharmacists,	ministers,	bus	drivers,	local	merchants,	hair	stylists,	and	housing	managers	are	frequently	in	situations	to	provide	companionship,	advice,	and
referrals.	In	high-crime	areas,	local	businesses,	bars,	and	restaurants	may	have	a	“safe	house”	decal	in	their	windows,	indicating	where	residents	of	all	ages	can	go	in	times	of	danger	or	medical	emergencies.	Religious	or	faith-based	institutions	may	also	serve	to	strengthen	and	build	personal	networks,	in	some	cases	creating	a	surrogate	family	for
older	people.	Members	of	religious	institutions	can	help	with	transportation,	friendly	visiting,	housework,	home	repair,	and	meal	preparation,	as	well	as	offer	psychological	support.	At	the	same	time,	older	members	may	take	on	leadership	and	teaching	roles	within	the	church,	synagogue,	or	mosque,	thereby	enhancing	their	sense	of	belonging	and
self-worth.	In	many	private	and	public	programs,	volunteers	are	commonly	used	to	develop	new	networks	or	expand	existing	ones	for	older	persons.	For	example,	older	volunteers	deliver	meals,	offer	peer	counseling,	information,	and	assistance,	and	serve	as	friendly	visitors	to	340	INFORMATION	TECHNOLOGY	AND	COMMUNITY	BUILDING	When
the	public	library	in	a	small	Massachusetts	town	began	to	offer	computer	training,	they	expected	the	classes	to	be	filled	with	teenagers	and	young	adults.	Instead,	the	classes	were	filled	with	adults	over	age	55,	eager	to	learn	how	to	e-mail	their	friends	and	families	around	the	country	and	to	use	the	Internet	to	search	for	health	information	and	facts
about	their	town’s	history.	other	older	adults.	By	providing	access	to	online	support	groups,	blogs	and	social	networking	sites,	referral	links	and	informational	support,	and	e-mail,	the	Internet	offers	new	opportunities	for	network	building	with	peers	and	across	generations	for	those	with	access	to	such	information	technology	(Segrist,	2004;	Willis,
2006).	Over	72	percent	of	adults	ages	50	to	64	use	the	Internet,	a	percentage	that	is	likely	to	grow	and	that	suggests	more	Internet	users	among	the	oldest-old	in	the	future	(Pew	Trust,	2009).	A	growing	number	of	websites	targeted	to	older	adults—with	music,	news	clips	or	information	on	career	changes,	leisure	opportunities	and	caregiving—aim	to
build	virtual	community	connections	and	exchange	information,	OLDER	ADULTS	AND	THE	INTERNET	A	78-year-old	British	man	was	the	first	older	adult	to	upload	a	video	on	YouTube	in	August	2006.	His	first	video	begins	with	the	streaming	text	“geriatric	gripes	and	grumbles,”	but	he	does	not	fit	that	stereotype.	Not	only	is	he	enthusiastically
embracing	this	medium	typically	used	by	20-somethings,	he	is	an	avid	blues	and	motorcycle	enthusiast.	His	first	five	YouTube	videos	received	more	than	154,000	hits	in	less	than	two	weeks,	and	he	received	about	4,000	messages	via	YouTube	in	a	single	morning.	He	represents	the	new	reality,	where	baby	boomers	use	the	Internet	for	entertainment,
shopping,	and	communication.	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	which	may	reduce	social	isolation.	Chat	rooms	or	discussion	boards	are	modeled	upon	community	members’	interests.	People	may	be	drawn	to	such	virtual	communities	as	a	way	to	readily	connect	with	others	in	the
anonymity	of	their	home	or	office.	Creating	an	electronic	community,	however,	is	obviously	limited	to	older	people	who	can	access	computers	and	the	Internet.	“Computer	support”	holds	promise	for	elders	with	debilitating	illnesses	that	present	physical	barriers	to	attending	support	groups,	for	rural	and	other	isolated	populations,	and	for	those	who
desire	anonymity	(Czaja	et	al.,	2006).	Some	studies	suggest	that	computer	and	Internet	use	can	improve	cognitive	functioning	and	promote	active	aging,	as	evidenced	by	the	growing	number	of	“brain	games”	designed	specifically	for	older	adults	(Charness	&	Holley,	2004;	Miller,	2009;	Yange	et	al.,	2006).	Other	studies	have	found	that	using
computers	and	the	Internet	neither	positively	nor	negatively	influences	everyday	functioning,	well-being	and	mood,	or	social	networks	(Slegers,	van	Bostel,	&	Jolles,	2008).	Another	approach	creates	or	promotes	the	supportive	capacities	of	mutual	help	networks	through	joint	problem	solving	and	the	reciprocal	exchange	of	resources.	Mutual
assistance	may	occur	spontaneously	as	neighbors	watch	out	for	each	other,	or	it	may	be	facilitated	by	professionals.	Networks	may	also	be	formed	on	the	basis	of	neighborhood	ties	or	around	shared	problems,	such	as	widow-to-widow	programs	and	support	groups	for	family	caregivers.	Interacting	with	peers	who	share	experiences	may	reduce	elders’
loneliness	and	expand	problem-solving	capacities,	but	may	also	inadvertently	increase	stress	when	groups	lack	a	professional	facilitator	and	participants	share	primarily	negative	or	widely	varying	experiences.	Support	that	does	not	meet	the	recipients’	needs	or	is	perceived	as	critical	or	dismissive	of	problems	can	inadvertently	magnify	negative
effects.	Self-help	groups	tend	to	be	most	effective	for	diseases	considered	stigmatizing	(e.g.,	substance	use	mental	illness,	HIV/AIDS).	Overall,	the	kind	of	support,	who	provides	it,	and	contextual	issues	all	play	roles	in	determining	whether	support	interventions	are	perceived	as	beneficial	(Davison	et	al.,	2000;	Hogan	et	al.,	2002).	Increasingly,
boomers	are	creating	their	own	communities	and	support	systems,	sometimes	called	Circles	of	Caring,	to	meet	their	emotional,	spiritual,	and	physical	needs	as	they	age.	A	group	called	Fiercely	Independent	Seniors	in	a	rural	area	of	Washington	State	meets	weekly;	members	reciprocate	by	assisting	each	other	with	tasks	like	writing	advance
directives	and	regularly	checking	up	on	each	other.	It	is	not	surprising	that	the	cohort	who	engaged	in	consciousness-raising	during	the	1960s	is	fostering	movements	identified	as	“conscious	aging,”	“proactive	aging,”	or	“aging	on	your	own	terms.”	Such	an	approach	is	consistent	with	research	findings	that	both	the	recipients	of	peer	support	and
those	who	provide	it	benefit	(King,	2006;	Trenshaw,	2004).	Neighborhood	and	community	building	is	another	approach	to	strengthening	a	community’s	self-help	and	problem-solving	capabilities	and	may	involve	advocacy	through	lobbying	and	legislative	activities.	Such	initiatives	aim	to	build	upon	the	strengths	and	resources	of	local	communities,
including	communities	of	color,	and	many	include	an	intergenerational	component.	The	Tenderloin	Project,	which	has	existed	for	over	30	years	in	a	lowincome	area	of	single-room	occupancy	units	in	San	Francisco,	is	a	model	of	neighborhood	development.	Nearby	residents	worked	crossgenerationally	on	the	immediate	problem	of	crime	and
victimization	of	older	people	and	then	dealt	with	community-wide	issues	such	as	nutrition,	child	care,	and	prostitution.	In	the	process,	social	networks	were	strengthened	and	weekly	support	groups	formed.	Neighborhood-based	intergenerational	helping	networks	connect	the	formal	service	system	to	provide	personal	care	services	to	frail	elders.
Similarly,	social	supports	can	buffer	the	effects	of	neighborhood	stressors,	such	as	crime	or	traffic	congestion	on	elders	(Schieman	&	Meersman,	2004).	Targeted	senior	center	activities	can	also	promote	community-based	support	and	advocacy	that	extends	outside	the	center	(Kehow	&	Farney,	2006).	341	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:
FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	Intergenerational	Programming	Intergenerational	programs	linking	older	people	with	schoolchildren,	high-risk	youth,	children	with	special	needs,	and	young	families	are	a	rapidly	growing	type	of	mutual	help.	This	can	also	be	extended	to	address	cross-generational	neighborhood	and	community
problems	such	as	safety	and	the	environment,	with	environmentalism	increasingly	conceptualized	as	an	aging	issue	(Moody,	2008).	The	most	common	type	of	intergenerational	programming	involves	older	adults	serving	children	and	youth.	For	example,	after-school	telephone	support,	pen	pal	projects,	tutoring,	and	assistance	at	day	care	programs	are
provided	through	Retired	Senior	Volunteer	Programs	(RSVP).	The	Foster	Grandparents	Program	offers	tutoring	and	mentoring,	generally	to	low-income	youth.	The	Computer	Pals	Program	fosters	e-mail	partnerships	between	youth	and	elders,	with	adolescents	often	teaching	computer	skills	to	older	adults.	Big	Brothers	and	Big	Sisters	now	pairs	older
adults	(the	“Bigs”)	as	mentors	with	youth.	Some	programs	involve	elders	and	youth	in	social	action	projects,	such	as	Caring	Communities,	that	seek	to	improve	society	through	environmental	activism,	gardening,	music,	and	art.	Older	adults	can	also	assist	young	families	with	parenting	skills,	literacy	training,	social	support,	and	job	hunting	and	create
supportive	communities	for	foster	and	adoptive	families	and	other	families	with	high-risk	children.	Residential	facilities	for	high-risk	youth	sometimes	involve	older	adults	as	mentors	and	“surrogate”	grandparents.	Adolescents,	even	those	who	are	marginalized,	can	in	turn	assist	older	neighbors	with	yard	work,	home	maintenance,	and	friendly	visiting
(Butts	&	Lent,	2009;	Eheart,	Power,	&	Hoping,	2003).	Sharing	physical	space	can	also	encourage	intergenerational	contact,	such	as	child	care	programs	housed	in	skilled	nursing	homes	or	assisted	living	facilities,	or	offering	senior	center	activities	within	public	schools.	In	such	instances,	however,	it	is	essential	to	respect	the	needs	of	342	Tutoring
young	children	benefits	both	the	older	tutor	and	the	young	child.	digitalskillet/iStockPhoto	both	elders	and	children;	for	example,	some	older	adults	in	long-term	care	facilities	may	not	want	to	interact	daily	with	children	and	may	resent	an	environment	that	is	too	child-centered.	Careful	planning	is	necessary	to	ensure	that	interactions	are	age	and
developmentally	appropriate	and	allow	elders	to	have	choice	and	autonomy	(Hayes,	2003;	Salari,	2002).	One	program	that	took	account	of	these	factors	implemented	Montessori-based	activities	for	both	children	and	adults	with	dementia	in	an	adult	day	care	setting,	which	had	positive	outcomes	for	both	age	groups	(Camp	et	al.,	2005).	Both	young	and
old	generations	may	benefit	from	training	on	how	to	interact	successfully;	for	example,	young	children	are	more	spontaneous	and	comfortable	with	elders	with	disabilities,	while	teenagers	may	need	some	tips	on	ways	to	interact	with	a	person	in	a	wheelchair.	Successful	programs	are	characterized	by	reciprocal	benefits	for	both	young	and	old,	and
understanding	of	human	development	and	differences	in	communication	styles.	They	typically	enhance	the	self-esteem	and	social	engagement	of	both	young	and	old	and	may	in	some	instances	foster	empathy	and	positive	attitudes	toward	aging	(Lewis,	2006).	Older	participants	in	some	intergenerational	programs	have	experienced	health	benefits	as
well	as	increased	social	interaction	(Butts	&	Lent,	2009).	This	is	the	case	in	an	intergenerational	school	in	a	center	serving	older	adults,	where	elders	serve	as	reading	mentors	and	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	computer	pals	in	the	classroom,	and	students	volunteer	in	affiliated
nursing	homes—each	generation	valuing	their	shared	educational	experiences	(Whitehouse,	Fallcreek,	&	Whitehouse,	2005).	Increasingly,	intergenerational	communitybased	programs	bring	long-term	older	residents	into	planned	activities	with	their	new	immigrant	neighbors	where	they	can	discover	commonalities	despite	cultural	and	often	language
differences	(Brown,	2007).	Some	programs	and	cities,	making	intergenerational	interaction	a	public	policy	goal,	are	seeking	to	transform	communities	in	a	way	that	explicitly	promotes	cross-age	interactions	and	systems	responsive	to	all	their	residents	across	the	life	course	(Butts	&	Lent,	2009;	Henkin,	Holmes,	Walter,	Greenberg,	&	Schwartz,	2005).
Consistent	with	the	broad	concept	of	productivity,	intergenerational	programs	are	likely	to	grow	in	the	future	as	a	way	to	match	elders’	resources	with	the	needs	of	younger	generations.	This	is	also	congruent	with	President	Obama’s	emphasis	on	community	service	by	all	age	groups	and	his	expansion	of	Americorps	and	Peace	Corps	for	Seniors.
Practitioners	in	schools,	senior	centers,	long-term	care	facilities,	and	other	communitybased	settings	can	play	pivotal	roles	in	fostering	cross-generational	interactions	that	benefit	young	and	old.	On	the	other	hand,	because	public	funding	tends	to	be	based	on	age,	ongoing	fiscal	support	for	intergenerational	projects	is	limited,	and	many	depend	on
volunteers	to	sustain	the	program.	Nearly	everyone	will	agree	that	intergenerational	programs	are	a	good	idea,	but	neither	the	government	nor	private	funders	in	the	past	have	provided	adequate	support.	The	Association	of	Gerontology	in	Higher	Education,	Generations	United,	and	Generations	Together	are	national	groups	that	promote
intergenerational	policy	and	practice.	Relationships	with	Pets	AN	INTERGENERATIONAL	GRAN	PAL	PROJECT	A	second-grade	public	school	teacher	involves	his	class	in	regularly	visiting	with	their	“Gran	Pals”	in	a	nearby	skilled	nursing	care	facility.	In	preparation	for	their	visits,	he	first	has	them	participate	in	a	simulation	of	what	it	feels	like	to	be
“old	and	frail”	by	wearing	glasses	with	Vaseline	on	the	lens,	being	pushed	in	a	wheelchair,	wearing	gloves	while	opening	a	bottle,	learning	to	speak	clearly	and	directly	to	someone	while	wearing	earplugs,	and	so	on.	Such	simulations	are	frequently	created	for	undergraduate	students,	but	this	program	involves	6-	and	7-year-olds,	who	then	write	and
talk	about	what	they	experience	when	their	usual	activities	are	restricted.	Each	visit	to	the	skilled	care	facility	begins	with	the	teacher	talking	with	the	children	about	what	they	might	experience,	and	this	is	then	followed	by	the	children	writing	and	discussing	what	they	learned.	The	teacher	is	motivated	not	only	by	the	social	benefits	for	the	older
residents,	but	also	by	the	recognition	that	by	the	time	his	second	graders	enter	the	job	market,	20	percent	of	the	population	will	be	older	adults.	Many	older	adults	talk	to	and	confide	in	their	pets,	and	believe	that	animals	are	sensitive	to	their	moods	and	feelings.	Having	a	pet	to	feed,	groom,	or	walk	can	provide	structure,	a	sense	of	purpose,	and	an
anchor	on	days	that	might	otherwise	lack	meaning—and	may	even	serve	to	reduce	depression.	Wives	caring	for	husbands	with	dementia	note	increased	feelings	of	attachment	with	their	dogs,	but	pets	may	also	be	a	burden	for	such	caregivers	(Connell,	Janevic,	Solway,	&	McLaughlin,	2007).	With	their	unconditional	love,	pets	may	compensate	for	lack
of	family	members	in	the	home.	In	some	studies,	pet	owners	score	higher	than	their	peers	without	pets	on	measures	of	happiness,	selfconfidence,	morale,	self-care,	alertness,	responsiveness,	dependability,	and	sense	of	control	(Johnson	et	al.,	2003;	LeRoux	&	Kemp,	2009;	Watt	&	Pachana,	2007).	Owning	a	pet	in	itself	does	not	appear	to	reduce
loneliness,	however.	Other	factors	such	as	moderate	religious	participation	and	interactions	with	other	people	may	343	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	be	more	salient	(Nunnelee,	2007).	Similarly,	some	benefits	may	be	partially	explained	by	the	fact	that	pet	owners	are	more	likely
to	be	younger,	physically	active,	and	married	or	living	with	someone.	On	the	other	hand,	one	of	the	few	longitudinal	studies	on	the	benefits	of	pet	ownership	found	that	people	who	continuously	owned	a	pet	were	healthier	than	those	who	had	never	had	one	or	who	had	ceased	owning	a	pet	(Headey	&	Grabka,	2007).	The	mobility	benefits	from	walking
a	dog	and	preventing	further	health	deterioration	are	also	identified	(Giles-Corti,	Knuiman,	&	Burke,	2007;	Thorpe	et	al.,	2006).	The	perceived	benefits	of	pets	has	led	to	an	increase	in	pet-facilitated	programs	for	older	adults	in	long-term	care	settings,	as	well	as	loana-pet	or	pet	day	care	programs	for	elders	in	their	own	homes.	A	study	of	pets	in
skilled	nursing	facilities	identified	significant	benefits,	particularly	in	terms	of	reduced	depressive	symptoms	and	improved	perceptions	of	quality	of	life.	Pet	visitation	with	nursing	home	residents	is	found	to	improve	health,	self-concept,	life	satisfaction,	and	mental	functioning	(Columbo	et	al.,	2006;	Ross	&	Kemp,	2009).	Some	residential	care
facilities,	particularly	those	using	the	Eden	Alternative,	create	a	more	homelike	setting	by	having	pets	(Coleman	et	al.,	2002).	Facilities	that	have	concerns	about	pet	maintenance	are	using	robotic	pets	that	also	have	benefits	in	terms	of	well-being	(Kramer,	Friedmann	&	Bernstein,	2009).	However,	a	pet—real	or	robotic—should	not	be	viewed	as	a
substitute	for	human	relationships;	in	fact,	some	cases	of	self-neglect	involve	homes	filled	with	pets	but	lacking	food,	hygiene,	and	other	social	interaction	for	the	elder.	Nevertheless,	pet	ownership	can	enhance	well-being	and	enrich	elders’	quality	of	life.	In	recognition	of	these	benefits,	the	National	Institute	of	Health’s	definition	of
complementary/alternative	medicine	(CAM)	includes	human-animal	interaction	as	pet	ownership,	animal-assisted	activity	(e.g.,	pet	visitation),	or	animal-assisted	therapy	344	(structured	sessions	with	treatment	goals)	(Johnson	et	al.,	2003).	Given	the	apparent	benefits	of	this	relationship,	the	loss	of	a	pet	can	result	in	intense	grief,	especially	when	this
grief	is	minimized	by	others	suggesting	to	the	bereaved	pet	owner	that	“it	was	just	a	cat”	(Doka,	2001;	Johnson	et	al.,	2003).	Hurricane	Katrina	survivors	who	had	to	hurriedly	flee	their	homes	grieved	the	loss	of	pets	left	behind,	with	negative	effects	on	their	mental	well-being	(Campbell,	2007).	Pet	ownership	for	elders,	however,	can	require	constant
attention	as	well	as	expenses	of	food,	veterinary	care,	and	training.	The	global	economic	downturn	has	resulted	in	some	pet	owners	giving	up	their	pets	because	they	can	no	longer	afford	to	care	for	them	In	some	instances,	temporary	visits	by	a	pet	may	still	have	therapeutic	benefits,	but	without	the	costs.	More	longitudinal	studies	of	the	benefits	of
pet	ownership	and	its	effects	on	loneliness	are	critical	(Banks	&	Banks,	2002;	Saito	et	al.,	2001).	Differentiating	pet	ownership	from	occasional	interactions	with	a	pet	in	long-term	care	settings	is	also	important	in	future	research	and	practice	interventions	with	pets	and	elders.	More	research	is	also	needed	on	differences	in	pet	ownership	patterns,
attachment	to	pets,	health	beliefs,	and	health	practices	to	determine	the	relevance	of	animal-assisted	techniques	with	culturally	diverse	elders	(Johnson	&	Meadows,	2002).	Implications	for	the	Future	Increases	in	life	expectancy	and	declining	family	size	will	continue	to	produce	more	diverse	and	complex	family	structures.	The	vertical,	or	“beanpole,”
family	structure	will	grow—that	is,	an	increasing	number	of	living	generations	in	a	family,	accompanied	by	decreasing	numbers	of	family	members	within	the	same	generation	due	to	declining	fertility	rates.	These	trends,	combined	with	growth	in	the	number	of	unmarried	persons	and	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,
NEIGHBORS,	AND	COMMUNITIES	childless	partners,	will	mean	that	future	cohorts	of	adult	children	will	have	a	greater	number	of	aging	parents	and	grandparents	to	care	for,	but	fewer	siblings	to	assist	them.	Top-heavy	kin	networks	will	raise	caregiving	challenges	for	both	families	and	society,	along	with	questions	of	intergenerational	equity	and
reciprocity.	Delayed	childbearing	and	smaller	family	size	will	also	result	in	greater	age	differences	between	each	generation	and	the	blurring	of	demarcations	between	generations,	especially	among	Caucasian	families.	Active	involvement	in	the	daily	demands	of	raising	children	will	be	fully	completed	by	the	time	women	are	grandmothers,	although
some	grandmothers	will	then	become	primary	caregivers	of	grandchildren.	More	women	will	simultaneously	be	both	grandmothers	and	granddaughters.	But	baby	boomers	will	have,	on	average,	fewer	grandchildren	than	the	prior	cohort	who	gave	birth	to	the	baby	boomers.	Growing	proportions	of	parents,	children,	grandchildren,	and	even	great-
grandchildren	will	share	such	critical	adulthood	experiences	as	school,	work,	parenthood,	retirement,	and	widowhood.	On	the	other	hand,	generational	differences	of	30	years,	along	with	geographic	mobility,	may	contribute	to	difficulties	in	building	affective	bonds	across	multiple	generations	due	to	dissimilar	values	or	lifestyles.	The	increasing
divorce	rate	may	mean	that	multiple	generations	will	invest	time	in	building	reconstituted	or	blended	families,	which	later	may	be	dissolved.	How	these	changes	translate	into	new	forms	of	family	structure	in	the	future	remains	unclear,	because	the	extent	to	which	acculturation	and	economic	conditions	will	modify	more	traditional	family
arrangements	is	unknown.	For	both	Caucasians	and	families	of	color,	lifecourse	variations	will	grow	as	longer-lived	men	and	women	move	in	and	out	of	various	relationships,	including	cohabitation,	divorce	and	remarriage,	and	same-sex	relationships;	caregiving	arrangements;	living	and	employment	situations;	and	communities.	All	of	these	changes
highlight	the	need	for	gerontological	practitioners	in	a	wide	range	of	settings	to	gain	skills	in	assessing	and	intervening	with	families,	not	only	with	the	older	person.	Providers	need	to	be	sensitive	to	the	wide	variation	of	family	forms,	including	grandparents	as	caregivers,	LGBT	partners,	mothers	who	have	delayed	childbearing	and	are	simultaneously
caring	for	a	toddler,	and	widowed,	divorced,	childless,	or	never-married	older	adults	with	extensive	friendship	networks,	and	elders	of	color	with	fictive	kin	networks.	Patterns	of	social	ties,	particularly	friends	and	neighbors,	will	become	more	diverse	and	remain	vital	sources	of	support.	Health	and	human	service	providers	in	schools,	community
clinics,	public	child	welfare	systems,	hospitals,	and	mental	health	centers—	regardless	of	their	area	of	expertise—will	increasingly	encounter	multigenerational	families.	This	trend	suggests	the	need	for	all	such	professionals	to	have	basic	knowledge	and	skills	in	working	effectively	with	older	adults	and	their	increasingly	complex	families.	In	times	of
shrinking	resources,	professional	creativity	regarding	intergenerational	and	multigenerational	programs	is	needed	to	build	on	the	resources	and	contributions	of	multiple	generations	to	address	social	problems.	Such	collaborations	are	ways	for	both	younger	and	older	adults	to	engage	in	meaningful	roles,	such	as	cross-generational	environmental
activism.	In	addition,	service	systems	may	shift	from	categorical,	age-based	services	to	ones	that	meet	human	needs	across	the	life	course.	For	example,	the	Lifespan	Respite	Bill	passed	by	Congress	in	2006	and	programs	such	as	the	National	Family	Caregiver	Support	Program	and	the	federal	Family	and	Medical	Leave	Act	address	caregiving
demands	across	the	life	course,	not	just	for	a	particular	age	group.	Given	the	dramatic	growth	in	multigenerational	families	and	the	complexity	of	family	forms,	professionals	will	be	challenged	to	think	outside	traditional	age-based	silos	and	models	of	service	delivery	and	develop	new	ways	to	utilize	older	adults	as	a	civic	resource.	345	THE
IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,	NEIGHBORS,	AND	COMMUNITIES	Summary	The	importance	of	informal	social	support	networks	for	older	people’s	physical	and	mental	well-being	is	widely	documented.	Contrary	to	stereotypes,	very	few	older	people	are	socially	isolated.	The	majority	have	family	members	with	whom	they
are	in	regular	contact,	although	they	are	unlikely	to	live	with	them.	Their	families	serve	as	critical	sources	of	support,	especially	when	older	members	become	impaired	by	chronic	illness.	The	marital	relationship	is	most	important,	with	more	than	half	of	all	persons	age	65	and	over	married	and	living	with	a	partner.	Most	older	couples	are	satisfied
with	their	marriages,	which	influences	their	life	satisfaction	generally.	Older	couples	freed	from	childrearing	demands,	have	more	opportunities	to	pursue	new	roles	and	types	of	relationships.	Less	is	known	about	sibling,	grandparent,	and	other	types	of	family	interactions	in	old	age,	although	the	importance	of	their	support	is	likely	to	increase	in	the
future.	Also,	comparatively	little	research	has	been	conducted	on	LGBT	relationships	in	old	age	and	on	nevermarried	older	persons	who	may	rely	primarily	on	friendship	networks	to	cope.	Siblings	can	be	crucial	in	providing	emotional	support,	physical	care,	and	a	home.	Interaction	with	secondary	kin	depends	on	geographic	proximity	and	whether
more	immediate	family	members	are	available.	Contrary	to	the	myth	that	adult	children	are	alienated	from	their	parents,	the	majority	of	older	persons	are	in	frequent	contact	with	their	children,	either	face-to-face	or	by	phone.	Filial	relationships	are	characterized	by	patterns	of	reciprocal	aid	throughout	the	life	course,	until	the	older	generation
becomes	physically	or	mentally	disabled.	At	that	point,	adult	children—generally	women—are	faced	with	providing	financial,	emotional,	and	physical	assistance	to	older	relatives,	oftentimes	with	little	support	from	others	for	their	caregiving	responsibilities.	In	low-income	families	and	families	of	color,	older	relatives	are	most	346	likely	to	receive	daily
help	from	younger	relatives	and	to	be	involved	in	caring	for	grandchildren.	Most	families,	regardless	of	social	class,	race,	ethnicity,	or	sexual	orientation,	attempt	to	provide	care	for	their	older	members,	and	use	long-term	care	facilities	only	when	they	have	exhausted	other	resources.	Such	caregiving	responsibilities	are	affected	by	a	number	of	social
trends,	most	notable	among	them	the	increasing	percentage	of	middleaged	women	who	are	more	likely	to	be	employed	and	the	number	of	reconstituted	families	resulting	from	divorce	and	remarriage.	The	needs	of	caregivers	are	clearly	a	growing	concern	for	social	and	health	care	providers	and	policy	makers.	With	the	growth	of	three-	and	four-
generation	families,	more	older	persons	are	experiencing	the	status	of	grandparenthood	and	great-grandparenthood.	Most	grandparents	are	in	relatively	frequent	contact	with	their	grandchildren,	and	derive	considerable	satisfaction	from	the	grandparent	role.	The	demands	of	grandparenthood	are	changing,	however,	as	a	result	of	divorce	and
remarriage.	Perhaps	the	most	dramatic	shift	in	the	past	decade	has	been	the	increase	in	the	number	of	grandparents	who	are	the	primary	or	custodial	caregivers	to	young	grandchildren	because	their	adult	children	are	unable	or	unwilling	to	provide	care.	For	many	older	persons,	friends	and	neighbors	can	be	even	more	helpful	than	family	members	in
maintaining	morale	and	quality	of	life.	Generally,	women	interact	more	with	friends	than	do	men.	In	recognition	of	the	importance	of	informal	networks	to	physical	and	mental	well-being,	mutual	support,	neighborhood	and	community-based	interventions	have	been	designed	to	strengthen	friendship	and	neighborhood	ties.	In	recent	years,	many	of
these	programs	have	attempted	to	foster	intergenerational	contacts.	In	sum,	the	majority	of	older	persons	continue	to	play	a	variety	of	social	roles—partner,	parent,	grandparent,	friend,	and	neighbor—and	to	derive	feelings	of	satisfaction	and	self-worth	from	these	interactions.	THE	IMPORTANCE	OF	SOCIAL	SUPPORTS:	FAMILY,	FRIENDS,
NEIGHBORS,	AND	COMMUNITIES	GLOSSARY	blended	families	families	whose	memberships	comprise	blood	and	non-blood	relationships	through	divorce	or	remarriage	custodial	grandparents	grandparents	who	have	legal	custody	of	their	grandchildren	when	adult	children	are	unable	to	provide	adequate	care	empty	nest	normative	for	middle-aged
parents	when	adult	children	leave	home	for	college	or	employment	formal	kinship	care	placement	of	children	with	relatives	by	the	state	child	foster	care	gatekeepers	people	in	formal	(e.g.,	physicians,	nurses)	or	informal	(e.g.,	friends	and	neighbors)	service	roles	who	regularly	interact	with	older	adults	and	can	watch	for	signs	indicating	a	need	for
assistance	grandparents’	rights	legal	rights	of	grandparents	to	interact	with	grandchildren	following	divorce	of	the	grandchildren’s	parents;	liabilities	of	grandparent	and	stepgrandparents	as	custodians	of	grandchildren	in	the	absence	of	responsible	parents	skipped-generation	household	where	the	parent	generation	is	absent	social	convoy	model
close	social	relationships	that	surround	an	individual	and	can	provide	a	protective,	secure	base,	but	personal	and	situational	characteristics	influence	the	type	and	extent	of	support	needed	social	integration	encompasses	both	social	networks	and	support;	degree	to	which	a	person	is	involved	with	others	in	the	larger	social	structure	and	community
social	networks	the	interrelationships	and	interactions	among	individuals	that	affect	the	flow	of	resources	and	support	social	support	informational,	emotional,	or	instrumental	(e.g.,	help	with	tasks	of	daily	living)	assistance	from	social	networks	RESOURCES	Log	on	to	MySocKit	at	(www.mysockit.com)	for	information	about	the	following:	•	AARP
Grandparent	Information	Center	informal	kinship	care	relatives,	especially	grandparents,	provide	care	without	any	formal	child	welfare	involvement	or	benefits	•	Association	for	Gerontology	in	Higher	Education	(AGHE)	intergenerational	programs	services	that	facilitate	the	interaction	of	people	across	generations;	typically	young	and	old	•	Foster
Grandparents	intergenerational	stake	hypothesis	pattern	whereby	the	older	generation	tends	to	be	more	invested	in	future	generations	around	transmission	of	values	and	resources	•	Gatekeeper	Program	intimacy	at	a	distance	strong	emotional	ties	among	family	members	even	though	they	do	not	live	near	each	other	multigenerational	family	a	family
with	three	or	more	generations	alive	at	the	same	time;	considers	the	needs	of	middle	generation,	not	just	young	and	old	•	Child	Welfare	League	of	America	•	Foundation	for	Grandparenting	•	Generations	Together,	University	of	Pittsburgh	•	Generations	United	•	National	Center	on	Grandparents	and	other	Relatives	Raising	Grandchildren	•	National



Center	for	Resource	Family	Support,	the	Casey	Family	Program	•	National	Coalition	of	Grandparents	(NCOG)	•	National	Center	for	Grandparents	Children’s	Rights	natural	helpers	people	who	assist	others	because	of	their	concern,	interest,	and	innate	understanding	nontraditional	families	new	family	structures	derived	through	gay	and	lesbian
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Opportunities	and	Challenges	of	Informal	Caregiving	This	chapter	addresses	informal	family	caregiving,	including	•	•	•	•	•	•	•	•	•	•	•	•	Benefits	and	costs	of	caregiving	Objective	and	subjective	burden	The	gendered	nature	of	family	care	Partners	as	caregivers	Adult	children	as	caregivers	Caregivers	in	families	of	color	Caregivers	of	elders	with
dementia,	especially	Alzheimer’s	disease	Policies	and	programs	to	support	family	caregivers	Caregivers’	use	of	formal	services	and	informal	support	networks	Elder	mistreatment	Caregiving	when	the	care	recipient	relocates	to	a	long-term	care	facility	Direct	care	workers	in	long-term	care	The	majority	of	long-term	care	to	adults	age	65	and	older	is
provided	not	in	long-term	care	facilities,	but	informally	and	privately,	at	little	or	no	public	cost,	within	elders’	homes	or	other	community-based	settings.	Over	80	percent	of	older	adults	with	limitations	in	three	or	more	activities	of	daily	living	(ADL)	are	able	to	live	in	the	community	primarily	because	of	informal	assistance.	Among	elders	in	the
community,	about	9	percent	rely	exclusively	on	formal	care,	while	nearly	70	percent	receive	care	solely	from	family,	friends,	and	neighbors.	The	availability	of	such	supports	helps	determine	whether	elders	can	remain	at	home	rather	than	be	placed	in	a	long-term	facility;	older	adults	who	have	an	informal	caregiver	are	five	times	more	likely	to	remain
in	their	own	homes	than	those	without	informal	supports	(AOA,	2008;	Family	Caregiving	Alliance,	2006b;	Gonyea,	2008;	Hargrave,	2008;	From	Chapter	10	of	Social	Gerontology:	A	Multidisciplinary	Perspective,	9/e.	Nancy	R.	Hooyman.	H.	Asuman	Kiyak.	Copyright	©	2011	by	Pearson	Education.	Published	by	Allyn	&	Bacon.	All	rights	reserved.	361
OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	1980	Year	2010	2030	2050	0	2	4	6	8	10	Number	of	caregivers	per	care	recipient	Raphael	&	Cornwell,	2008;	Schmieding,	2006;	Van	Houtven	&	Norton,	2008).	Projected	declines	in	the	availability	of	such	informal	assistance	is	illustrated	in	Figure	1.	Who	Are	Informal	Caregivers?
The	terms	family	and	informal	caregiving	are	often	used	interchangeably,	although	informal	caregivers	also	include	friends,	neighbors,	and	even	acquaintances.	Throughout	this	chapter,	we	intermix	the	term	care	recipient	to	recognize	the	care	of	nonrelatives	as	well.	Caregiving,	whether	informal	or	formal,	denotes	supportive,	nonmedical,	mostly
low-tech	services,	such	as	help	with	bathing	or	eating,	and	some	medical	services,	such	as	administering	medications	and	attending	to	surgical	wounds	(Schmieding,	2006).	The	primary	forms	of	care	provided	by	families	are:	•	emotional	support	•	instrumental	activities	inside	and	outside	the	home	(e.g.,	transportation,	meal	preparation,	shopping)	•
personal	care	(e.g.,	bathing,	feeding,	dressing)	•	contacting	and	monitoring	agencies	for	services	and	coordinating	such	services	The	vast	majority	of	family	caregivers	help	older	relatives	daily;	50	percent	assist	with	one	or	more	362	12	FIGURE	1	The	Shrinking	Pool	of	Potential	Caregivers	SOURCE:	U.S.	Census	Bureau,	2006.	ADLs,	such	as	getting
in	and	out	of	bed	and	chairs	and	getting	dressed,	and	80	percent	help	with	three	or	more	IADLs,	primarily	with	transportation,	grocery	shopping,	and	housework.	A	focus	on	ADLs	and	IADLs,	however,	fails	to	capture	the	complexity	and	intensity	of	caregiving	work	(Bookman	&	Harrington,	2007;	National	Alliance	for	Family	Caregiving	and	AARP,
2004,	2008).	The	type	and	extent	of	family	care	is	largely	influenced	by	the	older	adult’s	functional	status,	intensity	of	needed	care,	coresidence,	and	the	caregiver’s	gender.	Family	members,	whether	related	by	birth	and	marriage	or	friends,	neighbors	or	“family	of	choice”	(among	gay	and	lesbian	populations),	are	central	to	long-term	care	delivery	in
the	United	States.	The	number	of	family	caregivers	giving	personal	assistance	to	adults	age	50	and	older	with	disabilities	or	chronic	illness	is	estimated	at	34	million	(16	percent	of	the	population).	Among	these,	almost	7	million	care	for	persons	age	65	and	older.	On	average,	family	caregivers	devote	approximately	25	hours	per	week	and	more	than
four	years	to	caregiving,	with	over	40	percent	giving	care	for	five	years	or	longer	Not	surprisingly,	the	number	of	hours	of	care	each	week	and	the	length	of	care	increase	with	the	age	of	the	care	recipients	and	for	persons	with	dementia,	regardless	of	age.	The	average	caregiver	is	age	47,	female,	married,	and	working	outside	the	home.	However,
caregiving	for	elders	occurs	across	the	life	course;	a	growing	number	of	young	caregivers	ages	8	to	18	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	are	helping	parents	or	grandparents,	while	adult	children	in	their	60s	or	70s	may	be	caring	for	parents	in	their	90s	(Arno,	2006;	Family	Caregiver	Alliance,	2006b,	2009;	Gonyea,
2008;	Johnson	&	Wiener,	2006;	Lewis,	2008;	National	Alliance	for	Caregiving	and	United	Hospital	Funds,	2005).	Even	though	families	have	always	been	the	primary	caregivers	of	elders,	family	care	was	perceived	by	policy	makers	as	nonexistent	and	by	researchers	as	largely	invisible	until	the	mid-1980s.	Although	Shanas’s	groundbreaking	research
(1979)	refuted	the	prevailing	social	myth	of	families’	alienation	from	their	elders,	policy	makers	and	frequently	the	general	public	still	assumed	that	many	families	abandoned	their	elders	to	institutional	care.	After	three	decades	of	caregiver	research	and	numerous	testimonials	regarding	care	demands,	the	central	role	played	by	families	in	the	lives	of
elders	with	chronic	illness	is	now	widely	documented,	and	the	term	family	caregiver	is	used	by	policy	makers	and	the	popular	press.	Nevertheless,	the	family’s	significant	contributions	to	elder	care	are	still	largely	unrecognized	by	many	policy	makers,	creating	a	“shadow	workforce”	in	geriatric	health	care	(Bookman	&	Harrington,	2007;	Gonyea,
2008).	The	complexity	and	diversity	of	family	support	vary	by	geographic	proximity,	gender,	race,	social	class,	sexual	orientation,	family	structure,	and	the	history	and	nature	of	the	relationship	between	caregiver	and	care	recipient.	Distance—	both	geographic	and	emotional—often	inhibits	family	members’	provision	of	care.	Among	primary	family
caregivers,	42	percent	live	within	20	minutes	of	the	elder	and	nearly	65	percent	of	them	visit	care	recipients	at	least	an	hour	a	week.	But	among	the	remainder,	an	estimated	5	to	7	million	caregivers	live	more	than	an	hour	away.	Not	surprisingly,	caregivers	at	a	geographic	distance	are	more	likely	to	spend	their	time	arranging	for	services,	checking
that	care	is	provided,	and	managing	finances	than	providing	hands-on	personal	care	(Family	Caregiver	Alliance,	2009;	Parker,	Church,	&	Toseland,	2006).	Emotional	distance	in	the	caregiving	dyad	may	have	a	greater	impact	on	quality	of	care	than	physical	distance,	however.	It	may	occur	when	caring	for	a	partner	or	parent	after	years	of	conflictual
relationships	and	family	disruption,	neglect,	abuse,	or	separation.	With	growing	rates	of	divorce,	more	adult	children	will	be	faced	with	caring	for	parents	who	did	not	care	for	them	as	children.	Changes	in	family	relationships	through	divorce	and	remarriage	can	negatively	affect	interactions	with	children—especially	for	men—and	limit	the	availability
of	both	biological	children	and	stepchildren	as	potential	sources	of	support	in	old	age	(Davey,	2007;	Gonyea,	2008).	The	effects	of	the	nature	of	the	care	dyad,	gender,	race,	and	sexual	orientation	on	caregiving	are	discussed	more	fully	below.	Costs	and	Benefits	of	Informal	Care	For	Society	Because	of	the	many	hours	of	unpaid	family	care	provided,	it
is	not	surprising	that	informal	caregiving	saves	the	American	health	care	system	substantial	dollars;	the	economic	value	contributed	by	family	caregivers	to	society	is	estimated	to	be	$350	billion,	exceeding	the	total	amount	spent	in	2005	by	either	Medicare	($342	billion)	or	Medicaid	($300	billion).	Additionally,	the	value	of	informal	care	consistently
exceeds	the	costs	of	paid	home	care	(Gibson	&	Houser,	2007).	If	informal	supports	were	unavailable,	total	long-term	care	costs	are	estimated	to	more	than	double	(Arno,	2006).	While	informal	care	is	not	a	new	phenomenon,	demographic	and	social	changes	are	intensifying	demands	on	families	to	provide	more	complex	care	for	longer	periods	of	time
and	for	multiple	relatives	(Bengtson	et	al.,	2009;	Gonyea,	2008).	These	changes	include	the	rapid	growth	of	the	oldest-old	with	chronic	illness,	more	women	employed	outside	the	home,	more	complex	family	structures	(e.g.,	multigenerational,	single-parent,	LGBT	“families	of	choice,”	blended	families,	and	skipped-generation	households),	and
increasing	racial	and	class	inequities.	These	are	compounded	by	cost-cutting	health	care	measures,	particularly	to	Medicaid.	In	addition,	families	are	increasingly	363	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	expected	to	provide	both	high-tech	and	“hightouch”	care	because	of	policies	that	provide	fiscal	incentives	to
discharge	Medicare	patients	quickly	from	hospitals.	As	a	result,	families,	who	typically	are	unprepared	for	caregiving	and	may	not	even	consult	with	each	other	about	care	plans,	often	have	to	provide	medically	oriented	acute	care	along	with	post-acute	and	rehabilitative	care	(such	as	intravenous	drug	therapy	and	ventilator	assistance).	Yet	the
majority	of	families	lack	the	necessary	knowledge	about	the	aging	process	or	available	resources,	let	alone	such	technical	skills.	The	range	of	factors	affecting	caregiving	stress	are	captured	in	the	box	to	the	right	(Given,	Sherwood,	&	Given,	2008;	Iecovich,	2008;	Kelly,	Reinhard,	&	Brooks-Danso,	2008;	Zarit	&	Femia,	2008).	SOURCES	OF
CAREGIVER	STRESS	Financial	•	direct	costs	of	care,	such	as	home	care	equipment	and	medicine	•	travel	costs	for	long-distance	caregivers	•	reduced	hours	(and	income)	at	work	•	absenteeism	and	disruptions	at	work	•	reduced	productivity	at	work	•	missed	career	opportunities	•	lack	of	flexible,	family-friendly	workplace	policies	•	early	retirement
Physical	•	health	problems	(headaches,	stomach	disturbances,	and	weight	changes)	•	use/misuse	of	prescription	drugs	and	health	services	•	sleep	disorders	and	exhaustion	•	neglect	of	self	and	others	•	higher	rates	of	morbidity	and	mortality	•	increased	use	of	emergency	rooms	and	inpatient	hospitalization	Emotional	grief	and	hopelessness	guilt,
anger,	resentment,	and	denial	giving	up	time	for	oneself	and	family	strained	social	and	family	relationships	social	isolation	worry	and	anxiety	feelings	of	being	alone	negative	attitudes	or	behaviors	toward	care	recipient	•	depression	•	•	•	•	•	•	•	•	For	Informal	Caregivers	Yoga	is	an	excellent	way	to	reduce	caregiver	stress.	Photodisc/Getty	Images	364
The	negative	consequences	experienced	by	caregivers	are	conceptualized	as	primary	and	secondary	stressors	that	typically	result	in	objective	and	subjective	burden.	Primary	stressors	are	events	that	derive	directly	from	the	elder’s	illness,	such	as	cognitive	impairments	and	associated	behavioral	problems.	Secondary	stressors	are	not	secondary	in
terms	of	their	importance,	but	are	so	called	because	they	do	not	arise	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	directly	from	the	older	person’s	illness.	Common	secondary	stressors	are	role	strains	and	deterioration	of	the	caregivers’	sense	of	mastery,	selfesteem,	and	competence	(Family	Caregiver	Alliance,	2006b,	2009).
These	stressors	create	a	sense	of	caregiver	burden:	Objective	burden	refers	to	the	daily	physical	demands,	tasks,	and	behavioral	phenomena	of	caregiving:	the	older	care	recipient’s	symptomatic	behaviors;	disruption	of	family	life	and	roles;	and	legal,	employment,	health,	and	mental	health	problems.	Subjective	burden	encompasses	the	family
caregivers’	feelings	about	their	role,	such	as	grief,	anger,	guilt,	worry,	loneliness,	and	sadness.	The	caregiver’s	individual	appraisal	of	the	situation	or	subjective	burden	appears	to	be	more	salient	than	the	objective	burden	or	the	actual	tasks	performed.	This	is	consistent	with	findings	on	how	perceptions	of	social	support	are	more	important	to	the
quality	of	life	than	the	actual	support	given.	Similarly,	caregiving	stress	is	multidimensional	and	not	assessed	or	modified	by	focusing	only	on	one	cause	or	manifestation	of	such	strain	(Family	Caregiver	Alliance,	2006b;	Zarit	&	Femier,	2008).	On	the	other	hand,	living	with	the	care	recipient,	being	a	woman,	coping	with	the	elder’s	behavioral	problems
—especially	those	associated	with	dementia—long	hours	of	intensive	levels	of	care	without	any	break,	and	declines	in	the	care	recipient’s	status	over	time	rather	tend	to	be	associated	with	increased	caregiver	stress	(Chappel	&	Reid,	2002;	Nelson	et	al.,	2008;	Savundranagam,	Hummert,	&	Montgomery,	2005;	Schulz	&	Sherwood,	2008).	Families
experience	costs	or	burdens	in	three	primary	areas:	1.	Physical	and	mental	health	outcomes:	A	growing	body	of	evidence	documents	that	increases	in	caregiving	stress	are	related	to	poor	health	outcomes	(Beach	et	al.,	2005;	Family	Caregiver	Alliance,	2009;	Kiecolt-Glaser	&	Glaser,	2003;	Lee,	Colditz,	Berkman,	&	Kawachi,	2003;	Schmieding,	2006;
Schulz	&	Sherwood,	2008;	Vitaliano,	Zhang,	&	Scanland,	2003).	Physical	health	problems	affect	25	to	30	percent	of	caregivers,	most	often	among	African	American,	female,	unemployed,	and	middle-aged	caregivers	and	those	providing	the	most	intensive	levels	of	care,	such	as	for	persons	with	dementia.	These	problems	include	headaches,	exhaustion,
pain,	arthritis,	back	troubles,	sleep	disorders,	intestinal	disturbances,	weight	changes,	inappropriate	use	of	prescription	drugs,	elevated	blood	pressure,	and	poorer-functioning	immune	systems	(which	results	in	more	colds	and	other	viral	illnesses)	(Family	Caregiver	Alliance,	2006c;	Mittelman,	2002;	Schulz	&	Sherwood,	2008).	In	one	study,	women
who	spent	9	or	more	hours	a	week	caring	for	a	spouse	increased	their	coronary	heart	disease	risk	twofold	(Lee	et	al.,	2003).	Not	surprisingly,	caregivers	whose	health	is	compromised	by	care-related	stress	may	face	an	increased	risk	of	mortality.	In	fact,	an	8-year	study	of	over	500,000	couples	enrolled	in	Medicare	found	that	hospitalization	of	a
spouse	or	partner	for	serious	illness,	especially	one	that	interferes	with	the	patient’s	physical	or	mental	ability,	also	increases	their	partner’s	risk	of	death,	with	the	biggest	impact	on	wives	(Christakis	&	Allison,	2006).	Poorer	physical	health	and	lower	physical	stamina	are	associated	with	emotional	distress	and	mental	health	problems,	especially
depression	and	anxiety	(Beach	et	al.,	2005;	Schulz	&	Sherwood,	2008).	Among	caregivers,	40	to	60	percent	are	estimated	to	have	clinical	depression;	25	to	50	percent	suffer	from	major	depression	(Family	Caregiver	Alliance,	2006b).	One	4-year	study	found	that	women	caring	for	a	spouse	with	a	chronic	illness	were	almost	six	times	more	likely	to
suffer	symptoms	of	depression	or	anxiety	than	those	who	had	no	care	responsibilities,	and	those	caring	for	parents	rather	365	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	than	other	relatives	were	twice	as	likely	to	manifest	such	symptoms	(Cannuscio	et	al.,	2002).	Depression	is	found	to	increase	with	the	length	of	caregiving
and	the	amount	of	time	(36	hours	or	more)	devoted	to	weekly	care	(Bookwala,	2009).	It	appears	that	a	threshold	of	time	involvement	exists	beyond	which	the	likelihood	of	negative	mental	health	consequences	rapidly	escalates.	Levels	of	depression	and	loneliness	remain	high	for	caregivers	even	after	the	daily	caregiving	ends,	such	as	when	the	care
recipient	is	placed	in	a	long-term	care	setting	(Whitlatch,	2008).	THE	FINANCIAL	BURDEN	OF	PARENTAL	CAREGIVING	For	some	adult	children,	the	costs	of	accessible	housing,	medical	supplies,	and	other	care-related	expenses	that	are	not	covered	by	Medicare	or	private	insurance	can	deplete	their	savings.	Unlike	spousal	caregivers,	they	cannot
even	claim	expenses	on	their	income	tax	unless	they	pay	more	than	half	of	the	parent’s	support.	This	may	force	the	middleaged	child	to	work	beyond	their	preferred	retirement	age.	In	some	cases,	this	financial	devastation	occurs	because	they	are	reluctant	to	use	their	parents’	savings;	in	many	cases	the	elder	does	not	have	sufficient	savings	or	does
not	qualify	for	Medicaid.	As	one	example,	a	bank	vice	president	borrowed	against	her	401(k)	retirement	plan,	sold	her	house,	and	depleted	20	years	of	savings	to	care	for	her	97year-old	father.	She	spent	$50,000	for	lawyers’	fees	to	win	a	contested	guardianship,	$3,000	for	home	care	equipment,	$400	a	month	for	home-delivered	meals,	$330	per	trip
for	a	wheelchair	accessible	van,	and	$1,600	each	month	to	rent	an	apartment	large	enough	for	herself,	her	dad,	and	a	home	aide.	She	does	not	worry	about	what	she	spends,	stating	that	you	“just	have	to	buy	what	you	have	to	buy.”	In	the	2009	recession,	middle-income	caregivers	who	have	lost	their	jobs	often	struggle	to	make	ends	meet,	and	may	be
unaware	of	government	services	that	could	help	them	(Konrad,	2009;	Gross,	2006).	366	2.	Financial:	These	encompass	the	direct	costs	for	medical	care,	adaptive	equipment,	or	hired	help	as	well	as	indirect	opportunity	costs	from	lost	income,	missed	promotions,	or	unemployment.	Excluding	those	who	care	for	a	spouse/partner,	more	than	30	percent
of	informal	caregivers	contribute	$2400	a	year	to	care	of	the	care	recipient.	With	more	caregivers	employed	full	time,	the	greater	the	burden	of	care	responsibilities,	the	higher	the	probability	of	negative	work-related	adjustments;	caregivers	of	elders	with	dementia	must	make	the	most	changes	in	their	jobs.	Among	such	caregivers,	more	than	80
percent	go	to	work	later	or	leave	earlier	than	scheduled;	nearly	40	percent	move	from	full-time	to	part-time	jobs,	which	may	be	a	transitional	step	to	leaving	the	labor	force	(Conrad,	2009;	Gonyea,	2008).	Compared	to	their	Caucasian	counterparts,	African	American	caregivers	are	more	likely	to	continue	in	the	labor	force,	often	out	of	financial
necessity	(Bullock,	Crawford,	&	Tennstedt,	Employment	Status	Unknown	16%	Not	employed	9%	Employed	full-time	48%	Retired	16%	Employed	part-time	11%	FIGURE	2	Employment	Status	of	Caregivers:	2005	SOURCE:	Family	Caregiver	Alliance	(2005).	Selected	Caregiver	Statistics.	San	Francisco:	Author.	OPPORTUNITIES	AND	CHALLENGES	OF
INFORMAL	CAREGIVING	SELF-CARE	NEEDS	•	Learn	to	accept	help.	•	Take	time	for	relaxing	and	pleasurable	activities	by	asking	others	for	help	or	by	utilizing	respite/adult	day	care.	•	Find	ways	to	incorporate	exercise	into	your	daily	routine.	•	Take	time	to	eat	healthy	food.	•	Set	limits	on	the	care	recipient’s	demands.	•	Attend	to	your	spiritual
needs.	•	Participate	in	caregiver	support	groups.	2003).	Averaging	12	years	out	of	the	paid	workforce	to	care	for	children	or	elders,	women	suffer	long-term	economic	costs	of	caregiving,	including	lower	retirement	income	and	higher	rates	of	poverty	in	old	age	(Gonyea,	2008;	Wakabayashi	&	Donato,	2004).	Disruptions	and	absenteeism	due	to
caregiver	responsibilities	not	only	affect	the	employee	financially,	but	also	cost	employers	up	to	$33.6	billion	per	year	in	lost	productivity	(MetLife,	2006a).	3.	Emotional:	Subjective	burdens	tend	to	be	of	greatest	concern.	They	encompass	worry,	anxiety,	and	feelings	of	being	alone,	isolated,	and	disconnected	from	others;	“erosion	of	self”	with	one’s
identity	completely	submerged	in	the	care	role;	and	feeling	overwhelmed,	out	of	control,	inadequate,	and	fearful	over	the	unpredictability	of	the	future.	Loss	of	time	for	oneself,	family,	and	friends;	giving	up	vacations,	hobbies,	and	social	activities;	and	getting	less	exercise	than	before	are	frequently	cited	by	caregivers	as	the	most	negative	impacts
(Braithwaite,	2000;	Moen,	Erickson,	and	Dempster-McClain,	2000;	National	Alliance	for	Caregiving	and	AARP,	2004).	Emotional	costs	tend	to	increase	with	difficult	levels	of	care	and	are	experienced	by	women	more	than	men.	Caregivers	who	feel	trapped	in	the	role	are	at	risk	of	neglect,	burnout,	or	“compassion	fatigue”	(Family	Caregiver	Alliance,
2009).	Caregivers	Given	the	problem-focused	nature	of	gerontological	research,	most	caregiving	studies	have	examined	stress,	burden,	and	the	losses	entailed.	However,	caregiving	is	multidimensional	and	includes	both	negative	and	positive	experiences	(Family	Caregiver	Alliance,	2006b;	Gonyea,	2008;	Schumacher	et	al.,	2006;	Naylor	&	Keating,
2009).	Similar	to	other	types	of	adversity	throughout	the	life	course,	caregiving	can	be	lonely,	stressful,	moving,	and	satisfying	all	at	the	same	time.	In	other	words,	psychological	wellbeing	can	coexist	with	distress	under	adverse	life	circumstances	for	both	caregivers	and	care	recipients.	This	means	that	caregivers	may	experience	losses	of	identity,
privacy,	and	time	for	self,	while	simultaneously	experiencing	personal	benefits,	such	as	self-efficacy,	confidence,	selfaffirmation,	pride,	and	greater	closeness	with	the	care	recipient	and	other	family	members.	These	gains	can	buffer	some	of	the	adverse	effects	of	care-related	stressors.	And	for	parents	and	children	who	have	had	a	conflictual
relationship,	caregiving	may	offer	an	opportunity	to	work	through	these	issues	(Carroll,	2009;	Narayn	et	al.,	2001;	Richards,	2009).	Some	caregivers	find	personal	meaning	in	their	role,	such	as	preserving	values	and	ideals,	and	feelings	of	giving	back	to	older	generations.	In	fact,	a	greater	sense	of	meaning	in	life	can	enhance	caregiver	well-being.
These	findings	regarding	caregiver	gains	reflect	its	qualitative	or	subjective	nature	and	the	role	of	individual	appraisal;	for	example,	what	one	caregiver	experiences	as	stressful,	another	may	find	to	be	a	source	of	satisfaction.	In	addition,	benefits	and	costs	vary	over	time	in	the	caregiving	process,	especially	when	beginning	and	leaving	the	role.	367
OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	POWERFUL	TOOLS	FOR	CAREGIVERS	Powerful	Tools	for	Caregivers	(PTC),	available	in	over	20	states,	is	based	on	a	self-efficacy	model	that	teaches	caregivers	to	manage	their	emotions,	engage	in	self-care	behaviors	(e.g.,	take	time	to	relax),	and	communicate	assertively	and
effectively.	For	example,	caregivers	learn	and	rehearse	changing	“You”	messages	into	“I”	messages	to	communicate	their	thoughts	and	feelings.	They	enact	plans	to	take	time	for	themselves	without	feeling	guilty.	Caregivers	learn	emotion-focused	coping	skills	to	help	them	reframe	difficult	care	situations	and	view	self-care	as	essential	to	being	a	good
caregiver.	Caregivers	create	weekly	action	plans	for	self-care.	After	taking	part	in	PTC,	caregivers,	spouses,	and	adult	children	report	significant	improvements	on	all	outcome	measures,	especially	participation	in	relaxation	activities	and	physical	exercise.	Most	of	these	gains	in	physical	and	mental	health	are	sustained	6	months	later	(Boise,
Congelton,	&	Shannon,	2005;	Kuhn,	2004;	Schmall,	Cleland,	&	Sturdevent,	2000).	These	patterns	also	point	to	the	need	for	practitioners	to	recognize	both	role	gains	and	strains	as	intervening	processes	in	understanding	caregiver	well-being	outcomes	and	designing	caregiver	interventions	(Narayn	et	al.,	2001;	Richards,	2009;	Seltzer	&	Li,	2000;
Sherrell,	Buckwalter,	&	Morhardt,	2001).	Caregivers’	well-being	and	costs	of	care	(and	the	interaction	between	gains	and	costs)	are	thus	affected	by	two	clusters	of	factors:	contextual	(e.g.,	level	of	care,	care	recipient’s	behavior	and	symptoms,	quality	of	relationship	with	care	recipient,	socioeconomic	status)	and	dynamic	(e.g.,	the	caregiver’s	internal
capacities	and	social,	cultural,	and	spiritual	resources).	The	following	variables,	which	are	often	more	important	than	the	elder’s	disability	status	or	the	amount	or	type	of	care	provided,	influence	whether	caregivers	experience	primarily	costs	or	gains:	1.	The	nature	of	the	relationship	between	the	caregiver	and	recipient	dyad	(e.g.,	the	degree	of
closeness,	past	history	of	conflict/neglect	368	2.	3.	4.	5.	6.	between	them;	the	recipient	being	unappreciative,	making	unreasonable	demands,	adopting	manipulative	behavior).	A	good	relationship	prior	to	caregiving	can	minimize	stress,	even	in	the	face	of	heavy	care	demands	and	may	in	some	instances	even	slow	decline	in	dementia	(Norton,	et	al.,
2009).	Family	support	or	disharmony,	coresidence	or	geographic	distance,	financial	resources	The	salience	and	timing	in	the	caregiver’s	life	course	(e.g.,	when	faced	with	multiple	demands	at	midlife)	Gender	(women	typically	experience	caregiving	as	more	stressful	than	men)	Race	and	ethnicity,	with	caregivers	of	color	generally	using	fewer	formal
services	but	experiencing	less	depression	and	stress	Social	networks	and	degree	of	reciprocity	between	caregiver	and	care	recipient	(Sebern,	2005;	Whitlatch,	2008).	Caregiving	research	has	focused	on	outcomes	for	the	family	caregiver.	Yet	both	the	stress	of	care	and	reciprocity	in	the	caregiving	dyad	can	affect	the	well-being	of	both	the	caregiver
and	care	recipient.	The	importance	of	such	reciprocity	across	the	life	course	suggests	the	value	of	studying	family	care	from	the	perspective	of	both	members	of	the	care	dyad.	Even	caregivers	of	elders	with	dementia	may	experience	reciprocity	in	the	relationship,	especially	when	there	is	a	history	of	solidarity,	deeply	established	attachments,	and	rich
memories.	To	illustrate,	a	care	recipient	who	can	no	longer	manage	daily	chores	can	nevertheless	entertain	the	caregiver	with	stories	of	family	history.	Similarly,	interventions	should	address	both	the	caregiver	and	the	care	recipient	in	the	dyad,	facilitate	communication	and	decision	making,	and	provide	elders	with	no	more	assistance	than	what	is
required	to	help	them	maintain	competence	and	self-efficacy.	Since	many	caregivers	misperceive	the	care	recipients’	preferences	for	care,	involving	the	older	person	in	decision	making	tends	to	benefit	both	members	of	the	care	dyad.	Project	ANSWERS	(Acquiring	New	Skills	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	While
Enhancing	Remaining	Strengths)	trains	dyad	partners	in	communication	related	to	care	values	and	preferences	and	decision	making	to	benefit	both	the	care	giver	and	care	recipient	(Judge,	2007).	Unfortunately,	relatively	few	programs	employ	a	dyadic	approach	that	seeks	to	improve	outcomes	for	both	care	partners	(Beach	et	al.,	2005;	Menne	et	al.,
2008	Whitlatch;	Piiparinen	&	Feinberg,	2009;	Whitlatch	et	al.,	2006;	Whitlatch,	2008).	The	Gendered	Nature	of	Family	Care	Primary	caregivers	(i.e.,	the	one	family	member	who	assumes	most	of	the	responsibility)	are	generally	adult	children	(41	percent),	followed	by	partners	or	spouses	(38.4	percent),	and	other	family	members	and	friends	(20.4
percent)	(Wolff	&	Kasper,	2006).	This	division	of	labor	is	due	in	part	to	high	rates	of	widowhood	among	older	adults.	Along	with	multiple	siblings	sharing	care	responsibilities,	children	outnumber	spouses	as	active	carers.	Regardless	of	the	type	of	care	relationship,	women	form	approximately	75	percent	of	primary	family	caregivers.	Although	gender
roles	are	changing	and	the	number	of	sons	providing	care	is	growing,	women	are	still	the	primary	nurturers	and	kin	keepers.	Daughters	are	twice	as	likely	as	sons	to	become	the	primary	caregiver.	Of	those	who	give	constant	care—40	or	more	hours	per	week—the	vast	majority	are	women	(Calasanti,	2006;	2009).	In	fact,	50	percent	of	all	women
provide	elder	care	at	some	point	in	the	life	course,	whether	as	partners,	daughters,	or	daughters-in-law	(Family	Caregiver	Alliance,	2006c;	Gonyea,	2008;	Johnson	&	Wiener,	2006;	Wolff	&	Kasper,	2006).	Among	all	types	of	caregivers	(primary	and	secondary),	approximately	36	percent	are	wives,	29	percent	are	daughters,	20	percent	are	other	females
(nieces,	daughters-in-law,	granddaughters,	etc.),	and	the	remainder	are	male	relatives.	When	men	are	primary	caregivers,	they	are	usually	husbands,	secondarily	sons,	and	least	often	sons-in-law	(Family	Caregiver	Alliance,	2006c,	2009).	Growing	numbers	of	younger	women	will	assume	both	elder-care	and	employment	responsibilities.	Ian
Shaw/Alamy	The	average	woman	today	can	expect	to	spend	more	years	caring	for	an	older	family	member	than	for	her	children.	From	the	feminist	theory	perspective,	women	predominate	not	only	because	they	are	socialized	to	be	carers,	but	also	because	society	devalues	a	woman’s	unreimbursed	responsibilities	in	the	home	as	well	as	their	paid	work
through	employment.	That	is,	because	women	typically	earn	less	than	men,	an	implicit	assumption	is	that	they	can	more	readily	give	up	paid	employment	to	provide	care	(Calasanti,	2009;	Cruikshank,	2009;	Gonyea,	2008).	Types	of	care	also	vary	by	family	relationship.	Daughters	predominate	as	the	primary	caregivers	for	older	LOSS	OF	SELF	IN	THE
CAREGIVING	ROLE	“By	definition,	caregiving	does	not	affect	your	life;	it	becomes	your	life.	Outside	activities	disappear.	In	eight	years,	I	have	been	to	the	movies	three	times”	(McLeod,	1999,	p.	81).	As	noted	by	a	daughter,	“It	is	culturally	expected	to	care	for	a	parent	in	the	home,	yet	it	is	viewed	as	women’s	work,	and	we	don’t	value	that	very	much
in	our	society.	Society	thinks	‘it’s	just	an	old	person,’	and	‘it’s	just	a	woman.’	So	there	are	no	benefits—no	unemployment	insurance,	no	vacations.	It’s	insulting,	and	yet	this	is	important	work”	(McLeod,	1999,	p.	36).	369	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	widowed	women	and	older	unmarried	men,	and	they	are	the
secondary	caregivers	in	situations	where	the	partner	of	an	older	person	is	still	alive	and	able	to	provide	care.	Daughters	are	more	likely	than	sons	to	be	involved	in	caring	for	(i.e.,	help	with	daily	personal	care	tasks	that	are	physically	draining,	such	as	bathing,	dressing,	and	eating,	involve	daily	interruptions,	and	entail	intimate	contact),	as	well	as
caring	about	the	care	recipient	(i.e.,	relational	aspects	of	care	that	involve	trust,	rapport,	compassion,	comfort,	communication,	and	a	sense	of	psychological	responsibility).	On	the	other	hand,	men	are	most	often	the	primary	caregivers	of	people	with	HIV/AIDS,	where	they	often	provide	personal	care	(Greenberg,	Seltzer,	&	Brewer,	2006;	Russell,
2004;	Thompson,	2002).	Some	researchers	contend	that	men	as	caregivers	and	their	distinctive	needs	have	been	marginalized	and	overlooked	in	caregiving	studies	(Greenberg	et	al.,	2006;	Russell,	2004).	As	a	whole,	sons	tend	to	focus	on	more	circumscribed,	instrumental,	and	sporadic	tasks,	such	as	house	and	yard	maintenance,	financial
management,	and	occasional	shopping,	although	this	pattern	is	changing	as	more	men	assume	the	primary	caregiver	role.	Sons	are	more	likely	to	adopt	an	attitude	of	“you	do	what	you	have	to	do”	and	use	a	“work”	paradigm	in	approaching	caregiving	(Calasanti,	2006;	Family	Caregiver	Alliance,	2009;	Greenberg,	Seltzer,	&	Brewer,	2006).	They
provide	less	personal	care,	especially	to	mothers,	although	they	are	more	likely	to	perform	“nontraditional”	tasks	(e.g.,	bathing,	meals,	dressing)	when	they	are	CHARACTERISTICS	OF	WOMEN	AS	CAREGIVERS	•	form	the	majority	of	caregivers,	even	when	male	family	members	are	available	(except	for	spouses)	•	feel	more	psychological
responsibility	•	are	more	likely	to	give	up	or	modify	their	employment	status	•	face	multiple	demands	and	roles	from	employment	and/or	dependent	children	•	caregiving	is	often	a	“career”	over	the	life	course	and	affects	economic	well-being	in	old	age	370	SONS	AS	CAREGIVERS	When	Peter	Nicholson’s	mother	suffered	a	series	of	strokes	last	winter,
he	did	something	women	have	done	for	generations:	he	quit	his	job	and	moved	into	her	West	Hollywood	home	to	care	for	her	full	time.	Since	then,	he	has	lost	45	pounds	and	is	running	out	of	money.	But	the	most	difficult	adjustment	has	been	the	emotional	toll.	“The	single	toughest	moment	was	when	she	said	to	me,	‘And	now	who	are	you?’	That	was
the	pinnacle	of	despair.”	For	Mr.	Nicholson,	the	whole	experience	has	been	a	journey	into	the	surreal,	but	especially	at	bath	time	when	the	“weirdness	of	this	permeates	our	relationship.	I‘m	always	asking	myself.	Am	I	even	qualified	for	this?	Just	because	I	love	her	a	lot	doesn’t	mean	that	I	have	any	idea	if	I’m	doing	the	right	thing	or	doing	what’s	best



for	her.”	(Leland,	2008).	the	primary	caregiver	for	a	parent	in	the	home.	In	addition,	sons	place	less	importance	on	emotional	well-being	and	more	on	completing	care	goals.	In	other	words,	women	more	often	approach	caregiving	with	empathy,	feel	responsible	for	the	care	recipient’s	physical	and	psychological	well-being,	and	perceive	caregiving
demands	as	more	disruptive	of	their	emotional	and	social	lives	than	do	men.	In	contrast,	male	caregivers	are	more	likely	to	separate	boundaries	of	employment	and	caregiving,	to	compartmentalize	the	loss	of	marital	reciprocity,	and	to	engage	in	task-oriented	self-care	(such	as	exercise)	than	female	careers	(Calasanti,	2006,	2009;	Kramer	&
Thompson,	2002;	Russell,	2004;	Thompson,	2002).	Middle-aged	adult	children,	particularly	daughters	and	daughters-in-law,	are	often	referred	to	as	the	This	is	called	the	“sandwiched	generation”	because	of	competing	responsibilities	of	parental	and	child	care.	In	many	instances,	women	in	the	middle	may	be	juggling	extensive	family	responsibilities
along	with	employment	and	their	own	age-related	transitions.	This	latter	issue	is	particularly	important	because	the	age-group	35	to	64	is	most	likely	to	be	providing	parent	care	(Brody,	2004).	Women	in	the	middle	generation	are	also	centrally	involved	in	maintaining	family	communication	and	cohesion	across	generations.	OPPORTUNITIES	AND
CHALLENGES	OF	INFORMAL	CAREGIVING	Health	professionals	should	seek	signs	of	stress	in	the	caregiving	process.	SOURCE:	FOR	BETTER	OR	WORSE	(c)	2006	Lynn	Johnston	Productions.	By	Universal	Press	Syndicate.	Reprinted	with	permission.	All	rights	reserved.	Juggling	multiple	roles,	however,	may	not	always	be	a	primary	source	of	stress.
In	fact,	women	who	lack	any	meaningful	social	roles	may	experience	greater	stress	compared	with	women	with	multiple	roles.	Others’	support	for	the	caregiving	role	may	be	more	important	than	the	multiplicity	of	roles	per	se.	Compared	to	adult	sons,	daughters	are	more	likely	to	give	up	employment,	which	can	result	in	a	loss	of	income	(both	current
and	in	retirement)	and	a	source	of	identity	and	self-esteem.	More	recent	data,	however,	indicate	that	daughters	caring	for	older	parents	typically	do	not	have	dependent	children	(under	age	18)	for	whom	they	are	responsible.	This	means	that	they	are	more	likely	to	face	the	competing	demands	of	parental	care	and	paid	employment	than	the	dual
responsibilities	of	child	and	elder	care	(Gonyea,	2008).	Nevertheless,	middle-aged	women	may	still	feel	psychologically	and	financially	responsible	for	their	young	adult	children,	who	frequently	return	home	to	the	“empty	nest”	out	of	economic	necessity	or	because	of	divorce.	Even	if	the	empty	nest	is	not	refilled,	parents	may	be	actively	engaged	in
tangibly	or	emotionally	assisting	their	adult	children	during	a	prolonged	period	of	“emerging	adulthood,”	leading	to	what	is	called	“permaparenting”	or	“helicopter	parenting”	(Arnett,	2000;	Dettinger	&	Clarkberg,	2002;	Gonyea,	2008;	Paul,	2003).	SANDWICH	GENERATION	INCLUDES	DAUGHTERS-IN-LAW	A	woman	in	her	mid-50s	with	teenage
children	and	a	full-time	job,	Annette	cared	for	both	her	parents.	Her	mother,	disabled	with	rheumatoid	arthritis,	and	her	father,	who	had	suffered	a	major	stroke,	lived	with	Annette’s	family	for	over	5	years.	Annette’s	teenagers	resented	the	amount	of	time	she	devoted	to	her	parents,	and	her	husband	also	became	impatient	with	her	focus	on	her
parents.	They	had	not	had	a	vacation	in	5	years.	Since	family	and	friends	were	not	interested	in	helping	her	with	the	care	of	her	parents,	Annette	and	her	husband	rarely	even	had	a	night	out	alone	together.	As	an	employed	caregiver,	Annette	frequently	missed	work	and	was	distracted	on	the	job	whenever	she	had	to	consult	doctors	or	take	her
parents	for	therapy	during	normal	business	hours.	She	felt	alone,	isolated,	and	overwhelmed	by	the	stress.	She	was	physically	and	mentally	exhausted	from	trying	to	meet	too	many	demands—unaware	that	some	support	services	were	available	in	her	community—and	feeling	that	she	had	to	handle	these	responsibilities	on	her	own.	When	her	mother-
in-law	became	too	frail	to	live	alone,	Annette	knew	her	family	and	job	would	suffer	once	again	if	she	tried	to	balance	household	duties,	a	full-time	job,	and	the	care	of	both	older	and	younger	relatives.	She	began	to	explore	assisted	living	options	for	her	mother-in-law.	371	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	Given	these
deeply	rooted	gender-based	differences	and	the	distinction	between	caring	for	and	caring	about,	daughters	are	found	to	experience	more	stress	and	feelings	of	psychological	burden	than	sons,	even	when	both	are	performing	similar	tasks	across	comparable	time	periods	(Calasanti,	2006;	Family	Caregiver	Alliance,	2009;	Navaie-Waliser	et	al.,	2002).
Accordingly,	women	caregivers	report	higher	levels	of	depression,	anxiety,	psychiatric	symptomatology,	and	lower	life	satisfaction	than	their	male	counterparts,	although	these	mental	health	problems	are	probably	not	due	only	to	caregiving	strain.	A	meta-analysis	of	229	caregiver	studies	suggests	that	while	female	caregivers	have	higher	rates	of
depression	and	health	problems	than	their	male	counterparts,	this	difference	may	be	associated	with	depression	and	poor	health	among	women	in	general	and	not	a	result	of	caregiver	stress	alone	(Pinquart	&	Sorensen,	2006).	Another	limitation	is	that	most	studies	of	gender	differences	are	cross-sectional	and	thus	do	not	capture	how	caregiving
stress	changes	over	time	for	both	men	and	women.	Nevertheless,	gender-based	patterns	are	identifiable	and	generally	consistent	across	cultures.	For	example,	although	norms	of	filial	support	are	weakening	in	Asian	countries,	daughters-in-law	are	still	expected	to	provide	care,	without	emotional	or	tangible	support	from	their	husbands	(Navaie-
Waliser	et	al.,	2001;	Yee	&	Schulz,	2000).	Increasingly,	researchers	are	exploring	not	only	how	men	and	women	differ	in	performing	the	caregiving	role,	but	also	how	gender	influences	the	meaning,	social	context,	and	consequences	of	caring	(Cruikshank,	2009;	Leland,	2008;	Pinquart	&	Sorensen,	2006).	Women,	for	example,	generally	have	more
extensive	social	networks	than	do	men,	who	are	more	likely	to	feel	socially	isolated.	Although	social	networks	may	be	useful	resources,	they	may	also	be	sources	of	stress	if	they	are	characterized	by	conflict	or	other	negative	interactions.	Of	greatest	concern	is	that	women	experience	greater	372	WOMEN	IN	THE	MIDDLE	A	woman	in	her	early	40s
had	left	a	rewarding	career	to	care	for	her	mother-in-law	with	Alzheimer’s	disease,	her	11-year-old	daughter,	and	8-year-old	son.	Her	husband’s	siblings,	who	had	no	children,	provided	only	occasional	financial	assistance,	refusing	to	help	by	giving	her	respite	or	time	off.	Her	husband	worked	two	jobs,	and	although	he	was	emotionally	supportive,	he
was	rarely	present	to	help.	Caring	for	her	motherin-law	dominated	her	life,	and	she	had	little	time	to	attend	her	children’s	special	events	or	sports.	Her	son	had	had	to	give	up	his	room	for	his	grandmother,	and	her	daughter	complained	about	how	her	mother	never	spent	time	with	her.	In	the	2	years	of	caring	for	her	mother-in-law,	she	had	not	had	a
day	just	for	herself.	When	she	learned	about	the	availability	of	respite	services,	she	started	to	sob,	recognizing	how	much	she	had	been	grieving	over	her	loss	of	time	with	her	husband	and	children.	economic	costs	from	the	undervalued	work	of	caregiving	across	the	life	course	than	do	men	(Calasanti,	2006,	2009;	Gonyea,	2008;	Russell,	2004).
CULTURAL	EXPECTATIONS	OF	WOMEN	AS	CAREGIVERS	A	researcher	in	Seoul,	Korea	who	studies	women’s	labor	market	issues	has	cared	for	her	motherin-law	for	22	years.	Although	her	husband	and	in-laws	help	pay	for	a	personal	assistant	to	care	for	her	mother-in-law	during	the	day,	the	middleaged	professional	assumes	all	the	care	after	her	8-
to	10-hour	workday	and	on	weekends,	without	any	assistance	from	her	husband.	She	has	had	only	one	vacation	during	that	time	period,	has	little	social	life,	but	rarely	questions	her	obligation	to	her	mother-in-law.	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	Spouses/Partners	as	Caregivers	POINTS	TO	PONDER	The	most
frequent	caregiving	pattern	is	between	spouses/partners,	who	perform	up	to	80	percent	of	all	care	tasks,	spending	40	to	60	hours	per	week	on	household	chores	and	personal	care.	For	those	assisting	someone	age	65	and	older,	the	average	age	is	63	years,	with	33	percent	of	these	caregivers	in	fair	to	poor	health.	Because	of	differences	in	life
expectancy,	more	wives	than	husbands	over	age	65	care	for	a	partner	with	chronic	illness.	Men	receive	more	care	on	average,	typically	from	only	one	person—their	wife.	In	contrast,	women	are	helped	by	a	larger	number	of	caregivers,	including	children	and	grandchildren	(Family	Caregiver	Alliance,	2006b,	2006c,	2009;	Johnson	&	Wiener,	2006).
Since	most	caregiving	studies	have	focused	on	heterosexual	couples,	the	term	spouse	is	used	most	frequently	in	this	discussion;	nevertheless,	it	is	important	to	recognize	the	distinctive	structural	challenges	faced	by	gay	and	lesbian	partner	caregivers.	Within	the	gender-based	differences	described	above,	husbands,	who	are	more	likely	to	provide
Spouses/partners	account	for:	•	28	percent	of	caregivers	of	Caucasian	elders	•	20	percent	of	caregivers	of	Latinos	•	15	percent	of	African	American	caregivers	What	factors	do	you	think	may	account	for	these	differences?	care	than	are	sons	or	sons-in-law,	predominate	among	the	approximately	30	percent	of	caregivers	who	are	male.	In	fact,	husbands
of	women	with	functional	disability	are	more	likely	to	provide	care	than	are	other	relatives.	As	a	result,	husbands	comprise	nearly	40	percent	of	spousal	caregivers	and	are	predicted	to	grow	in	the	future	because	of	gains	in	men’s	life	expectancy.	Husbands	tend	to	be	the	first	person	called	on	to	care	for	their	wives,	reflecting	the	marital	contract	“in
sickness	or	in	health,”	to	be	the	oldest	subgroup	of	caregivers,	and	to	spend	the	greatest	number	of	hours	in	this	role	compared	with	other	caregivers.	Age	of	Caregiver	75+	35	25	55–64	26	45–54	19	25–44	15	15–24	0	5	10	15	20	25	30	35	Average	Hours	of	Care	Provided	Per	Week	FIGURE	3	Number	of	Hours	Dedicated	to	Caregiving	by	Age	of	Family
Caregiver,	2005	SOURCE:	Family	Caregiver	Alliance.	(2005).	Selected	Caregiver	Statistics.	San	Francisco:	Author.	373	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	As	noted	above	in	our	discussion	of	career	stress,	these	men	tend	to	report	less	distress	because	they	redefine	the	relationship	in	terms	of	task	accomplishment.
They	are	more	likely	to	experience	instrumental	difficulties	of	care,	not	affective	challenges.	Because	caregiving	work	is	not	part	of	their	self-concept,	care	difficulties	are	less	likely	to	detract	from	their	identities	as	husbands	and	men	(Calasanti,	2006,	2009;	Leland,	2008;	Russell,	2004).	Older	spouses	generally	experience	more	negative
consequences	from	caregiving	than	do	younger	adult	children	(Ory,	Tennstedt,	&	Schulz,	2000).	Both	husband	and	wife	caregivers	report	considerable	stress	and	feelings	of	grief	and	loss.	These	problems	may	be	exacerbated	because	spousal	caregivers	are	also	facing	their	own	aging-related	changes,	physical	illnesses,	or	reduced	finances.	Emotional
stress,	particularly	depression,	tends	to	be	highest	among	spouses	caring	for	partners	with	cognitive	impairment.	The	nature	of	the	relationship	also	affects	the	consequences	of	care.	For	example,	caregiving	is	found	to	be	more	stressful	for	wives	than	daughters,	since	wives	more	frequently	experience	losses	in	marital	and	family	relationships	and
social	involvement.	Wives’	sense	of	well-being,	however,	may	increase	when	a	husband	dies,	especially	after	a	long	period	of	caregiving	(Seltzer	&	Li,	2000).	As	a	whole,	spousal	caregivers	experience	more	negative	consequences	than	do	adult	children.	LGBT	partners’	caregiving	experiences	are	made	more	difficult	by	legal	and	structural	barriers	in
most	societies.	For	example,	they	may	be	denied	visitation	rights	in	the	hospital	or	nursing	home,	overlooked	by	health	care	providers	as	the	primary	support,	and	excluded	from	decision	making	about	end-of-life	care	(Zodikoff,	2006).	In	a	national	survey	of	1,000	self-identified	LGBT	baby	boomers,	25	percent	of	respondents	had	provided	care	for	a
friend	or	family	member	within	the	past	6	months.	Of	these,	36	percent	were	caregivers	for	parents,	18	percent	for	partners,	and	26	percent	for	374	friends	and	other	nonrelatives.	In	contrast	with	heterosexual	caregivers,	about	the	same	proportion	of	gay	men	and	lesbians	serve	as	caregivers.	In	addition,	both	perform	care-management	and	care-
provider	tasks,	which	suggest	greater	role	flexibility	and	egalitarian	relationships	than	in	the	heterosexual	population	(Calasanti,	2009;	Heaphy,	2007).	LGBT	caregivers’	time	commitment	is	also	found	to	be	greater	than	in	the	population	as	a	whole	(MetLife,	2006b).	The	extent	to	which	these	greater	time	demands	result	from	caring	for	persons	with
HIV/AIDS	is	not	clear.	Adult	Children/Grandchildren	as	Caregivers	The	importance	of	the	parent-child	bond	across	the	life	course	is	underscored	by	the	fact	that	adult	children	represent	the	largest	group	of	primary	carers	for	aging	parents	with	chronic	illness	or	disability.	Parent	care	has	become	a	predictable	and	nearly	universal	experience	across
the	life	course,	yet	many	adults	are	typically	thrust	into	the	role	with	little	advance	warning	and	thus	are	not	adequately	prepared	for	it.	Although	often	referred	to	as	a	“role	reversal,”	an	adult	child	never	becomes	a	parent’s	parent.	Instead,	caring	for	parents	involves	letting	go	of	outmoded	patterns	to	meet	current	family	needs,	a	process	that	can
lead	to	feelings	of	loss	and	grief	among	adult	children	caregivers	and	that	persist	even	after	a	parent’s	death	(Given	et	al.,	2008).	Additionally,	adult	children	often	experience	sibling	and	parental	conflict	around	caregiving	decisions,	or	past	conflicts	may	resurface	(Connidis	&	Kemp,	2008;	Satow,	2005;	Whitlatch,	2008).	Given	the	gendered	nature	of
care	described	above,	it	is	not	surprising	that	daughters	predominate	among	adult	children	caring	for	their	parents.	Adult	children	as	caregivers	are	discussed	more	fully	above	under	the	Gendered	Nature	of	Care.	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	More	sons	today	are	caregivers	to	aging	parents	than	in	the	past.
lisafx/iStockPhoto	Family	Caregivers	of	Color	Because	caregiving	research	has	focused	on	U.S.born	whites,	less	is	known	about	care	in	communities	of	color	or	other	cultures.	African	Americans	and	Latinos	are	more	likely	to	be	providing	informal	care	than	other	populations	of	color.	For	both	African	Americans	and	Latinos,	caregivers	are	less	likely
to	be	spouses	and	more	likely	to	be	another	family	member	or	a	friend.	Both	groups	tend	to	experience	more	physical	health	problems	compared	to	their	white	counterparts	(Haley	et	al.,	2004;	National	Alliance	for	Caregiving	and	AARP,	2004;	Pinquart	&	Sorenson,	2006;	Weiss	et	al.,	2005).	African	American	caregivers	tend	to	provide	higher	levels	of
care,	to	be	more	likely	to	assist	extended	family	members,	and	to	be	more	economically	disadvantaged	than	their	white	counterparts.	They	are	also	less	likely	to	have	alternative	caregivers	to	assist	them	on	an	ongoing	basis	and	use	formal	supports	even	though	they	often	face	more	severe	care	situations.	Despite	these	objective	burdens,	African
American	caregivers	typically	report	less	stress,	anxiety,	feelings	of	“bother,”	and	depression;	higher	levels	of	self-efficacy;	and	greater	rewards	compared	to	other	groups.	Their	greater	satisfaction	and	perceived	gains	(e.g.,	pride,	belief	that	they	will	be	rewarded	by	God)	may	be	partially	due	to	the	mediating	effects	of	religion,	spirituality,	prayer,
and	faith;	to	strong	cultural	beliefs	about	filial	support	and	familism;	and	to	more	positive,	respectful	views	of	elders	(Chadiha,	Brown,	&	Aranda,	2006;	Dilworth-Anderson,	Williams,	&	Gibson,	2002;	Dilworth-Anderson,	Brummett,	Goodwin	et	al.,	2005;	Foley,	Tung,	&	Mutran,	2002;	Haley	et	al.,	2004;	Roff	et	al.,	2004).	On	the	other	hand,	younger
African	American	caregivers	who	are	facing	financial	and	other	pressures	may	experience	a	contradiction	between	cultural	expectations	about	what	they	should	do	for	care	recipients	and	what	they	can	actually	do.	In	some	instances,	holding	strong	beliefs	of	familism	may	predispose	some	African	American	women	caregivers	to	higher	levels	of
psychological	distress	(Rozario	&	DeRienzis,	2008;	Dilworth-Anderson	et	al.,	2005).	Latinos	are	identified	as	experiencing	greater	burden	and	rates	of	depression	and	less	positive	appraisals	and	feelings	of	competence	than	whites	or	African	Americans,	despite	strong	norms	of	filial	responsibility.	This	pattern	may	occur	because	of	Latinos’	high	rates
of	poverty,	poor	health,	and	limited	access	to	insurance	and	other	services	(Adams	et	al.,	2002;	Magana,	2006).	Cultural	values	of	familism	and	collectivism	mean	that	Latinos	typically	feel	obligated	to	provide	care	and	are	at	high	risk	for	putting	the	needs	of	family	and	community	above	their	own	well-being.	375	OPPORTUNITIES	AND	CHALLENGES
OF	INFORMAL	CAREGIVING	Among	Chinese	and	Korean	immigrant	families,	older	members	often	experience	shifts	in	their	expectations	of	filial	piety.	While	parents	typically	sacrificed	for	their	children’s	education	and	economic	advancement,	their	adult	children	in	the	United	States—who	may	not	live	in	close	physical	proximity—may	not	perceive	a
filial	obligation	to	care	for	their	parents	as	strongly	as	adult	children	in	Korea	and	China.	As	daughters-in-law	enter	the	paid	workforce	and	sons	develop	financial	independence	in	the	United	States,	they	may	feel	less	obligated	to	provide	care.	Yet	seeking	help	within	the	family	remains	a	strong	Asian	American	value,	reducing	the	likelihood	that	elders
will	turn	to	services	for	support	to	reduce	their	social	isolation	(McCormick	et	al.,	2002;	Wong,	Yoo,	&	Stewart,	2006).	Among	American	Indians,	providing	care	for	elders	is	a	core	cultural	value,	which	may	place	a	strain	on	the	community	as	a	whole,	not	only	on	individual	caregivers.	American	Indian	caregivers	face	additional	stressors,	including
poverty,	lack	of	access	to	support	services,	limited	systemic	understanding	of	care	recipients’	needs,	and	caring	for	elders	with	high	levels	of	functional	disability	(Goins,	Moss,	Buchwald,	&	Guralnik,	2007;	Jervis	&	Manson,	2002;	John,	Hennessy,	Dyeson,	&	Garrett,	2001).	A	complementary	and	alternative	medicine	therapy	that	uses	the	gentle
pressure	of	touch	on	energy	points	was	found	to	be	more	effective	at	reducing	American	Indian	caregivers’	stress,	depression	and	pain	than	was	enhanced	respite;	this	points	to	the	value	of	culturally	competent	caregiver	interventions	(Korn,	Logsdon,	Polissar	et	al.,	2009).	Inconsistent	findings	related	to	caregiving	consequences	among	families	of
color	are	partially	due	to	methodological	limitations,	such	as	using	a	“grouping	variable”	by	race/ethnicity,	culture,	or	national	origin	to	attribute	differences	between	groups	of	caregivers.	Whether	identified	differences	are	largely	due	to	cultural	factors	(e.g.,	language,	values,	beliefs,	or	norms)	or	to	racial	status	(with	the	latter	implying	the	effects	of
inequality	and	discrimination	across	the	life	course)	requires	further	research.	What	is	clear	is	that	sociodemographic	variables	(i.e.,	gender,	race,	marital	status,	sexual	orientation)	per	se	are	not	the	primary	causes	of	caregiver	outcomes.	It	is	also	known	that	adults	of	color	are	at	higher	risk	of	morbidity	and	mortality	across	the	life	course.	The
greater	incidence	of	health	problems	does	not,	however,	translate	into	higher	rates	of	institutional	care;	a	smaller	percentage	of	elders	of	color	(3	percent)	than	Caucasian	elders	(4.2	percent)	live	in	skilled	nursing	facilities.	Yet,	even	among	populations	of	color	with	strong	norms	of	filial	piety	and	familism,	economic	and	social	forces	increasingly
influence	their	abilities	and	willingness	to	care	for	aging	family	members,	and	rates	of	skilled	nursing	home	care	are	likely	to	increase	(NCHS,	2008;	Ness,	Ahmed,	&	Aronow,	2004).	Caregiving	for	Persons	with	Dementia	The	demands	and	losses	associated	with	caregiving	tend	to	be	intensified	when	caring	for	an	elder	with	dementia	(Family
Caregiver	Alliance,	2005,	2009;	Prigerson,	2003).	Almost	70	percent	of	adults	with	Alzheimer’s	disease	(AD)	are	Caregiving	is	an	intergenerational	responsibility	in	many	cultures.	©	Ed	Kashi/CORBIS	All	Rights	Reserved	376	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	cared	for	at	home	by	family	for	the	entire	duration	of	the
disease	(Ginzler,	2009).	This	translates	into	families	providing	up	to	80	percent	of	the	care	for	older	adults	with	AD.	In	a	national	survey	that	compared	caregivers	of	care	recipients	with	dementia	to	other	caregivers,	the	former	were	found	to	provide	the	most	difficult	kinds	of	personal	care	(bathing,	feeding,	dealing	with	incontinence),	to	spend	more
hours	per	week	providing	care	(“constant	care”),	and	to	do	so	for	longer	periods	of	time.	Not	surprisingly,	they	are	at	higher	risk	of	strain,	mental	and	physical	health	problems,	and	family	conflicts	(Belle,	Burgio,	Burns,	et	al.,	2006).	In	one	study,	over	40	percent	of	caregivers	of	a	relative	with	dementia	report	high	levels	of	emotional	stress	compared
to	30	percent	of	all	caregivers,	20	percent	rate	their	health	as	fair	or	poor,	and	18	percent	state	that	caregiving	has	made	their	health	worse	(Mittelman	et	al.,	2004b).	Another	study	found	greater	risk	of	death	among	spousal	caregivers:	The	spouse’s	diagnosis	with	dementia	or	cognitive	impairment	increased	the	caregiver	husband’s	death	risk	by	22
percent	and	wives’	risk	by	28	percent—which	is	higher	than	for	those	caring	for	elders	with	less-debilitating	illnesses	(Christakis	&	Allison,	2006).	This	may	be	due,	in	part,	to	an	immune	system	diminished	by	stress	(Li,	Cowden,	King	et	al.,	2007).	Physical	health	indicators,	such	as	blood	lipids	and	glucose	levels,	are	also	higher	among	caregivers	of
elders	with	dementia	than	among	other	caregiving	older	partners.	Caregivers	of	elders	with	dementia	must	live	with	behavior	problems,	such	as	marked	confusion,	anxiety	and	agitation,	suspicion,	and	sleep	disturbances	(Alzheimer’s	Association	and	National	Alliance	for	Caregiving,	2004).	Rates	of	depression	in	caregivers	of	persons	with	dementia
range	from	25	to	87	percent,	along	with	a	high	incidence	of	anger,	grief,	and	anxiety	(Covinsky	Newcomer,	Rox,	et	al.,	2003;	Mittelman,	2002;	Mittelman	et	al.,	2004b;	Ory	et	al.,	2000;	Schulz	et	al.,	2003a,	Vitaliano	et	al.,	2002).	Given	these	patterns,	it	is	not	surprising	that	25	percent	of	caregivers	of	Alzheimer’s	patients	have	at	least	one	emergency
INTENSIFICATION	OF	PAST	BEHAVIORS	WITH	ALZHEIMER’S	DISEASE	In	Elder	Rage:	or	Take	my	Father	.	.	.	Please!,	Marcell	(2000)	tells	of	caring	for	her	father,	who	had	always	had	a	bad	temper	and	was	a	controlling,	dominating,	explosive,	and	verbally	abusive	husband	and	father.	Afflicted	with	Alzheimer’s	disease	at	age	83,	he	constantly
raged	and	cursed	at	his	daughter	and	his	wife,	threatened	physical	violence,	and	refused	to	take	his	medications.	room	visit	or	hospitalization	every	6	months	(Schubert,	Boustani,	Callahan,	Perkins,	Hui,	et	al.,	2008).	The	concept	of	“learning	to	bend	without	breaking”	refers	to	the	high	level	of	unpredictability	and	continual	changes	faced	by	families
of	AD	patients	(Gwyther,	1998).	For	long-term	partners,	their	roles	and	relationships	are	profoundly	redefined	by	the	pervasiveness	of	care	responsibilities	and	the	perception	of	no	end	in	sight.	When	care	recipients	with	AD	are	no	longer	psychologically	present	or	when	their	personalities	are	markedly	changed,	new	disruptive	behaviors	may	emerge
(e.g.,	emotional	and	verbal	abuse,	greater	aggressive	or	violent	behavior)	that	increase	their	caregivers’	sense	of	loss.	Adult	children	typically	grieve	the	loss	of	their	relationship	with	their	parent	and	of	opportunities	missed	because	of	care	responsibilities.	A	particularly	painful	situation	is	when	the	person	with	AD	no	longer	recognizes	their	adult
child.	Older	partners,	on	the	other	hand,	may	experience	a	loss	of	couple	identity	and	intimacy	and	an	increase	of	uncertainty	and	aloneness.	In	such	instances,	caregivers	are	experiencing	disenfranchised	grief,	which	is	not	publicly	recognized	by	others	as	a	loss	(Meuser	&	Marwit	2001).	Caregivers	of	elders	with	AD	who	tolerate	an	ambiguous
situation	for	long	periods	of	time	often	experience	anticipatory	grief.	They	refer	to	their	loved	one	as	having	died	twice:	first	the	psychological	death	of	the	person	they	knew	and	loved,	and	then	the	physical	death.	This	can	377	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	result	in	multiple	waves	of	grief—denial,	anger,	guilt,
resentment,	and	depression.	Similarly,	older	adult	caregivers	for	partners	with	brain	injury	or	a	stroke	that	has	affected	the	loved	one’s	personality,	or	who	are	comatose	experience	their	partner’s	psychological	death	years	before	the	physical	death.	These	emotional	responses	are	similar	to	the	feelings	of	loss	and	grief	that	occur	when	a	loved	one
dies,	and	may	contribute	to	increased	feelings	of	burden.	For	example,	one	study	found	that	anticipatory	grief	explained	an	additional	14	to	22	percent	of	the	variance	in	burden,	beyond	the	effects	of	background	characteristics,	care	recipient	behavior	problems,	and	depressive	symptoms	(Holley	&	Mast,	2009).	The	Marwit	and	Meuser	Caregiver	Grief
Inventory	is	recommended	for	health	care	providers	to	screen	for	high	levels	of	grief	among	caregivers	of	care	recipients	with	AD	(Adams	&	Sanders,	2004;	Dupuis,	2002;	Marwit	&	Meuser,	2005;	Ott,	Sanders,	&	Kelber,	2007).	Such	instances	of	prolonged	stress	from	caring	for	a	loved	one	with	dementia,	as	illustrated	by	the	daughter	and	husband
caregivers	in	the	two	boxes	on	this	page,	can	create	a	sense	of	desperation	over	lacking	control	of	a	difficult	situation.	This	chronic	sorrow	or	“long	good-bye”	can	negatively	affect	caregivers’	physical	and	mental	health	and	increase	their	risk	of	mortality,	with	grief	often	misdiagnosed	as	clinical	depression.	Fortunately,	more	education	and	social
supports	are	now	THE	“ABSENCE”	OF	ALZHEIMER’S	PATIENTS	As	described	by	a	36-year-old	daughter,	“She	is	not	the	way	she	used	to	be	as	my	mother.	Just	looking	in	her	bedroom	at	home,	it	is	feeling	like	she	is	gone.	Yet	she’s	still	alive.	Her	things	are	still	where	they	have	been	for	years,	even	when	she	was	well.	She	sits	and	looks	at	the	things
that	once	made	up	her	life	and	to	her	that	life	never	existed.	I	ask	myself	daily,	‘Is	my	mother	alive	or	dead?’”	(Sanders	&	Corley,	2003).	378	DAILY	GRIEVING	BY	THE	AD	CAREGIVER	According	to	a	71-year-old	husband,	“being	married	to	someone	for	50	years	and	seeing	her	with	this	disease,	I	am	daily	grieving	over	her	loss.	Upon	death,	you	will
grieve	for	a	while,	but	your	life	goes	on.	Seeing	your	loved	one	daily	die	for	over	6	years	just	makes	your	feelings	stronger.	I	just	wish	I	could	have	killed	her	and	myself	and	just	got	this	whole	thing	over	really	quickly”	(Sanders	&	Corley,	2003).	available	to	caregivers	of	care	recipients	with	dementia.	These	include	interventions	that	utilize	in-person,
telephone,	and	Internet	support	groups	to	teach	effective	strategies	to	change	behaviors	of	both	the	caregiver	and	care	recipient.	It	is	essential	that	such	interventions	take	account	of	anticipatory	and	disenfranchised	grief	and	cultural	differences,	however	(Bourgeois	et	al.,	2002;	Holley	&	Mast,	2009;	Logsdon	et	al.,	2005).	The	growth	of	adult	day
health	care	is	another	response	to	the	need	to	maintain	persons	with	dementia	in	the	community,	to	help	them	remain	active	and	retain	learned	skills,	and	to	provide	respite	for	caregivers—although	Medicaid	funding	for	adult	day	health	has	been	sharply	reduced	with	the	downturn	in	the	economy	(Zarit	&	Femia,	2008).	The	need	for	well-funded	adult
day-centers,	respite,	and	support	groups	is	greater	than	the	availability	of	services,	especially	during	the	2009	economic	downturn.	However,	caregivers	of	AD	elders	are	less	likely	to	use	such	services	to	address	their	sense	of	burden	than	other	types	of	caregivers	(Brodaty	et	al.,	2005).	Policies	relating	to	work	and	family	balance	typically	focus	on
parents	of	young	children	and	on	child	care,	not	elder	care.	During	the	2008	Presidential	campaign,	Hillary	Rodham	Clinton	called	for	grants	to	encourage	states	to	develop	paid	family	leave	programs	referring	to	“kids,	mothers	and	fathers,”	and	“nurturing	the	next	generation”	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	with
no	mention	of	caregivers	of	elders	or	to	an	aging	society.	(Wisensale,	2009).	Legislation	to	Support	Family	Caregivers	Two	major	federal	policy	initiatives	to	support	families	include	caregivers	of	older	adults:	the	Family	and	Medical	Leave	Act	of	1993	(FMLA)	and	the	National	Family	Caregiver	Support	Program	of	2000	(NFCSP).	Under	the	FMLA,
businesses	with	50	or	more	employees	are	required	to	grant	up	to	12	weeks	of	unpaid	leave	annually	when	a	child	is	born	or	adopted,	when	a	child,	spouse,	or	parent	(not	in-laws)	with	a	serious	health	condition	needs	care,	or	when	the	employee	is	unable	to	work	because	of	a	serious	health	condition.	Employers	must	provide	health	coverage	and
reinstate	employment	after	the	leave.	Because	the	FMLA	does	not	apply	to	small	employers,	less	than	10	percent	of	private	sector	worksites	are	covered,	since	small	businesses	employ	almost	60	percent	of	American	workers.	Additionally	not	all	workers	of	covered	employers	are	eligible	for	FMLA	benefits	because	of	requirements	related	to	duration
and	amount	of	work.	When	these	eligibility	criteria	are	applied,	only	about	40	percent	of	private	sector	employees	are	eligible	for	leave.	Other	barriers	to	using	FMLA	are	lack	of	knowledge	about	the	Act	and	the	unpaid	nature	of	the	leave.	From	a	political	economy	perspective,	FMLA	only	benefits	those	who	can	afford	to	forgo	income	while	on	leave.
Workers	who	cannot	manage	the	loss	of	wages	entailed	by	family	care	leave	are	more	likely	to	be	African	Americans,	hourly	wage	earners	(who	are	predominantly	women),	and	those	with	lower	household	incomes	(Wisensale,	2001,	2009).	The	FMLA	also	does	not	recognize	extended	family	members,	a	characteristic	of	many	families	of	color,	or	LGBT
caregivers.	The	biggest	gap	of	FMLA	is	that	the	leave	is	unpaid.	All	industrialized	countries	except	Australia	and	the	United	States,	have	some	form	of	wage	replacement	for	those	who	take	leave.	Additionally,	no	state	or	federal	laws	require	employers	to	provide	paid	sick	days,	although	the	Healthy	Families	Act	(HFA)	introduced	in	2009	by	Senator
Ted	Kennedy	and	Representative	DeLaoura	(but	not	yet	passed),	would	require	employers	with	15	or	more	employees	to	provide	7	paid	sick	days	to	care	for	their	own	and	their	families’	medical	needs.	Another	barrier	to	familyfriendly	employment	is	that	most	workers	in	the	U.S.	have	little	paid	vacation	time,	and	increasing	numbers	are	expected	to
work	even	on	paid	holidays	(Wisensale,	2009).	Proposals	for	paid	leave	continue	to	be	debated	along	partisan	lines	in	the	U.S.	Congress.	From	2000	to	2002,	more	than	half	of	the	states	introduced	legislation	to	provide	paid	leave	to	family	caregivers	through	the	use	of	state	unemployment	insurance	trust	funds,	but	only	5	of	the	26	state	initiatives
included	care	of	an	older	parent	in	their	coverage;	the	rest	limited	benefits	to	“baby	care.”	The	original	intergenerational	structure	of	FMLA	is	threatened	by	state	legislators	focused	on	care	of	children	(Wisensale,	2009).	California	was	the	first	state	to	expand	its	state	disability	insurance	program	from	maternal	to	family	care,	including	care	for	an
older	parent	or	a	domestic	partner.	Washington	State	was	the	second	state	to	adopt	paid	leave,	but	it	does	not	include	elder	care.	Proponents	of	paid	leave	contend	that	employers	would	actually	save	money	when	factoring	in	less	turnover	and	fewer	paid	sick	days.	Under	the	Medicaid	waiver	system,	some	states	now	allow	relatives	(with	the	exception
of	spouses	and	same-sex	partners)	to	be	paid	as	personal	care	providers.	The	National	Family	Caregiver	Support	Program	(NFCSP)	was	funded	by	the	Administration	on	Aging	in	2000.	For	the	first	time	in	the	history	of	the	Older	Americans	Act,	state	units	on	aging	and	area	agencies	on	aging	are	required	to	serve	not	only	older	adults	but	also	family
caregivers.	These	include	caregivers	of	elders	and	grandparents,	and	older-kin	caregivers	379	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	of	children/grandchildren.	The	NFCSP	gives	a	higher	priority	to	services	for	low-income,	older	caregivers	and	for	those	caring	for	persons	with	developmental	disabilities.	In	recognition	of
the	growing	phenomenon	of	grandparents	as	sole	caregivers	for	grandchildren,	each	state	may	use	up	to	10	percent	of	its	total	funds	to	help	grandparents	and	other	family	caregivers	over	age	60.	Funds	are	also	designated	for	American	Indian	caregivers.	The	primary	service	funded	to	date	is	information	and	referral	(AOA,	2004).	Although	the
NFCSP	is	important	as	public	policy	recognition	of	the	central	role	of	informal	elder	care,	the	program	has	had	only	modest	impact.	This	is	because	of	insufficient	funding,	the	shift	in	thinking	required	by	providers	to	conceptualize	caregivers	as	clients,	inadequate	attention	by	health	care	providers	to	assessing	caregivers’	needs,	and	lack	of	consensus
among	states	on	“best	practices.”	Overall,	most	federal	and	state	policies	continue	to	focus	on	the	care	recipient	rather	than	supporting	the	caregiver	(Family	Caregiver	Allowance	and	the	National	Conference	on	State	Legislatures,	2004;	Feder	&	Levine,	2004;	Feinberg,	2008;	Feinberg	et	al.,	2004).	Flexible	work	hour	policies	for	family	caregivers	of
elders	are	also	needed.	Both	federal	and	state	governments	could	promote	such	policies	by	offering	tax	incentives	to	family-friendly	corporations	that	offer	generous	leave	policies,	flexible	work	hours,	and	resource	and	referral	to	services	to	support	elders	and	their	family	caregivers.	Great	Britain	has	adopted	a	soft-touch	law	that	promotes	employee–
employer	dialogue	by	legally	empowering	employees	to	request	a	flexible	work	schedule	to	address	family	care	SERVICES	UNDER	THE	NATIONAL	FAMILY	CAREGIVER	SUPPORT	PROGRAM	•	•	•	•	•	380	information	and	assistance	individual	counseling	support	groups	and	caregiver	training	respite	care	supplemental	services	to	complement	family
care	FORMAL	SUPPORTS	FOR	CAREGIVERS	•	•	•	•	•	•	•	•	•	adult	day	care	respite	care	home	health	care	counseling	in	person	or	by	phone	psychoeducational	groups	training	programs/skill	development	self-care	techniques	support	groups	Internet	resources,	chat	rooms	needs.	Through	funding	demonstration	projects,	the	federal	government	could
stimulate	states	to	implement	paid	leave	laws,	flex	work	and	softtouch	policies	and	other	family-friendly	initiatives	(Wisensale,	2009).	Use	of	Services	Consistent	with	the	person–environment	(P–E)	model,	interventions	to	support	caregivers	aim	to	increase	their	care	capacities	and	reduce	the	environmental	press	created	by	the	elder’s	needs.	Such
supports	to	caregivers	can	help	sustain	care	of	their	older	relative	at	home	and	thereby	reduce	costly	nursing	home	care.	Ideally,	services	are	provided	to	both	members	of	the	care	dyad.	For	example,	adult	day	health	care	offers	socialization	and	health	services	for	older	adults,	but	also	gives	their	caregivers	a	break	from	care.	This	next	section
focuses	on	services	primarily	for	informal	caregivers.	Supportive	Services	for	Family	Caregivers	Caregiver	Assessment	In	the	past,	health	care	providers	focused	primarily	on	the	care	recipient,	overlooking	family	caregivers	as	the	“hidden	patients”	needing	care	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	themselves	(Family
Caregiver	Alliance,	2006a;	Levine	et	al.,	2004).	Fortunately,	leaders	in	both	health	care	and	long-term	care	are	now	emphasizing	the	importance	of	assessing	caregiver	needs.	In	a	2005	National	Consensus	Development	conference	hosted	by	the	Family	Caregiver	Alliance,	attendees	reached	agreement	about	basic	principles	and	practice	guidelines,
strategies	to	change	the	field	of	practice,	and	reimbursement	to	carry	out	caregiver	assessment	across	disciplines.	These	principles	recognize	that	family	caregivers	are	a	core	part	of	health	and	long-term	care	and	that	the	field	of	geriatrics	needs	to	shift	to	a	family-centered	perspective	(Family	Caregiver	Alliance,	2006).	Family	caregivers	require
their	own	care	plan	to	provide	quality	care	and	to	maintain	their	own	well-being.	In	programs	where	caregivers	are	assessed,	they	are	more	likely	to	feel	acknowledged	and	valued	as	part	of	the	health	care	team.	Caregiver	assessment	can	also	identify	family	members	most	at	risk	of	negative	mental	health	effects	and	determine	eligibility	for	additional
support.	Caregiver	assessment	should	be	multidimensional	and	reflect	culturally	competent	practice.	Most	importantly,	government	and	third-party	payors	must	reimburse	caregiver	assessment	(Family	Caregiver	Alliance,	2006a;	Feinberg,	2004,	2008;	Pickard,	2004).	A	thorough	assessment	considers	the	caregiving	context,	the	caregiver’s	health,
knowledge,	and	skills;	the	care	recipient’s	functional	level;	and	the	nature	of	care	tasks.	The	Caregiver	Burden	Interview	(CBI)	and	the	Revised	Memory	and	Behavior	Problems	Checklist	(RMBPC)	are	two	of	the	most	frequently	used	assessment	instruments.	The	RMBPC	also	assesses	subjective	burden.	However,	both	scales	should	be	used	cautiously
with	families	of	color	(Gottlieb,	Thompson,	&	Bourgeois,	2003;	Richardson	&	Barusch,	2006).	Most	caregiver	assessments	are	not	culturally	sensitive	because	they	were	developed	for	research	purposes,	with	small,	primarily	white,	middleclass	samples	(Feinberg,	2003–2004;	Gaugler	et	al.,	2000a,	2000b).	Home	assessments	are	shown	to	be	better
than	clinic-based	ones	at	identifying	potentially	serious	caregiving	issues	(Ramsdell	et	al.,	2004).	In	general,	caregivers	are	first	preoccupied	with	having	their	loved	one’s	needs	evaluated,	which	suggests	that	caregiver	assessment	is	most	likely	to	be	effective	if	it	takes	place	after	this	process	is	complete	(Family	Caregiver	Alliance,	2006a).	Outcomes
of	caregiver	assessment	include	maintenance	of	health	and	well-being,	prevention	of	social	isolation,	and	identification	of	appropriate	supportive	services	(Nicholas,	2003).	Unfortunately,	fewer	than	50	percent	of	programs	funded	by	the	National	Family	Caregiver	Support	Program	and	Medicaid	waiver	programs	uniformly	assess	caregiver	needs
(Feinberg,	2008;	Feinberg	&	Newman,	2004).	Service	Utilization	Although	the	Aging	Network,	especially	through	the	National	Family	Caregiver	Support	Program,	now	provides	more	support	for	caregivers,	increased	service	availability	does	not	in	itself	enhance	the	caregiver	or	care	recipient’s	wellbeing.	Most	family	caregivers	do	not	use	services,	or
they	do	so	selectively	to	supplement	informal	care	for	limited	time	periods,	or	wait	until	services	are	absolutely	necessary	(Zarit	&	Femia,	2008).	Whether	reliance	on	informal	networks	results	in	or	causes	underutilization	of	formal	services	is	unclear.	To	some	extent,	patterns	of	lower	service	use	may	persist	because	families	are	unaware	of	services,
unwilling	to	accept	them,	or	lack	the	time	and	resources	to	access	them.	Yet	services	tend	to	be	underutilized	even	by	caregivers	who	perceive	a	need	for	greater	formal	support	(Family	Caregiver	Alliance,	2006b;	Montgomery	&	Kwak,	2008;	Montgomery	&	Kosloski,	2000).	Another	reason	formal	services	are	underutilized	is	that	family	members	may
not	identify	themselves	as	caregivers	needing	support.	For	example,	a	daughter	who	begins	by	assisting	her	mother	with	shopping	may	not	think	of	herself	as	a	caregiver	when	she	starts	providing	more	intensive	levels	of	care.	When	her	identity	changes	to	that	of	caregiver,	she	may	be	more	open	to	accepting	381	OPPORTUNITIES	AND
CHALLENGES	OF	INFORMAL	CAREGIVING	services.	The	caregiver	identity	theory	helps	to	explain	why	some	interventions,	such	as	respite,	are	not	uniformly	beneficial	(Brodie	&	Gadling-Cole,	2003;	Dobrof	&	Ebenstein,	2003–2004;	Montgomery	&	Kwak,	2008;	Franks,	Pierce,	&	Dwyer,	2003).	Gender	and	race	affect	service	utilization,	with	women
and	caregivers	of	color	the	least	likely	to	turn	to	formal	supports.	Some	caregivers	of	color	may	not	utilize	services	because	of	economic,	religious,	insurance,	and	other	barriers	to	access,	or	because	of	discriminatory	experiences	that	cause	them	to	feel	like	unwelcome	outsiders	to	agencies	(Dilworth-Anderson	et	al.,	2002;	Magana,	2006).	On	the
other	hand,	the	Resources	for	Enhancing	Alzheimer’s	Caregiver	Health	(REACH)	trials	found	that	African	American	caregivers	responded	more	positively	than	whites	to	a	behavior	management	intervention,	and	Cuban	American	husbands	and	daughters	were	more	likely	to	benefit	from	a	combined	family	systems	and	technology	intervention	(Burgio
et	al.,	2003;	Eisdorfer	et	al.,	2003;	Zarit	&	Femia,	2008).	Even	when	formal	services	are	used,	the	overall	effects	are	relatively	modest	in	terms	of	caregiver	abilities,	knowledge,	and	emotional	well-being	(Gallagher-Thompson	&	Coon,	2007;	Pinquart	&	Sorenson,	2006;	Zarit	&	Femia,	2008;	Zarit	&	Zarit,	2007).	This	pattern	may	occur	if	services
prolong	the	duration	of	caregiving	but	not	necessarily	reduce	subjective	burden.	Interventions	may	occur	too	late	in	the	caregiving	cycle	after	stress	has	already	spilled	over	into	other	aspects	of	caregivers’	lives	(e.g.,	secondary	stressors)	or	problems	have	become	too	complex	to	solve	through	short-term	strategies.	More	likely,	services	may	not	meet
what	caregivers	perceive	to	be	their	needs	(i.e.,	their	subjective	appraisal	of	their	situation).	For	example,	many	services	are	oriented	toward	crisis	intervention,	short-term	support,	and	residential	care	rather	than	in-home	and	long-term	personal	care	to	assist	with	daily	tasks.	In	other	instances,	families	do	not	have	the	resources	to	purchase	private
pay	services	but	are	not	low-income	enough	to	be	eligible	for	Medicaid-reimbursed	services.	382	Compared	to	narrowly	focused	interventions,	multi-component	interventions	are	most	effective;	these	incorporate	several	strategies	and	services	(respite,	adult	day	health,	counseling,	education,	and	support	groups),	are	targeted	to	specific	needs,	are	8
to	12	weeks	in	duration,	and	are	tailored	or	adapted	to	fit	the	care	context.	Multiple	relatively	comprehensive	support	services	(e.g.,	they	address	psychological	barriers	to	service	use	as	well	as	access	through	case	management)	are	effective	because	at	least	one	of	the	supports	probably	will	be	appropriate	at	some	point	in	time	and	they	are	likely	to
meet	caregivers’	needs	as	they	change	over	time.	Effective	treatments	are	also	characterized	by	a	psychosocial	rather	than	a	purely	educational	approach,	flexibility,	and	sufficiency	of	the	amount	or	dosage	of	the	treatment	(Belle	et	al.,	2006;	Zarit	&	Femia,	2008).	An	example	of	a	flexible	intervention	is	the	protocol	used	by	Mittelman	and	colleagues
(2004),	whereby	the	counselor	draws	upon	a	set	of	approaches	but	has	flexibility	in	allocating	time	to	different	problems.	Such	interventions,	which	require	active	participation	by	the	caregiver	and	promote	their	sense	of	mastery,	realistic	appraisals	of	their	situations,	and	skills	to	manage	the	situation,	are	found	to	reduce	depression	and	burden,	and
to	lengthen	the	time	before	relocating	to	a	long-term	care	facility.	The	Mittelman	program	refers	caregivers	to	ongoing	support	groups	and	individual	counseling	after	completing	the	6-week	treatment	core	program	(Given	et	al.,	2008;	Mittelman	et	al.,	2004a,	2004b;	Pinquart	&	Sorensen,	2006).	The	largest	six-site	multicomponent	intervention
program,	Resources	for	Enhancing	Alzheimer’s	Caregiver	Health	(REACH),	aims	to	reduce	depression	and	burden	among	caregivers	of	relatives	with	AD.	REACH	attempts	to	change	the	nature	of	specific	stressors	along	with	caregivers’	appraisal	of	and	response	to	them.	In	REACH	II,	a	follow-up	to	the	original	REACH	program,	an	adaptive	approach
tailored	the	intervention	based	on	the	caregiver’s	scores	on	risk	and	protective	factors	in	the	initial	assessment;	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	TAILORED	CAREGIVER	ASSESSMENT	AND	REFERRAL	(TCARE)	The	TCARE	protocol	utilizes:	(1)	an	assessment	tool	that	is	clear,	specific,	reasonably	short,	and	easy	to
use;	and	(2)	decision	maps	or	algorithms	that	guide	care	managers	through	a	decision	process	(e.g.,	choice	of	appropriate	intervention	goals	and	strategies).	It	consists	of	a	six-step	caregiver	assessment	and	referral	process.	1.	Assess	caregiver	needs	using	the	TCARE	Caregiver	Assessment.	2.	Complete	an	Assessment	Summary	Sheet	on	key
measures	such	as	depression	and	burden.	3.	Select	one	of	the	six	decision	maps	to	identify	goals	and	appropriate	strategies	and	services.	4.	Develop	a	Care	Plan	Consultation	Worksheet	using	Guides	for	Selecting	Support	Services.	5.	Discuss	with	the	caregiver	the	outcomes	of	the	assessment	process	and	the	options	for	obtaining	support	services.	6.
Write	a	care	plan	that	includes	decisions	made	with	the	caregiver	during	consultation.	(Montgomery	&	Kwak,	2008)	then	assigned	participants	to	specific	treatment	components	according	to	their	risk	factors.	This	was	found	to	improve	caregivers’	quality	of	life	and	depressive	symptoms	(Belle,	Burgio,	Burns,	et	al.,	2006;	Wisniewski	et	al.,	2003;	Zarit
&	Femia,	2008).	On	the	other	hand,	multicomponent	interventions	may	not	uncover	the	relative	impact	of	specific	problems,	making	it	difficult	to	target	particular	services.	For	instance,	counseling	may	reduce	emotional	stress	but	typically	requires	that	the	caregiver	travel	for	this	service;	in	such	instances,	telephone-based	assistance	may	better
address	time	and	geographic	barriers	(Coon,	Ory,	&	Schulz,	2003;	Pinquart	&	Sorensen,	2003;	Sorensen,	Pinquart,	&	Duberstein,	2002).	Health	and	social	service	providers	need	to	be	attuned	to	the	fact	that	caregiving	is	a	dynamic	process,	changing	as	the	care	recipient’s	needs	shift,	and	thus	the	types	of	supports	required	also	vary	over	time.	We
turn	now	to	describing	some	specific	family	caregiver	interventions.	Support	Groups	Although	findings	are	somewhat	contradictory,	support	groups	for	caregivers	are	generally	effective,	especially	if	organized	around	particular	illnesses	or	needs.	For	example,	posttest	measures	of	a	support	group	for	early-stage	caregivers	indicated	a	significant
increase	in	preparedness	for	the	caring	role,	competence,	use	of	positive	coping	strategies,	and	a	decrease	in	their	levels	of	perceived	strain	(subjective	burden).	This	suggests	that	during	the	early	phase	of	caregiving,	families	can	promote	their	wellness	and	enhance	their	ability	to	manage	challenges	through	increased	emotional	strength	and	coping
skills.	Support	group	participation	is	also	associated	with	decreased	depression	and	increased	morale,	lower	rates	of	nursing	home	placement,	greater	knowledge	of	illness	and	resources,	and	increased	informal	support.	In	contrast	to	these	benefits,	some	studies	report	that	support	groups	are	less	effective	than	individualized	cognitive	behavior
counseling	and	skills	training	for	reducing	strain	and	improving	wellbeing	(Gallagher-Thompson,	2007).	In	some	instances,	support	groups	may	be	perceived	as	an	additional	burden	by	caregivers	who	have	to	travel	and	arrange	respite	care	for	their	elder	in	order	to	attend—or	if	the	groups	focus	primarily	on	the	negative	aspects	of	caregiving.
Support	group	facilitators	should	take	into	account	the	different	needs	of	spouses/partners	and	adult	children	caregivers	and	the	fact	that	men	typically	prefer	to	talk	to	other	men.	In	one	study	involving	Cuban	Americans,	telephone	support	groups	were	found	to	be	effective	in	overcoming	logistical	problems	(e.g.,	transportation,	scheduling,	respite
care)	faced	by	both	English-	and	Spanish-speaking	caregivers,	and	offered	benefits	similar	to	those	of	face-to-face	groups	(Bank	et	al.,	2006;	Gartska,	383	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	McCallion,	&	Toseland,	2001;	Harris,	2002;	Toseland	&	Smith,	2003).	Psychoeducational	Groups	and	Skills	Training
Psychoeducational	groups,	which	usually	combine	education	and	social	support,	are	found	to	enhance	caregiver	well-being,	delay	nursing	home	placement,	and	increase	use	of	supportive	services	(Bourgeois	et	al.,	2002;	Burgio	et	al.,	2003b;	Kuhn	&	Fulton,	2004;	Mittelman	et	al.,	2004a,	2004b).	Since	caregivers	often	do	not	know	how	to	access
services,	they	benefit	from	understanding	the	nature	of	the	illness	and	learning	about	relevant	resources.	Some	groups	educate	and	empower	caregivers	to	advocate	for	policy	and	programmatic	changes	(Morano,	2002;	Schulz	et	al.,	2002).	Family	caregivers	require	both	knowledge	and	skills	in	order	to	reduce	their	perceived	burden	and	stress
(Gallagher,	Thompson	&	Coon,	2007;	Given,	Sherwood,	&	Given,	2008).	Definitions	of	caregiver	skills	encompass	goal-directed	behaviors	acquired	through	practice	and	performed	with	economy	of	effort	(Farran	et	al.,	2007)	Examples	are	monitoring	care,	making	decisions,	adjusting	to	changing	needs,	managing	medications,	comforting	with	hands-
on	care,	accessing	resources,	communicating	with	health	care	providers,	and	negotiating	the	health	care	system.	They	also	need	to	know	how	to	adjust	their	skills	and	knowledge	to	accommodate	changes	in	the	care	recipients’	condition	and	treatment	plans	and	complexity	of	care	(Given	et	al.,	2008).	A	formal	skills	assessment	provides	the	basis	for
determining	what	training	is	needed.	To	illustrate,	an	intervention	known	as	the	Environmental	SkillBuilding	Program	assesses	caregivers’	needs	and	then	teaches	them	how	to	use	environmental	and	personal	resources	to	modify	the	care	recipient’s	behavioral	problems.	Caregivers	are	also	taught	distraction	techniques	and	how	to	enhance
communication	with	their	care	recipient.	Such	skill-building	benefits	male	caregivers	in	particular,	who	may	be	less	likely	to	attend	384	support	groups	that	emphasize	expressing	their	feelings.	Skills	training	programs	that	focus	on	management	of	behavior,	depression,	and	anger	are	identified	as	particularly	effective	(GallgherThompson	&	Coon,
2007;	Richardson	&	Barusch,	2006;	Femiano	&	Coonerty-Femiano,	2002;	Gitlin	&	Gwyther,	2003).	Psychoeducational	Treatment:	Individual	and	Group	Counseling	In	psychoeducational	treatments,	a	therapist	uses	psychotherapeutic	techniques	to	encourage	behavior	change	and	overcome	barriers	to	change	(Zarit	&	Zarit,	2007)	In	group	treatment,
the	leader	uses	group	processes	to	build	cohesion	and	model	new	behavior	(Zarit	&	Femia,	2008).	Individual	therapeutic	interventions	tend	to	be	more	effective	than	groups	in	addressing	issues	such	as	family	conflict,	emotional	reactions,	and	challenges	resulting	from	a	care	recipient’s	cognitive	or	emotional	disorders	(Barusch	&	Richardson,	2006;
Mittelman	et	al.,	2003;	Toseland	&	Smith,	2003).	Family-level	interventions	should	address	not	only	how	much	other	members	do,	but	the	manner	by	which	assistance	is	given.	For	example,	other	family	members	may	increase	the	caregiver’s	subjective	burden	by	giving	too	much	advice	or	criticism.	Mittelman	et	al.,	2004a,	2004b;	Zarit	&	Zarit,	2007).
The	effectiveness	of	individual	and	family	counseling	generally	varies	with	the	caregiver’s	gender,	race,	education,	and	social	class.	Overall,	cognitive	behavioral	therapy	with	caregivers	tends	to	be	most	effective	(Gallagher-Thompson	&	Coon,	2007).	Electronic	Supports	Toll-free	information	and	referral	lines	are	vital,	such	as	a	national	elder-care
locator	service	sponsored	by	the	Administration	on	Aging.	The	Internet	has	emerged	as	a	way	for	caregivers	to	acquire	information	and	share	their	experiences	with	others	facing	similar	burdens.	Some	websites	include	advice	and	updated	information	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	from	experts	(such	as	the
Alzheimer’s	Association’s	suggestions	for	managing	behavioral	issues	and	educational	materials	for	caregivers),	while	others	encourage	caregivers	to	offer	support	to	their	caregiver	peer.	A	growing	number	of	websites	through	AARP,	AOA,	and	the	Assisted	Living	Federation	of	America	(ALFA)	allow	caregivers	to	complete	an	interactive	assessment
online	to	determine	the	services	they	need	most.	Teleconferencing	is	being	used	to	create	virtual	support	groups	among	caregivers	and	can	be	accessed	through	caregiver	websites.	The	opportunity	to	log	on	to	a	chat	room	on	the	Internet	avoids	the	need	to	find	alternative	care	or	respite	for	the	care	recipient	at	home	while	the	caregiver	attends
support	groups	or	trainings	in	person.	Outcomes	from	accessing	the	Internet	include	caregivers’	increased	sense	of	control,	confidence,	and	support	as	well	as	greater	involvement	of	distant	family	members	(Smith,	2008;	Czaja	&	Schultz,	2006).	Use	of	the	Internet	for	accessing	services	and	support	is	likely	to	increase	with	computer-savvy	baby
boomers	and	their	adult	children.	Although	Internet	usage	is	expanding	among	older	adults	and	their	caregivers,	a	“digital	divide”	still	persists,	with	less	Internet	availability	for	and	fewer	studies	of	use	by	historically	underserved	populations	(Kaufman	&	Rockoff,	2006).	caregivers	state	that	they	would	like	respite	services,	but	often	face	barriers	to
their	use,	including	their	own	unwillingness	to	entrust	their	relative’s	care	to	someone	else	or	guilt	over	taking	a	much-needed	break.	The	amount	of	respite	provided	appears	to	be	a	critical	variable	in	whether	its	use	makes	a	difference.	When	respite	is	used	at	least	twice	a	week	for	3	months,	caregiver	depression,	role	overload,	and	strain	are
reduced,	and	nursing	home	admission	may	be	delayed	(Gaugler	et	al.,	2003;	Kagan,	2006;	Zarit	&	Femia,	2008).	The	Lifespan	Respite	Act,	passed	by	Congress	in	2006,	authorizes	competitive	grants	to	Aging	and	Disability	Resource	Centers	(in	collaboration	with	a	public	or	private	nonprofit	state	coalition	or	organization)	to	make	quality	respite
available	and	accessible	to	family	caregivers	regardless	of	age	or	disability.	Giving	one	agency	authority	to	integrate	funds,	ensure	care	coordination,	control	costs,	and	identify	gaps	is	intended	to	make	respite	more	accessible.	This	integrated	approach	recognizes	the	fragmentation	and	insufficient	funding	for	respite	services	based	on	categorical
age-groups	(Kagan,	2003,	2006).	The	2009	federal	Omni-bus	Appropriations	Bill	provided	significant	funding	for	respite	care,	a	marked	change	from	past	years.	Future	Service	Directions	Respite	Care	Respite	care	is	planned	or	emergency	short-term	relief	for	caregivers	from	the	demands	of	ongoing	care.	Accessible	and	affordable	respite	and	adult
day	care	can	provide	caregivers	with	a	break	from	their	daily	demands,	thereby	reducing	both	caregiver	distress	and	nursing	home	placement.	Respite	encompasses	a	range	of	services	and	may	be	in-	or	out-of-home	care—for	example,	through	adult	day	health	or	overnight	care	in	a	long-term	care	facility.	As	noted	by	one	caregiver	interviewed	for	an
AOA	study,	“Respite	is	my	number	one	need.	I’ve	been	caring	for	Mom	for	seven	years	.	.	.	in	that	time,	I	have	had	one	vacation	for	three	days”	(AOA,	2003).	Many	Regardless	of	the	specific	service	configuration,	support	services	should	be	culturally	competent	and	accessible,	such	as	in	faith-based	institutions,	schools,	primary	care	clinics,	the
workplace,	and	senior	and	community	centers.	Ideally,	assistance	is	provided	early	in	the	caregiving	cycle	or	even	before	it	begins.	This	enables	caregivers	to	plan	before	they	are	abruptly	thrust	into	a	burdensome	role.	Unfortunately,	it	is	human	nature	that	most	people	do	not	seek	out	information	and	assistance	until	they	need	it.	General
information	sessions	about	services	and	supports	for	older	adults	and	their	caregivers	are	typically	not	well	attended,	often	because	few	people	like	to	think	about	these	late-life	challenges.	An	effective	early	385	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	preventive	strategy	would	engage	the	caregiver	in	planning	shortly
after	experiencing	the	first	acute	incident	or	receiving	the	diagnosis	of	a	chronic	disease.	Self-care	for	caregivers	is	an	essential	component	in	reducing	stress	and	preventing	out-ofhome	placement.	A	goal	of	self-care	is	to	prevent	the	onset	of	stress	and,	if	such	signs	do	occur,	to	reduce	care	demands.	Learning	how	to	accept	limits	and	ask	others	to
help,	attending	to	one’s	physical	and	spiritual	needs	(such	as	through	exercise,	meditation,	or	time	for	reflection),	and	creating	moments	of	joy	with	friends	or	family	are	critical	to	both	self-care	and	to	giving	effective	care	over	the	long	haul.	Organizations	such	as	the	Family	Caregiver	Alliance	have	developed	Caregiver	Bills	of	Rights	as	a	way	to
encourage	caregivers	to	take	care	of	their	own	health	in	order	to	sustain	quality	care	for	their	loved	ones.	Yet	the	demands	of	caregiving	that	underlie	stress	often	interfere	with	finding	the	time	and	resources	for	self-care.	Self-care	activities	are	most	realistic	when	they	can	be	integrated	with	other	daily	routines.	The	need	for	a	grass-roots	caregiver
movement	to	make	caregiver	voices	heard	by	policy-makers	and	press	for	caregiver-focused	legislation	is	increasingly	recognized	by	advocates	for	families.	The	obvious	barriers	to	such	mobilization	are	the	multiple	demands	on	caregivers	that	reduce	their	time	for	such	activities.	In	some	instances,	caregivers	have	turned	to	activism	after	the	death	of
their	loved	one.	For	example,	caregivers	of	persons	with	AD	have	become	advocates	for	more	federal	money	for	research	on	dementia.	In	the	current	economic	downturn,	caregiver	activists	may	need	to	frame	their	messages	in	terms	of	effectiveness	and	cost	reduction.	Placement	in	Long-Term	Care	Facilities	Although	living	alone	is	a	major	predictor
of	admission	to	long-term	care	facilities,	the	decision	to	seek	nursing	home	placement	is	frequently	precipitated	by	the	family	caregiver’s	illness	or	death,	386	or	by	severe	family	strain.	In	most	cases,	families	turn	to	nursing	homes	only	after	exhausting	their	own	resources,	although	adult	daughters	and	husbands	resort	to	out-of-home	placement
earlier	than	do	other	family	members.	Placement	is	thus	often	the	result	of	a	breakdown	in	the	balance	between	the	older	person’s	care	needs	and	self-care	abilities;	the	primary	caregiver’s	internal	and	external	resources;	and	the	larger	support	network.	For	example,	characteristics	of	the	caregiving	context—especially	perceived	burden,	negative
family	relationships,	and	low	confidence	in	care—	are	stronger	predictors	of	whether	an	Alzheimer’s	patient	will	enter	a	nursing	home	than	are	the	illness	characteristics	or	symptoms	of	the	care	recipient	(Gaugler	et	al.,	2005;	LoSasso	&	Johnson,	2002).	Most	people	hold	negative	attitudes	toward	nursing	homes,	even	though	the	quality	of	care	in
many	facilities	is	excellent.	Given	such	attitudes,	moving	an	older	relative	to	a	nursing	home	is	typically	a	stressful	family	event,	especially	for	wives	who	vowed	to	care	for	their	husbands	“in	sickness	and	in	health”	and	for	families	of	color	where	family	members	view	elder	care	as	part	of	their	duty	(Seltzer	&	Li,	2000).	Accordingly,	the	placement
decision	often	arouses	feelings	of	grief,	loss,	guilt,	and	fear,	and	may	renew	past	family	conflicts.	However,	some	families	experience	improved	relationships	with	their	relatives	and	continue	to	visit	and	assist	with	hands-on	care	in	long-term	care	facilities.	In	other	words,	the	role	of	“caregiver”	does	not	cease	after	out-of-home	placement,	but	the
nature	of	tasks	and	stressors	PRECIPITANTS	TO	LONG-TERM	CARE	PLACEMENT	Caregiving	stress	becomes	intensified	when	older	adults	experience	the	following,	often	resulting	in	nursing	home	placement:	•	•	•	•	Falls	Incontinence	that	cannot	be	managed	Aggressiveness	Sleep	problems	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL
CAREGIVING	change	(Gaugler,	Kane,	&	Kane,	2002;	Polivka,	2005).	Families	typically	still	feel	psychologically	responsible,	even	though	they	must	relinquish	control	over	daily	care	decisions	to	staff	and	learn	how	to	be	“visitors”	rather	than	primary	caregivers	(Schulz	et	al.,	2003b).	These	role	changes	can	initially	trigger	the	family’s	dissatisfaction
with	their	elder’s	care.	However,	when	staff-family	partnerships	develop,	families	generally	experience	less	stress	and	are	more	satisfied	with	the	care	received	by	their	elder.	With	the	growth	of	the	oldest-old	population,	placement	in	a	long-term	care	setting	may	come	to	be	viewed	as	a	natural	transition	in	the	life	cycle.	Geriatric	care	managers	can
assist	with	the	timing	of	this	transition	and	with	negotiating	a	positive	role	for	the	caregiver’s	continued	involvement	in	the	facility.	To	ease	the	transition	to	the	post-placement	phase,	many	nursing	homes	have	developed	support	and	educational	groups	for	families	and	special	training	for	staff.	Internetbased	services	can	also	assist	families	with
locating	an	appropriate	long-term	care	facility.	Elder	Mistreatment	In	some	cases,	informal	caregivers	may	mistreat	older	care	recipients,	although	this	is	not	typically	due	to	caregiver	stress.	Instead,	it	is	most	often	connected	to	caregivers’	own	emotional	or	behavioral	problems	and	to	power	inequities	between	the	caregiver	and	care	recipient.	Elder
mistreatment,	often	invisible,	became	a	public	issue	only	after	the	1987	Amendments	to	the	Older	Americans	Act	provided	guidelines	for	identifying	mistreatment,	and	as	a	result	of	the	visible	advocacy	of	the	National	Center	for	the	Prevention	of	Elder	Abuse.	Elder	mistreatment	encompasses	any	knowing,	intentional,	or	negligent	act	by	a	caregiver
or	other	person	that	harms	or	causes	risk	of	harm	to	a	vulnerable	adult	(National	Center	on	Elder	Abuse,	2007).	Our	focus	here	is	on	domestic	abuse	in	the	home,	but	elder	abuse	also	occurs	in	long-term	care	settings	(e.g.,	nursing	homes,	adult	family	homes,	group	homes).	Types	of	mistreatment	range	from	physical,	sexual,	or	emotional	to	financial
or	material	exploitation	and	neglect/abandonment	(either	self-imposed	or	by	another	person)	that	result	in	unnecessary	suffering.	Self-neglect	is	distinguisheed	from	types	of	elder	abuse	where	there	is	a	perpetrator.	Although	findings	on	the	incidence	of	abuse	vary	because	of	methodological	problems,	an	estimated	2	to	10	percent	of	older	adults	are
abused	by	someone	who	lives	with	them,	and	the	rate	increases	among	those	over	age	85	(Lachs	&	Pillemer,	2004;	National	Center	on	Elder	Abuse,	2006;	Taylor	et	al.,	2006;	Tomita,	2006).	In	the	National	Social	Life,	Health	and	Aging	Project—the	first	population-based	nationally	representative	study	to	ask	older	adults	about	their	experiences	with
mistreatment—9	percent	of	elders	reported	verbal	mistreatment,	3.5	percent	financial	exploitation,	and	0.2	percent	physical	abuse	by	family	members	(Laumann,	Leitsch,	&	Waite,	2008).	A	comprehensive	review	of	TYPES	AND	SIGNS	OF	ELDER	MISTREATMENT	•	Physical:	willful	infliction	of	pain	and	injury,	such	as	restraining,	slapping,	hitting,
malnutrition	•	Emotional:	verbal	assault,	threats,	insults,	humiliation,	infantilization,	isolation,	exclusion	from	activities	•	Sexual:	nonconsensual	sexual	contact	•	Material	or	financial:	theft;	misuse	or	concealment	of	the	elder’s	funds,	property,	or	estate;	telemarketing	fraud;	investment	schemes;	usurious	home	loans;	home	repair	scams	•	Medical:
withholding	or	improperly	administering	needed	medications,	aids	such	as	dentures,	glasses,	or	hearing	aids,	and	visits	to	physicians	•	Neglect:	refusal	or	failure	to	fulfill	any	part	of	a	person’s	obligations	to	an	elder;	withholding	of	food,	medications,	funds,	or	medical	care	•	Violation	of	rights:	removal	from	home	or	placement	in	a	long-term	care
setting	without	elder’s	consent	•	Abandonment:	desertion	of	elder	by	someone	responsible	for	the	elder’s	care	387	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	49	studies	on	abuse	concluded	that	one	in	four	vulnerable	elders	are	at	risk	of	abuse,	with	only	a	small	proportion	of	this	detected	(Cooper,	Selwood,	&	Livingston,
2008).	For	every	case	of	mistreatment	that	is	reported	to	authorities,	there	may	be	as	many	as	five	unreported	cases	(APA,	2006).	In	a	large	longitudinal	study,	elders	who	were	mistreated	were	3.1	times	more	likely	to	die	within	a	3-year	period	than	those	who	had	not	experienced	abuse	(Lachs	&	Pillemer,	2004).	Almost	66	percent	of	elder	abuse
reports	involve	family	members	as	perpetrators	(usually	adult	children	or	spouses),	and	over	half	represent	selfneglect	and	neglect.	Abusers	are	primarily	men	(National	Center	on	Elder	Abuse,	2006;	Teaster	et	al,	2005).	Although	financial	and	emotional	abuse	and	self-neglect	are	most	common,	neglect	and	physical	PROSECUTING	ELDER	NEGLECT
Neglect	cases	are	generally	extremely	difficult	to	prosecute	because	of	the	challenge	of	proving	“failure	to	act.”	Investigating	cases	of	elder	neglect	can	also	be	complicated	by	the	victim’s	underlying	disease:	Was	the	disease	or	neglect	responsible	for	the	person’s	death?	When	King	County	prosecutors	in	Washington	State	charged	a	daughter	with
killing	her	mother	through	reckless	neglect,	the	case	broke	new	ground.	It	was	the	first	time	the	county	medical	examiner	had	declared	a	death	to	be	homicide	by	elder	neglect,	and	it	sent	an	aggressive	new	message	that	crimes	of	neglect	would	no	longer	be	ignored.	A	fire	department	aid	crew	found	the	mother	in	her	garbage-littered,	foul-smelling
suburban	home.	The	mother	was	lying	in	the	fetal	position,	her	head	and	body	covered	with	feces.	She	was	taken	to	the	hospital,	where	she	died	a	week	later	of	dehydration	and	hypothermia.	Her	daughter,	who	had	called	911	and	reported	that	her	mother	had	fallen,	was	charged	with	first-degree	manslaughter.	The	daughter	said	she	had	brought	her
mother	shampoo,	assumed	she	was	bathing,	and	had	not	noticed	any	unusual	smells	about	her	mother.	388	abuse	(e.g.,	slapping,	hitting,	bruising)	are	reported	most	frequently.	Emotional	mistreatment,	neglect,	sexual	assault,	and	abandonment	are	harder	to	document	and	often	unreported	(Schofield	&	Mishra,	2003;	Teaster	&	Roberto,	2004).
Underreporting	also	occurs	because	some	abusive	behavior	is	enmeshed	within	complicated	familial	relationships	(e.g.,	a	family	that	has	always	yelled	at	one	another)	and	because	elders	who	are	dependent	on	their	abusers	fear	retaliation	if	they	report	mistreatment.	Psychological	and	financial	abuse	is	even	further	complicated	by	the	victim’s
dependency	on	the	abuser	or	the	perpetrator’s	economic	dependency	on	the	victim	(Muehlbauer	&	Crane,	2006).	Financial	Abuse	and	Exploitation	Financial	abuse	is	the	improper	use	of	an	elder’s	funds,	property,	or	assets,	often	resulting	from	a	distorted	sense	of	entitlement	in	managing	elder’s	finances.	Three	common	types	of	financial	exploitation
are	•	Door-to-door	scams:	Scammers	represent	themselves	as	repairmen,	skilled	workers,	or	representatives	of	charities.	They	contract	for	services	they	do	not	provide,	double-bill	for	services,	or	collect	money	for	false	charities.	•	Professional	swindles	by	insurance	or	investment	agents	who	promise	wealth	and	security	in	exchange	for	a	bogus
financial	investment	•	Caregiver,	relative,	or	acquaintance	abuse.	As	noted	above,	this	is	the	most	prevalent	and	predatory	type,	and	encompasses	psychological	abuse,	including	deceit,	intimidation,	threats,	and	insults	to	establish	power	and	control	over	the	elder.	Financial	abuse	is	frequently	the	underlying	motive	for	other	forms	of	abuse	as	well
(Jayawardena	&	Liao,	2006;	Sutterlund,	Tilse,	Wilson,	McCawley,	&	Rosenman,	2007).	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	BEWARE	OF	PREDATORS	PREYING	ON	OLDER	ADULTS	Betsy	was	a	78-year-old	widow	living	alone	in	her	own	home	in	the	suburbs.	For	most	of	the	10	years	since	her	husband	died,	Betsy	had
been	able	to	maintain	her	home	and	yard.	However	in	the	last	couple	of	years,	her	property	had	been	showing	signs	of	neglect.	The	house	was	overdue	for	a	painting.	A	fence	in	the	backyard	needed	to	be	repaired.	The	yard	was	no	longer	a	source	of	pride	as	it	had	once	been.	Although	it	was	not	evident	to	Betsy’s	grown	children—who	were	living
away	from	home	and	had	busy	lives	of	their	own—Betsy	was	beginning	to	show	early	signs	of	dementia.	Her	short-term	memory	was	poor,	and	she	had	problems	managing	her	finances.	She	knew	her	property	needed	fixing	up	but	was	reluctant	to	“bother”	her	children	with	it.	One	day	a	man	knocked	on	her	door	and	said	that	it	appeared	she	needed
some	work	done	around	the	house.	He	spoke	kindly	to	her	and	quickly	won	her	confidence.	She	thought	he	was	the	answer	to	her	prayers.	He	realized	that	Betsy	had	some	cognitive	problems	and	told	her	not	to	worry,	that	he	would	help	her	with	things	that	needed	to	get	done	and	would	give	her	a	special	deal.	Taking	advantage	of	her	confusion	and
trust,	he	had	her	sign	a	contract	and	began	asking	for	money	right	away	so	that	he	could	buy	supplies	and	get	started.	He	asked	Betsy	to	write	him	a	check	made	out	to	“cash,”	which	she	did.	Over	the	next	week,	this	man	politely	asked	Betsy	for	more	checks.	He	always	had	a	reason	for	needing	more	money,	and	Betsy	believed	him.	To	avoid	raising
suspicion,	he	did	not	ask	for	a	large	sum	at	one	time.	Instead,	he	had	her	write	a	series	of	checks	on	different	days.	Betsy	became	confused	about	what	she	was	paying	for,	but	it	never	crossed	her	mind	that	this	nice	man	was	swindling	her	until	he	stopped	showing	up	to	complete	the	work.	By	the	time	Betsy’s	daughter	became	involved,	the	man	was
nowhere	to	be	found	and	had	cashed	all	of	her	checks.	A	police	investigator	told	Betsy	and	her	daughter	that	he	had	seen	an	increase	of	cases	in	recent	years	in	which	vulnerable	older	adults	are	victims	of	fraud.	Betsy’s	children	finally	realized	that	their	mother	needed	more	of	their	support,	and	they	have	worked	out	a	system	in	which	Betsy	remains
in	her	own	home	while	allowing	her	children	to	help	with	specific	tasks	like,	check-writing	and	decision	making.	Undue	influence	is	an	abusive	behavior	that	is	especially	difficult	to	detect.	It	occurs	when	a	person	uses	his	or	her	role	and	power	to	exploit	the	trust,	dependency,	and	fear	of	another,	often	isolating	and	creating	a	world	controlled	by	the
abuser.	If	the	abuser	is	a	family	member,	older	victims	have	trouble	separating	their	feelings	of	care	and	love	from	the	loss	and	trauma	experienced	at	the	hands	of	the	abuser.	The	abusive	situation	becomes	more	complicated	when	the	abuser	is	dependent	on	the	older	victim	financially,	emotionally,	and	for	housing.	A	web	of	mutual	dependency	is
created	when	both	the	abuser	and	the	victim	rely	on	each	other	for	a	portion	of	their	livelihood.	Abuser	dependency	occurs	more	often	than	the	reverse;	for	example,	the	dependent	caregiver	relies	on	the	elder’s	financial	resources,	but	the	older	person	accepts	such	exploitation	over	being	placed	in	a	nursing	home	(Wilber	&	Nielsen,	2002;	Sutterland
et	al.,	2007).	Elder	neglect	or	deprivation,	whether	deliberate	or	unintentional,	accounts	for	60	to	70	percent	of	all	reported	elder	mistreatment	cases	(Fulmer	et	al.,	2005).	It	occurs	when	the	caregiver	does	not	provide	assistance,	goods,	or	services	necessary	to	avoid	physical	harm	or	mental	anguish	of	the	care	recipient,	such	as	denying	food	or
health-related	services	to	the	elder.	It	can	range	from	withholding	appropriate	attention	to	intentionally	failing	to	meet	the	elders’	needs,	including	not	managing	older	adults’	money	responsibly	(Muehlbauer	&	Crane,	2006).	The	elder’s	personality,	childhood	trauma	experiences,	and	cognitive	status	are	identified	as	risk	factors	for	neglect.	Some
research	on	the	relationship	between	self-reported	childhood	trauma	and	later-life	neglect	found	that	elders	who	suffered	from	neglect	or	abuse	in	childhood	are	more	likely	to	tolerate	poor	care	in	later	life	because	they	view	it	as	normative	(Fulmer	et	al.,	2005).	Self-neglect	is	three	times	more	likely	to	occur	than	physical	abuse	or	caregiver	neglect,
and	it	is	becoming	more	widespread	as	older	adults	stay	in	their	homes	longer	(Pavlik	et	al.,	2001).	It	occurs	when	the	older	adult	engages	in	behavior	389	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	RECOMMENDED	ACTIONS	FOR	PROFESSIONALS	SUSPECTING	FINANCIAL	EXPLOITATION	I.	Interview	the	elder	alone,
although	caregiver	may	resist	leaving	the	room.	A.	Inquire	about	various	financial	transactions—	including	cash,	income	checks,	checking	accounts,	credit	cards,	securities,	home	ownership,	wills,	and	payments	for	services—	that	include	the	caregiver.	Consider	the	following	concerns:	1.	Who	manages	monthly	income	checks?	2.	Who	signs	checks	and
other	documents?	3.	If	the	elder	signs	documents,	are	they	read	before	signing?	4.	If	an	attorney	is	involved,	who	hired	him/her?	B.	Inquire	about	relationships	with	family	members,	caregivers,	insurance	and	investment	advisors,	friends,	and	new	acquaintances.	Consider	the	following:	1.	Who	lives	with	the	elder?	2.	Who	cares	for	the	elder’s	needs?	3.
Are	relatives,	friends,	or	acquaintances	intrusive?	4.	Who	initiated	contact	involving	insurance	and	investment	advisors?	C.	Perform	a	cognitive	assessment,	evaluating	the	elder’s	ability	to	make	financial	decisions.	D.	Conduct	a	geriatric	psychiatry	assessment	to	uncover	psychological	vulnerabilities	that	might	impair	judgment	and	decisionmaking
ability.	E.	Ask	the	following	specific	questions:	1.	What	is	your	approximate	net	financial	worth?	2.	Has	anyone	been	treating	you	badly?	3.	Has	anyone	forced	you	to	do	anything	against	your	will?	4.	Has	anyone	coerced	you	to	transfer	money	or	sign	any	document?	5.	Has	anyone	hurt	you?	6.	Are	you	afraid	of	anyone?	II.	Interview	with	suspected
perpetrator	(if	available)	A.	Present	a	relaxed,	nonconfrontational	demeanor.	B.	Ask	about	their	relationship	with	the	older	adult.	390	C.	Discuss	the	elder’s	activities,	daily	routines,	and	special	needs.	D.	Look	for	the	following	behaviors:	1.	Demeaning	comments	about	the	older	person	2.	Defensive,	suspicious	attitude	3.	Hostility	about	your	inquiries



4.	Threat	to	change	doctors	III.	Other	suggested	actions:	A.	Contact	supportive	family	members	regarding	your	concerns.	B.	Recommend	that	a	nurse	or	social	worker	visit	the	home.	C.	Contact	your	state	Office	of	Protective	Services.	Since	each	state’s	reporting	laws	are	different,	be	sure	you	understand	and	follow	the	laws	of	your	state.	that
threatens	his	or	her	safety,	even	though	he	or	she	is	mentally	competent	and	understands	the	consequences	of	decisions.	In	some	instances,	the	inability	to	perform	essential	selfcare	activities	(e.g.,	providing	for	food,	shelter,	medical	care,	and	general	safety)	may	reflect	a	lifelong	lifestyle	choice	and	a	way	of	preserving	identity	and	remaining	in
preferred	environments.	Hoarding	is	an	extreme	case	of	selfneglect	that	may	threaten	elders’	health,	safety,	and	dignity,	particulary	because	its	private	nature	means	it	may	remain	unseen	by	others	(Poythress	et	al,	2006).	Elders	who	save	everything	may	be	trying	to	maintain	control	of	their	space.	Yet	such	self-preservation	behaviors	are	typically
socially	unacceptable	(Bozinovski,	2000;	Tomita,	2006).	Self-neglect	is	also	associated	with	mental	impairment	such	as	dementia,	isolation,	depression,	and	alcohol	abuse.	The	incidence	of	self-neglect	is	highest	among	women	living	alone	(Heath	et	al.,	2005).	Professional	interventions—typically	by	social	workers	or	nurses—generally	focus	on	building
trust	with	the	elder	to	allow	some	services	to	reduce	dangerously	unhealthy	living	situations	while	still	protecting	the	elder’s	autonomy	regarding	his	or	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	SIGNS	AND	SYMPTOMS	OF	SELF-NEGLECT	•	dehydration,	malnutrition,	untreated	or	improperly	managed	medical	conditions,
poor	personal	hygiene	•	hazardous	or	unsafe	living	conditions	(e.g.,	improper	electrical	wiring,	no	indoor	plumbing,	no	heat,	no	running	water)	•	unsanitary	or	unclean	living	quarters	(e.g.,	animal/insect	infestation,	no	functioning	toilet,	fecal/urine	smells)	•	inappropriate	and/or	inadequate	clothing,	lack	of	necessary	medical	aids	(e.g.,	eyeglasses,
hearing	aids,	dentures)	•	grossly	inadequate	housing	or	homelessness	her	living	situation.	In	some	instances,	however,	professionals	need	to	accept	that	there	is	nothing	they	can	do	to	change	the	situation	(Otto,	2002;	Wilber	&	Nielsen,	2002).	Whether	a	behavior	is	labeled	as	abusive	or	neglectful	depends	on	its	frequency,	duration,	intensity,	and
severity,	and	varies	across	states.	Lacking	a	national	policy	on	elder	mistreatment,	each	state	determines	standards	for	what	constitutes	abuse,	who	should	be	protected,	and	how.	Regardless	of	state	statutory	definitions,	however,	the	older	person’s	perception	of	the	action	and	the	sociocultural	context	of	the	mistreatment	also	affect	its	identification
and	consequences.	Although	ethnic	and	cultural	groups	vary	in	their	opinions	about	what	constitutes	abuse,	cultural	differences	should	never	be	used	as	a	justification	for	harming	an	older	person.	Nevertheless,	culture,	degree	of	acculturation,	and	filial	values	and	beliefs	can	influence	the	definition	of	abuse	and	the	elder’s	response	to	it	as	normal	or
not	(Lachs	&	Pillemer,	2004).	Professionals	must	take	account	of	cultural	differences	when	reporting	mistreatment.	In	Korean	families,	for	example,	an	elder	may	tolerate	financial	abuse	because	of	the	traditional	patriarchal	property	transfer	system,	where	sons	enjoy	exclusive	family	inheritance	rights.	Korean	elders	are	also	less	likely	to	report
mistreatment	out	of	shame	or	fear	of	creating	conflict	(Moon,	Tomita,	&	JungKamei,	2001;	Tomita,	2006).	Underreporting	of	abuse	among	communities	of	color,	especially	among	Asian	Americans,	may	also	reflect	language	barriers	or	mistrust	of	the	legal	and	health	care	systems.	Prevention	and	outreach	strategies	are	needed	to	address	both	general
and	culture-specific	risk	factors	that	contribute	to	elder	abuse	(Patterson	&	MalleyMorrison,	2006).	The	extent	of	elder	mistreatment	among	LGBT	relationships	is	unknown.	Many	in	the	current	cohort	who	are	uneasy	being	“out”	about	their	sexual	orientation	might	have	a	difficult	time	admitting	that	they	are	abuse	victims.	However,	this	may
improve	in	the	future	with	greater	societal	acceptance	of	same-sex	partnerships	(MetLife,	2006b).	With	the	increasing	numbers	of	grandparents	as	primary	caregivers	for	grandchildren,	the	hidden	problem	of	mistreatment	of	grandparents	by	older	grandchildren	may	also	become	more	visible	and	appropriate	interventions	may	be	developed	(Brownell
&	Berman,	2000;	Bullock,	2007).	As	noted	earlier,	while	caregiver	burden	and	the	elder’s	limited	functional	ability	may	be	contributing	factors,	caregiving	stress	does	not	in	itself	lead	to	abuse	or	explain	its	occurrence.	In	fact,	assumptions	that	such	stress	is	the	cause	of	mistreatment	can	lead	to	inappropriate	interventions	for	the	caregiver	rather
than	a	criminal	investigation	(Anetzberger,	2000;	Quinn	&	Heisler,	2002).	Consistent	with	the	P–E	model,	causes	result	from	interplay	of	individual	characteristics	of	the	abuser	and	the	victim	within	familial,	cultural,	and	social	contexts	that	result	in	adaptive	or	maladaptive	behaviors.	Consistent	with	feminist	and	social	exchange	theories,	power
inequities	are	more	plausible	explanations	than	family	stress.	There	is	growing	recognition	that	elder	mistreatment	should	be	viewed	largely	from	the	perspective	of	power	and	control,	and	391	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	392	MR.	JONES’	EMERGENCY	ROOM	VISIT	WARNING	SIGNS	OF	ABUSE	AND
NEGLECT	As	an	intern	in	a	regional	hospital,	you	have	been	called	into	the	emergency	room	by	a	nurse	supervisor	to	talk	with	Mr.	Jones,	an	80-year-old	widower.	The	nurse,	while	leaving	to	respond	to	another	emergency,	asks	you	to	“deal	with	this	senile	patient.”	Mr.	Jones	is	sitting	in	a	chair	beside	a	65-year-old	man,	Mr.	Sloan,	who	brought	Mr.
Jones	to	the	emergency	room.	The	two	men	have	been	living	together	for	the	past	16	years,	after	Mr.	Jones	became	widowed.	Mr.	Sloan	has	a	history	of	mental	illness	and	heavy	drinking,	and	has	been	unable	to	hold	a	steady	job	for	the	past	10	years.	Nevertheless,	the	two	men	appear	to	care	for	one	another	and	Mr.	Sloan	says	that	he	cooks,	cleans,
and	cares	for	Mr.	Jones’s	needs.	Mr.	Sloan	keeps	repeating	that	he	“doesn’t	know	how	much	longer	he	can	do	this”	and	just	does	not	understand	what	is	wrong	with	Mr.	Jones.	Mr.	Jones	is	disheveled	and	has	visible	bruises	on	his	face	and	arms.	You	learn	from	the	nurse	that	he	is	waiting	to	have	his	broken	right	wrist	set.	You	greet	Mr.	Jones	and	ask
him	what	happened,	and	Mr.	Sloan	answers	for	him.	He	says	he	found	Mr.	Jones	after	he	had	fallen	off	a	chair	when	trying	to	change	a	lightbulb.	As	he	describes	this,	Mr.	Jones	is	silent	and	unresponsive.	Mr.	Sloan	tells	you	that	both	the	hospital	intake	worker	and	emergency	room	nurse	admonished	Mr.	Jones	for	climbing	on	a	chair,	saying	he	should
know	better.	Mr.	Sloan	says	that	he	just	can’t	control	Mr.	Jones	every	minute	to	prevent	accidents	from	happening.	Mr.	Jones	looks	away.	He	is	confused	and	tells	you	that	he	couldn’t	find	his	Medicare	card	when	the	intake	worker	asked	for	it.	He	says	he	can’t	remember	whether	he	took	his	wallet	with	him	when	he	left	home.	When	Mr.	Jones	is	taken
into	an	examining	room,	Mr.	Sloan	insists	on	accompanying	him.	Mr.	Jones	begins	an	agitated	monologue	that	does	not	seem	to	make	sense.	Mr.	Sloan	explains	to	you	that	his	behavior	is	typical	and	that	there	is	no	point	in	talking	with	him.	Mr.	Sloan	says	that	he	will	answer	any	questions.	Mr.	Jones	becomes	increasingly	agitated	and	starts	to	cry.	As
the	intake	provider	in	the	emergency	room,	what	information	would	you	want	to	gather	from	these	two	men?	•	depression,	fear,	or	anxiety	on	the	part	of	the	elder	•	discrepancy	in	psychosocial	and	medical	history	between	elder	and	possible	abuser	•	vague,	implausible	explanations	of	illness	or	injuries	•	illness	that	does	not	appear	to	be	responding
to	treatment;	lab	findings	inconsistent	with	history	provided	•	frequent	visits	to	the	emergency	room;	unexplained	injuries	or	illnesses	thus	treated	as	a	criminal	matter,	whereas	neglect	may	be	a	crisis	in	caregiving	and	therefore	a	health	and	social	issue	(Fulmer,	Paveza,	&	Quadagno,	2002).	In	fact,	case	descriptions	of	abusers	and	victims	reflect
such	power	dynamics	and	marginalization	of	elders	(especially	women	and	the	oldest-old),	with	the	abuser	exerting	control	over	the	vulnerable	elder.	In	some	instances,	power	and	control	dynamics	are	most	salient	in	cases	of	nonphysical	abuse,	which	may	be	more	difficult	to	endure	and	may	have	more	lasting	negative	effects	than	actual	physical
violence	(Seff,	Beaulaurier,	&	Newman,	2008).	The	elder’s	lack	of	adequate	resources	to	pay	for	essential	services	and	inadequate	social	supports	also	increase	the	risk	of	mistreatment	(Choi,	Kim,	&	Asseff,	2009).	Given	gender	inequities	and	the	role	of	victim	dependency,	it	is	not	surprising	that	older	women	are	mistreated	at	higher	rates	than	men,
comprising	approximately	70	percent	of	reported	victims.	Nor	should	we	be	surprised	that	those	over	age	85	are	abused	at	two	to	three	times	their	population	representation.	Power	differentials	may	also	underlie	the	fact	that	sexual	abuse	is	the	least	acknowledged,	detected,	and	reported	type	of	elder	mistreatment	(National	Center	on	Elder	Abuse,
2006;	Teaster	&	Roberto,	2004).	Recent	research	suggests	that	mistreatment	of	older	men	is	often	invisible,	under-studied	and	undertreated.	Increasing	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	attention	is	being	given	to	the	abuse	of	older	men,	particularly	abandonment	of	those	who	have	“fractured	relationships”	with
their	families	(Kosberg,	2007;	Stratton	&	Moore,	2007;	Thompson	et	al.,	2007).	Research	on	intimate	partner	violence	among	older	couples	is	relatively	limited	compared	to	that	of	younger	populations.	Yet	partner	violence	may	have	more	adverse	effects	on	physical	and	mental	health,	and	may	be	more	severe	than	among	younger	partners.	Although
men	are	also	victims	of	abuse,	women	are	most	frequently	the	victims	of	spousal	or	partner	violence.	In	general,	older	women	underreport	partner	abuse	compared	to	older	men	(Logan	et	al.,	2006).	In	one	study,	more	than	50	percent	of	older	women	victims	experienced	multiple	types	of	abuse	during	their	lives	(Bonomi	et	al,	2007).	Violence	among
older	partners,	often	reflecting	lifelong	patterns	of	“domestic	violence	grown	old,”	is	not	an	isolated	onetime	occurrence	or	a	new	crisis	in	old	age.	In	such	instances,	older	women	may	stay	in	an	abusive	relationship	for	years,	hoping	the	situation	will	get	better	or	is	unaware	of	any	other	options.	They	may	cope	by	redefining	the	situation	as
unchangeable	while	focusing	on	their	other	roles,	setting	limits	with	their	abusive	partners,	and	reaching	out	to	others	to	survive	and	maintain	an	appearance	of	conjugal	unity	(Zink	et	al,	2006).	Women	who	silently	endure	violence	into	their	70s	or	80s	tend	to	become	increasingly	isolated	and	“fall	between	the	cracks”—too	old	to	go	to	domestic
violence	shelters	designed	for	younger	women	and	invisible	to	providers	of	age-based	services	(Coker	et	al.,	2002;	Fisher	&	Regan,	2006;	Kosberg	2008).	Partner	violence	may	also	occur	in	new,	first-time	relationships	or	may	be	“late-onset”	domestic	violence,	perhaps	triggered	by	retirement,	illness,	reduced	income,	cognitive	decline,	and	dementia.
Few	shelters	promote	themselves	to	older	women	or	are	equipped	to	handle	their	distinctive	needs;	but	even	when	such	shelters	exist,	they	are	underutilized	by	older	women.	As	noted	by	one	advocate,	“When	we	advertised	an	elder-domestic	violence	support	group,	no	one	came.	But	when	we	relaunched	it	as	a	quilt-making	group,	women	felt
comfortable	to	come	forward”	(France,	2006,	p.	82	).	Professionals	in	the	domestic	violence	and	aging	networks	should	be	trained	to	look	for	signs	of	intimatepartner	violence	to	ensure	that	older	victims’	needs	are	addressed	(Demaris	&	Reeves,	2007).	As	noted	earlier,	abuser	impairment	is	one	of	the	strongest	explanations	for	elder	mistreatment.
Abusers	typically	have	more	mental	or	physical	health	problems,	alcohol	or	drug	dependence,	financial	troubles	and	resentment	toward	and	social	isolation	from	the	older	person	THE	COMPLEXITIES	OF	DOMESTIC	VIOLENCE	GROWN	OLD	Married	for	41	years,	Audrey	was	first	abused	2	months	after	their	wedding.	Her	husband’s	attacks	increased
in	frequency	and	cruelty.	Once	he	caught	her	fingers	in	his	car	window	and	let	her	loose	only	when	her	screams	drew	a	crowd.	She	camouflaged	her	bruises.	But	her	psychological	wounds	were	painfully	visible.	He	made	her	believe	she	was	dumb	and	fat,	though	she	slimmed	down	to	a	fashion	model’s	stature,	and	made	her	totally	dependent	on	him.
He	refused	to	let	her	see	family	and	friends	alone	and	had	the	telephone	removed	from	the	house.	She	prayed	that	time	would	temper	his	moods,	though	it	never	did.	Retirement	seemed	to	make	him	angrier.	Even	when	he	sank	into	a	feeble	old	age,	he	would	strike	at	her	with	his	cane.	Only	a	few	years	ago,	a	doctor,	alerted	by	her	sad	demeanor,
asked	if	she	was	experiencing	trouble	at	home.	Unloading	her	secret	brought	Audrey	a	sense	of	liberation	she	hadn’t	felt	in	years.	Although	the	doctor	introduced	her	to	a	domestic	abuse	intervention	program	and	she	attended	weekly	meetings,	she	remained	with	her	husband.	Even	when	her	husband	was	totally	reliant	on	her	because	of	his	heart
disease,	high	blood	pressure,	and	diabetes,	the	physical	abuse	never	ebbed.	Right	before	he	died,	he	put	his	arm	around	her	and	told	Audrey	he	loved	her.	When	he	died,	she	was	finally	free	of	his	abuse	(France,	2006).	393	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	compared	to	nonabusers	(Lachs	&	Pillemer,	2004;	Schofield
&	Mishra,	2003;	Tomita,	2006).	The	history	of	the	relationship	is	also	salient;	for	example,	a	history	of	alcoholism,	financial	problems,	child	abuse	and	neglect,	conflict,	and	violence	in	the	relationship	are	risk	factors	(Barusch	&	Richardson	2006).	The	following	behavioral	characteristics	of	the	care	recipient	are	associated	with	greater	probability	of
being	abused:	being	aggressive,	critical,	complaining,	combative,	and	excessively	dependent	or	expressing	unrealistic	expectations.	Given	these	factors,	it	is	not	surprising	that	older	adults	who	are	socially	isolated—and	those	with	dementia,	who	may	display	aggressive,	unpredictable	behavior	and	who	are	typically	less	able	to	report	abuse	and	access
services—are	the	most	vulnerable	to	mistreatment	(Anetzberger	et	al.,	2000;	National	Center	on	Elder	Abuse,	2006;	Wilber	&	Nielsen,	2002).	Assessment,	Interventions,	and	Reporting	Families	and	health	care	providers	must	be	alert	to	signs	of	potential	mistreatment,	although	it	may	still	be	difficult	for	the	abused	to	talk	openly	about	their
experiences.	Additionally,	abusers	are	typically	effective	at	presenting	themselves	as	overly	concerned	about	their	older	victim	and	thus	at	masking	signs.	A	range	of	screening	and	assessment	tools	for	professionals	to	evaluate	both	caregivers	and	care	recipients	for	risk	of	elder	mistreatment	are	available.	Two	with	excellent	psychometric	properties
are	the	Elder	Assessment	CHARACTERISTICS	THAT	REFLECT	POWER	INEQUITIES	•	being	male	•	dependent	on	the	elder	for	housing,	finances,	or	other	services	(e.g.,	meals,	laundry)	•	mental	illness,	substance	abuse,	a	history	of	problem	behaviors,	and	lack	of	empathy	for	those	with	disabilities	394	Instrument	(EAI),	used	by	clinicians	(Fulmer,
2003),	and	an	index	of	risk	factors	as	part	of	a	comprehensive	geriatric	assessment	(Shugarman,	et	al.,	2003).	Primary	care	physicians	tend	to	underreport	abuse,	in	part	because	of	concerns	about	physician-patient	rapport,	patient	quality	of	life,	and	physician	control	to	decide	what	is	in	the	patient’s	best	interest	(Rodriguez	et	al.,	2006).	The	Elder
Abuse	Suspicion	Index	(EASI)	is	being	tested	with	physicians	as	a	user-friendly	tool	to	facilitate	referrals	of	possible	abuse	victims	to	specialized	professionals	(Wolfson,	Lithwick,	&	Weiss,	2008).	The	use	of	elder	abuse	screening	tools	with	family	caregivers	is	problematic,	since	families	are	reluctant	to	report	risk	factors.	For	this	reason,	some
researchers	recommend	the	use	of	self-report	measures	with	elders,	such	as	the	Vulnerability	to	Abuse	Screening	Tool	(VAT)	(Schofield	&	Mishra,	2003).	Others	argue	for	a	comprehensive	assessment	that	takes	account	of	the	caregiver,	care	recipient,	environmental,	housing,	and	community	factors	(Anetzberger,	2005).	Valid,	reliable	measures	and
consensus	on	what	constitutes	an	adequate	standard	for	validity	of	abuse	measures	are	needed	(Cooper,	Selwood,	&	Livingston,	2008).	Multilevel	interventions	aim	to	take	account	of	such	person–environment	characteristics.	One	intervention	program	successfully	coordinated	the	work	of	adult	protective	services	and	the	Alzheimer’s	Association	in
educating	caregivers	to	prevent	mistreatment	(Anetzberger	et	al.,	2000).	Another	model	focused	on	empowerment	and	strengthening	the	elder’s	resources	and	educating	the	caregiver;	it	also	included	home	care	interventions,	support	groups	for	elders,	and	caregiver	support	groups	(Nahmiash	&	Reis,	2000).	Because	of	the	high	incidence	of
behavioral	and	emotional	problems	of	abusers,	targeted	individual	interventions	with	caregivers	are	also	important	(Reay	&	Brown,	2002).	All	50	states	have	procedures	for	reporting	domestic	abuse	(including	24-hour	toll-free	numbers	for	receiving	confidential	reports	of	abuse),	and	all	but	six	have	made	such	reporting	mandatory	for	health	care
providers.	This	means	that	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	providers’	failure	to	report	elder	abuse	to	public	agencies	is	a	criminal	offense.	In	fact,	eight	states	require	“any	person”—not	just	professionals—to	report	suspicion	of	mistreatment.	All	states	have	established	APS	programs,	which	generally	have	the
authority	to	investigate	reported	cases	or	to	refer	them	to	appropriate	legal	authorities	such	as	district	attorneys.	Every	state	also	has	a	longterm	care	ombudsman	to	investigate	and	resolve	complaints	about	nursing	homes,	but	only	37	states	require	Adult	Protective	Services	(APS)	investigation	in	institutional	settings	(Teaster	&	Roberto,	2004).
Adult	Protective	Services	is	the	state	or	county	system	that	evaluates	risk,	assesses	the	elder’s	capacity	to	agree	to	services,	develops	and	implements	care	plans,	and	monitor	ongoing	service	delivery	(Otto,	2002).	Since	mandatory	reporting	laws	require	that	APS	accept	all	reports,	heavy	caseloads	typically	are	filled	with	complex	and	difficult	cases
that	other	agencies	are	unwilling	or	unable	to	accept	(Wilber	&	Nielsen,	2002).	Another	barrier	is	that	few	community-based	living	options	and	in-home	supports	exist	for	elders	removed	from	high-risk	situations.	In	addition,	professionals	are	often	biased	toward	home	care	and	resist	placing	the	elder	in	a	long-term	care	facility,	even	when	the	latter
would	be	safer	for	the	abused	elder	than	remaining	at	home	with	a	suspected	abuser.	Only	about	16	percent	of	cases	of	mistreatment	are	reported;	of	these,	over	60	percent	are	substantiated	after	investigation,	but	relatively	few	are	prosecuted,	often	because	witnesses	or	victims	are	unable	or	unwilling	to	testify	(Choi	&	Mayer,	2000;	Fulmer	et	al.,
2002;	Wilber	&	Nielsen,	2002).	Other	reasons	for	underreporting	include	social	isolation	and	our	society’s	value	on	family	privacy	(which	make	concealment	possible),	lack	of	uniform	reporting	laws,	and	professionals’	reluctance	to	report	suspected	cases.	Screening	measures	for	abuse	typically	assume	that	the	alleged	victim	has	the	cognitive	ability
to	respond	to	questions.	In	addition,	the	unknown	consequences	from	reporting	abuse	(e.g.,	removal	from	the	home,	nursing	home	placement,	abuser’s	anger)	may	be	more	traumatic	to	the	abused	than	remaining	in	the	negative	situation.	Reporting	abuse	may	make	visible	to	others	the	emotionally	painful	reality	that	a	child	can	abuse	a	parent.	If	the
abuser	is	arrested,	restrained	by	court	order	from	the	home,	or	abandons	the	elder,	the	older	adult	suffers	the	loss	of	a	caregiver	and	companion,	no	matter	how	harmful	the	relationship	may	be.	The	elder	may	grieve	the	loss	of	the	family	member	who	was	abusive	as	well	as	the	other	multifaceted	losses	entailed	by	abuse	(Bergeron,	2000).	Since
reports	of	abuse	to	APS	appear	to	be	only	the	“tip	of	the	iceberg,”	large,	rigorous	probability	samples	of	community-dwelling	older	adults’	self-reports	are	needed.	In	addition,	it	is	essential	to	conduct	longitudinal	follow-ups	of	APS	use.	Such	information	would	help	clarify	the	magnitude	of	the	problem	(Branch,	2002;	Otto,	2002;	Thomas,	2000).	Ethical
issues	typically	emerge	in	instances	of	elder	mistreatment.	Elders’	rights	to	selfdetermination	and	to	refuse	treatment—which	are	difficult	to	assess	in	ambiguous	situations—are	central	to	any	systems	to	prevent	mistreatment.	In	addition,	professional	ethics	places	a	high	value	on	confidentiality	and	protection	of	client’s	rights	and	autonomy.	As	a
result,	less	than	10	percent	of	APS	clients	receive	services	without	the	client’s	consent	PRINCIPLES	THAT	SHAPE	ADULT	PROTECTIVE	SERVICES	PRACTICE	•	the	client’s	right	to	self-determination	and	autonomy	•	the	use	of	the	least	restrictive	alternative	•	the	maintenance	of	the	family	unit	whenever	possible	•	the	use	of	community-based
services	rather	than	nursing	homes	•	the	avoidance	of	ascribing	blame	•	the	presumption	that	inadequate	or	inappropriate	services	are	worse	than	none	(Otto,	2000)	395	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	(Otto,	2002).	In	contrast	to	cases	of	child	abuse,	an	older	person	has	the	right	to	refuse	assistance	even	if	he	or
she	is	found	to	be	incompetent.	In	such	instances,	however,	APS	would	move	to	have	a	guardian	appointed	who	would	assume	authority	over	the	elder’s	personal	financial	and	estate	affairs	and	could	authorize	nursing	home	placement	against	the	elder’s	wishes	(Lachs	et	al.,	2002).	However,	a	court-appointed	guardian	may	also	mistreat	the	elder,
typically	through	financial	exploitation.	Issues	of	confidentiality	are	salient	in	caregiver	support	groups	where	caregivers	selfdisclose	abuse,	but	the	health	care	provider	is	mandated	to	report	this	information	(Bergeron	&	Gray,	2003).	A	MODEL	FOR	MULTIDISCIPLINARY	COLLABORATION	TO	PREVENT	AND	PROSECUTE	ABUSE	The	first	Elder
Abuse	Forensic	Center	(EAFC),	instituted	in	2003,	was	a	collaboration	of	APS	social	workers,	law	enforcement,	the	district	attorney’s	office,	a	medical	response	team,	public	guardians,	ombudsmen,	mental	health	services,	a	victim	advocate,	and	a	domestic	violence	expert	who	worked	cooperatively	on	cases	of	elder	and	dependent	adult	mistreatment.
This	multidisciplinary	model	is	being	implemented	nationwide	(Wigleswroth	et	al.,	2006).	For	example,	a	county-wide	Elder	Abuse	Project	in	Seattle	sponsors	an	elder	abuse	council	that	includes	police,	prosecutors,	nurses,	medical	examiners,	and	social	service	workers.	It	meets	monthly	to	determine	how	“the	system”	can	better	prevent,	treat,	and
respond	to	the	abuse	of	older	and	disabled	adults.	A	criminal	mistreatment	review	panel	helps	policy	makers	decide	whether	elder	neglect	cases	can	be	prosecuted.	The	project	also	trains	police,	emergency	room	staff	and	medical	technicians,	and	long-term	care	workers	to	detect	signs	of	elder	abuse	and	familiarize	themselves	with	state	laws.
Recognizing	that	neglect	is	one	of	the	most	underreported	crimes	and	one	of	the	least	understood	by	police	and	prosecutors,	the	project	is	currently	focusing	on	adult	neglect	cases.	396	Cases	of	mistreatment	have	become	criminalized	under	state	statutes	in	the	last	two	decades.	This	means	that	law	enforcement	may	conduct	a	criminal	investigation
while	APS	supports	the	victim	with	counseling	and	services	designed	to	provide	safe	medical	and	physical	care.	Some	intervention	models	include	teaming	law	enforcement	professionals	(e.g.,	police,	district	attorneys)	with	social	workers	and	other	health	and	human	service	professionals	from	a	wide	range	of	agencies	to	address	the	needs	of	both	the
victim	and	the	abuser	(Brownell,	2002).	Elder	Justice	Act	legislation	has	been	introduced	for	the	past	several	sessions	of	Congress	to	provide	more	funds	to	detect,	prevent,	and	prosecute	elder	abuse,	but	has	not	yet	been	passed.	Underpaid	Caregivers:	Direct	Care	Workers	We	turn	now	to	the	largest	group	of	health	care	workers	and	the	biggest
component	of	the	longterm	care	workforce—direct	care	workers.	They	are	second	only	to	families—the	unpaid	caregivers—as	the	primary	providers	of	longterm	care	in	both	the	community	and	in	skilled	nursing	facilities.	The	direct	care	industry	is	comprised	of	three	groups:	1)	nurse	aides,	orderlies	and	attendants;	2)	home	health	aides;	and	3)
personal	and	home	care	aides	(Leutz,	2007).	Of	the	total	number	of	direct	care	jobs	in	long-term	care,	56	percent	are	in	nursing	and	personal	care	facilities,	17	percent	in	assisted	living	and	other	residential	care	settings,	and	the	remaining	27	percent	in	home	health	care	(either	through	an	agency	or	as	independent	providers	or	employed	by	older
adults	through	consumer-directed	care	programs)	(Howes,	2004).	As	the	“hands,	voice,	and	face”	and	core	of	the	long-term	care	system,	direct	or	chronic	care	workers	provide	“high-touch”	intimate,	personal,	and	physically/emotionally	challenging	care	(Harahan	&	Stone,	2009;	Institute	of	Medicine,	2008).	These	hands-on	providers	are
OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	expected	to	be	compassionate	in	their	care,	yet	usually	do	not	feel	prepared,	respected,	or	valued—similar	to	the	experiences	of	many	family	caregivers.	The	intersections	of	gender,	race,	and	immigration	status	are	reflected	in	the	characteristics	of	direct	care	workers.	Nine	out	of
ten	are	women,	oftentimes	single	mothers	responsible	for	dependent	children,	with	minimal	education,	frequently	holding	more	than	one	job	but	still	living	in	poverty	or	near-poverty,	and	increasingly	dependent	on	food	stamps	and	other	public	benefits	to	supplement	their	income.	Many	are	women	transitioning	from	welfare	to	work	and	facing
significant	barriers	to	employment.	These	conflicting	pressures	may	affect	their	work	performance.	Racial	inequities	in	terms	of	education	and	employment	opportunities	across	the	life	course	partially	explain	the	predominance	of	African	American,	Asian,	and	Latina	women	(many	of	whom	are	immigrants)	among	such	hands-on	care	providers.	African
Americans	form	33	percent	of	the	workforce	and	Latina	or	other	workers	of	color	comprise	over	15	percent.	Foreign-born	women,	generally	educated	in	another	country,	comprise	20	to	25	percent	of	the	direct	care	workforce	and	have	the	greatest	likelihood	of	such	employment,	with	the	highest	rates	among	immigrants	from	Mexico,	Haiti,	Puerto
Rico,	Jamaica,	and	the	Philippines.	Immigrant	women	are	especially	vulnerable	to	financial	exploitation	because	such	work	is	often	paid	under	the	table,	which	means	local	labor	laws	may	not	be	enforced.	The	wide	variation	by	race,	ethnicity,	and	culture	among	direct	care	staff—reflected	in	language	and	cultural	differences	in	communication—may
result	in	miscommunication	and	conflict	with	other	staff,	older	care	recipients,	and	family	members,	which	may	interfere	with	meeting	older	persons’	needs	(Browne	&	Braun,	2008;	Harahan	&	Stone,	2009;	Leutz,	2007;	Smith	&	Baughman,	2007;	Stone	&	Dawson,	2008).	Over	12	percent	of	nurses	aides,	for	example,	report	that	they	speak	English
poorly	or	not	at	all	(Redfoot	&	Houser,	2005).	Our	society’s	lack	of	public	recognition	of	the	socially	and	economically	important	work	of	caregiving	is,	in	turn,	reflected	in	relatively	negative	working	conditions.	These	include	povertylevel	wages	and	part-time	employment	with	no	or	limited	benefits	(particularly	health	insurance);	little	training;
inadequate	supervision;	and	low	status.	As	a	result,	19	percent	of	home	care	aides	and	16	percent	of	nurse’s	aides	are	poor	by	the	U.S.	Census	definition	(Browne	&	Braun,	2008;	Harrahan	&	Stone,	2009;	Stone	&	Dawson,	2008).	In	fact,	the	current	direct	care	workforce	has	median	hourly	earnings	that	are	more	than	30	percent	lower	than	that	of	the
overall	female	workforce	in	the	U.S.,	due	in	part	to	the	high	proportion	of	nonwhite	and	foreign-born	workers	and	their	lower	education	levels	(Smith	&	Baughman,	2007).	Although	many	people	are	drawn	to	direct	care	work	from	a	desire	to	help	people	(Squillace,	Bercovitz,	Rosenoff	&	Remsburg,	2008),	such	work	is	physically	and	emotionally
draining.	The	heavy	workload	is	often	a	repetition	of	single	tasks,	and	the	risk	of	personal	injury	from	physical	work	is	among	the	highest	of	any	occupation,	by	one	estimate	second	only	to	truck	drivers	(Stone	&	Dawson,	2008).	The	rate	of	depression	among	personal	care	workers	is	the	highest	across	21	occupational	categories	that	were	tracked
(SAMHS,	2007).	Workers	of	color	may	be	treated	disrespectfully,	called	“girl”	or	“maid,”	even	verbally	and	physically	abused,	by	some	older	care	recipients.	In	addition,	there	are	few	incentives	for	such	direct	care	workers	to	obtain	more	training	or	education	to	enhance	quality	of	care.	(Stone	&	Dawson,	2008).	The	low	societal	value	placed	on
caregiving	within	the	long-term	care	system	can	create	problems	not	only	for	the	workers	but	also	for	older	adults,	family	members,	and	formal	providers	of	care.	Quality	of	care	is	diminished	when	morale	among	direct	care	workers	is	low,	turnover	high,	and	labor	shortages	persistent	(Howes,	2006).	Not	surprisingly,	the	turnover	rate	among	direct
care	workers	is	high,	with	over	70	percent	of	certified	nursing	assistants	replaced	397	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	annually	in	nursing	homes	and	30	percent	in	home	care.	Turnover	not	only	disrupts	continuity	of	care	but	is	expensive,	costing	providers	from	$1,400	to	$3,900	per	direct	care	worker	for
recruitment,	training,	and	lost	productivity.	The	total	costs	of	turnover	among	direct	care	workers	is	estimated	to	exceed	$4	billion	annually	(Harrahan	&	Stone,	2009;	Wiener,	Squillace,	Anderson	&	Khatutsky,	2009).	Over	66	percent	of	states	face	a	shortage	of	direct	care	workers.	To	illustrate,	a	national	study	of	nursing	home	staffing	found	that	97
percent	had	staffing	levels	below	those	recommended	by	the	Institute	of	Medicine	(Harrington,	2005).	This	raises	concerns	because	a	direct	relationship	between	higher	nursing	home	staffing	levels	and	improved	quality	of	care	has	been	identified	(Bostick	et	al,	2006).	Additionally,	consumerdirect	care	programs	are	often	not	able	to	provide	adequate
services	because	of	staff	shortages	(Dale	&	Brown,	2007).	Such	labor	shortages	will	be	exacerbated	as	the	population	of	older	adults	increases,	with	projections	of	a	nearly	70	percent	growth	in	long-term	care	workers	required	between	2000	and	2010	(Howes,	2004;	Institute	for	the	Future	of	Aging	Services	[IFAS],	2004;	Montgomery	et	al.,	2005;
Moore,	2006).	While	hiring	immigrants	could	be	a	way	to	ease	the	labor	shortage,	stringent	immigration	laws	for	direct	care	workers	limit	the	numbers,	and	only	temporary	work	visas	are	possible	(Browne	&	Braun,	2008).	Fortunately,	employers	and	policy	makers	are	beginning	to	recognize	the	centrality	of	direct	care	workers	to	quality	long-term
care.	Primary	strategies	include	the	need	to	expand	wages	and	benefits,	upgrade	training	programs	and	career	ladders,	improve	organizational	culture,	and	implement	recruitment	priorities.	The	2001	Institute	of	Medicine	report	emphasized	that	the	quality	of	long-term	care	depends	on	the	performance	of	the	caregiving	workforce	and	recommended
more	attention	to	education,	training,	and	supports	for	direct	care	workers	This	represented	a	shift	from	past	reports’	emphasis	on	regulations	and	staffing	levels	398	(Harrington,	2005;	IOM,	2001;	Stone	&	Dawson,	2008).	The	recruitment	and	retention	of	direct	care	workers	qualified	to	provide	patientcentered	care	is	also	recommended	by	the	2008
Institute	of	Medicine	report	(IOM,	2008).	More	recently,	the	improved	quality	of	direct	care	jobs	has	been	linked	to	the	economic	development	of	surrounding	communities	(Stone	&	Dawson,	2008).	In	California,	Oregon,	and	Washington,	home	care	workers	have	unionized;	coalitions	of	organized	labor,	disabilities	activists,	senior	citizens’	lobbies,	and
community	groups	share	the	goal	of	changing	the	structure	of	employment	in	home	health	care.	Because	of	unionization	in	California,	roughly	25	percent	of	home	care	workers	earn	more	than	the	minimum	wage	and	have	access	to	health,	dental,	and	vision	care	insurance.	As	a	result,	being	a	home	care	worker	has	been	considered	a	good	job	in
California,	although	this	may	be	shifting	because	of	the	state’s	severe	budget	cuts	in	2009-10	(Howes,	2004).	Nevertheless,	a	well-documented	pattern	exists	in	several	states	where	recruitment	and	retention	are	improved	when	wages	and	health	benefits	are	increased.	Unfortunately,	employers	have	limited	ability	to	enhance	wages	and	benefits
because	of	constraints	inherent	in	Medicaid	and	Medicare	funding	for	long-term	care	(Harahan	&	Stone,	2009;	Howes,	2005,	2006;	Smith	&	Baughman,	2007;	Wiener	et	al.,	2009).	As	a	result,	most	direct	care	workers	lack	basic	competencies	essential	to	quality	care,	particularly	effective	interpersonal	communication	skills	(Levy-Storms,	2005).	In
addition,	few	incentives	exist	for	direct	care	workers	to	obtain	more	training	or	education	(IOM,	2008).	By	keeping	reimbursement	rates	low,	the	federal	government	sets	the	near-poverty-level	wages	and	undervalued	career	paths	of	direct	care	staff	in	long-term	care	that	may	negatively	affect	frail	elders’	physical	and	mental	health	and	well-being
(Stone,	2004).	As	the	predominant	long-term	care	recipients,	older	women,	who	are	frequently	poor,	are	most	often	negatively	impacted	by	the	adverse	work	environments	faced	by	their	lowincome	female	caregivers.	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	In	addition	to	improved	wages	and	benefits	as	a	result	of	public
funding,	it	is	essential	to	provide	direct	care	workers	with	more	opportunities	to	be	involved	in	decision	making.	This	is	because	the	staff	often	knows	the	older	resident	better	than	professional	staff.	When	direct	care	workers	feel	valued	by	their	supervisors	who	ask	for	their	opinions,	they	generally	experience	higher	levels	of	job	satisfaction	and	are
more	likely	to	stay	in	their	jobs	(Harahan	&	Stone,	2009;	IFAS,	2004;	Wiener	et	al.,	2009).	The	need	to	improve	the	recruitment	and	preparation	of	direct	care	workers	is	acute.	While	increases	in	wages,	benefits,	and	particularly	health	insurance	coverage	are	critical,	the	nature	of	the	work	environment	is	one	of	the	most	salient	predictors	of	job
satisfaction	and	turnover	among	direct	care	workers.	This	is	shaped	primarily	by	the	management	style	and	quality	of	supervision.	The	job	satisfaction	of	direct	care	workers	is	likely	to	be	enhanced	by	changes	in	the	organizational	environment	that	support	worker	autonomy	and	a	sense	of	personal	responsibility	for	one’s	work	(e.g.,	involvement	in
care	planning	meetings),	promote	good	relationships	with	older	clients,	and	provide	training	and	feedback	from	supervisors	(Dawson,	2007;	Leutz,	2007;	Stone,	2004).	The	Institute	for	the	Future	of	Aging	Services	administered	“Better	Jobs,	Better	Care—a	national	project	funded	by	the	Robert	Wood	Johnson	Foundation	to	encourage	policy	and
practice	initiatives	related	to	the	recruitment	and	retention	of	a	quality	direct	care	workforce—recommended	the	following	strategies	(Stone	&	Dawson,	2008):	Organizational	culture-change	projects	in	skilled	nursing	facilities	have	also	reduced	turnover	significantly	and	increased	the	satisfaction	of	direct	care	staff	and	family	caregivers	(Dawson,
2007;	Kane	et	al.,	2007;	Wiener	et	al.,	2009).	There	are	also	recent	positive	developments	in	terms	of	organizing	and	unionizing	direct	care	workers	(e.g.,	state	innovations	to	provide	advancement	opportunities	or	career	ladders	and	changes	in	organizational	EFFECTIVE	STRATEGIES	FOR	IMPROVING	QUALITY	OF	DIRECT	CARE	Supervision	is	the
most	important	factor	promoting	job	commitment	and	retention,	staff	camaraderie,	and	team	building.	•	Supportive	services,	such	as	full-time	employment	counselors	and	coaching	supervision	•	Retention	specialist	teams	•	Enhanced	training	based	on	adult	learning	in	communication	and	problem	solving	•	Opportunities	for	professional	growth	•
Worker	participation	in	all	decisions	•	Career	and	education	advancement	•	Leadership	development	•	Organizational	assessment	for	cultural	competence	and	institutionalized	racism	•	Targeted	recruitment	through	significant	up-front	assessment	and	screening	•	Wage	and	benefit	enhancements	•	Worker	empowerment	and	advocacy	(Stone,	2004;
Stone	&	Dawson,	2008)	culture	to	foster	worker	involvement	in	decision	making).	Training	and	hiring	of	low-income	older	workers	as	direct	care	staff	are	also	proposed	as	solutions	to	the	long-term	workforce	shortage	and	to	increasing	the	economic	well-being	of	elders	who	need	to	work.	However,	this	direction	may	carry	the	risk	of	perpetuating	a
pattern	of	lowincome	older	women	being	caregivers	across	the	life	course,	without	adequate	compensation	or	recognition	(Butler,	2009;	Calasanti,	2004;	Hwalek,	Straub,	&	Kosniewski,	2008).	National	advocacy	organizations,	such	as	the	Direct	Care	Alliance,	are	highly	visible	in	policy	arenas,	working	to	increase	salaries	and	occupational	therapy	to
direct	care	workers.	Another	national	organization,	PHI:	Quality	Care	through	Quality	Jobs,	not	only	addresses	policy	issues,	but	provides	technical	assistance	related	to	best	practice	for	the	direct	care	workforce.	The	National	Elder	Care	Workforce	Alliance	(EWA),	a	coalition	of	professionals	and	direct	care	workers,	seeks	to	implement	the	2008	IOM
report	recommendations	related	to	direct	care	workers	and	quality	of	care	399	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	through	federal	legislation.	In	some	states,	direct	care	workers	and	family	caregivers	collaborate	to	influence	legislation	with	benefits	for	both	types	of	caregivers.	Implications	for	the	Future	With	the
aging	of	the	baby	boomers	and	increased	longevity,	family	care	of	older	adults	will	undoubtedly	encompass	a	longer	phase	of	the	life	course,	with	adults	devoting	40	to	50	years	to	caring	for	older	care	recipients.	Care	networks	will	be	larger	and	more	complex	because	of	the	diversity	of	family	structures	and	the	effects	of	divorce,	remarriage,	blended
families,	more	single	parents,	unmarried	heterosexual	couples,	and	LGBT	families	raising	children.	Women	are	likely	to	remain	the	primary	caregivers	for	elders.	Although	75	percent	of	married	mothers	work	outside	the	home,	women	still	assume	primary	responsibility	for	children.	In	fact,	women	devote	nearly	as	much	time	to	household	tasks	now
as	they	did	50	years	ago,	even	though	the	expectation	and	necessity	for	women	to	enter	the	paid	workforce	has	grown.	The	persistence	of	this	gender-based	pattern	in	child	care	and	household	tasks	thus	tempers	expectations	that	men	will	soon	become	the	majority	of	primary	care	providers	of	frail	elders,	although	the	percent	of	male	caregivers	is
already	increasing	(Family	Caregiver	Alliance,	2006b).	The	workforce	need	for	direct	care	workers	in	home	health	and	residential	care	will	outpace	the	supply	among	women	ages	25	to	54.	In	fact,	the	job	growth	rate	for	direct	care	workers	is	projected	to	be	twice	as	high	as	health	care	employment	in	general	(45	percent	vs.	25	percent)	and	three
times	as	high	as	in	all	other	industries	(45	percent	vs.	16	percent)	(Montgomery	et	al.,	2005).	Possible	solutions	to	this	looming	shortage	are	to	recruit	more	workers	from	other	countries	(although	this	is	more	difficult	with	new	immigration	restrictions);	expand	the	number	of	training	programs;	offer	retraining	for	400	older	and	displaced	workers;
improve	worker	safety,	wages,	and	benefits;	and	utilize	technology	to	assist	with	direct	care	monitoring	(Dawson,	2008).	The	role	of	government	in	supporting	family	caregivers	in	the	near	future	is	unclear	and	will	undoubtedly	be	affected	by	the	escalating	federal	deficit.	Current	federal	cutbacks,	increased	military	spending,	and	the	devolution	of
responsibility	for	services	to	the	states	suggest	that	public	funding	to	support	informal	caregivers	will	probably	be	limited.	More	corporations	may	offer	elder	care	services	as	an	employee	benefit	because	of	the	effects	of	family	caregiving	on	worker	productivity,	although	this	is	unlikely	to	occur	until	businesses	see	the	economic	gains	of	such
programs	Other	private	sector	initiatives,	such	as	faith-based	programs,	may	offer	incremental	supports	for	families,	but	these	are	unlikely	to	reduce	substantially	the	burdens	faced	by	families	who	may	be	caring	for	persons	with	cognitive	impairments	for	many	years.	For-profit	geriatric	care	management	businesses	are	likely	to	grow,	especially	to
address	issues	of	caregiving	at	a	geographic	distance.	However,	these	services	to	locate	and	coordinate	resources	will	be	primarily	accessible	to	uppermiddle-class	adult	children.	Unless	patterns	of	public	funding	change	dramatically,	low-income	families	who	are	not	poor	enough	to	qualify	for	Medicaid-funded	services	will	typically	lack	such
supports.	Health	care	providers’	assessments	of	older	adults	will	increasingly	include	taking	account	of	family	caregivers’	capacities.	Nurses	and	social	workers	will	play	a	key	role	in	identifying	supportive	resources	for	families	to	enhance	their	caregiving	capability	and	reduce	stress.	The	issues	of	grief	and	loss	inherent	in	family	care,	especially	for
an	older	adult	with	dementia,	will	need	to	be	addressed	by	hospice	workers,	bereavement	counselors,	and	other	providers.	The	professional	preparation	of	health	care	providers	must	include	more	information	about	how	family	history	and	relationships	affect	care,	how	to	work	effectively	with	family	systems,	and	how	to	identify	supportive
OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL	CAREGIVING	resources	for	caregivers.	Providers	will	also	need	training	on	detecting	and	reporting	elder	mistreatment.	The	use	of	information	technology	to	provide	family	caregivers	with	informal	and	mutual	support	will	grow.	Living	in	a	networked	society,	senior	boomers,	facile	with	computers
and	the	Internet	throughout	their	adult	lives,	will	be	more	comfortable	than	current	cohorts	in	accessing	information	and	support	from	others—including	resources	for	family	caregivers—through	computer-based	technology.	The	Internet	already	provides	a	wealth	of	information	for	family	caregivers.	These	include	free	e-mail	question-and-answer
sites,	bulletin	board	structures	for	sharing	concerns	and	joint	problem	solving,	digital	photos	of	long-term	care	facilities,	and	links	to	national	resources.	Services	such	as	these	will	continue	to	grow.	Family	caregivers	will	increasingly	turn	to	other	caregivers	for	24-hour	mutual	support	as	well	as	accessing	medical	information	via	the	Internet.	The
growth	of	assistive	technology	and	computerized	“smart	homes”	will	enable	more	frail	elders	to	remain	safely	in	their	own	homes.	However,	such	innovative	supports	will	be	more	readily	available	to	those	who	can	privately	purchase	them	than	to	low-	or	moderateincome	elders	and	their	families.	Whether	computer	technology	can,	over	time,	reduce
inequities	and	barriers	to	services	among	lowincome	elders	of	color	remains	unknown,	and	will	probably	mirror	racial	and	class	gaps	among	younger	generations.	Summary	Most	families,	regardless	of	social	class	or	race/ethnicity,	attempt	to	provide	care	for	their	older	members	for	as	long	as	possible,	and	seek	nursing	home	placement	only	when
they	have	exhausted	other	resources.	Without	informal	caregiving,	the	costs	of	long-term	care	to	society	would	be	staggering.	Adult	children—generally	women—are	faced	with	providing	financial,	emotional,	and	physical	assistance	to	elders,	oftentimes	with	little	support	from	others.	In	low-income	families	and	those	of	color,	older	adults	are	likely	to
receive	daily	care	from	younger	caregivers	and	to	be	involved	themselves	in	caring	for	grandchildren.	But	there	are	often	numerous	financial,	physical,	and	emotional	costs	to	caregiving.	Elder	mistreatment	is	one	tragic	outcome	of	a	stressful	caregiving	situation,	although	most	likely	a	result	of	caregivers’	own	behavioral	problems.	Responsibilities
for	caregiving	are	affected	by	a	number	of	social	trends,	most	notably	the	increasing	percentage	of	middle-aged	women	(traditionally	the	caregivers,	who	are	more	likely	to	be	employed)	and	the	number	of	reconstituted	families	resulting	from	divorce	and	remarriage.	The	needs	of	caregivers	are	clearly	a	growing	concern	for	social	and	health	care
providers	and	policy	makers.	GLOSSARY	anticipatory	grief	experienced	before	the	death	of	the	care	recipient,	often	when	there	are	cognitive	and	personality	changes	in	persons	with	dementia,	so	that	psychological	death	occurs	before	the	physical	one	caregiving	the	act	of	assisting	people	with	personal	care,	household	chores,	transportation,	and
other	tasks	associated	with	daily	living;	provided	primarily	by	families	without	compensation	or	by	direct	care	workers	caregiver	burden	physical,	emotional,	and	financial	costs	associated	with	assisting	persons	with	long-term	care	needs	chronic	sorrow	long	term,	seemingly	never-ending	grief	that	can	impede	physical	and	mental	well-being	direct
care	workers	nurse	aides,	personal	assistants,	and	home	care	staff	who	provide	hands-on	care	in	both	home	and	long-term	care	settings;	also	referred	to	as	chronic	care	workers	disenfranchised	grief	grief	that	is	not	publicly	recognized,	such	as	the	death	of	an	LGBT	partner,	a	lover,	or	a	pet	401	OPPORTUNITIES	AND	CHALLENGES	OF	INFORMAL
CAREGIVING	elder	mistreatment	maltreatment	of	older	adults,	including	physical,	sexual,	and	psychological	abuse,	and	financial	exploitation	and	neglect	elder	neglect	deprivation	of	care	necessary	to	maintain	elders’	health	by	those	trusted	to	provide	the	care	(e.g.,	neglect	by	others)	or	by	older	persons	themselves	(self-neglect)	Family	and	Medical
Leave	Act	federal	legislation	passed	in	1993	that	provides	job	protection	to	workers	requiring	short-term	leaves	from	their	jobs	for	the	care	of	a	dependent	parent,	seriously	ill	newborn,	or	adopted	child	hoarding	a	type	of	self-neglect	in	which	the	person	excessively	saves	things,	often	putting	themselves	or	others	at	risk	informal	caregiving	unpaid
assistance	provided	by	family,	friends,	and	neighbors	for	persons	requiring	help	with	ADL	and	IADLs	intimate-partner	violence	domestic	violence	between	partners/spouses	National	Family	Caregiver	Support	Program	of	2000	requires	state	and	area	agencies	on	aging	to	provide	services	to	support	family	caregivers	objective	burden	reality	demands
that	caregivers	face	(income	loss,	job	disruption,	poor	health)	primary	stressors	events	that	derive	directly	from	the	elder’s	illness,	such	as	memory	loss	or	wandering	respite	care	short-term	relief	for	caregivers;	may	be	provided	in	the	home	or	out	of	the	home	(e.g.,	adult	day	health	centers)	secondary	stressors	do	not	arise	directly	from	the	older
person’s	illness,	such	as	role	strains	and	loss	of	time	for	self;	however	these	are	not	secondary	in	terms	of	their	importance	self-neglect	the	older	adult	engages	in	behavior	that	threatens	their	own	safety,	even	though	mentally	competent	subjective	burden	the	caregiver’s	experience	of	caregiver	burden;	differential	appraisal	of	stress	undue	influence
abusive	behavior	when	a	person	uses	role	and	power	to	exploit	the	trust,	dependency,	and	fear	of	another,	often	around	financial	matters	women	in	the	middle	women	who	have	competing	demands	from	older	parents,	partners,	children,	or	employment	402	RESOURCES	Log	on	to	MySocKit	(www.mysockit.com)	for	information	about	the	following:	•
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Perspective,	9/e.	Nancy	R.	Hooyman.	H.	Asuman	Kiyak.	Copyright	©	2011	by	Pearson	Education.	Published	by	Allyn	&	Bacon.	All	rights	reserved.	415	Photodisc/Getty	Images	Living	Arrangements	and	Social	Interactions	In	this	chapter,	we	focus	on	•	P–E	theories	that	describe	how	to	maximize	competence	as	we	age	•	The	impact	of	the	natural	and
built	environment	on	older	persons’	social	functioning	•	The	importance	of	planning	elder-friendly	and	livable	communities	•	Options	in	housing	and	community-based	long-term	care	•	Organizational	cultural	change	in	long-term	care	facilities	•	Services	to	help	elders	remain	as	autonomous	as	possible	in	the	community	•	Universal	design	and	new
assistive	technologies	to	promote	aging	in	place	•	Housing	policy	affecting	older	adults	and	the	impact	of	federal	policy	changes	on	subsidized	housing	•	Homelessness	among	older	adults	•	Housing	and	health	services	for	aging	prisoners	416	Elders’	interactions	with	their	physical	environment	are	examined	in	this	chapter,	from	the	community	to	the
neighborhood	and	private	home	to	alternative	long-term	care	settings.	As	we	have	discussed,	active	aging	depends	on	physical	and	functional	health,	cognitive	and	emotional	well-being,	spirituality,	and	a	level	of	social	engagement	that	is	congruent	with	an	individual’s	abilities	and	needs.	Another	critical	element	that	affects	the	aging	process	is	the
environment,	both	social	and	physical,	that	serves	as	the	context	for	activities	as	well	as	the	stimulus	that	places	demands	on	the	individual.	According	to	person–environment	(P–E)	theories	of	aging,	an	individual	is	more	likely	to	experience	high	life	satisfaction	and	quality	of	life	in	an	environment	that	is	congruent	with	his	or	her	physical,	cognitive,
and	emotional	needs	and	level	of	competence.	LIVING	ARRANGEMENTS	AND	SOCIAL	INTERACTIONS	Age-related	changes	and	disease	conditions	tend	to	make	older	people	more	sensitive	to	characteristics	of	the	physical	environment	that	may	have	little	effect	on	the	typical	younger	person.	They	may	impair	the	older	person’s	ability	to	adapt	to
and	interact	with	complex	and	changing	environments.	On	the	other	hand,	many	older	people	function	as	well	as	younger	persons	in	a	wide	range	of	physical	surroundings.	Observation	of	these	differences	in	individual	responses	has	led	to	the	concept	of	congruence	or	fit	between	the	environment	and	the	individual.	Person–Environment	Theories	of
Aging	The	impact	of	the	environment	on	human	behavior	and	well-being	is	widely	recognized	in	diverse	disciplines.	Environment	as	a	complex	variable	entered	the	realm	of	psychology	in	the	early	work	of	Kurt	Lewin	and	his	associates	(Lewin,	1935,	1951;	Lewin,	Lippitt,	&	White,	1939).	Lewin’s	field	theory	(1935,	1951)	emphasizes	that	any	event	is
the	result	of	multiple	factors,	individual	and	environmental;	or,	more	simply	stated,	B	=	f(P,E)	(i.e.,	behavior	is	a	function	of	personal	and	environmental	characteristics).	Accordingly,	any	change	in	characteristics	of	either	the	person	or	the	environment	is	likely	to	modify	that	individual’s	behavior.	Optimal	well-being	is	experienced	when	a	person’s
needs	are	in	equilibrium	with	environmental	features.	For	example,	an	older	woman	who	has	lived	on	a	farm	will	adjust	more	readily	to	a	small	nursing	home	in	a	rural	area	than	to	a	large	urban	facility.	In	contrast,	an	older	couple	who	are	city-dwellers	may	be	dissatisfied	if	they	decide	to	retire	to	a	small	home	on	a	lake	far	from	town;	adaptation	may
be	more	difficult	and	perhaps	never	fully	achieved.	To	the	extent	that	individual	needs	are	not	satisfied	because	of	existing	environmental	characteristics	and	level	of	“press,”	P-E	theories	would	predict	that	the	person	will	experience	frustration	and	strain.	The	environment	affects	older	people	with	ADL	limitations	the	most	because	of	their	reduced
capacity	to	control	their	surroundings,	such	as	CONTROLLING	P-E	CONGRUENCE	An	older	man	who	lives	with	his	daughter	and	teenage	grandchildren	in	a	small	home	may	feel	overwhelmed	and	unable	to	control	the	high	level	of	activity	and	noise	by	the	younger	family	members	and	their	friends.	In	contrast,	an	older	man	who	lives	alone	in	a	quiet
neighborhood	has	greater	control	over	the	level	of	activity	in	his	home,	even	though	the	house	may	seem	too	quiet	and	boring	to	his	grandchildren	when	they	visit.	moving	from	an	undesirable	setting.	Therefore,	this	perspective	may	be	even	more	useful	for	understanding	frail	elders’	behavior	than	the	actions	of	healthier	older	adults	and	younger
populations.	The	competence	model	assumes	that	the	impact	of	the	environment	is	mediated	by	the	individual’s	level	of	abilities	and	needs.	Competence	is	defined	as	“the	theoretical	upper	limit	of	the	individual	to	function	in	areas	of	biological	health,	sensation-perception,	motives,	behavior,	and	cognition”	(Lawton,	1975,	p.	7).	Environmental	press
refers	to	the	potential	of	a	given	environmental	feature	to	influence	behavior	(for	example,	the	extent	of	stimulation,	physical	barriers,	and	lack	of	privacy).	For	older	adults	who	experience	a	decline	in	function	and	ability	to	perform	ADLs	and	IADLs,	the	environment	must	be	simplified	and	more	supportive.	But	when	the	environment	is	too
demanding,	an	individual	experiences	P–E	incongruence.	However,	a	given	environment	is	not	inherently	good	or	bad	for	all	older	users.	Instead,	one	must	examine	a	physical	setting	vis-à-vis	each	elder’s	competence.	For	example,	an	environment	that	enhances	one	older	person’s	activity	level	and	autonomy	may	pose	risks	for	another,	resulting	in
falls	and	accidents	(Iwarsson,	2004;	2005;	Iwarsson	et	al.,	2007;	Wahl	et	al.,	2009).	The	practical	implications	of	the	P–E	model	are	illustrated	by	examples	of	older	persons	with	Alzheimer’s	disease	or	other	forms	of	dementia.	Their	cognitive	deterioration	may	make	them	417	LIVING	ARRANGEMENTS	AND	SOCIAL	INTERACTIONS	unable	to
recognize	the	incongruence	between	their	needs	and	the	environment,	and	certainly	reduces	their	ability	to	reestablish	congruence.	Patients	with	dementia	may	become	agitated	unless	others	intervene	to	ensure	environmental	fit.	Caregivers	can	simplify	the	environment	to	make	it	fit	the	individual’s	cognitive	competence;	for	example,	by	providing
cues	and	orienting	devices	in	the	home	to	help	the	person	move	around	without	becoming	lost	or	disoriented.	The	ultimate	goal	of	any	modification	should	be	to	maximize	the	older	person’s	ability	to	negotiate	and	control	the	situation,	and	to	minimize	the	likelihood	that	the	environment	will	overwhelm	the	individual’s	competence.	The	concept	of	life-
space	relates	to	the	interaction	between	an	elder’s	competence	and	their	physical	environment.	Defined	as	the	distance	a	person	travels	to	perform	activities	over	a	specified	time	(e.g.,	one	week,	one	month),	an	individual’s	life-space	can	range	from	the	immediate	surroundings	of	one’s	bedroom	to	the	home	and	neighborhood.	For	active	elders,	the
usual	pattern	of	mobility	extends	beyond	the	town	where	they	live.	Researchers	who	have	created	a	tool	to	assess	life-space	note	that	the	larger	an	elder’s	life-space,	the	better	their	functional	abilities,	health	status,	and	psychological	well-being.	Similarly,	their	longitudinal	studies	reveal	that	older	adults	whose	life-space	constricts	over	time	also
experience	declines	in	ADLs	and	IADLs	(Allman,	Sawyer,	&	Roseman,	2006;	Brown	et	al.,	2009;	Crowe	et	al.,	2008).	COPING	WITH	DECLINING	COMPETENCE	As	an	example	of	modifying	environmental	press	to	be	more	congruent	with	declining	levels	of	competence,	grocery	shopping	in	a	large	supermarket	on	a	busy	Saturday	morning	may	become
an	overwhelming	task	for	an	older	person	who	has	difficulties	with	hearing	and	walking.	To	reestablish	congruence,	the	older	adult	might	decide	to	shop	in	a	smaller	store	at	nonpeak	hours,	avoid	supermarkets	altogether	and	use	a	neighborhood	grocery	store,	order	groceries	by	phone	or	online,	or	ask	friends	and	neighbors	for	assistance.	418	AN
ENVIRONMENT	THAT	PLACES	EXTREME	DEMANDS	ON	ELDERS’	COMPETENCE	In	February	2006,	82-year-old	Mayvis	Coyle	received	a	traffic	ticket	for	the	first	time	in	her	life.	Her	crime	was	jaywalking	at	a	crosswalk	on	a	busy	five-lane	boulevard	in	Los	Angeles,	where	the	pedestrian	light	is	green	for	only	20	seconds.	Mayvis	was	fined	$114	for
continuing	to	cross	the	street	after	the	light	had	turned	red.	Others,	including	a	78-year-old	woman	using	an	electric	cart,	have	complained	that	the	light	changes	when	they	are	only	halfway	across	the	boulevard.	The	policeman	who	issued	the	ticket	defended	his	action	by	responding	that	his	job	was	to	assure	pedestrian	safety.	Clearly,	the	timing	of
this	light	places	unrealistic	environmental	press	on	people	whose	physical	competence	declines	because	of	age	or	disability	(Associated	Press,	2006).	Geographic	Distribution	of	the	Older	Population	The	Aging	Experience	in	Rural,	Urban,	and	Suburban	Areas	As	the	United	States	and	other	industrialized	countries	have	become	more	urbanized,	a
smaller	proportion	of	all	population	subgroups,	including	those	age	65	and	older,	reside	in	rural	communities.	The	great	majority	of	older	Americans	(71.7	percent)	live	in	metropolitan	areas	(i.e.,	urban	and	suburban	communities),	compared	with	only	5	percent	in	communities	with	fewer	than	2,500	residents.	Elders	of	color	are	more	likely	to	live	in
central	cities,	placing	them	at	greater	risk	for	victimization	and	poorquality	housing	(AOA,	2008).	There	is	also	a	“graying	of	the	suburbs;”	that	is,	a	greater	proportion	of	people	who	moved	into	suburban	developments	in	the	1960s	and	1970s	have	raised	their	children	and	remained	in	these	communities	after	retirement.	Since	1977,	increasing
numbers	of	older	people	are	living	in	the	suburbs	rather	than	in	central	cities,	as	shown	in	Figure	1	on	the	following	page.	Compared	to	their	urban	counterparts,	elders	in	suburban	communities	tend	to	have	higher	incomes,	are	less	likely	LIVING	ARRANGEMENTS	AND	SOCIAL	INTERACTIONS	AN	INNOVATIVE	TRANSPORTATION	PROGRAM:
SOCIAL	ENTREPRENEURSHIP	AND	OLDER	ADULTS	Rural/Small	Towns	Suburbs	28.3%	45.5%	Cities	26.2%	FIGURE	1	Population	of	Older	Americans	Living	in	Urban,	Suburban,	Small	Towns	and	Rural	Areas	SOURCE:	U.	S.	Census	Bureau,	2008.	to	live	alone,	and	report	themselves	to	be	in	better	functional	health.	However,	the	lower	density	of
housing,	greater	distance	to	social	and	health	services,	and	fewer	mass	transit	options	make	it	difficult	for	older	suburban	dwellers	to	remain	there	if	they	become	frail	or	unable	to	drive.	Many	suburban	communities	are	responding	to	their	changing	resident	needs	by	developing	community	transit	programs	(e.g.,	vans	or	special	buses)	to	take	older
adults	and	persons	with	disabilities	to	social	and	health	services,	senior	centers,	shopping,	restaurants,	and	places	of	worship.	Future	cohorts	of	older	adults	will	expect	more	of	these	services	to	be	located	in	the	suburbs,	in	the	same	way	that	shopping	centers	and	retirement	housing	options	are	now	constructed	in	these	population	centers.	Older
persons	who	live	in	nonmetropolitan	areas	generally	have	lower	incomes	(near	the	poverty	level)	and	poorer	health	than	those	in	metropolitan	areas.	A	greater	proportion,	especially	elders	of	color,	relies	on	Social	Security	benefits	for	their	primary	source	of	income.	Limitations	in	mobility	and	activity	are	greater	among	elders	in	rural	communities
and	least	among	those	in	suburbs.	This	may	be	a	function	of	income	and	cohort	differences.	The	greater	availability	of	services	such	as	hospitals,	clinics,	senior	centers,	private	physicians,	and	transportation	in	urban	and	suburban	communities	compared	to	rural	settings	may	also	Public	transit	is	not	always	available	or	convenient,	particularly	for
those	who	live	outside	of	large	cities;	and	it	carries	its	own	set	of	issues	for	this	age	group.	Bus	stops,	for	example,	can	be	many	blocks	away	and	require	standing	out	in	bad	weather.	Bus	schedules	and	routes	do	not	provide	the	autonomy	and	mobility	most	people	experience	with	their	own	private	cars.	Therefore	many	people	continue	to	drive	long
after	they	really	should	because	they	think	they	have	no	alternative.	The	independent	ITNAmerica,	a	nonprofit	offering	more	than	30,000	door-to-door	rides	for	elders	in	eight	states,	was	designed	to	meet	these	challenges.	Riders	purchase	an	annual	membership	($40	for	individuals,	$50	for	family	memberships)	along	with	ride	credits	to	be	placed	in
a	Personal	Transportation	Account™,	based	on	an	estimate	of	how	much	travel	is	needed.	ITN	uses	an	estimate	of	$9	per	ride	to	guide	consumers	on	how	much	to	put	in	their	accounts.	Unlike	publicly	funded	transportation	for	older	adults,	which	provides	trips	only	to	doctors,	churches,	and	grocery	stores	within	restricted	hours,	ITNAmerica	is
available	24/7	and	will	arrange	rides	wherever	its	riders	want	to	go.	Among	its	innovations,	older	people	can	trade	their	own	cars	to	pay	for	rides	and	volunteer	drivers	to	store	transportation	credits	for	their	own	future	transportation	needs.	Since	riders	do	not	pay	cash	and	only	private	automobiles	are	used,	riding	ITN	vehicles	is	more	like	riding	with
a	friend	than	taking	a	taxi.	ITN	actively	solicits	business	community	support.	Area	retailers	get	involved	through	the	Ride	&	Shop™	promotion,	helping	to	pay	for	rides	for	shoppers	who	buy	from	them.	And	doctors’	offices	and	clinics	help	out	the	program	and	their	patients	through	the	Healthy	Miles™	donation	program.	The	goal	is	to	make	each
community	program	self-sustaining	within	a	five-year	period	(	.	explain	these	variations.	Despite	attempts	to	offset	urban–rural	differences	in	services,	significant	gaps	remain	in	terms	of	access	and	availability.	Transportation	is	a	critical	problem	for	older	rural	residents,	both	to	take	them	to	medical	and	social	services	and	for	providers	to	travel	to
their	homes.	Despite	their	lower	income	and	poorer	health,	older	persons	in	small	communities	tend	419	LIVING	ARRANGEMENTS	AND	SOCIAL	INTERACTIONS	to	interact	more	with	neighbors	and	friends	of	the	same	and	younger	ages	than	do	those	in	urban	settings.	Other	positive	features	of	smaller	communities	are	greater	proximity	to
neighbors,	stability	of	residents,	and	shared	values	and	lifestyles.	Proportionately	few	rural	elders	live	near	their	children	or	receive	financial	and	social	support	from	them.	However,	friendship	ties	appear	to	be	stronger	and	more	numerous	among	rural	elders	than	among	those	in	urban	settings.	In	sum,	older	persons	who	remain	in	rural	areas	and
small	towns	are	more	disadvantaged	in	terms	of	income,	health,	and	service	accessibility	than	are	those	in	metropolitan	areas.	On	the	other	hand,	P–E	fit	considerations	suggest	that	elders	who	have	a	high	need	for	social	interaction	and	have	lived	most	of	their	lives	in	rural	areas	would	be	most	satisfied	in	such	settings	and	would	experience	severe
adaptation	problems	in	more	anonymous	urban	environments.	Elder-Friendly/Livable	Communities	An	emerging	concept	in	the	physical	environment	for	older	adults—one	that	is	consistent	with	the	need	for	P–E	congruence—is	that	of	elder-friendly,	or	livable,	communities.	While	P–E	congruence	focuses	on	the	individual’s	level	of	competence,	needs,
and	preferences,	this	concept	examines	environmental	demands	at	the	community	level.	Elder-friendly	communities	are	defined	as:	•	Addressing	basic	needs	of	safe	neighborhoods,	affordable	and	accessible	housing,	and	adequate	mobility	options	•	Optimizing	physical	and	mental	health	by	providing	access	to	social	and	health	services,	preventive
and	health	promotion	activities,	chronic	disease	management,	and	end-of-life	care	•	Promoting	social	and	civic	engagement,	including	opportunities	for	employment,	volunteering,	and	cross-generational	interaction	420	•	Maximizing	autonomy	for	frail	and	disabled	elders	by	providing	accessible	public	transportation	and	resources	to	help	them	remain
at	home	(Advantage	and	Age	Initiative,	2007;	Hanson	&	Emlet,	2006;	Oberlink,	2008)	Elder	friendly	or	livable	communities	benefit	residents	of	all	ages.	To	illustrate,	these	communities	promote	healthy	activities	by	building	walking	or	biking	trails	or	curb	cuts	at	every	corner	that	are	enjoyed	by	young	parents	with	babies	in	strollers,	active	elders
riding	a	bike,	as	well	as	persons	with	disabilities	who	use	wheelchairs.	To	determine	if	communities	fulfill	these	criteria	for	elder-friendliness,	researchers	have	conducted	surveys	of	older	residents	in	diverse	areas.	An	AARP	2005	national	survey	of	1,000	adults	age	50	and	older	found	that	the	availability	of	community	services	such	as	dependable
transportation,	nearby	grocery	and	drug	stores,	hospitals,	and	options	for	different	types	of	affordable	housing	affected	residents’	satisfaction	with	their	community.	Urban	dwellers	were	more	satisfied	than	those	in	suburbs	where	these	services	were	less	available.	Dissatisfied	residents	also	felt	isolated	and	disengaged	from	their	neighbors	and	the
larger	community.	Barriers	to	creating	livable	communities	include	inadequate	housing	type	and	supply	as	well	as	dispersed	communities	without	good	mobility	options.	Findings	from	surveys	such	as	the	one	by	AARP	are	useful	for	guiding	city	officials	and	leaders	in	the	aging	network	to	improve	housing,	services,	and	employment	and	volunteering
opportunities	for	older	citizens	(AARP,	2005;	Hanson	&	Emlet,	2006;	Kochera	&	Bright,	2005–2006;	Oberlink,	2008).	Some	organizations	serving	older	adults	are	engaged	in	asset	mapping,	which	refers	to	a	range	of	approaches	that	work	from	the	principle	that	a	community	is	best	built	by	focusing	on	the	strengths	and	capacities	of	the	citizens	and
associations	that	call	a	neighborhood,	community,	or	county	“home.”	Their	mapping	is	guided	by	the	goal	of	how	community	assets	can	be	mobilized	to	ensure	quality	of	life	for	their	older	residents.	LIVING	ARRANGEMENTS	AND	SOCIAL	INTERACTIONS	A	COMMUNITY-BASED	MODEL	OF	SERVICE	EXCHANGE	Partners	in	Care	(PIC),	begun	in
Maryland,	provides	a	network	of	support	for	older	adults	that	promotes	self-sufficiency	and	volunteerism	in	the	community.	Involving	over	2,600	individuals,	PIC	uses	the	tool	of	time-banking	or	service-exchange.	People	volunteer	their	time	and	talents	to	help	each	other	accomplish	the	many	tasks	involved	in	everyday	living.	Assets	that	are	already	in
the	community	are	used	to	accomplish	more	with	less.	Older	adults	are	empowered	as	they	not	only	earn	the	help	they	need,	but	also	give	back.	In	exchange	for	sharing	their	time	and	skills,	they	receive	rides	to	medical	appointments,	pharmacies,	and	grocery	stores,	and	help	with	home	repairs.	To	illustrate,	a	70-year-old	woman	drives	another
person	to	the	doctor	periodically.	She	earns	hours	in	her	“bank”	and	can	receive	partial	fuel	reimbursement.	When	her	arthritis	prohibits	her	from	installing	her	storm	windows,	she	calls	for	someone	to	come	and	help	her.	Two	volunteer	members	go	out	to	put	up	the	windows.	One	volunteer	who	performs	the	task	donates	his	hours	to	an	older
neighbor	so	that	she	will	have	“time	in	the	bank”	to	call	in	if	she	needs	groceries.	His	partner	donates	his	hours	to	the	general	pool.	Elders	living	in	their	own	homes	are	grateful	to	have	someone	donating	on	their	behalf	but	also	may	give	back	by	making	telephone	calls	or	giving	contributions.	Having	credits	in	the	bank	makes	it	easier	to	ask	for	help
when	it	is	needed.	PIC	has	been	recognized	by	the	federal	Administration	on	Aging	as	one	of	only	14	programs	in	the	country	with	a	viable	transportation	model	for	older	adults	(	).	years	will	require	more	time	to	adapt,	even	if	the	move	is	perceived	as	an	improvement	to	a	better,	safer,	or	more	comfortable	home.	This	is	because	the	older	person	has
adjusted	to	a	particular	level	of	P–E	fit	over	a	long	time.	A	relocation	that	entails	extensive	lifestyle	changes,	such	as	a	move	to	a	retirement	community	or	a	nursing	home,	requires	more	time	to	adapt.	Older	adults	who	move	voluntarily	often	feel	more	stress	before	the	move	than	after.	Regardless	of	the	nature	of	the	move,	many	elders	experience
feelings	of	loss	associated	with	giving	up	possessions	and	a	familiar	setting.	Older	homeowners	are	far	more	likely	than	younger	families	to	have	lived	in	their	current	homes	for	at	least	30	years	(50	percent	vs.	4	percent).	This	difference	also	occurs	among	renters	(16	percent	vs.	1	percent,	respectively)	and	may	explain	why	older	people	are	less	likely
to	relocate	than	younger	persons.	Furthermore,	relocation	rates	continue	to	decline	for	the	population	age	65	and	older	(Sergeant,	Ekerdt,	&	Chapin,	2008;	Wolf	&	Longino,	2005).	A	national	survey	by	AARP	revealed	an	overwhelming	desire	by	people	Relocation	Relocation,	or	moving	from	one	setting	to	another,	also	represents	P–E	incongruence	or
discontinuity	between	individual	competence	and	environmental	demands.	Anyone	who	has	moved	from	one	city	or	one	house	to	another	has	experienced	the	problems	of	adjusting	to	new	surroundings	and	to	different	orientations,	floor	plans,	and	design	features	in	the	home.	An	older	person	who	has	lived	in	the	same	home	for	many	Relocation
generally	entails	a	loss	of	familiar	surroundings	and	possessions.	Photodisc/Getty	Images	421	LIVING	ARRANGEMENTS	AND	SOCIAL	INTERACTIONS	age	50	and	older	to	remain	in	their	own	homes	and	communities.	Their	three-stage	model	of	migration	is	described	as:	•	69	percent	were	very	satisfied	with	their	residence	•	73	percent	preferred	to
remain	in	the	same	community	(AARP,	2006c)	•	Stage	1,	known	as	amenity	or	lifestyle-driven	moves,	occurs	most	often	among	the	young-old	and	recent	retirees,	generally	to	retirement	communities	in	the	Sunbelt—Florida,	California,	Arizona,	or	Texas.	This	may	include	“snow-birds”	who	spend	their	winters	in	the	warmer	climate	and	the	remaining
months	in	their	home	states.	Both	patterns	have	resulted	in	a	significant	increase	in	the	population	age	65	and	older	in	Sunbelt	states	in	the	past	40	years.	However,	this	pattern	is	shifting	as	more	older	adults	are	unable	to	sell	existing	homes	to	move	to	warmer	climates	and	Sunbelt	communities	seek	to	attract	younger	families	as	a	way	to	survive
financially.	•	Stage	2	is	often	precipitated	by	chronic	illness	that	limits	elders’	abilities	to	perform	ADLs.	They	may	move	to	retirement	communities	or	assisted	living	facilities	nearby	that	offer	some	amenities	(e.g.,	meals,	housekeeping),	but	seek	to	promote	as	much	autonomy	as	possible.	Sometimes	elders	move	closer	to	family	members	in	Stage	2
(assistance	moves).	•	Stage	3	is	not	experienced	by	most	elders	but	occurs	when	severe	or	sudden	disability	(e.g.,	stroke)	makes	it	impossible	to	live	even	semiindependently.	For	example,	a	frail	older	person	relocates	from	a	Sunbelt	community	to	a	nursing	home	near	family	members.	One	indicator	of	this	shift	is	that	Florida	has	the	highest
population	of	people	age	65	and	older	but	ranks	24th	in	its	proportion	of	oldest-old	(Longino,	2004).	The	great	majority	of	moves	by	older	people	occur	within	the	same	state	(AOA,	2008).	In	general,	older	people	are	less	likely	to	move	to	a	new	community	than	are	younger	families,	but	they	are	more	likely	to	move	to	a	different	type	of	housing	within
the	same	community.	In	their	early	life-course	model	of	retirement	migration,	Litwak	and	Longino	(1994)	proposed	that	the	large	migrant	stream	of	retirees	to	the	Sunbelt	from	northern	states	was	accompanied	by	a	smaller	counterstream	in	the	opposite	direction.	In	their	subsequent	work,	these	researchers	suggest	that	older	people	generally
relocate	in	response	to	changes	in	life	conditions,	such	as	retirement	or	functional	disabilities,	that	make	their	existing	home	environments	incongruent	with	their	needs	(Longino	et	al.,	2008;	Longino	&	Bradley,	2006).	As	a	result,	the	type	of	housing	chosen	varies	according	to	the	reasons	for	the	move.	ADAPTING	TO	P–E	INCONGRUENCE	IN	ONE’S
HOME	It	may	seem	odd	to	family,	friends,	and	service	providers	that	an	older	person	does	not	wish	to	leave	a	home	that	is	too	large	and	difficult	to	negotiate	physically,	especially	if	he	or	she	is	frail	and	mobilityimpaired.	The	problem	is	compounded	if	the	home	needs	extensive	repairs	that	an	older	person	cannot	afford.	Despite	such	seemingly
obvious	needs	to	relocate,	it	is	essential	to	consider	older	people’s	preferences	before	encouraging	them	to	sell	a	home	that	appears	to	be	incongruent	with	their	needs.	Families	should	take	account	of	the	meaning	of	home	to	the	older	person	as	a	symbol	of	self-identity,	control,	autonomy,	and	emotional	and	cognitive	bonding	with	their	social	and
physical	environment	(Oswald	&	Wahl,	2004).	422	For	many	other	elders,	an	intermediate	stop	may	be	an	adult	child’s	home	before	relocating	to	a	long-term	care	facility.	In	other	cases,	older	persons	receive	some	home	care,	other	types	of	community-based	long-term	care,	or	additional	support	services	that	allow	them	to	remain	in	their	homes.	To
the	extent	that	older	retirees	who	relocate	to	the	Sunbelt	have	children	and	siblings	living	in	their	state	of	origin	and	the	more	visits	they	make	back	home,	the	more	likely	they	are	to	create	a	“counterstream	migration”	by	moving	back	to	their	home	state.	However,	having	children	who	live	LIVING	ARRANGEMENTS	AND	SOCIAL	INTERACTIONS
RETIREES	CAN	REVITALIZE	AMERICA’S	SMALL	TOWNS	New	cohorts	of	active	retirees	have	revitalized	once-dying	communities	by	relocating	there,	spending	money	for	goods	and	services,	sometimes	continuing	to	work	part-time,	and	creating	jobs	for	other	residents.	One	estimate	is	that	a	retiree	who	relocates	to	a	community	can	have	as	great	an
economic	impact	as	three	to	four	factory	workers	because,	in	general,	they	are	wealthier	and	have	more	disposable	income.	In	2000,	new	residents	age	50	and	older	brought	twice	as	much	revenue	to	Florida	as	they	cost	the	state	in	services	(The	Seattle	Times,	2003).	This	pattern	may	be	changing,	however,	with	the	2009	recession.	nearby	in	the
Sunbelt	state	where	they	have	relocated	and	being	satisfied	with	their	new	residences	makes	it	less	likely	that	retirees	will	return	to	their	home	states	(Stoller	&	Longino,	2001).	The	oldest-old	are	most	likely	to	make	assistance	moves,	often	into	or	near	their	children’s	homes.	Such	moves	are	precipitated	by	widowhood,	significant	deterioration	in
health,	or	disability	(Longino	et	al.,	2008).	Not	surprisingly,	relocation	is	more	difficult	for	elders	with	multiple	or	severe	physical	or	cognitive	disabilities	because	they	have	problems	coping	with	stressful	life	events,	such	as	relocation.	Unfortunately,	they	are	often	the	very	people	who	must	relocate	to	skilled	nursing	facilities—environments	that	may
be	most	incongruent	with	their	needs.	Relocation	stress	can	be	reduced	if	the	older	person	has	some	control	over	the	decision	to	move	and	is	involved	in	the	decision-making	process,	such	as	selecting	the	facility	and	what	possessions	to	keep.	The	stress	of	adapting	to	a	new	setting	is	one	reason	why	many	frail	older	people	who	can	no	longer	maintain
their	own	homes	are	reluctant	to	move,	even	though	they	may	recognize	that	they	“should”	be	in	a	safer	environment.	Indeed,	the	2005	housing	survey	by	AARP	found	overwhelming	support	for	the	statement	“I’d	like	to	stay	in	my	home	and	never	move.”	Among	all	respondents	50	and	older,	89	percent	agreed	with	the	statement,	and	this	preference
increased	with	age.	•	84	percent	among	those	50–64	•	95	percent	among	those	75	years	and	older	(AARP,	2006c)	A	major	reason	for	this	large	proportion	of	elders	who	prefer	to	remain	in	their	own	home,	regardless	of	its	condition,	is	the	almost	universal	desire	for	aging	in	place.	This	is	the	preference	to	stay	in	their	homes	where	the	environment	is
familiar,	neighbors	can	be	relied	on	for	assistance	and	socializing,	and	the	aging	person	has	control.	As	more	adults	live	to	their	80s	or	90s,	however,	a	growing	number	of	services	are	likely	to	be	required	to	allow	aging	in	place.	To	the	extent	that	these	resources	are	accessible	in	the	neighborhood	or	local	community,	people	are	more	likely	to	remain
there	and	to	avoid	or	delay	relocation	to	a	long-term	care	facility.	Examples	of	these	support	services	are	described	later	in	this	chapter.	Some	older	people	may	live	in	communities	that	were	not	planned	for	this	population	(unlike	a	Sun	City	or	Leisure	World,	for	example)	but	have	become	naturally	occurring	retirement	communities	(NORCs).	Such
settings	have,	over	the	years,	attracted	adults	who	have	eventually	“aged	in	place”	there.	As	the	population	of	older	WHAT	TO	DO	WITH	A	LIFETIME	OF	POSSESSIONS?	Older	adults	who	move	to	a	smaller	home—whether	a	condo,	apartment,	assisted	living,	or	nursing	home—	are	typically	faced	with	the	task	of	disposing	of	a	lifetime	of	possessions.
The	memories	associated	with	a	favorite	possession	can	result	in	wrenching	decisions	for	elders	and	their	families,	intensifying	the	feelings	of	loss	associated	with	a	move.	This	task	can	be	even	more	daunting	for	elders	from	the	Depression-era	cohort	who	have	saved	material	items	throughout	their	lives.	For	other	elders	who	are	classified	as
hoarders,	their	living	spaces	are	so	cluttered	that	they	are	not	usable	and	can	pose	a	fire	risk.	Another	complicating	factor	in	disposing	of	lifelong	possessions	is	when	family	members	live	far	from	the	elder	or	disagree	over	who	should	inherit	which	cherished	possessions.	To	assist	with	this	process,	new	services	have	recently	emerged,	including
Senior	Move	Managers,	Professional	Organizers,	consultants	to	help	arrange	home	furnishings,	and	even	support	groups	for	hoarders.	423	LIVING	ARRANGEMENTS	AND	SOCIAL	INTERACTIONS	Retirement	communities	offer	opportunities	for	social	interaction	and	physical	activity.	Photodisc/Getty	Images	adults	with	chronic	care	needs	increases
in	NORCs,	some	state	and	local	governments	are	offering	expanded	services.	For	example,	city	funds	and	philanthropic	grants	pay	for	an	on-site	team	of	social	workers	and	nurses	to	care	for	elders	in	a	Queens,	New	York,	apartment	complex	where	more	than	60	percent	of	residents	are	age	60	and	older.	This	program	is	a	model	for	communities	in	25
other	states.	Such	programs	typically	encourage	older	residents	to	actively	participate	in	shaping	their	NORC.	Funding	comes	from	federal,	state,	and	local	governments	and	from	housing	partners,	philanthropies,	and	businesses.	The	paid	staff	includes	older	residents	who	work	on	communitybuilding	and	identifying	problems	in	the	NORC’s	physical
environment,	such	as	inadequate	bus	routes	and	health	clinics	and	home	repair	needs	(Larson,	2006;	United	Hospital	Fund,	2009).	Another	type	of	community	where	people	are	aging	in	place	is	a	collaborative	neighborhood	known	as	cohousing	(Co-housing	Association	of	the	U.S.,	2006;	deLaGrange,	2006;	Durrette,	2009;	Greene,	2006;	Vierck,	2005).
Adapted	from	Denmark	in	the	late	1980s,	cohousing	communities	are	clusters	of	10	to	30	individually	owned	housing	units	(attached	or	single-family	homes)	where	families	of	all	ages,	or	older	adults	only,	live	somewhat	independently	but	share	a	“common	house”	where	social	and	recreational	activities,	424	community	meetings,	and	occasional	group
meals	are	shared.	In	most	cases	the	private	units	are	small,	with	the	common	house	rather	than	individual	homes	serving	as	a	center	for	social	activities.	Residents	share	cooking,	cleaning	the	common	house,	and	physical	maintenance.	A	key	element	for	achieving	successful	cohousing	is	that	the	planning	and	construction	of	the	community	is	led	by
both	owners	and	future	residents.	Most	existing	cohousing	communities	today	are	intergenerational	and	have	only	recently	begun	to	deal	with	issues	of	aging	residents	with	chronic	diseases	and	dementia.	In	some	cases,	one	or	more	guest	rooms	in	the	common	house—designed	for	visiting	friends	and	family	members—are	available	as	a	residence	for
caregivers	of	cohousing	members.	Sometimes	this	caregiver	provides	full-time	assistance	to	several	residents	and	becomes	part	of	the	community.	Such	options	are	critical	to	avoid	burdening	cohousing	neighbors	with	ongoing	care	for	frail	residents.	Physical	barriers	such	as	inaccessible	entries	and	multi-story	dwellings	become	increasingly	difficult
for	those	with	disabilities.	The	principles	of	participatory	decision	making	and	resident	management	that	characterize	cohousing	may	elude	those	experiencing	cognitive	decline.	In	recognition	of	the	potential	incongruence	of	age-integrated	cohousing	for	frail	older	adults,	that	targets	a	new	trend	has	emerged	in	cohousing,	those	55	and	older
(deLaGrange,	2006;	Durrette,	2009;	ElderCohousing.org,	2006).	Many	of	these	neighborhoods	are	being	built	near	intergenerational	cohousing	communities,	but	often	with	fewer	homes	(15	to	20	households)	and	more	physical	features	and	social	services	that	take	account	of	declines	in	physical	and	cognitive	function.	Intentional	communities	are
another	more	recent	model	of	housing	that	encourages	aging	in	place.	These	are	communal	housing	projects,	both	intergenerational	or	targeted	only	at	older	adults,	where	people	with	common	interests	(e.g.,	religious,	political,	professional,	or	sexual	orientation)	collaborate	in	the	construction	of	a	community	of	apartments,	townhouses,	or	detached
single-family	homes.	Residents	of	intentional	communities	generally	share	more	LIVING	ARRANGEMENTS	AND	SOCIAL	INTERACTIONS	activities	than	those	in	cohousing	(Christian,	2003;	Yeoman,	2006).	The	Impact	of	the	Neighborhood	All	of	us	live	in	a	neighborhood,	whether	a	college	campus,	a	mobile	home	park,	an	apartment	complex,	or	the
several	blocks	surrounding	our	homes.	Because	of	its	smaller	scale,	the	neighborhood	represents	a	closer	level	of	interaction	and	identification	than	does	the	community.	Satisfaction	with	one’s	neighborhood	increases	if	amenities	such	as	a	grocery	store,	bank,	laundromat,	or	senior	center	are	located	nearby.	These	services	also	can	provide	a	social
network.	For	many	older	people,	however,	special	vans	or	other	types	of	transportation	are	necessary	to	access	such	services.	Older	adults	are	willing	to	travel	farther	for	physician	services,	entertainment,	family	visits	(although	friends	need	to	be	nearby	for	regular	visiting	to	occur),	and	club	meetings,	probably	because	these	activities	occur	less
frequently	than	grocery	shopping	and	laundry.	Because	of	the	importance	of	family	ties,	visits	to	relatives	may	occur	more	often,	regardless	of	proximity.	Distance	is	less	important	if	family	members	drive	older	relatives	to	various	places,	including	their	homes.	Proximity	and	frequent	contact	with	families	may	not	be	as	critical	if	neighbors	and	nearby
friends	can	provide	necessary	social	support.	Neighbors	play	critical	roles	in	older	people’s	social	networks.	When	adult	children	are	at	a	geographic	distance,	neighbors	may	PRACTICAL	HELP	FROM	NEIGHBORS	Neighbors	can	create	a	security	net	as	partners	in	a	Neighborhood	Watch	crime-prevention	program	or	in	informally	arranged	systems	of
signaling	to	each	other.	The	older	neighbor	who	lives	alone	might	open	her	living	room	drapes	every	day	by	9:00	AM	to	signal	to	her	neighbors	that	all	is	well.	Other	neighbors	might	check	in	on	the	older	person	on	a	daily	or	weekly	basis	to	make	sure	that	home-delivered	meals	are	being	eaten	regularly.	help	in	emergencies	and	on	a	short-term	basis,
such	as	with	minor	home	repairs,	meal	preparation,	or	transportation.	It	is	often	more	convenient	for	neighbors	than	family	to	drive	an	older	individual	to	stores	and	doctors’	offices.	This	does	not	mean	that	neighbors	can	or	should	replace	family	support	systems.	Nevertheless,	neighbors	are	a	vital	supplementary	resource.	Victimization	and	Fear	of
Crime	A	common	stereotype	is	that	crime	affects	the	older	population	more	than	other	age	groups.	However,	national	surveys	by	the	U.S.	Department	of	Justice’s	Bureau	of	Justice	Statistics	consistently	show	that	people	age	65	and	older	have	the	lowest	rates	of	all	types	of	victimization	among	all	age	groups	over	age	12.	As	Table	1	illustrates,	when
compared	to	people	age	16	to	19,	in	2007,	people	age	65	and	older	were:	•	23	times	less	likely	to	be	victims	of	an	assault	•	11	times	less	likely	to	experience	a	robbery	•	half	as	likely	to	be	attacked	by	a	purse	snatcher	or	pickpocketer	(Bureau	of	Justice	Statistics,	2008)	Nevertheless,	some	segments	of	the	older	population	are	at	greater	risk:	•	The
young-old	are	more	likely	than	those	age	75	and	older	to	face	all	types	of	crime.	•	African	American	elders	are	25	percent	more	likely	than	whites	to	be	assault	victims	TABLE	1	Victimization	Rates	per	1,000	Persons	or	Households,	2005	AGE	16–19	25–34	50–64	65+	SOURCE:	VIOLENT	CRIME	45.8	23.6	11.4	2.4	ROBBERY	ASSAULT	7.0	3.1	1.4	0.6
33.9	19.9	9.3	1.9	PURSE	SNATCHING/	PICKPOCKETING	1.6	1.0	0.6	0.4	Bureau	of	Justice	Statistics,	2006.	425	LIVING	ARRANGEMENTS	AND	SOCIAL	INTERACTIONS	and	four	times	more	likely	to	be	victims	of	purse	snatching	and	pickpocketing.	•	Both	young	and	old	Americans	with	incomes	less	than	$7,500	are	most	likely	to	become	victims	of
property	and	violent	crimes,	including	assault	(1.4	times	and	2.3	times	the	rate	for	those	with	incomes	over	$75,000,	respectively).	•	Not	surprisingly,	older	people	in	urban	centers	are	1.6	times	more	likely	than	suburban	or	rural	elders	to	experience	violent	crimes,	1.3	times	more	likely	to	be	assaulted,	and	1.5	times	more	likely	to	be	victims	of
property	crimes.	African	American	elders	in	urban	settings	are	more	likely	than	their	rural	counterparts	to	experience	all	three	types	of	crimes	(Bureau	of	Justice	Statistics,	2008).	Contrary	to	common	beliefs,	older	white	and	African	American	women	are	at	lowest	risk	for	violent	crimes:	•	For	all	types	of	assault,	1.4	per	1,000	versus	2.2	for	older
white	men	and	5.6	for	older	African	American	men.	NEIGHBORHOOD	CRIME	PREVENTION	PROGRAMS	In	response	to	concerns	about	crime,	Neighborhood	Watch	and	other	programs	encourage	neighbors	to	become	acquainted	and	to	look	out	for	signs	of	crimes.	Such	crime-prevention	programs	increase	older	people’s	access	to	their	neighbors.
They	break	down	the	perception	of	neighbors	as	strangers	and	the	apprehension	of	being	isolated	in	a	community,	both	of	which	foster	fear	of	crime.	Some	large	communities	have	established	special	police	units	to	investigate	and	prevent	crimes	against	older	people.	These	units	often	train	police	to	understand	processes	of	aging	and	to	communicate
better	with	elders	to	help	them	overcome	the	trauma	of	a	theft	or	physical	assault.	Improvements	in	community	design	can	also	create	a	sense	of	security.	For	example,	brighter	and	more	uniform	street	lighting,	especially	above	sidewalks	and	in	alleys,	can	deter	many	would-be	criminals.	426	•	For	all	crimes	of	violence,	1.8	per	1,000	among	white
women	and	less	than	0.3	for	older	African	American	women,	compared	to	3.2	for	older	white	men	and	5.6	for	black	men.	This	compares	with	the	highest-risk	group,	males	age	20	to	24,	who	experience	58.8	violent	crimes	per	1,000	population	(Bureau	of	Justice	Statistics,	2006).	The	conditions	under	which	crimes	are	committed	against	older	people
differ	from	those	of	other	age	groups.	For	example,	they	tend	to	be	victimized	during	the	day,	by	strangers	who	more	often	attack	alone,	in	or	near	their	homes,	and	with	less	use	of	weapons.	This	pattern	suggests	that	perpetrators	of	crimes	feel	that	they	can	easily	overtake	the	older	victim	without	a	struggle.	The	sense	of	helplessness	against	an
attacker	may	make	older	persons	more	conscious	of	their	need	to	protect	themselves	and	produce	levels	of	fear	that	are	incongruent	with	the	statistics	about	their	relative	vulnerability	to	violent	crimes.	Such	fear	of	crime	results	in	dissatisfaction	with	their	neighborhoods.	In	the	2005	AARP	housing	survey,	87	percent	of	those	65	to	74	and	84	percent
75	and	older	were	satisfied	with	the	security	of	their	neighborhoods.	However,	those	in	urban	areas	were	twice	as	dissatisfied	with	the	safety	of	their	neighborhoods	as	their	counterparts	in	suburbs	and	50	percent	more	than	elders	in	rural	areas.	Similarly,	elders	with	household	incomes	less	than	$25,000	were	much	less	satisfied	with	neighborhood
safety	than	those	with	incomes	over	$50,000,	mostly	because	they	lived	in	areas	with	higher	crime	rates	(AARP,	2006c).	It	is	not	surprising	that	older	adults	in	highcrime	areas	are	concerned,	given	the	potential	adverse	consequences	of	a	physical	attack	or	theft	for	an	older	person.	Even	a	purse	snatching	can	be	traumatic	because	of	the	possibility	of
an	injury	or	hip	fracture	during	a	struggle	with	the	thief	and	the	resulting	economic	loss.	Experiencing	a	violent	crime	can	even	precipitate	nursing	home	placement.	In	a	study	of	over	2,300	older	adults	in	New	Haven,	Connecticut,	5	percent	had	experienced	a	violent	crime	and	21	percent	some	type	of	LIVING	ARRANGEMENTS	AND	SOCIAL
INTERACTIONS	victimization	prior	to	their	move	to	the	nursing	home.	Over	the	next	10	years,	32	percent	entered	a	nursing	home	other	than	for	post-hospitalization	rehabilitation.	Those	who	had	been	victims	of	violent	crimes	were	2.1	times	more	likely	to	enter	a	nursing	home	than	their	nonvictimized	counterparts	(Lachs	et	al.,	2006).	Being	a	crime
victim	can	also	disrupt	the	individual’s	sense	of	competence	and	subjective	well-being.	Older	women	are	particularly	fearful	of	crime,	although,	as	described	above,	they	are	even	less	likely	to	be	victims.	Although	seemingly	irrational,	such	fear	of	crime	is	an	important	determinant	of	older	women’s	behavior	that	requires	community-level	interventions
to	empower	and	strengthen	their	environmental	competence.	For	example,	older	women	can	benefit	from	self-defense	education	and	from	neighborhood	support	networks.	Thus,	the	significance	of	the	fear	of	crime	is	not	whether	it	is	warranted,	but	the	effect	it	has	on	elders’	psychological	well-being.	On	the	other	hand,	older	persons	report	feeling
safe	going	outdoors	in	urban	neighborhoods	with	police	nearby,	with	easy	access	to	public	transportation,	with	coexisting	businesses	and	housing,	and	with	“green	features”	such	as	trees	and	clean	streets	(Beard	et	al.,	2009).	Although	less	likely	to	be	victims	of	violent	crime,	older	people	are	more	susceptible	to	economically	devastating	crimes	such
as	fraud	and	confidence	games.	Police	departments	in	major	cities	report	higher	rates	of	elder	victimization	by	con	artists	and	high-pressure	salesmen.	Medical	quackery	and	insurance	fraud	are	also	more	common,	perhaps	because	many	older	people	feel	desperate	for	quick	cures	or	overwhelmed	by	health	care	costs.	They	therefore	become	easy
prey	for	unscrupulous	people	who	exploit	them	by	offering	the	“ultimate	medical	cure”	or	“lowcost,	comprehensive	long-term	care	insurance”	coverage.	Older	adults	are	also	more	vulnerable	to	commercial	fraud	by	funeral	homes,	real	estate	brokers,	and	investment	salespeople.	The	negative	impact	of	such	fraud	on	elders’	trust	and	selfconfidence	is
perhaps	more	devastating	than	the	financial	consequences.	Such	feelings	can	prevent	the	older	person	from	seeking	appropriate	professional	services	for	medical	conditions,	insurance,	and	other	transactions.	And	families	may	perceive	their	older	relatives	as	no	longer	competent	to	live	autonomously.	AARP’s	classes	on	how	to	prevent	victimization
by	fraud	are	among	their	most	popular	educational	offerings.	Housing	Patterns	of	Older	People	In	this	section,	the	residential	arrangements	of	older	persons	are	reviewed,	including	independent	housing,	planned	housing,	retirement	communities,	and	residential	long-term	care.	We	also	discuss	newer	models	of	long-term	care,	both	community-based
and	residential.	By	far	the	most	common	type	of	housing	for	older	adults	is	traditional	independent	housing	(93	percent	of	those	65	and	older	live	in	such	housing),	followed	by	long-term	care	(LTC)	facilities	(4	percent),	and	community	housing	with	services,	such	as	continuing	care	retirement	communities	(3	percent).	However,	for	the	oldest-old,
these	latter	options	are	more	common:	17	percent	in	LTC,	and	8	percent	in	community	housing	with	services	although	75	percent	still	live	in	independent	housing	(Federal	Interagency	Forum,	2008).	Independent	Housing	In	2008,	of	the	24	million	total	older	households,	80	percent	were	homeowners	and	20	percent	were	renters.	Rates	of	home
ownership	were	higher	among	married	households	than	among	single	elders	(91.5	percent	and	69	percent,	respectively)	(U.S.	Census	Bureau,	2009).	The	former	spent	35	percent	of	their	income	for	housing,	less	than	half	that	spent	by	renters	(76	percent).	Rather	than	indicating	low	mortgages,	this	difference	may	be	explained	by	the	fact	that
homeowners,	on	average,	have	higher	median	income	levels	than	renters	($29,647	versus	$15,130	in	2008).	This	variation	may	also	be	explained	by	the	fact	that	older	homeowners	are	more	likely	than	any	other	427	LIVING	ARRANGEMENTS	AND	SOCIAL	INTERACTIONS	100	90	82	Percent	80	70	66	65	60	53.5	46.5	50	38.6	40	33.6	30	23.4	20	17
14.5	10	11.9	428	$3	40	K	K	>$	40	K	age	group	to	occupy	housing	that	they	own	free	and	clear	of	a	mortgage	(68	percent	in	2008)	(U.S.	Census	Bureau,	2009).	These	include	condominiums,	mobile	homes,	and	even	congregate	facilities	that	offer	“life	care”	for	retired	persons;	but	single	family	homes	are	by	far	the	greatest	proportion	of	owned	units.
As	shown	in	Figure	2,	home	ownership	varies	considerably	among	the	older	population.	Married	couples,	non-Hispanic	whites,	especially	those	with	an	annual	income	of	$40,000	or	more,	and	those	residing	in	rural	communities	are	most	likely	to	own	their	homes.	However,	the	cost	of	utilities,	taxes,	insurance,	and	repair	and	maintenance	can	be
financially	devastating	because	their	homes	tend	to	be	poorly	constructed	and	in	need	of	maintenance,	resulting	in	a	high	level	of	environmental	stress	on	the	older	person.	Many	of	the	houses	owned	by	elders	are	old;	36	percent	were	built	before	1959,	compared	with	27	percent	of	homes	in	general.	As	a	result,	they	have	inadequate	weatherproofing
and	other	energy-saving	features,	with	large	indoor	and	outdoor	spaces	that	are	costly	to	maintain.	Exposed	wiring,	lack	of	sufficient	outlets,	and	worn-out	oil	furnaces	can	be	hazards.	The	2007	American	Housing	Survey	revealed	that	10	percent	of	homes	occupied	by	older	homeowners	had	moderate	or	severe	physical	0–	K	30	0–	$2	20	0–	$1
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